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Preface 

This boo~ Gate to Gastrointestinal ~1alignancy has comprehensive information on 
gastrointestinal malignancy in a concise. simple and more digestible manner. It can be 
regarded as a guide or main gate for entrance to more detailed medical textbooks. It 
helps students and doctors to remember the imponant points regarding the handling of 
gastrointestinal (GIT) cancer patients. It can be regarded as a quick reference for 
re\Oiew in the ward or before examination. It involves the most recent information on 
investigations, surgical treatment and brief notes on chemotherapeutic and other palliative 
mea.,ures. It also includes operative notes on most common operations that can be 
perfonned on GIT malignancy. I hope this book will be a great help to our students and 
junior doctors. 

I would like to express my gratitude to Professor Dr. Osman Ali. the Dean of 
School of l\ledicine. Universiti ~1alaysia Sabah for his continuous suppon and 
encouragement. 

Last but not least. my sincere thanks to Mr. Chuah Jilt Aun. the Head of Surgical 
Depanment and consultant surgeon in Queen Elizabeth Hospital for his effon in reading 
this book and most imponantly for giving his valuable comments. 
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~t.B.Ch.B, DGS, FRCSI, FRCS (Glasg). FACS 
Associate Professor of Surgery 
Head of Surgical Based Department 
Consultant Surgeon 
Surgical Oncologist 
School Of ~ledicine 
Uni\'ersiti ~1alaysia Sabah 
2008 



Introduction 

During the writing of Gate to Gastrointestinal Malignancy, I tried to make it simple, 
comprehensive, updated and easier to remember. The book includes all malignancies 
of gastrointestinal tract including epidemiology, risk and causative factors, histological 
types, clinical manifestations, radiological, endoscopic, haematological and other 
investigative modalities available at the present time. It covers most of the malignancies 
in an organ-wise method which are discussed in separate topics of the neuroendocrine 
tumour and gastrointestinal stromal tumour (GIST). Here they are explained in the 
most commonly affected organs with that type of malignancy. It also includes surgical, 
curative or palliative, chemotherapy, adjuvant or neoadjuvant and palliative measures in 
treating GIT cancer patients. Review of disease prognosis is also mentioned. Notes on 
most common operations together with some pictures of endoscopy and other modalities 
are also included in this book. The book is helpful as a quick reference to refresh the 
memory while in the ward or before examination. 




