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elvic Sepsis after Stapled
emorrhoidectomy

ichael Henry Cotton, MD

atabeleland, Zimbabwe

read with interest the article, “Pelvic Sepsis after Stapled
emorrhoidectomy” by Pessaux and colleagues,1 but was

urprised that there was no comment on the HIV status
f their patient, a known homosexual. It is indeed de-
atable whether anoreceptive sexual intercourse is the
recipitating factor in Dr Pessaux’s patient; surely it is
ore likely to be HIV disease? In Africa, where HIV

isease is sadly all too common, it is well understood that
emorrhoidectomy by whatever method is fraught with
omplications in HIV patients, the risk being greater the
ower the CD4 count.2-4 Fournier’s gangrene is such a
ell-known complication, as it is after circumcision or
ernia repair. Current recommendations are to avoid
urgical intervention for hemorrhoids and to treat by
njection of oily phenol.5 If hemorrhoids are prolapsed
nd irreducible, they can be shrunk by the application of
cing or castor sugar.

EFERENCES

. Pessaux P, Lermite E, Tuech J-J, et al. Pelvic sepsis after stapled
hemorrhoidectomy. J Am Coll Surg 2004;199:824–825.

. Morandi E, Merlini D, Salvaggio A, et al. Prospective study of
healing time after haemorrhoidectomy: influence of HIV infec-
tion, acquired immunodeficiency syndrome, and anal wound in-
fection. Dis Colon Rectum 1999;42:1140–1144.

. Lord RV. Anorectal surgery in patients with human immunode-
ficiency virus: factors associated with delayed wound healing.
Ann Surg 1997;226:92–99.

. Nadal SR, Manzione CR, Galvao VM, et al. Healing after anal
fistulotomy: comparative study between HIV� and HIV� pa-
tients. Dis Colon Rectum 1998;41:177–179.

. Miles AJG, Mellor CH, Gazzard B, et al. Surgical management of
anorectal disease in HIV-positive homosexuals. Br J Surg
1990;77:869–871.

eply

atrick Pessaux, MD

ngers, France

e thank Dr Cotton for his constructive comments

bout our image. In fact, we forgot to specify the HIV t
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tatus of the 44-year-old homosexual man. The HIV
erology was negative twice controlled. We also agree
ith current recommendation to avoid surgical treat-
ent of hemorrhoids in HIV patients with low CD4

ount.

aparoscopic Approach for the
reatment of Type II
astroesophageal Junction Tumors

ristiano GS Huscher, MD, FACS, FRCS,
ndrea Mingoli, MD, FACS,
iovanna Sgarzini, MD, Andrea Sansonetti, MD,
ioia Brachini, MD, Barbara Binda, MD,
chille Recher, MD

ome, Italy

e read with great interest the article by Hiromichi and
olleagues1 in the December 2004 issue about the opti-
al surgical approach to gastric cardia adenocarcinoma.
he authors reported their very impressive experience
ith 82 patients with type II or type III gastroesophageal

unction tumors and submitted to total esophagectomy
r to extended proximal gastrectomy, with or without
horacotomy. Mortality and morbidity rates were 2.4%
nd 20%, respectively (morbidity rate was 33% after
otal esophagectomy and 11% after proximal gastrec-
omy with or without thoracotomy).

The authors raised two important problems: the dif-
iculty in obtaining a radical surgical resection (R0) that
equires a gross proximal resection margin length of at
east 6 cm and a distal resection margin length of at least

cm, and the importance of obtaining and analyzing
ore than 15 lymph nodes to allow for valid N staging.
We would like to report our experience on the lapa-

oscopic treatment of type II gastroesophageal junction
umors. From 1999 to 2004, we operated on five pa-
ients (four men and one woman, mean age 79.2 � 4.5
ears). We performed a total esophagectomy plus prox-
mal gastrectomy with gastric transhiatal tubulization
nd cervical gastroesophageal anastomosis in four pa-
ients and a partial esophagectomy plus proximal gas-

rectomy with transhiatal tubulization of the stomach
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nd intrathoracic gastroesophageal anastomosis in one
atient. All resections were R0, with a proximal margin

ength larger than 6 cm and a distal one larger than 4 cm.
he mean number of harvested lymph nodes was 18 �
.4, and only one patient had less than 15 lymph nodes.
he mean number of positive lymph nodes was 6.4 �
.5; only one patient had no positive lymph nodes. Tu-
or stage was II in three patients and III in two patients.
rading was 3 in three patients and 2 in two.
The conversion and mortality rates were 0%. Major

ostoperative morbidity occurred in one patient
20.0%) and consisted of a cervical anastomotic leak
hat was conservatively treated and healed after 28 days.

inor postoperative morbidity occurred in one patient

20.0%), who had a bilateral pleural effusion that was
urgically evacuated. Three patients died from neoplas-
ic distant recurrences after 8, 35, and 42 months. One
atient died after 48 months of cardiac failure without
ancer recurrence. One patient is alive 2 months after
he operation.

We conclude that total laparoscopic treatment of this
ype of gastroesophageal junction tumor could represent

safe and valid alternative to the conventional open
pproach, allowing a radical resection and a satisfactory
ymphadenectomy, but avoiding a thoracotomy.
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