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Foramen of Winslow hernia: A rare
cause of acute abdomen夽
Hernia del foramen de Winslow: causa poco
frecuente de abdomen agudo
Internal hernias consist of the protrusion of an organ through
a congenital or acquired mesenteric or peritoneal opening. Their incidence is estimated at 0.5---4.1 % and they
are responsible for 5.8 % of small bowel obstructions.
The mortality rate is above 50 % when there is vascular
involvement.1,2 Foramen of Winslow hernias account for
close to 8 % of internal hernias. They present in patients
of either sex between 20 and 60 years of age.3,4 Identifying an omental foramen in the preoperative evaluation
is a diagnostic challenge and is achieved in less than
10 % of cases that are confirmed in the intraoperative
findings.5
We present herein a clinical case to describe the clinical
presentation, diagnostic approach, and definitive management of that rare entity.
An 80-year-old woman, with a history of high blood
pressure and open appendectomy at 35 years of age,
sought medical attention at the emergency service for
symptoms of 24 -h progression characterized by progressive, colicky abdominal pain located in the mesogastrium,
radiating into the right dorsolumbar region. She had no
other associated symptomatology, nor clinical signs suggesting bowel obstruction. Physical examination revealed
unaltered vital signs, a soft tumor in the epigastrium,
reduced peristaltic sounds, pain in the right hemiabdomen upon palpation, and no signs of peritoneal irritation.
The laboratory test results showed: hemoglobin, 11.1 g/dl;
leukocytes, 16.2 × 103 /mm3 ; neutrophils, 91.7 %; and lymphocytes, 5.9 %. An abdominal computed tomography (CT)
scan with oral and intravenous contrast medium showed
findings related to a herniation of the ileocecal valve and
cecum through the foramen of Winslow, with no signs
of intestinal segment compromise (Fig. 1). A diagnostic laparoscopy was performed, revealing a foramen of
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Winslow hernia whose content included the ileocecal valve
and cecum (Fig. 2). The herniated content was reduced,
and viable intestinal segments were found. The foramen
was closed utilizing interrupted sutures with nonabsorbable
monofilament. The patient had satisfactory postoperative
progression and was released from the hospital 48 h after
surgery.
Foramen of Winslow hernias are a variant of abdominal internal hernias that occur upon the displacement of
intra-abdominal visceral content through the orifice communicating the abdominal cavity per se with the lesser sac.
The etiopathogenesis of that anatomic abnormality is associated with 4 factors: a) an increase in the diameter of the
foramen of Winslow, b) a lax and mobile ascending colon
due to the lack of fusion of the colon with the posterior
abdominal wall, c) the presence of a common mesentery in
the entire intestine, and d) a lax and mobile small bowel
due to the abnormalities in the length of the mesentery.6
Since the first report by Blandin in 1834, approximately 200
cases have been registered in the medical literature.3,7 Foramen of Winslow hernias more frequently affect the small
bowel (60---70 %), followed by the cecum and ascending colon
(25---30 %).8 Their clinical presentation depends on the compromised organ and can be accompanied by abdominal pain,
nausea, and vomiting, as signs of bowel obstruction. Physical examination and laboratory test findings tend to be
nonspecific.5 CT is considered the imaging study of choice
and can reveal the absence of the ascending colon in the
right paracolic gutter, the anterolateral displacement of
the stomach, signs of small bowel obstruction, and airfluid levels in the lesser sac, among other findings.7 Surgical
treatment consists of the careful reduction of the herniated
content when tissues are found to be viable, and if they are
not, resection of the affected segment is required. Fixation
of the right colon and cecopexy to the lateral wall of the
abdomen have been reported as part of the management,
as well as the definitive closure of the foramen of Winslow.9
In 2011, Van Daele et al.10 described the first laparoscopic
treatment, and since then, 11 cases of successful laparoscopic management have been reported, suggesting that
approach as an initial alternative in the treatment of those
patients.
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Fig. 1 Computed tomography superior to inferior sequential axial views of the abdomen in the venous phase with oral contrast
medium. Fat and mesenteric vessels (white arrow) protruding through the foramen of Winslow into the hepatogastric space, together
with the terminal ileum and ileocecal valve (black arrowhead), cecum (white arrowhead), and ascending colon (black arrow) in
the hepatogastric space, displacing the stomach to the left. Findings are consistent with an internal hernia through the foramen of
Winslow.
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Fig. 2 A) Bulging over the hepatogastric ligament (lesser sac). C: cecum; LHL: left hepatic lobe; S: stomach. B) Hernia of the cecum
and ileocecal valve through the foramen of Winslow (arrows). C: cecum; D: duodenum; FW: foramen of Winslow; GB: gallbladder,
ICV: ileocecal valve, TI: terminal ileum. C) View of the foramen of Winslow after the reduction of the herniated content (arrow).
D: duodenum; FW: foramen of Winslow; GB: gallbladder; RHL: right hepatic lobe. D) Surgical closure of the foramen of Winslow.
CFW: closed foramen of Winslow; D: duodenum; RHL: right hepatic lobe.
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Cutaneous metastases as a
manifestation of esophageal
adenocarcinoma recurrence: A case
report夽
Informe de caso: metástasis cutáneas como
manifestación de recaída de un
adenocarcinoma esofágico
A 49-year-old man with a past medical history of alcoholism
and the diagnosis of adenocarcinoma of the distal esophagus was seen at the outpatient dermatology service. He had
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undergone an initial CAT scan of the chest and abdomen for
staging, which showed no evidence of metastases. He then
underwent transhiatal esophagectomy and the pathology
study reported moderately differentiated adenocarcinoma
at stage pT3N1 (1 out of 9 lymph nodes) M0. Following the
surgery, adjuvant chemoradiotherapy was begun, utilizing
the modified McDonald regimen (5 FU/LV). After the third
chemotherapy cycle (6 months after surgery) the patient
presented with a permanent lesion on his left cheek that
became red, formed a scab, and bled upon removal of the
scab, which was why the patient presented at our service.
Upon physical examination of the left cheek, a shiny, raised
nodule was palpated and its center was covered by a sanguineous crust measuring approximately 1 cm (Fig. 1). The
lesion was biopsied and metastatic adenocarcinoma was
reported (Fig. 2). After said diagnosis, the patient presented
with dorsal pain. A thoracic spine magnetic resonance imaging scan was performed that identified bone metastasis. A
new cycle of radiotherapy and second-line chemotherapy
with cisplatin and 5FU were begun. We presented his case

