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Foreword by Professor Tim Briggs 

This GIRFT national report for pancreatic cancer marks the culmination of extensive work by 

the clinical leads and their team. It sets out a series of evidence-based recommendations to 

support colleagues across the NHS in improving outcomes and patient experiences for what 

remains one of the most challenging and devastating diseases. 

Despite the dedication of staff, pancreatic cancer survival rates in the UK remain among the 

lowest in Europe, with wide variation in both access to treatment and outcomes. This report 

demonstrates that such variation is not inevitable and can be addressed through consistent 

adoption of best practice and collaborative working across services. 

The review underpinning this report has brought together national data, detailed local insight 

from pancreatic cancer networks and case studies showcasing exemplary practice. These 

examples highlight that meaningful improvement is possible. 

What is most striking is the commitment of clinicians and managers working in pancreatic 

cancer services, often under great pressure, to deliver the best possible care for their 

patients. Their innovation and determination provide a strong foundation for national 

improvement. By building on these strengths, and by reducing unwarranted variation, there 

is an opportunity to change the trajectory for pancreatic cancer in England. 

This report provides a clear set of recommendations and a vision for improvement which, if 

adopted at pace and scale, can bring about the consistency, quality and outcomes that 

patients and families rightly deserve. 

 

This national report has been written for those leading and providing clinical services but the 

beneficiaries of the recommendations are our patients. In accordance with the GIRFT Patient 

Voice Principles, we have captured the voice of the patient through engagement with 

Pancreatic Cancer UK, whose purpose includes supporting patients with lived experiences; 

and the Great Britain and Ireland Hepato Pancreato Biliary Association, Royal College of 

Surgeons of England and Royal College of Radiologists, whose roles include advocating for 

the pancreatic cancer patient population.  

Professor Tim Briggs CBE 
GIRFT programme lead and National Director for Clinical Improvement and 

Elective Recovery for NHS England  

Professor Tim Briggs is a consultant orthopaedic surgeon at the Royal National 

Orthopaedic Hospital NHS Trust, where he was medical director for 15 years. He 

developed the GIRFT programme from his national review of orthopaedic surgery 

while president of the British Orthopaedic Association in 2013, and still leads the 

programme today. He is also the national lead of the Veterans Covenant Healthcare 

Alliance (VCHA). In 2015 he was appointed into a national director role for clinical 

improvement, and in 2022 appointed as National Director for Clinical Improvement 

and Elective Recovery for NHS England.  

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/10/Patient-Voice-Principles-v4-October-2025.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/10/Patient-Voice-Principles-v4-October-2025.pdf
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Introduction from the GIRFT clinical leads 

We are delighted to present our GIRFT review of pancreatic cancer services – the 

culmination of over 18 months’ work, and virtual visits to England’s 23 pancreatic cancer 

networks. 

The review process has been a powerful experience for the five of us. Pancreatic cancer is a 

complex and devastating disease – the tenth most common cancer, but the fifth biggest 

cancer killer. Prior to the review we were aware of the urgent need to improve pancreatic 

cancer diagnosis and treatment in England – given that UK survival rates rank it 29th out of 

31 comparator countries – but we were nonetheless taken aback by the level of variation 

both in practice and in outcomes. Undertaking this review has therefore been both a privilege 

and a responsibility, reinforcing our awareness that elements of care need to change. 

Across the country we encountered services under immense pressure, with teams stretched 

to their limits, struggling to provide the care they would like. Yet we also encountered many 

pockets of good practice and met many individuals who go above and beyond to deliver 

compassionate, effective care. Some of these exemplary practices are captured as case 

studies. 

The case studies included in this report demonstrate that meaningful change is possible – 

sometimes through investment, but often through smarter working, collaboration and 

rethinking established processes and pathways. While some of our recommendations 

require investment, many are cost-neutral or cost-saving, and all aim to improve patient 

experiences and outcomes. 

It has been heartening, during the course of our review, to hear from teams or individuals 

who have already started implementing changes based on our peer review observations. 

This highlights that improvement is achievable when there is openness to reflection and a 

commitment to action. On that note, we encourage you to approach this report with an open 

mind. Change does not always have to be difficult, but it does require determination, 

perseverance and leadership. 

We ourselves are encouraged that as we write, pancreatic cancer is garnering more 

attention within the UK than it has in the past, with the National Pancreatic Cancer Audit 

(NPaCA), Pancreatic Cancer UK’s Optimal Care Pathway and NHS England’s Best Practice 

Timed Pathway, to name just a few positive initiatives. 

We hope that the case studies and recommendations in this report will empower individuals 

committed to implement the changes proposed here and elsewhere with practical 

suggestions, positive references and a vision for new approaches. 

The GIRFT pancreatic cancer joint clinical leads  

 

  

https://www.natcan.org.uk/audits/pancreatic/
https://www.pancreaticcancer.org.uk/health-professionals/optimal-care-pathway/
https://www.england.nhs.uk/publication/implementing-a-timed-hpb-cancer-diagnostic-pathway-pancreatic-liver-bile-duct-and-gall-bladder/
https://www.england.nhs.uk/publication/implementing-a-timed-hpb-cancer-diagnostic-pathway-pancreatic-liver-bile-duct-and-gall-bladder/
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Executive summary  

Pancreatic cancer is a healthcare emergency due to its aggressive nature, complexity and 

the challenges it presents in diagnosis and treatment. As a lethal malignancy with a 

significant symptom burden, it demands swift diagnosis and early intervention from a 

specialist MDT, including clinical nurse specialists (CNSs), to ensure timely access to 

treatment options and to optimise patient outcomes. 

In England, more than half of patients are diagnosed at stage IV (metastatic disease), and 

around half of all patients die within three months of diagnosis. Only approximately 1 in 10 

patients are eligible for potentially curative surgery, and only 3 in 10 patients receive any 

active anti-cancer treatment. 

Although survival rates for this disease are low internationally, the UK continues to perform 

below many countries with comparable healthcare systems. Survival rates also vary widely 

across England. This GIRFT specialty review into services for pancreatic cancer patients, 

which aims to identify and address unwarranted variation and to identify and share best 

practice in pancreatic cancer care, is therefore timely.  

In the course of the review, our five clinical leads (selected to represent the MDT treating 

pancreatic cancer) conducted a network-mapping exercise, oversaw extensive data analysis 

and led peer reviews with specialist pancreatic cancer centres and their spokes (feeding 

back highlights and recommendations to each service). To produce this report, they 

synthesised this rich data, research and insights from clinical experience.   

Pancreatic care in England is delivered in a ‘hub and spoke’ model in which a network of 

outlying hospital trust ‘spokes’ feed into one of 23 surgical ‘hubs’ providing specialist care. In 

the course of the review, we encountered numerous dedicated individuals in hubs and 

spokes who provide excellent care. We found many practices that are innovative, well 

thought-out and effective at addressing an issue, and we highlight some of these in the 

report as case studies. We also found services that act cohesively as a network to deliver 

patient care. 

But we also found many services under significant strain. In places, there appears to be no 

flexibility in the system; individuals and teams are stretched so thin that there is a constant 

risk of single points of failure. We also found services where the network does not function 

as well as it might, where a spoke is either disengaged or individuals are so burdened that 

they cannot effectively care for such complex patients.  

We found instances of unwarranted variation for key elements of care between (and even 

within) networks. This included: 

• the length of wait for a diagnostic procedure; 

• turnaround times for pathology; 

• number of resections per head of population; 
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• rates of neoadjuvant treatment and adjuvant chemotherapy; 

• radiotherapy availability; 

• access to clinical trials; 

• nursing, oncology and dietetic workforce capacity; and 

• access to supportive care services.  

These variations can result in an inter-network, and sometimes intra-network, differences in 

access. This is an inequality of access that needs to be addressed. 

Pancreatic cancer is complex and aggressive: the least survivable of the ‘less survivable 

cancers’.27 It is the tenth most common cancer, but the fifth leading cause of cancer death.28 

Due to its lower incidence, clinicians in spokes may not see many cases, which may lead to 

their disengagement. Feeling integrated in a care network is vital to mitigate this. Therefore, 

it is particularly important for services to act cohesively, whether by streamlining diagnostic 

pathways to ensure all patients receive a timely diagnosis (regardless of where they present) 

or by ensuring that oncological treatment is delivered by an HPB specialist with the 

necessary expertise, experience and capacity. 

Many of our recommendations hinge upon adopting an effective and integrated network-wide 

approach. The sMDT, as the hub of cancer care, is key in overseeing and delivering this. 

Our first recommendations therefore pertain to how sMDTs can streamline their pathways 

and networks can collaborate to deliver diagnostics and care equitably across their patch.  

Our report also focuses on key areas of the patient pathway, including diagnostics and 

imaging, pathology, surgery, oncology, specialist nursing, dietetics and supportive or 

palliative care. In each area where we identified an issue, we make recommendations as to 

how services may be improved. These recommendations are often based on exemplary 

practices observed during the review. We also discuss the nationally available data and 

providers’ use of data to drive improvements. Our recommendations are summarised in the 

table below and elaborated upon in each section.  

The report also outlines actions taken to address key issues, including:  

• Establishing a multidisciplinary working group to optimise pathways for tissue 

diagnosis and non-surgical oncological treatment, involving multiple stakeholders 

such as royal colleges, specialist groups and charities.  

• Submitting a number of new code requests for potential inclusion in OPCS-4.11. 

Alongside this, work is underway to produce coding guidance based on existing 

OPCS-4.10 codes which has the potential to enhance the granularity of surgical 

resection data. 

 
27 Less Survivable Cancers Taskforce. The Less Survivable Cancers. [Accessed 17 February 2025] https://lesssurvivablecancers.org.uk/the-

less-survivable-cancers/  
28 Pancreatic Cancer UK. Pancreatic Cancer Statistics. [Accessed 10 March 2024]c-cancer-statistics/. 

https://lesssurvivablecancers.org.uk/the-less-survivable-cancers/
https://lesssurvivablecancers.org.uk/the-less-survivable-cancers/
https://www.pancreaticcancer.org.uk/what-we-do/media-centre/pancreatic-cancer-statistics/
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Our vision (which aligns with that of Pancreatic Cancer UK’s Optimal Care Pathway) is to 

ensure all pancreatic cancer patients receive equitable, high-quality care. Implementing the 

recommendations below and completing the initiatives above, will help ensure this vision is 

realised.  

The report is supported by the Great Britain and Ireland Hepato Pancreato Biliary 

Association, the Royal College of Surgeons of England and The Royal College of 

Radiologists. 
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Summary of recommendations 

This table summarises our major recommendations. More information detailing each 

recommendation can be found in the relevant sections of the report.  

1 

Specialist multidisciplinary teams (sMDTs) should have effective channels of 

communication in place with spokes to ensure cohesive, coherent and 

collaborative care for all patients.  

2 
sMDTs should streamline meetings and optimise processes to prevent delays, 

promote cost-effectiveness and focus discussions on appropriate patients. 

3 Trusts should prioritise fast track pancreatic cancer diagnosis and treatment. 

4 
Trusts should implement the NHS England Best Practice Timed Pathway for 

HPB cancers.  

5 
HPB radiologists within sMDTs should adopt the PACT-UK radiology reporting 

template to standardise and improve treatment decision making. 

6 

Cancer alliances should consider adopting a single-queue approach to 

diagnostic procedures such as EUS/ERCP, to pool waiting lists between 

organisations. 

7 

Surgical centres should adopt a stepwise approach to improving resection 

rates, including rates of borderline resectable and locally advanced disease 

surgery and neoadjuvant therapy, and upskill the surgical team to deliver such 

surgery. 

8 

Specialist multidisciplinary teams, oncology centres and cancer alliances 

should improve patient access to expert HPB clinical and medical oncological 

opinions and treatment and harness the benefit of centralised expertise and 

experience. (HPB oncology is recognised as a distinct subspeciality). 

9 
Providers should ensure they have a safe and efficient CNS service to 

support each pancreatic cancer patient on diagnosis and follow-up.  

10 
Trusts/HPB teams should prioritise pancreatic management strategies to 

improve all pancreatic cancer patients’ quality of life. 

11 

Trusts, ICBs and cancer alliances should ensure that all cancer centres have 

equitable and timely access to enhanced supportive care or a supportive 

oncology service, with all pancreatic cancer patients referred at diagnosis. 

12 
Trusts and sMDTs to improve data collection and coding using NHS England 

and GIRFT guidance for clinical coders where available. 
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