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Poll

Should all patients diagnosed with pancreatic cancer be referred for 
dietetic input?

• Yes

• No

• Only if MUST > 2



Nutritional issues in pancreatic cancer
Weight loss at diagnosis is common in pancreatic cancer

• Many causes:
– Anorexia (loss of appetite)

– Cachexia

– Malabsorption

– Low mood/anxiety

– Undiagnosed diabetes

– Treatment side effects

• 85% patients fulfil criteria of cachexia (Hendifar et al 2018)

• Pancreatic exocrine insufficiency (PEI)
• >80% with resected disease

• 92% in advanced disease



Early dietetic input is key!



Importance of early dietetic input

• Weight loss:

• adversely affects QoL & overall survival (OS) (Fearon et al 2012, Carnie et al 2020)

• affects ability to receive & tolerate treatment (Bachmann et al  2008)

• Stabilisation of weight is associated with improved survival and QoL in inoperable pancreatic 
cancer  (Davidson et al 2014)

• Good nutritional status prior to adjuvant chemotherapy = more likely to complete 
chemotherapy, in turn impacting on survival (Valle et al 2014)

Target weight loss before treatment starts



Pancreatic exocrine insufficiency (PEI)

PEI defined as “a reduction in pancreatic enzyme activity in the intestinal 
lumen to a level below the threshold required to maintain normal 
digestion.” (Lindkvist, 2013)



PEI - causes

• Insufficient production of pancreatic enzymes, due to; pancreatic resection, acute necrotizing 

pancreatitis or pancreatitis with calcific changes

• Pancreatic duct obstruction caused by head of pancreas cancers

• Change in the intestinal environment, (reduced intestinal pH) making the enzymes produced 

ineffective

• Somatostatin analogue-induced

Carnie et al 2020



Pancreatic enzyme replacement therapy 
(PERT)

Still under 
utilised!!

Check 
compliance

Proton 
pump 

inhibitor

NICE guidelines [NG85]

Carnie et al 2021



Refractory symptoms

If taking high dose PERT 
and PPI with no 
improvement to 
symptoms…. Needs 
investigation 

Carnie et al 2021



Small Intestinal Bacterial Overgrowth

Definition
Where the small intestine is colonised with excessive microorganisms usually found in the large 
intestine (Achufusi et al, 2020).

Imbalance to microorganisms in gut can disrupt digestive system

Causes
Surgery (panNET and adenocarcinoma)

Pancreatic exocrine insufficiency

Use of Proton pump inhibitors 

Impaired immune system (chemo)



Small Intestinal Bacterial Overgrowth

Symptoms
• Diarrhoea 

• Greasy & pale stool

• Wind/bloating

• Weight loss

• Nutritional deficiencies

Diagnosis
Breath test

Initiate treatment if high level of suspicion

Treatment
Systemic antibiotics (Rifaximin)

Carnie et al 2021



Bile Acid Malabsorption

Bile acids produced by liver, stored in the gallbladder, released into the duodenum after dietary fat 
intake. 
Key role in breaking down & absorbing lipids and fat-soluble vitamins. Usually reabsorbed – if 
disrupted = BAM

Diagnosis:
SeHCAT scan (nuclear medicine test) = ‘gold-standard’
• Artificial bile acid SeHCAT is swallowed in a capsule or drink
• 1st scan (same day) – looks at how much artificial bile acid is in the body (starting amount)
• 2nd scan (after one week) - looks at how much artificial bile has been retained.
• Result = how much bile acid is lost from the body and if mal-absorbing. 

Sometimes, doctors may prescribe treatment instead of testing = trial of therapy



Bile Acid Malabsorption

Treatment:
• Bile acid sequestrants:

• Colesevelam (tablet)
• Colestipol (powder)
• Cholestyramine (powder)

• Low fat diet (<40g fat/day)
• Can help symptoms (Jackson et al 2017)

• Should be used with caution in a high-risk 
of malnutrition population

Jackson et al 2017



Bile Acid Malabsorption

Tips:
• Take medication for at least 10 days to see if works

• Leave 4 hour gap with other medications
• Impact on absorption of medications

• Monitor vitamins A, D, E & K (Gee et al 2021)

• Impact on absorption of fat-soluble vitamins

• Monitor vitamin B12 (Gee et al 2021)

• Monitor stool type (Bristol stool chart)



Anorexia

Caused by the cancer +/or treatment

Assess in all patients 
• Focuses intervention

Tips:
Energy/protein-dense foods

Little and often

Exercise/fresh air to stimulate appetite

Help with cooking



Ascites

Symptoms:

• Abdomen swelling & discomfort

• Poor appetite

• Early satiety

• Indigestion

• Nausea/vomiting

• Constipation Remember to calculate 
nutritional requirements 
using ‘dry’ weight

Can lead to poor 
nutritional intake, 
weight loss and 
delays in treatment



Anti-cancer treatments



Chemotherapy

Patients with ≥5% of weight loss at week 4 of 
palliative chemotherapy have shorter OS 
regardless of response to treatment 

Patients undergoing triplet chemotherapy are 
more likely to develop ≥5% weight loss at week 
4 of treatment

Early intervention is vital to minimise the 
detrimental impact of early weight loss during 
palliative chemotherapy.
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Weight loss ≥5% at week 4 of 
different chemotherapy regimens



Chemotherapy

Tips:

Be proactive, not reactive

Concentrate on when appetite is best

Use medication to your advantage 
(antiemetics/laxatives/antidiarrhoeal agents)

Food 
first

Oral 
nutrition 
support 

Enteral 
feeding 

Taste changes:

• Try new foods
• Plastic utensils
• Flavour with herbs & spices
• Mouth hygiene
• Boiled sweets/gum
• Rinse mouth before meals
• Cold/frozen foods (expect if on 

oxaliplatin – sensitivity to cold)



Surgery – Prehabilitation

Optimise nutritional status and physical 
fitness before surgery & improve recovery

• Diet 
• Fitness
• Psychological support

Benefits:
• Reduced complications 
• Reduced length of stay
• Improved fitness/functional levels
• Improved nutritional status
• Quicker recovery
• More likely to tolerate adjuvant chemotherapy
• Behaviour change

Aims:
Treat/prevent malnutrition
Mitigate metabolic derangements
Maintain/improve physical performance/skeletal muscle mass
Improve likelihood of receiving treatment
Prepare for post-operative dietary needs



Surgery – post-operative

“struggling 
with weight 
loss”

“road to 
recovery”

“lacking 
appropriate 
dietary 
instructions”

“perception 
of the roles 
of dietitians”

“experiences 
with nutrition 
support therapy”

“being 
pressured to 
eat”



Aims of dietetic input

Improve energy & protein intake

Minimise nutritional losses

Preserve physical function

Improve tolerance of treatment

Improve likelihood of receiving treatment

Improve quality of life

Improve outcomes/survival



ESPEN guidelines Cancer 2021

ESPEN guidelines 2021

Energy requirements = 25-30kcal/kg/day

Protein requirements = 1-1.5g/kg/day



NICE guidelines [NG85] 2018

Nutritional input to improve Quality of life (QoL) and improve 
ability to undergo treatment (NICE 2018)



Dietary advice
Little and often 

(small portions help with early satiety)

Food fortification 
Fortified milk (4tbsp skimmed milk powder/pint whole milk)

Add cream, cheese, butter, milk powder, jam, ice cream

Exercise/fresh air to stimulate appetite

PERT – ensure taking correctly

Personalise dietary advice (listen to what the patient likes)

Relax dietary restrictions (e.g. with diabetes) but involve diabetes nurses

Manage expectations – aim for weight maintenance 

Focus on QoL!!!



Oral nutritional supplements (ONS)

May help to improve nutritional status by maintaining body composition +/or 
increasing fat mass (Kim et al 2019)

• Better results if started at initiation of chemotherapy

No 
specific 

ONS

Patient preference

Smaller volume 

Power vs. liquid

Ensure PERT is taken with ONS (snack 
dose) 



Poll

Should enteral nutrition be used in patients diagnosed with 
advanced pancreatic cancer?

1. Yes

2. No



Enteral nutrition

Preferential over parenteral nutrition (NICE guidelines 2018)

Could be used at any point in pathway

Peptide feed first-line

PERT still required

Not enough evidence

Should we be proactive and give to patients undergoing triplet chemotherapy?



Duodenal stent

Build up with soft/moist diet

Little and often – high kcal/protein

Avoid:
Bread
Tough meat/gristle
Nuts/dried fruit
Raw/stringy veg

Duodenal 
obstruction can 

cause:

Nausea/vomiting

Dehydration

Malnutrition

Delay in 
treatment 

Expands over 
few days

May need 
prokinetics



Case study

Discussed in gold standard frameworks (GSF) meeting:

63 year old female
Body of pancreas – adenocarcinoma
Weight 75kg
Height: 1.73m
No weight loss

Already started FOLFIRINOX (3 cycles) – dose reduction due to diarrhoea 



Poll

Would you refer to the dietitian/see this patient (if you are a dietitian)?

1. Yes

2. No

3. Need more information



Case study cont.

Weight stable

Good appetite

Symptoms: flatus reported. Diarrhoea resolved with chemo dose 
reduction

Not taking PERT



Poll

Would you have started PERT at this point?

1. Yes

2. No

3. Need more information



Ongoing research 



Dietetic input for all patients diagnosed with pancreatic 
cancer

Early dietetic input is key

Focus on QoL!

Manage expectations 

Teamwork

Monitor for fat-soluble vitamin deficiencies

Take away 
messages


