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Abstract
Abdominal cocoon is a rare disease of the peritoneum and the rare cause of intestinal obstruction.
The etiology of this disease is largely unknown. It primarily affects young adolescent females. We
report a case of abdominal cocoon in a 16-year-old girl patient who presented with recurrent
episodes of subacute intestinal obstruction.
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1. Introduction
Intestinal obstruction is a commonly encountered surgical emergency, and usually occurs secondary to intestinal
adhesions, cancer, obstructed hernia, etc. We reported a case of a 16-year-old young female who was admitted
in our ward with c/o pain abdomen and obstipation for two times for last 6 months. Every time diagnosis of
subacute intestinal obstruction was made which was relieved by conservative management. This was the third
time that she presented again with subacute intestinal obstruction and laparotomy was done which showed abdominal cocoon as the cause of recurrent intestinal obstruction.

2. Case Report
A 16-year-old girl was admitted in emergency ward complaining of pain whole abdomen and obstipation for 2 - 3
days. On examination her abdomen was soft nontender with mild distension, hernia sites were also normal. Vitals
were within normal limits. X-ray abdomen erect and supine were s/o multiple air fluid levels and ultrasound abdomen showed no free fluid. There was no history of any abdominal surgery, no history of weight loss, anorexia,
menstrual cycles were also normal. Diagnosis of subacute intestinal obstruction was made with no diagnostic clue
about cause of intestinal obstruction and patient was managed conservatively and discharged home. She was adHow to cite this paper: Bansal, R. and Singh, D.P. (2014) Recurrent Intestinal Obstruction Caused by Abdominal Cocoon.
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mitted third time again in our ward with similar complaints and now the decision for exploratorylaparotomy was
made. On surgery, a fibrous capsule covering all the abdominal viscera was revealed, in which small bowel
loops were encased, with the presence of interloop adhesions (Figure 1). Incision of the thick membrane and
extensive adhesiolysis of small bowel loops was performed (Figure 2) without loop resection and ileostomy was
done. Biopsy of membrane was taken which was suggestive of thick collagenous granulomatous lesion. Patient
was put on antitubercular treatment for nine months keeping in mind possibility of tubercular etiology and after
that ileostomy closure was done and patient made uneventful recovery with more than 8 months follow up. A
diagnosis of idiopathic sclerosing encapsulating peritonitis (abdominal cocoon) was established, due to intraoperative findings and by ruling-out any other specific provenedcondition explaining the patient’s pathology.

3. Discussion
The abdominal cocoon remains an uncommon cause of intestinal obstruction, and a search of Medline revealed
only about 60 articles dealing with this topic till date. Of these, the majority of cases reported were of the primary type, but the secondary form was also frequently reported, although we could come across only 3 cases

Figure 1. Showing fibrous capsule encasing small bowel loops.

Figure 2. Showing adhesiolysis with small bowel loop visible.
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with a possible tubercular aetiology—one from the original report by Foo et al. [1] another in the report by Sahoo et al. [2] and the third, in the report of Lalloo et al. [3]. Clinically, these patients with abdominal cocoon
present with attacks of colicky pain abdomen, nausea, vomiting with intestinal obstruction that is seldom complete. An abdominal mass may or may not be present [4]. Although some authors have described a few radiological signs on plain X-ray, barium series and computerized tomogram scan, it is, as a rule, difficult to be able
to make a definite pre-operative diagnosis of this entity [5] [6]. The diagnosis is usually made at laparotomy,
when the encasement of the small bowel within the sac-like cocoon is visualized. Although the disease primarily
involves small bowel, it can extend to involve other organs like the large intestine, liver and stomach. The
treatment is by lysis of this covering membrane, and rarely, further procedures such as resection, are required
[7].

4. Conclusion
In the case presented, an intra-operative diagnosis of idiopathic sclerosing peritonitis was made in a young girl
patient with a history of recurrent bouts of intestinal obstruction. Pre-operative findings were inconclusive. Biopsy was suggestive of chronic granulomatous lesion possibility of tuberculosis. Patient was put on antitubercular treatment. After 9 months of treatment ileostomy closure was done and patient made an uneventful recovery.
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