
To the Editor,

A 28-year old man presented to the emergency depart-
ment with vomiting and epigastric pain radiating to the 
right shoulder. 

He was a non-alcoholic, non-smoker, and did not take 
drugs. His past history was uneventful apart from 
the insertion of a bioenteric intragastric balloon four 
months ago, after which his weight dropped from 103 
kg to 84 kg. 

Clinical evaluation revealed epigastric tenderness but no 
acute abdomen, visceromegaly, jaundice, or fever. Inves-
tigations were suggestive of acute pancreatitis with an 
increased serum amylase level of 967 u/L (28-100 u/L). 

The hepatic and renal profiles were normal. His serum 
calcium level was 8,85 mg/dL (8,1-10,4), and the triglyc-
eride level was 37 mg/dL. His aminotransferase levels 
were also normal.

After 48 h, the patient recovered with clear oral fluids 
and supportive medical treatment, including intrave-
nous fluids and analgesics. This coincided with declin-
ing amylase levels.

The electrocardiogram was unrevealing, and the chest 
and abdominal x-rays were normal. Abdominal ultra-
sonography demonstrated a normal liver, spleen, and 
biliary tree. The gallbladder was normal in appearance 
without gallstones or sludge. The balloon was located 
in the pyloric region. Magnetic resonance imaging did 
not identify gallstones in the bile ducts. However, T2-
weighted sequences revealed a mild increase in signal 
intensity in the body of the pancreas because of ede-
ma, just behind the intragastric balloon. 

In the absence of a toxic, lithiasic, metabolic, or phar-

macological etiology, we concluded that the acute 

pancreatitis was caused by the intragastric balloon and 

decided to remove the balloon by endoscopy.
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Figure 1. Axial T2 weighted sequences Intragastric balloon (thick 
arrow). Pancreatic edema (thin arrow).

Figure 2. Coronal T2 weighted sequences Intragastric balloon 
(thick arrow). Pancreatic edema (thin arrow).
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Three months after discharge, the patient was free of abdomi-
nal symptoms, and the follow-up check of serum amylase level 
was normal.

The bioenteric intragastric balloon is an endoscopic device for 
temporary treatment of obesity (1). It is intended for temporary 
weight loss with a recommended maximum placement period 
of 6 months, after which there is a high risk of balloon deflation. 

It habitually achieves a sustainable weight loss of 10-20%.

The main side effects are usually mild, including nausea, vom-
iting, epigastric pain, and peptic esophagitis (2). A few case 
reports of gastric perforations or obstructions have been de-
scribed (3). Intestinal obstruction may occur because of migra-
tion of a part of the deflated balloon (4).

In our literature review, we found only two previous case reports 
of clinical and biological evidence of acute pancreatitis associ-
ated with intragastric balloons (5,6). In our case, acute pancre-
atitis could have been secondary to pancreatic compression by 
the balloon, explaining the extensive and rapid weight loss in 
this short period.

In conclusion, we consider it important to measure the serum 
amylase level in patients with abdominal pain and an intragastric 
balloon to rule out acute pancreatitis.
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