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The NHS Wales National Optimal Pathways (NOPs) have been developed as part of the Single Cancer Pathway (SCP)
programme of work. They aim to establish consistent generic and site specific pathways that describe all routes of
entry onto the pathway from the point of suspicion (PoS) of cancer. They describe good practice diagnostic and
treatment pathways, the diagnostic pathway, including staging, should be performed within 28 days from PoS; and
definitive treatment commenced within 21 days from date of Decision to Treat (DTT). However, recognising the
impact on survival associated with rapid access to surgical treatment in operable pancreatic cancer, this pathway
aims to commence a patient’s definitive treatment in less than 28 days from the point of suspicion. The pathways
also describe where patients should receive consistent information and support, tailored to meet their needs.

The NOPs aim to provide a platform to standardise care, reduce unwarranted variation and drive improvement
whilst increasing quality across each of the cancer pathways in order to:

e meet the SCP cancer waiting time of 62 days for patients presenting with a suspicion of cancer,
e improve cancer patient experience, and,
e improve cancer patient outcomes throughout Wales to that comparable with the best outcomes in Europe.

The Pancreatic NOP is designed to help pancreatic cancer service providers and their commissioners see the basic
structure of an effective and efficient pancreatic cancer pathway. In essence, this optimal pathway is about
ensuring that each stage of the pathway happens quickly, that communications with patients are effective and that
the entire team works in a coordinated but flexible way, focusing always on the patient’s journey. It is recognised
that the introduction of the National Optimal Pathway for Pancreatic Cancer may present challenges for the
pancreatic multidisciplinary teams. However, introducing a nationally agreed, clinically endorsed pathway will
support service improvement. They will also provide clarity and consistency for primary care around the referral
process into secondary care, including access to diagnostics, to ensure the patients move through the system in a
timely manner.

The Upper Gastrointestinal Cancer Site Group (CSG) is led by Dr. Carys Morgan, Consultant Oncologist and deputy
Mr. Nagappan Kumar, Consultant Surgeon. The pancreatic pathways work has been led by Mr Guy Shingler,
Hepato-Pancreato-Biliary and Laproscopic Consultant Surgeon. The group includes representation from the full
range of professions involved in delivering cancer services. They were all able to contribute and comment on the
development of the optimal pathway during a range of pathway workshops, CSG meetings and educational days,
commenced in September 2019. An early draft was sent to the Pancreatic Multidisciplinary Teams (MDTs), Health
Boards and Velindre NHS Trust in October 2019. Separate workshops were also held with the Clinical Nurse
Specialist (CNS) and Allied Health Professional (AHP) members to embed the Rehabilitation and Person Centred
Care (PCC) into the pathway, ensuring all patient’s needs are assessed and met in a timely manner. Wider
consultation was sought in December 2019 from NHS Wales’s stakeholders, including National Imaging and
Pathology Networks and the Third sector; 21 responses were received and these were all carefully considered
during the revision process, prior to a final version being issued in January 2020.

Mr Guy Shingler (Pancreatic Lead Clinician for Pathways)
Bethan Hawkes (Macmillan Lead Cancer Nurse - Wales Cancer Network)
Professor Tom Crosby (National Cancer Clinical Director - Wales Cancer Network)

Date 11/02/20
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National Optimal Cancer Pathway for suspected and confirmed Pancreatic cancer:
Point of Suspicion (PoS) to First Definitive Treatment (FDT) for patients aged 16 and over

GP Suspected Cancer Emergen
GP direct access CT referral following Ward Referral & .Cy
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Triage by ist, g gist or ling to local protocol.
Straight To Test or Outpatient Appointment {only if STT not clinically appropriate)
Arrange USC CT chest/abdo/pelvis within 72h (consider USS first if clinically indicated)
Check bloods for FBC, U+E, LFT, clotting, HbAlc and Ca 19-9

CT suspicious of a pancreatic cancer?

If no clear evid of liver refer to Regional MDT. . fe o
Patient aged 16-24? DO NOT WAIT FOR LOCAL MDT DISCUSSION. » LECEET “:1"" =
Refer to TYA Service 4_ Involve local UGI cancer CNS, nutritional screening, consider PERT and ave 9 —
I 2 A c 2 5 < suspected GIST or pNET?
referral to dietician. Explain to patient that cancer is a possible diagnosis
®®¢®®
Patients with non Metastatic disease OR
malignant or pre- patient unfit for
malignant —’ curative treatment
conditions are Regional MDT modalities 3)

discharged or

remain under

surveillance as
deemed

appropriate.®
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to discuss all patients that meet referral criteria

Likely cancer - Regional Pancreatic OPD review within 7
days of MDT

L

Discuss and manage
at Local MDT

Meet surgeon, Pancreatic CNS and dietician to assess
patient and discuss options @R @G

+

Not suitable for radical treatment

F itable for radical
- Request CT PET to exclude occult metastases

- Request EUS if tissue is required Diagnosis confirmed
- Other imaging as determined by MDT - Consider referral to oncology for palliative
- Consider CPEX or physiological tests if borderline treatment

fit - Refer to community palliative care team
- Consider nutritional support prior to starting - Discharged back to local MDT

Consider treatment

Clinical
Trials

A

>

Further cross-sectional imaging to be performed and reported
within 7 days for discussion at next Regional Pancreatic MDT
EUS/FNB should be performed within 10 days and histology
available within 3 days.

Chemoradiotherapy if

sUrgerypiannedit locally advanced with no

# resectable or
borderline mets
Staging laparoscopy if
Cal9-9 >150 (>300 if ¢
jaundiced) D@ B ®
Refer to oncology for

discussion of treatment. If
no tissue will need an EUS
+FNB

Anaesthetic review

Systemic Anti Cancer
Treatment(SACT)
+/- Radiotherapy

Surgery

Repeat CT after initial
course of CRT to assess

response for evidence of
downstaging ? for surgery

Pancreatic Enzyme Replacement Therapy
Prescribe pancreatic enzymes at a starting
dose of approximately 75000 units with a
main meal, and 25000-50000 units with a
snack. If an increase of dose is not effective,
consider adding in a proton pump inhibitor
to raise the gastric pH. Creon, Pancrex and
Nutrizym are all commonly used and exact
dose will depend on preparation. Patients
may tolerate one formulation better than
another.

*Refer to Regional Pancreatic MDT to decide on operability and consideration for trials.
Vascular involvement is not a barrier to referral. Do not delay referral for local MDT, ERCP,
biopsy or further imaging. Please refer by proforma emailed to ABM.Pancreas@wales.nhs.uk
Deadline is 12pm on the Friday prior the next week's Tuesday meeting.

Regional MDT referral criteria:

- Pancreatic lesion (mass or cyst)

- Deranged LFTs in absence of stones +/- mass/cyst

- Dilated pancreatic duct +/- common bile duct dilatation

- We will also discuss referrals with normal CT but raised Ca 19-9 or diagnosis of genetic
predisposition to pancreatic cancer (PRSS-1, CDKN2A, SPINK etc.)

Palliation
Consider early referral to local palliative care

team Q@RE®

ic obstructive j
Needs ERCP and metal stent if available. If
asymptomatic and life expectancy very short it
may be appropriate to avoid stenting.3)®)

Pain

Analgesic ladder (may have to start opiates
initially)

EUS — Coeliac plexus block for refractory pain

Nutrition

Dietetics referral

Pancreatic Enzyme Replacement Therapy
(PERT)

Delayed gastric emptying

Mechanical obstruction — stent vs bypass
surgery dependant on performance status
No mechanical obstruction - prokinetics

Palliative chemotherapy
Will need image guided biopsy for confirming
diagnosis and oncology referral

Person Centred Care Key
(@ Key worker (allocation and transition)

@ Holistic Needs Assessment

@ Treatment summaries

@ Health optimisation/ Making Every Contact Count
@ Prehabilitation

(®) Rehabilitation

@ * Patient Reported Outcome Measures (PROMS)

* Please see narrative for details

Pathway Key
Diagnostic Pathway
Treatment Pathway
| ] PoS to FDT



Straight to Test

“Following clear referral criteria into secondary care (usually NICE guidance) the
secondary care clinician (defined as per local protocol) will arrange a diagnostic
procedure as the first episode of care in place of an outpatient episode. The
clinician will retain clinical responsibility for the result including acting on the
result.”

Source: Delivering Cancer Waiting Times NHSE

Direct to Test

GPs have direct access to diagnostic endoscopy, ultrasound, MRI, X-ray and CT for
people suspected of cancer.

Source: National Institute for Health and Care Excellence, Quality Standard 2016 (QS

124)

Safety Netting

“Safety netting is a management strategy of patients, tests and referrals used in the
context of diagnostic uncertainty in healthcare. It aims to ensure patients are
monitored until signs and symptoms are explained or resolved.”

Source: Royal College General Practitioners

Decision to Treat

The DATE on which a Decision to Treat is made. For the cancer data sets, the
DECISION TO TREAT DATE is the DATE that the consultation between the PATIENT
and the clinician took place and a Planned Cancer Treatment was agreed.

Source: NHS Data Dictionary

First Definitive
Treatment

First Definitive Treatment is the first CLINICAL INTERVENTION intended to manage
a PATIENT's disease, condition or injury and avoid further CLINICAL INTERVENTIONS.
What constitutes First Definitive Treatment is a matter of clinical judgement in
consultation with others, where appropriate, including the PATIENT. Please Note:
Placement of a biliary stent does not count as a definitive treatment.

Source: NHS Data Dictionary

Teenagers and Young
Adults (TYA)

Young people (aged 16-24 years) with cancer have their diagnosis treatment and
support agreed and delivered by a cancer-site specific multidisciplinary team and a
teenage and young adult multidisciplinary team.

Source: National Institute for Health and Care Excellence (NICE), 2014. Cancer
services for children and young people (QS55)



https://www.england.nhs.uk/wp-content/uploads/2015/03/delivering-cancer-wait-times.pdf
https://www.nice.org.uk/guidance/QS124/chapter/Quality-statement-1-Direct-access-to-diagnostic-tests
https://www.nice.org.uk/guidance/QS124/chapter/Quality-statement-1-Direct-access-to-diagnostic-tests
https://www.nice.org.uk/guidance/qs55/chapter/Quality-statement-1-Multidisciplinary-teams-for-young-people
https://www.nice.org.uk/guidance/qs55/chapter/Quality-statement-1-Multidisciplinary-teams-for-young-people

Point of
Suspicion/
Referral

Single Suspected Cancer Pathway Definitions (December 2018)

National Institute for Health and Care Excellence (NICE) NG12 Suspected Cancer Referral

Guidance

Cancer Risk Assessment Tool (RAT)

Q Cancer Risk Assessment Tool

Diagnosis and
Management

National Institute for Health and Care Excellence (NICE) NG85 Pancreatic Cancer in Adults:

Diagnosis and Management

Key Worker

QS 14: Patients are made aware of who to contact, how to contact them and when to make
contact about their ongoing healthcare needs. National Institute for Health & Care Excellence
(NICE, 2012) CG138 Clinical Guideline: Patient Experience in adult NHS services

A cancer key worker is “a person who, with the patient’s consent and agreement, takes a key
role in coordinating the patient’s care and promoting continuity, ensuring the patient knows
who to access for information and advice”.
1. All cancer patients must have an allocated key worker
2. Allocation / Review of key worker to take place at key time points including:
a. Around the time of diagnosis *please note: allocation of key worker may occur
earlier than time of diagnosis, if there is a very high level of suspicion of cancer
e.g. evidence obtained via pathology, radiology, endoscopy.
b. Commencement of treatment
3. When not under active management by the cancer MDT, the Key worker would be a
member of the primary care team. This involvement is critical as many patients living with
cancer also live with 2 or more other chronic conditions.
Key workers for cancer patients (Welsh Health Circular /2014/001) GOV.WALES
Welsh Government. Cancer Delivery Plan for Wales 2016-2020.

Holistic Needs
Assessment and
Associated Care
Plan

QS 4: Patients have opportunities to discuss their health beliefs, concerns and preferences
to inform their individualised care.

QS 10: Patients have their physical and psychological needs regularly assessed and
addressed, including nutrition, hydration, pain relief, personal hygiene and anxiety.
National Institute for Health & Care Excellence (NICE, 2012) CG138 Clinical Guideline:
Patient Experience in adult NHS services

Assessment and discussion of patients’ needs for physical, psychological, social, spiritual and
financial support should be undertaken at key points including:

e Around diagnosis *please note: undertaking a Holistic Needs Assessment may occur
earlier than time of diagnosis, if there is a very high level of suspicion of cancer e.g.
evidence obtained via pathology, radiology, endoscopy; and it is supported by
professional judgement.



http://www.walescanet.wales.nhs.uk/sitesplus/documents/1113/SCP11%20Point%20of%20Suspicion%20Definitions%20v8.pdf
http://www.walescanet.wales.nhs.uk/sitesplus/documents/1113/SCP11%20Point%20of%20Suspicion%20Definitions%20v8.pdf
https://www.nice.org.uk/guidance/NG12
https://www.nice.org.uk/guidance/NG12
https://www.cancerresearchuk.org/health-professional/diagnosis/suspected-cancer-referral-best-practice/risk-assessment-tool-rat
https://www.qcancer.org/
https://www.nice.org.uk/guidance/ng85
https://www.nice.org.uk/guidance/ng85
https://www.nice.org.uk/guidance/cg138/chapter/Quality-statements
https://www.nice.org.uk/guidance/cg138/chapter/Quality-statements
https://gov.wales/key-workers-cancer-patients-whc2014001
http://gov.wales/docs/dhss/publications/161114cancerplanen.pdf
https://www.nice.org.uk/guidance/cg138/chapter/Quality-statements
https://www.nice.org.uk/guidance/cg138/chapter/Quality-statements

e At commencement, during, and at the end of treatment;
National Institute for Clinical Excellence (NICE, 2004) CSG4 Improving Supportive & Palliative
care for adults with cancer
Wales Cancer Network (2016). Guidance document to support implementation of Holistic
Needs Assessment (HNA) and associated care plans for the person affected by cancer.

Ideally Holistic Needs Assessments should be undertaken electronically. Welsh Government.
Cancer Delivery Plan for Wales 2016-2020. The Macmillan eHNA is one tool which is both
valid and reliable. Snowden A & Fleming M (2015) Validation of the electronic HNA.

Health
Optimisation /
MECC

QS 9: Patients experience care that is tailored to their needs and personal preferences,
taking into account their circumstances, their ability to access services and their coexisting
conditions.

National Institute for Health & Care Excellence (NICE, 2012) CG138 Clinical Guideline:
Patient Experience in adult NHS services

Health Optimisation refers to a proactive approach to supporting people who present to
NHS services with concurrent comorbid health conditions (e.g. anaemia, diabetes), or health
risk behaviours (e.g. smoking, physical inactivity).

Welsh Government (2018) A Healthier Wales.

Welsh Government (2015) Wellbeing of Future Generations Act.

Making Every Contact Count (MECC), is a behaviour change approach that helps health and
social care professionals to help people to improve their health and wellbeing through
prevention and early intervention. Public Health Wales Strategic Plan 2018-2021

Lifestyle advice / resources are available from Making Every Contact Count (MECC)

*Please note: Whilst addressing concurrent comorbidities and health risk behaviours is the
responsibility of all health and social care professionals, at every contact throughout the
pathway; earliest possible intervention may impact on cancer treatment choices / outcomes
(especially in respect to tobacco smoking). National Institute for Clinical Excellence (NICE,
2018) NG92 NICE Guideline Stop Smoking Interventions and services.

Prehabilitation

Patients should have the opportunity to take part in evidence-based education and
rehabilitative activities, including self-management programmes, where available, that
promote their ability to manage their own health if appropriate.

National Institute for Health & Care Excellence (NICE, 2012) CG138 Clinical Guideline:
Patient Experience in adult NHS services

Welsh Government (2018) A Healthier Wales.

Welsh Government (2015) Wellbeing of Future Generations Act.

Rehabilitation

All patients will have their needs for rehabilitation services assessed, with referral to an
appropriate level of rehabilitative support, throughout the patient pathway.

*Please note: not all patients will require specialist cancer rehabilitation services. Referral
into non-cancer rehabilitation, self-management, and fitness services may be suitable to
meet some patients’ needs.

National Standards for Rehabilitation of Adult Cancer Patients (2010) GOV WALES

National Institute for Health and Care Excellence (NICE) CSG4 (2004) resources for improving
supportive and palliative care for adults with cancer.

Patient
Reported
Outcome

Patient Reported Outcome Measures (PROMs) are questionnaires that patients are asked to
complete before and after treatment to assess the impact on health and wellbeing.



https://www.nice.org.uk/guidance/csg4/resources/improving-supportive-and-palliative-care-for-adults-with-cancer-pdf-773375005
https://www.nice.org.uk/guidance/csg4/resources/improving-supportive-and-palliative-care-for-adults-with-cancer-pdf-773375005
file://///cymru.nhs.uk/abm_ulhb/group/ststorage2/South%20Wales%20Cancer%20Network/SWCN/Macmillan%20Lead%20nurse/Macmillan%20Lead%20nurse%20GK%20Nov14/HNA/CIGHNA%20care%20plan%20doc%20dec16%20GK%20(2).docx
file://///cymru.nhs.uk/abm_ulhb/group/ststorage2/South%20Wales%20Cancer%20Network/SWCN/Macmillan%20Lead%20nurse/Macmillan%20Lead%20nurse%20GK%20Nov14/HNA/CIGHNA%20care%20plan%20doc%20dec16%20GK%20(2).docx
http://gov.wales/docs/dhss/publications/161114cancerplanen.pdf
http://gov.wales/docs/dhss/publications/161114cancerplanen.pdf
https://springerplus.springeropen.com/articles/10.1186/s40064-015-1401-0
https://www.nice.org.uk/guidance/cg138/chapter/Quality-statements
https://www.nice.org.uk/guidance/cg138/chapter/Quality-statements
https://www.basw.co.uk/system/files/resources/180608healthier-wales-mainen.pdf
https://futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
http://howis.wales.nhs.uk/sitesplus/documents/888/Our%20Strategic%20Plan%20%28IMTP%29%202018-2021%20V1.pdf
https://mecc.publichealthnetwork.cymru/en/resources/lifestyle-info/
https://www.nice.org.uk/guidance/ng92
https://www.nice.org.uk/guidance/ng92
https://www.nice.org.uk/guidance/cg138/chapter/Quality-statements
https://www.nice.org.uk/guidance/cg138/chapter/Quality-statements
https://www.basw.co.uk/system/files/resources/180608healthier-wales-mainen.pdf
https://futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
http://www.wales.nhs.uk/sites3/Documents/322/National_Standards_for_Rehabilitation_of_Adult_Cancer_Patients_2010.pdf
https://www.nice.org.uk/guidance/csg4/resources/improving-supportive-and-palliative-care-for-adults-with-cancer-pdf-773375005
https://www.nice.org.uk/guidance/csg4/resources/improving-supportive-and-palliative-care-for-adults-with-cancer-pdf-773375005

Measures
(PROMs) /
Patient
Reported
Experience
Measures
(PREMs)

Some of the Cancer Site Groups (CSGs) have been working with the International
Collaboration for Health Outcome Measurement (ICHOM), Value Based Healthcare Team,
National PROMS, PREMS, & Effectiveness Programme (NPP&EP) and other partners, to pilot
tools and data capture methods, which will inform a consistent approach to PROMS &
PREMS for cancer. Welsh Government. Cancer Delivery Plan for Wales 2016-2020.

*Please note: there are outstanding questions relating to tool selection, data capture
intervals, data capture methods and data analysis / reporting which may prevent the
implementation of PROMS & PREMS across all pathways at this time. PROMS & PREMS have
been included in the pathways, in recognition of this work, and will be updated pending
further advice from the CSGs.

Patient Reported Experience Measures (PREMs) are questionnaires that patients are asked to
complete at any time during their pathway to help professionals to understand their
experience of NHS services. This information is crucial to understanding the value of
healthcare as perceived by patients. Welsh Government (2018/19). Chief Medical Officer
Annual Report.

*Please Note: Whilst it is good practice to collect PREMS throughout the pathway, there is no
current standard for cancer PREMS in Wales; further advice regarding this will be sought via
the CSGs in due course.



https://proms.nhs.wales/
http://gov.wales/docs/dhss/publications/161114cancerplanen.pdf
https://gov.wales/sites/default/files/publications/2019-05/valuing-our-health.pdf
https://gov.wales/sites/default/files/publications/2019-05/valuing-our-health.pdf

