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Abstract: Case report: A 55-year-old man 
presented with severe and intermittent ab-
dominal pain in the left iliac fossa for four 
months, weight loss of 15 kg, and progres-
sion to cessation of bowel movements and 
flatulence. Physical examination indicated 
intestinal semi-obstruction. Abdominal to-
mography revealed diffuse jejunoileal thi-
ckening and luminal reduction, with upstre-
am gastroduodenal distension and apparent 
intussusception. The patient underwent 
diagnostic laparoscopy, which identified 
a thick capsule surrounding the intestinal 
loops, consistent with encapsulating perito-
nitis. Discussion: Encapsulating sclerosing 
peritonitis (ESP) is a rare entity characteri-
zed by chronic fibroinflammatory process 
of the peritoneum, involving the intestine 
by a fibrous membrane and constituting an 
uncommon cause of intestinal obstruction. 
It can be idiopathic or secondary to chronic 
peritoneal inflammation, especially after pe-
ritoneal dialysis and abdominal surgery. Its 
nonspecific clinical picture makes diagnosis 
difficult, often confirmed only intraoperati-
vely. Conclusion: This case highlights the 
importance of considering EIS in the dif-
ferential diagnosis of patients with chronic 
abdominal pain and intestinal obstruction 
of undetermined cause. Given nonspecific 
clinical manifestations and limitations of 
preoperative tests, intraoperative recogni-
tion remains essential for proper diagnosis 
and treatment. 

Keywords: Intestinal obstruction. En-
capsulating peritoneal sclerosis. Peritoneal 
fibrosis.

INTRODUCTION

Encapsulating sclerosing peritoni-
tis (ESP) or abdominal cocoon syndrome 
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(ACS) is a rare and potentially serious cli-
nical entity characterized by chronic perito-
neal inflammation with the formation of a 
thick fibro-collagenous membrane that par-
tially or totally envelops the intestinal loops, 
particularly the small intestine, resulting in 
intestinal obstruction¹. 

Its initial description dates back to the 
early 20th century, when it was historically 
called “chronic encapsulating fibrotic pe-
ritonitis.” The condition is categorized as 
primary (idiopathic) or secondary, depen-
ding on the presence of associated triggering 
factors. The idiopathic form is a rare entity, 
often manifested by recurrent episodes of 
intestinal obstruction². The term “abdomi-
nal cocoon syndrome” was coined to des-
cribe the idiopathic form, first described in 
1978³.

EPP represents a condition with high 
morbidity and mortality and variable pre-
sentation, ranging from anorexia and ab-
dominal pain to obvious signs of intestinal 
obstruction, whose obstructive symptoms 
may be continuous, intermittent, or repe-
ated and are directly attributed to diffuse 
thickening of the peritoneum and the for-
mation of adhesions ¹,4 . 

Therefore, it is a topic of significant 
medical interest since it represents a rare 
etiology of intestinal obstruction, whose 
preoperative diagnosis remains a challenge 
due to the nonspecific nature of the initial 
symptoms³, often being a surprise diagno-
sis, established during surgical intervention 
performed for obstruction of undetermined 
cause5 .  Thus, the rarity of the condition, 
coupled with the nonspecific nature of its 
clinical and laboratory presentation, often 
results in a late diagnosis, which negatively 
impacts the management and prognosis of 
patients¹. 

The objective   of this article   is to 
report   a case   of  intestinal semi-occlu-
sion secondary to encapsulating sclerosing 
peritonitis, aiming to present an unusual 
etiology of this clinical syndrome that ne-
eds to be remembered among the diagnostic 
possibilities.

CASE REPORT

A 55-year-old male patient reported 4 
months of intense and intermittent abdomi-
nal pain in the left iliac fossa, associated with 
hyporexia, nausea, vomiting, weight loss of 
15 kg during this period, and perception of 
a palpable mobile abdominal mass. He de-
nied fever or other systemic symptoms. He 
had a history of umbilical hernioplasty more 
than 10 years ago.

Three months after the onset of symp-
toms, he developed a 15-day cessation of 
bowel movements and flatulence. Physical 
examination of the abdomen revealed no 
signs of peritoneal irritation. At that time, 
he was admitted to a secondary hospital for 
management of intestinal semi-occlusion, 
where an abdominal X-ray was performed, 
revealing dilation of the intestinal loops wi-
thout air-fluid levels, and a contrast-enhan-
ced CT scan showed diffuse and regular pa-
rietal thickening of the jejunum and ileum, 
causing luminal reduction with consequent 
gastroduodenal distension upstream. He 
was evaluated by general surgery, which in-
dicated conservative management. He was 
subsequently referred to Walter Cantídio 
University Hospital (HUWC) for further 
diagnostic investigation.

Upon admission to the Gastroentero-
logy Department of HUWC, the patient 
was asymptomatic, with bowel movements 
and flatulence present, without complaints 
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of abdominal pain, nausea, or vomiting. 
During hospitalization, enterotomography 
was performed, which showed diffuse thi-
ckening of the jejunoileal mucosa (Figure 1), 
of indeterminate nature, with the possibility 
of parasitic involvement, mainly giardiasis, 
and differential diagnosis with lymphopro-
liferative disease. In addition, the imaging 
exam also showed apparent rotation and 
invagination of a segment of the jejunal 
loop at the level of the angle of Treitz, as-
sociated with marked gastroduodenal fluid 
distension, which may correspond to intus-
susception causing intestinal semi-occlusion 
(Figure 1). Upper digestive endoscopy and 
colonoscopy were performed, with no fin-
dings to explain the condition. 

Figure 1. Axial enterotomography image 
showing diffuse thickening of the jejunoileal 

mucosa, associated with marked gastroduodenal 
fluid distension.

T﻿he patient underwent diagnostic 
laparoscopy, which revealed a thick fibrotic 
capsule involving the entire cavity, mainly 
the small bowel loops, forming a large con-
glomerate, findings consistent with encap-
sulating peritonitis (Figure 2). Conversion 
to exploratory laparotomy was performed, 
with h e release of intestinal loops from the 
thick encapsulating capsule (Figure 3). In-

traoperatively, there were no signs of other 
lesions, nodules, or intracavitary masses. 
Histopathological examination of the peri-
toneal implant showed fibrinous peritonitis 
with no evidence of malignancy (Figure 4). 
The patient showed clinical improvement 
after the surgical procedure, with no further 
episodes of intestinal semi-occlusion. 

Figure 2. Laparotomy image showing a thick 
membrane surrounding intestinal loops, espe-

cially the small intestine. 

Figure 3. Laparotomy image showing release of 
the intestinal loop from the fibrotic capsule.
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DISCUSSION 

EEP is a rare condition characterized 
by the formation of a fibro-collagenous cap-
sule partially or totally enveloping the small 
intestine, giving it the appearance of a co-
coon. Due to this encapsulation, there is a 
reduction in intestinal motility and recur-
rent episodes of obstruction6. 

In the present case, the patient pre-
sented with an insidious clinical picture, 
marked by intermittent abdominal pain, 
significant weight loss, and progression to 
intestinal subocclusion, representing ma-
nifestations that are consistent with those 
described in the literature, which shows a 
higher incidence in men and an often insi-
dious and nonspecific clinical presentation7. 
The absence of systemic inflammatory signs 
such as fever and the chronic progression 
of this patient reinforce the progressive and 
nonspecific nature of the clinical presenta-
tion of PEE, which contributes to the diag-
nostic delay observed in most cases. In ad-
dition, the occurrence of recurrent episodes 
of non-strangulating intestinal obstruction, 
in the absence of other etiologies, which in 

this case initially responded to conservative 
measures, is a finding that may raise early 
clinical suspicion for EEP3.

Preoperative diagnosis by imaging 
methods is challenging and requires a high 
index of suspicion, since the radiological 
changes of EEP may be present in other 
conditions6. In the present case, the initial 
tomographic findings, including diffuse pe-
ritoneal thickening and diffuse small bowel 
loops, luminal reduction, and upstream 
distension, are consistent with previous 
descriptions of PEE, although they are not 
pathognomonic. Considering the radiologi-
cal diagnosis, computed tomography (CT) 
is the method of choice, as it allows the 
identification of abnormally thickened and 
contrast-enhanced peritoneal membrane, 
as well as encapsulated and agglomerated 
intestinal loops8. Thus, CT can demons-
trate suggestive findings, such as peritoneal 
thickening or calcification, loculated fluid 
collections, adhesions or thickening of the 
intestinal wall, and intestinal dilation with 
caliber alteration6. However, individually, 
these findings are not pathognomonic and 
may mimic inflammatory, infectious, or 

Figure 4. A) Peritoneal surface covered by eosinophilic material compatible with fibrin, characteri-
zing fibrinous peritonitis. Hematoxylin and eosin (HE), 40x. B) Fibrin deposit associated with the 

proliferation of activated fibroblasts, star-shaped, with voluminous nuclei and evident nucleoli. He-
matoxylin and eosin (HE), 40x. C) Stromal fibrosis with foci of dystrophic calcification in peritoneal 

adipose tissue. Hematoxylin and eosin (HE), 40x.
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neoplastic processes6, as initially considered 
in this patient, whose differential diagnosis 
included parasitic involvement, lymphopro-
liferative disease, stenosing Crohn’s disease, 
and tuberculous peritonitis. Confirmation, 
therefore, often falls on surgical exploration7 
, as occurred in this patient. In the case pre-
sented, diagnostic laparoscopy played a fun-
damental role, allowing direct visualization 
of the fibrotic capsule involving the intesti-
nal loops, a characteristic finding of encap-
sulating peritonitis. The absence of masses, 
neoplastic implants, or other associated 
lesions reinforces the diagnosis of non-ne-
oplastic EEP, with the definitive diagnosis 
based on the histopathological result of fi-
brinous peritonitis without malignancy.

Although PEE is classically associated 
with prolonged peritoneal dialysis, it has a 
recognized multifactorial etiology and can 
occur in other clinical situations, such as 
peritoneal infections, autoimmune disea-
ses, or after abdominal surgery6. Given this, 
the disease can be classified as primary, also 
called idiopathic, whose cause remains unk-
nown, and secondary, in which there is an 
identifiable triggering factor. In secondary 
EEP, medications, infections and intra-ab-
dominal surgeries, intraperitoneal irritants, 
chronic liver diseases, post-transplant states, 
neoplasms, endometriosis, and autoimmu-
ne diseases can initiate the inflammatory 
cascade that results in peritoneal fibrosis. 
This wide variety of associated conditions 
reinforces the complex and heterogeneous 
nature of EPP1. In the case presented, the 
etiology of EPP had previous abdominal 
surgery as a probable predisposing factor, al-
though it is not possible to establish a direct 
causal relationship. 

From a pathophysiological point of 
view, it is accepted that multiple factors 

can act as a “second insult” on a previou-
sly susceptible peritoneum, culminating in 
chronic inflammation, fibrin deposition, 
and progressive fibrosis9. Considering this, 
a chronic or acute peritoneal insult (such as 
surgery, peritoneal dialysis, infection, or fo-
reign body) triggers an initial inflammatory 
response that, in predisposed individuals, 
can evolve into a cascade of pro-inflamma-
tory and pro-angiogenic cytokines, resulting 
in depletion of mesothelial cells, increased 
production of extracellular matrix compo-
nents, and fibrogenesis, thus forming a fi-
bro-collagenous membrane1,9. In this con-
text, the histopathological examination of 
our patient, which revealed fibrinous perito-
nitis without malignancy, is consistent with 
the established fibrotic phase of the disease. 
Histopathological studies highlight findin-
gs such as fibroblast-like cells, mesothelial 
denudation, fibrin deposits, and decreased 
cellularity as the most common characteris-
tics in established EEP compared to simple 
peritoneal sclerosis10 . 

Surgical treatment through the release 
of intestinal loops and excision of the fibro-
tic capsule remains the definitive approach 
for cases refractory to clinical treatment and 
should be performed in experienced centers 
due to its complexity and high risk1. Reports 
in the literature indicate that the laparosco-
pic approach may be feasible for both diag-
nosis and treatment in selected cases, with a 
good postoperative prognosis and low risk 
of long-term recurrence3 . In this scenario, 
the favorable clinical evolution after surgical 
treatment of our patient, without recurrence 
of subocclusive episodes in the postoperative 
period, corroborates evidence that complete 
surgical release of the loops and resection 
of the capsule are effective strategies when 
performed in experienced centers. However, 
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it is important to note that this surgery is 
technically challenging and associated with 
significant morbidity, with a potential risk 
of intestinal perforation and mortality that 
can reach 35.4% in some series, especially 
in less experienced centers1. Thus, as an al-
ternative for the active inflammatory phase 
or as a bridge to surgery, the adjuvant use of 
corticosteroids or tamoxifen has been des-
cribed mainly in EEP secondary to dialysis, 
but its evidence in the idiopathic form is li-
mited to case reports2. 

CONCLUSION

This case reinforces EEP as a challen-
ging diagnosis that should be considered 
in the differential diagnosis of chronic or 
recurrent intestinal obstruction, especially 
in patients with a history of previous peri-
toneal insult. The combination of clinical 
suspicion, careful interpretation of imaging 
tests, and an appropriate surgical approach 
remains essential for definitive diagnosis 
and good clinical outcomes.
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