(

Introduction
Evolution in the evaluation and treatment of gastric adenocarcinoma since the mid-1990s has led to a shift in the management of this disease. The American Joint Committee on Cancer (AJCC) staging system has been altered to consider the number rather than the location of nodes involved by metastatic tumor, which has been shown to yield a more accurate prognosis in patients with this disease.

Although the incidence of distal gastric cancer is decreasing in the United States, the incidence of proximal gastric tumors continues to increase. Cancers of the gastric cardia currently account for nearly 50% of all cases of gastric adenocarcinoma. Gastric cardia tumors are five times more common in men than women, whereas non cardia gastric tumors are twice as common in men as in women (Dean et al., 2011).
Ninety-five percent of gastric cancers are adenocarcinoma that arises almost exclusively from the mucous-producing rather than the acid-producing cells of the gastric mucosa. Lymphoma, carcinoid, leiomyosarcoma, gastrointestinal stromal tumor (GIST) of the stomach, and adenosquamous and squamous cell carcinoma comprise the remaining 5% of gastric cancers. In the United States, gastric cancer is divided into ulcerative (75%), polypoid (10%), scirrhous (10%), and superficial (5%) subtypes on the basis of macroscopic findings. Adenocarcinoma of the stomach is an aggressive tumor, often metastasizing early by both lymphatic and hematogenous routes and directly extending into adjacent structures.
According to the Lauren classification, there are two histologic types of gastric adenocarcinoma: intestinal and diffuse. Each type has distinct clinical and pathological features (Crew, Neugut, 2004, Kelley, Duggan, 2003, Lauren, 1965, Munoz, et al. 1986).

Gastric adenocarcinoma is usually not associated with specific symptoms early in the course of the disease. Patients often ignore the vague epigastric discomfort and indigestion.
Table (1): TNM classification of carcinoma of the stomach
	Category
	Criteria

	Primary tumor (T)

	Tx
	Primary tumor cannot be assessed

	T0
	No evidence of primary tumor

	Tis
	Carcinoma in situ

	T1
	Tumor invades lamina propria or submucosal

	T2
	Tumor invades muscularis propria or subserosa

	T2a
	Tumor invades muscularis propria

	T2b
	Tumor invades subserosa

	T3
	Tumor penetrates serosa (visceral peritoneum) without invasion of adjacent structures

	T4
	Tumor invades adjacent structures

	Regional lymph nodes (N)

	Nx
	Regional lymph nodes cannot be assessed

	N0
	No regional lymph node metastasis

	N1
	Metastases in 1-6 lymph nodes

	N2
	Metastases in 7-15 lymph nodes

	N3
	Metastases in >15 lymph nodes

	Distant metastasis (M)

	Mx
	Distant metastasis cannot be assessed

	M0
	No distant metastasis

	M1
	Distant metastasis

	Stage grouping

	Stage 0
	Tis
	N0
	M0

	Stage IA
	T1
	N0
	M0

	Stage IB
	T1
	N1
	M0

	
	T2a/b
	N0
	M0

	Stage II
	T1
	N2
	M0

	
	T2a/b
	N1
	M0

	
	T3
	N0
	M0

	Stage IIIA
	T2a/b
	N2
	M0

	
	T3
	N1
	M0

	
	T4
	N0
	M0

	Stage IIIB
	T3
	N2
	M0

	Stage IV
	T4
	N1-3
	M0

	
	T1-3
	N3
	M0

	
	
	Any N
	M1

	Adapted from stomach In edge SB, Byrd DR, Compton CC, eds. AJCC Cancer Staging Manual 7th ed. New York, NY: Springer; 2010


Table (2): Current description of completeness of resection based on presence or absence of residual disease following resection and pathological evaluation of resection margins
	Description
	Gross or Pathological Extent of Residual Disease

	R0
	No residual gross disease and negative microscopic margins

	R1
	Microscopic residual disease only

	R2
	Gross residual disease (6)


(Hermanek, Wittekind, 1994)

Surgical resection offers the only significant potential for cure of gastric cancer. Preoperative staging should demonstrate the extent of disease, define the patient‘s prognosis, and permit treatment planning. The type of surgery is then dependent upon tumor depth, growth pattern, and tumor localization (Ott et al., 2011).
   The risk of lymph node metastasis is highly associated with the depth of tumor in early gastric cancer. Those confined to the mucosa have a 0.36 % to 5% chance of involving lymph nodes (Ott et al., 2011). 
Outcomes of Surgery:

The overall 5-year survival rate in patients with gastric cancer in most Western series is 10% to 21%, which is a consequence of the high proportion of tumors that are at an advanced stage at presentation (Hundahl et al., 2000).

Aim of Work
1- Review of the gastric cancer patients operated upon in NCI in the period 2008-2012, as regard management, types of operations, extent of lymphadenectomy, margins of resection, adjuvant treatment, follow up and overall survival.
2- Review of the management of gastric cancer patients in literature.

3- Correlate the result of the study with the results of the literature to see if management of gastric cancer patients is ideal or need modifications.    
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