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ABSTRACT

IS0

The intragastric balloon is one of the interventional treatments used to treat
obesity. This case report presents a 28-year-old woman undergoing
intragastric balloon insertion to treat obesity. Thirty-five days later, she was
admitted to the emergency department with acute abdominal pain, nausea, and
vomiting. During the physical examination, she had pain on deep palpation in
the right lower quadrant. The laboratory showed only high serum amylase
levels of 563 IU/L (range 28-100 IU/L). The abdominal ultrasound did not
detect gallstones or enlarged intra or extrahepatic ducts. A computed
tomography scan was performed, and intragastric balloon and distal pancreatic
oedema without mass and peri-pancreatic fluid collection were detected.
Intravenous hydration and anti-biotherapy were started. On the second day of
hospitalization, the patient's amylase value returned to the normal range (40
IU/L). The patient who tolerated oral intake was discharged on the 3rd day of
hospitalization. Diagnosis of pancreatitis is made by a history of intragastric
balloon insertion, a pancreatitis-like clinical picture, and biochemical and
radiological confirmation of the clinical diagnosis. In such cases, conservative
therapy should be applied first; the intragastric balloon should be removed
only in patients resistant to treatment or with a long-term intragastric balloon.
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Introduction

Obesity is a condition that must be treated because of
the various health problems it can cause [1]. The treatment
aims to reduce the morbidity and mortality risks by
targeting a realistic body weight loss, to make the
individual gain adequate and balanced nutrition habits and
regular physical activity habits, and to increase the quality
of life [2]. Nutrition therapy, exercise and behavior
modification therapy are the first steps of the obese
individual's treatment program [3,4]. Pharmacological and
interventional treatments should be tried in cases that do
not benefit first-line treatment [5,6].

Intragastric balloon (IGB) is one of the interventional
treatments used to treat obesity and has become popular
over time. Although gastric balloon application is
minimally invasive and weight loss results are promising,
life-threatening complications such as perforation,
necrosis, and pancreatitis can occur [7]. Pancreatitis is an
infrequent complication of IGB insertion. In the study of
Vergas et al., the rate of pancreatitis was 2.1%. In addition,
the FDA has received approximately 30 reports of acute

pancreatitis adverse events worldwide since 2015 [8]. As
obesity increases worldwide, 1GB applications will also
increase, so the number of pancreatitis cases can be
considered inevitable. Therefore, knowing the diagnosis
and treatment of pancreatitis will be necessary for every
surgeon.

This current case report presents the diagnosis and
treatment approach of the pancreatitis attack caused by
IGB compression on the pancreatic duct.

Case Presentation

A 28-year-old woman with a body mass index (BMI)
of 28.60 kg/m2 (weight: 76 kg; height: 1.63 meters)
underwent intragastric balloon insertion to treat obesity on
February 25, 2022. The patient had no concomitant disease
or history of surgery. The IGB was inserted into the
stomach and filled with 500 mL methylene blue. Thirty-
five days later, she was admitted to the emergency
department of an external center with acute abdominal
pain, nausea and vomiting. The abdominal pain was
cramping, constantly radiating to the back, and relieved by
leaning forward.
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On evaluation, her vital findings were as follows: blood
pressure: 127/65 mm Hg, pulse rate: 104 beats per minute,
oxygen saturation on room air: 94-96%, and body
temperature: 37.1° Celsius. On abdominal physical exam,
she had abdominal pain in deep palpation in the right lower
quadrant. Other systemic examinations, including rectal
exam, were performed routinely. The laboratory showed
only high serum amylase levels of 563 1U/L (range 28-100
IU/L). The abdominal ultrasound did not detect gallstones
or enlarged intra or extrahepatic ducts. A computed
tomography scan was performed, and intragastric balloon
and distal pancreatic oedema without mass and peri-
pancreatic fluid collection were detected on tomography
(Figures 1 and 2).

Figure 1. On the CT scan, the intragastric balloon is
marked with "A".

Figure 2. Peri-pancreatic fluid collections is shown with
arrows on the CT scan.

She was hospitalized for follow-up, and her oral intake
was stopped. Intravenous hydration and ceftriaxone 1 g
vial every 12 hours were started. Paracetamol 10 mg/mL
was given when she had pain. On the second day of her
hospitalization, the patient's amylase value returned to the
normal range (40 IU/L). The patient who tolerated oral
intake was discharged on the 3rd day of hospitalization.

Discussion

Intragastric balloon (IGB) has gained importance in
recent years as a reliable and minimally invasive method

for weight loss. IGB aims to increase satiety and decrease
food intake by increasing mechanical gastric bloating
[9,10]. IGB is based on placing a balloon in the stomach
under endoscopy and filling this balloon with 400-700 mL
of liquid. The average duration of IGB is six months.
Common side effects after IGB insertion are nausea,
vomiting, abdominal pain and gastroesophageal reflux. In
addition, serious complications such as ulceration,
perforation and balloon migration may occur. Rarely, acute
pancreatitis may occur as a severe complication of 1IGB
[11,12].

A triad has been developed for the diagnosis of
pancreatitis after IGB. The diagnostic criteria were as
follows: 1) IGB insertion history; 2) Clinical presentation
of pancreatitis including epigastric pain, nausea, vomiting,
and fever; 3) Confirmation of diagnosis by biochemical
and radiological tests [13]. Elevated serum amylase and
lipase levels are the primary biochemical markers in the
diagnosis, and these values may be accompanied by
leukocytosis and high C-reactive protein [14,15].
Ultrasonography (USG) and computed tomography (CT)
evaluate the IGB, hepatopancreatic biliary system, and
additional intra-abdominal pathologies. However, a CT
scan provides more sensitive, specific and detailed
information than USG. While ultrasonography is used to
rule out the presence of biliary pancreatitis, a CT scan can
show the company of cholelithiasis, pancreatic
compression, duodenal compression, peripancreatic fluid
collections, and pancreatic oedema [16,17]. In the present
case, the patient was admitted to the emergency department
with a clinical presentation suggestive of acute pancreatitis.
In addition, the patient's amylase levels were higher than
normal. CT scan showed distal pancreatic oedema without
mass and peri-pancreatic fluid collection due to
compression of IGB.

The mechanism of acute pancreatitis may be due to
direct injury of the balloon to the pancreas, compression of
the pancreatic parenchyma or pancreatic duct, or backward
pressure through duodenal obstruction [16-18]. However,
the main reason is the compression of the pancreatic duct
in most previously presented cases like our case report.

Treatment of acute pancreatitis due to IGB should be
patient-based. Today, there is no consensus on the
treatment to be applied according to the time of pancreatitis
attack. The time elapsed between IGB insertion and
pancreatitis attack ranged from 1 day to 3 years in this
review [19-21]. While conservative treatment was
sufficient in one-third of all patients, balloon removal was
required in the remaining patients. Conventional treatment
includes stopping the patient's oral intake, providing
appropriate antibiotic therapy, and providing appropriate
analgesia. IGB removal is possible primarily with
endoscopy, but laparotomy is the right option in IGB cases
that cannot be removed by endoscopy [22,23]. A

211



Tolga Kalayci & Serkan Tayar

pancreatitis attack occurred on the 35th day of IGB
insertion, and conservative treatment was sufficient for
treating pancreatitis.

Conclusions

Pancreatitis due to IGB is a rare condition, and its
prevalence increases as the use of balloons increases.
Diagnosis is made by a history of IGB insertion, a
pancreatitis-like clinical picture, and biochemical and
radiological confirmation of the clinical diagnosis. In the
treatment, conservative treatment should be tried first, and
the IGB should be removed in patients resistant to
treatment or with a long IGB insertion time.
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