
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: 25/05/2021

Pharmacy context

This is a distance selling pharmacy which offers services to people through its website 
www.clinicalcarepharmacy.co.uk. The pharmacy is not open to members of the public, so it delivers 
prescription medicines or sends them by post. The pharmacy mainly dispenses NHS prescriptions and it 
supplies medicines to a number of care homes. Some medicines are supplied in multi-compartment 
compliance packs to help people take their medicines at the right time. This inspection took place 
during the COVID-19 pandemic. Conditions are in place on this pharmacy premises that prevent it 
providing some private services. These conditions were imposed after failings were identified on a 
previous inspection and they remain in force.

Overall inspection outcome

aStandards met

Required Action: None

Follow this link to find out what the inspections possible outcomes mean
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Principle Principle 
finding

Exception standard 
reference

Notable 
practice Why

1. Governance Standards 
met

N/A N/A N/A

2. Staff Standards 
met

N/A N/A N/A

3. Premises Standards 
met

N/A N/A N/A

4. Services, including medicines 
management

Standards 
met

N/A N/A N/A

5. Equipment and facilities Standards 
met

N/A N/A N/A

Summary of notable practice for each principle
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Principle 1 - Governance aStandards met

Summary findings

 
The pharmacy effectively identifies and manages the risks associated with its services to make sure 
people receive appropriate care. It is responsive to feedback from care homes and it uses this to make 
improvements. Members of the pharmacy team follow written procedures to make sure they work 
safely. They record their mistakes so that they can learn from them, and they make changes to stop the 
same sort of mistakes from happening again. 
 

Inspector's evidence

 

A range of standard operating procedures (SOPs) were in place which covered the operational activities 
of the pharmacy and the services provided. SOPs had been prepared by the superintendent (SI) and 
they were regularly reviewed. Signature sheets were used to record staff training and staff read and 
signed SOPs relevant to their job role. Roles and responsibilities of pharmacy staff were highlighted 
within the SOPs. Some SOPs had been uploaded to an electronic system so they were easy for team 
members to access. The key points from some of the operational SOPs had been printed out and 
laminated, then attached to the workstations so staff could refer to them. This helped newer team 
members of the pharmacy team know what tasks they were required to undertake when they were 
working at that workstation. 
 
Near miss logs were available and the dispenser involved was responsible for correcting their own error 
to ensure they learnt from the mistake. A trainee accuracy checking technician (ACT) 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 trainee ACT reviewed the near miss log after she had checked 
prescriptions for a care home to see if there were any patterns or trends that needed to be shared 
immediately with the rest of the pharmacy team. 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 SI gave some examples of the inbuilt safeguards the robot had which helped reduce the risk of 
errors. The trainee accuracy checking dispensing assistant (ACDA) explained the limitations of the robot 
and the checks that she made after the robot had dispensed medication into compliance packs before 
she sealed the packs. The SI completed a monthly patient safety review and produced an annual 
summary. Key findings were discussed at a team meeting. Dispensing errors were recorded and 
investigated. The staff members involved in an error were informed so they could be involved in the 
review process and the error was discussed in a team meeting.
   
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. 
    
Ongoing risk assessments had taken place during the COVID-19 pandemic and working practices had 
been amended to try and reduce the risks identified. Such as, how the pharmacy and care homes 
managed returned medication, the racking systems used to store medication in care homes, and how 
deliveries were signed for. Individual workplace risk assessments for the pharmacy team had been 
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carried out. Staff had access to personal protective equipment, alcohol hand gel, and hand washing 
facilities. Some staff were not required to wear a face covering within the dispensary as long as they 
could socially distance from other staff and had received two doses of the COVID-19 vaccination. 
 
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 complaints and comments policy 
was also printed, laminated and displayed in the pharmacy so that the team could pass on this 
information if required. The results of the last NHS patient questionnaire were available on the website, 
together with the NHS complaints policy and details of other organisations that can help people to 
make a complaint. The pharmacy sent a separate questionnaire to each care homes to ask for feedback 
on the service and had made some changes as a result of feedback it had received. 
  
The responsible pharmacist (RP) notice showed the correct details and it was clearly displayed in the 
dispensary. The RP log was recorded electronically and complied with requirements. CD registers were 
held electronically and balance checks were completed every week by a pharmacist. Specials records 
were maintained with an audit trail from source to supply. Prescription deliveries were made by the 
pharmacy’s own delivery drivers and an electronic tracking system was used to record the delivery. The 
name of the recipient was obtained as proof of delivery, and the system logged the time, date and GPS 
position. Private prescriptions were recorded electronically but due to the nature of the pharmacy 
business very few private prescriptions were dispensed. 
 
The pharmacy used password protected computers and public access to the pharmacy was limited. 
Confidential waste was stored separately and destroyed regularly by a specialist waste management 
company. The pharmacy had a safeguarding policy and a local safeguarding contacts were available. 
Centre for Postgraduate Pharmacy Education (CPPE) training had been completed by the pharmacists. 
The pharmacy team, including the drivers, had completed safeguarding training. The SI gave an example 
of a safeguarding referral that he had made after a delivery driver had identified a concern when he had 
made a delivery to a member of the public.
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Principle 2 - Staffing aStandards met

Summary findings

 
The pharmacy has enough team members to manage the workload and the services that it provides. 
The team members plan absences in advance, so they always have enough cover to provide the 
services. The team members work well together in a supportive environment and they can raise 
concerns and make suggestions. They are well qualified and competent, and they complete additional 
training to make sure that have the knowledge and skills for the services that they offer.  
 

Inspector's evidence

 
The staffing levels were 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 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. The team worked on 
each workstation for four weeks to enable them to understand and gain experience on that workstation 
before moving on to the next. There were two trainee accuracy checkers who were coming towards the 
end of their training. The team explained that having multiple people trained and competent in each 
task had make organising contingency cover throughout the pandemic easier. There were two 
pharmacists on duty, and this was usual practice as it allowed the SI to visit care homes in person to 
deliver training and complete audits.  

 
Several members of the team were undertaking accredited training courses. Some of these courses 
were initial training courses, such as level 2 apprenticeships, but some team members had progressed 
to complete additional courses, such as accuracy checking courses and NVQ level 3. Team members 
were given protected training time each week to complete their courses and additional in-house 
training, such as using the automated dispensing robot and safeguarding. There were individual training 
files for members of the team which contained records of the training they had completed and relevant 
certificates. The SI had reviewed the updated GPhC training requirements for pharmacy support staff 
when it was published in October 2020. Whilst it was not a requirement for the delivery drivers to 
undertake a course as they were already in role, they had been enrolled onto a driver training course 
for refresher training and said they had found this useful. The pharmacy team had formal appraisals 
with the SI where performance and development were discussed. 
 
Team meetings were held regularly and a variety of issues were discussed including patient safety. 
These meeting were documented and items for discussion could be added at any time to a shared 
document on the pharmacy computer system, so they did not forget when the next meeting took place. 
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 confirmed she felt 
comfortable reporting errors and felt that learning from mistakes was encouraged. 
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Principle 3 - Premises aStandards met

Summary findings

 
The pharmacy provides a safe, secure and professional environment for the provision of healthcare 
services. The pharmacy’s website provides clear and accurate information.  
 

Inspector's evidence

The website www.clinicalcarepharmacy.co.uk promoted the pharmacy business and the services 
available. The address, telephone number and superintendent details were displayed along with the 
voluntary GPhC logo. The website contained health promotion links and a link to the gov.uk COVID-19 
website.

The pharmacy was situated in a business unit and it was not open to the public. 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.

The dispensary was large, and an efficient workflow was seen to be in place. Dispensing and checking 
activities took place in separate areas of the dispensary. A separate area of the premises was used as a 
quarantine area, and it was used to store medicines returned from care homes.  
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Principle 4 - Services aStandards met

Summary findings

The pharmacy manages its services and supplies medicines safely. It gets its medicines from licensed 
suppliers and stores them securely and at the right temperature, so they are safe to use. The pharmacy 
team effectively supports care home providers to manage their medicines appropriately.  
 

Inspector's evidence

 
The pharmacy services could be accessed via the telephone and e-mail. The pharmacy team were clear 
about what services were offered and where to signpost to another service. Whilst the pharmacy 
services were available to people across the UK, there was very little demand from outside of the local 
area, so most medicines were delivered by the pharmacy’s drivers and electronic audit trail were used. 
The team had two drivers and one of the pharmacy team was designated to be the back-up driver for 
the day, just in case there were any urgent deliveries that the drivers could not get back to the 
pharmacy to collect. Royal Mail was available for deliveries outside of the area.  
 
Training was provided to the care homes by the SI. Training events had been held using video 
conferencing software during the pandemic which facilitated discussion between the different care 
homes and retained the element of sharing ideas and best practice that they had previously been able 
to do in a face-to-face meeting. The SI kept up to date with best practice in care homes by using 
information published by CQC, Derby Council and NICE. Some care homes had asked for e-learning 
packages to be available to their staff as they were not always able to attend the workshops, and this 
was something the SI was working on.  
 
The SI and the care homes discussed their individual requirements and were offered a choice of 
different medication administration options. They had electronic medication administration records 
(EMAR) that used barcode technology to match the medication to the person that it was being given to, 
and this alerted the person administering the medication if they had selected the wrong product. 
 
The pharmacy used a prescription tracking system to see exactly where a prescription was within the 
process. This technology was auditable which helped the SI review the processes and check whether 
there were any bottlenecks in the pharmacy. The team found this helpful if they were contacted about 
a prescription as they knew exactly where to look for it and it also linked to the delivery drivers’ 
records. The system allowed the team to answer queries about deliveries as it showed them exactly 
when a prescription had been delivered, what was in the delivery and who at the home had received it.  
 
Medicines waste had continued to be collected by the pharmacy during the pandemic, however, 
additional measures had been agreed between the pharmacy and the care homes to reduce the risk of 
contamination. This included quarantining the medication for a period of time at the home before it 
was given to the driver, and then it was quarantined at the pharmacy before being put into medical 
waste bins. 
 
Prescription items were dispensed into baskets to ensure prescriptions were not mixed up together. 
Staff signed the dispensed and checked boxes on medicine labels, so there was a dispensing audit trail 
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for prescriptions. The SI was aware of the MHRA and GPhC alerts about valproate and had some 
counselling information available. The RP was observed making himself available to discuss queries with 
people on the telephone.
 
Monthly and acute NHS prescriptions were provided to a number of local care homes. Audit trails were 
in place for each of the homes and the processes for ordering, dispensing and delivering were 
explained. Members of staff were assigned to different tasks. A dispensing robot was used to dispense 
medication into compliance packs and barcode technology was used to provide additional accuracy 
checks.  
 
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. Medication was de-
blistered in readiness for loading into the robot and stored in covered containers, these containers 
contained the details of the batch number and original expiry date, but no details of when they had 
been de-blistered. The SI used guidance from the Specialist Pharmacy Service (SPS) website to decide 
whether a medicine was suitable for de-blistering and adding 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 months 
and short dated products were removed. 
 
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 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 its services safely. 
 

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. Compliance pack trays were 
disposable which reduced the risk of cross-contamination between the care homes and the 
pharmacy. 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 pharmacy.

 

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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