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are often found incidentally or secrete
certain hormones. Their complex
management is outside the scope of this
article which refers to pancreatic cancer
as the ductal adenocarcinoma type.10

EXAMINATION AND ASSESSMENT
It has been shown that nearly a third
(31.4%) of patients present to their GP at
least three times before a diagnostic test
is carried out or a referral is made.10 

A full-time GP would only be expected
to see one case of pancreatic cancer in
five years,7 therefore it is important to
note the high-risk symptoms that
necessitate investigation and referral.
Unfortunately, current urgent cancer
referral pathways have a poor sensitivity
and only detect 15% of pancreatic
cancers. A significant number of
patients with pancreatic cancer present
with worsening symptoms of vomiting
from duodenal compression or jaundice
which results in 50% of patients being
diagnosed via an accident and
emergency presentation.11,12

Given the position of the pancreas
(see figure 1, p11), it is difficult to detect 
a pancreatic mass on examination. 
A detailed history of any weight loss
(rather than BMI), developing chronic
abdominal pains, obstructive projectile
vomiting or persistent nausea and
clinical detection of jaundice requires
urgent investigation and exclusion of
differential diagnoses, see table 3, above.

CONFIRMING DIAGNOSIS 
Pancreatic cancer requires a CT scan for
diagnosis (see figure 1, p11). There are a
number of symptoms in patients when
either direct access CT scan is suggested
or urgent referral if not available. 

Trans-abdominal ultrasound is
excellent at detecting gallstones and bile
duct dilatation to confirm obstructive
jaundice, however the presence of gas in
the stomach makes visualisation of the
pancreas poor. NICE recommends an
urgent ultrasound scan if CT is not
available, see table 1, above.* However,

of local compression or invasion of
mesenteric nerves or the bile duct (see
figure 1, p11), changes in bowel habit
caused by alterations in exocrine
pancreatic function and new onset
diabetes. There have been a number of
studies looking at symptom presentation
of pancreatic cancer and the increased
risk associated with each one.6

The recommendations for urgent
referral for suspected pancreatic 
cancer listed in the NICE guideline 
NG12. Suspected cancer: recognition
and referral, are shown in table 1, above.

Jaundice, with or without pain, has
been shown to have a positive
predictive value (PPV) of 22% in patients
aged ≥60 and although other symptoms
listed have been shown to have a PPV of
< 1% as a single symptom, when
combined with weight loss in patients
over 60 this increases to 1.5-2.7%.7

Although pancreatic cancer has a
peak incidence in patients in their ninth
decade,8 37% of patients present under
the age of 70 and 14% are under 60,
therefore some cancer charities promote
consideration of urgent referral or
investigation in all patients over 40 with
unexplained symptoms not just those
who are jaundiced (see table 2, above).
This practice is more in keeping with a
GP’s gut feeling which has been shown
to be a strong predictor of pancreatic
cancer in one Danish study (PPV =
22.5%) highlighting the need for direct
access computerised tomography (CT).9

A rarer neuroendocrine type of
pancreatic tumour exists which can
have a more benign course.
Neuroendocrine tumours account for
only 1.5% of all pancreatic cancers and

although pancreatic abnormalities can be
detected on ultrasound, especially in thin
people, if the ultrasound scan is negative
this should not deter urgent referral. 

The differential diagnosis of symptoms
can also meet the criteria for an urgent
gastroscopy to exclude an upper
gastrointestinal tumour or lesion and it is
important to consider a CT and follow-up
for patients with epigastric ‘dyspepsia’
that have either a normal gastroscopy or
symptoms that have not responded to
anti-acid therapy, see table 2, above. 

Liver function blood tests should be
performed to exclude or confirm
jaundice. The serum tumour marker
CA19-9 is not recommended for initial
diagnostic assessment as levels can be
significantly raised in obstructive
jaundice from benign disease.13

CT has a high accuracy for staging
and planning surgical resection.14
However, if the diagnosis is unclear or
the tumour is not resectable then tissue
sampling is required. This enables
exclusion of atypical tumours to plan
appropriate palliative chemotherapy. 

Because of its location pancreatic
tissue sampling is usually performed
using endoscopic ultrasound (EUS) with
fine needle aspiration (FNA). By passing
an endoscope with a small ultrasound
probe attached into the stomach and
duodenum, the EUS probe is able to lie
directly against the pancreas and
sample abnormal areas. 

Table 1

NICE referral recommendations 
for suspected pancreatic cancer
symptoms (NG12)53

•Suspected cancer pathway referral if
40 and over with jaundice
•Consider urgent direct access CT
scan (or an urgent ultrasound scan if CT
is not available)* in people aged 60 and
over with weight loss and any of the
following: 
— Diarrhoea
— Back pain
— Abdominal pain
— Nausea
— Vomiting
— Constipation
— New onset diabetes

* see Confirming diagnosis section (column 2
below) re limitations of ultrasound 

Table 2

Presentations of pancreatic cancer (Adapted from Pancreatic Cancer Action.
Pancreatic cancer symptoms & signs)54 

•New-onset irritable bowel in patients over the age of 40 years
•Patients aged over 40 years, who present with weight loss, abdominal pain, and
alteration in bowel habit, who have not attended the surgery for a considerable time
•New-onset diabetes not associated with weight gain
•New-onset and persistent dyspepsia (unresponsive to proton pump inhibitors)
•Persistent epigastric or back pain
•The rare attender who suddenly appears at the surgery, often makes multiple
visits, with unexplained weight loss, epigastric pain, and alteration in bowel habit

Table 3

Differential diagnosis of pancreatic
cancer55

•Chronic pancreatitis 
•Bile duct stones 
•Ampullary carcinoma 
•Cholangiocarcinoma 
•Autoimmune pancreatitis 
•Gastric cancer
•Peptic ulcer disease
•Functional dyspepsia
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