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Pancreatic cancer 

• 11th most common cancer in the UK
• 10,0000 Pancreatic cancer cases in the UK in 2016

• Lowest survival of all common cancers
• 5 year survival less than 7%

• 1 year survival less than 24%

• 1 in 10 will receive potentially curative surgery 

• Over 80% of patients report weight loss at the time of diagnosis

PCUK survey of 274 people living 
with and beyond pancreatic 
cancer 



Pancreas and its functions 

https://www.google.com/url?sa=i&url=https://pathology.jhu.edu/pancreas/BasicOverview2.php?area%3Dba&psig=AOvVaw00WXaC3UWb2N9_Qla0jUx0&ust=1601212793531000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCOCXitD0huwCFQAAAAAdAAAAABAE


Exocrine function (Acinar
cells and ducts)
- Accounts for 85% of the 

pancreas
- Produces and secretes 

enzymes:
- Lipase (fats)
- Amylase 

(carbohydrates)
- Protease (proteins)

Pancreas and its functions 

Digestion



Endocrine function (Islets of 
Langerhans)
Produce and secrete 
hormones into the 
bloodstream:
- Beta cells – Insulin (↓)
- Alpha cells – glucagon (↑)

- Delta cells - Somatostatin

Pancreas and its functions 

Blood glucose regulation



Why is nutritional assessment so 
important in pancreatic cancer ?

• Early nutritional intervention is crucial

• High prevalence of malnutrition

• Weight loss common at diagnosis 

• Malnutrition leads to: 
• Longer Hospital stay
• Increased risk of complications
• Reduced QoL
• Increased morbidity + mortality 

• Better prognosis if weight is stable 

• Weight loss and steatorrhoea are very late symptoms of PEI



Factors affecting nutritional status
• Increased REE

• Malabsorption due to pancreatic exocrine insufficiency 
• Abdominal pain, loose stools, Steatorrhoea, lethargy, bloating, flatulence/burping

• Taste changes

• Weight loss associated with chemotherapy/radiotherapy/surgery

• Low mood

• Misdiagnosed/undiagnosed hyperglycaemia

• Nausea/Vomiting 
• Side effect from treatment 
• Secondary to delayed gastric emptying/gastric outlet obstruction



What is the difference between 
malnutrition, sarcopenia and 

cachexia? 



Malnutrition

• ‘Malnutrition is a state of nutrition in which a deficiency or excess (or imbalance) of energy, 
protein and other nutrients causes measurable adverse effects on tissue / body form (body 
shape, size and composition) and function and clinical outcome.’ (BAPEN, 2020)

Sarcopenia 

• Defined as progressive and generalized loss of skeletal muscle mass and strength

• Prevalence of 55.9%-63% reported in pancreatic cancer patients 

Cachexia 

• Multifactorial syndrome characterised by an ongoing loss of skeletal muscle mass (with or 
without loss of fat mass) that cannot be fully reversed by conventional nutritional support 
and leads to progressive functional impairment

• Prevalence of up to 80% in those with progressing pancreatic cancer 



BMI = 29.4kg/m2 
BUT…

differing skeletal muscle



How do we assess nutritional status?



Nutritional requirements 
ESPEN guidelines (2016)

Energy
• 25-30kcal/kg/day

• Evidence level: low

Protein
• 1-1.5g/kg/day

• Evidence level: moderate

PENG (2018)
Energy

• 24kcal/kg/day

• ≤65 yrs

• (BMI 18.5-30kg/m2)

• 24kcal/kg/day (range 22-27) 

• > 65 yrs

• (BMI 18.5-30kg/m2)

• 25kcal/kg/day (range 24-26) 

• (BMI<18.5kg/m2)

Protein
• Based on ESPEN guidelines

• 1-1.5g/kg/day



Functional tests
• Sit to stand

• Timed up and go

• Handgrip strength

• Duke Activity Index

Other
• Bioelectrical Impedance Analysis (BIA)



Assessment tools
• Faecal elastase-1 (FE-1)

• Has limitations

• Scored Patient Generated - Subjective Global Assessment (PG - SGA)
• Vashi et al – nutritional + survival outcomes in pancreatic cancer patients receiving enteral/parenteral 

nutrition during cancer treatment. Categorised patients into improved SGA(28.6%), deteriorated 
SGA(30.3%) and unchanged SGA(41.1%). “Improvement in SGA correlated with a significantly decreased 
risk of mortality independent of sex, previous treatment history, and evidence of biological anticancer 
activity.”

• Knowledge of PERT

• Gastrointestinal symptoms

• Assessment of physical activity levels (both aerobic and resistance)

• Nutritional deficiencies
• Vitamin D, Vitamin B12, Folate , Ferritin, Iron, Zinc, Selenium, Copper, HbA1c, 

random blood glucose



Scored Patient 
Generated 
Subjective Global 
Assessment 
(PG-SGA)



Scored Patient 
Generated 
Subjective Global 
Assessment 
(PG-SGA)



PERT 
Questionnaire



GI symptoms



Case study – Mrs Y
• 50Y female

• Presented in March 2020 with painless jaundice

• Diagnosed with HOP cancer May 2020

• Consideration for Whipples surgery

• Commenced on PERT by local Hospital



Initial Dietetic assessment (June 2020)
• Weight 60kg, BMI 23.4kg/m2, 17% weight loss in 3 months
• PG-SGA stage B  
• Scored 13/44 (29%) on PERT questionnaire 
• Reported taking 50,000IU with meals, 25,000IU with snacks, nil PERT with 

nutritional supplements
• GI symptom questionnaire 17/53

• Flatulence, burping, urgency to open bowels SEVERE
• Bowels opening once every 2-3 days, type 1 bristol stool chart
• Felt symptoms were not affecting QoL

• PERT education provided 

2nd Dietitian assessment (3 weeks later)
• Weight stable 
• Had increased dose of PERT with meals + snacks
• Now taking PERT with nutritional supplements
• Scored 30/44 (68%) on PERT questionnaire
• Symptoms of PEI much improved 

• GI symptom questionnaire 6/53
• Bowels opening more frequently (GP had prescribed laxatives)



To conclude…

• Many factors in pancreatic cancer that affect nutritional status

• Important to assess not only malnutrition, but sarcopenia too

• Assessment tools are useful to compare data over time

• Assessment tools useful to detect exocrine insufficiency
• Allows timely initiation of PERT 
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