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New Board Member
The New Jersey Board of Pharmacy is pleased to announce 

that Richard A. “Rich” Palombo, RPh, has been reappointed to 
the Board. Mr Palombo served previously on the Board from 
1996 to 2005 and was Board president from 1998 to 2001. 
Rich is employed by Medco Health Solutions, Inc as a director 
of the Pharmacy Professional Practice Group and compliance 
coordinator. He has served as mayor of Upper Township, NJ, 
since 1999, and before becoming mayor, he served as a coun-
cilman from 1997-1999. Mr Palombo replaces Thomas Egan, 
PharmD, who resigned due to health concerns. Our thoughts 
and prayers are with Dr Egan and his family, and we wish him 
a full and speedy recovery. The Board would like to thank Dr 
Egan for his faithful service to the citizens of New Jersey.
Valid Prescription Dates for Refills

A number of instances involving incorrect dates assigned to 
refill prescriptions have recently come to the Board’s attention. 
Specifically, a prescription is only valid for one year from the 
date that it is originally written; not one year from the date it 
is originally filled. It is acceptable to place information on the 
label to tell the patient how long a prescription may be refilled, 
but it may not be an automatic entry based on the date the 
prescription is first filled. According to New Jersey Adminis-
trative Code (NJAC) 13:39-7.3(a), a prescription “shall not be 
renewed without specific authorization of the prescriber, and the 
prescription may not be refilled after one year from the date of 
original prescription.” NJAC 13:39-7.3(a)1 further states that 
“Prescriptions marked “PRN” or other letters or words mean-
ing refill as needed shall not be renewed beyond one year past 
the date of original prescription.”  According to NJAC 13:39-
7.3(b), “When the renewals listed on the original prescription 
have been depleted, no additional renewals may be added to the 
original prescription.” In order to dispense a medication after 
all of the renewals have been depleted or after more than one 
year has passed since the prescription was originally written, 
the pharmacist must obtain authorization from the prescriber 
for a new prescription.
Update on Pharmacy Technician Registration 
Proposal

The pharmacy technician registration proposal was approved 
for adoption by the Board on May 9, 2007. The Board antici-
pates that the adoption will be published in the New Jersey 

Register by early September 2007, and based on language in 
the rule, it will become effective 180 days after the adoption 
publication date. Specific information regarding the actual pro-
cess for registration will be published in the next Newsletter.
National Association of Boards of Pharmacy 
President-Elect

The New Jersey Board of Pharmacy congratulates Board 
member Richard A. Palombo, who was elected to serve as 
president-elect of the National Association of Boards of 
Pharmacy® (NABP®) during the Association’s 103rd Annual 
Meeting in Portland, OR, from May 19-22, 2007. Mr Palombo 
will serve as president-elect for one year, then will assume the 
position of NABP president at the May 2008 Annual Meeting. 
Prior to his election, Mr Palombo was a member of the NABP 
Executive Committee representing District 2 and also served 
as the liaison to both the New Jersey State Legislature and the 
Enforcement and Inspections Bureau and was the committee 
chair for Continuous Quality Improvement. In his role as a 
director with the Pharmacy Professional Practice Group and 
compliance coordinator for Medco Health Solutions, Mr Pal-
ombo served as an emergency response team member following 
Hurricane Katrina, opening and directing emergency mobile 
pharmacy operations to supply patients with prescription medi-
cations from September 1-28, 2005. Mr Palombo has been an 
integral member of NABP since 2000, serving as chair of the 
Committee on Law Enforcement/Legislation and as a member 
of the Task Force on Emergency Preparedness, Response, and 
the US Drug Distribution System, the Task Force on Privacy, 
and the Task Force to Examine the Quality and Standards of 
Internship Requirements.
Disciplinary Actions

The actions listed below include only those where the 
individual’s license to practice has been revoked, surrendered, 
suspended, restricted, or reinstated and do not include any other 
actions taken by the Board. Information regarding the current 
status of a pharmacist’s license may be obtained either at the 
Division of Consumer Affairs Web site or by calling the License 
Verification Line at 973/273-8090.
License Suspensions/Surrenders/Revocations
Steven Mensha-Narh, RPh – Respondent was convicted of 

one count of Conspiracy to Distribute Controlled Dangerous 
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National Pharmacy Compliance News
(Applicability of the contents of articles in the National Pharmacy Compliance News to a particular state or jurisdiction should not be assumed 

and can only be ascertained by examining the law of such state or jurisdiction.)

FDA Issues Guidance on Glycerin Testing to 
Prevent DEG Poisoning

Spurred to action by repeated instances of diethylene gly-
col (DEG) poisoning, Food and Drug Administration (FDA) 
recently issued a guidance for industry entitled “Testing of 
Glycerin for Diethylene Glycol.” This guidance provides 
recommendations on testing that will help pharmaceutical 
manufacturers, repackers, and other suppliers of glycerin, and 
pharmacists who engage in drug compounding, to avoid the 
use of glycerin that is contaminated with DEG and prevent 
incidents of DEG poisoning. 

DEG contamination of glycerin can be detected by using 
specific analytical test procedures described in the United States 
Pharmacopeia monograph for glycerin, which quantifies the 
amount of DEG present at a detection level of 0.1%, as recom-
mended by the interagency Diethylene Glycol Contamination 
Prevention Workshop of 1997. The guidance is available on 
the FDA Web site at www.fda.gov/cder/guidance/7654fnl.htm. 
FDA is accepting electronic comments on the guidance at  
www.fda.gov/dockets/ecomments.
Improperly Compounded Colchicine Blamed 
for Recent Deaths

Compounded colchicine that was 10 times as potent as 
labeled was responsible for two recent deaths in Oregon and 
Washington, the Portland Tribune reported on April 27, 2007. 
State officials are investigating the drug’s role in a third death, 
also in Oregon. The drug was sent to a Portland, OR, clinic by 
ApothéCure, Inc, a Dallas, TX-based compounding pharmacy 
that distributes its drugs throughout the country. The two 
patients who died had received injections of colchicine as a 
treatment for back pain. Lab tests revealed that the colchicine 
administered in the two deaths had a potency of 4 mg/ml, 
rather than the 0.5 mg/ml stated on labels. According to Gary 
A. Schnabel, executive director of the Oregon State Board of 
Pharmacy, ApothéCure, a licensed Texas pharmacy, may be 
operating as a manufacturer. Both the Oregon Board and the 
Texas State Board of Pharmacy have opened investigations 
into the incident. The Texas Board advised ApothéCure to 
stop making colchicine; the company agreed, the Portland 
Tribune reported. On May 2, FDA announced the recall of all 
strengths, sizes, and lots of injectable colchicine compounded 
and sold by ApothéCure within the last year. The FDA 
MedWatch Safety summary on this issue is available at  
www.fda.gov/medwatch/safety/2007/safety07.htm#Colchicine.
New Podcasts Provide Emerging Drug Safety 
Information

FDA recently supplemented its print- and Web-based public 
health advisories with the launch of an audio broadcast service 
providing emerging drug safety information. The broadcasts, 
commonly known as podcasts, can be transmitted to personal 
computers and personal audio players. The service is part of 
FDA’s ongoing effort to broaden and speed its communications 
on the safety of marketed medications when unexpected adverse 
events are reported to FDA. Since FDA launched the service in 
February 2007, broadcasts have addressed the potential hazards 

of local anesthetics used in hair removal; the voluntary market 
withdrawals of drugs to treat the symptoms of Parkinson’s disease 
and irritable bowel syndrome; and serious adverse events associ-
ated with agents that reduce the need for blood transfusions in 
cancer patients. The broadcasts are available on the FDA Web site 
at www.fda.gov/cder/drug/podcast/default.htm.
Prevent Tragedies Caused by Syringe Tip Caps

This column was prepared by the Institute 
for Safe Medication Practices (ISMP). ISMP 
is an independent nonprofit agency that works 
closely with United States Pharmacopeia (USP) 
and FDA in analyzing medication errors, near 
misses, and potentially hazardous conditions 

as reported by pharmacists and other practitioners. ISMP then 
makes appropriate contacts with companies and regulators, 
gathers expert opinion about prevention measures, then pub-
lishes its recommendations. If you would like to report a prob-
lem confidentially to these organizations, go to the ISMP Web site  
(www.ismp.org) for links with USP, ISMP, and FDA. Or call 1-800/ 
23-ERROR to report directly to the USP-ISMP Medication 
Errors Reporting Program. ISMP address: 1800 Byberry Rd, 
Huntingdon Valley, PA 19006. Phone: 215/947-7797. E-mail: 
ismpinfo@ismp.org. 

Over the past several years, there have been a number of 
reports where children have swallowed or choked on hypo-
dermic syringe caps that were overlooked by parents and 
left on the syringes administering the medication. In 2001, 
a 5-month-old child asphyxiated when a cap from a Becton 
Dickinson 3 ml hypodermic syringe ejected into his throat 
during medication administration. In this case, a pediatrician 
provided the parents with the hypodermic syringe (without 
the needle) to administer Vantin® (cefpodoxime) suspension. 
With the cap intact, the father inserted the syringe into the 
Vantin, pulled back the plunger, and the medication flowed 
into the syringe. To him, the cap appeared to be part of the 
syringe. When he placed the syringe containing the medica-
tion into the baby’s mouth, the cap flew off and became lodged 
in his airway. The baby was taken to the hospital where a 
procedure was performed to remove the cap; however, he 
did not survive.

Despite these reports, the mother of a 9-month-old child 
recently notified the Institute for Safe Medication Practices 
about a near fatal experience involving her child. Her com-
munity pharmacist gave her a parenteral syringe (without 
the needle) to help her accurately measure and administer 
an oral rehydration liquid for her daughter. Unfortunately, 
the pharmacist’s good intention resulted in patient harm. The 
mother was unaware that the syringe tip held a small, trans-
lucent cap; however, despite this, she was able to withdraw 
the oral liquid. Then as she administered the liquid, the cap 
on the end of the syringe ejected and became lodged in the 
child’s throat, causing airway obstruction. Fortunately, the 
child recovered.

Although parenteral syringes are not designed for oral 
administration, health care practitioners may provide them 
to patients or caregivers to measure oral liquids without 
realizing how dangerous this practice may be. Some syringe 
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Substances in violation of NJSA 2C:5-2 in the Superior Court 
of Union County, NJ. On February 24, 2006, respondent 
was sentenced to 90 days in Union County Jail and then 
placed on probation for two years, ordered to pay $30,000 
in penalties, and ordered to surrender his pharmacy license 
with prejudice to reinstatement in the state of New Jersey. 
Ordered: Respondent’s license to practice pharmacy in 
the state of New Jersey has been revoked with prejudice to 
reinstatement. (Filed June 28, 2006.)

Kenneth Rizzo, RPh – Respondent was convicted of one count 
of Grand Larceny Second Degree and one count of Offering 
a False Instrument for Filing. Respondent was sentenced to a 
one (1) year term of imprisonment for each count to be served 
concurrently, fined $2,000, and ordered to make restitution 
in full. Ordered: Respondent’s license has been revoked 
pursuant to NJSA 45:1-21(f) in that the conviction is one of 
moral turpitude and/or relates adversely to the practice of 
pharmacy. (Filed July 12, 2006.)

Michael Stavitski, RPh – Respondent pled guilty to the second 
degree crimes of Health Care Claims Fraud in New Jersey 
Superior Court, Monmouth County. Ordered: Respondent’s 
right to reinstate his license to practice pharmacy in the state of 
New Jersey has been revoked. (Filed on November 9, 2006.)

William Adamshick, RPh – Respondent was convicted 
of one count of Health Care Claims Fraud in violation of 
NJSA 2C:21-4. On January 10, 2006 the Superior Court of 
Ocean County, NJ, placed the respondent on probation for a 
term of three (3) years and ordered him to make restitution 
in the amount of $50,000. Ordered: Respondent’s license 
to practice pharmacy in the state of New Jersey has been 
suspended until further order of the Board. Respondent may 
not request reinstatement earlier than one (1) year from the 
entry of the Order as imposed by the Superior Court. (Filed 
on March 29, 2006.)

Tess Fan, RPh – Respondent displayed an inattention to de-
tail regarding the dosage of a medication for an infant and 
demonstrated a failure to appreciate the fact that the dosage 
was so outside the norm as to constitute a deviation from the 
standards of conduct applicable to the profession, and thus 
violative of NJSA 45:1-21(e). Ordered: Respondent’s license 
to practice pharmacy shall be suspended for six months from 
the date of entry of this Order, all of which shall be stayed and 

served as a period of probation. Additionally, respondent shall 
submit documentation to the Board of her successful comple-
tion of four (4) continuing education credits in medication 
errors and she must pay the costs of all investigations and a 
civil penalty of $2,500. (Filed on March 22, 2006.)

Robert Knemoller, RPh – Respondent diverted a controlled 
dangerous substance from his employer’s active drug stock. 
Ordered: Respondent has voluntarily surrendered his New 
Jersey license to practice pharmacy upon entry of this Order 
to be deemed a suspension. (Filed on March 29, 2006.)

Erik J. Jodelka, RPh – Respondent diverted a controlled 
dangerous substance from his employer’s active drug stock. 
Ordered: Respondent has voluntarily surrendered his New 
Jersey license to practice pharmacy upon entry of this Order 
to be deemed a suspension. (Filed March 29, 2006.)

Charles Rubinstein, RPh – Respondent was convicted of a 
Third Degree Crime of Possession of a controlled danger-
ous substance, which was diverted from his employer’s drug 
stock. Respondent was sentenced to a three (3) year proba-
tionary term, a six (6) months driver’s license suspension, 
100 hours community service, random urine screens, out-
patient treatment for substance abuse for a minimum of six 
(6) years and fines totaling $1,130. Ordered: Respondent’s 
license to practice pharmacy in the state of New Jersey has 
been suspended. (Filed April 7, 2006.)

Christal D. Marrazzo-Tallia, RPh – Respondent diverted a 
controlled dangerous substance from her employer’s active 
drug stock. Ordered: Respondent voluntarily surrendered her 
New Jersey license to practice pharmacy upon entry of this 
Order to be deemed a suspension. (Filed May 11, 2006.)


