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Introduction: Foramen of Winslow hernia is a rare occurrence, accounting for only 8% of all internal hernias and 0.08% of all hernias. It 
presents a diagnostic challenge with subtle clinical and radio - logical features. A delay in treatment is responsible for high mortality rates 
of around 36 - 49%.
Case Presentation: Here we describe a case of a 31-year-old man who presented with acute epigastric pain. Extensive diagnostic work - 
up suggested foramen of Winslow hernia. At laparotomy, the herniated small bowel was viable and reduction was achieved with gentle 
traction.
Conclusions: Successful management of foramen of Winslow hernia requires prompt diagnosis and surgical treatment.
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1. Introduction
Internal hernia is a protrusion of a viscus into a natural 

orifice of the abdominal cavity. Herniation through the 
foramen of Winslow is rare, accounting for only 8% of in-
ternal hernias and 0.08% of all abdominal hernias (1). It 
most frequently involves the small bowel (63%), followed 
by the caecum and right colon (30%) and the transverse 
colon (7%). Cases of herniation of gall - bladder, omen-
tum, and small bowel diverticulum have also been re-
ported (2).

2. Case Presentation
A 31-year-old man presented to emergency department 

with sudden onset of epigastric pain. The pain was col-
icky in nature with no radiation, and it was relieved by 
truncal flexion. There was associated nausea and vom-
iting. He had no past medical or surgical history. On 
examination, vital signs were within normal limits. 
Abdominal examination revealed a soft abdomen with 
marked tenderness in the epigastrium and right upper 
quadrant. Full blood count, electrolytes, renal function, 
liver function and lipase were all normal except for a 
mildly elevated white cell count of 12.9 ×109/L. CT scan 
of the abdomen revealed herniation of small bowel 
into the lesser sac causing a closed - loop obstruction 
(Figures 1 and 2). The patient underwent an urgent lapa-
rotomy, which confirmed a foramen of Winslow hernia. 

It contained 25 - 30 cm of dusky but viable jejunum. The 
hernia was reduced by gentle traction. Post - operatively, 
the patient made an unremarkable recovery and was 
discharged after 4 days. There is no evidence of recur-
rence to date.

Figure 1. Jejunum Lying in the Lesser Sac (Axial View)

J: Jejunum, S: Stomach
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Figure 2. Jejunum Seen Herniating Through the Foramen of Winslow to 
the Lesser Sac, Displacing the Stomach Laterally (Coronal View)

J: Jejunum, S: Stomach

3. Discussion
The first case of Foramen of Winslow hernia was report-

ed by Square in 1886 (3). Foramen of Winslow hernias are 
a rare subgroup of internal hernias. Several predisposing 
factors have been postulated by Moynihan: a) long and 
mobile mesentery of the bowel which affords the bowel 
excess mobility, b) excessively large Foramen of Winslow 
(admits more than one finger), c) absence of fusion of as-
cending colon to posterior abdominal wall (4, 5). Other 
predisposing factors stated in the literature include elon-
gated right hepatic lobe, which could be directing the 
mobile intestinal loop into the foramen, and incomplete 
intestinal rotations or malrotations (6, 7).

The most common complication of this hernia is small 
bowel obstruction which may lead to strangulation (8). 
Others include gastric outlet obstruction due to extrin-
sic compression of pylorus, intestinal perforation, and 
the formation of a fibrous constriction ring involving 
the herniated segment after reduction. Mild obstructive 
jaundice has been noted in several cases, due to compres-
sion of the common bile duct (2, 9). The following clini-
cal features should suggest an obstructed internal hernia 
through the foramen of Winslow: a tympanic epigastric 
mass; sudden onset of severe epigastric pain eased by 

sitting or truncal flexion; and no history of previous ab-
dominal surgery (9). It has been postulated that flexing 
the trunk opens the Foramen of Winslow (4).

There are a number of radiological features which have 
been described in the literature: a) a circum - scribed col-
lection of gas medial to the lesser curvature, displacing 
the stomach laterally and anteriorly, may be present, b) 
absence of right colon in the right gutter, c) presence of 
mesentery between the portal vein and the inferior vena 
cava, and d) presence of terminal ileum and ascending 
colon displaced superiorly in the sub - hepatic space (4, 
10). A CT scan can improve the specificity of the diagnosis. 
Though it has been suggested that the hernia is only di-
agnosed pre - operatively in less than 10% of cases (11), we 
suspect that pre - operative diagnosis would well exceed 
10% with the widespread use of fast and high quality CT 
imaging, as in our case.

Urgent operative management is indicated and it fre-
quently involves reduction through the defect with sim-
ple traction (1-4). Should reduction not be successful, an 
option is to enter the lesser sac by making an incision in 
the gastrocolic ligament to assist in delivering the incar-
cerated segment of bowel (2, 12). Successful laparoscopic 
management of Foramen of Winslow hernia has been 
reported (1, 12). Bowel resection is dependent on the vi-
ability of the bowel after its reduction.

There is debate as to the appropriate management to 
prevent recurrence, including foramen closure, or right 
hemicolectomy or caecal fixation in the case of hernia-
tion of caecum and ascending colon (2, 4). There is very 
little evidence for recurrent herniation. Moreover, clo-
sure of foramen might pose a risk to the portal vein, in-
ferior vena cava and biliary ducts, and may also result in 
portal vein thrombosis and fibrosis (10). In our case, we 
elected not to close the foramen of Winslow.

Foramen of Winslow hernia is a rare condition which car-
ries a high mortality rate from misdiagnosis and treatment 
delay. It needs to be recognised and managed promptly to 
avoid potential life - threatening complications.
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