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head of the pancreas and many of
these will present with jaundice, as the
intrapancreatic portion of the bile duct
becomes obstructed by the mass. 

Although the classical teaching is
that this obstructive jaundice is
painless, around half of patients with
carcinoma of the head of pancreas will
present with abdominal or back pain,
which itself is an independent
predictor of poor outcome.5 Patients
with tumours within the body or tail of
the pancreas tend to present primarily
with abdominal or back pain but
without jaundice. Rapid unintentional
weight loss should raise clinical
suspicion and is associated with
shorter survival; and recent onset
diabetes may serve as a warning
sign.6,7

RISK FACTORS
Individuals with two or more first-
degree relatives with pancreatic
cancer are at increased risk, even if no
gene defect is identified.8 There are
also a number of familial cancer
syndromes which, although rare, carry
a significantly higher risk. Examples
are Li-Fraumeni syndrome (P53
mutation), Lynch syndrome
(microsatellite instability), familial

symptoms, such as choledocholithiasis,
a negative ultrasound does not
exclude pancreatic cancer. 

GPs who do not have direct access
to CT imaging should refer to a
gastroenterologist or surgeon in line
with the two-week cancer target wait.
Patients presenting with new onset of
jaundice may require urgent hospital
admission, particularly those with
cholangitis. 

DIAGNOSIS AND ASSESSMENT
CT imaging of the chest, abdomen
and pelvis provides information on the
location of the tumour, its relationship
to vascular and other adjacent
structures, and the presence or
absence of extra-pancreatic disease,
see figure 1, p21. 

In the UK, all patients with suspected
pancreatic cancer are discussed at a
local hepatopancreaticobiliary (HPB)
multidisciplinary meeting for treatment
planning decisions, see figure 2,
opposite. 

Tumour staging
The staging of the disease is crucial as
it guides further management. Criteria
for surgical operability are defined in
table 2, below. Modern multislice CT
accurately predicts resectability 
in 80-90% of patients.15 If surgery is
contemplated then additional staging
methods are sometimes used, 
such as laparoscopy, endoscopic
ultrasonography (EUS), or positron
emission tomography-CT (PET-CT,
which is currently under investigation
in the national PET PANC study).
Locally advanced disease is defined as
that which is inoperable but has not
progressed to distant metastases. 

Differential diagnoses
Tissue diagnosis of a pancreatic mass
is usually indicated to confirm
adenocarcinoma, although this should
not delay surgical resection.7 This may
be achieved by biliary brushings taken
at the time of endoscopic retrograde
cholangiopancreatography (ERCP)
see figure 3, opposite, EUS-guided fine
needle aspiration (EUS-FNA), or by
percutaneous biopsy. There are a
number of other cancers that can
affect the pancreas, such as
neuroendocrine tumours and
lymphoma. Pancreatic cystic lesions
may be malignant or benign and
require careful investigation. Chronic
pancreatitis and autoimmune
pancreatitis can mimic malignant
lesions.16

adenomatous polyposis (APC
mutation), and BRCA2 mutations.
These individuals may be eligible for
screening as part of the pan-European
EUROPAC study.8 In addition, patients
who have hereditary pancreatitis with
mutations on the cationic trypsinogen
(PRSS1) gene carry a lifetime risk of
approximately 40-55%.9,10 Patients
with chronic pancreatitis from any
aetiology have an approximately 
15-fold higher risk than the general
population, while diabetes mellitus,
smoking and obesity have relative
risks of around 2, see table 1, left.11-14 

REFERRAL
In the UK, patients over the age of 40
with presenting symptoms of unexplained
weight loss in combination with upper
abdominal or back pain or late onset
diabetes, in whom pancreatic cancer is
suspected, should be referred for an
urgent pancreatic protocol contrast-
enhanced computed tomography (CT)
scan as a first-line investigation. 

While ultrasound can be useful in
the exclusion of other causes of

Table 1
Risk factors for pancreatic
adenocarcinoma
Familial/hereditary (including
hereditary pancreatitis and familial
cancer syndromes)
Chronic pancreatitis
Diabetes mellitus
Smoking
Obesity

Table 2

Definitions of resectable and unresectable disease34

Resectable disease
No distant metastases
No radiographic evidence of 
superior mesenteric vein (SMV) and 
portal vein abutment, distortion, 
tumour thrombus, or venous encasement

Clear fat planes around the 
coeliac axis, hepatic artery, 
and superior mesenteric artery (SMA)

Borderline resectable disease
No distant metastases
Venous involvement of the SMV/portal vein
demonstrating tumour abutment with or without
impingement and narrowing of the lumen,
encasement of the SMV/portal vein but without
encasement of the nearby arteries, or short segment
venous occlusion resulting from either tumour
thrombus or encasement but with suitable vessel
proximal and distal to the area of vessel involvement,
allowing for safe resection and reconstruction
Gastroduodenal artery encasement up to the hepatic
artery with either short segment encasement or direct
abutment of the hepatic artery, without extension to
the coeliac axis
Tumour abutment of the SMA not to exceed 180°
of the circumference of the vessel wall

‘Late onset
diabetes and
abdominal or
back pain in an
elderly patient
may also be
presenting
features’




