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Abstract Gastrointestinal bleeding due to suture line ulceration has been attributed to use 
of non‑absorbable silk sutures. We report a case of a 63‑year‑old male with gastrointestinal 
bleeding due to gastric suture line ulceration after splenectomy performed 11 years ago. 
Emergent upper endoscopy revealed a small gastric ulcer with a visible vessel and raised 
the suspicion of gastric varices. An endoscopic ultrasound was performed, showing a gastric 
hyperechogenic area in the mucosa layer with an acoustic shadow. Upper endoscopy with a 
transparent cap was repeated and a mobile foreign body in the ulcer´s bed was found. It was 
successfully removed by forceps. After the procedure a silk suture line of 3.5 cm was identifi ed. 
© 2011 Published by Elsevier España, S.L. on behalf of Sociedade Portuguesa de Gastrenterologia. 
All rights reserved.

Úlcera gástrica por fi o de sutura: uma causa inesperada de hemorragia digestiva

Resumo A hemorragia digestiva por ulceração da linha de sutura tem sido atribuída ao uso de 
fi os de sutura de seda, não absorvíveis. Os autores relatam um caso de um homem de 63 anos 
com hemorragia digestiva devido a úlcera gástrica por fio de sutura após esplenectomia 
realizada 11 anos antes. A endoscopia digestiva urgente revelou uma pequena úlcera gástrica 
com vaso visível e levantou a suspeita de varizes gástricas. A eco‑endoscopia mostrou uma área 
hiperecogénica na camada mucosa do estômago, esboçando cone de sombra. Repetiu‑se a 
endoscopia digestiva com um cap, visualizando‑se um corpo estranho móvel no leito da úlcera, 
que foi removido com uma pinça e identifi cado como um fi o de sutura de seda de 3,5 cm.
© 2011 Publicado por Elsevier España, S.L. em nome da Sociedade Portuguesa de Gastrenterologia. 
Todos os direitos reservados.
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Introduction

Non‑absorbable silk sutures used in surgery of the 
gastrointestinal tract have been associated with several 
complications, such as migration toward the luminal 
surface, marginal ulcers and suture line ulceration1‑4. Upper 
gastrointestinal bleeding without mucosal ulceration due to 
the use of silk suture has also been reported after partial 
gastrectomy5. The use of non‑absorbable silk sutures in 
gastric and bowel surgery was therefore discontinued. 

We herein report a case of a 63‑year‑old male with massive 
gastrointestinal bleeding due to gastric suture line ulceration 
after splenectomy performed 11 years ago.

Case report

A 63‑year‑old man presented to the emergency department 
with hematemesis. He denied abdominal pain or altered 
bowel habits. His past medical history was notable for 
a splenectomy 11 years ago due to an abdominal trauma, 
diabetes, hypertension and hypercholesterolemia. He was 
on medication with insulin, statin and angiotensin receptor 
antagonist with hydrochorothiazid. He denied the use 
of antiplatelet and nonsteroidal anti‑inflammatory drugs. His 
alcohol intake was 120 g/day for more than 30 years. 

On physical examination he was pale, taquicardic 
(110 bpm) and hypotensive (50/30 mmHg). His abdomen was 
soft, painless with no apparent hepatomegaly or fluid wave. 
The digital rectal exam showed melena. 

Laboratory data revealed anemia of 10.1 g/dL (normal 
value, 12‑16), thrombocytopenia of 114x103/mL (normal 
value, 150‑400), prothrombin time of 64% (normal value, 
70‑120), elevation of alanine aminotransferase of 70 U/L 
(normal value, 10‑40), aspartate aminotransferase of 
57 U/L (normal value, 10‑42) and γ‑glutamyltransferase 
of 312 U/L (normal value, <30). Bilirrubin and albumin 
were normal. 

After volume resuscitation, an emergent upper endoscopy 
was performed and revealed thickening of the folds of 
the greater curvature of the stomach´s body, raising the 
suspicion of varices. However, deeply seated and hidden 

Figure 2 Upper endoscopy showing: A‑ dark brown foreign body (arrow) in ulcer´s bed penetrating into the mucosa; B‑ foreign body 
(arrow) after been pushed by forceps; C and D‑ foreign body extraction using coagrasper® forceps (arrowhead).

Figure 1 Upper endoscopic ultrasound showing a hyperechogenic 
area in the mucosa layer with an acoustic shadow in the greater 
curvature of the gastric body.
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by convergent folds, a small ulcer with a visible vessel was 
found with great difficulty due to lack of distensibility of this 
area. Endoscopic hemostasis with adrenaline was done and 
was apparently effective.

In order to characterize these findings, an endoscopic 
ultrasound was made. It ruled out the hypothesis of gastric 
varices, but showed thickening of gastric folds with a 
hyperechogenic area in the mucosa layer with an acoustic 
shadow (Fig. 1). 

Upper endoscopy was repeated with an auxiliary 
transparent cap to allow a carefully exploration of the 
ulcer´s bed that eventually revealed a mobile, tapered, 
dark‑brown foreign body penetrating into the mucosa 
(Fig. 2). It was carefully removed with a coagrasper® forceps 
without complication (Fig. 2). After this procedure, a silk 
suture line of 3.5 cm was identified (Fig. 3).

The patient was discharged at day 6 on proton pump 
inhibitors and iron supplementation. Follow‑up endoscopy 
one month later showed no mucosal lesions. 

Discussion

To our knowledge this is the first case reported of upper 
gastrointestinal bleeding due to gastric suture line ulcer 
after splenectomy attributed to the use of non‑absorbable 
suture. Nevertheless, suture line ulceration after gastric 
surgery caused by non‑absorbable suture materials was first 
described by Paterson in 19096.

Symptoms related to non‑absorbable sutures include 
abdominal pain, nausea, vomiting, hematemesis and melena2,5. 
However, massive upper gastrointestinal hemorrhage is rare7. 

Figure 3 A silk suture line of 3.5 cm in length.

Mucosal ulceration at the site of the suture is not always 
present at endoscopy5.

Histologically, it is characterized by a foreign body 
reaction, with giant cell infiltration, fibrosis and dense 
capillary proliferation4,8. It has been demonstrated that silk 
sutures lead to a persistent inflammatory reaction that can 
promote a dense network of vessels. This vessels may be 
disrupted by mechanical forces produced by luminal oriented 
sutures and thereby can cause hemorrhage5.

Like in our case, this complication may present many years 
after the surgery5.

The suture material can be removed either endoscopically 
or surgical2,4,5,9. In our patient the non‑absorbable suture line 
was successfully removed using endoscopic forceps. The use 
of an auxiliary cap in upper endoscopy proved to be helpful 
since it improved the visualization of the ulcer´s bed and 
allowed a detailed exploration oh this area. Surgical removed 
is indicated when endoscopic therapy fails4.

This case illustrates that gastric suture line ulceration 
should be considered in the differential diagnosis of upper 
gastrointestinal bleeding, particularly in those patients who 
underwent previous abdominal surgery. On the other hand, 
endoscopic suture removal is feasible, safe and effective in 
managing suture line ulcers. 
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