
Journal Pre-proof

Acute pancreatitis due to intragastric balloon hyperinflation (with video)

Sérgio Barrichello, MD, Diogo Turiani Hourneaux de Moura, MD, MSc, PhD, Ana
Carolina Hoff, MD, André Veinert, MD, Christopher C. Thompson, MD, MSc, FASGE,
FACG, AGAF

PII: S0016-5107(19)32552-0

DOI: https://doi.org/10.1016/j.gie.2019.12.012

Reference: YMGE 11876

To appear in: Gastrointestinal Endoscopy

Received Date: 30 June 2019

Accepted Date: 13 December 2019

Please cite this article as: Barrichello S, Hourneaux de Moura DT, Hoff AC, Veinert A, Thompson CC,
Acute pancreatitis due to intragastric balloon hyperinflation (with video), Gastrointestinal Endoscopy
(2020), doi: https://doi.org/10.1016/j.gie.2019.12.012.

This is a PDF file of an article that has undergone enhancements after acceptance, such as the addition
of a cover page and metadata, and formatting for readability, but it is not yet the definitive version of
record. This version will undergo additional copyediting, typesetting and review before it is published
in its final form, but we are providing this version to give early visibility of the article. Please note that,
during the production process, errors may be discovered which could affect the content, and all legal
disclaimers that apply to the journal pertain.

Copyright © 2019 by the American Society for Gastrointestinal Endoscopy

https://doi.org/10.1016/j.gie.2019.12.012
https://doi.org/10.1016/j.gie.2019.12.012


Acute pancreatitis due to intragastric balloon hyperinflation (with video) 

 

Sérgio Barrichello, MD1,2, Diogo Turiani Hourneaux de Moura, MD, MSc, PhD2,3 Ana 
Carolina Hoff4, MD, André Veinert1, MD,  Christopher C. Thompson, MD, MSc, FASGE, 
FACG, AGAF 3 

1 Bariatric Endoscopy Unit, Healthme Clinic - São Paulo, Brazil 

2. Gastroenterology Department - Hospital das Clínicas da Faculdade de Medicina da 
Universidade de São Paulo, SP, Brazil 
 
3. Division of Gastroenterology, Hepatology and Endoscopy- Brigham and Women's 
Hospital - Harvard Medical School, Boston, MA, US 

4 Bariatric Endoscopy Unit, Angioskope - São José dos Campos, Brazil 

 

Corresponding author: 
 
Christopher C. Thompson, MD 
Brigham and Women’s Hospital 
Division of Gastroenterology, Hepatology and Endoscopy 
75 Francis St., Thorn 1404 
Boston, MA 02115 
(p) 617-525-8266 
(f) 617-264-6342 
Email: cthompson@hms.harvard.edu  
 
Author’s informations: 
 
Sergio Barrichello, MD 
Email: sebarri@terra.com.br 
 
Diogo Turiani Hourneaux de Moura 
Email: dmoura1@bwh.harvard.edu; dthmoura@hotmail.com 
 
Ana Carolina Hoff 
Email:nathoff@yahoo.com 
 
André Veinert 

Email: andre.veinert@healthme.com.br 
 



Christopher C. Thompson 
Email: ccthompson@bwh.harvard.edu 
 
 
Author’s contributions: 
 

-    Barrichello Jr, S and André Veinert: performed the case. 

- Moura, DTH: wrote the manuscript. 
- Hoff, AC: performed the literature review. 
- Thompson, CC: reviewed the case and edited the manuscript. 
- All author’s approved the final version of this manuscript. 

 



Acute pancreatitis due to intragastric balloon hyperinflation (with video) 

We present the case of a 53-year-old woman who underwent intragastric 
balloon (IGB) placement for obesity (BMI: 30.2 kg/m2) after failing medical 
therapy. The IGB was filled with 700 mL of saline solution. On postoperative 
day 42, she developed severe abdominal pain, without nausea or fever. The 
patient had bulging of the abdominal wall and presented with diffuse pain and 
tenderness (A). 

Abdominal radiograph showed a hyperinflated IGB (B). Laboratory tests 
showed elevated C-reactive protein (32 mg/L), amylase (550 u/L) and lipase 
(1890 u/L), and normal white blood count.  CT scan showed a distended IGB 
(1200 mL), with an air-fluid level, compressing the body of the pancreas with 
upstream pancreatic duct dilation. Additionally, a tear in the rectus abdominis 
was seen (C) (Video 1).  

An esophagogastroduodenoscopy confirmed hyperinflation, and IGB removal 
was performed (D). The patient had improvement of symptoms and was 
discharged on the second day after removal. During follow-up, the patient had 
an abdominal ultrasound showing no stones or sludge in the gallbladder and no 
pancreatic duct dilation. Additionally, laboratory tests had normalized. 
 
In summary, hyperinflation can occur, and early diagnosis with IGB removal is 
essential to avoid severe adverse events. 
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Intragastric balloon therapy has come and gone and has now come back again. Many surgeons 

and gastroenterologists in the United States are now once again placing intragastric balloons as 

a means of nonsurgically promoting weight loss in their patients. This case illustrates multiple 

adverse events (rectus abdominus tear, muscle pancreatitis, abdominal distension, etc) due to 

overinflation of an intragastric balloon.  

 

This patient was treated via removal of the offending overinflated intragastric balloon, which 

seems reasonable. Another option, if the device would allow it, is a partial deflation to reduce 

the mechanical pressure on nearby organs, although this was not done in this patient. Despite 

the benefits of these devices, they do have drawbacks, and every center that places them has 

seen some therapeutic misadventures. The ideal endoscopic treatment for obesity has yet to be 

developed, but balloons represent an intermediate step that allows patients to achieve some 

meaningful success. 
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