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Abstract. Internal hernia through foramen of Winslow (FoW) is rare condition as there are only 200 cases reported so far in the literature. 
Our patient a 78 years man presented with a clinical picture suggestive of small bowel obstruction for 5 days. Patient underwent emergency 
laparotomy following suspicion of internal hernia on imaging. On exploratory laparotomy there was grossly dilated bowel loops and 
a small segment of terminal ileum and omentum was found herniating through FoW in to the lesser sac. The bowel segment was reduced 
with gentle traction and herniated segment of omentum was excised due to questionable viability. Opening of FoW was unusually large 
and to prevent hernia recurrence it was closed partially. Postoperative period was uneventful. This unusual case presented to us diagnostic 
confusion and management challenge considering the previous history, multiple comorbidities and geriatric profile.
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Introduction

Majority of bowel obstructions occur in the small intestine (80–90%) and are commonly due to adhesions, 
abdominal wall hernias, or neoplasm. Internal hernia, defined as the protrusion of abdominal viscera through 
a peritoneal or mesenteric aperture into a compartment in abdominal or peritoneal cavity is one of the rare 
cause (<5%) of small bowel obstruction. They are more common after laparoscopic gastric bypass surgeries 
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[1, 2] internal hernia through foramen of Winslow (FoW) is a rare condition. Since the first report in 1834 
by Blandin in autopsies, <200 cases have been reported in the medical literature [3].

We report a case of acute intestinal obstruction in an elderly individual due to herniation of small bowel 
through FoW. The diagnostic and management challenges were highlighted in this article.

Case report

A 78-year-oldmale, a known case of hypothyroidism on irregular thyroxine supplementation, presented with 
complaints of diffuse pain abdomen, obstipation and progressive abdominal distension for last five days to 
the surgical emergency room. There was nausea and multiple episodes of bilious vomiting for one day. He 
also gave a past history of laparotomy twice in 2017 and 2019 for intestinal obstruction.

On arrival to accident and emergency he had tachycardia (pulse – 110 bpm) and was dehydrated. Rest 
parameters were normal. He was afebrile. Abdominal was grossly distended with generalised guarding on 
palpation and hyper-tympanic note on percussion. Bowel sounds were absent. Rest of systemic examination 
was unremarkable

On further evaluation following findings were noted. His lab parameters were: Hemoglobin – 15.3 gm/dl 
(13–16 gm/dl), Total Leukocyte Count – 6 800/cmm (4 000–11 000/cmm), Platelet Counts – 268 000/cmm 
(1.5–400 000/cmm), PT/INR – 13.1 sec/1.06 (13–16 sec/1 to 1.3), Urea – 51 mg/dl (15–45 mg/dl), Creati-
nine – 0.9 mg/dl (0.5–1.3 mg/dl), Na+ – 134 meq/L (135–145 meq/L), K+ – 4.2 meq/L (3.5–4.5 meq/L), 
4.5 meq/L, Bilirubin – 1.1 mg/dl (0.1–1.2 mg/dl), AST/ALT – 44 IU/L, 75 IU/L (15–45 IU/L, 15–60 IU/L), 
Amylase/Lipase – 22 IU/L, 110 IU/L (20–85 IU/L, <300 IU/L), Proteins (Total/Albumin) – 7.2 gm/dl, 
4.0 gm/dl (6–8 gm/dl, 3–4.5 gm/dl), T3/T4/TSH – 40 ng/ml, 4.13 ug/dl, 9.39 mIU/L (0.2–2.0 ng/ml, 
6–12 ug/dl, 0.3–4.0 mIU/L), HIV – 1&2/HbsAg, HCV – negative.

On X-ray abdomen erect and supine with both domes of diaphragm multiple air fluid levels were seen 
suggestive of intestinal obstruction. There was no gas under diaphragm (Figure 1A).

Figure 1. A, B
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Underwent CECT abdomen on suspicion of small bowel obstruction. The finding were suggestive of 
small bowel obstruction with a definitive transition zone at distal ileum and four centimetre dilatation of 
proximal small bowel loops (Figure 1B).

In view of clinical presentation of intestinal obstruction, he was taken up for emergency exploratory 
laparotomy under general anaesthesia.

Intraoperative, there was grossly dilated bowel loops of questionable viability. On evisceration of the in-
testinal loops, there was no faecal or biliary contamination. On further manipulation of the gut, we were able 
to find a loop of ileum herniating through the lesser sac (Figure 2A). The loops of intestine were so dilated 
that it prevented the reduction of this internal hernia. We used hot saline mops to reduce bowel oedema. The 
patient was given 100% oxygen to improve tissue oxygenation. Once the bowels were eviscerated and secured 
safely an attempt to reduce the hernia was tried. However, the bowel was stuck to the lesser sac. Widening 
of the sac was done using limited kocherisations. Once the neck of sac was wide enough the herniated loop 
of intestine was reduced (Figure 2B). The associated necrosed omental segment was excised and tissue send 
for histopathology (Figure 2C).

Figure 2. A, B, C, D

After reduction the herniated loop of bowel seemed to be dusky. The bowel was kept in warm saline mops 
and patient was administered 100% oxygen. There was return of peristalsis and the colour turned pink after 
5 minutes (Figure 2D). The decision was taken to close the hernia defect with interrupted Polyglactin (™Vicryl 
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3.0) sutures. Rest of bowel inspected and no significant abnormality noted. The dilated bowels were preven-
ting abdominal closure. The contents of small intestine were milked retrograde to the stomach and aspirated 
from the Nasogastric tube through suction. Once the bowel was successfully decompressed the laparotomy 
wound was closed in layers.

The patient was started on clear oral fluids from second postoperative day and subsequently on soft diet. 
He was discharged on postoperative day five. Presently patient is doing well on third month of follow-up. 
The histopathology of the excised omentum revealed normal matured adipocytes with few inflammatory 
infiltrates. No evidence of giant cell granuloma, atypical or malignant cells seen.

Discussion

There are eight main types of internal hernias, categorized depending on where the hernia occurs. Foramen 
of Winslow hernia can be defined as peculiar variant of internal abdominal hernia, since it is a normal peri-
toneal orifice kept closed by normal intra-abdominal pressure that may be permeated by the intra-abdominal 
viscera. Hernias through the foramen of Winslow are rare and constitute only 8% of internal hernias and 
0.08% of total hernias [4, 5].

There are multiple anatomical abnormalities reported as possible predisposing factors for a visceral hernia-
tion through this foramen (i) abnormally enlarged foramen; (ii) the presence of an unusually long small-bowel 
mesentery or persistence of the ascending mesocolon; (iii) an elongated right hepatic lobe, which could be 
directing the mobile intestinal loop into the foramen; (iv) a lack of fusion between caecum or ascending colon 
to the parietal peritoneum; (v) a defect in the gastro-hepatic ligament; (vi) incomplete intestinal rotations 
or malrotation [6].

The rate of preoperative diagnosis has been reported to be <10% of the intraoperatively confirmed cases. 
A delay in diagnosis and treatment is often observed and may be responsible for the high mortality rate of up 
to 49% associated with this hernia type. Internal hernia is often revealed by intestinal obstruction associated 
with non-viable bowel at the time of operation [3]. Symptoms are usually related to bowel obstruction. The 
severity of the pain is related to the presence of bowel strangulation with subsequent necrosis. In some very 
particular cases, the internal hernia through the Winslow hiatus is revealed by an obstructive jaundice due 
to direct compression of the hepatic pedicle [2].

Clinical examination is non-specific and laboratory findings are rarely helpful. The key to diagnosis relies 
on prompt radiologic studies and the CT scan is nowadays considered the investigation of choice. Various, 
more or less specific findings have been reported, such as an air-fluid collection in the lesser sac or signs of 
small bowel obstruction associated with the presence of mesenteric vessels stretching anterior to the inferior 
vena cava and posterior to the portal vein; the absence of the ascending colon in the right gutter and an 
antero-lateral displacement of the stomach [7, 8].

The treatment invariably requires urgent surgery, and even if symptoms are limited, it should be consi-
dered in order to assess intestinal viability because of the risk of intestinal strangulation. Treatment is based 
on careful inspection with subsequent hernia reduction that is frequently possible with simple and gentle 
traction. Occasionally, this can be difficult; in these situation the gastrocolic or gastro-hepatic ligaments must 
be opened or, alternatively, a wide Kocher manoeuvre performed. In the case of massive colonic dilatation 
a colotomy for decompression with a suction device can be useful [1, 9]. In the case of overt intestinal necrosis 
an adequate resection is obviously mandatory; nevertheless there is no clear and established consensus on 
surgical management when the herniated contents are grossly viable. In our case limited kocherisation for 
reduction of hernia was performed followed by partial closure of the defect.

Furthermore, in order to prevent recurrent herniation, some surgeons decide to definitively close the 
foramen of Winslow. This option can however lead to meaningful complications such as accretions and/or 
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portal vein thrombosis. Thus, leaving the foramen open may be justifiable since the inflammatory postopera-
tive adhesions will most often obliterate the foramen entrance with no evidence of recurrent herniation [4].

Conflicts of interest. The author declares no competing interest. 
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