Case report

Sclerosing Encapsulating Peritonitis and Meckel’s
Diverticulum in a patient with Small Bowel
Obstruction

ABSTRACT

Sclerosing Encapsulating Peritonitis (SEP) is a rare cause of small bowel obstruction. There are other
similar and rare entities like peritoneal encapsulation found in different age groups: Management in
severe cases is mostly surgical. Laparoscopic approach may be useful for diagnosis but difficult to
proceed with. It is important to differentiate between idiopathic SEP and secondary SEP as
management may differ especially in a Tubercular Abdomen.

INTRODUCTION

Sclerosing Encapsulating Peritonitis, (SEP) is a rare cause:of small bowel obstruction and has been
previously confused with other similar appearing entities like peritoneal encapsulation that have
different origins and outcomes. SEP is also known as coceon abdomen and is characterised by a
thick fibro-collagenous membrane encapsulating: the, small* bowel which may be clattered and
crowded and aggregated to various degrees [1].

SEP could be either idiopathic or secondary to peritoneal, irritation and this differentiation can be
difficult but hints can be taken from history. by the dack of inciting factors and confirmation by on-table
lack of adhesion in between bowel loops in primary SEP. Pre operative diagnosis requires a high
degree of suspicion and remains a:challenge and surgical morbidity can be high due to potential
complications. This case report™ describes  the. presentation, workup and management and
complications associated with SEP.

CASE PRESENTATION

We describe a case  of Sclerosing Encapsulating Peritonitis, (SEP) and concurrent Meckel's
Diverticulum in a 45-year-old of Indian origin gentleman with a background history of chronic
abdominal pain for 9years. No risk factors for peritoneal inflammation were noted in history except for
high incidence of Tuberculosis in the region. He was admitted with symptoms of pain abdomen,
recurrent vomiting ‘and obstipation Examination had atypical findings of asymmetrical and localised
tense abdominal distension localised to left upper and right lower quadrant. X Ray abdomen showed
air fluids.levels spread throughout the abdomen and impression of small bowel obstruction was made.
Inflammatory markers were marginally increased with white cell count of 12 ,000/uL. Slight AKI due to
vomiting was noted. and normal liver functions. Lactate was 2.0 mmol/L.

Stomach was decompressed with a nasogastric tube and fluid resuscitation was commenced and
empirical antibiotics were given. Afoleys catheter was placed as well for output monitoring.

Contrast enhanced CT (CECT) Showed dilated small bowel loops covered by a membrane of variable
thickness, no ascites or other signs of tuberculosis in abdomen or chest and no signs ofmalignancy.
The membrane was thinner in upper abdomen and was quite thick in mid/lower abdomen and septa
were seen even in pelvis on CECT [Image 1, 2,3].
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Image 1: CECT slice through upper abdomen showing the membrane (yellow
arrowheads)

CECT: Contrast Enhanced Computerized Tomography
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Image 2: CECT slice through. upper pelvis showing dilated small bowels and thick
membrane (yellow arrowheads)
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Image 3: CECT slice through dower pelvis showing membranes going down to the
pelvis (yellow arrowheads)

There was no improvement in the condition over next 48 hours and surgical exploration was agreed
with the patient. Patient underwent an exploratory midline laparotomy. On laparotomy, the entire small
intestine was found to be cocooned and enclosed in a thick fibrotic membrane with clumping of small
bowel resulting in obstruction of the small intestine.[Image 4]. At some areas, the membrane was as
thick as:a muscle-sheath. Once the thick fibrous membrane was excised this led to revealing of
tortuous dilated'small bowels with some further flimsy overlying membranes. No significant inter bowel
adhesions were encountered further pointing towards Primary SEP The liver and stomach were free
from the membrane The membrane itself was not inflamed but was as thick as sheath as some areas
[Image 5]. The bowel underlying was not inflamed. Extensive excision of this thick membrane and
release of bowel loops revealed normal underlying small bowel and incidental Meckel's diverticulum
[Image 6 and 7].



Image 4: Initial vie y showing thick membrane encasing bowels



Image 5: The membrane was quite thick at some places (black arrows)
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Image 6: Images post release an
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SE s eiﬁer idiopathic or secondary to peritoneal irritation especially due to peritoneal

tube losis, peritoneal shunts, Mediterranean familial fever - recurrent polyserositis etc.
Primary an condary could be further differentiated on-table with lack of inter-bowel adhesions in
primary SEP.

Preoperative diagnosis requires a high degree of suspicion. This is particularly important in south east
Asia where tubercular abdomen may present with similar findings and could be treated with anti-
tubercular treatment (ATT) at earliest, given high risks of fistula formation with operative management
in such patients [2]. Contrast Enhanced CT can show thick covering over the bowels and clumping of
bowel loops and other sequalae of obstruction.

SEP clinical entity was first defined in 1907 by Owtschinnikow. He described encasement of the
intestines by a fibrocollagenous membrane and used the term “peritonitis chronica fibrosa



incapsulata [3]. SEP is differentiated from congenital peritoneal encapsulation (CPE) which has been
described first by Cleland in 1868 as a developmental anomaly characterised by an accessory thin
peritoneal membrane covered by mesothelium more like duplication of peritoneum [4]. CPE is
unrelated to inflammatory processes as there is absence of sclerosis and SEP typically does not
have mesothelium lining [5]. Foo et all described a similar presentation in young adolescent girls in
1978 and name it abdominal cocoon syndrome with a membrane covering the small bowel leading to
obstruction and on incising the membrane the small bowel unravelled itself with intact serosa [6].

In SEP, a thick fibro-collagenous membrane is seen to encapsulate the small bowel which may be
cluttered and crowded to various levels and may also include other organs like stomach liver or colon.
On this basis it has further been divided into Type 1: when only parts of small bowel is engulfed by the
membrane, Type 2 : when all of the bowel is covered and Type 3 when other organs are also so
covered [7].

The main stay of surgical treatment in acute abdomen in SEP is'excision of the membrane
adhesiolysis and sometimes prophylactic appendectomy has been done in an attempt to prevent
future exploration into a hostile abdomen [8]. Anastomosis should:be avoidedgiven high chances of
leaks but may sometimes be necessary if diversion is not possible [9].

A review of literature by Sami Akbulut included 184 patients<over twenty-three countries, with
overwhelming majority of the patients being treated surgically, few with. tubercular concerns were
treated with ATT and minority with immunosuppressants. The. four countries with the most of
published articles and reported patients were China, India, Turkiye and Nigeria [10].

SEP in TB endemic regions is often misdiaghosed as abdominal TB and ATT is started empirically
which should be avoided given the inappropriate treatment, antimicrobial resistance, side-effects and
economic burden of the prolonged course [11].

CONCLUSIONS

In conclusion SEP remains.a rare cause of SBO and is poorly understood and often mis labelled. Our
aim is to spread raise the.awareness about this entity and especially highlight the difference between
primary and secondary types of SEPand the impact it has on the management of these distinct types.
In tubercular endemic regions SEP-can often be confused with abdominal TB and inaccurately treated
with ATT. The cause of Primary SEP remains unknown and further research is needed in this
direction.

The CARE checklist was followed when writing the report [12].
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