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Abstract Internal hernias are rare,
occurring in 0.2-0.9% of autopsy
cases. Hernias through the foramen of
Winslow are even rarer, occurring in
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up to 8% of internal hernias. The
clinical presentation is variable, mak-
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Case report

A 49-year-old woman presented to the Accident and Emer-
gency department with a 6-day history of central abdominal
pain made worse by eating. She had not moved her bowels
during this period but was passing small amounts of flatus. She
had lost her appetite but had not lost weight significantly.
She had no significant past surgical, medical or family
history, and was not taking any prescription medications.
On examination, her blood pressure was 145/95 mmHg
and her pulse rate was 96 beats/min. Abdominal examina-
tion revealed generalised abdominal tenderness, maximal
in the epigastrium, and the suggestion of an epigastric
mass. On auscultation, there were active bowel sounds. No
abnormality was detected on rectal examination.

ing diagnosis difficult, and a delay in
diagnosis can result in significant
morbidity. As such, early radiological
diagnosis is paramount. We report a
rare case of caecal herniation through
the foramen of Winslow in a 49-year-
old female patient in whom the diag-
nosis was made radiologically and
allowed appropriate and prompt

Blood tests revealed a white-blood-cell count of 21.6%
10°/L (normal range 4-11x10°) and a C-reactive protein of
295 mg/L (normal range 0-5).

A supine abdominal radiograph showed a large mottled
opacity inferior to the stomach and displacing this super-
iorly. There were no overt signs of bowel obstruction or
pneumoperitoneum (Fig. 1). The radiograph was felt to be
consistent with an infected pseudocyst, but the serum
amylase was normal and there was no history of a previous
episode of pancreatitis.

A contrast-enhanced CT of the abdomen and pelvis was
therefore performed. This showed a dilated viscus contain-
ing faecal residue, consistent with the caecum and proximal
ascending colon, herniated into the lesser sac between the
stomach and the pancreas (Figs. 2 and 3). There was no
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Fig. 1 Abdominal radiograph showing absence of the caecum from
its normal position in the right lower quadrant and presence of a large
mottled opacity in the left upper quadrant adjacent and inferior to the
stomach, representing the herniated caecum within the lesser sac

Fig. 2 Axial contrast-enhanced CT image showing the caecum (C)
herniated into the lesser sac between the stomach (white arrow) and
pancreas (black arrow)

Fig. 3 Coronal contrast-enhanced CT image showing the caecum
(C) in the lesser sac. The location of the hernia is revealed by the
beaking of the bowel at the foramen of Winslow (white arrow)

evidence of pneumoperitoneum or proximal bowel dilata-
tion, but there was a small amount of ascites. There was
evidence of foregut malrotation with the duodeno-jejunal
flexure lying on the right.

At laparotomy, the CT findings were confirmed with
the faeces-filled caccum and the appendix internally
herniated into the lesser sac. The herniated large bowel
was decompressed and reduced. The caecum appeared
patchily ischaemic so a limited right hemicolectomy was
performed. A partial small bowel malrotation was also
confirmed.

Histology confirmed an ischaemic right colon secondary
to internal herniation with evidence of appendiceal
inflammation.

The patient made an uneventful recovery and has had no
further symptoms to date.

Discussion

An internal hernia is a protrusion of a viscus from its
normal position through a peritoneal or mesenteric
orifice. This hernial orifice may be a normal anatom-
ical opening or a pathological opening, either congen-
ital or acquired (due to previous surgery, trauma or
inflammation) [1-4].

Internal hernias can be classified, according to
location into paraduodenal (50-55%), pericaecal (10—
15%), foramen of Winslow (8%), transmesenteric and
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transmesocolic (8%), pelvic and paravesical (6%),
sigmoid (6%) and transomental (1-4%) [1-4]. They
are rare, having been reported in the literature with an
incidence of 0.2-0.9% of autopsy cases. Whilst the
most commonly herniated viscus is small bowel,
internal hernias present as the cause of small bowel
obstruction in only 0.6-5.8% of cases (usually as a
closed-loop strangulated obstruction) [1, 3-5].

The clinical presentation can be variable, ranging
from mild abdominal pain to signs and symptoms of
acute intestinal obstruction. This is particularly the
case where the hernia reduces easily, resulting in
intermittent symptoms. As such, the clinical diagnosis
is often delayed, only becoming apparent once the
herniated bowel becomes strangulated or incarcerated.
This delay in diagnosis can result in the development
of gangrenous bowel requiring surgical resection, and
this has been reported in 64% (n=9/14) of cases of
internal hernia in one series and 22% (n=11/49) of
cases in another [6-8].

Given the rarity of the condition, the difficulty in making
the diagnosis clinically and the significant morbidity and
mortality associated with a delay in diagnosis, radiological
imaging is extremely important in making a prompt
diagnosis pre-operatively. CT is the imaging modality of
choice, ideally following oral and intravenous contrast
although oral contrast is contraindicated in cases in which
intestinal strangulation or closed-loop obstruction is
suspected.

Hernias through the foramen of Winslow are a rare
sub-group, occurring in up to 8% of internal hernias.
The most commonly involved viscus is small intestine,
having been reported in 60—70% of cases, but terminal
ileum, caecum and ascending colon (and very rarely,
transverse colon, omentum and the gallbladder) can
also be involved [1-3].

Risk factors for hernias into the lesser sac include a
larger than normal foramen of Winslow, long intestinal
mesentery and persistent mesentery of the caccum/ascend-
ing colon resulting in a loose attachment to the posterior
abdominal wall [1-3, 9, 10].

On the plain abdominal radiograph, the herniated
viscus may be seen postero-medial to the stomach and
there may be signs of bowel obstruction. In our case,
the caecum was absent from its normal position in the
right iliac fossa. CT findings include absence of the
herniated viscus from its normal position (particularly
when the caecum or ascending colon is involved),
presence of the herniated viscus in the lesser sac with
beaking towards the foramen of Winslow, two or more
bowel loops in the high subhepatic space and mesen-
tery located between the inferior vena cava and portal
vein [1-3, 9, 10].

The main differential diagnosis for an internal hernia
of the caecum through the foramen of Winslow would
be that of caecal volvulus. This can only occur when
there is a defect in peritoneal fixation of the caecum,
allowing the caecum to become hypermobile and twist
on itself. Volvulus occurs when this twist results in
intestinal obstruction. Caecal volvulus can occur in a
longitudinal axis (with the caecum twisting in an axial
plane) or along an oblique axis (loop-type volvulus) in
which the caecum twists and inverts to lie in the left
upper quadrant of the abdomen. A variant, the caecal
bascule, occurs when the caecum folds (but does not
twist) to lie anterior to the ascending colon [I1].
Whilst in both caecal volvulus and internal herniation
of the caecum through the foramen of Winslow, the
caecum lies in an abnormal position, in caecal
volvulus, there will be no abnormality in the lesser
sac. As such, these two entities are usually relatively
easy to differentiate on CT.

Internal hernias that are not completely obstructed
can be managed conservatively as long as the patient
is closely monitored. However, surgery is the defin-
itive management for this condition, particularly in
cases involving complete obstruction [7, 12].

We have described the radiological findings of this
rare condition which, if borne in mind, can be detected
promptly allowing appropriate management and pre-
vention of the significant complications associated
with a delay in diagnosis.
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