Case Notes
Notes de cas

Herniation through the foramen of Winslow:
radiographic and intraoperative findings
Shawn S. Forbes, MD; Wesley J. Stephen, MD
Case report
A 65-year-old woman presented to the
emergency department with a 36-hour
history of constant epigastric pain, back
pain and obstipation. Her medical history included chronic obstructive pulmonary disease (COPD) and a remote
hysterectomy. Her pain was sudden in
onset following a violent sneezing
episode. On examination, the patient’s
vital signs were within acceptable limits.
There was minimal distention of the abdomen with no bowel sounds. There was
no peritonitis on palpation. All laboratory investigations, including a lipase,
were normal. There was concern that this
could have been aortic pathology, so a
CT with intravenous contrast only was
ordered (Fig. 1). This led to a diagnosis
of bowel obstruction; gastric versus cecal
volvulus were both entertained. We proceeded with an upper gastrointestinal
(GI) contrast study that demonstrated
normal flow of contrast but with a gas
shadow in the lesser sac displacing the
stomach superiorly and anteriorly (Fig.
2). A contrast enema demonstrated a
proximal narrowing of the colon just before filling the cecum in the lesser sac. At
this time, the diagnosis of cecal herniation through the foramen of Winslow
was made, and the patient proceeded to
laparotomy, where the diagnosis was
confirmed. The bowel appeared viable
and was easily reduced through the foramen, which permitted 2 fingers to pass
through. The patient had a redundant
right colon that had failed to retroperitonealize. A right hemicolectomy was

performed. The patient tolerated the
procedure well and was discharged from
hospital 4 days later.
Discussion
Internal hernia through the foramen of
Winslow is a rare occurrence, accounting
for less than 0.1% of all abdominal hernias.1 In a thorough review of the disease, Erskine summarizes the major risk
factors: 1) a common intestinal mesentery, 2) failure of the right colon to
retroperitonealize, 3) a long small bowel
mesentery, and 4) a large foramen of
Winslow (described as being one that admits more than one finger).2 Erskine also
notes that changes in intra-abdominal

FIG. 1. CT scan showing gas collection
behind the stomach. Note the mesentery forming a bird’s beak pointing toward the patient’s right. S = stomach,
C = cecum.

pressure may be a contributing factor in
the presence of these risk factors. Interestingly, our patient reported a sneezing
fit before the onset of her abdominal
symptoms, which may well have been the
inciting factor in her case. Intraoperatively, our patient was found to have a
mobile right colon with a marginally enlarged foramen.

FIG. 2. Lateral view from the upper gastrointestinal study demonstrating a retrogastric gas collection with colonic
features. S = stomach, C = cecum.
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Case Notes
Originally described as an operative
diagnosis, preoperative diagnosis of herniation through the foramen of
Winslow is possible with a variety of
imaging modalities. Several authors
have described the plain film findings.
Typically, the gastric bubble is displaced
laterally and anteriorly by a lesser sac
mass.3 CT scan features described by
Wojtasek and subsequently by Schuster
include the following: 1) mesenteric fat
and vessels posterior to the portal vein,
common bile duct and hepatic artery; 2)
gas and/or fluid in the lesser sac with a
“bird’s beak” pointing toward the epiploic foramen; and 3) the cecum absent
from its anatomic position.4,5
The upper GI study helped to differentiate the gastric bubble from the lesser

sac gas. The lower GI study confirmed
the suspicion of a lesser sac hernia with
the contrast narrowing in the colon
(while passing through the foramen) before filling the cecum in the lesser sac.
At laparotomy, the right colon was
found viable in the lesser sac. Surgical
options include resection of the involved
bowel, versus cecopexy. Most authors to
date have found ischemic bowel, warranting resection. There are few instances
in the literature where viable bowel was
found, although no consensus has been
established on management in this instance. We elected to resect the affected
bowel, intending to eliminate any chance
of disease recurrence.
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Septal aperture: an anatomic variant
predisposing to bilateral low-energy fractures
of the distal humerus
Deenesh T. Sahajpal, MD;* David Pichora, MD†

S

eptal aperture is the absence of a septum in the coronoid-olecranon fossae
of the distal humerus. It is a relatively
common anatomic variant in human distal humeri thought to occur early in
childhood. We report a case of this atypical fracture in a teenage boy.

Case report
A 16-year-old healthy boy tripped while
running, landed on his outstretched left
forearm and felt immediate pain in his
left elbow. A plain radiograph showed an
intercondylar fracture through a septal
aperture of his left distal humerus (Fig.

1). The intra-articular fracture exited distally through the trochlear groove and
extended proximally through the
medial column.
Through a posterior approach, the
fracture was treated with open reduction
and internal fixation with an olecranon
osteotomy under general anesthesia. Intraoperatively, the fracture was found to
be rotationally unstable. An anti-glide
configuration with a 2-hole semitubular
plate was placed over the apex of the
fracture to add stability. Postoperatively,
the fracture healed without complication,
and the boy had almost full range of motion of the elbow at 10 weeks. Subse-

quent follow-up showed continued improvement in elbow function. Then, approximately 14 months after the left
humeral fracture, he took an innocuous
fall on the ice while playing hockey and
suffered an intra-articular T-type fracture
to his right distal humerus (Fig. 2). The
fracture was once again through a septal
aperture and required open reduction
and internal fixation. Like his left distal
humeral fracture, this one was also rotationally unstable, but involved both
medial and lateral columns. Through a
posterior approach, 2 contoured 12-hole
reconstruction plates were fixed over
the 2 columns. This dual plate fixation
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