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INTRODUCTION 
 

 

« L’utilisation optimale du jugement et des connaissances pharmaceutiques et biomédicales 

du pharmacien, dans le but d’améliorer l’efficacité, la sécurité, l’économie et la précision 

selon lesquelles les médicaments doivent être utilisés dans le traitement des patients » [1]. 

 

Voici comment le terme de pharmacien clinicien a été décrit initialement dans les années 

60 aux États-Unis par Charles Walton.  

 Le domaine de l’oncologie donne lieu à une prise en charge médicamenteuse complexe 

et diversifiée, où le pharmacien joue un rôle essentiel notamment grâce à sa vision transversale 

de cette prise en charge. 

 La recherche dans le domaine de la pharmacie clinique oncologique a donc fait l’objet 

de nombreuses publications et ce travail a pour objectif d’analyser et synthétiser ces études 

grâce à une revue systématique de la littérature que nous avons menée. Cette thèse aura pour 

objectif de répondre à 3 questions : 

 Quelles activités de pharmacie clinique en oncologie sont mises en place ? 

 Quels indicateurs sont sélectionnés pour évaluer ces activités ? 

 Quels impacts sont mis en évidence à la suite de ces activités ? 

Ce manuscrit sera rédigé sous un format « article » ayant été soumis à l’International Journal 

of Clinical Pharmacy. Une discussion suit l’article, permettant de mettre ce travail en 

perspective dans le contexte de la thèse. 
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Abstract 

Systematic review of interventions, measured outcomes and the impact of clinical 

oncology pharmacy activities in the hospital 

Objective: Clinical pharmacy is a growing discipline. It is practiced in many ways and 

numerous impact assessments have been published. The outcomes are therefore very diverse. 

Oncology is an area that has been the subject of considerable research. The objective was 

therefore to take a look at clinical pharmacy research activities in oncology in order to provide 

a better understanding of this practice and to evaluate its methodology. 

Method: This literature review was based on PRISMA criteria and registered in the 

international PROSPERO database (number CRD420222604). The Embase, Cinahl, Google 

Scholar and PsycInfo databases were consulted. The quality of randomized studies was 

evaluated using the CONSORT tool.  

Results: The initial query returned 2,521 results, of which 93 were selected for a full review. 

The main interventions implemented were pharmaceutical analysis and pharmaceutical 

interviews. The most frequently assessed indicators were the number of pharmaceutical 

interventions and treatment-related problems. 

Conclusion: Clinical pharmacy activity in oncology still lacks robust studies, either 

methodologically or on the indicator measured. Patient-centered impact indicators are still too 

rare. This field of research should focus on the homogenization of indicators as well as their 

relevance.   

Key words: systematic review, clinical pharmacy, oncology, impact. 

Impact of findings on practice: 

Homogenization of research in this area. More patient-centered studies and health outcomes.  
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Introduction: 

 The profession of clinical pharmacist is a constantly evolving discipline. The term was 

first used in the 1960s in the United States and first defined in 1961 by Charles Walton as "the 

optimal use of the pharmacist's pharmaceutical and biomedical judgment and knowledge to 

improve the effectiveness, safety, economy and accuracy with which drugs are to be used in the 

treatment of patients". [1].    

 This definition reflects the ability of this mode of practice to be applied in many ways, 

and the approach to clinical pharmacy is different in each country. Some pharmacists have the 

ability to modify dosages or prescribe certain treatments under interprofessional agreements, 

whereas other countries still limit this activity to pharmaceutical analysis of prescriptions.  

Research in this area is recent, and more and more impact assessments of clinical pharmacy 

activities are being published. Nevertheless, the indicators used are not always robust, so it is 

necessary to synthesize the outcomes reported in the articles to try to assess their relevance. 

Oncology is a discipline in which many studies have been conducted to date, and for which the 

interest of a clinical pharmacist is important. To our knowledge, there are no reviews to date 

that cover all the activities implemented in the context of clinical pharmacy in this field. 

Therefore, conducting a systematic review of the literature on clinical pharmacy activities 

implemented in oncology, their impact, and the indicators measured seemed necessary to bring 

more clarity to this area. 

Method: 

This is a systematic review of the literature based on the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA) model [2] and carried out according to the 

protocol registered on the international database PROSPERO [3] (number CRD420222604). 

Search Strategy 



12 
 

Five international databases were used in this review. Searches were conducted in collaboration 

with two experts from the inter-university health libraries of Paris and Nantes.  

The Medline database was queried on 09/11/2020 using an appropriate request : 

("pharmacists" [MeSH Terms] OR "pharmacist*"[Title/Abstract] OR 

"pharmacy"[Title/Abstract] OR "pharmacy" [MeSH Terms] OR "pharmaceutical services" 

[MeSH Terms]) AND ("cancer*"[Title/Abstract] OR "oncol*"[Title/Abstract] OR 

"tumor*"[Title/Abstract] OR "neoplasms " [MeSH Terms] OR "neoplasm*"[Title/Abstract]) 

AND ("hospital*"[Title/Abstract] OR "hospitals " [MeSH Terms] OR "Pharmacy Service, 

Hospital " [MeSH Terms]) 

Embase, Cinahl, Google Scholar, and PsycInfo databases were consulted on 5/11, 2/12, 8/12, 

and 9/12/2020, respectively, using an appropriate request for each one. References of selected 

articles were reviewed to search for studies by snowball effect.  

Inclusion and non-inclusion criteria 

Studies in which a clinical pharmacist or pharmacy student had conducted an action related to 

the management of the patient followed in oncology and whose impact could be qualitatively 

or quantitatively measured were included. Articles written in languages other than English and 

French were excluded. 

Search and Retrieval 

Screening of studies was performed by two independent reviewers: Jean-François HUON (JFH) 

and Anthony SOURISSEAU (AS). The selection was made initially on the basis of the title, 

then on the abstract and finally after reading of the whole article. For each disagreement during 

the pooling, the opinion of a third reviewer, Clémentine FRONTEAU (CF), was requested. 

The results of the queries were extracted on the reference management software Zotero and 

then on a shared Excel spreadsheet. Finally, a screening was performed and the main criteria 

studied were extracted according to the SPIDER method (Sample, Phenomenon of Interest, 

Design, Evaluation, Research type) [4] : author, location, methodology, population, activities 

conducted, impact indicators, weakness.   
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Quality Assessment 

 A quality assessment of the studies was conducted on the randomized studies using the 

Consolidated Standards of Reporting Trials tool "CONSORT [5]. 

Results: 

 The initial query returned 2,521 results after the removal of 312 duplicates (Figure 1). 

One hundred and fifty-five articles were chosen for a full review, and 93 of these were 

ultimately selected for this review. No additional articles were identified by searching the 

references of the 2,521 articles previously quoted.  

Study and Population Characteristics: 

Seventy-four percent (n=69) of the included studies were uncontrolled, whereas 26% 

(n=24) were controlled. The proportions in each of these categories have been detailed (Table 

1). 

Studies lasted 13 months on average, with a minimum of 1 month [6–8] and a maximum 

of 6 years and 8 months [9]. Six studies did not specify their chronology [10–15], most of these 

were surveys or practice reports. 

The average interventional population, calculated on nearly 80% of articles (n=75) 

excluding surveys and practice reports, was 225. Values ranged from 11 [16] to 3000 [17] with 

15% of studies having a population of less than 50 people [16,18–30]. The average age of the 

interventional populations ranged from 35 years [31] to 79 years old [32], when data were 

available.  

Geographical characteristics of the studies: 

 The United States accounted for 34.4% of the studies ahead of Canada (9.7%), France, 

and Japan (7.4%, respectively) (Figure 1). Twenty countries were represented in our review. 

Different types of intervention: 

 Table 2 summarizes all areas of pharmacist intervention.  

Seventy percent of the studies reported the implementation of a pharmaceutical analysis 

activity, understood as prescription analysis with verification of dosage, indication, interactions 
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and associated biology. The most frequently used tools were software such as Drugdex [24,33–

35], Safemed [36], Lexi-com [37,38] or Natural Medicines Database [34]. Analysis criteria 

START (Screening Tool to Alert to Right Treatment) and STOPP (Screening Tool of Older 

Person’s Prescription) [33,38] were also used.  Of these articles, seven reported further 

pharmacy activities as dosage changes or requests for biological tests by the pharmacist under 

interprofessional agreements [7,12,39–41].  Some pharmacists were in charge of prescribing 

anti-emetic drugs [14,25], ionic supplementation [14], or treatments to reduce the side effects 

of chemotherapy [17,39,41].   

Almost two out of three studies described the conduct of pharmaceutical interviews. The 

majority of these interviews [6,11,16,17,21,25,37,39,40,42–55] were aimed at educating 

patients about their chemotherapy and the identification and management of related adverse 

events. Accompanying tools such as explanatory booklets [12,29,37,42,44,50,51,54–56,56–

59], applications [52,60],  tablet [44], antiemetic management schedules [11], or even 

informations cards [23] had been developed and distributed by some centers during these 

consultations. Other topics that could be discussed during the interviews included lifestyle 

modification [58], the management of pain [29,56,59,61], nutrition and psychological approach 

[43,62] or even phytotherapy [63]. One study extracted the main questions of patients reported 

in the literature, in order to use them as inspiration for its interviews [64]. Some consultations 

were multidisciplinary, involving the pharmacist with the physician and/or the nurse [13,20]. 

An average interview duration of 30 minutes was reported (n=11). The shortest 

interview duration was 11 minutes on average [46] and the longest of 60 minutes [22]. On 

average, the time reported was divided by 2 from the second interview onwards. Medication 

reconciliation was carried out most of the time at the entrance to the hospital 

[10,28,32,35,38,46,47,52,54,58,64–70], and more rarely at the exit [18,28,31,49,71]. The rest 

of the studies conducting reconciliation activity did not specify its timing 

[16,25,26,34,40,51,57,61,72–76]. It could be associated with a sequential intravenous-to-oral 

therapy organized by the pharmacist [31], the prescription of analgesic support treatments [61], 
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preparation of the discharge order [26], or the peri-operative management of treatments [67].  

Nearly 70% of telephone follow-ups were devoted to the management of post-treatment 

adverse events [10,11,16,25,26,40,51,56,61,65,77–80]. This method was also used in the 

assessment and work on patient adherence [40,77,80,81], algaecide management [56], biology 

monitoring [16] or the reinforcement of the knowledge provided during the preliminary 

interview [24,63]. 24-hour telephone follow-up via an instant messaging application was 

offered at one facility during the study period [42].  It was also a way to contact the patient 

when he or she could not be interviewed directly during the hospitalization [8] 

Other types of interventions were reported, including the implementation of Patient 

Therapeutic Education (PTE) programs [76]. 

The indicators measured and the results obtained: 

Table 3 lists the main indicators measured in the 93 studies submitted for full reading. 

 The number of pharmaceutical interventions was the most frequently measured 

indicator. There was a minimum of 0.02 interventions per patient [48] and a maximum of 10.1 

[72]. Significance was assessed in 25% of cases, by the Clinical Economic and Organizational 

(CLEO) tool [49], an adaptation of the method of Leape and al. [82,83], the Hatoum scale [74] 

or with the help of scales specific to each center [24,28,53,75,84,85].  

Problems with treatment were the second most measured indicator with 41% of the 

studies involved. To qualify this, some centers used the Medication Appropriateness Index 

(MAI) score [33] or the START AND STOPP criteria  [33,38]. The PCNE DRP 

(Pharmaceutical Care Network Europe Drug Related Problem Classification Tool) was used in 

5 studies [35,37,57,85,86]. The NCC MERP (National Coordinating Council for Medication 

Error Reporting and Prevention) criticality scale was also used [37,82]. Only the study by 

Ferracini and al. [82] had numerical data and found significant errors in 76% of cases and very 

significant errors in 22% of cases. Other centers based their criticality analysis on a list of high-

risk medications from the Institute for Safe Medication Practices (ISMP) [51,73]. Adverse 

events were classified using the National Cancer Institute's Common Terminology Criteria 
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Adverse Events (NCI-CTCAE) [22,37,40,48]. 

 Patient satisfaction was assessed more often (n=15) than that of the health professionals 

(n=9). It was measured most of the time with the LIKERT-scale [6,11,13,26,28,58,63,75,87] or 

questionnaires carried out by the centers concerned [6,10,16,24,36,37,50,51,69,71,88]. The 

CVI (Customer Satisfaction Value Index) was also used in a study [89]. Some articles had 

compared the satisfaction score in pre-post intervention and the progression of satisfaction was 

statistically significant in 2 studies [24,75] out of 4 [13,24,75,87].  

Evaluation of indicators related to the patient's health status was used in 20% of the 

studies. Quality of life was measured in 5% of the articles [21,42–44,57], by different scores: 

QALY (Quality-Adjusted Life Year) [21,42,57], WHOQOL-BREF (World Health 

Organization Quality Of Life) [43], Eq5D (EuroQol) [21] and EORTC QLQ-C30 (European 

Organisation for Research and Treatment Of Cancer-Quality of Life Questionnaire) [44]. These 

scores were significantly increased in 4 of 5 studies  [21,42–44]. Other domains related to the 

patient's health had been assessed, including depression by the Patient Health Questionnaire 

(PHQ-9) [43,62] or anxiety by the GAD-7 (Generalized Anxiety Disorder) [62]. These scores 

changed significantly in the intervention group. Pain management was also evaluated in 3 

studies, which proved to be statistically significant with a decrease in pain reported following 

the pharmaceutical intervention [29,56,59] and a study without statistical analyses whose values 

followed this trend [61]. Progression-free survival was measured in a study [22] and was 

significantly increased in the interventional group. The readmission rate following 

pharmaceutical intervention did not vary significantly in 4 articles [24,31,65,87] but was 

significantly reduced in a study with subgroup analysis [67]. The average length of stay was 

measured and significantly reduced in one study [31] of three [19,31,67]. 

All of the studies measuring the economic impact of clinical pharmacy activity in 

oncology reported a significant benefit. For example, one study that projected avoided costs 

based on pharmaceutical interventions showed a net benefit of $138,441 per pharmacist per 

year for total avoided costs of $282,741 [6]. For example, one detected interaction was 
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estimated to save $317, based on data from another study. One paper found a total benefit of 

$592,840 for 509 pharmaceutical interventions, but with an estimated benefit of $560 for one 

drug interaction avoided. [90]. The study by Leary and al. [31] estimated a benefit of $756,478 

in 3 months from reduced length of stay due to pharmaceutical interventions. 

Patient knowledge was also assessed [11,29,42,50,52,56,59,63,78–80,87] in nearly 13% 

of articles. Tools such as the BMQ (Beliefs about Medicines Questionnaire) [29,59,78] or the 

KAP-score (Knowledge, attitude and practices) [42] had been used. The BMQ changed 

significantly in 100% of the studies [29,59,78], as did the KAP-score [42].   

Adherence had also been an indicator assessed 

[16,22,24,27,29,37,40,44,50,51,57,59,66,72,75,77–79,81,91]. It was estimated by the Morisky 

score [24,27,57,59,78], significantly improved in 80% of studies after pharmaceutical 

intervention [24,57,59,78], or by the MPR score (Medication Possession Rate) 

[22,44,72,77,81,91], with significant progress in 50% of the articles [44,72,91] or by center-

specific scores [16,29,37,40,50,51,66,75,79], which varied positively in 44% of cases 

[16,29,37,66].  

Study Quality : 

 Eight randomized studies [10,42–44,56,57,62,87] could be analyzed (Table 4) using the 

CONSORT checklist. The average score was 63%, with a range of 38%[10] to 80 % [44]. 

Discussion:  

This review of the literature reflects the fact that research in the field of clinical 

pharmacy is burgeoning. However, only one in four studies is controlled, and this reflects a real 

lack of statistical power. The population data also point in that direction. Indeed, most of the 

studies focus on a small number of patients, which can be explained by the fact that certain 

activities are time-consuming (interview, reconciliation, etc.), thus reinforcing the statistical 

difficulties with smaller populations. 

The number of pharmaceutical interventions is the main indicator reported in the studies 

we submitted for full reading. However, the proportion of studies assessing their significance 
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and acceptance rate is low. This calls into question economic impact assessments that attribute 

the same cost to minor and major interactions, or the actual clinical impact. Another indicator 

that was quite present in our review was satisfaction. This is an important parameter, but most 

of the questionnaires used in the articles are not standardized.  In addition, the response bias 

was on average quite high and therefore this mesure might be unreliable. These types of 

indicators do not allow us to finely measure the real impact of the presence or action of the 

clinical pharmacist, and are of only minor interest. 

In this work, we have chosen to consider all the actions that can be carried out by the 

pharmacist in his practice, as well as their measurable impact. The multiplicity of indicators 

makes comparison between studies more difficult, and moreover, the heterogeneity of the 

scores evaluating these indicators isn’t helping.   

Furthermore, although clinical pharmacy is a patient-centred discipline, the proportion 

of studies using patient health indicators remains low. Indeed, the majority of studies report 

pharmaceutical analysis, which is the core of the clinical pharmacist's job. However, this 

remains insufficient if we want to develop this activity as close as possible to the patient. 

The subjects addressed by the pharmacist during interviews can be very varied 

(nutrition, psychology, etc.) and require appropriate training. A survey of institutions revealed 

that some pharmacists did not feel sufficiently trained to carry out the various missions 

entrusted to them [92]. This raises the issue of the scope of the clinical pharmacy practice, 

which must be broad, while being handleable by the latter. If pharmacists become 

hyperspecialized, they may lose sight of the fact that one of the skills expected of them by other 

health professionals is their cross-functional vision of patient drug management. 

It is interesting to note that a literature search was conducted by Babin and al. [64] to 

identify the topics that patients would like to discuss during pharmaceutical interviews. This 

has made it possible to highlight subjects which are not usually discussed in most of the 

interviews listed in this review (forgetting to take medication, taking alcohol in combination, 

etc.) and therefore partially calls into question the importance of the information usually 
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communicated to the patient during the interviews. 

Concerning medication reconciliation, the activity at the entrance is predominant. This 

can be explained by the importance of detecting drug interactions with the chemotherapy that 

has been started. However, the role of discharge conciliation remains important, particularly in 

terms of accompanying the patient and his or her adverse effects, and a fundamental city-

hospital link when it comes to the patient's pathway. 

The limitations of this work include the partial evaluation of the quality of the articles. 

Indeed, only randomized studies were included. There is also a bias in the selection of studies, 

as the search was carried out on the most suitable databases, but is therefore not exhaustive. 

Performing a meta-analysis within the framework of this project is complex due to the 

heterogeneity of the actions implemented and the impact measurement indicators. Nevertheless, 

statistical studies will be necessary to conclude on the effectiveness of clinical pharmacy actions 

implemented in oncology. 

Conclusion: 

Clinical oncology pharmacy is a rapidly evolving discipline but suffers from a lack of robust 

and well-constructed studies. Most of the literature is based on an accounting evaluation of 

activities and still too little on their impact on the patient. The development of research in 

clinical oncology pharmacy must involve the search for relevant indicators and the desire to go 

further. Many studies are underway and should move in this direction. 
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Figure 1. PRISMA flow diagram 
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Figure 2. Distribution of studies by country 
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Table 1.  Distribution of controlled and uncontrolled studies 

Uncontrolled studies Observational studies Practice 

reports 

Surveys 
 

69 (74 %) 50 (54 %) 

[9,11,17,23–29,32–

36,38–41,45–52,58–

61,64,68,69,71,73–

75,78–80,82,84–

86,88,90,93–95] 

12 (13 %) 

[6,12–14,53–

55,70,89,96–98] 

7 (7 %) 

[7,8,15,76,92,98,99] 

 

Controlled studies 
Pre-post intervention 

studies 

Randomized 

studies 

Parallel arms 

without 

randomization 

studies 

 

Study with 

another article 

as control 

24 (26 %) 

 

12 (13 %) 

[16,18–20,31,63,65–

67,77,81,91] 

8 (8 %) 

[10,42–

44,56,57,62,87] 

3 (3 %) 

[21,22,37] 

1 (1 %) 

[72] 
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Table 2. Main interventions implemented 

 Pharmaceutical 

analysis 

Patient interviews Conciliation Telephone follow-up 

     

References [6,7,9,10,12–

17,19,20,22,24–

26,30–41,44–

49,51–55,57–

59,61,64,66,67,69

–

72,74,75,77,81,82,

84,85,90–92,94–

98] 

[6–8,11–

14,16,17,20–

29,37,39,40,42–

44,46–

66,69,72,75,76,78,79

,81,87,91,96,99] 

[10,16,18,25,26,28,

31,32,34,35,38,40,4

6,47,49,51,52,54,57

,58,61,64–76] 

[8,10,11,16,24–

26,40,42,51,56,61,63,65,

72,77–81] 

 

Total 65 (70 %) 59 (63 %) 35 (37 %) 20 (21 %) 
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Table 3. Main indicators measured in the selected studies 

 Number of 

pharmaceutical 

interventions 

Number of 

treatment-related 

problems 

Patient/ staff 

satisfaction 

Patient health status 

score  

Economic impact 

References [6,14–20,23–

26,28,30,31,34–

36,38,39,41,45,48,49,

51,53–

55,61,64,71,72,74,75,

82,84–86,90,91,94–

98] 

[10,15,19,21,22,25–

28,30,32–

38,40,45,46,48,51,54,

57,68,72,73,75,82,84

–88,93,94,96,98] 

 

[6,10,11,13,1

6,24,26,28,36

,37,50,51,58,

63,69,71,75,8

7,88,93] 

[19,21,22,24,27,29,3

1,42–

44,52,56,57,59,61,62

,65,67,87] 

[6,13,14,16,17,21,31,

49,63,71,90,96] 

      

Total 45 (48 %) 38 (41 %) 20 (21 %) 19 (20 %) 12 (13 %) 
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References Study 

design 

Title  

Abst 

Intro Trial 

des 

Part Int Outc SpSz Rand 

seq 

Rand 

alloc 

Rand 

impl 

Blind Stat 

meth 

Part  

flow 

Recr Bas 

dat 

Num 

ana 

Out 

est 

Anc 

anal 

Harm Lim Gen Intp Reg Prot Fund n/N% 

Wang 

and Al. 2013[56] 

 

Multicenter 

randomized 

controlled 

trial 

1/2 2/2 2/2 2/2 1/1 2/2 1/2 1/2 0/1 0/1 0/2 2/2 1/2 1/2 1/1 1/1 2/2 0/1 0/1 0/1 1/1 1/1 1/1 0/1 0/1 23/37 

62% 

Edwards 

and Al. 2014[10] 

 

Randomized 

controlled 

study 

0/2 1/2 1/2 1/2 1/1 0/2 1/2 1/2 0/1 0/1 0/2 1/2 1/2 0/2 1/1 1/1 0/2 0/1 0/1 1/1 1/1 1/1 0/1 0/1 1/1 14/37 

38% 

Wang 

and Al. 2015[42] 

 

Single-

center 

prospective 

randomized 

controlled 

study 

1/2 2/2 2/2 1/2 0/1 0/2 0/2 1/2 0/1 0/1 0/2 1/2 2/2 0/2 1/1 1/1 2/2 0/1 0/1 1/1 1/1 1/1 1/1 0/1 1/1 19/37 

51% 

Periasamy 

and Al. 2017[43] 

 

Single-blind 

randomized 

controlled 

trial 

2/2 2/2 2/2 1/2 1/1 1/2 1/2 1/2 0/1 1/1 1/2 2/2 1/2 1/2 1/1 1/1 2/2 1/1 0/1 1/1 1/1 1/1 1/1 0/1 1/1 27/37 

73% 

Mohd-Sidik 

and Al. 2018[62] 

Randomized 

controlled 

study 

2/2 2/2 2/2 1/2 1/1 2/2 1/2 1/2 1/1 1/1 0/2 2/2 2/2 1/2 1/1 1/1 2/2 0/1 0/1 1/1 1/1 1/1 1/1 0/1 1/1 28/37 

75% 

Table 4. Quality assessment of randomized trials using the CONSORT tool: 
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Salmany 

and Al. 2018[87] 

 

Randomized 

controlled 

study 

2/2 2/2 1/2 1/2 1/1 1/2 1/2 1/2 0/1 0/1 1/2 1/2 2/2 1/2 1/1 1/1 2/2 0/1 0/1 1/1 1/1 1/1 0/1 0/1 1/1 23/37 

62% 

Tan 

and Al. 2020[44] 

 

Randomized 

controlled 

study 

2/2 2/2 1/2 1/2 1/1 2/2 1/2 2/2 1/1 1/1 1/2 2/2 2/2 1/2 1/1 1/1 2/2 1/1 0/1 1/1 1/1 1/1 1/1 0/1 1/1 30/37 

81% 

Al-Taie 

and Al. 2020[57] 

 

Single-

center 

prospective 

randomized 

controlled 

study 

1/2 2/2 1/2 2/2 1/1 2/2 0/2 0/2 0/1 0/1 0/2 2/2 2/2 1/2 1/1 1/1 1/2 1/1 0/1 1/1 1/1 1/1 0/1 0/1 1/1 22/37 

60% 
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DISCUSSION 
 

 

 

Cette revue systématique de la littérature a bien mis en évidence que la pharmacie 

clinique en oncologie se développe, et avec elle les études d’évaluation de sa mise en place. 

Néanmoins, nous pouvons ajouter que des résultats d’évaluation positifs n’ont qu’une valeur 

modérée si les indicateurs recherchés ne sont pas pertinents, ou tout du moins peu impactants. 

C’est hélas le cas dans une grande proportion des études relevées par notre travail. 

Le manque d’expérience dans le domaine de la revue de la littérature nous a confronté 

à plusieurs problématiques. Ce travail m’a d’ailleurs permis de développer une rigueur dans ma 

recherche ainsi que ma rédaction. La méthode PRISMA est la référence pour les revues de la 

littérature et demande de travailler dans un cadre bien précis afin de produire une recherche 

normée et comparable. 

Initialement, l’objectif était d’exploiter l’ensemble des bases de données avec la même équation 

de recherche. Cependant, le nombre de résultats en fonction de la base interrogée variait trop 

fortement et a demandé de revoir chaque équation en fonction de la source exploitée. Les 

spécificités de chaque database ont été prises en compte grâce à l’aide de la responsable des 

services aux chercheurs de l’université de Paris-Descartes.   

Pubmed: ("pharmacists"[MeSH Terms] OR "pharmacist*"[Title/Abstract] OR 

"pharmacy"[Title/Abstract] OR "pharmacy"[MeSH Terms] OR "pharmaceutical 

services"[MeSH Terms]) AND ("cancer*"[Title/Abstract] OR "oncol*"[Title/Abstract] OR 

"tumor*"[Title/Abstract] OR "neoplasms"[MeSH Terms] OR "neoplasm*"[Title/Abstract]) 

AND ("hospital*"[Title/Abstract] OR "hospitals"[MeSH Terms] OR “Pharmacy Service, 

Hospital "[MeSH Terms]) 

Embase: 'hospital pharmacy'/exp AND ('oncology'/exp OR 'cancer therapy'/exp OR 

'neoplasm'/exp) AND [embase]/lim NOT ([embase]/lim AND [medline]/lim) 

Cinahl: (cancer OR oncol* OR tumor* OR neoplasm*) AND (pharmacy service OR hospital 
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pharmacy) 

Goolge scholar: "Hospital pharmacist" AND "Cancer" 

Psycinfo: (TI hospital pharmacy OR AB hospital pharmacy OR SU hospital pharmacy) AND 

(oncology patients or cancer patients or patients with cancer OR cancer therapy OR cancer 

therapeutics OR neoplasms or oncology or cancer or tumor or malignancy) 

Il est également important de définir en amont du travail des critères de recherche en 

adéquation avec les ressources des chercheurs. En effet, plus les critères seront larges, plus les 

résultats seront importants, et donc longs à analyser et synthétiser. Il faut également garder en 

tête que l’ensemble des études sélectionnées doit faire l’objet d’une analyse de qualité et que 

cela demande beaucoup de ressources. Il a été fait le choix de n’évaluer ici que les études 

randomisées par manque de temps. Des ressources supplémentaires auraient permis d’être 

exhaustif sur cette analyse de qualité. 

 Une autre problématique, inhérente à la revue de la littérature, est le biais cognitif. En 

effet, elle est forcément soumise au biais d’interprétation des auteurs, qui se doivent d’être aussi 

impartiaux que possible.  

Nous avons pu remarquer un biais de sélection notable, en effet nous avons observé 7 % de 

discordance à la sélection sur titre et 15 % à la sélection sur résumé qui ont par la suite fait 

l’objet d’une mise en parallèle et d’une décision commune. Ces choix ont donc pu être soumis 

à l’influence d’un des deux reviewers.  

 Il est intéressant de noter qu’un article assez similaire a été publié récemment [100]. 

Celui-ci se concentrait uniquement sur les patients atteints de cancers hématologiques, et ciblait 

moins d’outcomes. En effet, les indicateurs étaient restreints aux problèmes liés au traitement, 

à l’adhésion, à l’éducation et à l’impact économique, mais surtout le travail ne discutait pas le 

choix de ces indicateurs. C’est en cela que notre étude diffère et peut apporter un autre regard 

sur la recherche en pharmacie clinique oncologique, en mettant en évidence que lorsque l’on 

s’intéresse aux indicateurs sélectionnés par les pharmaciens chercheurs, ils peuvent souvent 

être discutables d’un point de vue impact sur le patient.  
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CONCLUSION 
 

 

Cet article avait pour but de faire prendre du recul sur la recherche dans le domaine de 

la pharmacie clinique oncologique. En effet, il est rassurant de voir que nombre d’acteurs 

participent au développement constant de cette discipline mais il est également important de 

prendre en compte les choix méthodologiques qui sont faits par les chercheurs, et le manque de 

pertinence de nombreux indicateurs. Ce travail ayant mis en évidence le manque de 

normalisation des indicateurs d’impact et une recherche encore assez faiblement centrée sur le 

patient, il faut espérer que cette revue systématique permettra d’orienter la recherche en ce sens. 
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