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Introduction

‘Abdominal Cocoon Syndrome’ is characterised by the pres-
ence of thick homogenous fibrotic mantle covering the intra-
peritoneal organs. The condition can be either congenital or 
acquired. There is no specific symptomatology related with 
the disease. The exact cause has not been well studied, but 
genetic factors, trans-tubal flow of causative agents, peritone-
al infections, medications and peritoneal invasive procedures 
are all thought to play a role (1).
Encapsulating membrane in abdominal Cocoon Syndrome 
is composed of dense fibrotic tissue and has no mesothelial 
cell covering (2). Cocoon Syndrome causes the disordered 
peritoneal fluid dynamics due to restricted bowel movements 
and the presence of a thick fibrous mantle surrounding the 
intestinal loops. These factors lower the trans-mural lymph 
flow and result in persistent ascites.

Case Presentation

A thirty-six year old, gravida 1, parity 1 female was admitted 
to a gynaecology clinic one year previously due to secondary 
infertility. She had no chronic illnesses in her past medical his-
tory. She gave birth six years ago by caesarean section after 
spontaneous pregnancy. Upon admission, she had menstrual 
regularity and hormonal evaluation was within normal limits. 
On trans-vaginal ultrasonography she had a normal appear-
ing uterus and adnexa with ascites in the pouch of Douglas. 

Trans-abdominal ultrasonography revealed grade I hepatos-
teatosis and abdominal ascites that was measured as 8 cm 
at the deepest point with free fluid accumulation surrounding 
the bladder and in between the bowel loops. Tumour mark-
ers including carcinoembryonic antigen (CEA), CA 125, CA 
19-9, CA 15-3 and alpha fetoprotein (AFP) were normal and 
the patient was sent to the gastroenterology department for a 
differential diagnosis for ascites. She had normal liver func-
tion tests and albumin levels upon admission. Colour Doppler 
evaluations of the portal venous system and inferior vena 
cava were performed. On Doppler sonography, portal venous 
branches, splenic vein, inferior vena cava and hepatic veins 
had normal calibres and flow patterns. Also, the presence of 
luminal thrombi was excluded. Liver architecture was normal 
with no suspicious lesions and ascites was measured as 12 
cm at its deepest point. Paracentesis revealed the presence 
of lymphocytic, histiocytic cells and mesothelial proliferation 
without atypia. Gastrointestinal malignancy was excluded 
due to these investigations. The patient was advised to return 
for re-evaluation after 3 months. However, the patient did not 
return for the follow-up.
The same patient was then admitted to our clinic one year 
later with the desire to become pregnant. She described 
pelvic pain during menses for 3 months. Her Pap test and 
hormonal profile were normal. During transvaginal ultraso-
nography, a 20x18 cm abdominal heterogeneous solid-cystic 
mass undifferentiated from the left adnexa with ascites was 
diagnosed. Tumour markers were normal. The patient was 
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prepared for diagnostic laparotomy with the probability of ovar-
ian carcinoma due to new onset pelvic pain, a huge abdominal 
mass and ascites.
During the operation, about 2500 mL clear ascites was removed 
after peritoneal entry and thick fibrotic tissue encapsulating 
the abdominal organs including the liver, stomach, spleen, but 
excluding the uterus and adnexa, was observed (Figure 1). 
There was also an 8 cm, benign cyst on the left ovary. The diag-
nosis of sclerosing encapsulating peritonitis was made during 
surgery and the operation was terminated following left ovarian 
cystectomy with the absence of malignancy on frozen section.
The patient was discharged from the hospital on the third 
postoperative day without any complications. The permanent 
pathology result was reported one week later as a benign ovar-
ian serous cyst. The patient was scheduled for evaluation in the 
infertility clinic 3 months after surgery and written informed 
consent was obtained from the patient to present her medical 
history in this study.

Discussion

Peritoneal fluid dynamic depends on diaphragmatic lymph 
flow and desired effects of bowel movements. Peritoneal 
fluid drains primarily to the upper abdominal, diaphragmatic 
lymph nodes and then continues via the thoracic duct to the 
mediastinum (3).
Diaphragmatic movements during inspiration and expiration, 
bowel peristalsis and impacts of abdominal wall musculature 
affect the peritoneal fluid dynamics. Blood and lymphatic ves-

sels along the bowel wall also affect the absorption of perito-
neal fluid with their hydrostatic and oncotic pressures.
Portal hypertension due to cirrhosis, hepatic congestion or 
portal thrombus formation is the primary cause of ascites. 
Hypoalbuminaemia, which leads to decreased plasma oncotic 
pressure, is also an important issue in the aetiology of asci-
tes. Furthermore, peritoneal disease, medical disorders and 
malignant conditions are known to be associated with ascites. 
Intractable ascites is a term that reflects the presence of ascites 
in spite of strict sodium restriction and the maximal diuretic 
dose of furosemide and spironolactone (4).
Abdominal Cocoon Syndrome frequently presents with vague 
abdominal symptoms that do not clearly indicate a known 
aetiology. Bowel obstruction, abdominal mass, ascites and 
abdominal pain are the most common clinical presentations 
related with this syndrome.
Most of the patients are known to have symptoms associated with 
peritoneal tuberculosis, peritoneal dialysis, sarcoidosis, systemic 
lupus erythematosus, β-blocker use, cirrhosis and ventriculoperi-
toneal shunts (5). Patients are usually diagnosed per-operatively 
but procedures like ultrasonography or computed tomography 
(CT) have preoperative diagnostic roles. CT is known to be the 
gold standard diagnostic work-up due to the ease and feasibility of 
luminal assessment (1). Oral contrast studies might also present 
bowel obstructions which facilitate therapeutic interventions (6).
In patients with bowel obstruction, the goal of treatment con-
sists of resection of fibrous coverage and lysis of adhesions 
between the bowel loops to free the entire gut (7). Bowel resec-
tion is rarely indicated and necessary in the presence of highly 
oedematous, obstructive or necrotic segments.
In our patient, we did not see any symptoms pointing to the 
bowel obstruction preoperatively. The diagnosis of abdominal 
mass and persistent ascites for a period longer than a year in 
the presence of new onset pelvic pain was the main indica-
tion for surgery. The diagnosis of Cocoon Syndrome was made 
at the time of surgery when the ascites was drained. Lysis of 
the fibrous mantle was not performed in our case due to the 
absence of any bowel obstruction.
This case report represents a rare abdominal Cocoon Syndrome 
with persistent ascites and an accompanying left ovarian serous 
cyst. Our aim is to ensure that clinicians keep this rare condi-
tion in mind when faced with the presence of persistent ascites 
without any concomitant organ pathologies. Also, preoperative 
findings might indicate this syndrome, perhaps via a mixture of 
large cystic and solid masses with different degrees of swinging 
features in its core during ultrasonography. To date, the differen-
tial diagnosis of this condition consists of the exclusion of other 
aetiologies with ascites and measurements of tumour markers 
to reject probable malignant diseases. Females with abdomino-
pelvic pain, ascites and an adnexal mass that is suspicious 
of ovarian malignancy, especially in the presence of negative 
tumour markers, might require attention in gynaecology clinics 
for the differential diagnosis of abdominal Cocoon Syndrome.
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Figure 1. Arrow shows the thick fibrous mantle surrounding the 
bowel loops. Liver, stomach and spleen are also located within 
this fibrous capsule
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