


Poll 1

• What is the most common intervention for patients with pancreatic 
cancer
• Chemotherapy

• Best supportive care

• Surgery

• Radiotherapy

• Immunotherapy



• Best supportive care is by far the most common intervention





• 10th most common cancer, 6th most common cause of death

• 25% alive at 1 year, 7% at 5 years

• Treatment for all stages (curative or palliative intent)
• 28% chemotherapy

• 10% surgery

• 5% radiotherapy

• High symptom burden

• Potential for rapid deterioration





• To have a better understanding of what ‘best supportive care’ 
encompasses and think about your role in this

• Think about the wide ranging impact of pancreatic cancer on patients 
and loved ones

• Management of patients at the end of life



Poll 2

• Who delivers palliative care?
• Primary care

• Surgeons

• Oncologists

• CNS

• Specialist palliative care teams

• All of the above



• Palliative care is delivered by anyone who interacts with a patient 
who is approaching the end of their life





• Best supportive care
• Communication 

• Advance care planning

• Symptom control

• Emotional support

• Practical support

• End of life care
• Recognising signs of approaching 

end of life

• Preparing for end of life

• Symptom control at the end of life





• Mr DM

• 50 yo, 3 month history abdominal and back pain, loss of appetite and 
constipation

• Previously fit and well

• Lives with wife and 2 children (15yo and 18yo); runs own construction 
company- main source of income

• Investigations reveal inoperable pancreatic cancer adenocarcinoma

• Referred to oncology for consideration of chemotherapy

• Referred to City Hospice for support



• Main issues from initial assessment
• Physical: pain, nausea, constipation

• Psychological: distress at diagnosis, worry of the impact on family

• Social: financial

• Spiritual: Christian faith, angry at God

• Other important considerations
• Understanding of illness

• Expectations for the future



• We will come back to this very common scenario at the end





• Active anticancer treatment and best supportive care are not 
mutually exclusive

• Those undergoing active anticancer treatment should receive best 
supportive care alongside

• No active anticancer treatment doesn’t equal no treatment



Communication

• Honest, effective and empathetic communication is key to good care
• Healthcare professional         patient and loved ones

• Patients          loved ones

• Healthcare professionals          healthcare professionals

• Elicit patients information needs and provide honest information

• Honesty allows patients and loved ones to plan ahead

• Avoid absolutes e.g. prognosis of 12 months

• Avoid paternalism and trying to avoid upset
• You can’t make bad news better, but you can give it in a good way



Poll 3

• Who should advance care plan with patients and families?
• GP

• District nurses

• CNS

• The person who knows them best

• Surgeons

• Specialist palliative care



Advance care planning (ACP)

• Voluntary and according to the patient’s agenda but some 
practicalities to consider
• Patient and families understanding of illness and wishes for future

• Escalation of treatment of reversible causes

• Preferred place of care and death

• DNACPR

• Other important considerations
• Financial: pensions, Will, funeral plans



Advance care planning



Advance care planning

• Communication is key
• Patients, families, healthcare professionals

• Communicate decisions, ideally in writing
• ACP documents

• Advance decision to refuse treatment (ADRT)

• Lasting power of attorney

• DNACPR form

• If the ACP isn’t available when it’s needed there was no point in doing 
it in the first place

• Some patients will not want information or to consider ACP, but 
usually loved ones will



Symptom control

• Common physical symptoms
• Lethargy

• Abdominal/back pain

• Nausea, early satiety

• Bowel changes: loose stools, constipation

• Weight loss/cachexia

• Jaundice

• Hyperglycaemia: polyuria, polydypsia

• Hypercalcaemia: confusion, constipation, pain



Symptom control

• Tailor symptom control to the patient and likely underlying 
mechanism for the symptom

• Compliance is key: there is no point prescribing it if they won’t take it 
or can’t take it

• Put in mechanisms to review symptom control: efficacy and side 
effects of medicines, compliance

• Consider the psychological and social impact of symptoms



Pain



Pain

• Most patients will require strong opioids: usually morphine or 
oxycodone

• Pain in pancreatic cancer often neuropathic
• Adjuvant analgesics: gabapentin, pregabalin, amitriptyline, steroids

• Intractable pain: consider coeliac plexus block





Pain

• Usually err on the side of caution and uptitrate analgesia

• Reasonable to skip step 2 on WHO analgesic ladder

• Patients often equate strong opioids with end of life: allay fears

• Always co-prescribe a PRN laxative and antiemetic with strong opioids

• Simpler is better

• Generally avoid tramadol



Nausea and early satiety

• Nausea and vomiting are different things

• Commonly gastric stasis or element of outlet obstruction

• May be due to metabolic causes e.g. hypercalcaemia, chemotherapy

• Treat underlying constipation

• Psychological impact and overlap

• Commonly require prokinetic if no CI’s: metoclopramide, 
domperidone

• Metabolic cause: consider haloperidol

• May require syringe driver if intractable vomiting



Bowel changes

• Loose stools
• Usually due to malabsorption: 

creon

• Ensure not overflow

• Rule out infection if risk factors

• Consider loperamide

• Constipation
• Multiple factors: drugs, reduced 

mobility, reduced oral intake etc.

• Oral laxatives +/- rectal measures

• Oral laxatives
• Osmotic: Laxido

• Stimulant if no colic: senna, bisacodyl

• Softener: docusate

• Tolerance is a big factor

• Generally avoid lactulose (bloating)



Cachexia and fatigue

• Common symptoms

• Usually impossible to reverse in the presence of advanced disease

• Distressing to patients and loved ones

• Reverse reversible: other symptoms, metabolic disturbances

• Dietetics input: advice, supplements

• Realistic goal setting

• Consider trial of dexamethasone e.g. 4mg OD for 2 weeks for appetite 
and/or wellbeing



Steroids

• Lots of indications for steroids in palliative care: appetite, fatigue, 
pain control, MSCC, SVCO, brain metastases

• If starting steroids, start PPI and monitor BMs prior and during

• Don’t continue them if they are not effective: review after 1-2 weeks

• If effective, wean to lowest effective dose



Emotional support

• Grief and psychological distress at facing a life limiting illness should 
not be underestimated

• Commonly the most difficult symptom to tackle, for patients and 
loved ones

• Effects the patient and the patients’ wider support network

• Distress is not pathological (usually)

• Prolonged feeling of anxiety, low mood, depression may be 
pathological

• The emotional aspects of a terminal illness effects all other aspects: 
physical, psychological, social, spiritual



Emotional support

• Be honest and empathetic

• Usually the fear of the unknown or unasked question is worse than 
the reality

• ACP often allays many psychological worries: ‘get things in order’

• Tools
• A kind ear

• Counselling

• Psychology

• Reflexology

• Hypnotherapy

• Occasionally medicines: antidepressants, anxiolytics



Practical support

• Do not underestimate this

• One of the commonest contributory factors for people being 
admitted to hospital at the end of life is a care crisis

• Environmental support
• OT, simple equipment, physio, carers

• Financial support
• Benefits, grants, completion of wills and funeral plans: ensure the person has 

been seen by a welfare rights officer as a minimum



Practical support

• In a crisis, if someone is at the end of life and wishes to remain at 
home 
• Fastrack care can be put in: talk to the district nursing team and your local 

palliative care team

• Basic equipment can be put in: hospital bed, pressure relief, commode

• It’s better to pre-empt these situations and plan before they arise



5 minute break





Recognising signs of approaching end of life



Performance status/Symptoms Partial score

Palliative Performance Scale 

10–20 4

30–50 2.5

>60 0

Oral Intake 

Mouthfuls or less 2.5

Reduced but more than mouthfuls 1

Normal 0

Edema 

Present 1

Absent 0

Dyspnea at rest 

Present 3.5

Absent 0

Delirium 

Present 4

Absent 0

Scoring
PPI score > 6 = survival 

shorter than 3 weeks

PPI score >4 = survival 

shorter than 6 weeks

PPI score <4 = survival 

more than 6weeks



Prognostication

• Rate of deterioration if no intervention gives a guide as to prognosis
• Deteriorating month by month = months

• Deteriorating week by week = weeks

• Deteriorating day by day = days

• An accelerated deterioration should be a trigger for ACP and putting 
things in place



Preparing for end of life care

• Should they be dying- ? reversibility

• Where do they want to die vs where can they die?

• What needs to be in place to die at home?
• ACP including DNACPR

• Anticipatory prescribing

• Care and equipment

• Patient and family expectations

• Support including out of hours



Symptom control at the end of life

• Potential symptoms
• Pain

• Breathlessness

• Nausea and vomiting

• Respiratory secretions (‘death rattle’)

• Others bespoke to patients situation
• Bleeding

• Seizures

• Anticipatory medications: just that, anticipatory ideally
• Subcutaneous medications administered by nurses for symptom control at 

the end of life



Symptom control at the end of life

• Anticipatory medications: 4 A’s
• Analgesic: strong opioid (usually morphine or oxycodone) for pain or 

breathlessness

• Antiemetic: common SC options are metoclopramide, cyclizine, haloperidol, 
levomepromazine

• Anxiolytic: midazolam for anxiety or agitation

• Antisecretory: hyoscine hydrobromide for respiratory secretions at the end of 
life



Prescribing in palliative care including the 4As

• If you’re unsure or unfamiliar with medications check

• Online resources
• https://www.wales.pallcare.info

• Look up your local resources 

• Friendly local palliative care teams

• Some but not all patients will require a syringe driver to deliver 
medicines over 24 hours if multiple PRN doses are required or they 
are no longer able to take regular opioids/anxiolytics/antiemetics

https://www.wales.pallcare.info/




• DM initially had a positive response to chemotherapy, but 
subsequently progressed and opted out of active anticancer 
treatment

• Pain was well controlled with a combination of MST, paracetamol and 
gabapentin

• Nausea was managed with regular pre-meal metoclopramide and 
PRN oral levomepromazine

• Constipation was managed with regular laxido, titrated to bowels

• Himself and his wife underwent counselling at City Hospice; the 
children were supported through their education institutions



• He received PIP and a Macmillan grant as well as accessing the City 
Hospice free will service to alleviate financial concerns

• As his general condition deteriorated he opted to remain at home for 
end of life care, which his family supported

• Equipment and a package of care was put in place

• A syringe driver was commenced and titrated during the last days of 
his life

• He died peacefully at home 8 months after diagnosis





• Palliative care has a central role in pancreatic cancer

• Palliative care is everyone's responsibility

• Honest and open conversations between healthcare professionals, 
patients and families and other healthcare professionals is the 
cornerstone to good palliative and end of life care

• Think about early ACP, be proactive rather than reactive

• Resources are out there: use them (including friendly palliative care 
teams!)




