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INTRODUCTION 
 

 
Gastric cancer is one of the most common cancers worldwide with 

approximately 989,600 new cases and 738,000 deaths per year, accounting 

for about 8 percent of new cancers (Bohle et al., 2011). A good prognosis 

for patients with this disease requires choosing the correct therapy, and 

making   the   right   therapeutic   choice   requires   accurate   preoperative 

staging (Kwon, 2011). The recent development of multi-detector row CT 

(MDCT) scanner has allowed imaging with a thinner section collimation, 

translating into increased quality on transverse computed tomography scans 

and multiplanar reconstruction, contributing to the improved accuracy of 

TNM staging (Li et al., 2012). Nowadays MDCT has been widely used in 

preoperative staging of gastric cancer. However there are still some 

controversial problems. 

Regarding the T-staging, the results from previous reports on the 

usefulness of CT for T-staging of gastric cancer have shown large variations 

(overall accuracy rates of 43–82% (Shimizu et al., 2005). Over-diagnosis 

sometimes happens when the interface of the lesion and peripheral tissue is 

blurred by an inflammatory reaction. 

Aside from tumor location and depth of infiltration, lymph node 

status is of particular interest in the pretherapeutic staging of tumors, 

especially to establish different therapeutic strategies. In early gastric cancer 

the presence or absence of lymph-node metastases is a critical determinant 

of whether less invasive treatment, such as endoscopic mucosal resection, 

can be performed (Jemal and Bray, 2011). 

In advanced carcinoma, lymph node status is an important prognostic 

factor not only regarding long-term survival, but also planning the optimal


