
thepractitioner.co.uk

SYMPOSIUMGASTROENTEROLOGY 
PANCREATIC CANCER

14

third have lost > 10% of their body weight
through a combination of pain, jaundice,
bowel obstruction and malabsorption.42

Specialist dietitian as well as cancer
nurse support is essential to improve
nutrition, function, and quality of life and
also the ability to tolerate treatments.

Malabsorption because of pancreatic
enzyme insufficiency occurs in more
than 60% of patients with pancreatic
cancer as a result of pancreatic invasion
and obstruction of the pancreatic duct.43

A faecal elastase-1 test can be used to
determine exocrine pancreatic function
however given the poor sensitivity of the
test and significant prevalence in
unresectable cancer and after
pancreatic resection (74% to 92%)43, 44

guidance has suggested that enzyme
replacement therapy should be offered
without relying on testing.5 The dose of
enzyme needs to be titrated against
symptoms and should be regularly
reviewed. Proton pump inhibitors may
be needed in some patients as they
increase the efficacy of enzyme
replacement by generating an alkaline
environment in the duodenum in which
enzymes are more physiologically active. 

Depression
Up to 50% of patients with pancreatic
cancer suffer from depression which in
many develops before diagnosis.45,46

Biological effects of the cancer can alter
the action and excretion of serotonin
and lower mood further which in turn
augments the effects of pain, anorexia,
weight loss and psychological effects of
receiving information on the diagnosis,
treatments and prognosis.47 Therefore,
early identification and treatment is
essential although no particular
antidepressant has been shown to be
superior. If rapid access to psychological
support is possible this should also be
offered. 

Diabetes
Pancreatic cancer can present with new
onset diabetes or with existing type 2
diabetes worsening as the cancer
progresses. Diabetes caused by loss of
pancreatic function is termed type IIIc
diabetes.48

More than half of pancreatic cancer
patients have diabetes or hyperglycaemia,
and the onset of diabetes typically
occurs between 6 and 36 months
before pancreatic cancer diagnosis in
20-25% of patients with pancreatic
cancer.49 Uncontrolled diabetes can
cause polydipsia, polyuria, lethargy and
weight loss diminishing quality of life.  

Metformin is the recommenced oral
hypoglycaemic with the addition of

to fall and reducing the risk of toxicity
during subsequent chemotherapy.35

Endoscopically placed self-expandable
biliary metal stents show the best 
long-term results (see figure 1, p11).36

Because of the higher rate of
complications such as pancreatic
fistulae and wound leakage biliary stents
in resectable disease are currently
avoided unless there is a delay to
surgery, if the patient is too unwell, or 
a stent is required as part of a clinical
trial.37 In patients with duodenal
obstruction and difficult endoscopic
access a percutaneous transhepatic
approach can be performed to place a
metal biliary stent.

The decision to proceed with biliary
stenting should be discussed in the MDT
meeting. Biliary stenting should not take
place before an accurate pancreas
protocol CT has been performed as the
presence of a stent can significantly
interfere with the ability of CT to stage
pancreatic cancer. 

Clinical and radiological evidence of
duodenal obstruction requires
treatment either with a radiologically
placed metal duodenal stent (ideally in
frail patients or in those with metastatic
disease) or consideration of a gastric
bypass for patients with a more
favourable prognosis as duodenal stents
can become blocked over time.38

Pain control
Pain affects approximately 80% of
patients with pancreatic cancer, with half
requiring stronger morphine-based
drugs than codeine or tramadol. Pain is
associated with poor survival, hazard
ratio 1.61, as well as an impaired
performance status and eligibility for
chemotherapy.39,40 Side effects of opiates
may limit their use. These include sedation,
constipation, confusion, tolerance and
dependence, which impact negatively
on quality of life. Tricyclic antidepressants
and gabapentin may be used as
adjunctive treatments because of their
neuromodulating properties.39

In refractory pain, EUS coeliac plexus
neurolysis can be considered as it has
been shown that a 60% greater
reduction in pain scores can be achieved,
compared with pharmacotherapy alone,
at three months. Coeliac plexus neurolysis
can also lower morphine requirements
by 50% and although side effects of
diarrhoea, orthostatic hypotension and
pain can occur they usually resolve. 41

Nutrition and malabsorption
Approximately 80% of patients with
pancreatic cancer report weight loss at
the time of diagnosis and more than a
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Pancreatic ductal adenocarcinoma has a very poor 
prognosis. The five-year survival rate for pancreatic
cancer is 3% in the UK. There has been very little
improvement in outcomes over the past 40 years.
The combinationof an aggressive disease, vague
presenting symptoms and insensitive standard
diagnostic tests is a key factor contributing to poor
outcomes with only 15% of patients with pancreatic
cancer having operable disease at diagnosis.

Although pancreatic cancer has a peak incidence in 
the ninth decade, 37% of patients are under 70 and 14%
are under 60 years of age. In patients aged 60 and
above, jaundice has a positive predictive value (PPV) of
22%, whereas other symptoms, such as abdominal pain,
altered bowel habit or new-onset diabetes, are non-
specific with a PPV of less than 1%. However, associated
weight loss increases the PPV to between 1.5 and 2.7%.

The NICE guideline on referral for suspected cancer
recommends urgent referral via a suspected cancer
pathway referral if the patient is aged 40 and over with
jaundice. It also recommends that an urgent direct
access computerised tomography (CT) scan referral
should be considered in patients aged 60 and over with
weight loss and any of the following: diarrhoea; back
pain; abdominal pain; nausea; vomiting; constipation;
new onset diabetes. 

Pancreatic cancer requires a CT scan for diagnosis.
Although trans-abdominal ultrasound is excellent at
detecting gallstones and confirming obstructive jaundice
by the presence of bile duct dilatation, the presence of gas
in the stomach makes visualisation of the pancreas poor. It
is important to consider a CT scan and follow-up
appointment for patients with epigastric ‘dyspepsia’ who
have either a normal gastroscopy or symptoms that have
not responded to anti-acid therapy. If the diagnosis is
unclear, as can happen in autoimmune disease or chronic
pancreatitis, or the tumour is unresectable, pancreatic
tissue sampling can be performed using endoscopic
ultrasound with fine needle aspiration.

There is an increased incidence of pancreatic cancer in a  
number of conditions including chronic pancreatitis (three
fold) and hereditary pancreatitis (50 fold). Surveillance for
pancreatic cancer is currently recommended in hereditary
pancreatitis, Peutz–Jeghers syndrome and patients with 
a high-risk gene mutation who have a first-degree relative
with pancreatic cancer. Pancreatic cysts are found
incidentally on 2.6% of CT scans. Although most cysts are
benign or inflammatory, there is a small risk estimated at
0.72% per year of mucinous cysts becoming malignant.
Therefore, 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.
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