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ABSTRACT 

Standardisation is a well-established approach to managing risks, involving the creation and application of 

detailed instructions for specific activities. Within community pharmacy settings, the use of Standardised 

Operating Procedures (SOPs) is compulsory and viewed as vital for maintaining patient safety and service quality. 

The objective of this research was to explore the extent to which community pharmacists (CPs) follow SOPs 

during the process of reviewing prescriptions clinically, as well as to identify underlying causes for any 

discrepancies between formal guidelines and actual behaviours. A collection of eight SOP documents was 

subjected to hierarchical task analysis (HTA) to develop a benchmark model of how clinical checks should be 

performed according to the guidelines. Next, twelve CPs participated in a simulated prescription review activity, 

articulating their reasoning aloud as they evaluated fictitious prescriptions. The recorded transcripts were analysed 

through content analysis, compared against the benchmark model to identify patterns of engagement and 

differences between the SOPs and real-world actions of the pharmacists. A focus group session was then 

conducted to provide further context for the identified discrepancies. The HTA process facilitated the development 

of a framework for clinical checking consisting of six main components and 28 subordinate elements. Pharmacists 

frequently skipped certain elements during their reviews, departing from the outlined guidelines. Such departures, 

noted even in a distraction-free setting, indicate a deeply embedded element in pharmacists' professional norms, 

potentially reflecting a general inclination to adapt rather than rigidly follow guidelines, irrespective of workplace 

variability. Key influences on this norm encompass the application of clinical discretion, dependence on 

colleagues or external aids, and emphasis on accommodating patient needs. Findings from this research 

underscore persistent departures from SOPs in the clinical review of prescriptions within community pharmacies, 

pointing to an underlying normative pattern. Subsequent investigations ought to examine approaches to managing 

risks arising from these departures and to navigate the nuanced interplay between adaptability and rigorous 

adherence. 
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Introduction 

Standardisation represents a longstanding and frequently recommended strategy for mitigating risks in medical 

environments [1]. This is accomplished by formulating and enforcing guidelines that specify the execution of 

individual activities [1, 2]. In medical fields, the move toward uniform task execution has aimed to reduce 

mistakes via structured frameworks and directives [1]. From 2005 onward, community pharmacies in the UK have 

been required to implement Standardised Operating Procedures (SOPs), necessitating that every pharmacy keeps 

updated SOPs detailing standard operations, accompanied by regulatory and ethical duties to comply with them 
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[3]. These requirements were enacted to guarantee baseline safety levels and to encourage uniform application of 

optimal approaches [2, 4]. 

The adoption of SOPs aims to provide confidence and set a baseline for protection, shielding individuals receiving 

care from possible injury [2]. Nevertheless, the effectiveness of such guidelines hinges on personnel's unwavering 

compliance. Discussions have arisen concerning the feasibility and advantages of mandating absolute conformity. 

Certain views hold that, although intended to protect patient well-being, these guidelines may at times prove 

impractical or excessively constraining, potentially affecting the independence and adaptability of medical 

practitioners [5, 6]. 

In pharmacy contexts, SOPs comprise an array of directives that personnel must observe to ensure steady levels 

of uniformity and care delivery; these encompass legal requirements, regulatory standards, or recognised methods 

[3]. Nonetheless, growing data from diverse medical contexts [7, 8], encompassing community pharmacies [9], 

indicate that workers regularly stray from SOPs in routine operations. Literature has linked such straying [10, 11] 

to elements including the deployment of clinical reasoning (occasionally at odds with guidelines); pursuits of 

greater speed; efforts to navigate operational obstacles; and limitations in assets that impede full conformity. 

Community pharmacy operates as a distinctive and intricate hybrid system, functioning simultaneously as a retail 

enterprise and a deliverer of state-supported medical services [12]. Ashour et al. [11] and Thomas et al. [6] have 

documented multiple cases of pharmacy personnel operating beyond formal directives. Consequently, SOPs have 

faced scrutiny for excessively streamlining activities and for inadequately accommodating situational variables 

such as personnel availability, operational demands, and disruptions, all of which are thought to shape real-life 

task performance [6]. Although straying from directives might enhance operational speed [11], it also prompts 

concerns about safety in reconciling adaptability with conformity. Furthermore, departures from SOPs question 

whether these guidelines are truly achieving their goals of promoting uniformity, excellence, and protection [3]. 

In the present investigation, we assess the degree of adherence by CPs to SOPs in the context of clinical reviews, 

focusing on those operating in England [13]. This is regarded as an especially demanding and expert component 

of the supply chain; indeed, in contrast to other supply activities, it is reserved exclusively for pharmacists and 

involves substantial clinical reasoning [14], a factor previously associated with departures from SOPs [6]. Thus, 

evaluating how closely CPs align with SOPs in prescription reviews is crucial, especially given recent evidence 

of considerable differences in how CPs conceptualise and perform clinical reviews [15]. 

 

Aim 

The goal of this research was to assess the level of adherence by CPs to SOPs in clinical reviews and to elucidate 

potential causes for any observed departures. 

 

Ethics approval 

Ethical clearance for the simulation interviews in this research was obtained from the University of Manchester 

Ethics Committee (Reference 2021–13400), while an exemption from full review was provided for the focus 

group. 

Materials and Methods  

Overview 

The research commenced by developing a benchmark model of clinical prescription review through the 

examination of existing SOPs. This benchmark served as a reference standard for evaluating performance. 

Subsequently, the actual review behaviours exhibited by community pharmacists (CPs) during a simulated review 

task were contrasted with this benchmark to detect instances of non-conformance. Furthermore, a focus group 

involving experienced CPs was held to offer deeper insight into the reasons behind the noted differences. Data 

organisation and management were handled via NVIVO software [16], while Bing AI was employed solely for 

linguistic assistance in preparing the preliminary manuscript draft, which subsequently underwent multiple 

revisions by the research team. 

 

SOPs, materials, and analysis 

A Hierarchical Task Analysis (HTA) approach [17] was applied to scrutinise a set of SOP documents sourced 

from various community pharmacies and relevant professional bodies. HTA has previously demonstrated 
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effectiveness in healthcare contexts [11, 18], particularly for dissecting complex activities, making it suitable for 

constructing a comprehensive framework of the clinical review process in this investigation. In total, eight SOP 

documents were assembled, encompassing representations from almost all types of community pharmacy 

operations. The SOPs for clinical reviews showed considerable consistency across sources. In particular, 

documents from independent pharmacies were indistinguishable and matched those issued by the Pharmacy 

Defence Association [19]. The analysis followed an iterative procedure of SOP evaluation, adhering closely to 

the established HTA methodology outlined by Stanton [17]. The resulting framework (Figure 1) included six 

primary-level components, twenty-eight subordinate components, and eight procedural plans. 

 

 

Figure 1. Hierarchical Task Analysis of the Standard Operating Procedures 

 

The framework was first drafted by AE, a practising community pharmacist and researcher, before being evaluated 

by DP, a specialist in ergonomics and human factors, and JH, an academic pharmacist. Further refinement took 

place during a panel session held at university facilities with five experienced community pharmacists, who held 

roles such as managers, superintendents, and owners. These experts were drawn from an established community 

pharmacy research collaboration linked to the authors’ institution. In the course of a one-hour discussion, the 

panel examined the preliminary framework for consistency with existing SOPs and reached consensus on a 

definitive version that accurately depicted task performance in full accordance with SOP requirements. Because 

of their familiarity with the study materials, these panel members were excluded from taking part in the subsequent 

simulation activity. 

 

Clinical checking simulation exercise 

Twelve community pharmacists (Table 1) were selected through purposive sampling [20] from a pool of 

pharmacists practising in England. Recruitment involved invitations disseminated via social media 

announcements and professional contacts. Eligibility criteria required participants to be actively registered with 

the General Pharmaceutical Council and to have substantial experience in performing clinical checks. 

 

Table 1. Characteristics of the community pharmacists participating in the study 

Participant 

ID 

Years of experience in 

community pharmacy 
Gender Pharmacy type Employment status 

1 1 Male Large multiple Employed 

2 2 Male Independent single outlet Employed 

https://www.ncbi.nlm.nih.gov/core/lw/2.0/html/tileshop_pmc/tileshop_pmc_inline.html?title=Click%20on%20image%20to%20zoom&p=PMC3&id=11399187_11096_2024_1743_Fig1_HTML.jpg
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3 2 Male Independent chain Employed 

4 6 Female Independent chain Employed (chain lead pharmacist) 

5 7 Female Not applicable Locum 

6 5 Female Not applicable Locum 

7 1 Female Independent chain Employed 

8 2 Male Small multiple Employed 

9 1 Male Large multiple Employed 

10 20 Male Independent single outlet Owner/manager 

11 4 Male Independent chain Employed (branch manager) 

12 2 Female Not applicable Locum 

 

Interviews with participants were conducted remotely between April and August 2022. Each pharmacist was 

asked to perform a clinical review of three purposely designed simulated prescriptions. These prescriptions were 

developed to include medicines associated with varying degrees of risk. The selection was informed by a review 

of literature on medication risk profiles, focusing on drugs linked to higher or lower rates of adverse events and 

hospital admissions. Consequently, three distinct prescription cases were created, each incorporating medications 

of different risk and severity levels. The scenarios also featured diverse patient groups—including paediatric, 

elderly, and pregnant patients—and included relevant medical histories tailored to each case. The simulated 

prescriptions were reviewed and validated by a clinical pharmacist and a panel of community pharmacists, 

confirming their suitability for eliciting detailed insights into the clinical checking process. 

Data collection employed a concurrent think-aloud protocol [21]. Participants were instructed to verbalise their 

reasoning continuously while reviewing the prescriptions. Sessions were audio-recorded and transcribed verbatim 

by a professional transcriber approved by the university. The primary focus of the current paper is on pharmacists’ 

adherence to SOPs and the specific sub-tasks performed during clinical checks. A fuller examination of 

participants’ clinical decision-making and the appropriateness of their decisions is presented in a companion 

publication. 

 

Comparison of pharmacists’ clinical checking performance with SOPs 

Transcripts from the simulation exercise were subjected to deductive content analysis, using the established 

clinical checking framework (Figure 1) as the guiding structure. This involved a structured comparison between 

each participant’s described actions and the sub-tasks and procedural plans specified in the framework. The 

framework itself functioned as the coding framework, allowing systematic categorisation of the data and the 

assignment of codes to qualitative content. This approach converted qualitative observations into quantifiable 

metrics. Analysis was performed in NVIVO software, which supported the organisation of coded data and the 

calculation of completion frequencies for each sub-task (Table 2). 

 

Table 2. Number of times each sub-task was checked by the participant (N = 12) 

First-level 

sub-tasks 

Associated lower-level sub-

tasks 

Prescription 1 Prescription 2 Prescription 3 

No. of times checked No. of times checked No. of times checked 

Patient details 

Risk group 6 12 11 

Weight 0 0 5 

Ethnicity 0 0 0 

History 11 10 9 

Gender 7 12 12 

Age 11 12 12 

Indication* 3 10 9 

Personal 

requirements 

Allergies 0 0 9 

Preferences 0 0 11 

Intolerances 0 0 0 
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Concomitant 

disorders 

Renal/hepatic function 2 N/A N/A 

Assess co-morbidities 6 3 8 

 Each prescribed item 
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Items 

particulars 

Strength 9 3 10 10 12 10 N/A 

Form 9 3 9 5 10 9 3** 

Frequency 10 6 10 10 10 9 N/A 

Side effects 3 0 3 0 2 0 N/A 

Quantity 6 0 0 0 6 7 10 

Contraindications 11 1 4 1 4 0 N/A 

Interactions 

Drug-drug interaction 9 2 7 3 2 0 N/A 

Drug-disease interaction 2 0 0 2 0 0 N/A 

Interaction with OTC-herbal/supplements 1 1 0 0 0 0 N/A 

 

Notes: *Although the prescriptions did not state an indication, participants commonly took the likely indication 

into account during clinical checking; indications were intentionally omitted from the simulated prescriptions to 

mirror routine practice, as most real-world prescriptions lack this information, and while all SOPs reviewed advise 

pharmacists to verify the indication when available, pharmacists in this simulation still routinely inferred and 

considered the probable indication even when it was not explicitly provided. **Here, the term “form” refers to 

the evaluators’ judgment of the appropriateness of the inhaler device, with only three participants identifying that 

the inhaler prescribed was unsuitable because it was designed for adults rather than for pediatric use. 

 

Focus group  

To explore the reasons behind any discrepancies observed between the clinical checking procedures outlined in 

standard operating procedures (SOPs) and the actual practices of community pharmacists (CPs), a focus group 

was conducted with seasoned CPs (each having over 10 years of practice). These participants were well-versed in 

addressing safety issues within community pharmacy environments. They were selected from a research 

collaboration group in community pharmacy linked to the researchers' university. The session took place at a 

university venue in March 2023. 

Before the discussion, attendees received materials including the descriptive task model (Figure 1), a summary 

of the deviations from SOPs noted by CPs (Table 2), and the example prescriptions used in simulations. In the 

meeting, participants shared their views and explanations on the reasons for the differences seen between 

prescribed SOPs and real-world checking behaviours. The conversation was audio-recorded, fully transcribed, 

and analysed using inductive thematic analysis, based on the approach described by Braun et al. [22]. The entire 

research team participated in reviewing the SOP documents, the simulation exercise, and the focus group data; 

AE led the initial analysis, followed by discussions with DP and JH. 

Results and Discussion 

Hierarchical task analysis 

The hierarchical task analysis (HTA) of clinical checking, derived from the SOPs, is presented in Figure 1. 

 

Deviations observed in CPs' practices compared to SOPs 

Table 2 demonstrates that CPs frequently departed from SOP requirements in multiple cases, with adherence 

levels differing across prescription types and even within comparable scenarios. This pattern indicates not just 

general non-compliance but selective emphasis on certain medications or checking steps, even though SOPs 

mandate equal attention to all. To evaluate the importance of these inconsistencies, a chi-square test was 

performed (at a 5% significance level with 40 degrees of freedom), resulting in a statistic of 61.44 (above the 

critical value of 55.76) and a p-value of 0.0162 (χ²(40) = 61.44, p = 0.0162), confirming statistical significance. 
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Thematic insights from focus group 

Patient-related influences 

Participants suggested that the aim of delivering positive results for patients often led to departures from strict 

protocol adherence. This points to a tension between maintaining high safety standards and improving service 

speed, where CPs might skip certain steps to align with patient preferences. Such tensions were seen as influencing 

how thoroughly prescriptions were reviewed per SOP guidelines. 

“Adhering rigidly to procedures each time would enhance safety, yet it would likely reduce efficiency.” 

[Participant 2, manager (medium-sized chain)] 

It was further noted that patients generally value quick service more than rigorous safety checks. 

“For patients, the key result is seldom about safety; it's more about how fast and convenient the process is. If 

pharmacists took longer to check, leading to delays in dispensing, the main thing patients would notice and 

complain about is the wait time for their medication.” [Participant 3, manager (large chain pharmacy)] 

Additionally, SOP adherence tended to differ depending on whether the prescription was for a known regular 

patient or a new one. Checks for ongoing patients often involved more steps due to access to patient medication 

records (PMR) and knowledge of their medical history. For one-off acute scripts from unfamiliar patients, limited 

information might lead to less comprehensive reviews. 

“When patients aren't regulars, you lack their PMR history, so you'd need to access the Summary Care Record 

(SCR), which requires patient consent—and that extra step can discourage some pharmacists from pursuing it 

fully.” [Participant 4, manager (large chain pharmacy)] 

 

Role of professional judgement 

Expert pharmacists' discretion was highlighted as a key element in assessing the relevance of different checking 

steps, thereby affecting overall SOP compliance. CPs often began with a quick overview of the prescription details 

to guide decisions on which elements required deeper attention. 

“I’d describe it as... starting with a rapid overview, then diving deeper: what am I looking at here? [...] Scanning 

the items, you might spot something like labetalol alongside aspirin... and a dosage of two tablets daily, which I 

associate mainly with pregnancy cases.” [Participant 1, Superintendent (independent pharmacy)] 

Prior experience was identified as shaping this preliminary assessment, helping decide priority checks. Repeated 

exposure to typical cases allowed CPs to identify critical SOP elements efficiently, balancing safety with 

practicality. 

“With clinical discretion and accumulated experience, you learn that the priority is often just these four or five 

key checks, or however many stand out—so usually, this doesn't compromise patient safety, though there's always 

the chance of overlooking something important.” [Participant 4, manager (large chain pharmacy)] 

 

Workplace conditions and pressures 

As expected, participants highlighted that real-world job pressures—including limited time, heavy workloads, 

frequent multitasking, and incomplete information—significantly influenced adherence to protocols. Although 

the simulated checking task occurred in a quiet, controlled setting (which excluded these environmental 

influences), the experts stressed that in everyday practice, high demands often led pharmacists to skip certain 

checking steps. 

“If you stepped out of the consultation room to find five baskets piled up, a crowded shop, and phones constantly 

ringing—and the top basket was just two boxes of naproxen plus paracetamol—it would be dispensed immediately 

with a quick ‘take with food’ instruction before moving on.” [Participant 2, manager (medium chain)] 

Incomplete information was seen as a major obstacle not just to following SOPs but also to performing thorough 

checks overall. When key details (such as indications, renal function, or liver function) were unavailable, 

pharmacists often used the SOPs' built-in exemptions rather than bypassing rules entirely, meaning those aspects 

simply could not be verified. Nevertheless, as evidenced in Table 2, CPs sometimes still considered these factors 

even without explicit prescription details. Experts viewed phrases like “check if available” in SOPs as primarily 

defensive—designed for ideal situations and organisational protection—rather than realistic expectations for 

routine practice. 

“Usually, you wouldn’t look up renal or liver function because that information isn’t accessible. At most, you 

might ask the patient directly if they have any issues.” [Participant 1, Superintendent (independent pharmacy)] 
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“Including those checks is mainly to protect the company—so if something goes wrong, the superintendent can 

show every effort was made to enable pharmacists to do their job properly.” [Participant 3, manager (large multiple 

chain)] 

 

Dependence on others 

In actual practice, pharmacists often took a responsive rather than initiative-driven approach to several sub-tasks, 

addressing them only when prompted by patients. Checks for allergies, intolerances, side effects, or interactions 

with over-the-counter medicines, for example, typically depended on patient input. 

“I wouldn’t proactively ask. I wouldn’t go out to a patient and inquire about OTC products they’re using [...] For 

something like citalopram, I wouldn’t routinely ask if they’re taking St John’s Wort [...] Often, it’s the patient 

who raises a question when collecting the prescription that triggers further discussion.” [Participant 3, manager 

(large multiple chain)] 

Pharmacists also frequently depended on alerts from dispensing software to highlight and prioritise critical checks. 

“With this prescription, I’d probably rely on the ProScript system flagging it—because I expect it would highlight 

the combination of naproxen and citalopram.” [Participant 1, Superintendent (independent pharmacy)] 

Beyond software, they counted on dispensing staff to mark prescriptions with any relevant warnings. However, 

the group acknowledged that communication breakdowns and missed flags were commonplace, resulting in 

overlooked alerts. 

“You’d expect staff to note it on the prescription if something stood out, especially for new items.” [Participant 

3, manager (large multiple chain)] 

Furthermore, pharmacists sometimes assumed that other healthcare professionals had already completed certain 

verifications, which reduced their own diligence. This was particularly common with hospital-issued (green) 

prescriptions for unfamiliar patients, where the pharmacy lacked full medical records but was still required to 

clinically endorse the script. 

“If a patient hands in a hospital prescription without their repeat list, there’s always the temptation to think, ‘It’s 

from the hospital—they’ll have got it right,’ and just dispense.” [Participant 2, manager (medium chain)] 

“It might be that the GP assumes the pharmacist will verify it, while the pharmacist assumes the GP already has—

and that’s how the holes in the Swiss cheese model align. Ideally, both should be checking.” [Participant 3, 

manager (large multiple chain)] 

Our results indicated that community pharmacists (CPs) deviate from standard operating procedures (SOPs) 

during the clinical checking of prescriptions. CPs appeared to display behaviour akin to that seen in doctors [23], 

in which the use of discretion, judgment, and dependence on unwritten rules influenced their decisions, frequently 

resulting in reduced adherence to protocols. These results align with the varieties in human work theory [24], 

where SOPs embody the prescribed work, known as work-as-prescribed (WAP), while pharmacists' checking 

reflects actual work, termed work-as-done (WAD). WAP is generally developed by remote senior figures or 

experts and is viewed as the safe and optimal method for task performance. In contrast, WAD encompasses the 

practical activities performed to meet specific objectives in a given context, rendering it difficult to capture fully 

in fixed protocols. These discrepancies between the two dimensions of work were apparent in our data, with clear 

differences noted between the mandated SOPs and the actual practices of CPs. 

Nevertheless, it should be recognised that this study collected work-as-done data via a simulation exercise, which 

represents a limitation compared to real-world observations, owing to the artificial setting that excludes usual 

workplace disruptions [25, 26]. Yet, the simulated setting allowed for an examination of pharmacists' deviations 

from SOPs beyond standard workplace constraints. This contests the common view that deviations mainly arise 

from environmental pressures imposed by work conditions [6, 11]. 

Most importantly, our research demonstrates the occurrence of deviations from SOPs even in controlled settings. 

This result emphasises the persistent impact of the mentioned factors on pharmacists' routine practices, implying 

that, irrespective of differing work conditions, deviating from SOPs may be a regular feature of their work. Panel 

members partly linked such deviations to unrealistic expectations in SOPs that impede compliance, sometimes 

acting as organisational safeguards but proving impractical. Additionally, they observed that pharmacists 

frequently adjust their methods, concentrating only on sub-tasks deemed pertinent, similar to consultant 

anaesthetists who refer to emergency sections of protocols rather than adhering to full checklists, as reported by 

Phipps et al. [27]. 
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Proposed reasons for deviating from SOPs 

A key reason proposed for deviating from SOPs was pharmacists' inclination to prioritise professional judgment, 

in line with the findings of Thomas et al. [6]. Professional judgement is believed to provide flexibility in adhering 

to SOPs in healthcare, given the ever-changing nature of the field, where protocols may not invariably match 

individual patient requirements [8, 28, 29]. For instance, in the study by Jones et al. [10] on CPs, interviewees 

believed that professional judgment occasionally prompted deviations from SOPs to implement actions more 

appropriate for patients. However, the application of professional judgement in community pharmacy is still not 

fully understood, highlighting the need for further research into how CPs employ professional judgement. This is 

particularly relevant in community pharmacy settings, where professional judgment is influenced by professional, 

commercial, and personal elements. Conflicts emerge in these environments due to the retail context, intricate 

remuneration systems, and heavy workloads, which may not always support prioritising patient care [30]. 

Our results highlight pharmacists' dependence on assumptions that certain sub-tasks have been completed by other 

healthcare professionals (HCPs) during prescription creation. This dependence also includes relying on staff to 

flag alerts from dispensing software. This issue is worsened by reported cases of inadequate communication in 

community settings [31], thereby reducing the effectiveness of dispensing software intended to help pharmacists 

identify unsuitable prescribing. Focus group discussions showed that pharmacists sometimes presume problems 

have been resolved by the prescribing HCP or highlighted by dispensers, leading to occasional oversights in 

reviewing those sub-tasks. This aspect of reliance on others/systems adds further complexity to the checking 

process, especially considering earlier studies [14, 32] that indicate CPs already engage in some degree of guess-

work in their practice. Panel members remarked that such reliance is widespread in practice, especially with new 

or one-off patients and/or those treated in secondary care, where information sharing is often poor [33]. 

Furthermore, CPs' perceptions of patients' desired outcomes, with a focus on efficiency as a patient priority, were 

identified as a possible factor in deviations. This observation corresponds with prior research [11, 15] indicating 

that pharmacists often make compromises to fulfil patient expectations. However, patients' preference for 

efficiency in pharmacies is largely assumed, given the absence of direct evidence from patients themselves. Here, 

we identify an interaction between safety concerns and presumed patient demands for operational efficiency that 

affects pharmacists' decisions. As a result, pharmacists might choose less thorough checks to enhance efficiency; 

one illustration is with walk-in patients, where lacking patient history can prevent fulfilling minimum SOP 

requirements. Additionally, consistent with earlier studies [11, 31], work conditions were recognised as barriers 

to SOP adherence. One participant suggested that CPs' extended exposure to high-pressure settings has 

progressively moulded their practices, fostering a habit of performing fewer checks. This explains the deviations 

seen in our study, where pharmacists had sufficient time and no distractions yet still selected checks based on 

perceived relevance. 

 

Strengths and limitations 

The strengths of this study encompass its diverse sample, which closely reflects the actual pharmacist population, 

and the controlled environment that reduces external influences such as interruptions and time constraints. 

However, the comparatively small sample size (12 CPs), although diverse, may limit the broader applicability of 

the results to the wider pharmacist community, particularly due to the under-representation of highly experienced 

pharmacists. Moreover, the controlled research context, while beneficial for limiting external variables and 

lowering confounding risks, may not completely mirror the variable and demanding conditions faced in real 

practice. 

The application of think-aloud yielded important insights into pharmacists' decision-making processes. 

Nonetheless, it must be noted that tacit knowledge could have affected CPs' checking, potentially remaining 

unvoiced during the think-aloud method—a known drawback of this approach [34]. To address this, participants 

were prompted as necessary to articulate every element they checked. Additionally, nearly all deviations have the 

potential for harm, varying from minor to serious. However, we recognise that this potential may not always 

materialise in practice. In this study, we assigned equal importance to all sub-tasks. It should also be mentioned 

that the study's scope may be restricted to CPs working in England. 

 

Implications 

This study revealed a pattern among CPs of skipping elements of SOPs, necessitating a re-evaluation of the 

importance and consequences of these protocols. By exposing this pattern, our study stresses the requirement for 



Tanaka et al., Standard Procedures vs. Real-World Practice: Exploring Variations in Clinical Prescription Checks in English 

Community Pharmacies—A Multi-Method Investigation 

 

 

251 

a more sophisticated strategy to manage protocol adherence in the pharmacy field, recognising that such deviations 

may stem from entrenched habits. The intricacies of clinical checking [13, 15], which rely heavily on clinical 

reasoning, provide some explanation for the observed deviations. However, further exploration of how 

pharmacists develop their clinical judgment is needed. Additionally, we recommend revisions to SOPs to achieve 

a balance between adherence and flexibility, particularly in tasks involving clinical judgment. 

Conclusion 

This study indicates that deviations from established protocols occur during the clinical checking of prescriptions 

in community pharmacies. These deviations were noted in uninterrupted, controlled conditions, differing from 

usual workplace settings. This suggests a tendency among pharmacists where full compliance with SOPs may not 

be routine, independent of environmental influences. The factors contributing to this practice include the 

application of professional judgment, reliance on others, and prioritising patient preferences, especially regarding 

efficiency. 

Future research should examine how risks linked to deviations from clinical checking SOPs can be mitigated and 

investigate approaches to balance efficiency with protocol adherence. This equilibrium seeks to preserve 

efficiency while reducing potential harms from noncompliance with established procedures. 
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