
IIOP – In conversation with:
Dr. Darren J. Walsh (PhD)

Advanced Specialist Pharmacist, Geriatric Oncology, University Hospital Waterford

Honorary Clinical Lecturer, RCSI University of Medicine and Health Sciences



Declarations

Speaker Honoraria: Astellas, Pfizer, Chugai, Fresenius Kabi

Travel and Conference Fees: Celltrion



Objectives

• What does becoming an “advanced specialist” mean for my role?

• How do I integrate into the multidisciplinary team?

• How can I help patients?
• Avoid unplanned hospitalisation

• Reduce length of stay

• Improve medication management as care transitions between  primary and 
tertiary care

• What are my responsibilities to:
• Education and training

• Research



What is advanced pharmacy practice?

The Eu ro pean  Sta tements o f Ho spital Ph arma cy Europ ean Journ al of Hosp ita l Pha rmacy 2 014;21 :256-258.  Availab le at https ://eahp.eu/hospital-pharmacy-practice/s ta tements /fro m-the-president/final-statements/ (Accessed December 2024) 

Dreischulte T, van den Bemt B, Steurbaut S; European Society of Clin ical Pharmacy. European Society of Clin ical Pharmacy definition of the term clin ical pharmacy and its relationship to  pharmaceutical care: a position  paper. Int J Clin Pharm. 2022 Aug;44(4):837 -842.  do i: 10. 1007/s1109 6-022-0142 2-7. Epub 2022  Jun 6. PMID : 35668 277; PMCID:  PMC9 393137 .
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Advanced Specialist Pharmacy in Clinical Oncology
Traditional Oncology/Haematology 

Pharmacist Activities

• Dispensing OAM, supportive care

Community Pharmacy

• Non-patient facing

Aseptic compounding

• Often solely for SACT scheduling

MDT attendance

• Retroactive medication management

Inpatient clinical pharmacy

• Operational input in relation to SACT delivery

COG membership

Transplant services

Oral Anticancer Medicines Management

Paediatric Haem/Onc

Geriatric Oncology

IIOP Cancer Care Hub

Advanced Specialist Pharmacist Activities



Advanced Specialist Pharmacy 
in Clinical Oncology



What clinical areas do I cover?

Medical 4:
25 bed oncology/haematology 
cohort ward

4 isolation room, 1 cohorted 3 bed 
room, 3 x 6-bed bays

Oak Ward
Inpatient specialist palliative care 
unit

20 single bed rooms

GOAL Clinic
Specialist geriatric oncology 
outpatient clinic

Patients with pre-identified frailty 
or concerns regarding ability to 
tolerate SACT

Specialist structured medication 
review



What other areas do I cover?
Geriatric oncology MDT

Palliative care medicines management

Palliative care audit subcommittee

Palliative care diabetes working group

Palliative care paediatric working group

Renal supportive care working group

NCCP Geriatric Oncology Steering Committee

NCCP Geriatric Oncology Pharmacy Forum

IAPC Pharmacy Forum

HPAI Education Committee

HPAI Education and Research Specialist Interest Group Chairperson

BOPA Geriatric Oncology Specialist Advisory Group

SIOG NAHS Pharmacy Subgroup

Local

National

International



My working week

Monday

AM

•Ward round (palliative care)
•Ward round (acute 

oncology/haematology)

PM

•Education session with junior 
staff (1-3pm)

•Follow up on ward round

Tuesday

AM

•Ward round palliative care)
•Ward round (acute 

oncology/haematology

PM

•Geriatric Oncology MDT
•Outpatient letters
•TDM and Antimicrobial follow up 

for inpatients

Wednesday

AM

•Antimicrobial ward round for 
AMS

•Dispensary team meeting (9-
9.30)

•Ward round (palliative care)
•Ward round (acute 

oncology/haematology
•1 hour dispensary slot

PM

•Follow up on med rec and TDM 
issues

Thursday

AM

•Department management 
meeting (9am-10.30)

•Ward round (palliative care)
•Ward round (acute 

oncology/haematology

PM

•Ward round (palliative care)
•Ward round (acute 

oncology/haematology

Friday

Clinic prep (8am-9.30)

Geriatric Oncology Clinic  
(All day)

Answer queries (all day)



Inpatient work – MPAR Review
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Inpatient work –Acute Haematology/Oncology



Inpatient work – Palliative care



Outpatient work -Medication optimisation in 
Geriatric Oncology

Medication management

Chronic 
medications

SACT

Supportive 
Care



Adverse drug events in Geriatric Oncology

Walsh DJ, Sahm LJ, O'Driscoll M, Bolger B, Ameen H, Hannan M, Goggin C, Horgan AM. Hospitalisation due to adverse drug events in older adults with cancer: A retrospective analysis. Journal of Geriatric Oncology, Volume 16, Issue 6, 102283. doi: 

https://doi.org/10.1016/j.jgo.2025.102283.

https://doi.org/10.1016/j.jgo.2025.102283


A comprehensive medication review:

Key: OTC – Over the counter; STOPP - Screening Tool of Older Person’s Prescriptions; START - Screening Tool to Alert doctors to Right Treatment

Day 1

CGA by Geriatric 
Oncology ANP

Medication review by 
pharmacist

Occupational therapy 
assessment if indicated

Opportunity for medical 
review if acute need

GOAL MDT

Outcome of CGA, 
medication review and 
functional assessment 

discussed by wider MDT

Day 2

Review by Medical 
Oncologist

Patient and consultant 
agree treatment plan

Education on treatment 
plan by CNS

Review by dietician if 
indicated

Breathnach, D. J. H. 2025. Evaluating the impact of pharmacist interventions in the geriatric oncology setting. PhD Thesis, University College Cork.
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Case study 1: Discharge co-ordination
• 72 year old male is admitted with 

intractable hiccups and 
abdominal cramping for 5/7

• Diagnosis: Metastatic 
Oesophageal adenocarcinoma 
(liver and peritoneal mets)

• Oesophagectomy in 2023 – 
unable to swallow at present

• Has a radiologically inserted 
jejunostomy tube (16Fr)

• Symptoms controlled by CSCI

• Levomepromazine 25mg

• Midazolam 15mg

• Morphine Sulphate 30mg



Case study 1: Discharge co-ordination

• Patient cannot go home on syringe 
driver due to inability to change driver 
in community at patients address

• Staff shortages in community

• Plan – rotate one medication at a time, 
allow for 3 days to assess if symptoms 
controlled, then rotate next medication

• Morphine successfully rotated to 
Fentanyl patch

• Palliative care and oncology MDT 
looking to convert midazolam and 
levomepromazine to RIJ/JEJ 
administration

CLINICAL PEARL
Fentanyl patches have to be removed prior to a MRI 
as the magnetic field will heat microfilaments in the 
patch causing toxicity



Levomepromazine



Levomepromazine

• On average 50% of orally administered drug reaches the general circulation as unchanged levomepromazine. 

• The apparent volume of distribution (Vb) was 23 to 42 L/kg, and the biologic half-life, 15 to 30 hr. 

• The plasma concentration curves for levomepromazine have a deflection and become apparently linear 8 to 12 h 
after administration of the last maintenance dose. 



Midazolam
• MDT discussion regarding appropriate benzodiazepine for administration

• Consensus agreement on diazepam 
• Ease of tapering down

• Availability of oral suspension

• Agreed dose of 2mg BD (relative dose reduction of ≈30%)



Case 1: Outcome

Thursday

Agree plan to de-escalate between 
pharmacist, palliative care team 
and patient

• Email community pharmacy to inform them 
of plan, with a discharge the following 
Thursday

Fri. – Mon.

Trial of 12.5mg Levomepromazine 
BD

• No symptoms over weekend

Mon. – Wed.

Trial of 2mg BD Diazepam

• No symptoms

Wednesday

email prescriptions to community 
pharmacy, confirm instructions for 
JEJ

Thursday

AM – successful discharge



Case study 2: Discharge facilitation

62 year old female currently admitted to palliative inpatient unit

Diagnosis: Metastatic SCLC to spine

Presented with symptomatic hyponatraemia

Sodium levels hovering at 117mMol/L despite oral replacement

Serum osmolality 247mOsm/kg 26/03

Aim for discharge in 6 days



Case study 2: Discharge facilitation

• Current status – on Slow Sodium BD for 10 days, Na+ hovering at 
120/121mMol/L

• Working diagnosis is SIADH

• Serum osmolality is low, no urine osmolality taken

• Advice to team:
• Check urine osmolality

• If normal/high, confirmed SIADH

• Refer to management of SIADH in malignancy guidelines



Case study 2: Discharge facilitation

• Non-compliant with fluid restriction
• Quality of life

• Not fit for SACT, declined XRt

• Tolvaptan not available

• ? Add furosemide
• Iatrogenic fluid restriction



Case study 2: Outcome

Sodium >130mMol/L after 5 days 
of adding furosemide 20mg OD PO

Patient elected against discharge 
from IPU

Preferred comfort measures and 
aim for end-of-life care in IPU



Case study 3: Admission avoidance

• Stage: T1N1a(1/21)M0

• Not for surgery or radiotherapy

84-year-old male with a diagnosis of NSCLC 

PmHx: A.fib, Hypercholesterolaemia, IPF

• Apixaban 2.5mg BD PO

• Rosuvastatin 5mg OD PO

Current medications:

• Carbolplatin AUC 3 (40% dose reduction) day 1 of a 21 day cycle

• Gemcitabine 600mg/m2 (40% dose reduction) day 1 and 8 of a 21 day cycle
• Escalate dose if cycle 1 tolerated

SACT Tx plan:



Case study 3: Risk versus Reward

The results demonstrate that prior thoracic 
radiotherapy (odds ratio: 26.3, 95% confidence 
interval: 3.4–202.1,P=0.002) and pre-existing 
pulmonary fibrosis (odds ratio: 6.5, 95% 
confidenceinterval:1.1–38.1,P=0.039)were 
independent variables that correlated with 
increased risk of gemcitabine-associated ILD.



Case study 3: 
other options?

• Taxanes:

• Associated with pulmonary toxicity

• Vinca alkaloids:

• Can cause pulmonary toxicity

• Etoposide:

• No pulmonary toxicity, but hair loss which matters to 
the patient

• No treatment?

• He is 84, his disease burden is low, incidental finding 
not affecting his QOL, he wants to maintain his 
independence and avoid unplanned hospitalisation



Case study 3: 
Outcome

• Carboplatin/Etoposide

Or

• Surveillance with supportive care



Case study 4: 
Life or death?

• 55 year old male

• mCRC – liver and lung

• Presented to A&E with uncontrollable diarrhoea on 22/08

• Last received chemotherapy on 19/08

• Irinotecan single agent 125mg/m2 IV

• Working diagnosis: Late-onset irinotecan toxicity

• Spends 5 days on inpatient oncology ward

• High dose loperamide on admission (48mg/day 
regular and up to 32mg/day PRN)

• Octreotide added in CSCI

• Octreotide dose reaches 1500mcg/24hrs by 26/08

• Transferred to IPU still having 9 loose bowel 
movements per day on 27/08

• K+ 1.7mMol/L on 28/08



Case study 4: Life or death?

• Palliative care consultant calls to ask for advice as patient is rapidly 
deteriorating

• Quick review of admission notes, and discussion with patient’s wife 
establishes timeline of first onset of symptoms
• First episode of loose bowel was the morning after chemotherapy

• Coincided with sweating and lacrimation

• Early-onset toxicity – instead of late onset toxicity – is identified

“Do not let them die, without a shot of atropine”



Diagnosis: Cholinergic syndrome

Risk factors for onset:
• Female sex; OR 2.18, 95% CI: 1.01-4.72; p = 0.0471
• Dose >175mg; OR 1.01, 95% Cl: 1.01-1.02; p = 0.0001
Kanbayashi Y et al. Predictive factors for the development of irinotecan-related cholinergic syndrome using ordered logistic regression analysis. 

Med Oncol. 2018 Apr 28;35(6):82. doi: 10.1007/s12032-018-1142-3. PMID: 29705823.

• Dose >105mg/m2; OR 10.9; 95% CI: 2.0 to 96.7; p = 0.0121
Hiroyuki Fujii et al., Risk factors and prophylaxis of irinotecan induced cholinergic syndrome in sight of supportive care.. JCO 35, 216-
216(2017).DOI:10.1200/JCO.2017.35.31_suppl.216

Characterised by:
• Early onset diarrhoea (<24 hours post infusion initiation)
• Sweating
• Abdominal cramping
• Lacrimation
• Myosis
• Hypersalivation

NB – ESTABLISH A CLEAR TIMELINE!!



Treatment – Cholinergic syndrome

Treatment:
• SC/IV Atropine sulphate

• Either 0.25mg or 0.3mg
• Repeated if necessary to max 1.2mg/day
• Have bronchodilators and corticosteroids to hand

• Especially in asthmatic patients
• Loperamide 4mg, then 2-4mg PRN

http://www.bccancer.bc.ca/drug-database-site/Drug%20Index/Irinotecan_monograph.pdf (Accessed December 2024)
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http://www.bccancer.bc.ca/drug-database-site/Drug%20Index/Irinotecan_monograph.pdf


Outcome – 
Cholinergic syndrome

• With appropriate treatment patient had 1 loose bowel 
movement in 24 hours post second atropine dose

• Fluid resuscitation, electrolyte repletion and cardiac 
stabilisation took 4 days

• The following weekend the patient shared a photo of 
himself walking his dog on Tramore beach

• He lived for another 8 months, saw the birth of his first 
grandchild, and was happy to return to the palliative unit 
for end-of-life care



Summary 

• Advanced specialism means:

• Prospectively influencing therapeutic decision making

• Continuous evolution

• Demostrating benefit through research

• Multidisciplinary team integration occurs by providing 
robust, evidence based interventions that are influenced by 
the clinical context of the patient in front of you

• Being comfortable in the grey

• By doing this I do help patients:

• Avoid unplanned hospitalisation

• Reduce length of stay

• Improve medication management as care transitions 
between  primary and tertiary care



Questions?
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