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Introduction

The implantation of an intragastric balloon as part of the treatment for obesity is a
minimally invasive therapy originally proposed by Nieben and Harboe in the 1980s
[1,2].

In spite of the noninvasive nature of the procedure, complications may some-
times occur, such as intolerance, gastric obstruction, gastric ulcer, and gastric per-
forations [3]. Their occurrence motivated the holding of a conference in 1987,
which established the basic requirements for an intragastric balloon, one of which
was that it should have a very smooth surface with little propensity to cause ulcer-
ation [4].

Although the balloons used today are very safe, they are not entirely free
from the risk of complications [5]. Here, we describe a case of gastric perfora-
tion in the presence of an intragastric balloon and its treatment using
laparoscopy.
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Clinical Case

A woman, BMI 28.7 kg/m?, was submitted to the implantation of an intragastric
balloon (Silimed®, Rio de Janeiro, Brazil). She progressed satisfactorily during the
entire period of monthly medical and multidisciplinary follow-up and lost 14 kg. A
proton pump inhibiting drug was prescribed for as long as the balloon was in place,
but administration was suspended in the fifth month in accordance with the protocol
adopted by the clinic. Toward the end of the treatment period, a little before the
planned removal of the balloon, the patient suddenly experienced acute epigastric
pain and had to be hospitalized and treated with opioids.

Laboratory exams, thorax, and abdominal X-ray showed no alterations. Also, an
abdominal ultrasound was performed, with no abnormal findings.

An endoscopy was then performed, which showed difficulty to stretch the stom-
ach for the deflation maneuver and impossibility of assessing other alterations due
to the presence of the balloon, and removal of the intragastric balloon was
performed.

At the end of the endoscopic examination, the clinical examination detected an
intense abdominal distension consistent with pneumoperitoneum, which was con-
firmed by an X-ray of the abdomen. A new upper gastrointestinal tract endoscopy
was performed and a perforated ulcer on the anterior wall of the stomach was
detected.

A laparoscopy was then performed, which showed an oval, straight-edged
perforation on the anterior wall of the stomach with a diameter of approximately
15 mm (Fig. 23.1) and a small amount of serofibrinous secretion in the cavity.
The lesion was sutured with individual stitches using polypropylene 3.0 thread
(Fig. 23.2), and epiplonplasty and rinsing/aspiration of the cavity were done
(Fig. 23.3).

The patient progressed satisfactorily and was discharged from the hospital
48 hours later, remaining asymptomatic on follow-up.

Fig.23.1 Laparoscopic
view of the perforation in
the anterior gastric wall
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Fig.23.2 Suture of the
lesion with individual
stitches of 3.0
polypropylene thread

Fig. 23.3 Omental patch

Discussion

The formation of ulcers and gastric erosions in the presence of an intragastric bal-
loon can be associated to irritation of the stomach wall and cytoprotection failure,
secondary to the production of prostaglandins by the mucosa. The presence of food
residues squeezed between the wall and the balloon and/or the irregular surface of
the balloon valve may create a zone of high pressure and ischemia and eventually
culminate with a perforation, albeit that complication is rare [6].

A history of previous gastric surgery with the associated reduction in the organ’s
complacency constitutes a definitive contraindication for the placement of an intra-
gastric balloon [3, 7]. In a series of 2515 patients, only 5 presented the complica-
tion of perforation. Of those five, four had previously undergone Nissen
fundoplication surgery and in two cases, the patients died. In the said series, the
rate of occurrence of perforation in patients with a history of previous gastric sur-
gery was 66.6% [3].
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Sudden acute abdominal pain occurring days or even months after intragastric
balloon placement is a sign of a possible gastric perforation, a serious complica-
tion that can lead to sepsis and death if it is not diagnosed early on [8, 9]. The
diagnosis is based on the clinical findings with a special focus on intense epigas-
tric pain, on the physical examination, abdominal tympanism, and abdominal
defense, depending on the stage of the complication at which the diagnosis is
being made.

In some cases, the intragastric balloon may block the perforated area thereby
preventing the formation of a pneumoperitoneum and delaying prompt diagnosis.
The definitive etiological diagnosis is obtained by endoscopy, which is routinely
performed after removal of the balloon.

The definitive treatment is a surgical intervention to close the perforation and
clean the cavity [10]. Whenever possible, videolaparoscopy is the preferred method,
minimizing surgical aggression [8]. In some cases of very small perforations, with
no evident clinical repercussions, an endoscopic intervention for the placement of
clips and sutures may be a viable option.

Final Remarks

e The possibility of a gastric perforation must be considered in cases where a
patient with an intragastric balloon implanted experiences sudden, acute abdom-
inal pain.

e Endoscopy provides the definitive diagnosis but can be complemented by X-ray
and ultrasound examinations and by computerized tomography.

e Treatment of this complication is urgent and usually via surgical intervention
closing the lesion and cleaning the cavity.
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