
Registered pharmacy inspection report

Pharmacy Name: Clinical Care Pharmacy, Unit 4, The Brian Clough 

Business Centre, 200-222 Cotton Lane, Derby, Derbyshire, DE24 8GJ

Pharmacy reference: 9010251

Type of pharmacy: Internet / distance selling

Date of inspection: 14/11/2019

Pharmacy context

This is a distance selling pharmacy which offers services to people through its website 
www.clinicalcarepharmacy.co.uk. People do not visit the pharmacy and medicines are delivered or sent 
by post.  The pharmacy mainly dispenses NHS prescriptions and supplies a number of care homes. Some 
medicines are supplied in multi-compartment compliance packs to help people take their medicines at 
the right time. The pharmacy has recently started supplying medicines via another website owned by a 
separate company (www.mdher.com), which provides access to an online prescribing service. The 
website offers prescription medicines for a range of conditions, but it mainly supplies medicines for the 
treatment of pain and sleeping tablets to people in the UK. This online prescribing service is not 
registered with the Care Quality Commission as it is based in Romania. The pharmacy’s NHS business 
and its dispensing for the online prescribing service are managed as separate operations, but both are 
provided from the same registered premises. After the inspection, the pharmacy voluntarily decided to 
stop dispensing prescriptions issued by the online prescribing service.

Overall inspection outcome

Standards not all met

Required Action: Statutory Enforcement

Follow this link to find out what the inspections possible outcomes mean
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http://www.clinicalcarepharmacy.co.uk/
http://www.mdher.com/


Principle Principle 
finding

Exception 
standard 
reference

Notable 
practice Why

1.1
Standard 
not met

The risks involved with online supplies of 
high-risk medicines are not effectively 
managed. And the pharmacy cannot provide 
assurance that prescribing is undertaken in 
line with good practice guidance and UK 
national guidelines (including GMC guidance).

1.2
Standard 
not met

The pharmacy cannot provide assurance that 
it effectively monitors and reviews online 
prescribing of high-risk medicines to prevent 
misuse or abuse.

1.5
Standard 
not met

The pharmacy cannot demonstrate that its 
professional indemnity arrangements provide 
cover for dispensing prescriptions issued by 
the online prescribing service.

1.6
Standard 
not met

There are no clear records kept to justify 
prescribing decisions when the person has 
not provided GP details or consented for their 
GP to be contacted.

1. Governance
Standards 
not all 
met

1.8
Standard 
not met

The pharmacy does not have sufficient 
safeguards to make sure supplies of opioids 
and sleeping tablets are appropriate or that 
these medicines are not being abused or 
misused.

2. Staff
Standards 
not all 
met

2.6
Standard 
not met

The way the pharmacy is remunerated for 
dispensing prescriptions for online prescribing 
services may disincentivise any refusal to 
supply, which may prejudice professional 
judgement.

3. Premises
Standards 
not all 
met

3.1
Standard 
not met

The pharmacy is associated with a website 
that is arranged so that a person can choose a 
medicine and its quantity before there has 
been an appropriate consultation with a 
prescriber. And it is possible to change 
answers to consultation questions to 
circumvent the system. This means the 
patient may be less likely to receive the most 
appropriate treatment.

The pharmacy supplies a range of POMs 
including large quantities of opioids and other 
medicines liable to abuse. But it is not able to 
demonstrate that adequate checks and 

4. Services, 
including 
medicines 
management

Standards 
not all 
met

4.2
Standard 
not met

Summary of notable practice for each principle

Page 2 of 12Registered pharmacy inspection report



Principle Principle 
finding

Exception 
standard 
reference

Notable 
practice Why

safeguards have been put in place to make 
sure they are clinically appropriate, including: 
• that the prescribers proactively share all 
relevant information about the prescription 
with other health professionals involved in 
the care of the person (for example, their GP); 
• that the prescribers contact the person's GP 
in advance of issuing a prescription for 
confirmation that the prescription is 
appropriate for the patient and that 
appropriate monitoring is in place; • that the 
prescribers make a clear record setting out 
their justification for prescribing in 
circumstances where they have decided to 
issue a prescription when the person does not 
have a GP or does not consent to share 
information.

5. Equipment 
and facilities

Standards 
met

N/A N/A N/A
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Principle 1 - Governance Standards not all met

Summary findings

The pharmacy’s working practices in relation to NHS services are generally safe and effective. But it 
does not have appropriate governance arrangements or risk management procedures in place in 
relation to the supplies it makes on behalf of the private online prescribing services. The pharmacy 
cannot demonstrate that appropriate indemnity arrangements are in place to protect people who use 
the online prescribing service. And it does not keep records to demonstrate whether there is adequate 
professional control when it supplies high-risk medicines. This means the pharmacy cannot show that 
the online prescribing service is safe, and vulnerable patients might be able to obtain medicines that 
could cause them harm. 
 

Inspector's evidence

The pharmacy had a large established NHS business of around 12,500 prescription items each month 
that was provided predominantly to people in care homes.

The pharmacy recently started working in partnership with a third-party online prescribing service 
operating via the website www.mdher.com owned by Aten Int. Ltd. The business arrangement in place 
meant the pharmacy supplied prescription medication to people who had accessed the website’s online 
prescribing service. The superintendent pharmacist (SI) was solely responsible for managing this aspect 
of the pharmacy service. Since commencing this arrangement in late August or early September 2019, 
the pharmacy had dispensed 1691 private prescriptions issued by the online prescribers. The private 
prescription register showed that the number of items dispensed had significantly increased in the last 
few weeks.

The online prescribing service used two doctors who were based within the EU. The prescribing service 
was therefore not subject to inspection or oversight by any UK regulators. The prescribers were based 
in Romania and Italy. The SI said he had never communicated directly with the prescribers. All 
communication was with the website owner. It was unclear whether the prescribers were registered or 
authorised to prescribe for UK patients. The SI demonstrated that he had attempted to carry out checks 
to confirm that the online prescribers were registered.   He had been provided with their CV’s and 
qualification certificates, but the versions available during the inspection were not written in English. 
The SI said that he had translated the documents into English and would provide these after the 
inspection, but they had not been received at the time of writing the report. The SI was unsure what 
setting the prescribers worked in usually, or what their area of specialty was. The SI was unaware 
whether the prescribers were competent in prescribing pain medication or in sleeping disorders. The 
pharmacy had its own professional indemnity insurance provided by Numark. No evidence was 
provided by the SI to show whether the pharmacy’s professional indemnity insurance provided 
adequate cover for the online prescribing activity being undertaken. The SI did not know whether any 
indemnity arrangements were in place for the prescribing service. 

The medicines supplied for the online prescribing service were almost all opioid painkillers or z-drugs 
(zopiclone and zolpidem) for the treatment of insomnia, which are known to cause addiction and can be 
abused . There were some days where over 100 items had been dispensed. All but one private 
prescription supplied had been for codeine or dihydrocodeine based medicines or z-drugs (zopiclone or 
zolpidem). The SI was not able to provide any evidence of any risk assessments being carried out in 
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relation to the remote supply of opioids and z-drugs. He said that when he was approached to offer the 
service he was led to believe that a larger range of medicines would be requested. The SI had requested 
information from the website owners on 22 October 2019 about the service to try and provide 
assurance that it met the GPhC standards, but he had not received a response to the email. Despite not 
receiving a response he had continued to dispense prescriptions received from the website.

The SI was unsure whether the prescribing service could be accessed from other websites in addition to 
the MDHer website. Opioids and z-drugs had been removed by the website owners the day before the 
inspection. Apparently this was due to a technical issue, but the pharmacy had continued to receive and 
supply prescriptions through the computer system for these medicines. A  range of other prescription 
only medicines (POMs) were available on the website but the pharmacy had only dispensed a 
prescription for one of these other items, and this was for an antibiotic.

In the ten weeks that the pharmacy had been working with MDHer, the pharmacy had refused to 
supply two prescriptions due to concerns about over-ordering. Some prescriptions had stickers 
attached and the SI explained that he had telephoned the website owner and said that he was 
concerned that these people were over-ordering. The SI did not believe the website owner was a 
healthcare professional, and he was unsure whether the owner shared these concerns with the 
prescribers. He had not communicated directly with the prescribers about his concerns. The SI did not 
make a record of his specific concerns, nor did he add any notes to the patients’ record on the 
pharmacy computer system. There were several examples of further prescriptions being dispensed for 
people that the SI had already identified a concern about. The website did not appear to have any 
inbuilt safeguards to limit the frequency of orders. The SI used an informal rule that he would refer to 
the owner after three requests. He was unsure what, if any, UK prescribing guidelines the prescribers 
worked to or whether they followed any guidance on remote consultations or whether MDHer had an 
opioid or z-drug policy.

It was unclear what identification checks were carried for people using the service. The SI said that 
LexisNexis was used but there was evidence that the same person had registered with two different 
addresses and had obtained medicines using both accounts within a short period of time. Address A 
had been used to obtain 100 dihydrocodeine 30mg tablets on 22 October and 7 November, and address 
B had been used to obtain 56 Remedine Forte tablets on 12 November and request 112 codeine 30mg 
tablets on 14 November.

People completed an online questionnaire when requesting medicines and the responses to the 
questionnaire were shared with the pharmacy together with a ‘prescription’. The responses to the 
questionnaire were not available once the pharmacy had dispensed the medication, so they could not 
be checked for consistency when the person made any further requests. People were asked for consent 
to contact their GP and whilst most people answered ‘no’ to this question, there was an example of a 
person who had provided consent for their GP to be contacted. The SI stated that he would make a 
supply when a prescription was received. He assumed the prescriber or owner had completed any 
checks or contacted the patient’s GP before issuing the prescription.

Private prescriptions were issued electronically through a bespoke computer system. The SI could not 
confirm that the electronic signature complied with requirements for an advanced electronic signature. 
The pharmacy team did not have direct contact with patients and no active counselling took place. The 
pharmacy label had the pharmacy name, address and telephone number on, but the SI had not been 
contacted by anybody in relation to the private prescriptions that had been dispensed.

A range of standard operating procedures (SOPs) were in place which covered the NHS related 
processes in the pharmacy and were generally followed in practice. The SOPs had been written and 
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reviewed by the SI. The SOPs were due for review in February 2018 and this had not been carried out. 
Pharmacy staff had read and signed the SOPs relevant to their job roles and used a signature sheet as 
evidence of training. Roles and responsibilities of staff were highlighted within the SOPs. The SOPs had 
not been updated to include the activities related to the online prescribing service.

Near miss logs were available and the dispenser involved was responsible for correcting their own error 
to ensure they learnt from the mistake. A dispenser explained that each near miss was discussed at the 
time to see if there were any reasons for the near miss, and it was used as a learning opportunity. The 
number of near misses recorded had reduced since the pharmacy had started using a dispensing robot 
for the preparation of compliance aid trays and the responsible pharmacist (RP) gave some examples of 
the inbuilt safeguards the robot has which reduced the risk of errors. The RP completed an annual 
patient safety audit in relation to NHS services.

Members of the pharmacy team were knowledgeable about their roles and discussed these during the 
inspection. A member of staff answered questions related to responsible pharmacist (RP) absence 
correctly. The RP and regular dispensers concentrated on the NHS activity.

The pharmacy contact details were available on the website (www.clinicalcarepharmacy.co.uk) and the 
complaints and comments policy was explained on the website. The results of the NHS patient 
questionnaire from 22 July 2018 were available on the website.

The responsible pharmacist (RP) notice showed the correct details and was clearly displayed in the 
dispensary. The RP log was recorded electronically and seen to generally comply with requirements. 
There were some days when the RP had not signed out which could cause confusion and meant that 
there were technically two RPs the following day. CD registers were seen to be mostly compliant with 
requirements but, there were some headers missing. Balance checks were completed at the time of 
dispensing, but routine balance checks were not completed regularly. Two random balances were 
checked  and found to match with the balances recorded in the register. Specials records were not 
maintained with an audit trail from source to supply. Template forms were used to contact GP’s and 
care homes about problems with NHS prescriptions, such as medicine shortages or missing items. NHS 
prescription deliveries were made by the delivery drivers and a signature was obtained as proof of 
delivery. Private prescriptions were recorded electronically and there were some entries that did not 
comply with requirements as the name of the prescriber was not recorded. In relation to the online 
prescribing service, there were no records justifying decisions to issue a prescription without the 
patients consent to contact their GP.

The pharmacy used password protected computers and access to the pharmacy was limited. The SI had 
not asked about website security for the online prescribing service website MDHer. Confidential waste 
was generally stored separately and destroyed by a waste management company. There was an 
example of a paperwork containing confidential information in with the general waste. 

The pharmacy had a safeguarding policy and a local safeguarding contacts were available. CPPE training 
had been completed by the pharmacists. The SI explained that he had not considered people using the 
online prescribing service to be vulnerable as he did not see them face-to-face. There were a number of 
potential safeguarding issues that had not been identified or addressed, for example, there was no way 
of assessing a patient’s mental capacity to determine whether a remote consultation was appropriate. 
Identity checking was not sufficiently robust, and there were examples of regular supplies of medicines 
likely to be abused or misused. 
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Principle 2 - Staffing Standards not all met

Summary findings

The pharmacy has enough team members to manage the current workload and the services that it 
provides. The team members plan absences in advance, so they always have enough cover to provide 
the services. They work well together in a supportive environment and can raise concerns and make 
suggestions. The targets set in relation to the care home service do not affect the care people receive. 
But the remuneration that the pharmacy receives in relation to online prescribing service could 
influence the pharmacist’s professional judgement and may increase the risk of inappropriate supplies.

Inspector's evidence

The staffing level was adequate for the volume of work during the inspection and the team were 
observed working collaboratively with each other. There was a holiday and absence management 
policy. A chart was used to organise planned absences such as holidays and not more than one person 
was allowed to be away from each team at a time. Most of the team had set hours but there was 
flexibility within the team and a rota for working on Saturdays. Duties were allocated on weekly rotas 
and these included re-arranging and reallocating work patterns when members of the team were 
absent.  Locum dispensers and accuracy checking technicians were sometime employed and a locum 
dispenser was on duty during the inspection. She had not read the SOPs but said the RP had explained 
the procedures to her, so she knew what to do. There were two pharmacists on duty and they 
confirmed this was usual practice.

One of the NVQ2 dispensers was on an NVQ3 course. She was given four hours of regular protected 
training time each week for completion of the course but had also carried out other training, such as 
using the automated dispensing robot and safeguarding. There were individual training files for 
members of the team which contained a record of some of the training the team had completed with 
some certificates. A list of training dates from the previous couple of years was on display on a notice 
board. For example, Dementia Friends, ‘flu, customer care and dealing with difficult customers and 
selling skills. The SI held training events for the staff from the care homes and the pharmacy team were 
welcome to attend. The pharmacy team were given formal appraisals with the SI where performance 
and development were discussed.

Team briefing meetings were held regularly where a variety of issues were discussed including patient 
safety. These were documented and available on all computers for the team’s reference, along with 
handover notes. One of the team said she felt there was an open and honest culture in the pharmacy 
and said she would feel comfortable talking to the RP or SI about any concerns she might have. She said 
the team could make suggestions or criticisms informally. She believed there was a whistleblowing 
policy but had not needed to use it. She confirmed she felt comfortable reporting errors and felt that 
learning from mistakes was encouraged.

The RP working with the care homes felt empowered to exercise his professional judgement and said 
he could comply with his own professional and legal obligations. For example, refusing to supply a 
prescription for vancomycin for a patient at a care home because he was concerned the dose was 
incorrect. The prescriber subsequently changed the dose and the medicines was supplied. Annual 
targets were on display and included prescription item growth and flu. Key performance indicators 
(KPIs) were on display for checking and labelling time but the RP said these were used only for guidance 
to allocate workload, and to ensure the care homes received their medication on time. He said the 
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team were not under pressure to achieve these. He said he took part in the clinical and accuracy 
checking of around 10% of the electronic private prescriptions. He said he had not had any concerns 
about the service.

The pharmacy was paid for each prescription it dispensed on behalf of the online prescribing service 
MDHer but did not receive payment if they rejected a prescription. The pharmacy had rejected just two 
prescriptions from 1691. Despite identifying people that were frequently ordering high risk medicines, 
they had continued to continue supplying the same person.  
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Principle 3 - Premises Standards not all met

Summary findings

The pharmacy is clean, hygienic, properly maintained and provides a suitable environment for the 
services carried out. The pharmacy’s own website provides clear and accurate information about the 
NHS services. But the third-party website that it works with allows people to select the prescription only 
medicines they want before they have a consultation with a prescriber. This means people may receive 
medicines that are not the most suitable for them.  
 

Inspector's evidence

The MDHer website contained the mandatory (MHRA) internet logo. Information about the pharmacy 
and one of the prescribers were displayed. The website was arranged so that the patient chose 
the prescription only medicine and the quantity before filling in the consultation questions. This means 
people may not always receive the most suitable medicines for their needs. The website contained 
some information about the treatments that were available. The website was made unavailable 
following the inspection and a message on the front page stating ‘Sorry for the inconvenience but we’re 
performing some maintenance at the moment. We’ll be back online shortly!’ was displayed.

The www.clinicalcarepharmacy.co.uk was the website for the NHS business. The address, telephone 
number and superintendent details were displayed along with the mandatory (MHRA) internet logo and 
voluntary GPhC logo. The website contained health promotion links and a link to another online 
prescribing service; PharmaDoctor. The pharmacy confirmed that they had not dispensed any 
prescriptions for PharmaDoctor, which is a CQC registered prescribing service that does not issue any 
prescriptions for high risk medicines.

The pharmacy premises were not open to the public and they were located in a business unit. The 
temperature and lighting were adequately controlled. Staff had access to a communal kitchen area and 
WCs with wash hand basins. The premises were clean and tidy with no slip or trip hazards evident. 
Cleaning was undertaken by pharmacy staff. The sinks in the dispensary and staff areas had hot and 
cold running water, hand towels and hand soap available. The dispensary was large, and an efficient 
workflow was seen to be in place. Dispensing and checking activities took place on separate areas of the 
dispensary. A large amount of general waste and cardboard boxes was in the corner of one of the 
rooms. It had not been taken outside to the communal bins for a few days due to the member of staff 
that usually did that task being absent. The cardboard could be a fire hazard and the general waste bags 
could be a pest control issue as they contained food waste.  
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Principle 4 - Services Standards not all met

Summary findings

The pharmacy suitably manages its NHS services. It sources and manages medicines appropriately. The 
pharmacy is not able to demonstrate that adequate safeguards are in place to ensure online supplies of 
opioid painkiller and sleeping tablets are clinically appropriate. Medicines prescribed by the online 
service are supplied without informing the patient's regular doctor or making sure they agree to the 
supply. This means people's conditions might not be properly monitored, and their use of medication 
may not be appropriately controlled.

Inspector's evidence

The pharmacy services could be accessed via the telephone, websites and e-mail. The pharmacy team 
were clear about what services were offered and where to signpost to a service. The pharmacy’s NHS 
dispensing service and private prescription supplies for the online prescribing service were managed 
separately and were accessed via different websites. NHS deliveries were made by delivery drivers and 
there were electronic audit trails for deliveries. Prescriptions for the online prescribing service were 
delivered using a Royal Mail tracked service.

Prescription items were dispensed into baskets to ensure prescriptions were not mixed up together. 
Different coloured baskets were used to separate workload. Staff signed the dispensed and checked 
boxes on medicine labels, so there was a dispensing audit trail for prescriptions. The RP was aware of 
the MHRA and GPhC alerts about valproate and had counselling information available. The RP was 
observed making herself available to discuss queries with people on the telephone.

Monthly and acute NHS prescriptions were provided to a large number of local care homes. Audit trails 
were in place for each of the home and the process for ordering, dispensing and delivering were 
explained. Members of staff were assigned to different tasks and they had been trained so they could 
undertake each task to provide contingency cover. A dispensing robot was used to dispense medication 
into compliance packs and barcode technology was used to provide additional accuracy checks.

The SI managed the online private prescription service and dispensers sometimes assisted him by either 
assembling the medicines or accuracy checking prescriptions that he had dispensed. A second 
pharmacist was employed and spent most of his time involved with the NHS activity but occasionally 
checked some of the private prescriptions.

A review of some of the supplies made indicated some patients using the prescribing service had been 
repeatedly supplied opioids and Z drugs with no effective challenge of the prescriber's decision. The SI 
was unable to provide any assurance that the prescriber was working within a shared care approach or 
sharing information with other healthcare professionals caring for the online patents, or that these 
patients were being monitored.

Medicines were stored in an organised manner on the dispensary shelves. Medicines were stored in 
their original packaging until they were ‘de-blistered’ to be loaded into the robot. Medicines were 
obtained from a range of licensed wholesalers and a specials manufacturer. Split liquid medicines with 
limited stability once opened were marked with a date of opening. The dispensary was date checked 
every few and short dated products were marked. The RP was aware of the Falsified Medicines 
Directive (FMD) requirements, but the pharmacy was not compliant. Patient returned medicines were 
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stored separately from stock medicines in designated bins. The pharmacy received MHRA drug alerts by 
email from gov.uk.

The CD cabinet was secure and a suitable size for the amount of stock held. Medicines were stored in 
an organised manner inside. There were two fridges in place to hold stock medicines and assembled 
medicines. The medicines in the fridges were stored in an organised manner. Fridge temperature 
records were maintained, and records showed that the pharmacy fridges were working within the 
required temperature range of 2°C and 8°C. 
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Principle 5 - Equipment and facilities aStandards met

Summary findings

 
The pharmacy has the equipment it needs to provide services safely. The team uses in a way that keeps 
people’s information safe. 
 

Inspector's evidence

The pharmacy had a range of up to date reference sources, including the BNF and the children’s BNF. 
Internet access was available. Patient records were stored electronically and there were enough 
terminals for the workload currently undertaken. A range of clean, crown stamped measures were 
available. A dispensing robot was used to assemble multi-compartment compliance packs and the team 
members that used the robot had received training on how to use it.   Separate measures were used for 
preparation of methadone. Counting triangles were available and there was a separate, marked triangle 
used for cytotoxic medicines. Screens were not visible to the public as they were excluded from the 
dispensary.

Finding Meaning

aExcellent practice

The pharmacy demonstrates innovation in the 
way it delivers pharmacy services which benefit 
the health needs of the local community, as well 
as performing well against the standards.

aGood practice

The pharmacy performs well against most of the 
standards and can demonstrate positive 
outcomes for patients from the way it delivers 
pharmacy services.

aStandards met The pharmacy meets all the standards.

Standards not all met
The pharmacy has not met one or more 
standards.

What do the summary findings for each principle mean?
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