
One day prior to admission, he presented to another hospital with similar complaints but in 
the absence of clinical or radiological features suggestive of bowel obstruction. He was 
discharged with symptomatic treatment. On arrival at our institute, he was afebrile, but 
examination revealed a distended abdomen with diffuse tenderness, though without signs 
of peritonitis. Laboratory investigations revealed leukocytosis along with an elevated CRP 
level.Contrast-enhanced computed tomography of the abdomen demonstrated diffuse 
small-bowel dilatation with an abrupt transition point in the ileum, approximately 20–25 cm.
 proximal to the ileocecal valve, consistent with high-grade obstruction (Fig.1). Notably, an 
intraluminal foreign body was identified at the transition point, and in the context of prior 
IGB placement, migration of the device with distal obstruction was strongly suspected as the 
cause.

Although IGBs represent a safe and effective approach to weight reduction, this case illustrates their potential for a rare 
but serious complication. Deflation and migration can result in intestinal obstruction, a surgical emergency requiring 
prompt attention. Our report underscores the need for close follow-up, adherence to manufacturer recommendations, 
and proactive patient education. Clinicians should maintain a high index of suspicion when evaluating abdominal 
symptoms in patients with IGBs to ensure prompt diagnosis and optimal outcomes.

Discussion:

Diagnostic laparoscopy demonstrated marked proximal small bowel dilatation up to a distinct 
transition point (Fig.2), where the entire IGB device was retained within the lumen (Fig.3), with 
a small amount of clear peritoneal fluid noted. There was no evidence of bowel ischemia. The port 
site was extended to form a mini-laparotomy to facilitate the removal, revealing a partially 
deflated IGB impacted in the ileum (Fig.4). An enterotomy was performed to extract the device, 
followed by primary closure of the bowel. The port sites were subsequently closed in layers 
(Fig.5). Postoperative recovery was uneventful, and the patient was discharged in good condition 
on postoperative day two.
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Ingestable intragastric balloons have been introduced as a minimally invasive alternative intervention for 
weight loss, offering safety, convenience, and reversibility compared with conventional bariatric surgery. While 
most adverse events are mild and self-limiting, more serious complications such as spontaneous deflation, 
migration, and intestinal obstruction are rarely reported.

Introduction:

We report the case of a 36 year-old man (initial BMI=28) who presented with a two-day history of acute severe, 
colicky abdominal pain, accompanied by persistent nausea and vomiting. Four months earlier, he had 
undergone insertion of a swallowable licensed fluid-filled intragastric balloon (Allurion Technologies, 
Wellesley, MA, USA) for weight reduction. Since the procedure, he had remained entirely asymptomatic, 
without abnormal gastrointestinal symptoms.

Case Presentation:
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