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Abstract

Foramen of Winslow hernias are a rare type of internal hernia 
that account for less than 1% of all cases of intestinal obstruction. 
It is extremely rare surgical condition with estimated mortality of 
about 50%. Timely diagnosis aided by computed tomography (CT 
scan) can facilitate proper planning and surgical treatment. Optimal 
treatment depends on patient’s condition, status of the incarcerated 
structure as well as surgeon’s comfort and preference. 

Introduction

Internal hernias are relatively rare causes (0.5-6% of all 
cases) of intestinal obstruction [1,2]. Of these, only 8% involve 
herniation through the Foramen of Winslow, the passageway 
between the greater sac and the lesser sac [2]. Since this con-
dition is very uncommon, there is often a delayed or even a 
missed diagnosis. For this reason, it was once estimated to have 
a mortality of up to 49% [3]. Improvements in radiologic imag-
ing and increased awareness can aid in establishing diagnosis 
and surgical intervention to produce improved outcomes for af-
fected patients. As this condition is more routinely diagnosed 
pre-operatively, some clinicians beg the question whether an 
open or laparoscopic approach lends to improved outcome and 
speculate about how to prevent recurrence.

Case presentation

A 53-year-old lady presented to the emergency department 
with episodic sharp epigastric and periumbilical pain that radi-
ated diffusely throughout her entire abdomen. Patient denied 
nausea, vomiting, diarrhea, constipation, fever, or chills, and 
she reported passing both gas and stool one day prior to admis-

sion. Past medical history included hyperlipidemia and hypothy-
roidism, which were both adequately treated. She denied any 
past surgical history. Physical examination revealed a distended 
abdomen which is tender upon palpation at the epigastric re-
gion with guarding. The remainder of the physical examination 
and all vital signs were within normal limits.

Computed Tomography (CT) of the abdomen was requested 
(Figure 1-3) which revealed: Malposition of the cecum and as-
cending colon, swirling and edematous changes of the mesen-
tery, dilatation of the cecum and ascending colon with focal nar-
rowing of the rest of the large bowel, and free fluid within the 
posterior aspect of the pelvis. The liver, gallbladder, pancreas, 
and spleen appeared normal, and there was no intraperitoneal 
free air. There was normal enhancement of the kidneys, mild bi-
lateral hydronephrosis, and mild diffuse thickening of the blad-
der wall. The overall radiologic impression was consistent with 
cecal volvulus. Secondary to the patient’s clinical examination 
findings and the radiological image concerning for cecal volvu-
lus, the decision was made to proceed with open abdominal 
surgical exploration. 
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Figure 1

The patient was admitted and started on intravenous antibi-
otics and aggressive fluid resuscitation. Surgical exploration via 
midline laparotomy revealed that the patient’s terminal ileum 
and cecum had herniated through the foramen of Winslow into 
the lesser sac. Furthermore, the herniated cecum had rotated 
inside the lesser sac, resulting in volvulus and massive cecal 
dilatation. Reduction of the viable herniated cecum was unsuc-
cessful. We proceeded with right hemicolectomy with side-to 
side ileo-colonic stapled anastomosis. In addition, cholecystec-
tomy was performed due to evidence of acute cholecystitis.

Figure 2

Figure 3

Discussion

Intestinal herniation through the Foramen of Winslow is a 
rare presentation; only about 200 cases have been reported 
since its initial description in 1834 [4]. Due to its rarity and 
vague symptoms, the diagnosis is often missed or not made 
until surgical exploration is performed. Widespread use of 
Computed Tomography (CT) and increased awareness of this 
and other internal hernias as a cause of intestinal obstruction 
have led to increased pre-operative diagnosis and accelerated 
treatment, which has allowed for decreased mortality associ-
ated with the condition. Historically, the associated mortality 
approached 50%, but more recent reports indicate a mortality 
of only 5% [5]. 

Intestinal herniation through the Foramen of Winslow pres-
ents with vague symptoms of intestinal obstruction, such as 
colicky abdominal pain, nausea, vomiting, abdominal disten-
sion, and constipation [2-12]. Due to its location adjacent to the 
hepatoduodenal ligament, jaundice can also occur if the hernia 
compresses the common bile duct [2]. It has also reportedly 
caused gastric outlet obstruction in a few cases [6]. Since the 
presentation is very nonspecific, it may be mistaken for appen-
dicitis, gastroenteritis, ectopic pregnancy, ovarian torsion, rup-
ture of ovarian cyst, cholecystitis, cholelithiasis, or other causes 
of intestinal obstruction. One specific aspect of the presenta-
tion is relief of pain by complete truncal flexion (knees to chest 
position); this position alleviates pain by opening the Foramen 
of Winslow and decreasing tension on the incarcerated bowel 
[3,8]. However, not every patient reports this alleviating factor, 
and imaging is often required to make the diagnosis.

While some report signs of Foramen of Winslow herniation 
on plain X-rays, CT scan is critical in the pre-operative diagnosis. 
Common findings on CT include: Dilated non-encapsulated fluid-
filled bowel loops in the lesser sac anterior to the inferior vena 
cava, stomach/pancreas/spleen displaced anteriorly or later-
ally, engorged and stretched out mesenteric vessels, absence of 
ascending colon in the right paracolic gutter, and displacement 
of the first and second portions of the duodenum to the left 
[1,13,14]. The increased use of CT has increased pre-operative 
diagnosis from 10% to about 86% in recent years. Despite these 
great improvements made possible by CT, Foramen of Winslow 
hernias are still misdiagnosed as other conditions, including 
cecal volvulus [3]. In retrospect, the original CT scans of our 
patient (Figure 1-3) showed signs of cecal herniation through 
the Foramen of Winslow, including lateral displacement of the 
stomach and compression of the vessels encased by the hepa-
toduodenal ligament. Some experts assert that when the CT 
impressions are not definitive, multidetector computed tomog-
raphy (MDCT) can aid in diagnosis [1]. Increased awareness of 
these specific CT findings will lead to quicker and more accurate 
diagnosis of these rare internal hernias. It is imperative for clini-
cians to review radiographic images rather than relying on radi-
ologist’s report. Taking time to discuss the salient radiographic 
signs as it correlates with the patient’s symptoms can expedite 
diagnosis and facilitate appropriate treatment.

As the shift from intra-operative to pre-operative diagnosis 
of Foramen of Winslow hernias occurs, it leads to the discussion 
of whether an open or laparoscopic approach results in better 
outcomes. The first laparoscopic repair of a Foramen of Win-
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slow hernia occurred in 2011, and a few other have followed 
[4,5,8,11]. All of them were successful, and one even demon-
strated the ability to decompress distended herniated bowel 
laparoscopically. However, none of these cases required resec-
tion of unviable bowel, so this may be a limitation to the utility 
of a laparoscopic approach. As the laparoscopic approach gains 
favor in other more common surgical procedures, we expect in-
ternal hernia repairs to follow this trend. The surgical manage-
ment of cecal herniation through Foramen of Winslow hinged 
on the patient’s overall condition, if she can tolerate abdominal 
insufflation during laparoscopic surgery as well as the surgeon’s 
preference and comfort level. 

In addition, after the reduction of incarcerated cecum and 
possibly resecting the herniated bowel, many surgeons have 
performed additional procedures to prevent recurrence, includ-
ing right colonic fixation, cecopexy, right hemicolectomy, and 
closure of the Foramen of Winslow [5-7,10,11]. 

Conclusion

While intestinal herniation through the Foramen of Winslow 
is extremely rare, it is imperative to increase awareness of the 
clinical and radiologic findings associated with this condition 
to aid in appropriate pre-operative diagnosis, surgical plan-
ning and treatment. It is imperative for clinicians to review ra-
diographic images, discuss the images with radiologist and not 
rely on the readings alone. Furthermore, additional discussion 
is required to determine the optimal surgical technique (open 
versus laparoscopic) and interventions to prevent recurrence.
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