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A Case Report of Surgical Removal of Gas-
tric Bezoar Formed by Ingestion of Bond in
AIDS Patient

Chae-Yong Lee, M.D., Jae-Woo Lee, M.D., Cho-Hyun
Park, M.D. and Moon-Won Kang, M.D.'

Despite the increasing number of patients with human
immunodeficiency virus (HIV) infection, surgical experience
with these patients remains limited in Korea. Patient with HIV
infection may require surgery for the reasons similar to those
anyone else might need an operation for or because of
problems related to their viral illness. Surgeons feel threa-
tened by the risk of contamination when operating on HIV-
seropositive or AIDS patients. However, the exclusion of
patients from freatment is unethical on ground of contami-
nation risk. Therefore the surgeons have to reconsider their
surgical strategy and technique in order to keep chances of
contamination as low as possible. We report a case in which
the AIDS patient has undergone an operation for gastric
bezoar. To our Knowledge, this is the first report of
laparotomy in Korea in patient with AIDS. (J Korean Surg
Soc 2001;60:337-340)
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Fig. 1. UGIS demonstrates that the structure suggesting gastric
bezoar is filled with stomach.
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Fig. 2. The gastric bezoar is green colored, stony hard in consis-
tency. The linear folds due to the gastric folds are formed
in the surface.
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