Although the procedure has a low risk
of complications (2.7%)15 the wider
scope and the lengthy duration of the
procedure requires the patient to be
sedated.16 If liver metastases are present
then a liver biopsy is an alternative option.

RISK FACTORS
Modifiable pancreatic cancer risk factors
include obesity and smoking. However,
two-thirds of pancreatic cancer tumours
are attributable to the random mutations
that occur throughout an individual’s
lifetime. There is an increased incidence
of pancreatic cancer in a number of
conditions including chronic pancreatitis
(three fold) and hereditary pancreatitis
(50 fold). 1,5 Surveillance for pancreatic
cancer is currently recommended in
hereditary pancreatitis, Peutz-Jeghers
syndrome and patients with high-risk
gene mutations who have a first-degree
relative with pancreatic cancer.6 Annual
MRI can be performed to look for early
cancers, but given a lack of further
evidence regarding the ideal timing of
initiation or interval for screening it
should be discussed and led by a
secondary care specialist unit.5,17,18
Pancreatic cysts have been shown to
account for a small proportion < 5% of
pancreatic cancers. Although most
cysts are benign or inflammatory, those
containing mucin have malignant
potential (termed either a mucinous
cyst adenoma or intraductal papillary
mucinous neoplasm).
The risk of a mucinous cyst becoming
malignant is small (estimated at 0.72%
per year).19 However if these cysts are
removed before malignancy is detected
outcomes are improved. Overall fiveyear survival after resection is 87% for all
cystic lesions and 62% for those with
malignancy.20
Pancreatic cysts are found incidentally
on 2.6% of CT scans and given the
increased uptake of cross-sectional

imaging pancreatic cysts are becoming
increasingly identified and potentially a
cause of significant anxiety.21
Patients with a pancreatic cyst should
be referred to secondary care for
characterisation so that a decision can
be made regarding further management,
based on identified risk factors such as
pancreatic duct enlargement.22,23

MANAGEMENT
Staging
Management options are discussed
at a specialist pancreatic cancer
multidisciplinary team (MDT) meeting
involving specialist consultant surgeons,
radiologists, pathologists, oncologists,
gastroenterologists, palliative care
physicians and also crucially attended
by cancer nurse specialists and
specialist dietitians. Investigation results
are coupled with the patient’s fitness for
surgery, chemotherapy and palliative
options with the final decision made
together with the patient after the
clinician carefully explains the
recommended treatment options.
Tumours are staged with a CT which
is 80% accurate14 and additional
information then gained from either a
positron emission tomography (PET)CT scan, MRI of the liver or an EUS and
FNA if required (see figure 1, p11) to
enable tumour node metastasis (TNM)
staging, see table 4, below. Clinically the
TNM stage classifies patients into those
with pancreatic cancer that are surgically
resectable, locally advanced or metastatic.
Only 15% of pancreatic cancers present
at a resectable stage24 so management
is predominantly palliative.
Curative surgery
Comorbidity plays a significant role
when considering a surgical option as
well as tumour size and proximity to
vessels. Tumours in the head of the
pancreas are removed with a Whipple’s

Table 4
Stage, clinical classification and associated survival of pancreatic cancer
using the tumour (T) nodal (N) metastasis (M) staging system.
(T2 = tumour > 2 cm, T3 = tumour extends beyond pancreas; T4 = tumour
invades coeliac or mesenteric vessels) 56

Stage TNM stage
IA
IB
IIA
IIB
III
IV

T1, N0, M0
T2, N0, M0
T3, N0, M0
T1/2/3, N0, M0
T4, N0/1, M0
Any T, any

Clinical classification

Median survival
(months)

Resectable
Resectable
Resectable
Locally advanced potentially resectable
Locally advanced unresectable
Metastatic

24-42
20-26
15-30
12-21
11-14
5-12

procedure, for those in the body and tail
a distal pancreatectomy is generally
performed which usually removes the
spleen as well. Pancreatic surgery is a
significant undertaking as although the
hospital mortality rates following
surgery are below 2%, overall morbidity
is up to 60%.25 As with most cancer
centres, surgical outcomes for
pancreatic cancer correlate with both
numbers of cancers seen and
operations performed with significantly
lower mortality and morbidity at high
volume centres. With the establishment
of specialised cancer centres in the UK,
the two-year survival among resected
patients has increased by more than
10%.26 This association also applies to
long-term survival and is multifactorial.27, 28
Adjuvant chemotherapy is
recommended after pancreatic cancer
resection based on several randomised
controlled trials which have shown that
postoperative five year survival is
increased from 8% to 21-23%.29,30
No definite advantage has been
shown to recommend neoadjuvant
therapy so therefore it is currently only
considered for patients with resectable
or borderline resectable pancreatic
cancer in clinical trials.5
Palliative chemotherapy
First-line therapy for non-resectable
pancreatic cancer in patients with a
good performance status is usually
gemcitabine increasing 12-month
survival from 2 to 18%, however a
significant response is seen in only 28%
of patients 31 therefore a combination
regimen is recommend if patients are
well enough to tolerate this.32
For metastatic pancreatic cancer a
combination of oxaliplatin, irinotecan,
fluorouracil, and leucovorin
(FOLFIRINOX) has been shown to
prolong survival from 6.8 months with
gemcitabine alone to 11.1 months.
However, this treatment does have
significantly more adverse effects and
therefore should only be considered in
patients with a very good performance
status.33 Lastly, albumin-bound paclitaxel
(nab-paclitaxel) in combination with
gemcitabine has been shown to give
some benefit, mean survival 8.5 versus
6.7 months without.34
Biliary and duodenal obstruction
Jaundice is present in up to 70% of
patients with pancreatic cancer.
Jaundice causes lethargy, anorexia and
intractable pruritus which is a distressing
symptom. Biliary decompression and
stenting can alleviate jaundice and
symptoms, allowing bilirubin levels
»
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