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Obesity has become a burden on healthcare systems. This has led to 

influx of variety of modalities to treat it. The endo-bariatric arm of 

management has expanded considering it less invasive nature. As a 

consequence, new kind of complications have been reported. We 

report a rare thoracic complication of endo-bariatric procedure that 

was treated with successful result. The report highlights the nature of 

the complication and the way to approach it.  
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Introduction:- 
Intra-gastric balloon (IGB) insertion is a known trend in noninvasive, or what is so called endo-bariatric surgery [1]. 

It is made of silicone placed endoscopically in the stomach then filled with saline to induced a satiety feeling that 

helps in losing weight temporarily. Many studies show promising results of weight loss [2,3]. Although side effects 

were reported including perforation of the gastrointestinal tract, but it was mainly in the stomach or distal to that. 

Such serious complications need immediate attention and management. To our knowledge this is the rarest thoracic 

complication reported. 

 

The Case: 

A 41 years old female with a body mass index of 34 and not known to have any chronic medical illness who came to 

our institution with abdominal pain, shortness of breath and fever for few days. Her past history revealed two 

endoscopic gastric balloon insertion in another hospital in the same session. The initial first balloon insertion was 

difficult with severe pain the resulted in deflation of the balloon and left it to pass by defecation. In the same setting 

they insert another balloon directly into the stomach, According to the report. The patient was admitted to ICU for 

10 days with conservative treatment, pigtail to drain the left pleural space and antibiotics. She was discharged after 

that and a few days later developed generalized malaise, fever, shortness of breath and chest pain. She went back to 

the same hospital and underwent yet another endoscopy for retrieval of the balloon, which was done as she was 

informed. Few days later she presented to our hospital with the aforementioned complaints. Her Chest X Ray (CXR) 

showed a obliteration of left costophrenic angle with possible fluid collection and rounded foreign body (gastric 

balloon) in the left pleural cavity (figure 1). A chest computed tomography (CT) scan confirmed the diagnosis 

(figure 2). She underwent left thoracotomy; decortication of the 3
rd

 stage empyema thoracis with the removal of the 

gastric balloon (figure 3). A Pleural flap was used to cover the esophageal perforation that was found. Drainage 

tubes were inserted as usual and two days later an esophageal stent was inserted endoscopically since it was not 
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available during the operative exploration. The patient did well clinically and was discharged in good condition. The 

stent was removed after 8 weeks and her follow up after a year showed resolution of her condition. She got pregnant 

and delivered a healthy child after another year of follow up. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Fig 1:-CXR – Pre operative: Initial CXR at presentation to ER, showing obliterated left costophrenic angle and 

radio-opaque shadow of the retained intra-gastric balloon in the pleural space. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig 2:-Chest CT scan confirming the presence of an inflated and retained intra-gastric balloon in the left pleural 

space, most likely in the sub-pulmonic space. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig 3:-Operative picture at the time of retrieving the balloon from the thoracotomy incision. 
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Discussion:- 
Obesity is a major public health burden around the world, the prevalence of overweight and obesity in Saudi Arabia 

has become the highest even among children [4]. It is associated with comorbidities such as diabetes mellitus type 

II, hypertension, dyslipidemia, coronary artery disease, stroke or cancer [5]. The treatment of obesity is 

multidisciplinary approach including modified lifestyle, pharmacological and for long term effectiveness the 

bariatric surgery which became as an effective choice. This includes; adjustable gastric banding, gastric bypass, 

biliopancreatic diversion and endo-bariatric procedures such as intragastric balloon insertion [6]. The latter is 

considered less invasive procedure that consists of a silicone balloon and valve that is filled with sterile saline or 

methylene blue dye to detect any deflation early [7]. Coloring the patient’s urine is an indication of leak or balloon 

perforation [7]. The IGB is safe, nevertheless, variable degrees of complications have been reported [8]. The most 

commonly reported complications include balloon intolerance requiring early removal, gastric erosions, gastric 

ulcerations, small bowel obstruction, esophagitis and perforation [9,10]. The approach to thoracic complication 

follows the basic scheme of making clinical assessment by proper history and physical examination to detect the 

basis and nature of the complications. The differential diagnosis spam from simple pleural effusion which can be a 

self-limiting reactionary one to a life threatening sever sepsis secondary to esophageal perforation and mediastinitis 

which carries high morbidity and mortality [11,12,13]. Rarely, thoracic complications that requiring surgical 

intervention have been reported. As in our case which demonstrated several deviations from the standards. The first 

balloon was inflated within the distal esophageal part. This has led to esophageal perforation and migration of the 

balloon to the left pleural space. The attempt to deflate it was not complete. The patient was lucky since the balloon 

acted as a sealant to the esophageal perforation and resulted in a successful conservative measure. It is important to 

have high index of suspicion if the case does not go smoothly as usual to avoid major complications. The insertion 

and removal of this device have been always a challenge due to the lack of experience and training. In conclusion, in 

the era of increasing incidence of obesity and the varieties of modalities used to treat it, implementing standards of 

care is essential including proper training. High index of suspicion has to be on board for any new modality used to 

activate prompt effective management.  
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