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Peritonitis esclerosante encapsulante: informe de un caso de sindrome de

cocoon, una causa inusual de obstruccion intestinal
Encapsulating peritoneal sclerosis: a case report of cocoon syndrome, an unusual cause of bowel

obstruction
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RESUMEN

La peritonitis esclerosante encapsulante (PEE), también llamada sindrome de cocoon, es una causa
poco frecuente de obstruccion intestinal. Se caracteriza por encapsulamiento del intestino delgado
por una membrana fibrosa. Presentamos el caso de un vardn de 76 afos, sin antecedentes de cirugia
abdominal, que consulté por dolor abdominal de tipo cdlico, vomitos y distension abdominal. La
tomografia axial computarizada (TAC) revelé obstruccién intestinal de alto grado. En la cirugia se
hallaron asas de ileon envueltas en tejido fibroso, lo que confirmé una PEE tipo Il. Se realizd liberacion
de adherencias y reparacion de perforaciones intestinales intraoperatorias. El paciente evoluciond
favorablemente. El diagndstico suele ser complejo y con frecuencia se confirma durante la cirugia. La
TAC permite orientar el tratamiento al mostrar asas dilatadas y membranas engrosadas. No existen
guias estandarizadas. Sin embargo, en casos obstructivos, la cirugia es la intervencion de eleccidn. Este
caso resalta la importancia de considerar PEE en pacientes sin antecedentes quirurgicos.

B Palabras clave: sindrome de cocoon, peritonitis encapsulante esclerosante, obstruccion intestinal, fibrosis
peritoneal.

ABSTRACT

Encapsulating peritoneal sclerosis (EPS), also known as cocoon syndrome, is a rare cause of bowel
obstruction in which the small intestine is encased by a thin fiborous membrane. We report the case of
a 76-year-old male patient with no history of abdominal surgery who presented with colicky abdominal
pain, vomiting, and abdominal distension. A computed tomography (CT) scan revealed severe bowel
obstruction. During surgery, loops of the ileum were found to be encased in fibrous tissue, confirming a
type Il EPS. The adhesions were released and intraoperative intestinal perforations were repaired. The
patient evolved with favorable outcome. The diagnosis is often complex and is frequently confirmed
during surgery. A CT scan helps guide treatment by revealing dilated loops and thickened membranes.
There are no standardized international guidelines. In cases of obstruction, surgery is the treatment of
choice. This case highlights the importance of considering EPS in patients with no history of surgery.
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La peritonitis esclerosante encapsulante (PEE)
o sindrome de cocoon es una patologia inflamatoria
cronica que posee una etiologia desconocida, cuyos
sintomas incluyen el dolor abdominal intermitente y la
obstruccidn intestinal, ya sea en yeyuno o ileon®. Esto
es provocado por tejido fibroso que envuelve el intes-
tino.

Se presenta el caso de un varén de 76 afios,
con antecedentes morbidos de hipertension arterial,
diseccion adrtica toracoabdominal y de arterias ilia-
cas comunes conocida y en tratamiento médico desde
2008, y antecedente quirurgico de hernioplastia ingui-
nal abierta izquierda en 2024. Acudid al Servicio de Ur-
gencias por un cuadro de dolor abdominal de 24 ho-
ras de evolucion, de tipo cdlico, y progresivo en regién
epigastrica y periumbilical, asociado a vémitos profusos
con caracteristicas de retencidn, ausencia de deposicio-
nes y gases por ano. En el examen fisico se destaca un
abdomen distendido, timpanico, con disminucion de
ruidos hidroaéreos, blando y depresible, sin signos de

irritacion peritoneal. Ante la sospecha de obstruccion
intestinal, se coloca una sonda nasogéstrica (SNG) que
da salida a 800 mL de contenido gastrico. En los exa-
menes de laboratorio de urgencia se destacan PCR 1,47
mg/dL, leucocitos 10 200 mg/dL, creatinina sérica 1,25
mg/dL, BUN 29,1 mg/dL, sin trastorno hidroelectroliti-
o, y pruebas de coagulacion sin alteraciones. La tomo-
grafia axial computarizada (TAC) de abdomen y pelvis
con contraste (Fig. 1 a y b) destaca signos de oclusion
intestinal mecdnica de alto grado a la altura del hipo-
gastrio sin signos de sufrimiento de asa, ademads de la
presencia de colgajo de diseccién Stanford B sin cam-
bios con relacién a estudio previo realizado en 2017.
Dados los hallazgos y sin antecedentes de cirugia abdo-
minal, se decide ingresar en quiréfano para una laparo-
tomia exploradora. En la cirugia se evidencia un yeyuno
vital pero dilatado, secundario a obstruccion distal en
relacion con 6 ovillos de ileon cubiertos por adheren-
cias firmes blanquecinas (Fig. 2, a y b), que son libera-
das con tijera y técnica roma. Sin embargo, a 150 cm
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del angulo de Treitz durante estas maniobras, se produ-
ce una perforacién intestinal que da salida a una mo-
derada cantidad de liquido intestinal y es reparada con
Monocryl 3-0®,(monofilamento absorbible), puntos
sero-musculares. A 200 cm se evidencia otra perfora-
cion puntiforme que se repara de la misma forma. Du-
rante el posoperatorio, el paciente evoluciona con ileo
adindmico, pese a lo cual se logra retirar la SNG a los 4
dias. Posteriormente tolera realimentacidon progresiva
via oral, presenta deposiciones y gases por ano. Es dado
de alta a los 5 dias del posoperatorio. En el control a
los 18 dias, presenta buen estado general, tolera ade-
cuadamente régimen oral y realiza actividades diarias
normalmente.

La PEE es una patologia inflamatoria créni-
ca de etiologia desconocida que se cree que surge
de cuadros recurrentes de peritonitis subclinica o de
bajo grado que se presentan sin signos abdomina-
les especificos!. Ademas, es una causa poco frecuen-
te de obstruccion intestinal®>. En el caso referido, la
ausencia de signos clinicos especificos y la evolu-
ciéon hacia una obstruccion intestinal aguda coinci-
dieron con esta presentacion clinica poco frecuente.

Por otro lado, esta patologia se caracteriza por
presentar un intestino delgado cubierto por una mem-
brana fibrosa o un saco en forma de capullo formando
ovillos en el intestino®. Debido a su rareza y a la diversi-
dad de sus causas, la incidencia y prevalencia globales

TAC preoperatoria donde se evidencian,
en corte axial y coronal, signos de
oclusién intestinal mecanica de alto
grado, con cambio de calibre en la region
hipogdstrica en ileon medio sin signos de
isquemia transmural de asas al momento
del estudio; por otro lado, flap de
diseccién aorto-iliaco crénico tipo B de
Stanford. (En flechas negras se aprecian
niveles de obstruccién intestinal debido a
bandas fibrosas).

Imagenes durante la cirugia donde se
aprecian ovillos de ileon distal cubiertos
por adherencias firmes blanquecinas
interasas.

de la PEE no estan bien documentadas al dia de hoy.
Durante la cirugia realizada, se identificaron multiples
ovillos en el ileon distal cubiertos por una capsula fibro-
sa, hallazgo caracteristico que confirmé retrospectiva-
mente el diagndstico del PEE.

La PEE puede dividirse en dos tipos: la mem-
brana del capullo de tipo | es fina, el tracto intestinal
puede verse bajo la capsula y no se forma una segun-
da cavidad abdominal; por otro lado, la membrana del
capullo de tipo Il es gruesa y forma la segunda cavidad
abdominal, y el intestino bajo la capsula no se ve cla-
ramente?. En este caso, la presencia de una capsula fi-
brosa gruesa y transparente sugiere una presentacion
tipo Il

En general, el diagndstico preoperatorio de
esta patologia es dificil, y en la mayoria de los casos,
solo se establece durante la realizacion de la laparoto-
mia exploradora®. La laparotomia fue determinante en
este paciente, ya que permitio evidenciar el origen real
de la obstruccidn, que no fue sospechado clinicamente
por los antecedentes del paciente.

Los sintomas mdas comunes dentro de esta
patologia son el dolor abdominal intermitente, que
aparece en el 33,1% de los casos, y la obstrucciéon del
intestino delgado en un 57,9%; estos sintomas se pro-
ducen cuando el tejido fibroso comprime o envuelve el
intestino. Tal compresion provoca sintomas similares
al ileo, ya sean dolor abdominal intermitente o tipo
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colico, nduseas, vOmitos, anorexia y pérdida
de peso'. En nuestro caso, el paciente consul-
té por un cuadro de dolor abdominal de tipo cdli-
co, vomitos y distensién abdominal, manifestacio-
nes clinicas comunes en la PEE con compromiso
obstructivo.

Es importante recalcar que el estudio de ima-
genes desempeiia un papel crucial en el proceso diag-
néstico de esta patologia®. Es aqui donde la TAC ad-
quiere un papel fundamental, al evidenciar hallazgos
caracteristicos como asas intestinales dilatadas y en-
redadas, envueltas por una membrana peritoneal en-
grosada (> 2 mm), presencia de adherencias y liquido
ascitico interasas, proporcionando al equipo quirurgico
informacién valiosa respecto de la complejidad y dura-
cién esperada del procedimiento?. En este caso, la TAC
permitié evidenciar signos de obstruccién de alto gra-
do, orientando hacia la necesidad de la realizacion de
una laparotomia exploradora.

La ausencia de guias estandarizadas para el
tratamiento de la PEE, genera que los procedimientos
quirurgicos se realicen principalmente en casos compli-
cados por obstruccién intestinal. Entre los principales
objetivos de la cirugia se incluye la liberacién completa
de las bandas fibréticas a lo largo del intestino delgado
y la raiz mesentérica. La reseccion intestinal se reserva

Unicamente para segmentos no vitales, a fin de evitar
agregar morbilidad al procedimiento con el fin de pre-
venir complicaciones como el sindrome de intestino
corto®. La cirugia en este paciente se centré en liberar
las adherencias firmes encontradas interasas, y evitar la
reseccion intestinal.

La PEE representa un desafio diagndstico y te-
rapéutico debido a su baja incidencia, etiologia idiopa-
tica y presentacion clinica inespecifica. Debe ser des-
cartado ademads en casos de dolor abdominal que no
tengan un origen mecanico. En la presentacion del caso
clinico se evidencié cdmo un cuadro de obstruccion
intestinal en un paciente sin antecedentes de cirugias
abdominales previas orientd, a través de la TAC y la
confirmacién quirurgica, al diagndstico de PEE tipo Il. El
estudio imagenoldgico resulté clave en la planificacidon
quirdrgica, al sugerir la presencia de una obstruccidn
mecdnica de alto grado.

La laparotomia exploradora realizada permitié
tanto el diagndstico definitivo como el tratamiento re-
solutivo. Este caso resalta la importancia de considerar
la PEE o sindrome de cocoon dentro del diagnéstico
diferencial de obstruccion intestinal, especialmente en
ausencia de cirugia previa, lo que destaca la relevancia
del enfoque quirdrgico oportuno para una evolucidn
clinica favorable.

= ENGLISH VERSION

Encapsulating peritoneal sclerosis (EPS), also
known as cocoon syndrome, is a chronic inflammatory
condition of unknown origin characterized by
intermittent abdominal pain and bowel obstruction in
either the jejunum or the ileum?®. In this condition, the
bowel is wrapped with a thick fibrotic membrane.

We report the case of a 76-year-old male
patient with a history of hypertension, chronic
dissection of the thoracoabdominal aorta and
common iliac artery on medical treatment since 2008,
and open left inguinal hernia repair in 2024. The
patient presented in the emergency department with
progressive colicky abdominal pain in the epigastic and
periumbilical region that had started 24 hours before,
associated with profuse retention vomiting, and
inability to pass stool and gas. On physical examination,
the abdomen was distended, tympanic, and soft with
no rigidity or rebound tenderness. The bowel sounds
were decreased. A nasogastric tube (NGT) was inserted
due to suspected intestinal obstruction, and 800 mL
of gastric contents were drained. The laboratory tests
requested in the emergency department showed PCR
1.47 of mg/dL, white blood cell count of 10,200/mm3,
serum creatinine levels of 1.25 mg/dL and BUN of 29.1
mg/dL. The electrolytes and coagulation tests were
within normal ranges. A computed tomography (CT)
scan of the abdomen and pelvis with contrast agent

(Fig. 1 a and b) revealed severe mechanical bowel
obstruction in the hypogastrium, with no evidence of
loop ischemia. A Stanford type B aortic dissection flap
was also visible with no changes compared to a 2017
scan. Given these findings and the absence of a history
of abdominal surgery, it was decided to proceed to the
operating room for an exploratory laparotomy. During
surgery, the jejunum was found to be vital, though
dilated due to a distal obstruction involving six clusters
of ileal loops covered by firm, whitish adhesions
(Fig. 2a and 2b), which were released using a blunt
technique with scissors. However, a bowel perforation
occurred 150 cm from the angle of Treitz during these
maneuvers, resulting in the leakage of a moderate
amount of intestinal fluid. The perforation was repaired
with absorbable monofilament Monocryl® sutures with
seromuscular bites. Another punctiform perforation
was found 200 cm from the angle, which was repaired
in the same fashion. During the postoperative period,
and despite the patient presented adynamic ileus,
the NGT could be removed 4 days later. The patient
tolerated the gradual reintroduction of oral feeding and
began passing stool and gas through the anus. He was
discharged on postoperative day 5. Eighteen days later,
during the follow-up checkup, his performance status
was good. He tolerated oral feeding normally and was
able to perform daily activities as usual.
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Encapsulating peritoneal sclerosis (EPS) is a
chronic inflammatory condition of unknown origin.
It is believed to develop from repeated episodes of
subclinical or low-grade peritonitis without specific
abdominal symptoms®. It is also an unusual cause of
bowel obstruction?. In the case described, the absence
of specific clinical signs and the progression to acute
bowel obstruction were consistent with this rare clinical
presentation.

In EPS, the small bowel is covered by a fibrous
membrane or a cocoon-like sac, forming clusters in the
intestine?. The overall incidence and prevalence of EPS
have not been well documented yet due to its rarity
and the variety of causes®. In our case, the surgical
exploration identified multiple masses in the distal
ileum covered by a fibrotic capsule—a characteristic
that retrospectively confirmed the diagnosis of EPS.

Encapsulating peritoneal sclerosis can be
categorized into two types: types | and Il. Type | is
characterized by a thin cocoon membrane, the presence
of an intestinal tube beneath the capsule, and the
absence of a second abdominal cavity. In contrast, type
Il EPS is distinguished by a thick cocoon membrane,
which gives rise to a second abdominal cavity, and
the intestinal tube beneath the capsule is not clearly
visible®. In this case, the presence of a thick, transparent
fibrous capsule suggests a type Il presentation.

Preoperative CT scans in axial and
coronal sections showing signs of severe
mechanical bowel obstruction, with a
diameter change in the mid-ileum at the
level of the hypogastrium. There were no
signs of transmural ischemia of the bowel
loops when the scan was performed.
A Stanford type B aorto-iliac chronic
dissection flap is also evident.

Operative images of the distal ileum with
clusters of ileal loops covered by firm,
whitish adhesions interposed between
bowel loops.

In general, the preoperative diagnosis of
this condition is difficult, and in most cases, it is only
confirmed during exploratory laparotomy®. In this
patient, laparotomy was crucial, as it revealed the true
origin of the obstruction, which had not been clinically
suspected based on the patient’s history.

The most common symptoms of this condition
are intermittent abdominal pain, which occurs in 33.1%
of cases, and small bowel obstruction in 57.9%. These
symptoms occur when fibrous tissue compresses
or encases the intestine. This compression causes
symptoms similar to those observed in ileus, such
as intermittent or colicky abdominal pain, nausea,
vomiting, loss of appetite, and weight loss’*. In this
case, the patient presented with colicky abdominal
pain, vomiting, and abdominal distension—clinical
manifestations commonly seen in EPS with bowel
obstruction.

It is important to emphasize that imaging
tests play a crucial role in the workup process of this
condition®. This is where CT scan plays a crucial role, as it
reveals characteristic findings such as clusters of dilated
and obstructed bowel loops, surrounded by a thickened
peritoneal membrane (> 2 mm), adhesions, and
interloop fluid. These findings provide the surgical team
with valuable information regarding the complexity and
expected duration of the procedure?. In this case, the
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CT scan revealed signs of severe obstruction, indicating
the need for an exploratory laparotomy.

The lack of guidelines for the standard of care
of EPS results in surgical procedures being performed
primarily in cases complicated by bowel obstruction. The
primary goal of surgery is to completely release fibrotic
bands along the small intestine and the mesenteric
root. Bowel resection is restricted to non-vital segments
only to minimize the risk of complications, such as short
bowel syndrome®. The surgery for this patient focused
on releasing the firm adhesions interposed between
bowel loops and avoiding intestinal resection.

EPS poses a diagnostic and therapeutic
challenge due to its low incidence, idiopathic etiology,
and nonspecific clinical presentation. The diagnosis
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