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Abstract
Herniation through the foramen of Winslow is rare, with a non-specific clinical presentation and his diagnosis may be difficult.
A 44-year-old female was admitted with an acute epigastric abdominal pain. A computed tomography showed an internal
hernia of the colon in the lesser sac. Laparoscopic reduction of the herniated contents and the fixation of the ascending
colon with several non-absorbable sutures were performed. Twenty months after surgery, the patient has not experienced
any recurrence. Computed tomography helps practitioners to the preoperative diagnosis of herniation through the foramen
of Winslow, to the viability of the herniated contents and presence of occlusion. In case of herniation through the foramen of
Winslow favored by a mobile ascending colon with a misapposition of the right Told fascia, the fixation of the colon with a
non-absorbable suture was safe and may prevent the risk of recurrent internal hernia and colonic volvulus.

INTRODUCTION
Herniation through the foramen of Winslow (HFW) is rare and
accounts for 0.1% of all abdominal hernias and 8% of all internal
hernias [1]. Small bowel is the most frequently involved organ,
followed by the terminal ileum and cecum [2]. Clinical presenta-
tion of HFW is non-specific and his diagnosis may be difficult [3].
A delayed diagnosis exposed to the risk of viscus ischemia and
perforation leading to a high morbidity and mortality rate [1, 3].
The emergency treatment requires a surgical reduction of the
herniated contents, in laparoscopy when possible. Methods to
prevent recurrent herniation remain a question. The aim of this
case was to report a patient presenting a HFW of the colon, with a
laparoscopic management of herniation and with the fixation to
the lateral wall of the right colon to prevent recurrent herniation.
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CASE REPORT
A 44-year-old female patient, without prior abdominal surgery,
was admitted to the emergency department with an acute epi-
gastric abdominal pain, without nausea. She presented similar
episodes of pain in the past, without having ever requested a
medical opinion. Physical examination revealed an acute epigas-
tric pain without signs of peritonitis. Laboratory analyses were
within normal limits. A computed tomography showed an inter-
nal hernia of the colon in the lesser sac, going back from the liver
pedicle (Fig. 1). There were neither occlusion nor ischemia. We
performed immediately a diagnostic laparoscopy with one 11-
mm umbilical port and two 5-mm ports (one in the left lumbar
and one in the hypogastrium). Exploration confirmed that the
ascending colon and the right colonic flexure had herniated
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Figure 1: Computed tomography showed an internal hernia of the colon in the lesser sac, going back from the liver pedicle.

Figure 2: Laparoscopic exploration confirmed that the ascending colon and the

right colonic flexure had herniated through the foramen of Winslow. Legend:

AC: ascending colon, GB: gallbladder, LP: liver pedicle, S: stomach, TC: transverse

colon.

through the foramen of Winslow (Fig. 2). The colon was reduced
with an atraumatic Johann’s graspers and was viable, cecum,
ascending colon and the right colonic flexure was mobile due
to a misapposition of the right Told fascia. To prevent recurrent
herniation we performed the fixation to the lateral wall of the
cecum, ascending colon and right colonic flexure with several
non-absorbable sutures (Fig. 3). We did not perform the closure
of the Winslow’s hiatus. Postoperatively, the patient recovery was
uneventful and was discharged home 2 days later. A computed
tomography was performed 1 month later for another reason,
showing a good result of the right colon fixation on the lateral
wall (Fig. 4). Twenty months after surgery, the patient totally
recovered and has not experienced any recurrence or occlusion.

DISCUSSION
Clinical signs of HFW are often related to small bowel obstruction
and usually include an isolated epigastric pain or associated
with nausea, vomiting and jaundice (by compression of the
extra-hepatic biliary tract) [2]. This non-specific presentation

Figure 3: Fixation to the lateral wall of the ascending colon with several non-

absorbable sutures.

makes preoperative accurate diagnosis difficult and can lead to
delayed diagnosis and therefore delayed surgical care. A com-
puted tomography helps practitioners to the diagnosis of HFW
and to the viability of the herniated contents [4, 2], which allows
the surgeon to consider a laparoscopic approach. Despite this,
HFW is diagnosed preoperatively in less than 10% of the cases [5,
6]. Laparoscopic management in case of internal hernia can be
used as much as diagnostic than therapeutic, when possible, and
propose enhanced recovery after surgical intervention. In case
of intestinal necrosis, an intestinal resection is necessary [3].
In case of difficulties during reduction, the Winslow’s foramen
needs to be enlarged by performing a Kocher manoeuvre, by
performing a colo-epiploic detachment or needle decompression
of the involved bowel [1, 3]. In this case, there were no occlusion
and the reduction was easily performed in laparoscopy. After
reduction, when herniated content is viable, there is no consen-
sus concerning the prevention of hernia recurrence. There are
three main contributing factors in the HFW genesis [3], excessive
viscera mobility, enlargement of the foramen of Winslow and
an increased intra-abdominal pressure. Some others anatomical
risk factors favoured HFW like a long small bowel mesentery or
an atrophic greater omentum [2, 4]. The cause of the HFW should
be investigated and treated, avoiding increased morbidity. In our
case cecum, ascending colon and the right colonic flexure were
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Figure 4: Postoperative computed tomography (coronal section) showed a good

result of the right colon fixation on the lateral wall.

mobile due to misapposition of the right Told fascia and the
patient had a constipation that may increase intra-abdominal
pressure. This presentation lead to performed the fixation of the
cecum, ascending colon and right colonic flexure to the lateral
abdominal wall with non-absorbable sutures to prevent the risk
of recurrent internal hernia and colonic volvulus and to treat his
constipation post-operatively. Some teams [1] have proposed a
preventative segmental resection if the bowel lacks anatomical
fixation, but can expose to anastomotic leakage. In this case we
do not close the foramen because we treated the predisposing
factor of HFW. The usefulness of the closure of the foramen of
Winslow is debated, some surgeons were favourable to close
the foramen of Winslow via suture [7], whereas others were
unfavourable due the risk of vascular wounds and portal vein
thrombosis [8, 9]. Other teams pack the foramen with the greater
omentum [8, 1]. To date, with or without foramen closure, there
has not been a report of recurrence [3], possibly due to adhesions
obliterating the foramen or because the foramen is kept closed
by normal intra-abdominal pressure [3, 9].

Computed tomography helps practitioners to the preoper-
ative diagnosis of HFW, the study of the herniated contents
viability and presence of occlusion. These are important in order

to propose a laparoscopic approach when possible. The cause of
the HFW should be investigated and treated, avoiding increased
morbidity. After reduction, in case of HFW favoured by a mobile
cecum and ascending colon due to misapposition of the right
Told fascia, the fixation of the colon to the lateral abdominal
wall with non-absorbable suture was safe, with a low duration
of hospitalization and may prevent the risk of recurrent internal
hernia and colonic volvulus.
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