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* Normal pancreatic function

* Type 3c Diabetes

* Malnutrition, sarcopenia, cachexia and frailty in pancreatic cancer
* Nutritional requirements

* Assessment tools and functional tests

* Prehabilitation
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Exocrine function (Acinar

cells and ducts)
- Produces and secretes
enzymes:
- Lipase (fats)
- Amylase
(carbohydrates)
- Protease (proteins)

Digestion + absorption

80-90% pancreatic cancer
patients display signs of
pancreatic exocrine
insufficiency
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Endocrine function (Islets of

Langerhans)

Produce and secrete
hormones into the
bloodstream:

Beta cells — Insulin ({,)
Alpha cells — glucagon (")

Delta cells - Somatostatin

Blood glucose regulation

Type 3c Diabetes




Type 3c Diabetes

PANCREATIC
CANCER
About 1 in 100 " )
people with new onset ' _ 1in 4 people -
diabetes are diagnosed with diagnosed with pancreatic

cancer were first diagnosed

pancreatic cancer within 3 ) L
with diabetes

years of their diabetes " "
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National cancer institute, 2021
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Early identification of type 3c
Diabetes

e UK-EDI study — biomarkers
present in newly diagnosed
Diabetes with pancreatic cancer

* Earlier diagnosis, treatment
options and survival

HbAlc 48mmol/mol
* Masked by PEI

* Average measure 6-8 weeks



Sarcopenia is a form of muscle failure. N\
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Itis common in older age but can also
occur due to systemic diseases such
as cancer

Cachexia is a disease
related subtype of
malnutrition that is
associated with chronic
systemic inflammation

Malnutrition is a state resulting from inadequate Frailty is an age related multi-dimensional
intake or uptake of nutrition, or from syndrome. It is characterised by decreased
inflammatory or other disease related physiological reserve and vulnerability to
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mechanisms (alone or in combination) morbidity or mortality ~ Yule MS, et al, 2024
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Malnutrition in pancreatic cancer

‘Malnutrition is a state of nutrition in which a deficiency or excess (or imbalance) of
enerqy, protein and other nutrients causes measurable adverse effects on tissue /

body form (body shape, size and composition) and function and clinical outcome.’
(BAPEN, 2020)

More than 1/3 of patients with pancreatic cancer have experienced >10% weight loss at
diagnosis
Malnutrition leads to (Gartner et al, 2016):

* Longer Hospital stay

* Increased risk of complications (e.g. infections)

* Reduced quality of life

* Increased morbidity + mortality

* Poorer outcomes

Early nutritional screening, assessment and Dietetic intervention is crucial



4 Inadequate nutritional intake \ityfI-Llo.spit?Is
- Increased nutritional requirements (inflammatory response) e s st

- Symptoms; pain, nausea, vomiting, constipation, diarrhoea, taste changes, PEI
- Prolonged fasting
- Psychological impact of diagnosis
- Obstruction

\ - Food aversion/restriction /

Why is malnutrition common in pancreatic cancer?

4 Malabsorption/ maldigestion N

- Pancreatic exocrine insufficiency
- Obstructive jaundice
- Misdiagnosed/undiagnosed hyperglycaemia
- Gl resection
- Ischaemia/ileus/delayed gastric emptying
K - Gastric outlet obstruction /
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Cancer 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 (Fearon et al, 2011)

* Thought to be present in up to 46-89% of patients with pancreatic cancer e ws, eta, 2020
* ~40% of patients with pancreatic cancer develop cachexia before surgery uews, et s, 2020
* Preoperative cachexia is associated with poorer survival in pancreatic cancer (sachmann etal, 2009)

* Physical symptoms; muscle wasting, reduced physical activity, negative energy/protein balance,
fatigue and social withdrawal

. Evide?]ce suggests hypothalamic dysfunction (from inflammation) interacts with ghrelin (hunger) + leptin (satiety) contributing
to cachexia

* Can have a psychological impact on the families of patients



Cancer cachexia

Mormal

Precachexia

Weight loss <5%
Anorexia and
metabolic change

Cachexia

Weight loss >5% or

BMI <20 and weight loss >2%
or sarcopenia and weight
loss =2%

+ Often reduced food intake/

+ systemic inflammation

5D’
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Refractory cachexia

Death

Variable degree of cachexia
Cancer disease both procatabolic
! and not responsive to anticancer
treatment

Low performance score
<3 months expected survival

Fearon et al, 2008
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Cancer cachexia management

Prehabiliatation programmes + exercise

Nutrition
* Regular screening + intervention for patients with prognosis >few months (esmo)
* Artificial feeding not recommended if prognosis <2 months

Psychological support + end of life care
* Input from Specialist Nurses and/or palliative care team

Corticosteroids (Dexamethasone/Prednisolone)
* Short term (weeks) improvement of appetite
* Need PPI (to protect stomach) and monitoring of blood glucose levels
* Research has found no effect on body weight

Progesterones (Megastrol acetate)
* Appetite stimulant but weight gain rather than lean body mass

Olanzapine (antipsychotic)

of Leicester
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* American Society of Clinical Oncology (ASCO) advised low dose once daily can be offered to patients

with advanced cancer for nausea + weight gain



p NHS|
MENAC trial (@»" R Ao

HPB UNIT
NHS Trust

Multimodal intervention - Exercise, Nutrition and Anti-
inflammary medication for Cachexia

Patients with incurable lung, cholangiocarcinoma or pancreatic cancer
for chemotherapy with cachexia (>5% weight loss)

What will help reverse or slow down cachexia?
* Anti-inflammatory medication (high dose fish oil supplements)
* Exercise — resistance and aerobic exercise
* Dietetic counselling and ONS

Measured weight, muscle mass, physical function and quality of life at
3, 6 and 12 weeks

Results — patients assigned to multimodal treatment, weight stabilised at
6 weeks compared to standard care. No conclusive difference to muscle
mass/physical activity.
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“Progressive and generalized skeletal muscle disorder that is associated
with increased likelihood of adverse outcomes including falls, fractures,
physical disability and mortality” (cruzsentoft et ai, 2018)

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

Identical SMI,
29.7 cm?/m?

BMI, 40.2 kg/m2 BMI, 28.1 kg/m2 BMI, 15.3 kg/mz

High BMI can mask . B, B,

sarcopenia .
O df

a

|dentical BMI,
29.4 kg/m?

- (Martin L et al,
SMI, 33.7 cmz/mz2 SMI, 46.3 cm2/m2 SMI, 58.3 cmz/m2 2013)
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Sarcopenia in pancreatic cancer

Patients with advanced pancreatic cancer undergoing Folfirinox
chemotherapy had wuia et 209):

* Poorer outcomes/worse overall survival if sarcopenic

* Increased toxicities from treatment with sarcopenic obesity

Surgical patients
* Increase in perioperative and overall mortality if sarcopenic (sundred et al, 2019)

* If sarcopenic, significantly reduced survival and higher complication rate when
undergoing resection for pancreatic ductal adenocarcinoma
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Sarcopenia management

* Protein intake —aim 1-1.5g/kg/day

* Benefits to increasing activity levels
* HIIT, aerobic, resistance

* Vitamin D — increases muscle strength, reverses muscle atrophy

~

/FEED study - Effectiveness of a 12 week multi-modal nutrition-led
intervention in preventing loss of muscle strength during neo-adjuvant

chemotherapy
Fish oil, Exercise, Enzyme, Dietary Counselling
FEED trial — RCT with control group + intervention (additional Dietitian and

k Physiotherapy appointments) /




» W
1 University Hospltals

HPS NI of Leicester
NHS Trust

Frailty

“A person’s mental and physical resilience, or their ability to bounce
back and recover from events like illness and injury.” age ux

Prevalence in pancreatic cancer is 45% (zhangr, vanv, Ge ¢, 2024)

Associated with an increased risk of mortality (zhangr, vanv, Ge ¢, 2024)

Clinical Frailty Scale*
7 Severely Frail Cmplzlydpcdetl
! I VyFt P e who sbust, activ tic pesoalcae
d.The pe e ¢ mon! X€ E e e 1,\
o the fittest ¢ risk of d withi 6 months

2 Well no active disease ) 8 Very Severely Frail - Comple

Clinical frailty scale score

y active occasional Ily‘ 150N, -
3 Man ggWII medic Iproblms h

e well controlled, b ot regularly active
9.Terminally 1ll - Approac’ the end of life. Thi
Q tegor r t with a life expectancy
/ <6 months, who are not otherwise evidently frail.

4 Vulnerable —'\W o(dpd(‘

ften sympto ms!ml ivities.
or being tire Scoring frailty in people with dementia

symptoms in mild dementia

Interventions can help to reduce frailty:
* Exercise to improve strength and balance
* Addressing nutritional deficiencies

5 Mildly Frail
d nt sl Iow ng, ¢ elf hgh ord IADL

moderate dementia

6 Moderately Frail - Peop hall

out r.sdea:: vities and keep gho se. ¢
ms witt help with



Nutritional requirements in pancreatlc cancer
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ESPEN guidelines (2016)

PENG (2018)

Energy
* 25-30kcal/kg/day
* Evidence level: low

Protein

» 1-1.5g/kg/day
* Evidence level: moderate

Energy
» 24kcal/kg/day
* <65yrs
* (BMI 18.5-30kg/m?)
e 24kcal/kg/day (range 22-27)
* >65yrs
* (BMI 18.5-30kg/m?)
» 25kcal/kg/day (range 24-26)
* (BMI<18.5kg/m?)

Protein
e Based on ESPEN guidelines

* 1-1.5g/kg/day




What nutritional assessment do
vou regularly use for patients with
nancreatic cancer?
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How do we assess risk of
malnutrition?




Screening tools

Stepl + Step2

BMI score Weight loss score

+ Step

Acute disease effect score

Unplanned
BMI kg/m* Score weight loss In
220 (>30 Obese) =0 past 3.6 months.
- = % Score
185-20 1 % =
85 =2 510 =1
>10 =2

If patient is scutely ill and
there has been or s likely
o be no nutritional
intake for »5 days
Score 2

v
Step 4

Overall risk of malnutrition

Acute diseaze effect is unlikaly to
apply outside haspifal See MUST
Explanatory Boaklet for further
information

Add Scores together to calculate overall risk of malnutrition
Score O Low Risk Score 1 Medium Risk Score 2 or mare High Risk

¥
Step 5

Management guidelines

L 4

' ' '
0 h 1 A 2 or more
Low Risk Medium Risk High Risk
inie: Observe Treat"
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e

he icle: help and
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T" Rt o supporting wvidarnce.

®
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Malnutrition Universal Screening
Tool (MUST)

Widely used in many Hospitals
Considers BMI, weight loss and acute illness

BUT
* Lower sensitivity in oncology patients

* Does not consider if treatment is likely to affect
nutritional status

* Does not consider sarcopenia or nutrition impact
symptoms

Early intervention is key

NHS!

University Hospltals
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Scored Patient
Generated
Subjective Global
Assessment
(PG-SGA)

Scored Patient-Generated Subjective

_Patient ID Information

Global Assessment (PG-SGA)
History Boxes 1-4 are designed to be completed by the patient.

P should compiete if

possible. net prelessional of
Tamily unless needs helg

(sight, iteracy, ete )

[Boxes 1-4 are referred to as the PG-SGA Short Form (SF)]

1. Weight (See Worksheet I) While height is not
esseniial for scoring,
the app cabculates BMI

In summary of my current and recent weight:

Complete bath 14 6
months; fof Scoring.
use 1 mo It avadable.
Use B ros anly if 1 mao
s not availabie

One month ago I weighed about pounds
Sixmonths ago [ weighed about pounds

I currently weigh about pounds
T'am about feet tall

During the past two weeks my weight has:
O decreased , O not changed

2. Food Intake: Ascompared to my normal intake, I would
rate my food intake during the past month as:

g unchanged
maore than usual

Scone how the patient salf-rales

hisher inlake during the past month;
L this helps 1o address recent defeit |

o less than usual | current risk

I am now taking:
normal food but less than normal amount
g little solid food
g only liquids
only nutritional supplements
o very little Ufanythingu

O only tube feedings or only nutrition by vein  Box 2

O increased Box |
| Box 1 max score = 5 paints: up to 4 pis from wi loss + up o 1 point for past 2 wks

_I Bax 2 not additive; max = 4; usa the highest scofe checked, no matter how many checked

3. Symptoms: [ have had the following problems that have kept me
from eating enough during the past two weeks (check all that apply):
g no problems eating

O no appetite, just did not feel like eating

O nausea 0 vomiting
g constipation g diarrhea

O mouth sores o dry mouth |

o smells bother me |
O feel full quickly
o fatigue '

o things taste funny or have no taste
0 problems swallowing

O pain: where? .

O other**

** Examples: depression, money, or dental problems

Bax 3 Any syrnglorts that pabent repons (checks af) Iat as kept them from eating :I
enough during the past 2 weeks gels scored. Add all points for Bex 3 lotal score

4. Activities and Function:
Over the past month, I would generally rate my activity as:

o normal with no limitations

o not my normal self, but able to be up and about with fairly normal
_ activities

o not fee]inélup to most things. but in bed or chair less than half the
day

pretty much bedridden, rarely out of bed |

Thig is the WHO of ECOG perommance status in patent ame, Patent
rales his/hes activity level aver the past month regardiess of the cause —
inadequale intake, metabolic sress (comicostencids, fever, inflammation,
trauma) of significant inactoity. Remember. 1 week of complete bed rest is
associaled with Up 1o 4% 1085 in lean Bssusmusce Mass

Box4[ |

El able to do little activity and spend most of the day in bed or chair |

CFD Ottery, 2000, 2005, 2006, 2014

Email: fpithotterymdphdigacl.com or infoipi-global.org

Additive Score of the Boxes 1-4 l:l.-\
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The remainder of this form is to be completed by yvour docitor, nurse, dietitian, or therapist. Thank you.
Scored Patient-Generated Subjective Global Assessment (PG-SGA)

S
Worksheet 1 - Scoring Weight (Wt) Loss Additive Score of the Boxes 1-4 (Seeside 1) [_JA r
Ta determine scare, use | month weight dats f availbable. Use & manth data anly if . . A . arn . !
ffers & s | manh weight data. Use poimis below to score weight change snd a4 | 5+ W 0rksheet 2 - Disease and its relation to nutritional requirements st

one exir point if patient has lost weight during the past 2 weeks. Enter iotal point

Wtlossin 1 month Points Wt loss in & months ‘M_I releva_m diagnoses {s:pemfy] - —
10% or greater 4 20°% or greater Primary disease stage (circle if known or appropriate) I IT IIT IV Other
¥ i 3 10-19.9% s
izx ) 6 oo [One point each:
22% 1 2. 5.9% [Cancer [JAIDS [JPulmonaryorcardiaccachexia [JPresence of decubitus, openwound, or fistula
0-1.%%% o 0-19% [OPresence of trauma  [JAge greater than 65 vears CJChronic renal insufficiency

Numerical score from Worksheet 1 [ |
6. Work Sheet 3 - Metabolic Demand

Score for metabolic stress is determined by a number of variables known to increase protein & calorie needs. The score is additive so that a patient who has a_fever of = 102

Numerical score from Worksheet 2 () ]

degrees (3 points) and is on 10 mg of prednisone chronically (2 points) would have an additive score for this section of 3 point] Fayer: Seare fever intensity or duration, whichever is
Stress none (0] low (1) maderate (2 kigh [3) grealer. (39°F= 37.2°C 101°=38.3" and 102" = 38.97)
Fever na fever =00 and =101 =101 and <102 =102 NumeTTear SeOTe TTOT WOTKSIeeT . T C
Fever duration no fever =72 hrs T2hrs > T2 hrs
Corticosteroids no corticosterosds lowr dose maderate dose high dose steroad See wiww pi-global org for predniscne
" - ) equivalents char and matnc and additional
Even short teqm use of conicostercids can [=10mg, prednisone [z10 and =30mg prednisone |2 30mg prednisone language version (s avaiable)
adversely impact probein s1alus and MUSCE MEss equivalents,day] equivalents fday) exquivale nts, day)

7. Worksheet § - Physical Exam

Physical exam inclsdes a subjective evaluation of 3 sspects of body compesition: fat, muscle, & fluid stats. Since this is subjective, each aspect of the exam i rated for degree of deficit. Muscle deficit impacts paint scare

meare than fat deficit. Definition of categories: 0 = o deficit, 1+ = mild deficin, 2+ = moderte 3+ = severe
Muscle Stntus: Fluid Status:
clavicles {peciomlis & delioids) L] 1+ 4 3+ i 14 34 T+
These are examples of areas that -
imterosseows muscles 0 1+ 4 I+ canishould be conssdered in N
dedermining lossideficii (o excess I+ I+ Ea
) . ) . . fuid). RELAX. .. One does NOT .
thigh (quadiceps) 0 ! E ¥ e I o Numerical score from Worksheet4 [——D
- " a global sensa for loes or deficit of
okl cucsrle: sute rafing . t 14 L ridiscle or fal. Remember the Total PC A score Cl
i oind for ical .
« onbital i pas 0 I+ 24 . mm"?'i"e’n'fy 3 mampﬁeﬁ (Total numerical score of A+B+C+D above)
. - = . T + . -
Vashi et al = “Improvement e e - (See triage recommendations below)
Global fat defici rating [ 1+ 2 3+ Global PG-SGA rating (A, B,or C) = [_]

in SGA correlated Wlth a Clinician Signature RD RN PA MD DO Other, Date

Waorksheet 5 - PG-SGA Global Assessment Categories
zen i LITErE

significantly decreased risk of |- -

Waght Ko wilem
O Recere wa guin

mortality independent of sex, | &

Nutritional Triage Recommendations: addsive scare is wsed to define specific nutritional interventions
including paisend & family education, sympicm management ncluding pharmacologic miervention, and appropriate
mutrent mtervention {food, nuiritional supplements, enteral, or parenicral riage).

First fine nutrition intervention inchudes aptimal sympram mamagemens

Severe deficii in miske

N e Tringe based on PG-SGA point score

”"":‘:;\""‘“ oy ':“:';'\m’::{w_:',, [ Mo intervention requined at this time. Re-sssessment on routine and regular basis during treatment.
H t t t h H t 3 Patient & family education by dietitian, mrse, ar other clinician with pharmacologic intervestion as

p reV| 0 u S re a l I 'e n IS 0 ry} Functioning Moderate fmctional defici Sicvere Smcriomal defict imdicated by symptom survey (Box ) and lab values &= approprimte.

P :]-'ﬁ‘:ll‘:\‘::—?-;:m- L;:.'::' “f';":‘:‘:“‘*:_‘::"”“ 48 Requires intervention by dietitian, in conjunction with nurse or physician as indicated by sympions {Box 31
. . . o cf mrmache e | S i | e evers ks vl 901 =9 Indicates a critical need for improved symptom management and /o nutrient intervention options.
and evidence of biological . —— —

CFD Ottery, 2001, 2005, 2006, 2014 email: faithottervmdphd acl.com or infoipt-globalors

. . M ” Waorkshest 5 May be hel to cifcle el t staternent for each
anticancer activity. e ey et et i B o B st
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MALNUTRITION SCREENING TOOL (MST)
STEP 1 QUESTION A & QUESTION B

LEICESTER H
Question A: Have you lost weight recently without trying? TPS HPB UNIT of LEICESter
N = 0 + Emphasize “without trying” NHS Trust
Unsure = 2 « Consider weight lost duning the last
If YES, how much weight [in kg*) have you iost? =5 mantha
« If the person is unsure, query any indicators of
1-5kg = 1 weight loss such as:
6-0kg = 2 » Loose clothes or using a tighter belt notch
N-1Bkg = 3 » Loose rings/jewellery or watches
Mg = 4 » Ill-fitting dentures
Unsure = 2
Weight Loss Score: ':' s:::;z: f;:u::p'cxn’ul: fologram (ig) to pounds (lbs)
Question B: Have you been eating poorly « Emphasize “eating poorly”, eg. eating less
because of a decreased appetite? than 3/4 of usual ntake.
No = 0 * |sintake likely to decrease considerably for
Yes = 1 5 days or more? .. .
1 N I Royal Marsden Nutrition Screening Tool (RMNST)
Appetis Score: ‘_] Intake over the past week?
STEP 2 TOTAL MST SCORE . L
T % i Question If answer to the question is yes, then score
. ument malnutrition risk category (even
Add Welpht Loes & Appetile Scores for those not at risk]. . ) . . ) .
Totst MST Score: :] + Recoed any need for speciel diets and follow 1. Has the patient experienced unintentional weight loss in the last 3 months?
e o (>7 kg in men or >5.5 kg in women) 10
MST Score 2 or more = Patien If not, unintentional weight loss less than the above 5
STEP 3 MANAGEMENT PLAN 2. Does the patient look underweight? 5
. . o .
Seoa O Maritor vt e e ian weaily < Thost who are averwelght or obasa MUST 3. Has the pguent had a reduced fooﬂ _mlake (lesg than 50 % of meals) in lhe Last B 5
or in line with local policy. NOT be overtooked in the diagnosis and 5 days (this may be due to mucositis, dysphagia, nausea, bowel obstruction, vomiting)?
Seore 2 or more: Monitor nutritional itake. prevention of malnutrition. 4. Is the patient experiencing symptoms that are affecting food intake, e.g. mucositis, 3
use strategies to improve nutritional ntake and refer * All patients should be screened on admis- nausea, vomiting, diarrhoea and constipation?
to dietitian or implement local policy. sion to hospital and weekly (or as per local Total score Maximum 23
policy) thereafter.

Copyright The Royal Marsden NHS Foundation Trust

Appraximate Weight Conversion Chart

Score 04, well-nourished, score 5-9, moderately malnourished, score >10, severely mamourished

2-1lbs 1

2

Dparterunt . N 22

Nutricia, Block 1, Desnsgrange Business Park Deansgrange, Ca Dublin

NUTRICIA CUSTOMER SUPPORT:
Freephone: 0 923 404 (ROI) ar O ) Emait: support reland@nutriciacom

RMING NUTRITION

This information is intended for hea! ly www.nutricia.ie LIFE TRANS
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How do we assess cachexia?




Global Leadership
Initiative on
Malnutrition
(GLIM) criteria for
malnutrition
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Phenotypic criteria Etiologic criteria

Non-volitional weight loss Reduced food intake or

assimilation

Assessment criteria Low bady mass index (BMI)

Disease burden /
Reduced muscle mass inflammatory condition

A 4 ¥

Calf circumference
Males Females
Moderate 34cm 33cm
Severe 32cm 31cm

1 Phenotypic criterion + 1 Etiologic criterion
Diagnosis " "
MALNUTRITION
Moderate / Stage 1 Severe f Stage 2
5-10 % weight loss within the > 10 % weight loss within the
Bevaiiiyaradin past 6month or past 6month or
NENTY BradINg 10-20 % beyond 6 month > 20 % beyond 6 month
BMI < 20 kg/m? if < 70 year or BMI < 18.5 kg/m? if < 70 year
<22 kg/m? if 270 year or
Based on the presence of 1 phenotypic <20 kg/m? if =70 year
criterion with these features Mild to moderate deficit of

muscle mass Severe deficit of muscle mass
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How do we assess sarcopenia?




SARC-F
or clinical

hawalliéd No sarcopenia; :
LEICESTER
suspicion rescreen later T AT

POSITIVE
OR PRESENT

Grip strength,
Chair stand test rescreen later

In clinical practice,
this is enough to
trigger assessment of
causes and start
intervention

Sarcopenia
probable*

Muscle qu_antlty NORMAL
or quality
DXA; BIA, CT, MRI

Sarcopenia
confirmed

Physical Sarcopenia
Performance severe

Gait speed, SPPB,
TUG, 400m walk Cruz-Jentoff et al, 2019

NHS!

University Hospitals
of Leicester
NHS Trust



SARC-F
or clinical

ey No sarcopenia;

suspicion rescreen later

POSITIVE
OR PRESENT

Grip strength,
Chair stand test rescreen later

In clinical practice,
this is enough to
trigger assessment of
causes and start
intervention

Sarcopenia
probable*

Muscle qu_antlty NORMAL
or quality
DXA; BIA, CT, MRI

Sarcopenia
confirmed

Physical Sarcopenia
Performance severe
Gait speed, SPPB,
TUG, 400m walk

~ LEICESTER
HPB UNIT

Cruz-Jentoff et al, 2019
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How do we assess frailty?
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* Gait speed
* Timed-up-and-go test
* PRISMA questionnaire

* 7 questions — age, gender, health problems limiting activities/requiring patient to stay
at home, support, if use aids to get about

* Self-Reported Health - ‘How would you rate your health on a
scale of 0-10'.



Other assessment tools

* Faecal elastase-1

* DEXA bone mineral density scan every 2
years for patients with PEI

* Assessment of nutritional deficiencies

* Fat soluble vitamins (A, D, E + K), Vitamin B12,
Folate, Iron studies, Zinc, Selenium, Copper,
Magnesium

* HbAlc, random blood glucose every 6-12
months

* Palliative patients — Iron studies, HbAlc,
random blood glucose

((@'))“ University Hospitals

HPB ONY of Leicester
NHS Trust

Gastrointestinal symptoms
Quality of life
Knowledge of PERT

PEI
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Prehabilitation

» “Prehabilitation enables people with cancer to prepare for treatment
through promoting healthy behaviours and through needs based
prescribing of exercise, nutrition and psychological interventions.
Prehabilitation is part of a continuum to rehabilitation. The aims of
prehabilitation are to empower patients to maximise resilience to

treatment and improve long-term health” (Macmillan pinciples and guidance
for prehabilitation within the management and support of people with cancer)

* Early assessment soon after diagnosis
* Benefits include;
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From prehab to rehab: Nutritional support for people
undergoing pancreatic cancer surgery
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* Prospective study of 150 patients
* Baseline dietetic assessment, prehabilitation and at least one post-operative review

* High prevalence of malnutrition
» 2/3 of patients had experienced >5% weight loss, 1/3 of patients had experienced >10% weight loss

* Gained 2% body weight and improved handgrip strength by 8.2%
* PG-SGA scores reduced by 5.9 and Gl symptom rating scale by 47.7%
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To conclude...

* Assessment of nutritional status in pancreatic cancer is extremely
complex and multifactorial

 Early nutritional screening is important, as well as identifying cachexia
and sarcopenia to allow for early dietetic intervention and/or referral
to prehabilitation services

* Early development of treatment plans can improve survival, outcomes and
tolerance to treatment
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