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Opening Presentations 

The Pancreatic Cancer 2022 Summit was held Friday 26 

August. Ninety active participants, ranging from clinicians, 

Integrated Cancer Services team members and allied 

health, to consumers, peak bodies and Department of 

Health attended. Together, these attendees built on 

progress since the pancreatic 2017 summit to brainstorm 

post-summit local and statewide improvement ideas.  

Summits focus on steps of the optimal care pathway and 

reducing unwarranted variations in care that impact patient 

experience and outcome. Many voices are important in this 

process and in addition to consumer recommendations 

presented at the Summit, presentations were also held on 

the SMICS-led collaborative pancreatic cancer resectability 

project (an outcome of the 2017 summit), the Care Plus 

early palliative care project (recognised as a variation at the 

2017 and 2022 summits and by consumers) and Pancare. 

What we’re doing well 

• Low-volume resection in public hospitals 

has decreased from 23 (2014–2015) to 17 

services (2020–2021) 

• Thirty- and ninety-day post-surgical 

mortality is 2% (2016–2020), which is 

exceptional compared to the international 

rate of 9% 

• Time from referral to first health service 

appointment is mostly within seven 

days statewide 

• There is little variation in treatment by ICS 

for surgery, chemo- and radiotherapy 

(2011–2019) 

Since the 2017 summit… 

• Twenty-three percent of patients did 
not receive adjuvant therapy and this is 
largely unchanged (24%) but neo-
adjuvant therapy has increased from 
4% to 16% 

• A statewide audit showed inconsistency in 
classification of borderline resectability 
and standardised radiological synoptic 
guidelines have been developed 
in response 

• Documented MDM discussion was 70% 
(range 36%–96%) against the 2017 
summit recommendation of 100%. This 
remains essentially unchanged at 74%. 

• Due to limited data on palliative care 
referral, hospital deaths (75%) were 
viewed as indicative of late palliative care. 
Some limited data now shows 11.6% 
referred in a timely manner, below the 
recommended 80%. Guidelines for timely 
palliative care intervention have 
been developed. 

The current state of play (2016–2019) shows the disease 

incidence of 0.007%, 73-years mean age at diagnosis, and 

metastatic diagnosis rate of 63% remain relatively unchanged 

since the 2017 summit. 

 There is significant variation in patient socioeconomic 

position by Integrated Cancer Service (ICS) region that is 

reflective of the population. There is a metro/regional variation in 

the referral source to treating health service, with about half of all 

patients referred by specialists in metro and half by GPs in 

regional ICS. There is significant unwarranted variation in 

resectability diagnosis by ICS. Additionally, there is significant 

variation in the number of patients diagnosed resectable in 

regional ICS (< 10%) compared to metro ICS (<25%–>30%).  

 There is no improvement to the <State-recommended 

rate of MDM discussion (statewide 73%, target 85%, CSPI audit 

2020). Metastatic MDM discussion is <45.6% (UGICR 2016–

2019). There is a significant difference in surgical length of stay 

metro (median 12–15 days) to regional (19–25 days) but this 

may not be unwarranted. There has been a small decrease in 

supportive care screening (statewide rate 36%, target 80%). 

A/Prof Paul Mitchell, Tumour Summits 
Steering Committee Chair, introduced the 
event. Summits work to improve outcomes 
for patients and families by reducing 
unwarranted variations in care, and also to 
improve patient experience and include 
the consumer voice. Summits are iterative, 
support clinicians and require clinical 
judgement in identifying prioritised 
variations for further local action.  

Ms Karen Botting, Cancer Planning 
Integration & Monitoring Manager, 
Department of Health, gave a policy context 
for the Summit. Of the principles of the 
Victorian cancer plan 2020–2024, 3 are 
particularly relevant to summit-led 
improvements to care – person-centred with 
equity of access and outcomes, quality and 
safe, and evidence-informed care. Optimal 
care pathways (OCPs) are embedded in 
each of the plan's action areas, and 
Summits contribute to the implementation 
of OCPs. 

With many 

thanks to the 

Pancreatic consumer 

group and presenters 

Rita Surendar and 

Cherie Dear 



Themes that emerged from small-group discussions on the day, organised by ICS region, can be 

grouped into four variations: 1, MDM participation rate 2, documented supportive care screening 3, 

statewide timeliness of care 4, palliative care referrals rate. 

For 1, MDM participation rate, potential post-Summit investigation and action 

could include: 

• MDM audit by each ICS 

• Develop criteria to triage patients – short metastatic MDM presentation  

• ICS-wide MDMs (for borderline resectable patients   

• Accelerate roll out of synoptic reporting tool to all health services   

• Better utilisation of specialist pancreatic cancer coordinator roles 

• MDM redesign – change focus away from surgical discussion, enhance                         

discussion re clinical trials, link to high-volume MDM for regional areas  

  

For 2, documented supportive care screening: 

• ICS audit of  when patients are being screened, tools used and process, when 
and where patients are being referred.  

• Incorporate supportive care screening into pre-surgery checklists and 
document needs  

• Other models e.g., CCV Access program, Pancare support and referral capability. 
Patients should be provided numbers and website for these services  

• Earlier referral to support services a standard practice – statewide 
approach needed  
 

For 3, statewide timeliness of care: 

• Each ICS analyse local timeliness to care data to determine where there are 
variations to OCP guidelines  

• Identify factors contributing to excessive time. Do these impact patient clinical 
outcomes and experience?  

• Identify quality improvement activities to reduce the time to treatment  

 

For 4, palliative care referral rates: 

• Converse with patient and team early in disease  

• Incorporate MDM discussion for metastatic patients  

• Better utilise telehealth and MBS items – virtual model  

• Integrated palliative care models – Care Plus as part of usual care  

• Look at ways to improve data collection and document MDM notes 
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About the data… 

What’s good about it? 

• Reliable linkage program 

• General indicative patterns of population-
level outcomes 

What are the limitations? 

• No data on community care/ clinical trials 

• No specific disease features like staging 

• Relies on hospital coding 

• Proxy data used for metastatic diagnosis 

• HRICS does not have Albury (NSW) data I 

 
Unlinked data sources: 

• CSPI medical record audit 2017 and 2020 

• UGICR 2015–2021 

• PURPLE Translational Registry Jan 
2015–Jan 2021 

Clinical working party co-chairs 

A/Prof Charles Pilgrim and Prof Niall 

Tebbutt delivered the Summit data 

presentation. Variations identified for 

discussion in small group work 

sessions were: 

1. Variation in the MDM participation rates across ICS 

and campuses within ICS – target of 85% 

(documented statewide average MDM rates of 73%)  

2. Variation in documented supportive care screening 

rates across & within ICS – target of 80% 

(documented statewide average of 36%)  

3. Variation in statewide timeliness of care – target < 28 

days. Does this impact patient outcomes 

and experience? 

• Days from diagnosis to neoadjuvant chemo – 59% 

receive treatment within OCP target (median 25 

days, range 15.25-35 days) 

• Days from diagnosis to chemotherapy and / or 

radiation – 41% receive treatment within OCP 

target (median 34 days, range 20-58 days) 

• Days from diagnosis to surgery (excl. same day) – 

60% receive surgery within OCP target (median 24 

days, range15-36 days) 

4.  Variation in palliative care referral rates (note there 

are data collection limitations) 

• Average rate of 52% of patients referred to / or 

received palliative care 

• Late referral timeframes to palliative care – 11.6% 

of patients referred at least 3 months prior to death 

(benchmark 80%) 
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Pancare Foundation was established in  2011 by 

Melbourne-based upper GI surgeon A/Prof Merhdad 

Nikfarjam. Pancare offers Australia-wide support to 

pancreatic and upper GI cancer patients and their 

families and carers. The Foundation also supports 

research, raising awareness and advocacy for 

the disease.  

 Staffed by a pancreatic specialist nurse, 

counsellor and patient support manager, as well as two 

cancer support nurses, Pancare offer self-referral 

Telehealth for patients and carers free of charge. 

Accessible from the comfort of home, these 

appointments provide support for transition through the 

healthcare system, information, education and 

advocacy.  In addition, patient support groups focusing 

on different aspects run weekly throughout the month. 

 Education handbooks and factsheets can be 

posted or downloaded for clinicians and patients. A 

Mycare Kit for consumers is available, including what to 

ask health professionals and a place to record answer 

to frequently asked questions that can be hard to 

remember. There is also a means-tested and capped 

financial assistance program. 

For more information email support@pancare.org.au 

The SMICS-led collaborative pancreatic resectabilty project 

was born when areas of deficiency in statewide data from 

the 2017 summit were identified, as well as the need to 

standardise the definition of borderline resectable diagnosis. 

It was also acknowledged that neoadjuvant therapy was a 

promising treatment plan for this diagnosis. A statewide audit 

verified diagnosis inconsistency. There are approximately 

15% of pancreatic patients with borderline disease who need 

to be found by systematised diagnosis to deliver 

optimal care.  

 The subsequent pancreatic resectability project had 

four aims: agree a definition, design of a report, pilot 

implementation, and document imaging and MDM 

discussion. The project clinical working group agreed on the 

international 2017 guideline for definition of borderline 

disease, and a co-design team of radiologists, surgeons and 

medical oncologists developed a synoptic report. 

 Due to different health service systems and external 

imaging for diagnosis, a new CMS was needed. It was 

decided that the UGICR was a good solution. The result of 

the pilot was, from 95 synoptic reports completed, a 

resectability status determined in 83%. Fifty-nine percent of 

imaging was from external providers, which comes with 

challenges, and 17% of imaging was of inadequate quality 

for resectabilty status to be determined. 

The conclusions of standardised synoptic reporting are it: 

• facilitates classification and documentation 

• needs to be compatible with both internal and external 

CTs and allow easy report uploading 

• was viewed favorably by radiologists and MDT members 

• found inadequate imaging prevents determination of 

resectability status 

The MRFF funded Monash Uni in 2021 to trial the 

report at 40 services across Australia as part of the 

SCANPatient project by UGICR.  

The Care Plus early palliative care referral implementation 

project is an innovative way to rethink palliative care in cancer 

care. Misconceptions in the community and by some 

professionals bely that palliative care can provide relief from 

symptoms and stress from illness, and includes family. It 

explicitly focuses on the whole person, the family and quality 

of life. 

 Despite benefits of palliative care, patients may not 

access the service or only late in diagnosis. There is 

uncertainty of when referral should occur – the conversation 

can be hard and avoided. Care Plus removed this uncertainty 

by making it concurrent with usual care. It was implemented in 

four health services. Five cancers were identified, including 

metastatic and unresectable pancreatic cancer. 

 The Care Plus system is a default referral system as 

part of high quality care. There are three outpatient 

appointments as part of usual care, one appointment per 

month for three months. At the end of this time there is a GP 

conference and continuing Care Plus beyond this point is 

determined between clinician and patient. 

 From 203 patients, of which 42 had a pancreatic cancer 

diagnosis, 34 interviews with patients, families, and health care 

providers were completed. 

The emerging themes were Care Plus: 

• gives permission to refer 

• streamlines pathway 

• assists early introduction 

• and its standardised practice reduces stigma 

• promotes collegial discussion and builds networks 

• enhances trust between teams and in palliative care 

Contact Professor Jennifer Philip |  jphilip@unimelb.edu.au 


