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Al OF THE WORK

THE AIM OF THIS ESSAY IS TO STUDY
THE DIFFERENT PCINTS RELATED TO CARCI-
NOMA OF THE STOMACH,
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INTRODUCTION

Carcinoma of the stomach can be cured by gastrectomy,
and only by this method che patient's life can be saved.
All non surgical methods of treatment, i1ncluding radic-—
therapy, and combinationh chemotherapy have a high mort-
ality reaching 100 % . Early diagnosis and radical re-
Section are improtant principles for curative surgical

treatment.

Because fewer than 55 percent of cancers of the
stomach lend themselves to "Curative" resection, iL 15
obvious that no improvement in the present siutation 1=
pcusible until these patients are referred to the surgeon
at a much earlier period in the illness than they have
been hitherto. After all, unless the diagnosis 1s made
early, ne technical skill will sawve the patlent with car-

cinoma of the stomach.

It should be emphasized that lymph nodes 1nvol-
vement 1ndicates a consliderable poorer prognosls than can

be expected 1f lymph nodes are not involved.

Te the lay person a diagnosls of gastric cancer
signifies impending death., There is also a wide spread
belief among surgeons that carcinoma of the stomach 1s

4 hopelesscondition and that only in exeptional 1nstances
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it is amenable to surgical cure. This attltude of hop-
2lessness 1s a great deterrent to progress. Cancer of
the stomach is a curable disease, since the great impro-
vement that have been made during the last decade,in the
methods of diagnosis and surgical procedures. These ra-
pi1d advances in the science and art of management of
this disease provide hope and encouragement regarding

future prospects.

At operaticn it 1s sometimesdifficult ta decide
whether a large, fixed, infiltrating growth 15 resect-
able or not; and 1t 1s often difficult to decide and
to choose the type of operation {total or subtotal gas-
trectomy] . Thus 1n cvases of carcinoma of the stomach,
the challenge Lo surgical courage should always be acc-
epted. Surely, the decision is one of the duties of

strength.

---oolog~-—-
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ANATOMY OF THE STOMACH

The stomach 1s the most dilated part of the digestive
tube. It 1s situated between the end of the ocesophagus and
the duodcenum. It lies .n the epigastric, umblical and
hypochondrigc regicn ¢f the abdomen. It occuplies a recess
bounded by the upper abdeminal viscera, in front, and on
the left side by the antericr abdominal wall and the dia-
phragm. Its shape and position varies occerding the chan-
ges within itself and the surrounding viscera. The c pacity
of the stomach varies with age, 1t 1s 30 CCM azt birth i1n-
creasing gradually to about 1000 ccm. at puberty and co-
mmonly reaching to about 1500 ccm in adult. (Warwick

et al.,1973).

The stomach consists of fundus, body,pyloric an-
trum, and pylorus. The fundus 15 the part hat projects
upward 1h contact with the left dome of the diaphragm ab-
ave the level of the cardiac orifice. It is usually full
of gas. The body extends from the fundus to the level of
the incisura angularis, a constant notch in the lower
part of the lesser curvature. The pyloric antrum extends
from this level narrowing gradually to the pylorus. The
pylorus palpably thicker than the rest of the stomach wall

and the pyloric canal 1s held closed by the tone of the
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pyloric sphincter except when the sphincter relaxes to
allow the stomach to expell a jet of its content tc the

ducdenum. (Last, 1979).

The stomach has two openings, two curvatures and

two surfaces.

The cardiac orifice , it is the opening that
communicates the oesophagus with the stomach. It 1s
situated on the left of the median plane, behind the
seventh costal cartilage 2.5 cm from its junction with
the sternum and at ine level of the eleventh thoracic
vertebra. It 1s placed i0 cm from the anterior abdom-
inal wall and 15 40 cm from the i1ncissor teeth. The py-
loric orifice is the opening into cne dusdenum. Its po-
sibLion is usually indicated by a circular grocove on the
surface of the stomach termed the pyloric constriction
whiéh indicates the position of pyloric sphincter. Also
it can be 1dentified by the prepyloric vein (Vein of Mavol.
-The veln runs verically across 1ts anterior surface. The
pyloric orifice lies 1.2 cm to the right of the median
plane near the level of the lower border of the first
lumber vertebra {transpyloric plane] when the body Ls

in the supine position and the somach is empty.

The lesser c¢urvabture, extending between the car-

diac and pyloric orifices. If forms the right border
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cf the stomach. It descends as rcontinuation of the right
margin of the cescophagus in front of the decussating fibres
of the right crus of the diaphragm. Then turning to the
right, 1t curves below the omental tuberosity of the pan-
creas and ends at iLhe pylorus. The most dependent part

of the curve forms a notch, the angular notch (incisura-
angularis) which varies in position with the state of dis-
tension. It serves to separate the ~tomach inte right and
left portion. The lesser curvature gives attachment to

the lesser omentum. The two layers of the lesser oment-

um contains the right and left gastric vessels adjacent

to tl.o lesser curvature.

The greater curvature 15 directed mainly forward.
It 1s four or five tim:s as long as the lesser curvature.
Star:ing from the cardiac orifice at the cardiac notch 1t
forms an arch backwards, upwards and to the left. The
highest point of the convexity (of the fundus) 1s on the
level of the left tifth intercostal space and lies just
helow the left nipple like that of the diaphragm, wvaries
with che phases of respiraticn. From this level 1t may
be followed downwards and forwards, with a slight convex-
1ty to the left almost as low as the cartilage cf the
tenth rib, when the body is 1n the supine pesition, it
then turns to the ri:ght to end at the pyleorus. Directly

opposite the angular notch of the lesser curvature, the
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greater curvature presents a bulge which is the left
extremity of the pyloric part of the stomach. This

1s limited on the right by a sl:ight groove which indi-
cates the subdivisson of the pyloric part into a pyloric
antrum and pyloric canaj. The pyloric canal is 2 - 3
cm. in length and terminates at the pyloric const:ict-
lon. At 1ts begining, the greater curvature is covered
by peritoneum, contineous with that on the front of the
stomach. On the left side of the fundus and the adjoin-
ing part of the body, the greater curvature gives attac-
hment to the two layers of the greater omentum separated
from each other by gascrosplenic vessels. The gastro-
splenic ligament and the greater omentum are directly
continecously as tl.=y are both parts of the original doxr-

sal mesentry of the stomach.

When the stomach 1s emptj and its walls contractc-
ed, 1ts surface are directed upwards and downwards res-
pectively, but when it is distended they look forwards
and downwards. Therefore the¥ are described as antero-
superl1or and posteroilnfericr. Anterosuperior surface,
the left part of this surface lies undercover of the left
costal margin. It 1s 1n  contact with diaphragm which se-

parates 1t from the left pleura, the base of the left
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Jung, the pericardiusm, sixth, seventh, eighth and ninth
rics and intercostal spaces of the left side. It 1s also
1n relation to the upper fibres of origin of the trans-
versus abdominis which intervenes between 1t and the se-
venth, eighth and ninth costal cartilages. The upper

and left part of this surface becomes posterolateral and
15 1n contact with the gastric surface of the spleen. The
right half 1s 1n relation with left and guadrate lcobes of
the liver and with the anterior abdominal wall. When the
stomach 1s empty, the transverse colon may lis on the
front of a part of this surface. The whole surfice 1s
covered with peritoncum, and & part of the greater sac
of the peritoneum ntervenes between 1t and the abovoe
structures. The posterotnferiocr surface 1s related to
the diaphragm, the leoft suprarenal tringular area in di-
rect contact with tho left ¢rus of the diaphragm and some-
times with the left suprarenal gland. The left gastric
vessels reach the lesser curvaturs of the stomach at

the right extremity of tnis area {(1n the left gastro-
pancreatic fold) and from 1ts left sade a short peritao-
neal fold termed the gastropnrenic ligament which 13
contineous below with the lienorenal and gastrosplenic
ligaments pass to the infeorior surface of the diaphr-

agm. IWarwick et al.,1%973).
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