


































































































































































































 
IOWA BOARD OF PHARMACY 

 
2016 CALENDAR OF BOARD MEETINGS AND CONFERENCES 

 
 
 
MONTH  MEETING   DATE(S)  LOCATION 
 
January  Board Meeting  January 12-13   Des Moines 
 
January  IPA Legislative Day  January 27   Des Moines 
 
February  Midwest Pharmacy Expo February 12-14 Des Moines 
 
March   Board Meeting  March 8-9   Des Moines 
       Alternate   March ??  Iowa City 
March   APhA Annual Meeting March 4-7  Baltimore, MD    
 
May   Board Meeting  May 3-4   Des Moines 
 
May   NABP 112th   May 14-17  San Diego, CA 
   Annual Meeting 
 
June   IPA Annual Meeting  June 17-18  West Des Moines 
 
June   Board Meeting  June 28-29  Des Moines 
 
August   NABP/AACP Dist. Five August 4-6  Lincoln, NE 
   79th Annual Meeting 
 
August   Board Meeting  August 30-31   Des Moines 
 
September   CLEAR Annual Conference September 18-21 New Orleans, LA 
 
November  Board Meeting  November 1-2  Des Moines 
 
December  51st ASHP Midyear  December 4-6  Las Vegas, NV 
   Clinical Meeting  



 
 

 
 
 
 

 
 
 

TO:  EXECUTIVE OFFICERS – STATE BOARDS OF PHARMACY 

FROM: Carmen A. Catizone, Executive Director/Secretary 

DATE:  October 1, 2015 

RE:  Nominations for the 2016 Lester E. Hosto Distinguished Service Award, 2016  
  Fred T. Mahaffey Award, 2016 NABP Honorary President, and the 2016 John F.  
  Atkinson Service Award to be presented at the NABP 112th Annual Meeting 

_____________________________________________________________________________ 
 
Nominations are currently being accepted for the following NABP awards: 2016 Lester E. Hosto 
Distinguished Service Award (DSA), 2016 Fred T. Mahaffey Award, 2016 NABP Honorary 
President, and the 2016 John F. Atkinson Service Award. The awards presentation will take 
place at the NABP 112th Annual Meeting, May 14-17, 2016, at the Hilton San Diego Bayfront in 
San Diego, CA.  
 
 

Lester E. Hosto DSA  
Named in memory of the 1990-1991 NABP President Lester E. Hosto, this award is the 
highest honor bestowed by the Association. The DSA is awarded in recognition of 
exemplary service in protecting the public health and significant involvement with 
NABP. Any individual who meets these criteria may be nominated for the DSA, 
regardless of his or her member affiliation with NABP.  
 
During the NABP Annual Meeting, the recipient of the DSA is presented with a 
distinguished plaque and pin acknowledging the Association’s recognition of the 
recipient’s meritorious efforts.  

 
 

Fred T. Mahaffey Award  
Named in honor of the late NABP executive director emeritus, the Fred T. Mahaffey 
Award recognizes a member board of pharmacy that has made substantial contributions 
to the regulation of the pharmacy profession during the past year. The nominated board’s 
efforts must have contributed to the protection of the public health and welfare through 
the enforcement of state and federal laws and regulations, and to the advancement of 
NABP goals and objectives as specified in the Association’s Constitution and Bylaws.  
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Honorary President  
Nominees must meet the following criteria:  
 service on one or more NABP committees or task forces;  
 participation in district and Annual Meetings;  
 exemplary services for, or on behalf of, NABP  
 strong commitment to NABP, the mission of the Association to protect the public 
 health, and the profession of pharmacy; and  
 affiliation, (either current or past,) as a board member or as an administrative 
 officer of an active or associate member board.  

 
 

John F. Atkinson Service Award  
The John F. Atkinson Service Award is awarded in recognition of exemplary service in 
protecting the public health and should encompass pharmacy law, inspectors, and 
compliance officers. It is awarded to an individual(s) who has supported the goals and 
objectives of the Association and the state boards of pharmacy to protect the public health 
and advanced the need to maintain the safety and integrity of the distribution and 
dispensing of medications. The extraordinary achievement must have resulted in an 
accomplishment as exceptional and outstanding as to clearly set the individual apart from 
his colleagues.  

 
 
Nominations for these awards must be received at NABP Headquarters no later than  
December 31, 2015. Letters of nomination, along with a brief biography and current resume or 
curriculum vitae of the nominee, must include an account explaining why the nominee should be 
considered for an award.  
 
A nomination form is available on the NABP Web site in the Meetings section, or via the 
following link: http://www.nabp.net/system/rich/rich_files/rich_files/000/001/131/original/2016-
nomination-form-fillable.pdf.  
 
The NABP Executive Committee will review the nominations and select the award recipients. 
Please submit your nomination to my attention at NABP Headquarters, 1600 Feehanville Dr, 
Mount Prospect, IL 60056. For more information, please contact Lisa Braddy, executive office 
supervising coordinator, via e-mail at  or via phone at , ext. 
4462.  
 
 
cc: NABP Executive Committee 

 
 



 
 
 

 
 
 

TO: EXECUTIVE OFFICERS – STATE BOARDS OF PHARMACY,  
DEANS – SCHOOLS AND COLLEGES OF PHARMACY 

FROM: Carmen A. Catizone, Executive Director/Secretary    

DATE:  October 8, 2015 

RE:  MPJE Program Notification 

______________________________________________________________________________ 
In 2014, the National Association of Boards of Pharmacy® (NABP®) facilitated a review of the 
Multistate Pharmacy Jurisprudence Examination® (MPJE®) competency statements to ensure that 
the content areas represented are current and relevant to the application of pharmacy law in 
practice. The review resulted in modifications and additions to the content areas and these 
outcomes were included in a national survey of pharmacy regulators earlier this year. The survey 
yielded information regarding the importance of each of the content areas in practice which in 
turn produced weights for the MPJE blueprint.  
 
Following the survey, NABP conducted an evaluation of the passing standard for the MPJE. The 
purpose of the MPJE passing standard meeting is to make a recommendation regarding the level of 
demonstrable performance that is necessary to pass the examination. To support the validation of a 
passing (cut) score recommendation and decision, standard setting meetings are held with subject 
matter experts who understand the purpose of the examination, the content being tested, and 
characteristics of the examinees. The panel that participated in the MPJE standard setting process 
was composed of pharmacists from a variety of backgrounds and experiences – board of pharmacy 
affiliates (executives, members), active practitioners, inspectors/compliance officers, board counsel, 
and academicians. Collectively, the panel has the requisite expertise encompassing the scope of 
pharmacy practice and the capacity to recommend a minimum standard for the knowledge and skills 
necessary for licensure.  
 
NABP is providing the following summary of updates to the MPJE program to provide timely 
information to the boards of pharmacy participating in the MPJE program and to the schools and 
colleges of pharmacy. The implementation of the MPJE program changes will be effective April 
2016. 
 

• The MPJE will be assembled under the new (updated) competency statements and 
content area domain allocations (see accompanying attachment). 

• The number of examination items will increase from 90 to 120. Of the 120 items, 100 
will be used to produce a score for the MPJE and 20 will non-scored or pretest items. The 
increase in the number of questions will ensure testing across all of the content areas. 
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• Maximum testing time for the examination will increase from two hours to two and a half 
hours. The appointment time with the vendor, Pearson VUE, will be three hours to allow 
for time to read and agree to the confidentially/non-disclosure agreement, tutorial, and 
post-exam survey. To account for the additional seat time and exam development, the 
MPJE registration fee will increase from $210 to $250. 

• A new passing standard for the MPJE will be implemented on April, 2016; however, the 
scaled score required to pass will remain at 75. It is typical to see variations in the pass 
rates after a new standard is in place.  
 

If you have any questions regarding the updates to the MPJE program, please contact Maria 
Incrocci, competency assessment senior manager at  or . 
 
 
 
cc: Lucinda Maine, American Association of Colleges of Pharmacy  

Peter Vlasses, Accreditation Council for Pharmacy Education 
  NABP Executive Committee  
       NABP Advisory Committee on Examinations       
       NABP MPJE Review Committee 
            Carmen A. Catizone‚ Executive Director/Secretary 
       



Multistate Pharmacy Jurisprudence Examination 

Competency Statements  
(to be implemented April 2016)  

 

Area 1 Pharmacy Practice (83%) 

1.1 Legal responsibilities of the pharmacist and other pharmacy personnel  

1.1.1 Unique legal responsibilities of the pharmacist-in-charge (or equivalent), pharmacists, interns, 
and pharmacy owners 

Responsibilities for inventory, loss and/or theft of prescription drugs, the destruction/disposal of 
prescription drugs and the precedence of Local, State, or Federal requirements 

1.1.2 Qualifications, scope of duties, and conditions for practice relating to pharmacy technicians and 
all other non-pharmacist personnel 

Personnel ratios, duties, tasks, roles, and functions of non-pharmacist personnel 

1.2 Requirements for the acquisition and distribution of pharmaceutical products, including 
samples 

1.2.1 Requirements and record keeping in relation to the ordering, acquiring, and maintenance of all 
pharmaceutical products and bulk drug substances/excipients 

Legitimate suppliers, pedigrees and the maintenance of acquisition records 

1.2.2 Requirements for distributing pharmaceutical products and preparations, including the content 
and maintenance of distribution records 

Legal possession of pharmaceutical products (including drug samples), labeling, packaging, 
repackaging, compounding, and sales to practitioners 

1.3 Legal requirements that must be observed in the issuance of a prescription/drug order 

1.3.1 Prescription/order requirements for pharmaceutical products and the limitations on their 
respective therapeutic uses 

Products, preparations, their uses and limitations applicable to all prescribed orders for both 
human and veterinary uses 

1.3.2 Scope of authority, scope of practice, and valid registration of all practitioners who are 
authorized under law to prescribe, dispense, or administer pharmaceutical products, including 
controlled substances 



Federal and State registrations, methadone programs, office-based opioid treatment programs, 
regulations related to retired or deceased prescribers, Internet prescribing, limits on 
jurisdictional prescribing 

1.3.3 Conditions under which the pharmacist participates in the administration of pharmaceutical 
products, or in the management of patients' drug therapy 

Prescriptive authority, collaborative practice, consulting, counseling, medication administration 
(including immunization, vaccines), ordering labs, medication therapy management, and disease 
state management 

1.3.4 Requirements for issuing a prescription/order 

Content and format for written, telephonic voice transmission, electronic facsimile, computer 
and Internet, during emergency conditions, and tamper-resistant prescription forms. 

1.3.5 Requirements for the issuance of controlled substance prescriptions/orders 

Content and format for written, telephonic voice transmission, electronic facsimile, 
computerized  and Internet, during emergency conditions, conditions for changing a 
prescription, time limits for dispensing initial prescriptions/drug orders, and requirements for 
multiple Schedule II orders 

1.3.6 Limits of a practitioner’s authority to authorize refills of a pharmaceutical product, including 
controlled substances 

1.4 Procedures necessary to properly dispense a pharmaceutical product, including controlled 
substances, pursuant to a prescription/drug order 

1.4.1 Responsibilities for determining whether prescriptions/orders were issued for a legitimate 
medical purpose and within all applicable legal restrictions 

Corresponding responsibility, maximum quantities, restricted distribution systems, red 
flags/automated alerts, controlled substances, valid patient / prescriber relationship, and due 
diligence to ensure validity of the order 

1.4.2 Requirements for the transfer of existing prescription/order information from one pharmacist to 
another 

1.4.3 Conditions under which a prescription/order may be filled or refilled 

Emergency fills or refills, partial dispensing of a controlled substance, disaster or emergency 
protocol, patient identification, requirement for death with dignity, medical marijuana, and 
conscience /moral circumstances 

1.4.4 Conditions under which prospective drug use review is conducted prior to dispensing  

Patient specific therapy and requirements for patient specific documentation 

1.4.5 Conditions under which product selection is permitted or mandated 



Consent of the patient and/or prescriber, passing-on of cost savings, and appropriate 
documentation 

1.4.6 Requirements for the labeling of pharmaceutical products and preparations dispensed pursuant 
to a prescription/order   

Generic and therapeutic equivalency, formulary use, auxiliary labels, patient package inserts, 
FDA medication guides, and written drug information 

1.4.7 Packaging requirements of pharmaceutical products, preparations, and devices to be dispensed 
pursuant to a prescription/order 

Child-resistant and customized patient medication packaging 

1.4.8 Conditions under which a pharmaceutical product, preparation, or device may not be dispensed 

Adulteration, misbranding, and dating 

1.4.9 Requirements for compounding pharmaceutical products 

Environmental controls, release checks and testing, beyond use date (BUD), initial and ongoing 
training  

1.4.10 Requirements for emergency kits 

Supplying, maintenance, access, security, and inventory 

1.4.11 Conditions regarding the return and/or reuse of pharmaceutical products, preparations, bulk 
drug substances/excipients, and devices 

Charitable programs, cancer or other repository programs, previously dispensed, and from ""will 
call"" areas of pharmacies 

1.4.12 Procedures and requirements for systems or processes whereby a non-pharmacist may obtain 
pharmaceutical products, preparations, bulk drug substances/excipients, and devices 

Pyxis (vending), after hour’s access, telepharmacies, and secure automated patient drug 
retrieval centers 

1.4.13 Procedures and requirements for establishing and operating central processing and central fill 
pharmacies 

Remote order verification 

1.4.14 Requirements for reporting to PMP, accessing information in a PMP and the maintenance of 
security and confidentiality of information accessed in PMPs 

1.4.15 Requirements when informed consent must be obtained from the patient and/or a duty to warn 
must be executed 

Collaborative practice and investigational drug therapy  



1.5 Conditions for making an offer to counsel or counseling appropriate patients, including the 
requirements for documentation 

1.5.1 Requirements to counsel or to make an offer to counsel 

1.5.2 Required documentation necessary for counseling 

1.6 Requirements for the distribution and/or dispensing of non-prescription pharmaceutical 
products, including controlled substances 

1.6.1 Requirements for the labeling of non-prescription pharmaceutical products and devices 

1.6.2 Requirements for the packaging and repackaging of non-prescription pharmaceutical products 
and devices 

1.6.3 Requirements for the distribution and/or dispensing of poisons, restricted, non-prescription 
pharmaceutical products, and other restricted materials or devices 

Pseudoephedrine, dextromethorphan, emergency contraception, and behind the counter 
products as appropriate 

1.7 Procedures for keeping records of information related to pharmacy practice, pharmaceutical 
products and patients, including requirements for protecting patient confidentiality 

1.7.1 Requirements pertaining to controlled substance inventories 

1.7.2 Content, maintenance, storage, and reporting requirements for records required in the 
operation of a pharmacy 

Prescription filing systems, computer systems and backups, and prescription monitoring 
programs 

1.7.3 Requirements for protecting patient confidentiality and confidential health records 

HIPAA requirements and conditions for access and use of information 

1.8 Requirements for handling hazardous materials such as described in USP <800> 

1.8.1 Requirements for appropriate disposal of hazardous materials 

1.8.2 Requirements for training regarding hazardous materials 

Reverse distributors, quarantine procedures, comprehensive safety programs, Material Safety 
Data Sheets  

1.8.3 Environmental controls addressing the proper storage, handling, and disposal of hazardous 
materials 

Ventilation controls, personal protective equipment, work practices, and reporting 

1.8.4 Methods for the compounding, dispensing and administration of hazardous materials  

All hazardous materials including sterile and non-sterile compounding 



Area 2 Licensure, Registration, Certification, and Operational Requirements (15%) 

2.1 Qualifications, application procedure, necessary examinations, and internship for licensure, 
registration, or certification of individuals engaged in the storage, distribution, and/or 
dispensing of pharmaceutical products (prescription and non-prescription) 

2.1.1 Requirements for special or restricted licenses, registration, authorization, or certificates  

Pharmacists, pharmacist preceptors, pharmacy interns, pharmacy technicians, controlled 
substance registrants, and under specialty pharmacist licenses (Nuclear, Consultant etc.) 

2.1.2 Standards of practice related to the practice of pharmacy 

Quality assurance programs (including peer review), changing dosage forms, therapeutic 
substitution, error reporting, public health reporting requirements (such as notification of 
potential terrorist event, physical abuse, and treatment for tuberculosis), and issues of 
conscience and maintaining competency 

2.1.3 Requirements for classifications and processes of disciplinary actions that may be taken against 
a registered, licensed, certified, or permitted individual    

2.1.4 Requirements for reporting to, and participating in, programs addressing the inability of an 
individual licensed, registered, or certified by the Board to engage in the practice of pharmacy 
with reasonable skill and safety 

Impairment caused by the use of alcohol, drugs, chemicals, or other materials, or mental, 
physical, or psychological conditions 

2.2 Requirements and application procedure for the registration, licensure, certification, or 
permitting of a practice setting or business entity 

2.2.1 Requirements for registration, license, certification, or permitting of a practice setting 

In-state pharmacies, out-of-state pharmacies, specialty pharmacies, controlled substance 
registrants, wholesalers, distributors, manufacturers/repackagers, computer services providers, 
and internet pharmacies 

2.2.2 Requirements for an inspection of a licensed, registered, certified, or permitted practice setting 

2.2.3 Requirements for the renewal or reinstatement of a license, registration, certificate, or permit 
of a practice setting 

2.2.4 Classifications and processes of disciplinary actions that may be taken against a registered, 
licensed, certified, or permitted practice setting 

2.3 Operational requirements for a registered, licensed, certified, or permitted practice setting 

2.3.1 Requirements for the operation of a pharmacy or practice setting that is not directly related to 
the dispensing of pharmaceutical products 



Issues related to space, equipment, advertising and signage, security (including temporary 
absences of the pharmacist), policies and procedures, libraries and references (including 
veterinary), and the display of licenses 

2.3.2 Requirements for the possession, storage, and handling of pharmaceutical products, 
preparations, bulk drug substances/excipients, and devices, including controlled substances 

Investigational new drugs, repackaged or resold drugs, sample pharmaceuticals, recalls, and 
outdated pharmaceutical products 

2.3.3 Requirements for delivery of pharmaceutical products, preparations, bulk drug 
substances/excipients, and devices, including controlled substances 

Issues related to identification of the person accepting delivery of a drug, use of the mail, 
contract delivery, use of couriers, use of pharmacy employees, use of kiosks, secure mail boxes, 
script centers, use of vacuum tubes, and use of drive-up windows 

Area 3 General Regulatory Processes  (2%) 

3.1 Application of regulations 

3.1.1 Laws and rules that regulate or affect the manufacture, storage, distribution, and dispensing of 
pharmaceutical products, preparations, bulk drug substances/excipients, and devices, 
(prescription and non-prescription), including controlled substances 

Food, Drug, and Cosmetic Act(s) and  Regulations, the Controlled Substances Act(s) and 
Regulations, OBRA 90's Title IV Requirements, Practice Acts and Rules, other statutes and 
regulations, including but not limited to, dispensing of methadone, child-resistant packaging, 
tamper resistant packaging, drug paraphernalia, drug samples, pharmacist responsibilities in 
Medicare-certified skilled-nursing facilities, NDC numbers, and schedules of controlled 
substances 
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State of Iowa 
Board of Pharmacy 

400 SW Eighth Street, Suite E 
Des Moines, Iowa 50309-4688 

(515) 281-5944 
Website: http://www.state.ia.us/ibpe 

 
 

M E M O R A N D U M 
 

TO:  Iowa Board of Pharmacy 
 
FROM: Compliance Officers 
 
SUBJECT: Proposed revisions to USP Chapter 797 for sterile compounding 
 
DATE:  October 20, 2015 
 
Proposed revision to USP Chapter 797 for sterile compounding will be published for comment 
on November 2, 2015 and comments will be accepted until January 31, 2016. Below is a brief 
summary of the proposed changes. 
 
 Completely reorganizes the chapter and groups like sections together, eliminating 

redundancies, and clarify requirements. The sections are numbered. 
 Replaces the “Low-, Medium-, and High-risk” level terminology with Category 1 and 

Category 2 risk levels. Category 1 CSPs have a shorter BUD and can be prepared in a 
segregated compounding area and Category 2 CSPs have a longer BUD and require a 
cleanroom environment. 

 Information specific to hazardous drug handling is removed and replaced with a reference 
to USP Chapter 800. 

 Introduces a new term “in-use time” that designates the time frame in which 
commercially available products used to prepare CSPs and CSPs must be used after being 
opened or punctured. 

 Guidance is provided for sterility testing on batch sizes less than 40 and refers to a 
different USP Chapter for batch sizes greater than 40. 

 Specifies that the chapter covers compounding for both humans and animals, preparation 
of proprietary bag and vial systems, and repackaging of commercially available products. 

 Personnel qualifications become more strict (including visual observation of hand 
hygiene / garbing, gloved fingertip sampling, and MFT required quarterly regardless of 
category; requalification when there has been a 3 month or longer break from 
compounding). 



2 
 

 Environmental sampling requirements become more strict (including viable airborne 
particle monitoring and surface sampling at least monthly). 

 “Immediate-use” is replaced with “Urgent-use”. 
 Media-fill testing is simplified to require the most challenging compound the pharmacy 

makes with microbial growth medium substituted for the ingredients. 
 If compounding Category 2 CSPs, the ante-area and buffer areas must be physically 

separate rooms with doors / walls. 
 Cleaning and disinfecting frequencies stay consistent, but allows less frequent cleaning if 

compounding occurs less frequently; sporicidal agents are required weekly. 
 Automatic compounding devices must have “accuracy assessment” each day used with 

daily record and weekly review of record required. 
 Adds requirements for master formulation and compounding records. 
 Enhances requirements for visual inspection of each injectable CSP prior to release. 
 Records are required to be maintained for at least 3 years after the BUD. 

 
Some potential questions / comments: 
 
 Quarterly personnel monitoring requirements are significantly different; suggest annually 

for Category 1 and every 6 months for Category 2. 
 Segregated compounding area (“SCA”) surfaces are required to be smooth, impervious, 

free from cracks and crevices, etc. but this area is not classified likely because it cannot 
meet these requirements. 

 Cleaning tools are required to be sterile, including for SCA, but SCA is not classified and 
would not be able to maintain sterility. 

 The chapter requires compounders to qualify the vendors it uses and that such 
“qualification must include an evaluation of the vendor’s reputation and reliability”. A 
reputation is completely subjective – who determines what is acceptable? 

 The chapter specifically identifies that it covers compounding for animals and has an 
entire section on APIs; however, current law does not allow compounding for animals 
from bulk drug substances (although recently released guidance indicates that 
enforcement action may not be taken, in certain circumstances); how does a compounder 
reconcile the conflict in law? 



 
BRIEFING 

797  Pharmaceutical Compounding—Sterile Preparations, USP 39 page 626. It is 
proposed to revise this chapter to improve clarity, respond to stakeholder input, and 
reflect new science. Major edits to the chapter include: 

1. Reorganized existing chapter to group similar topics together, eliminate 
redundancies, and clarify requirements. Key procedural information is placed in 
boxes so that it can be easily referenced and followed. 

2. Collapsed compounded sterile preparations (CSP) microbial risk categories from 
three to two and changed terminology. No sterile compounding is inherently 
“low risk” and preparation of all CSPs must be done carefully. Categories were 
renamed neutrally as Category 1 and 2 CSPs, which are distinguished primarily 
by the conditions under which they are made and the time within which they are 
used. Category 1 CSPs have a shorter beyond use date (BUD) and may be 
prepared in a segregated compounding area; Category 2 CSPs have a longer 
BUD and must be prepared in a cleanroom environment. 

3. Removed specific information on handling of hazardous drugs and added 
references to Hazardous Drugs—Handling in Healthcare Settings 800 . 

4. Introduced terminology for “in-use time” to refer to the time before which a 
conventionally manufactured product used to make a CSP must be used after it 
has been opened or punctured, or a CSP must be used after it has been 
opened or punctured. 

Additionally, the chapter was revised to add requirements for maintaining master 
formulation and compounding records, provide guidance on use of isolators, and add 
guidance for sterility testing of CSP prepared in batch sizes of less than 40. 

The proposed chapter is posted online at www.usp.org/usp-nf/notices/general-chapter-
797-proposed-revision with line numbers. Please provide the line numbers 
corresponding to your comments when submitting comments to 

. 

Additionally, minor editorial changes have been made to update the chapter to current 
USP style. 

   
   
(CMP: J. Sun.) 
Correspondence Number—C163428 

 



797  PHARMACEUTICAL 
COMPOUNDING—STERILE 

PREPARATIONS 

Change to read: 
 

INTRODUCTION 

The objective of this chapter is to describe conditions and practices to prevent harm, 
including death, to patients that could result from (1) microbial contamination 
(nonsterility), (2) excessive bacterial endotoxins, (3) variability in the intended strength 
of correct ingredients that exceeds either monograph limits for official articles (see 
“official” and “article” in the General Notices and Requirements) or 10% for nonofficial 
articles, (4) unintended chemical and physical contaminants, and (5) ingredients of 
inappropriate quality in compounded sterile preparations (CSPs). Contaminated CSPs 
are potentially most hazardous to patients when administered into body cavities, central 
nervous and vascular systems, eyes, and joints, and when used as baths for live organs 
and tissues. When CSPs contain excessive bacterial endotoxins (see Bacterial 
Endotoxins Test 85 ), they are potentially most hazardous to patients when 
administered into the central nervous system. 

Despite the extensive attention in this chapter to the provision, maintenance, and 
evaluation of air quality, the avoidance of direct or physical contact contamination is 
paramount. It is generally acknowledged that direct or physical contact of critical sites of 
CSPs with contaminants, especially microbial sources, poses the greatest probability of 
risk to patients. Therefore, compounding personnel must be meticulously conscientious 
in precluding contact contamination of CSPs both within and outside ISO Class 5 (see 
Table 1) areas. 

To achieve the above five conditions and practices, this chapter provides minimum 
practice and quality standards for CSPs of drugs and nutrients based on current 
scientific information and best sterile compounding practices. The use of technologies, 
techniques, materials, and procedures other than those described in this chapter is not 
prohibited so long as they have been proven to be equivalent or superior with statistical 
significance to those described herein. The standards in this chapter do not pertain to 
the clinical administration of CSPs to patients via application, implantation, infusion, 
inhalation, injection, insertion, instillation, and irrigation, which are the routes of 
administration. Four specific categories of CSPs are described in this chapter: low risk 
level, medium-risk level, and high-risk level, and immediate use. Sterile compounding 
differs from nonsterile compounding (see Pharmaceutical Compounding—Nonsterile 

Preparations 795  •• (CN 1 May 2016)
) primarily by requiring the maintenance of sterility when 

compounding exclusively with sterile ingredients and components (i.e., with immediate-
use CSPs, low-risk level CSPs, and medium-risk level CSPs) and the achievement of 
sterility when compounding with nonsterile ingredients and components (i.e., with high



risk level CSPs). Some differences between standards for sterile compounding in this 
chapter and those for nonsterile compounding in Pharmaceutical Compounding
Nonsterile Preparations 795  include, but are not limited to, ISO classified air 
environments (see Table 1); personnel garbing and gloving; personnel training and 
testing in principles and practices of aseptic manipulations and sterilization; 
environmental quality specifications and monitoring; and disinfection of gloves and 
surfaces of ISO Class 5 (see Table 1) sources.  
Table 1. ISO Classification of Particulate Matter in Room Air (limits are in particles 

of 0.5 µm and larger per cubic meter [current ISO] and cubic feet [former Federal 
Standard No. 209E, FS 209E])* 

Class Name Particle Count 
ISO Class U.S. FS 209E ISO, m3 FS 209E, ft3 

3 Class 1 35.2 1 
4 Class 10 352 10 
5 Class 100 3,520 100 
6 Class 1,000 35,200 1,000 
7 Class 10,000 352,000 10,000 
8 Class 100,000 3,520,000 100,000 

* Adapted from former Federal Standard No. 209E, General Services Administration, Washington, DC, 
20407 (September 11, 1992) and ISO 14644 1:1999, Cleanrooms and associated controlled 
environments Part 1: Classification of air cleanliness. For example, 3,520 particles of 0.5 µm per m3 or 
larger (ISO Class 5) is equivalent to 100 particles per ft3 (Class 100) (1 m3 = 35.2 ft3). 

The standards in this chapter are intended to apply to all persons who prepare CSPs 
and all places where CSPs are prepared (e.g., hospitals and other healthcare 
institutions, patient treatment clinics, pharmacies, physicians' practice facilities, and 
other locations and facilities in which CSPs are prepared, stored, and transported). 
Persons who perform sterile compounding include pharmacists, nurses, pharmacy 
technicians, and physicians. These terms recognize that most sterile compounding is 
performed by or under the supervision of pharmacists in pharmacies and also that this 
chapter applies to all healthcare personnel who prepare, store, and transport CSPs. For 
the purposes of this chapter, CSPs include any of the following:  

1. Compounded biologics, diagnostics, drugs, nutrients, and radiopharmaceuticals, 
including but not limited to the following dosage forms that must be sterile when 
they are administered to patients: aqueous bronchial and nasal inhalations, 
baths and soaks for live organs and tissues, injections (e.g., colloidal 
dispersions, emulsions, solutions, suspensions), irrigations for wounds and 
body cavities, ophthalmic drops and ointments, and tissue implants. 

2. Manufactured sterile products that are either prepared strictly according to the 
instructions appearing in manufacturers' approved labeling (product package 
inserts) or prepared differently than published in such labeling. [Note The FDA 
states that “Compounding does not include mixing, reconstituting, or similar 



acts that are performed in accordance with the directions contained in approved 
labeling provided by the product's manufacturer and other manufacturer 
directions consistent with that labeling” [21 USC 321 (k) and (m)]. However, the 
FDA approved labeling (product package insert) rarely describes environmental 
quality (e.g., ISO Class air designation, exposure durations to non-ISO 
classified air, personnel garbing and gloving, and other aseptic precautions by 
which sterile products are to be prepared for administration). Beyond use 
exposure and storage dates or times (see General Notices and Requirements 
and Pharmaceutical Compounding Nonsterile Preparations 795 ) for sterile 
products that have been either opened or prepared for administration are not 
specified in all package inserts for all sterile products. Furthermore, when such 
durations are specified, they may refer to chemical stability and not necessarily 
to microbiological purity or safety.]  

 
ORGANIZATION OF THIS CHAPTER 

  The sections in this chapter are organized to facilitate the practitioner's understanding 
of the fundamental accuracy and quality practices for preparing CSPs. They provide a 
foundation for the development and implementation of essential procedures for the safe 
preparation of low-risk, medium-risk, and high-risk level CSPs and immediate-use 
CSPs, which are classified according to the potential for microbial, chemical, and 
physical contamination. The chapter is divided into the following main sections:  

 Responsibility of Compounding Personnel 
 CSP Microbial Contamination Risk Levels 
 Personnel Training and Evaluation in Aseptic Manipulation Skills 
 Immediate Use CSPs 
 Single Dose and Multiple Dose Containers 
 Hazardous Drugs as CSPs 
 Radiopharmaceuticals as CSPs 
 Allergen Extracts as CSPs 
 Verification of Compounding Accuracy and Sterility 
 Environmental Quality and Control 
 Suggested Standard Operating Procedures (SOPs) 
 Elements of Quality Control 
 Verification of Automated Compounding Devices (ACDs) for Parenteral Nutrition 

Compounding 
 Finished Preparation Release Checks and Tests 
 Storage and Beyond Use Dating 
 Maintaining Sterility, Purity, and Stability of Dispensed and Distributed CSPs 
 Patient or Caregiver Training 
 Patient Monitoring and Adverse Events Reporting 
 Quality Assurance (QA) Program 
 Abbreviations and Acronyms 
 Glossary 
 Appendices I–V 



  The requirements and recommendations in this chapter are summarized in Appendix I. 
A list of abbreviations and acronyms is included at the end of the main text, before the 
Appendices. 
  All personnel who prepare CSPs shall be responsible for understanding these 
fundamental practices and precautions, for developing and implementing appropriate 
procedures, and for continually evaluating these procedures and the quality of final 
CSPs to prevent harm. 

 
RESPONSIBILITY OF COMPOUNDING PERSONNEL 

  Compounding personnel are responsible for ensuring that CSPs are accurately 
identified, measured, diluted, and mixed and are correctly purified, sterilized, packaged, 
sealed, labeled, stored, dispensed, and distributed. These performance responsibilities 
include maintaining appropriate cleanliness conditions and providing labeling and 
supplementary instructions for the proper clinical administration of CSPs. 
  Compounding supervisors shall ensure, through either direct measurement or 
appropriate information sources, that specific CSPs maintain their labeled strength 
within monograph limits for USP articles, or within 10% if not specified, until their BUDs. 
All CSPs are prepared in a manner that maintains sterility and minimizes the 
introduction of particulate matter. 
  A written quality assurance procedure includes the following in-process checks that 
are applied, as appropriate, to specific CSPs: accuracy and precision of measuring and 
weighing; the requirement for sterility; methods of sterilization and purification; safe 
limits and ranges for strength of ingredients, bacterial endotoxins, and particulate 
matter; pH; labeling accuracy and completeness; BUD assignment; and packaging and 
storage requirements. The dispenser shall, when appropriate and practicable, obtain 
and evaluate results of testing for identity, strength, purity, and sterility before a CSP is 
dispensed. Qualified licensed healthcare professionals who supervise compounding 
and dispensing of CSPs shall ensure that the following objectives are achieved: 

1. Compounding personnel are adequately skilled, educated, instructed, and trained 
to correctly perform and document the following activities in their sterile 
compounding duties: 

a. perform antiseptic hand cleansing and disinfection of nonsterile 
compounding surfaces; 

b. select and appropriately don protective garb; 
c. maintain or achieve sterility of CSPs in ISO Class 5 (see Table 1) PEC 

devices and protect personnel and compounding environments from 
contamination by radioactive, cytotoxic, and chemotoxic drugs (see 
Hazardous Drugs as CSPs and Radiopharmaceuticals as CSPs); 

d. identify, weigh, and measure ingredients; and 
e. manipulate sterile products aseptically, sterilize high-risk level CSPs, 

and label and quality inspect CSPs. 
2. Ingredients have their correct identity, quality, and purity. 
3. Opened or partially used packages of ingredients for subsequent use in CSPs 

are properly stored under restricted access conditions in the compounding 
facility. Such packages cannot be used when visual inspection detects 



unauthorized breaks in the container, closure, and seal; when the contents do 
not possess the expected appearance, aroma, and texture; when the contents 
do not pass identification tests specified by the compounding facility; and when 
either the BUD or expiration date has been exceeded. 

4. Water-containing CSPs that are nonsterile during any phase of the compounding 
procedure are sterilized within 6 hours after completing the preparation in order 
to minimize the generation of bacterial endotoxins. 

5. Sterilization methods achieve sterility of CSPs while maintaining the labeled 
strength of active ingredients and the physical integrity of packaging. 

6. Measuring, mixing, sterilizing, and purifying devices are clean, appropriately 
accurate, and effective for their intended use. 

7. Potential harm from added substances and differences in rate and extent of 
bioavailability of active ingredients for other than oral route of administration are 
carefully evaluated before such CSPs are dispensed and administered. 

8. Packaging selected for CSPs is appropriate to preserve the sterility and strength 
until the BUD. 

9. While being used, the compounding environment maintains the sterility or the 
presterilization purity, whichever is appropriate, of the CSP. 

10. Labels on CSPs list the names and amounts or concentrations of active 
ingredients, and the labels or labeling of injections (see Preservation, 
Packaging, Storage, and Labeling in the General Notices and Requirements) 

list the names and amounts or concentrations of all ingredients (see •Labeling 
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). Before being dispensed or administered, the clarity of solutions 
is visually confirmed; also, the identity and amounts of ingredients, procedures 
to prepare and sterilize CSPs, and specific release criteria are reviewed to 
ensure their accuracy and completeness. 

11. BUDs are assigned on the basis of direct testing or extrapolation from reliable 
literature sources and other documentation (see Stability Criteria and Beyond-
Use Dating under Pharmaceutical Compounding Nonsterile Preparations 
795 ). 

12. Procedures for measuring, mixing, dilution, purification, sterilization, packaging, 
and labeling conform to the correct sequence and quality established for the 
specified CSP. 

13. Deficiencies in compounding, labeling, packaging, and quality testing and 
inspection can be rapidly identified and corrected. 

14. When time and personnel availability so permit, compounding manipulations 
and procedures are separated from postcompounding quality inspection and 
review before CSPs are dispensed. 

  This chapter emphasizes the need to maintain high standards for the quality and 
control of processes, components, and environments and for the skill and knowledge of 
personnel who prepare CSPs. The rigor of in process quality control checks and of 
postcompounding quality inspection and testing increases with the potential hazard of 
the route of administration. For example, nonsterility, excessive bacterial endotoxin 
contamination, large errors in strength of correct ingredients, and incorrect ingredients 
in CSPs are potentially more dangerous to patients when the CSPs are administered 



into the vascular and central nervous systems than when administered by most other 
routes. 

 
CSP MICROBIAL CONTAMINATION RISK LEVELS 

  The three contamination categories for CSPs described in this section are assigned 
primarily according to the potential for microbial contamination during the compounding 
of low risk level CSPs and medium risk level CSPs or the potential for not sterilizing 
high risk level CSPs, any of which would subject patients to risk of harm, including 
death. High risk level CSPs must be sterilized before being administered to patients. 
The appropriate risk level—low, medium, or high—is assigned according to the 
corresponding probability of contaminating a CSP with (1) microbial contamination (e.g., 
microbial organisms, spores, endotoxins) and (2) chemical and physical contamination 
(e.g., foreign chemicals, physical matter). Potential sources of contamination include, 
but are not limited to, solid and liquid matter from compounding personnel and objects; 
nonsterile components employed and incorporated before terminal sterilization; 
inappropriate conditions within the restricted compounding environment; prolonged 
presterilization procedures with aqueous preparations; and nonsterile dosage forms 
used to compound CSPs. 
  The characteristics described below for low , medium , and high risk level CSPs are 
intended as a guide to the breadth and depth of care necessary in compounding, but 
they are neither exhaustive nor prescriptive. The licensed healthcare professionals who 
supervise compounding are responsible for determining the procedural and 
environmental quality practices and attributes that are necessary for the risk level they 
assign to specific CSPs. 
  These risk levels apply to the quality of CSPs immediately after the final aseptic mixing 
or filling or immediately after the final sterilization, unless precluded by the specific 
characteristics of the preparation. Upon subsequent storage and shipping of freshly 
finished CSPs, an increase in the risks of chemical degradation of ingredients, 
contamination from physical damage to packaging, and permeability of plastic and 
elastomeric packaging is expected. In such cases, compounding personnel are 
responsible for considering the potential additional risks to the integrity of CSPs when 
assigning BUDs. The pre administration storage duration and temperature limits 
specified in the following subsections apply in the absence of direct sterility testing 
results that justify different limits for specific CSPs. 

Low Risk Level CSPs 
  CSPs compounded under all the following conditions are at a low risk of 
contamination. 

Low Risk Conditions— 

1. The CSPs are compounded with aseptic manipulations entirely within ISO Class 
5 (see Table 1) or better air quality using only sterile ingredients, products, 
components, and devices. 

2. The compounding involves only transfer, measuring,and mixing manipulations 
using not more than three commercially manufactured packages of sterile 



products and not more than two entries into any one sterile container or 
package (e.g., bag, vial) of sterile product or administration container/device to 
prepare the CSP. 

3. Manipulations are limited to aseptically opening ampuls, penetrating disinfected 
stoppers on vials with sterile needles and syringes, and transferring sterile 
liquids in sterile syringes to sterile administration devices, package containers 
of other sterile products, and containers for storage and dispensing. 

4. For a low risk level preparation, in the absence of passing a sterility test (see 
Sterility Tests 71 ), the storage periods cannot exceed the following time 
periods: before administration, the CSPs are properly stored and are exposed 
for not more than 48 hours at controlled room temperature (see General 
Notices and Requirements), for not more than 14 days at a cold temperature 
(see General Notices and Requirements), and for 45 days in solid frozen state 
between −25° and −10°. 

Examples of Low Risk Compounding  

1. Single-volume transfers of sterile dosage forms from ampuls, bottles, bags, and 
vials using sterile syringes with sterile needles, other administration devices, 
and other sterile containers. The solution content of ampuls should be passed 
through a sterile filter to remove any particles. 

2. Simple aseptic measuring and transferring with not more than three packages of 
manufactured sterile products, including an infusion or diluent solution to 
compound drug admixtures and nutritional solutions. 

Low Risk Level CSPs with 12 Hour or Less BUD If the PEC is a CAI or CACI that 
does not meet the requirements described in Placement of Primary Engineering 
Controls or is a laminar airflow workbench (LAFW) or a biological safety cabinet (BSC) 
that cannot be located within an ISO Class 7 (see Table 1) buffer area, then only low-
risk level nonhazardous and radiopharmaceutical CSPs pursuant to a physician's order 
for a specific patient may be prepared, and administration of such CSPs shall 
commence within 12 hours of preparation or as recommended in the manufacturers' 
package insert, whichever is less. Low risk level CSPs with a 12 hour or less BUD shall 
meet all of the following four criteria: 

1. PECs (LAFWs, BSCs, CAIs, CACIs,) shall be certified and maintain ISO Class 5 
(see Table 1) as described in Facility Design and Environmental Controls for 
exposure of critical sites and shall be in a segregated compounding area 
restricted to sterile compounding activities that minimize the risk of CSP 
contamination. 

2. The segregated compounding area shall not be in a location that has unsealed 
windows or doors that connect to the outdoors or high traffic flow, or that is 
adjacent to construction sites, warehouses, or food preparation. Note that this 
list is not intended to be all inclusive. 

3. Personnel shall follow the procedures described in Personnel Cleansing and 
Garbing and Additional Personnel Requirements prior to compounding. Sinks 



should not be located adjacent to the ISO Class 5 (see Table 1) PEC. Sinks 
should be separated from the immediate area of the ISO Class 5 (see Table 1) 
PEC device. 

4. The specifications in Cleaning and Disinfecting the Sterile Compounding Areas, 
Personnel Training and Competency Evaluation of Garbing, Aseptic Work 
Practices and Cleaning/Disinfection Procedures, and Viable and Nonviable 
Environmental Sampling (ES) Testing shall be followed as described in the 
chapter. 

  Compounding personnel must recognize that the absence of an ISO Class 7 (see 
Table 1) buffer area environment in a general uncontrolled environment increases the 
potential of microbial contamination, and administration durations of microbially 
contaminated CSPs exceeding a few hours increase the potential for clinically 
significant microbial colonization, and thus for patient harm, especially in critically ill or 
immunocompromised patients. 

Quality Assurance Quality assurance practices include, but are not limited to the 
following: 

1. Routine disinfection and air quality testing of the direct compounding 
environment to minimize microbial surface contamination and maintain ISO 
Class 5 (see Table 1) air quality. 

2. Visual confirmation that compounding personnel are properly donning and 
wearing appropriate items and types of protective garments, including eye 
protection and face masks. 

3. Review of all orders and packages of ingredients to ensure that the correct 
identity and amounts of ingredients were compounded. 

4. Visual inspection of CSPs to ensure the absence of particulate matter in 
solutions, the absence of leakage from vials and bags, and the accuracy and 
thoroughness of labeling. 

Media Fill Test Procedure—This test or an equivalent test is performed at least 
annually by each person authorized to compound in a low risk level environment under 
conditions that closely simulate the most challenging or stressful conditions 
encountered during compounding of low risk level CSPs. Once begun, this test is 
completed without interruption. Example of test procedure: within an ISO Class 5 (see 
Table 1) air quality environment, three sets of four 5-mL aliquots of sterile Soybean–
Casein Digest Medium (also known as trypticase soy broth or trypticase soy agar [TSA]) 
are transferred with the same sterile 10 mL syringe and vented needle combination into 
separate sealed, empty, sterile 30 mL clear vials (i.e., four 5 mL aliquots into each of 
three 30-mL vials). Sterile adhesive seals are aseptically affixed to the rubber closures 
on the three filled vials, then the vials are incubated at 20° to 25° or at 30° to 35° for a 
minimum of 14 days. If two temperatures are used for incubation of media filled 
samples, then these filled containers should be incubated for at least 7 days at each 
temperature (see Microbiological Control and Monitoring of Aseptic Processing 
Environments 1116 ). Inspect for microbial growth over 14 days as described in 



Personnel Training and Competency Evaluation of Garbing, Aseptic Work Practices and 
Cleaning/Disinfection Procedures. 

Medium Risk Level CSPs 
  When CSPs are compounded aseptically under Low Risk Conditions and one or more 
of the following conditions exists, such CSPs are at a medium risk of contamination. 

Medium Risk Conditions  

1. Multiple individual or small doses of sterile products are combined or pooled to 
prepare a CSP that will be administered either to multiple patients or to one 
patient on multiple occasions. 

2. The compounding process includes complex aseptic manipulations other than 
the single volume transfer. 

3. The compounding process requires unusually long duration, such as that 
required to complete dissolution or homogeneous mixing. 

4. For a medium risk preparation, in the absence of passing a sterility test (see 
Sterility Tests 71 ), the storage periods cannot exceed the following time 
periods: before administration, the CSPs are properly stored and are exposed 
for not more than 30 hours at controlled room temperature (see General 
Notices and Requirements), for not more than 9 days at a cold temperature 
(see General Notices and Requirements), and for 45 days in solid frozen state 
between −25° and −10°. 

Examples of Medium Risk Compounding  

1. Compounding of total parenteral nutrition fluids using manual or automated 
devices during which there are multiple injections, detachments, and 
attachments of nutrient source products to the device or machine to deliver all 
nutritional components to a final sterile container. 

2. Filling of reservoirs of injection and infusion devices with more than three sterile 
drug products and evacuation of air from those reservoirs before the filled 
device is dispensed. 

3. Transfer of volumes from multiple ampuls or vials into one or more final sterile 
containers. 

Quality Assurance Quality assurance procedures for medium risk level CSPs include 
all those for low risk level CSPs, as well as a more challenging media fill test passed 
annually or more frequently. 

Media Fill Test Procedure This test or an equivalent test is performed at least 
annually under conditions that closely simulate the most challenging or stressful 
conditions encountered during compounding. Once begun, this test is completed 
without interruption. Example of test procedure: within an ISO Class 5 (see Table 1) air 
quality environment, six 100 mL aliquots of sterile Soybean Casein Digest Medium are 
aseptically transferred by gravity through separate tubing sets into separate evacuated 
sterile containers. The six containers are then arranged as three pairs, and a sterile 10



mL syringe and 18 gauge needle combination is used to exchange two 5 mL aliquots of 
medium from one container to the other container in the pair. For example, after a 5 mL 
aliquot from the first container is added to the second container in the pair, the second 
container is agitated for 10 seconds, then a 5 mL aliquot is removed and returned to the 
first container in the pair. The first container is then agitated for 10 seconds, and the 
next 5 mL aliquot is transferred from it back to the second container in the pair. 
Following the two 5 mL aliquot exchanges in each pair of containers, a 5 mL aliquot of 
medium from each container is aseptically injected into a sealed, empty, sterile 10 mL 
clear vial, using a sterile 10 mL syringe and vented needle. Sterile adhesive seals are 
aseptically affixed to the rubber closures on the three filled vials, then the vials are 
incubated at 20° to 25° or at 30° to 35° for a minimum of 14 days. If two temperatures 
are used for incubation of media filled samples, then these filled containers should be 
incubated for at least 7 days at each temperature (see Microbiological Control and 
Monitoring of Aseptic Processing Environments 1116 ). Inspect for microbial growth 
over 14 days as described in Personnel Training and Competency Evaluation of 
Garbing, Aseptic Work Practices and Cleaning/Disinfection Procedures. 

High Risk Level CSPs 
  CSPs compounded under any of the following conditions are either contaminated or at 
a high risk to become contaminated. 

High Risk Conditions  

1. Nonsterile ingredients, including manufactured products not intended for sterile 
routes of administration (e.g., oral), are incorporated or a nonsterile device is 
employed before terminal sterilization. 

2. Any of the following are exposed to air quality worse than ISO Class 5 (see Table 
1) for more than 1 hour (see Immediate Use CSPs): 

o sterile contents of commercially manufactured products, 
o CSPs that lack effective antimicrobial preservatives, and 
o sterile surfaces of devices and containers for the preparation, transfer, 

sterilization, and packaging of CSPs. 
3. Compounding personnel are improperly garbed and gloved (see Personnel 

Cleansing and Use of Barrier Protective Equipment). 
4. Nonsterile water containing preparations are stored for more than 6 hours before 

being sterilized. 
5. It is assumed, and not verified by examination of labeling and documentation 

from suppliers or by direct determination, that the chemical purity and content 
strength of ingredients meet their original or compendial specifications in 
unopened or in opened packages of bulk ingredients (see Ingredient Selection 
under Pharmaceutical Compounding Nonsterile Preparations 795 ). 

  For a sterilized high-risk level preparation, in the absence of passing a sterility test, the 
storage periods cannot exceed the following time periods: before administration, the 
CSPs are properly stored and are exposed for not more than 24 hours at controlled 
room temperature (see General Notices and Requirements), for not more than 3 days at 
a cold temperature (see General Notices and Requirements), and for 45 days in solid 



frozen state between −25° and −10°. [Note Sterility tests for autoclaved CSPs are not 
required unless they are prepared in batches of more than 25 units.]  
  All nonsterile measuring, mixing, and purifying devices are rinsed thoroughly with 
sterile, pyrogen free water, and then thoroughly drained or dried immediately before use 
for high-risk compounding. All high-risk level CSP solutions subjected to terminal 
sterilization are prefiltered by passing through a filter with a nominal pore size not larger 
than 1.2 µm preceding or during filling into their final containers to remove particulate 
matter. Sterilization of high risk level CSPs by filtration shall be performed with a sterile 
0.2 µm or 0.22 µm nominal pore size filter entirely within an ISO Class 5 (see Table 1) 
or superior air quality environment. 

Examples of High Risk Conditions  

1. Dissolving nonsterile bulk drug and nutrient powders to make solutions that will 
be terminally sterilized. 

2. Exposing the sterile ingredients and components used to prepare and package 
CSPs to room air quality worse than ISO Class 5 (see Table 1) for more than 1 
hour (see Immediate Use CSPs). 

3. Measuring and mixing sterile ingredients in nonsterile devices before sterilization 
is performed. 

4. Assuming, without appropriate evidence or direct determination, that packages of 
bulk ingredients contain at least 95% by weight of their active chemical moiety 
and have not been contaminated or adulterated between uses. 

Quality Assurance—Quality assurance procedures for high-risk level CSPs include all 
those for low-risk level CSPs. In addition, a media-fill test that represents high-risk level 
compounding is performed semiannually by each person authorized to compound high
risk level CSPs. 

Media Fill Test Procedure for CSPs Sterilized by Filtration This test or an 
equivalent test is performed under conditions that closely simulate the most challenging 
or stressful conditions encountered when compounding high risk level CSPs. Once 
begun, this test is completed without interruption. Example of test procedure(in the 
following sequence): 

1. Dissolve 3 g of nonsterile commercially available Soybean Casein Digest 
Medium in 100 mL of nonbacteriostatic water to make a 3% nonsterile solution. 

2. Draw 25 mL of the medium into each of three 30 mL sterile syringes. Transfer 5 
mL from each syringe into separate sterile 10-mL vials. These vials are the 
positive controls to generate exponential microbial growth, which is indicated by 
visible turbidity upon incubation. 

3. Under aseptic conditions and using aseptic techniques, affix a sterile 0.2 µm or 
0.22 µm nominal pore size filter unit and a 20 gauge needle to each syringe. 
Inject the next 10 mL from each syringe into three separate 10-mL sterile vials. 
Repeat the process for three more vials. Label all vials, affix sterile adhesive 
seals to the closure of the nine vials, and incubate them at 20° to 25° or at 30° 
to 35° for a minimum of 14 days. If two temperatures are used for incubation of 



media filled samples, then these filled containers should be incubated for at 
least 7 days at each temperature (see Microbiological Control and Monitoring of 
Aseptic Processing Environments 1116 ). Inspect for microbial growth over 14 
days as described in Personnel Training and Competency Evaluation of 
Garbing, Aseptic Work Practices and Cleaning/Disinfection Procedures. 

 
PERSONNEL TRAINING AND EVALUATION IN ASEPTIC MANIPULATION SKILLS 

  Personnel who prepare CSPs shall be trained conscientiously and skillfully by expert 
personnel and through audio–video instructional sources and professional publications 
in the theoretical principles and practical skills of aseptic manipulations and in achieving 
and maintaining ISO Class 5 (see Table 1) environmental conditions before they begin 
to prepare CSPs. Compounding personnel shall perform didactic review and pass 
written and media-fill testing of aseptic manipulative skills initially, at least annually 
thereafter for low- and medium-risk level compounding, and semiannually for high-risk 
level compounding. Compounding personnel who fail written tests or whose media fill 
test vials result in gross microbial colonization shall be immediately re instructed and re
evaluated by expert compounding personnel to ensure correction of all aseptic practice 
deficiencies. 

Media Fill Challenge Testing The skill of personnel to aseptically prepare CSPs may 
be evaluated using sterile fluid bacterial culture media fill verification1 (i.e., sterile 
bacterial culture medium transfer via a sterile syringe and needle). Media-fill testing is 
used to assess the quality of the aseptic skill of compounding personnel. Media-fill tests 
represent the most challenging or stressful conditions actually encountered by the 
personnel being evaluated when they prepare particular risk level CSPs and when 
sterilizing high risk level CSPs. Media fill challenge tests that simulate high risk level 
compounding are also used to verify the capability of the compounding environment and 
process to produce a sterile preparation. 
  Commercially available sterile fluid culture media, such as Soybean Casein Digest 
Medium (see Sterility Tests 71 ), shall be able to promote exponential colonization of 
bacteria that are most likely to be transmitted to CSPs from the compounding personnel 
and environment. Media filled vials are generally incubated at 20° to 25° or at 30° to 35° 
for a minimum of 14 days. If two temperatures are used for incubation of media-filled 
samples, then these filled containers should be incubated for at least 7 days at each 
temperature (see Microbiological Control and Monitoring of Aseptic Processing 
Environments 1116 ). Failure is indicated by visible turbidity in the medium on or before 
14 days. 

 
IMMEDIATE USE CSPS 

  The immediate-use provision is intended only for those situations where there is a 
need for emergency or immediate patient administration of a CSP. Such situations may 
include cardiopulmonary resuscitation, emergency room treatment, preparation of 
diagnostic agents, or critical therapy where the preparation of the CSP under conditions 
described for Low-Risk Level CSPs subjects the patient to additional risk due to delays 
in therapy. Immediate-use CSPs are not intended for storage for anticipated needs or 



batch compounding. Preparations that are medium risk level and high risk level CSPs 
shall not be prepared as immediate use CSPs. 
  Immediate use CSPs are exempt from the requirements described for Low Risk Level 
CSPs only when all of the following criteria are met: 

1. The compounding process involves simple transfer of not more than three 
commercially manufactured packages of sterile nonhazardous products or 
diagnostic radiopharmaceutical products from the manufacturers' original 
containers and not more than two entries into any one container or package 
(e.g., bag, vial) of sterile infusion solution or administration container/device. 
For example, anti-neoplastics shall not be prepared as immediate-use CSPs 
because they are hazardous drugs. 

2. Unless required for the preparation, the compounding procedure is a continuous 
process not to exceed 1 hour. 

3. During preparation, aseptic technique is followed and, if not immediately 
administered, the finished CSP is under continuous supervision to minimize the 
potential for contact with nonsterile surfaces, introduction of particulate matter 
or biological fluids, mix ups with other CSPs, and direct contact of outside 
surfaces. 

4. Administration begins not later than 1 hour following the start of the preparation 
of the CSP. 

5. Unless immediately and completely administered by the person who prepared it 
or immediate and complete administration is witnessed by the preparer, the 
CSP shall bear a label listing patient identification information, the names and 
amounts of all ingredients, the name or initials of the person who prepared the 
CSP, and the exact 1-hour BUD and time. 

6. If administration has not begun within 1 hour following the start of preparing the 
CSP, the CSP shall be promptly, properly, and safely discarded. 

  Compounding in worse than ISO Class 5 (see Table 1) conditions increases the 
likelihood of microbial contamination, and administration durations of microbially 
contaminated CSPs exceeding a few hours increase the potential for clinically 
significant microbial colonization and thus for patient harm, especially in critically ill or 
immunocompromised patients. 

 
SINGLE DOSE AND MULTIPLE DOSE CONTAINERS 

  Opened or needle-punctured single-dose containers, such as bags, bottles, syringes, 
and vials of sterile products and CSPs shall be used within 1 hour if opened in worse 
than ISO Class 5 (see Table 1) air quality (see Immediate Use CSPs), and any 
remaining contents must be discarded. Single dose vials exposed to ISO Class 5 (see 
Table 1) or cleaner air may be used up to 6 hours after initial needle puncture. Opened 
single-dose ampuls shall not be stored for any time period. Multiple-dose containers 
(e.g., vials) are formulated for removal of portions on multiple occasions because they 
usually contain antimicrobial preservatives. The BUD after initially entering or opening 
(e.g., needle punctured) multiple dose containers is 28 days (see Antimicrobial 
Effectiveness Testing 51 ) unless otherwise specified by the manufacturer. 



 
HAZARDOUS DRUGS AS CSPS 

  Although the potential therapeutic benefits of compounded sterile hazardous drug 
preparations generally outweigh the risks of their adverse effects in ill patients, exposed 
healthcare workers risk similar adverse effects with no therapeutic benefit. Occupational 
exposure to hazardous drugs can result in (1) acute effects, such as skin rashes; (2) 
chronic effects, including adverse reproductive events; and (3) possibly cancer (see 
Appendix A of NIOSH Publication no. 2004-165). 
  Hazardous drugs shall be prepared for administration only under conditions that 
protect the healthcare workers and other personnel in the preparation and storage 
areas. Hazardous drugs shall be stored separately from other inventory in a manner to 
prevent contamination and personnel exposure. Many hazardous drugs have sufficient 
vapor pressures that allow volatilization at room temperature; thus storage is preferably 
within a containment area such as a negative pressure room. The storage area should 
have sufficient general exhaust ventilation, at least 12 air changes per hour (ACPH)2 to 
dilute and remove any airborne contaminants. 
  Hazardous drugs shall be handled with caution at all times using appropriate 
chemotherapy gloves during receiving, distribution, stocking, inventorying, preparation 
for administration, and disposal. Hazardous drugs shall be prepared in an ISO Class 5 
(see Table 1) environment with protective engineering controls in place and following 
aseptic practices specified for the appropriate contamination risk levels defined in this 
chapter. Access shall be limited to areas where drugs are stored and prepared to 
protect persons not involved in drug preparation. 
  All hazardous drugs shall be prepared in a BSC3 or a CACI that meets or exceeds the 
standards for CACI in this chapter. The ISO Class 5 (see Table 1) BSC or CACI shall be 
placed in an ISO Class 7 (see Table 1) area that is physically separated (i.e., a different 
area from other preparation areas) and optimally has not less than 0.01-inch water 
column negative pressure to adjacent positive pressure ISO Class 7 (see Table 1) or 
better ante areas, thus providing inward airflow to contain any airborne drug. A pressure 
indicator shall be installed that can be readily monitored for correct room pressurization. 
The BSC and CACI optimally should be 100% vented to the outside air through HEPA 
filtration. 
  If a CACI that meets the requirements of this chapter is used outside of a buffer area, 
the compounding area shall maintain a minimum negative pressure of 0.01 inch water 
column and have a minimum of 12 ACPHs. 
  When closed system vial transfer devices (CSTDs) (i.e., vial transfer systems that 
allow no venting or exposure of hazardous substance to the environment) are used, 
they shall be used within the ISO Class 5 (see Table 1) environment of a BSC or CACI. 
The use of a CSTD is preferred because of their inherent closed system process. In 
facilities that prepare a low volume of hazardous drugs, the use of two tiers of 
containment (e.g., CSTD within a BSC or CACI that is located in a non negative 
pressure room) is acceptable. 
  Appropriate personnel protective equipment (PPE) shall be worn when compounding 
in a BSC or CACI and when using CSTD devices. PPE should include gowns, face 
masks, eye protection, hair covers, shoe covers or dedicated shoes, double gloving with 



sterile chemo type gloves, and compliance with manufacturers' recommendations when 
using a CACI. 
  All personnel who compound hazardous drugs shall be fully trained in the storage, 
handling, and disposal of these drugs. This training shall occur prior to preparing or 
handling hazardous CSPs, and its effectiveness shall be verified by testing specific 
hazardous drugs preparation techniques. Such verification shall be documented for 
each person at least annually. This training shall include didactic overview of hazardous 
drugs, including mutagenic, teratogenic, and carcinogenic properties, and it shall 
include ongoing training for each new hazardous drug that enters the marketplace. 
Compounding personnel of reproductive capability shall confirm in writing that they 
understand the risks of handling hazardous drugs. The training shall include at least the 
following: (1) safe aseptic manipulation practices; (2) negative pressure techniques 
when utilizing a BSC or CACI; (3) correct use of CSTD devices; (4) containment, 
cleanup, and disposal procedures for breakages and spills; and (5) treatment of 
personnel contact and inhalation exposure. 
  NOTE Because standards of assay and unacceptable quantities of contamination of 
each drug have not been established in the literature, the following paragraph is a 
recommendation only. Future standards will be adopted as these assay methods are 
developed and proven. 
  In order to ensure containment, especially in operations preparing large volumes of 
hazardous drugs, environmental sampling to detect uncontained hazardous drugs 
should be performed routinely (e.g., initially as a benchmark and at least every 6 
months or more often as needed to verify containment). This sampling should include 
surface wipe sampling of the working area of BSCs and CACIs; counter tops where 
finished preparations are placed; areas adjacent to BSCs and CACIs, including the floor 
directly under the working area; and patient administration areas. Common marker 
hazardous drugs that can be assayed include cyclophosphamide, ifosfamide, 
methotrexate, and fluorouracil. If any measurable contamination (cyclophosphamide 
levels greater than 1.00 ng per cm2 have been found to cause human uptake) is found 
by any of these quality assurance procedures, practitioners shall make the decision to 
identify, document, and contain the cause of contamination. Such action may include 
retraining, thorough cleaning (utilizing high pH soap and water), and improving 
engineering controls. Examples of improving engineering controls are (1) venting BSCs 
or CACIs 100% to the outside, (2) implementing a CSTD, or (3) re-assessing types of 
BSCs or CACIs. 
  Disposal of all hazardous drug wastes shall comply with all applicable federal and 
state regulations. All personnel who perform routine custodial waste removal and 
cleaning activities in storage and preparation areas for hazardous drugs shall be trained 
in appropriate procedures to protect themselves and prevent contamination. 

 
RADIOPHARMACEUTICALS AS CSPS 

  In the case of production of radiopharmaceuticals for positron emission tomography 
(PET), general test chapter Positron Emission Tomography Drugs for Compounding, 
Investigational, and Research Uses 823  supersedes this chapter. Upon release of a 
PET radiopharmaceutical as a finished drug product from a production facility, the 



further handling, manipulation, or use of the product will be considered compounding, 
and the content of this section and chapter is applicable. 
  For the purposes of this chapter, radiopharmaceuticals compounded from sterile 
components in closed sterile containers and with a volume of 100 mL or less for a 
single-dose injection or not more than 30 mL taken from a multiple-dose container (see 
•Packaging and Storage Requirements 659 • (CN 1 May 2016)

) shall be designated as, and 
conform to, the standards for Low-Risk Level CSPs. 
  These radiopharmaceuticals shall be compounded using appropriately shielded vials 
and syringes in a properly functioning and certified ISO Class 5 (see Table 1) PEC 
located in an ISO Class 8 (see Table 1) or cleaner air environment to permit compliance 
with special handling, shielding, and negative air flow requirements. 
  Radiopharmaceutical vials designed for multi-use, compounded with technetium-99m, 
exposed to ISO Class 5 (see Table 1) environment, and punctured by needles with no 
direct contact contamination may be used up to the time indicated by manufacturers' 
recommendations. Storage and transport of properly shielded vials of 
radiopharmaceutical CSPs may occur in a limited access ambient environment without 
a specific ISO class designation. 
  Technetium 99m/molybdenum 99 generator systems shall be stored and eluted 
(operated) under conditions recommended by manufacturers and applicable state and 
federal regulations. Such generator systems shall be eluted in an ISO Class 8 (see 
Table 1) or cleaner air environment to permit special handling, shielding, and air flow 
requirements. To limit acute and chronic radiation exposure of inspecting personnel to a 
level that is as low as reasonably achievable (ALARA), direct visual inspection of 
radiopharmaceutical CSPs containing high concentrations of doses of radioactivity shall 
be conducted in accordance with ALARA. 
  Radiopharmaceuticals prepared as Low Risk Level CSPs with 12 Hour or Less BUD 
shall be prepared in a segregated compounding area. A line of demarcation defining the 
segregated compounding area shall be established. Materials and garb exposed in a 
patient care and treatment area shall not cross a line of demarcation into the 
segregated compounding area. 

 
ALLERGEN EXTRACTS AS CSPS 

  Allergen extracts as CSPs are single dose and multiple dose intradermal or 
subcutaneous injections that are prepared by specially trained physicians and personnel 
under their direct supervision. Allergen extracts as CSPs are not subject to the 
personnel, environmental, and storage requirements for all CSP Microbial 
Contamination Risk Levels in this chapter only when all of the following criteria are met: 

1. The compounding process involves simple transfer via sterile needles and 
syringes of commercial sterile allergen products and appropriate sterile added 
substances (e.g., glycerin, phenol in sodium chloride injection). 

2. All allergen extracts as CSPs shall contain appropriate substances in effective 
concentrations to prevent the growth of microorganisms. Nonpreserved allergen 
extracts shall comply with the appropriate CSP risk level requirements in the 
chapter. 



3. Before beginning compounding activities, personnel perform a thorough hand
cleansing procedure by removing debris from under fingernails using a nail 
cleaner under running warm water followed by vigorous hand and arm washing 
to the elbows for at least 30 seconds with either nonantimicrobial or 
antimicrobial soap and water. 

4. Compounding personnel don hair covers, facial hair covers, gowns, and face 
masks. 

5. Compounding personnel perform antiseptic hand cleansing with an alcohol
based surgical hand scrub with persistent activity. 

6. Compounding personnel don powder-free sterile gloves that are compatible with 
sterile 70% isopropyl alcohol (IPA) before beginning compounding 
manipulations. 

7. Compounding personnel disinfect their gloves intermittently with sterile 70% IPA 
when preparing multiple allergen extracts as CSPs. 

8. Ampul necks and vial stoppers on packages of manufactured sterile ingredients 
are disinfected by careful wiping with sterile 70% IPA swabs to ensure that the 
critical sites are wet for at least 10 seconds and allowed to dry before they are 
used to compound allergen extracts as CSPs. 

9. The aseptic compounding manipulations minimize direct contact contamination 
(e.g., from glove fingertips, blood, nasal and oral secretions, shed skin and 
cosmetics, other nonsterile materials) of critical sites (e.g., needles, opened 
ampuls, vial stoppers). 

10. The label of each multiple dose vial (MDV) of allergen extracts as CSPs lists 
the name of one specific patient and a BUD and storage temperature range that 
is assigned based on manufacturers' recommendations or peer-reviewed 
publications. 

11. Single dose allergen extracts as CSPs shall not be stored for subsequent 
additional use. 

  Personnel who compound allergen extracts as CSPs must be aware of greater 
potential risk of microbial and foreign material contamination when allergen extracts as 
CSPs are compounded in compliance with the foregoing criteria instead of the more 
rigorous standards in this chapter for CSP Microbial Contamination Risk Levels. 
Although contaminated allergen extracts as CSPs can pose health risks to patients 
when they are injected intradermally or subcutaneously, these risks are substantially 
greater if the extract is inadvertently injected intravenously. 

 
VERIFICATION OF COMPOUNDING ACCURACY AND STERILITY 

  The compounding procedures and sterilization methods for CSPs correspond to 
correctly designed and verified written documentation in the compounding facility. 
Verification requires planned testing, monitoring, and documentation to demonstrate 
adherence to environmental quality requirements, personnel practices, and procedures 
critical to achieving and maintaining sterility, accuracy, and purity of finished CSPs. For 
example, sterility testing (see Test for Sterility of the Product To Be Examined under 
Sterility Tests 71 ) may be applied to specimens of low  and medium risk level CSPs, 
and standard self contained biological indicators (BI) shall be added to nondispensable 



specimens of high risk level CSPs before terminal sterilization for subsequent 
evaluation to determine whether the sterilization cycle was adequate (see Biological 
Indicators for Sterilization 1035 ). Packaged and labeled CSPs shall be visually 
inspected for physical integrity and expected appearance, including final fill amount. The 
accuracy of identities, concentrations, amounts, and purities of ingredients in CSPs 
shall be confirmed by reviewing labels on packages, observing and documenting correct 
measurements with approved and correctly standardized devices, and reviewing 
information in labeling and certificates of analysis provided by suppliers. When the 
correct identity, purity, strength, and sterility of ingredients and components of CSPs 
cannot be confirmed (in cases of, for example, unlabeled syringes, opened ampuls, 
punctured stoppers of vials and bags, containers of ingredients with incomplete 
labeling), such ingredients and components shall be discarded immediately. 
  Some individual ingredients, such as bulk drug substances, are not labeled with 
expiration dates when they are stable indefinitely in their commercial packages under 
their labeled storage conditions. However, despite retaining full chemical stability, such 
ingredients may gain or lose moisture during storage and use. Changes in moisture 
content may require testing (see Loss on Drying 731 ) to determine the correct amount 
to weigh for accurate content of active chemical moieties in CSPs (see Pharmaceutical 
Calculations in Prescription Compounding 1160 ). 
  Although not required, a quantitative stability indicating chemical assay is 
recommended to ensure compounding accuracy of CSPs, especially those that contain 
drug ingredients with a narrow therapeutic plasma concentration range. 

Sterilization Methods 
  The licensed healthcare professionals who supervise compounding shall be 
responsible for determining that the selected sterilization method (see Methods of 
Sterilization under Sterilization and Sterility Assurance of Compendial Articles 1211 ) 
both sterilizes and maintains the strength, purity, quality, and packaging integrity of 
CSPs. The selected sterilization process is obtained from experience and appropriate 
information sources (e.g., see Sterilization and Sterility Assurance of Compendial 
Articles 1211 ) and, preferably, verified wherever possible to achieve sterility in the 
particular CSPs. General guidelines for matching CSPs and components to appropriate 
sterilization methods include the following:  

1. CSPs have been ascertained to remain physically and chemically stable when 
subjected to the selected sterilization method. 

2. Glass and metal devices may be covered tightly with aluminum foil, then exposed 
to dry heat in an oven at a mean temperature of 250° for 30 minutes to achieve 
sterility and depyrogenation (see Dry-Heat Sterilization under Sterilization and 
Sterility Assurance of Compendial Articles 1211  and Bacterial Endotoxins Test 
85 ). Such items are either used immediately or stored until use in an 

environment suitable for compounding Low-Risk Level CSPs and Medium-Risk 
Level CSPs. 

3. Personnel ascertain from appropriate information sources that the sterile 
microporous membrane filter used to sterilize CSP solutions, during either 



compounding or administration, is chemically and physically compatible with the 
CSP. 

STERILIZATION OF HIGH RISK LEVEL CSPs BY FILTRATION 
  Commercially available sterile filters shall be approved for human-use applications in 
sterilizing pharmaceutical fluids. Sterile filters used to sterilize CSPs shall be pyrogen 
free and have a nominal pore size of 0.2 or 0.22 µm. They shall be certified by the 
manufacturer to retain at least 107 microorganisms of a strain of Brevundimonas 
(Pseudomonas) diminuta on each square centimeter of upstream filter surface area 
under conditions similar to those in which the CSPs will be sterilized (see High-Risk 
Conditions in High-Risk Level CSPs). 
  The compounding supervisor shall ensure, directly or from appropriate documentation, 
that the filters are chemically and physically stable at the pressure and temperature 
conditions to be used, that they have enough capacity to filter the required volumes, and 
that they will achieve sterility and maintain prefiltration pharmaceutical quality, including 
strength of ingredients of the specific CSP. The filter dimensions and liquid material to 
be sterile filtered shall permit the sterilization process to be completed rapidly, without 
the replacement of the filter during the process. When CSPs are known to contain 
excessive particulate matter, a prefilter of larger nominal pore size membrane is placed 
upstream from the sterilizing filter to remove gross particulate contaminants in order to 
maximize the efficiency of the sterilizing filter. 
  Filter units used to sterilize CSPs shall also be subjected to manufacturers' 
recommended integrity test, such as the bubble point test. 
  Compounding personnel shall ascertain that selected filters will achieve sterilization of 
the particular CSPs being sterilized. Large deviations from usual or expected chemical 
and physical properties of CSPs (e.g., water-miscible alcohols) may cause undetectable 
damage to filter integrity and shrinkage of microorganisms to sizes smaller than filter 
nominal pore size. 

STERILIZATION OF HIGH RISK LEVEL CSPs BY STEAM 
  The process of thermal sterilization employing saturated steam under pressure, or 
autoclaving, is the preferred method to terminally sterilize aqueous preparations that 
have been verified to maintain their full chemical and physical stability under the 
conditions employed (see Steam Sterilization under Sterilization and Sterility Assurance 
of Compendial Articles 1211 ). To achieve sterility, all materials are to be exposed to 
steam at 121° under a pressure of about 1 atmosphere or 15 psi for the duration verified 
by testing to achieve sterility of the items, which is usually 20 to 60 minutes for CSPs. 
An allowance shall be made for the time required for the material to reach 121° before 
the sterilization exposure duration is timed. 
  Not directly exposing items to pressurized steam may result in survival of microbial 
organisms and spores. Before their sterilization, plastic, glass, and metal devices are 
tightly wrapped in low particle shedding paper or fabrics or sealed in envelopes that 
prevent poststerilization microbial penetration. Immediately before filling ampuls and 
vials that will be steam sterilized, solutions are passed through a filter having a nominal 
pore size not larger than 1.2 µm for removal of particulate matter. Sealed containers 
shall be able to generate steam internally; thus, stoppered and crimped empty vials 
shall contain a small amount of moisture to generate steam. 



  The description of steam sterilization conditions and duration for specific CSPs shall 
be included in written documentation in the compounding facility. The effectiveness of 
steam sterilization shall be verified using appropriate BIs of Bacillus stearothermophilus 
(see Biological Indicators 1035 ) and other confirmation methods such as temperature
sensing devices (see Sterilization and Sterility Assurance of Compendial Articles 1211  
and Sterility Tests 71 ). 

STERILIZATION OF HIGH RISK LEVEL CSPs BY DRY HEAT 
  Dry heat sterilization is usually done as a batch process in an oven designed for 
sterilization. Heated filtered air shall be evenly distributed throughout the chamber by a 
blower device. The oven should be equipped with a system for controlling temperature 
and exposure period. Sterilization by dry heat requires higher temperatures and longer 
exposure times than does sterilization by steam. Dry heat shall be used only for those 
materials that cannot be sterilized by steam, when either the moisture would damage 
the material or the material is impermeable. During sterilization, sufficient space shall be 
left between materials to allow for good circulation of the hot air. The description of dry 
heat sterilization conditions and duration for specific CSPs shall be included in written 
documentation in the compounding facility. The effectiveness of dry heat sterilization 
shall be verified using appropriate BIs of Bacillus subtilis (see Biological Indicators 
1035 ) and other confirmation methods such as temperature sensing devices (see 

Sterilization and Sterility Assurance of Compendial Articles 1211  and Sterility Tests 
71 ). [Note—Dry heat sterilization may be performed at a lower temperature than may 

be effective for depyrogenation] . 

Depyrogenation by Dry Heat 
  Dry heat depyrogenation shall be used to render glassware or containers such as vials 
free from pyrogens as well as viable microbes. A typical cycle would be 30 minutes at 
250°. The description of the dry heat depyrogenation cycle and duration for specific load 
items shall be included in written documentation in the compounding facility. The 
effectiveness of the dry heat depyrogenation cycle shall be verified using endotoxin 
challenge vials (ECVs). The bacterial endotoxin test should be performed on the ECVs 
to verify that the cycle is capable of achieving a 3-log reduction in endotoxin (see 
Sterilization and Sterility Assurance of Compendial Articles 1211  and Bacterial 
Endotoxins Test 85 ). 

 
ENVIRONMENTAL QUALITY AND CONTROL 

  Achieving and maintaining sterility and overall freedom from contamination of a CSP is 
dependent on the quality status of the components incorporated, the process utilized, 
personnel performance, and the environmental conditions under which the process is 
performed. The standards required for the environmental conditions depend on the 
amount of exposure of the CSP to the immediate environment anticipated during 
processing. The quality and control of environmental conditions for each risk level of 
operation are explained in this section. In addition, operations using nonsterile 
components require the use of a method of preparation designed to produce a sterile 
preparation. 



Exposure of Critical Sites 
  Maintaining the sterility and cleanliness (i.e., freedom from sterile foreign materials) of 
critical sites is a primary safeguard for CSPs. Critical sites are locations that include any 
component or fluid pathway surfaces (e.g., vial septa, injection ports, beakers) or 
openings (e.g., opened ampuls, needle hubs) exposed and at risk of direct contact with 
air (e.g., ambient room or HEPA filtered), moisture (e.g., oral and mucosal secretions), 
or touch contamination. The risk of, or potential for, critical sites to be contaminated with 
microorganisms and foreign matter increases with increasing exposed area of the 
critical sites, the density or concentration of contaminants, and exposure duration to 
worse than ISO Class 5 (see Table 1) air. Examples include an opened ampul or vial 
stopper on a 10 mL or larger vial or an injection port on a package of intravenous 
solution having an area larger than the point of a needle or the tip of a syringe. 
  The nature of a critical site also affects the risk of contamination. The relatively rough, 
permeable surface of an elastomeric closure retains microorganisms and other 
contaminants after swabbing with a sterile 70% IPA pad more readily than does the 
smoother glass surface of the neck of an ampul. Therefore, the surface disinfection can 
be expected to be more effective for an ampul. 
  Protection of critical sites by precluding physical contact and airborne contamination 
shall be given the highest priority in sterile compounding practice. Airborne 
contaminants, especially those generated by sterile compounding personnel, are much 
more likely to reach critical sites than are contaminants that are adhering to the floor or 
other surfaces below the work level. Furthermore, large and high-density particles that 
are generated and introduced by compounding manipulations and personnel have the 
potential to settle on critical sites even when those critical sites are exposed within ISO 
Class 5 (see Table 1) air. 

ISO Class 5 Air Sources, Buffer Areas, and Ante Areas 
  The most common sources of ISO Class 5 (see Table 1) air quality for exposure of 
critical sites are horizontal and vertical LAFWs, CAIs, and CACIs. A clean room (see 
Microbiological Control and Monitoring of Aseptic Processing Environments 1116 ) is a 
compounding environment that is supplied with HEPA or HEPA filtered air that meets 
ISO Class 7 (see Table 1), the access to which is limited to personnel trained and 
authorized to perform sterile compounding and facility cleaning. A buffer area is an area 
that provides at least ISO Class 7 (see Table 1) air quality. 
  Figure 1 is a conceptual representation of the placement of an ISO Class 5 (see Table 
1) PEC in a segregated compounding area used for low risk level CSPs with 12 hour or 
less BUD. This plan depicts the most critical operation area located within the PEC in a 
designated area (see definition of Segregated Compounding Area) separated from 
activities not essential to the preparation of CSPs. Placement of devices (e.g., 
computers, printers) and objects (e.g., carts, cabinets) that are not essential to 
compounding in the segregated area should be restricted or limited, depending on their 
effect on air quality in the ISO Class 5 (see Table 1) PEC.  



 
Figure 1. Conceptual representation of the placement of an ISO Class 5 PEC in a 

segregated compounding area used for low risk level CSPs with 12 hour or less BUD. 

  Figure 2 is a conceptual representation of the arrangement of a facility for preparation 
of CSPs categorized as low , medium , and high risk level. The quality of the 
environmental air increases with movement from the outer boundary to the direct 
compounding area (DCA). Placement of devices in ante areas and buffer areas is 
dictated by their effect on the designated environmental quality of atmospheres and 
surfaces, which shall be verified by monitoring (see Viable and Nonviable 
Environmental Sampling (ES) Testing). It is the responsibility of each compounding 
facility to ensure that each source of ISO Class 5 (see Table 1) environment for 
exposure of critical sites and sterilization by filtration is properly located, operated, 
maintained, monitored, and verified.  



 
Figure 2. Conceptual representation of the arrangement of a facility for preparation of 

CSPs categorized as low , medium , and high risk level. 

  Placement of devices (e.g., computers, printers) and objects (e.g., carts, cabinets) that 
are not essential to compounding in buffer areas is dictated by their effect on the 
required environmental quality of air atmospheres and surfaces, which shall be verified 
by monitoring (see Viable and Nonviable Environmental Sampling (ES) Testing). It is 
the responsibility of each compounding facility to ensure that each source of ISO Class 
5 (see Table 1) environment for exposure of critical sites and sterilization by filtration is 
properly located, operated, maintained, monitored, and verified. 

Facility Design and Environmental Controls 



  Compounding facilities are physically designed and environmentally controlled to 
minimize airborne contamination from contacting critical sites. These facilities shall also 
provide a comfortable and well lighted working environment, which typically includes a 
temperature of 20° or cooler, to maintain comfortable conditions for compounding 
personnel to perform flawlessly when attired in the required aseptic compounding garb. 
PECs typically include, but are not limited to, LAFWs, BSCs, CAIs, and CACIs, which 
provide an ISO Class 5 (see Table 1) environment for the exposure of critical sites. 
PECs shall maintain ISO Class 5 (see Table 1) or better conditions for 0.5 µm particles 
(dynamic operating conditions) while compounding CSPs. Secondary engineering 
controls such as buffer areas and ante-areas generally serve as a core for the location 
of the PEC. Buffer areas are designed to maintain at least ISO Class 7 (see Table 1) 
conditions for 0.5 µm particles under dynamic conditions and ISO Class 8 (see Table 1) 
conditions for 0.5 µm and larger particles under dynamic conditions for the ante areas. 
Airborne contamination control is achieved in the PEC through the use of HEPA filters. 
The airflow in the PEC shall be unidirectional (laminar flow), and because of the particle 
collection efficiency of the filter, the “first air” at the face of the filter is, for the purposes 
of aseptic compounding, free from airborne particulate contamination. HEPA filtered air 
shall be supplied in critical areas (ISO Class 5, see Table 1) at a velocity sufficient to 
sweep particles away from the compounding area and maintain unidirectional airflow 
during operations. Proper design and control prevents turbulence and stagnant air in the 
critical area. In situ air pattern analysis via smoke studies shall be conducted at the 
critical area to demonstrate unidirectional airflow and sweeping action over and away 
from the product under dynamic conditions. 
  The principles of HEPA filtered unidirectional airflow in the work environment shall be 
understood and practiced in the compounding process in order to achieve the desired 
environmental conditions. Policies and procedures for maintaining and working within 
the PEC area shall be written and followed. The policies and procedures will be 
determined by the scope and risk levels of the aseptic compounding activities utilized 
during the preparation of the CSPs. The CSP work environment is designed to have the 
cleanest work surfaces (PEC) located in a buffer area. The buffer area shall maintain at 
least ISO Class 7 (see Table 1) conditions for 0.5 µm and larger particles under 
dynamic operating conditions. The room shall be segregated from surrounding, 
unclassified spaces to reduce the risk of contaminants being blown, dragged, or 
otherwise introduced into the filtered unidirectional airflow environment, and this 
segregation shall be continuously monitored. For rooms providing a physical separation 
through the use of walls, doors, and pass throughs, a minimum differential positive 
pressure of 0.02  to 0.05 inch water column is required. For buffer areas not physically 
separated from the ante areas, the principle of displacement airflow shall be employed. 
This concept utilizes a low pressure differential, high airflow principle. Using 
displacement airflow typically requires an air velocity of 40 ft per minute or more from 
the buffer area across the line of demarcation into the ante area. 
  The displacement concept shall not be used for high risk compounding.4 The PEC 
shall be placed within a buffer area in such a manner as to avoid conditions that could 
adversely affect their operation. For example, strong air currents from opened doors, 
personnel traffic, or air streams from the HVAC systems can disrupt the unidirectional 
airflow in open faced workbenches. The operators may also create disruptions in airflow 



by their own movements and by the placement of objects onto the work surface. The 
PEC shall be placed out of the traffic flow and in a manner to avoid disruption from the 
HVAC system and room cross drafts. Room air exchanges are typically expressed as 
ACPHs. Adequate HEPA filtered airflow supplied to the buffer area and ante area is 
required to maintain cleanliness classification during operational activity through the 
number of ACPHs. Factors that should be considered when determining air change 
requirements include number of personnel working in the room and compounding 
processes that generate particulates, as well as temperature effects. An ISO Class 7 
(see Table 1) buffer area and ante area supplied with HEPA filtered air shall receive an 
ACPH of not less than 30. The PEC is a good augmentation to generating air changes 
in the air supply of an area but cannot be the sole source of HEPA filtered air. If the 
area has an ISO Class 5 (see Table 1) recirculating device, a minimum of 15 ACPHs 
through the area supply HEPA filters is adequate, providing the combined ACPH is not 
less than 30. More air changes may be required, depending on the number of personnel 
and processes. HEPA-filtered supply air shall be introduced at the ceiling, and returns 
should be mounted low on the wall, creating a general top down dilution of area air with 
HEPA filtered make up air. Ceiling mounted returns are not recommended. All HEPA 
filters should be efficiency tested using the most penetrating particle size and should be 
leak tested at the factory and then leak tested again in situ after installation.5 
  Activities and tasks carried out within the buffer area shall be limited to only those 
necessary when working within a controlled environment. Only the furniture, equipment, 
supplies, and other material required for the compounding activities to be performed 
shall be brought into the area, and they shall be nonpermeable, nonshedding, 
cleanable, and resistant to disinfectants. Whenever such items are brought into the 
area, they shall first be cleaned and disinfected. Whenever possible, equipment and 
other items used in the buffer area shall not be taken out of the area except for 
calibration, servicing, or other activities associated with the proper maintenance of the 
item. 
  The surfaces of ceilings, walls, floors, fixtures, shelving, counters, and cabinets in the 
buffer area shall be smooth, impervious, free from cracks and crevices, and 
nonshedding, thereby promoting cleanability and minimizing spaces in which 
microorganisms and other contaminants may accumulate. The surfaces shall be 
resistant to damage by disinfectant agents. Junctures of ceilings to walls shall be coved 
or caulked to avoid cracks and crevices where dirt can accumulate. If ceilings consist of 
inlaid panels, the panels shall be impregnated with a polymer to render them impervious 
and hydrophobic, and they shall be caulked around each perimeter to seal them to the 
support frame. Walls may be constructed of flexible material (e.g., heavy gauge 
polymer), panels locked together and sealed, or of epoxy coated gypsum board. 
Preferably, floors are overlaid with wide sheet vinyl flooring with heat-welded seams and 
coving to the sidewall. Dust-collecting overhangs, such as ceiling utility pipes, and 
ledges, such as windowsills, should be avoided. The exterior lens surface of ceiling 
lighting fixtures should be smooth, mounted flush, and sealed. Any other penetrations 
through the ceiling or walls shall be sealed. The buffer area shall not contain sources of 
water (sinks) or floor drains. Work surfaces shall be constructed of smooth, impervious 
materials, such as stainless steel or molded plastic, so that they are easily cleaned and 
disinfected. Carts should be of stainless steel wire, nonporous plastic, or sheet metal 



construction with good quality, cleanable casters to promote mobility. Storage shelving, 
counters, and cabinets shall be smooth, impervious, free from cracks and crevices, 
nonshedding, cleanable, and disinfectable; their number, design, and manner of 
installation shall promote effective cleaning and disinfection. 

Placement of Primary Engineering Controls 
  PECs (LAFWs, BSCs, CAIs, and CACIs) shall be located within a restricted access 
ISO Class 7 (see Table 1) buffer area (see Figure 1), with the following CAI/CACI 
exceptions below:  

 Only authorized personnel and materials required for compounding and cleaning 
shall be permitted in the buffer area. 

 Presterilization procedures for high risk level CSPs, such as weighing and 
mixing, shall be completed in no worse than an ISO Class 8 (see Table 1) 
environment. 

 PECs shall be located out of traffic patterns and away from room air currents that 
could disrupt the intended airflow patterns. 

  CAIs and CACIs shall be placed in an ISO Class 7 (see Table 1) buffer area unless 
they meet all of the following conditions:  

 The isolator shall provide isolation from the room and maintain ISO Class 5 (see 
Table 1) during dynamic operating conditions, including transferring ingredients, 
components, and devices into and out of the isolator and during preparation of 
CSPs. 

 Particle counts sampled approximately 6 to 12 inches upstream of the critical 
exposure site shall maintain ISO Class 5 (see Table 1) levels during 
compounding operations. 

 Not more than 3520 particles (0.5 µm and larger) per m3 shall be counted during 
material transfer, with the particle counter probe located as near to the transfer 
door as possible without obstructing the transfer.6 

  It is incumbent on the compounding personnel to obtain documentation from the 
manufacturer that the CAI/CACI will meet this standard when located in environments 
where the background particle counts exceed ISO Class 8 (see Table 1) for 0.5-µm and 
larger particles. When isolators are used for sterile compounding, the recovery time to 
achieve ISO Class 5 (see Table 1) air quality shall be documented and internal 
procedures developed to ensure that adequate recovery time is allowed after material 
transfer before and during compounding operations. 
  If the PEC is a CAI or CACI that does not meet the requirements above or is a LAFW 
or BSC that cannot be located within an ISO Class 7 (see Table 1) buffer area, then 
only low risk level nonhazardous and radiopharmaceutical CSPs pursuant to a 
physician order for a specific patient may be prepared, and administration of the CSP 
shall commence within 12 hours of preparation or as recommended in the 
manufacturer's package insert, whichever is less. 

Viable and Nonviable Environmental Sampling (ES) Testing 



  The ES program should provide information to staff and leadership to demonstrate that 
the PEC is maintaining an environment within the compounding area that consistently 
ensures acceptably low viable and nonviable particle levels. The compounding area 
includes the ISO Class 5 (see Table 1) PEC (LAFWs, BSCs, CAIs, and CACIs), buffer 
areas, ante-areas, and segregated compounding areas. 
  Environmental sampling shall occur as part a comprehensive quality management 
program and shall occur minimally under any of the following conditions: 

 as part of the commissioning and certification of new facilities and equipment; 
 following any servicing of facilities and equipment; 
 as part of the re-certification of facilities and equipment (i.e., every 6 months); 
 in response to identified problems with end products or staff technique; or 
 in response to issues with CSPs, observed compounding personnel work 

practices, or patient related infections (where the CSP is being considered as a 
potential source of the infection). 

ENVIRONMENTAL NONVIABLE PARTICLE TESTING PROGRAM 
  A program to sample nonviable airborne particles differs from that for viable particles in 
that it is intended to directly measure the performance of the engineering controls used 
to create the various levels of air cleanliness, for example, ISO Class 5, 7, or 8 (see 
Table 1). 

Engineering Control Performance Verification PECs (LAFWs, BSCs, CAIs, and 
CACIs) and secondary engineering controls (buffer and ante areas) are essential 
components of the overall contamination control strategy for aseptic compounding. As 
such, it is imperative that they perform as designed and that the resulting levels of 
contamination be within acceptable limits. Certification procedures such as those 
outlined in Certification Guide for Sterile Compounding Facilities (CAG 003 2006)7 shall 
be performed by a qualified individual no less than every 6 months and whenever the 
device or room is relocated or altered or major service to the facility is performed. 

Total Particle Counts Certification that each ISO classified area, for example, ISO 
Class 5, 7, and 8 (see Table 1), is within established guidelines shall be performed no 
less than every 6 months and whenever the LAFW, BSC, CAI, or CACI is relocated or 
the physical structure of the buffer area or ante area has been altered. Testing shall be 
performed by qualified operators using current, state of the art electronic equipment 
with results of the following: 

 ISO Class 5: not more than 3520 particles 0.5 µm and larger size per cubic meter 
of air for any LAFW, BSC, CAI, and CACI; 

 ISO Class 7: not more than 352,000 particles of 0.5 µm size and larger per cubic 
meter of air for any buffer area; 

 ISO Class 8: not more than 3,520,000 particles or 0.5 µm size and larger per 
cubic meter of air for any ante-area. 



  All certification records shall be maintained and reviewed by supervising personnel or 
other designated employees to ensure that the controlled environments comply with the 
proper air cleanliness, room pressures, and ACPHs. 

PRESSURE DIFFERENTIAL MONITORING 
  A pressure gauge or velocity meter shall be installed to monitor the pressure 
differential or airflow between the buffer area and the ante area and between the ante
area and the general environment outside the compounding area. The results shall be 
reviewed and documented on a log at least every work shift (minimum frequency shall 
be at least daily) or by a continuous recording device. The pressure between the ISO 
Class 7 (see Table 1) and the general pharmacy area shall not be less than 5 Pa (0.02 
inch water column). In facilities where low  and medium risk level CSPs are prepared, 
differential airflow shall maintain a minimum velocity of 0.2 meters per second (40 feet 
per minute) between buffer area and ante-area. 

ENVIRONMENTAL VIABLE AIRBORNE PARTICLE TESTING PROGRAM 
  The risk of contaminating a CSP prepared under low-risk level and medium-risk level 
conditions is highly dependent on proper hand hygiene and garbing practices, 
compounding personnel aseptic technique, and the presence of surface contamination, 
assuming that all work is performed in a certified and properly functioning ISO Class 5 
(see Table 1) PEC and secondary engineering controls, ISO Class 7 (see Table 1) 
buffer area, and ISO Class 8 (see Table 1) ante-area. High-risk level CSPs pose the 
greatest threat to patients because compounding personnel are tasked with the 
requirement of processing nonsterile components and devices in order to achieve 
sterility. 
  A sampling program in conjunction with an observational audit is designed to evaluate 
the competency of compounding personnel work practices, allowing for the 
implementation of corrective actions on an ongoing basis (see Personnel Training and 
Competency Evaluation of Garbing, Aseptic Work Practices and Cleaning/Disinfection 
Procedures). 

Sampling Plan An appropriate environmental sampling plan shall be developed for 
airborne viable particles based on a risk assessment of compounding activities 
performed. 
  Selected sampling sites shall include locations within each ISO Class 5 (see Table 1) 
environment and in the ISO Class 7 and 8 (see Table 1) areas and in the segregated 
compounding areas at greatest risk of contamination (e.g., work areas near the ISO 
Class 5 [see Table 1] environment, counters near doors, pass through boxes). The plan 
shall include sample location, method of collection, frequency of sampling, volume of air 
sampled, and time of day as related to activity in the compounding area and action 
levels. 
  Review of the data generated during a sampling event may detect elevated amounts of 
airborne microbial bioburden; such changes may be indicative of adverse changes 
within the environment. It is recommended that compounding personnel refer to 
Microbiological Control and Monitoring of Aseptic Processing Environments 1116  and 
the CDC's “Guidelines for Environmental Infection Control in Healthcare Facilities, 2003” 
for more information. 



Growth Medium A general microbiological growth medium such as Soybean Casein 
Digest Medium shall be used to support the growth of bacteria. Malt extract agar or 
some other media that supports the growth of fungi shall be used in high risk level 
compounding environments. Media used for surface sampling must be supplemented 
with additives to neutralize the effects of disinfecting agents (e.g., TSA with lecithin and 
polysorbate 80). 

Viable Air Sampling—Evaluation of airborne microorganisms using volumetric 
collection methods in the controlled air environments (LAFWs, CAIs, clean room or 
buffer areas, and ante areas) shall be performed by properly trained individuals for all 
compounding risk levels. 
  Impaction shall be the preferred method of volumetric air sampling. Use of settling 
plates for qualitative air sampling may not be able to determine adequately the quality of 
air in the controlled environment. The settling of particles by gravity onto culture plates 
depends on the particle size and may be influenced by air movement. Consequently, 
the number of colony forming units (cfu) on a settling plate may not always relate to the 
concentrations of viable particles in the sampled environment. 
  For low-, medium-, and high-risk level compounding, air sampling shall be performed 
at locations that are prone to contamination during compounding activities and during 
other activities such as staging, labeling, gowning, and cleaning. Locations shall include 
zones of air backwash turbulence within LAFW and other areas where air backwash 
turbulence may enter the compounding area (doorways, in and around ISO Class 5 [see 
Table 1] PEC and environments). Consideration should be given to the overall effect the 
chosen sampling method will have on the unidirectional airflow within a compounding 
environment. 
  For low risk level CSPs with 12 hour or less BUD prepared in a PEC (LAFWs, BSCs, 
CAIs) that maintains an ISO Class 5 (see Table 1), air sampling shall be performed at 
locations inside the ISO Class 5 (see Table 1) environment and other areas that are in 
close proximity to the ISO Class 5 (see Table 1) environment during the certification of 
the PEC. 

Air Sampling Devices—There are a number of manufacturers of electronic air 
sampling equipment. It is important that personnel refer to the manufacturer's 
recommended procedures when using the equipment to perform volumetric air sampling 
procedures. The instructions in the manufacturer's user's manual for verification and 
use of electric air samplers that actively collect volumes of air for evaluation must be 
followed. A sufficient volume of air (400 to 1000 liters) shall be tested at each location in 
order to maximize sensitivity. The volumetric air sampling devices need to be serviced 
and calibrated as recommended by the manufacturer. 
  It is recommended that compounding personnel also refer to Methodology and 
Instrumentation for Quantitation of Viable Airborne Microorganisms under 
Microbiological Control and Monitoring of Aseptic Processing Environments 1116 , 
which provides more information on the use of volumetric air samplers and volume of air 
that should be sampled to detect environmental bioburden excursions. 

Air Sampling Frequency and Process—Air sampling shall be performed at least 
semiannually (i.e., every 6 months) as part of the re-certification of facilities and 
equipment. If compounding occurs in multiple locations within an institution (e.g., main 



pharmacy, satellites), environmental sampling is required for each individual 
compounding area. A sufficient volume of air shall be sampled and the manufacturer's 
guidelines for use of the electronic air sampling equipment followed. Any facility 
construction or equipment servicing may require that air sampling be performed during 
these events. 

Incubation Period At the end of the designated sampling or exposure period for air 
sampling activities, the microbial growth media plates are recovered and their covers 
secured (e.g., taped), and they are inverted and incubated at a temperature and for a 
time period conducive to multiplication of microorganisms. TSA should be incubated at 
30° to 35° for 48 to 72 hours. Malt extract agar or other suitable fungal media should be 
incubated at 26° to 30° for 5 to 7 days. The number of discrete colonies of 
microorganisms are counted and reported as cfu and documented on an environmental 
sampling form. Counts from air sampling need to be transformed into cfu per cubic 
meter of air and evaluated for adverse trends. 

Action Levels, Documentation, and Data Evaluation—The value of viable microbial 
sampling of the air in the compounding environment is realized when the data are used 
to identify and correct an unacceptable situation. Sampling data shall be collected and 
reviewed on a periodic basis as a means of evaluating the overall control of the 
compounding environment. If an activity consistently shows elevated levels of microbial 
growth, competent microbiology personnel shall be consulted. 
  Any cfu count that exceeds its respective action level (see Table 2) should prompt a 
re evaluation of the adequacy of personnel work practices, cleaning procedures, 
operational procedures, and air filtration efficiency within the aseptic compounding 
location. An investigation into the source of the contamination shall be conducted. 
Sources could include HVAC systems, damaged HEPA filters, and changes in 
personnel garbing or work practices. The source of the problem shall be eliminated, the 
affected area cleaned, and resampling performed. 
  Counts of cfu are to be used as an approximate measure of the environmental 
microbial bioburden. Action levels are determined on the basis of cfu data gathered at 
each sampling location and trended over time. The numbers in Table 2 should be used 
only as guidelines. Regardless of the number of cfu identified in the pharmacy, further 
corrective actions will be dictated by the identification of microorganisms recovered (at 
least the genus level) by an appropriate credentialed laboratory of any microbial 
bioburden captured as a cfu using an impaction air sampler. Highly pathogenic 
microorganisms (e.g., Gram-negative rods, coagulase positive staphylococcus, molds 
and yeasts) can be potentially fatal to patients receiving CSPs and must be immediately 
remedied, regardless of cfu count, with the assistance of a competent microbiologist, 
infection control professional, or industrial hygienist.  

Table 2. Recommended Action Levels for Microbial Contamination* 
†(cfu per cubic meter [1000 liters] of air per plate) 

Classification Air Sample† 
ISO Class 5 > 1 
ISO Class 7 > 10 



Classification Air Sample† 
ISO Class 8 or worse > 100 
*  Guidance for Industry Sterile Drug Products Produced by Aseptic Processing Current Good 
Manufacturing Practice US HHS, FDA September 2004. 

Additional Personnel Requirements 
  Food, drinks, and materials exposed in patient care and treatment areas shall not 
enter ante-areas, buffer areas, or segregated compounding areas where components 
and ingredients of CSPs are present. When compounding activities require the 
manipulation of a patient's blood derived or other biological material (e.g., radiolabeling 
a patient's or donor's white blood cells), the manipulations shall be clearly separated 
from routine material-handling procedures and equipment used in CSP preparation 
activities, and they shall be controlled by specific SOPs in order to avoid any cross-
contamination. Packaged compounding supplies and components, such as needles, 
syringes, tubing sets, and small  and large volume parenterals, should be uncartoned 
and wiped down with a disinfectant that does not leave a residue (e.g., sterile 70% IPA), 
when possible in an ante-area of ISO Class 8 (see Table 1) air quality, before being 
passed into the buffer areas. Personnel hand hygiene and garbing procedures are also 
performed in the ante area, which may contain a sink that enables hands free use with 
a closed system of soap dispensing to minimize the risk of extrinsic contamination. 
There shall be some demarcation designation that separates the ante area from the 
buffer area. Adequate provision for performing antiseptic hand cleansing using an 
alcohol-based surgical hand scrub with persistent activity followed by the donning of 
sterile gloves should be provided after entry into the buffer area. 

Cleaning and Disinfecting the Compounding Area 
  Environmental contact is a major source of microbial contamination of CSPs. 
Consequently, scrupulous attention to cleaning and disinfecting the sterile compounding 
areas is required to minimize this as a source of CSP contamination. 
  The cleaning and disinfecting practices and frequencies in this section apply to ISO 
Class 5 (see Table 1) compounding areas for exposure of critical sites as well as buffer 
areas, ante areas, and segregated compounding areas. Compounding personnel are 
responsible for ensuring that the frequency of cleaning is in accordance with the 
requirements stated in Table 3 and determining the cleaning and disinfecting products 
to be used (see Appendix II). Any organizational or institutional policies regarding 
disinfectant selection should be considered by compounding personnel. All cleaning and 
disinfecting practices and policies for the compounding of CSPs shall be included in 
written SOPs and shall be followed by all compounding personnel. 

Table 3. Minimum Frequency of Cleaning and Disinfecting Compounding Areas 

Site Minimum Frequency 
ISO Class 5 (see Table 1) 
Primary Engineering 
Control (e.g., LAFW, BSC, 
CAI, CACI) 

At the beginning of each shift, before each batch, not longer 
than 30 minutes following the previous surface disinfection 
when ongoing compounding activities are occurring, after 
spills, and when surface contamination is known or 



Site Minimum Frequency 
suspected 

Counters and easily 
cleanable work surfaces 

Daily 

Floors Daily 
Walls Monthly 
Ceilings Monthly 
Storage shelving Monthly 
  The selection and use of disinfectants in healthcare facilities is guided by several 
properties, such as microbicidal activity, inactivation by organic matter, residue, and 
shelf life (see Appendix II). In general, highly toxic disinfectants, such as glutaraldehyde, 
are not used on housekeeping surfaces (e.g., floors, countertops). Many disinfectants 
registered by the EPA are one step disinfectants. This means that the disinfectant has 
been formulated to be effective in the presence of light to moderate soiling without a 
pre-cleaning step. 
  Surfaces in LAFWs, BSCs, CAIs, and CACIs, which are intimate to the exposure of 
critical sites, require disinfecting more frequently than do housekeeping surfaces such 
as walls and ceilings. Disinfecting sterile compounding areas shall occur on a regular 
basis at the intervals noted in Table 3 when spills occur, when the surfaces are visibly 
soiled, and when microbial contamination is known to have been or is suspected of 
having been introduced into the compounding areas. 
  When the surface to be disinfected has heavy soiling, a cleaning step is recommended 
prior to the application of the disinfectant. Trained compounding personnel are 
responsible for developing, implementing, and practicing the procedures for cleaning 
and disinfecting the DCAs written in the SOPs. Cleaning and disinfecting shall occur 
before compounding is performed. Items shall be removed from all areas to be cleaned, 
and surfaces shall be cleaned by removing loose material and residue from spills; for 
example, water soluble solid residues are removed with sterile water (for injection or 
irrigation) and low-shedding wipes. This shall be followed by wiping with a residue-free 
disinfecting agent such as sterile 70% IPA, which is allowed to dry before compounding 
begins. 
  Cleaning and disinfecting surfaces in the LAFWs, BSCs, CAIs, and CACIs are the 
most critical practices before the preparation of CSPs. Consequently, such surfaces 
shall be cleaned and disinfected frequently, including at the beginning of each work 
shift, before each batch preparation is started, every 30 minutes during continuous 
compounding periods of individual CSPs, when there are spills, and when surface 
contamination is known or suspected from procedural breaches. 
  Work surfaces in the ISO Class 7 (see Table 1) buffer areas and ISO Class 8 (see 
Table 1) ante-areas as well as segregated compounding areas shall be cleaned and 
disinfected at least daily, and dust and debris shall be removed when necessary from 
storage sites for compounding ingredients and supplies using a method that does not 
degrade the ISO Class 7 or 8 (see Table 1) air quality (see Disinfectants and Antiseptics 
1072 ). 



  Floors in the buffer or clean area, ante area, and segregated compounding area are 
cleaned by mopping with a cleaning and disinfecting agent once daily at a time when no 
aseptic operations are in progress. Mopping shall be performed by trained personnel 
using approved agents and procedures described in the written SOPs. It is incumbent 
on compounding personnel to ensure that such cleaning is performed properly. In the 
buffer or clean area, ante area, and segregated compounding area, walls, ceilings, and 
shelving shall be cleaned and disinfected monthly. Cleaning and disinfecting agents are 
to be used with careful consideration of compatibilities, effectiveness, and inappropriate 
or toxic residues (see Appendix II). Their schedules of use and methods of application 
shall be in accordance with written SOPs and followed by custodial or compounding 
personnel. 
  All cleaning materials, such as wipers, sponges, and mops, shall be nonshedding, 
preferably composed of synthetic micro fibers, and dedicated to use in the buffer or 
clean area, ante area, and segregated compounding areas and shall not be removed 
from these areas except for disposal. Floor mops may be used in both the buffer or 
clean area and ante area, but only in that order. Ideally, all cleaning tools are discarded 
after one use by collection in suitable plastic bags and removed with minimal agitation. 
If cleaning materials (e.g., mops) are reused, procedures shall be developed (based on 
manufacturers' recommendations) that ensure that the effectiveness of the cleaning 
device is maintained and that repeated use does not add to the bioburden of the area 
being cleaned. 
  Supplies and equipment removed from shipping cartons shall be wiped with a suitable 
disinfecting agent (e.g., sterile 70% IPA) delivered from a spray bottle or other suitable 
delivery method. After the disinfectant is sprayed or wiped on a surface to be 
disinfected, the disinfectant shall be allowed to dry, during which time the item shall not 
be used for compounding purposes. 
  Wiping with small sterile 70% IPA swabs that are commercially available in individual 
foil sealed packages (or a comparable method) is preferred for disinfecting entry points 
on bags and vials, allowing the IPA to dry before piercing stoppers with sterile needles 
and breaking necks of ampuls. The surface of the sterile 70% IPA swabs used for 
disinfecting entry points of sterile packages and devices shall not contact any other 
object before contacting the surface of the entry point. Sterile 70% IPA wetted gauze 
pads or other particle generating material shall not be used to disinfect the sterile entry 
points of packages and devices. 
  When sterile supplies are received in sealed pouches designed to keep them sterile 
until opening, the sterile supplies may be removed from the covering pouches as the 
supplies are introduced into the ISO Class 5 (see Table 1) PEC (LAFW, BSC, CAI, 
CACI) without the need to disinfect the individual sterile supply items. No shipping or 
other external cartons may be taken into the buffer or clean area or segregated 
compounding area. 

Personnel Cleansing and Garbing 
  The careful cleansing of hands and arms and the correct donning of PPE by 
compounding personnel constitute the first major step in preventing microbial 
contamination in CSPs. Personnel shall also be thoroughly competent and highly 
motivated to perform flawless aseptic manipulations with ingredients, devices, and 
components of CSPs. Squamous cells are normally shed from the human body at a rate 



of 106 or more per hour, and those skin particles are laden with microorganisms.8,9 When 
individuals are experiencing rashes, sunburn, weeping sores, conjunctivitis, active 
respiratory infection, as well as when they wear cosmetics, they shed these particles at 
even higher rates. Particles shed from compounding personnel pose an increased risk 
of microbial contamination of critical sites of CSPs. Therefore, compounding personnel 
with such conditions as mentioned above shall be excluded from working in ISO Class 5 
(see Table 1) and ISO Class 7 (see Table 1) compounding areas until their conditions 
are remedied. 
  Before entering the buffer area or segregated compounding area (see Low Risk Level 
CSPs with 12-Hour or Less BUD), compounding personnel shall remove personal outer 
garments (e.g., bandannas, coats, hats, jackets, scarves, sweaters, vests); all 
cosmetics, because they shed flakes and particles; and all hand, wrist, and other visible 
jewelry or piercings (e.g., earrings, lip or eyebrow piercings) that can interfere with the 
effectiveness of PPE (e.g., fit of gloves and cuffs of sleeves). The wearing of artificial 
nails or extenders is prohibited while working in the sterile compounding environment. 
Natural nails shall be kept neat and trimmed. 
  Personnel shall don the following PPE in an order that proceeds from those activities 
considered the dirtiest to those considered the cleanest. Garbing activities considered 
the dirtiest include donning of dedicated shoes or shoe covers, head and facial hair 
covers (e.g., beard covers in addition to face masks), and face masks/eye shields. Eye 
shields are optional unless working with irritants such as germicidal disinfecting agents 
or when preparing hazardous drugs. 
  After donning dedicated shoes or shoe covers, head and facial hair covers, and face 
masks, a hand cleansing procedure shall be performed by removing debris from 
underneath fingernails using a nail cleaner under running warm water followed by 
vigorous hand washing. Hands and forearms shall be washed to the elbows for at least 
30 seconds with soap (either nonantimicrobial or antimicrobial) and water while in the 
ante area. The use of antimicrobial scrub brushes is not recommended because they 
can cause skin irritation and skin damage. Hands and forearms to the elbows will be 
completely dried using either lint-free disposable towels or an electronic hand dryer. 
After completion of hand washing, a nonshedding gown with sleeves that fit snugly 
around the wrists and enclosed at the neck is donned. Gowns designated for buffer 
area use shall be worn, and preferably they should be disposable. If reusable gowns are 
worn, they should be laundered appropriately for buffer area use. 
  Once inside the buffer area or segregated compounding area (see Low-Risk Level 
CSPs with 12 Hour or Less BUD), and prior to donning sterile powder free gloves, 
antiseptic hand cleansing shall be performed using a waterless alcohol based surgical 
hand scrub with persistent activity10 following manufacturers' recommendations. Hands 
are allowed to dry thoroughly before donning sterile gloves. 
  Sterile gloves shall be the last item donned before compounding begins. Gloves 
become contaminated when they contact nonsterile surfaces during compounding 
activities. Disinfection of contaminated gloved hands may be accomplished by wiping or 
rubbing sterile 70% IPA to all contact surface areas of the gloves and letting the gloved 
hands dry thoroughly. Only use gloves that have been tested for compatibility with 
alcohol disinfection by the manufacturer. Routine application of sterile 70% IPA shall 
occur throughout the compounding process and whenever nonsterile surfaces (e.g. 



vials, counter tops, chairs, carts) are touched. Gloves on hands shall also be routinely 
inspected for holes, punctures, or tears and replaced immediately if such are detected. 
Antiseptic hand cleansing shall be performed as indicated above. Compounding 
personnel shall be trained and evaluated in the avoidance of touching critical sites. 
  When compounding personnel exit the compounding area during a work shift, the 
exterior gown may be removed and retained in the compounding area if not visibly 
soiled, to be re donned during that same work shift only. However, shoe covers, hair 
and facial hair covers, face masks/eye shields, and gloves shall be replaced with new 
ones before re entering the compounding area, and proper hand hygiene shall be 
performed. 
  During high risk compounding activities that precede terminal sterilization, such as 
weighing and mixing of nonsterile ingredients, compounding personnel shall be garbed 
and gloved the same as when performing compounding in an ISO Class 5 (see Table 1) 
environment. Properly garbed and gloved compounding personnel who are exposed to 
air quality that is either known or suspected to be worse than ISO Class 7 (see Table 1) 
shall re garb PPE along with washing their hands properly, performing antiseptic hand 
cleansing with a waterless alcohol based surgical hand scrub, and donning sterile 
gloves upon re entering the ISO Class 7 (see Table 1) buffer area. When CAIs and 
CACIs are the source of the ISO Class 5 (see Table 1) environment, the garbing and 
gloving requirements for compounding personnel should be as described above, unless 
the isolator manufacturer can provide written documentation based on validated 
environmental testing that any component(s) of PPE or personnel cleansing are not 
required. 

Personnel Training and Competency Evaluation of Garbing, Aseptic Work 
Practices, and Cleaning/Disinfection Procedures 

  Personnel who prepare CSPs shall be trained conscientiously and skillfully by expert 
personnel and through multimedia instructional sources and professional publications in 
the theoretical principles and practical skills of garbing procedures, aseptic work 
practices, achieving and maintaining ISO Class 5 (see Table 1) environmental 
conditions, and cleaning and disinfection procedures. This training shall be completed 
and documented before any compounding personnel begin to prepare CSPs. 
Compounding personnel shall complete didactic training, pass written competence 
assessments, undergo skill assessment using observational audit tools, and media fill 
testing (see Appendices III–V). 
  Media-fill testing of aseptic work skills shall be performed initially before beginning to 
prepare CSPs and at least annually thereafter for low  and medium risk level 
compounding and semiannually for high risk level compounding. 
  Compounding personnel who fail written tests or observational audits or whose media
fill test vials have one or more units showing visible microbial contamination shall be re-
instructed and re-evaluated by expert compounding personnel to ensure correction of all 
aseptic work practice deficiencies. Compounding personnel shall pass all evaluations 
prior to resuming compounding of sterile preparations. In addition to didactic evaluation 
and aseptic media fill, compounding personnel must demonstrate proficiency of proper 
hand hygiene, garbing, and consistent cleaning procedures. 
  In the event that cleaning and disinfecting procedures are also performed by other 
support personnel (e.g., institutional environmental services, housekeeping), thorough 



training of proper hand hygiene, garbing, and cleaning and disinfection procedures shall 
be done by a qualified aseptic compounding expert. After completion of training, support 
personnel shall routinely undergo performance evaluation of proper hand hygiene, 
garbing, and all applicable cleaning and disinfecting procedures conducted by a 
qualified aseptic compounding expert. 

COMPETENCY EVALUATION OF GARBING AND ASEPTIC WORK PRACTICE 
  The risk of contaminating a CSP prepared under low-risk level and medium-risk level 
conditions is highly dependent on proper hand hygiene and garbing practices, 
compounding personnel aseptic technique, and the presence of surface contamination, 
assuming that all work is performed in a certified and properly functioning ISO Class 5 
(see Table 1) PEC and secondary engineering controls, ISO Class 7 (see Table 1) 
buffer area, and ISO Class 8 (see Table 1) ante-area. High-risk level CSPs pose the 
greatest threat to patients because compounding personnel are tasked with the 
requirement of processing nonsterile components and devices in order to achieve 
sterility. Compounding personnel shall be evaluated initially prior to beginning 
compounding CSPs and whenever an aseptic media fill is performed using a form such 
as the Sample Form for Assessing Hand Hygiene and Garbing Related Practices of 
Compounding Personnel (see Appendix III) and the personnel glove fingertip sampling 
procedures indicated below. 

Aseptic Work Practice Assessment and Evaluation via Personnel Glove Fingertip 
Sampling Sampling of compounding personnel glove fingertips shall be performed for 
all CSP risk level compounding because direct touch contamination is the most likely 
source of introducing microorganisms into CSPs prepared by humans. Glove fingertip 
sampling shall be used to evaluate the competency of personnel in performing hand 
hygiene and garbing procedures in addition to educating compounding personnel on 
proper work practices, which include frequent and repeated glove disinfection using 
sterile 70% IPA during actual compounding of CSPs. All personnel shall demonstrate 
competency in proper hand hygiene and garbing procedures and in aseptic work 
practices (e.g., disinfection of component surfaces, routine disinfection of gloved 
hands). 
  Sterile contact agar plates shall be used to sample the gloved fingertips of 
compounding personnel after garbing in order to assess garbing competency and after 
completing the media fill preparation (without applying sterile 70% IPA) in order to 
assess the adequacy of aseptic work practices prior to being initially allowed to prepare 
CSPs for human use and for more experienced personnel to maintain their 
qualifications to prepare CSPs for human use. 

Garbing And Gloving Competency Evaluation—Compounding personnel shall be 
visually observed during the process of performing hand hygiene and garbing 
procedures (see Personnel Cleansing and Garbingunder Personnel Training and 
Evaluation in Aseptic Manipulation Skillsabove). The visual observation shall be 
documented on a form such as the Sample Form for Assessing Hand Hygiene and 
Garbing Related Practices of Compounding Personnel (see Appendix III) and 
maintained to provide a permanent record and long-term assessment of personnel 
competency. 



Gloved Fingertip Sampling All compounding personnel shall successfully complete 
an initial competency evaluation and gloved fingertip/thumb sampling procedure (zero 
cfu) no less than three times before initially being allowed to compound CSPs for 
human use. Immediately after the compounding employee completes the hand hygiene 
and garbing procedure (e.g., donning of sterile gloves prior to any disinfection with 
sterile 70% IPA), the evaluator will collect a gloved fingertip and thumb sample from 
both hands of the compounding employee onto appropriate agar plates by lightly 
pressing each fingertip into the agar. The plates will be incubated for the appropriate 
incubation period and at the appropriate temperature (see Incubation Period). After 
completing the initial gowning and gloving competency evaluation, re-evaluation of all 
compounding personnel for this competency shall occur at least annually for personnel 
who compound low  and medium risk level CSPs and semi annually for personnel who 
compound high risk level CSPs using one or more sample collections during any media
fill test procedure before they are allowed to continue compounding CSPs for human 
use. 
  Immediately prior to sampling, gloves shall not be disinfected with sterile 70% IPA. 
Disinfecting gloves immediately before sampling will provide false negative results. 
Plates filled with nutrient agar with neutralizing agents such as lecithin and polysorbate 
80 added shall be used when sampling personnel fingertips. Personnel shall “touch” the 
agar with the fingertips of both hands in separate plates in a manner to create a slight 
impression in the agar. The sampled gloves shall be immediately discarded and proper 
hand hygiene performed after sampling. The nutrient agar plates shall be incubated as 
stated below (see Incubation Period). Results should be reported separately as number 
of cfu per employee per hand (left hand, right hand). The cfu action level for gloved 
hands will be based on the total number of cfu on both gloves, not per hand. 

Incubation Period At the end of the designated sampling period for compounding 
personnel competency assessment activities (surface or personnel), the agar plates are 
recovered and covers secured and they are inverted and incubated at a temperature 
and for a time period conducive to multiplication of microorganisms. TSA with lecithin 
and polysorbate 80 shall be incubated at 30° to 35° for 48 to 72 hours. 

Aseptic Manipulation Competency Evaluation After successful completion of an 
initial Hand Hygiene and Garbing Competency Evaluation, all compounding personnel 
shall have their aseptic technique and related practice competency evaluated initially 
during the Media-Fill Test Procedure and subsequent annual or semi-annual Media-Fill 
Test Procedures. Records of these evaluations will be maintained using a form such as 
the Sample Form for Assessing Aseptic Technique and Related Practices of 
Compounding Personnel (see Appendix IV) and maintained to provide a permanent 
record of and long term assessment of personnel competency. 

Media Fill Test Procedure The skill of personnel to aseptically prepare CSPs shall be 
evaluated using sterile fluid bacterial culture media fill verification, (i.e., sterile bacterial 
culture medium transfer via a sterile syringe and needle). Media fill testing is used to 
assess the quality of the aseptic skill of compounding personnel. Media-fill tests shall 
represent the most challenging or stressful conditions actually encountered by the 
personnel being evaluated when they prepare low  and medium risk level CSPs and 
when sterilizing high risk level CSPs. Media fill challenge tests are also used to verify 



the capability of the compounding environment and processes to produce sterile 
preparations. 
  A commercially available sterile fluid culture media, such as Soybean Casein Digest 
Medium (see Sterility Tests 71 ), that is able to promote exponential colonization of 
bacteria that are most likely to be transmitted to CSPs from the compounding personnel 
and environment is commonly used. For high-risk level CSPs nonsterile commercially 
available Soybean–Casein Digest Medium may be used to make a 3% solution. Normal 
processing steps, including filter sterilization, shall be mimicked. Media filled vials shall 
be incubated at 20° to 25° or at 30° to 35° for a minimum of 14 days. If two 
temperatures are used for incubation of media filled samples, then these filled 
containers should be incubated for at least 7 days at each temperature (see 
Microbiological Control and Monitoring of Aseptic Processing Environments 1116 ). 
Failure is indicated by visible turbidity in any one of the media-fill units on or before 14 
days. Other methodologies recommended by a competent microbiologist to enhance 
recovery time and sensitivity to detect microbial contamination may be considered (see 
CSP Microbial Contamination Risk Levels for examples of media fill procedures). 

SURFACE CLEANING AND DISINFECTION SAMPLING AND ASSESSMENT 
  Surface sampling is an important component of the maintenance of a suitable 
microbially controlled environment for compounding CSPs, especially since transfer of 
microbial contamination from improperly disinfected work surfaces via inadvertent touch 
contact by compounding personnel can be a potential source of contamination into 
CSPs. It is useful for evaluating facility and work surface cleaning and disinfecting 
procedures and employee competency in work practices such as disinfection of 
component/vial surface cleaning. Surface sampling shall be performed in all ISO 
classified areas on a periodic basis. Sampling can be accomplished using contact 
plates or swabs, and it shall be done at the conclusion of compounding. Locations to be 
sampled shall be defined in a sample plan or on a form. The size of the plate to be used 
for each sampled location usually ranges from 24 to 30 cm2. Contact plates are filled 
with general solid agar growth medium and neutralizing agents above the rim of the 
plate, and they are used for sampling regular or flat surfaces. Swabs may be used for 
sampling irregular surfaces, especially for equipment (see Microbiological Control and 
Monitoring of Aseptic Processing Environments 1116 ). 

Cleaning and Disinfecting Competency Evaluation—Compounding personnel and 
other personnel responsible for cleaning shall be visually observed during the process 
of performing cleaning and disinfecting procedures, during initial personnel training on 
cleaning procedures, during changes in cleaning staff, and at the completion of any 
media fill test procedure (see Cleaning and Disinfecting of Compounding Areas). 
  The visual observation shall be documented using a form such as the Sample Form for 
Assessing Cleaning and Disinfection Procedures (see Appendix V) and maintained to 
provide a permanent record and long term assessment of personnel competency. 

Surface Collection Methods—To sample surfaces using a contact plate, gently touch 
the sample area with the agar surface and roll the plate across the surface to be 
sampled. The contact plate will leave a growth media residue behind; therefore, 
immediately after sampling with the contact plate, the sampled area shall be thoroughly 
wiped with a nonshedding wipe soaked in sterile 70% IPA. 



  If an area is sampled via the swab method, collection of the sample is processed by 
using appropriate procedures that will result in the surface location equivalent to that of 
a contact plate. After swabbing the surface to be sampled, swabs are placed in an 
appropriate diluent; an aliquot is planted on or in the specified nutrient agar. Results 
should be reported as cfu per unit of surface area. 

Action Levels, Documentation, and Data Evaluation 
  The value of viable microbial monitoring of gloved fingertips and surfaces of 
components and the compounding environment are realized when the data are used to 
identify and correct an unacceptable work practice. Sampling data shall be collected 
and reviewed on a routine basis as a means of evaluating the overall control of the 
compounding environment. If an activity consistently shows elevated levels of microbial 
growth, competent microbiology personnel shall be consulted. 
  Any cfu count that exceeds its respective action level (see Table 4) should prompt a 
re evaluation of the adequacy of personnel work practices, cleaning procedures, 
operational procedures, and air filtration efficiency within the aseptic compounding 
location. An investigation into the source of the contamination shall be conducted. 
Sources could include HVAC systems, damaged HEPA filters, and changes in 
personnel garbing or working practices. The source of the problem shall be eliminated, 
the affected area cleaned, and resampling performed. 
  When gloved fingertip sample results exceed action levels after proper incubation, a 
review of hand hygiene and garbing procedures as well as glove and surface 
disinfection procedures and work practices shall be performed and documented. 
Employee training may be required to correct the source of the problem. 
  Counts of cfu are to be used as an approximate measure of the environmental 
microbial bioburden. Action levels are determined on the basis of cfu data gathered at 
each sampling location and trended over time. The numbers in Table 4 should be used 
only as guidelines. Regardless of the number of cfu identified in the compounding 
facility, further corrective actions will be dictated by the identification of microorganisms 
recovered (at least the genus level) by an appropriate credentialed laboratory of any 
microbial bioburden captured as a cfu using an impaction air sampler. Highly 
pathogenic microorganisms (e.g., Gram negative rods, coagulase positive 
staphylococcus, molds and yeasts) can be potentially fatal to patients receiving CSPs 
and shall be immediately remedied, regardless of cfu count, with the assistance of a 
competent microbiologist, infection control professional, or industrial hygienist.  

Table 4. Recommended Action Levels for Microbial Contamination* 

Classification Fingertip Sample Surface Sample (Contact Plate) 
(cfu per plate) 

ISO Class 5 > 3 > 3 
ISO Class 7 N/A > 5 
ISO Class 8 or worse N/A > 100 
*  Pharmaceutical Inspection Co operation Scheme (PIC/S) Guide to Good Manufacturing Practice for 
Medicinal Products Annexes PE 009 6, 5 April 2007. 



 
SUGGESTED STANDARD OPERATING PROCEDURES (SOPS) 

  The compounding facility shall have written, properly approved SOPs designed to 
ensure the quality of the environment in which a CSP is prepared. The following 
procedures are recommended:  

1. Access to the buffer area is restricted to qualified personnel with specific 
responsibilities or assigned tasks in the compounding area. 

2. All cartoned supplies are decontaminated in the area by removing them from 
shipping cartons and wiping or spraying them with a nonresidue generating 
disinfecting agent while they are being transferred to a clean and properly 
disinfected cart or other conveyance for introduction into the buffer area. 
Manufacturers' directions or published data for minimum contact time will be 
followed. Individual pouched sterile supplies need not be wiped because the 
pouches can be removed as these sterile supplies are introduced into the buffer 
area. 

3. Supplies that are required frequently or otherwise needed close at hand but not 
necessarily needed for the scheduled operations of the shift are 
decontaminated and stored on shelving in the ante-area. 

4. Carts used to bring supplies from the storeroom cannot be rolled beyond the 
demarcation line in the ante area, and carts used in the buffer area cannot be 
rolled outward beyond the demarcation line unless cleaned and disinfected 
before returning. 

5. Generally, supplies required for the scheduled operations of the shift are wiped 
down with an appropriate disinfecting agent and brought into the buffer area, 
preferably on one or more movable carts. Supplies that are required for back up 
or general support of operations may be stored on the designated shelving in 
the buffer area, but excessive amounts of supplies are to be avoided. 

6. Nonessential objects that shed particles shall not be brought into the buffer area, 
including pencils, cardboard cartons, paper towels, and cotton items (e.g., 
gauze pads). 

7. Essential paper related products (e.g., paper syringe overwraps, work records 
contained in a protective sleeve) shall be wiped down with an appropriate 
disinfecting agent prior to being brought into the buffer area. 

8. Traffic flow in and out of the buffer area shall be minimized. 
9. Personnel preparing to enter the buffer area shall remove all personal outer 

garments, cosmetics (because they shed flakes and particles), and all hand, 
wrist, and other visible jewelry or piercings that can interfere with the 
effectiveness of PPE. 

10. Personnel entering the ante area shall don attire as described in Personnel 
Cleansing and Garbing and Personnel Training and Competency Evaluation of 
Garbing, Aseptic Work Practices and Cleaning/Disinfection Procedures. 

11. Personnel shall then thoroughly wash hands and forearms to the elbow with 
soap and water for at least 30 seconds. An air dryer or disposable nonshedding 
towels are used to dry hands and forearms after washing. 



12. Personnel entering the buffer area shall perform antiseptic hand cleansing prior 
to donning sterile gloves using a waterless alcohol based surgical hand scrub 
with persistent activity. 

13. Chewing gum, drinks, candy, or food items shall not be brought into the buffer 
area or ante-area. Materials exposed in patient care and treatment areas shall 
never be introduced into areas where components and ingredients for CSPs are 
present. 

14. At the beginning of each compounding activity session, and whenever liquids 
are spilled, the surfaces of the direct compounding environment are first 
cleaned with USP Purified Water to remove water-soluble residues. 
Immediately thereafter, the same surfaces are disinfected with a nonresidue
generating agent using a nonlinting wipe. 

15. Primary engineering controls shall be operated continuously during 
compounding activity. When the blower is turned off and before other personnel 
enter to perform compounding activities, only one person shall enter the buffer 
area for the purposes of turning on the blower (for at least 30 minutes) and 
disinfecting the work surfaces. 

16. Traffic in the area of the DCA is minimized and controlled. 
17. Supplies used in the DCA for the planned procedures are accumulated and 

then decontaminated by wiping or spraying the outer surface with sterile 70% 
IPA or removing the outer wrap at the edge of the DCA as the item is 
introduced into the aseptic work area. 

18. All supply items are arranged in the DCA so as to reduce clutter and provide 
maximum efficiency and order for the flow of work. 

19. After proper introduction into the DCA of supply items required for and limited to 
the assigned operations, they are so arranged that a clear, uninterrupted path 
of HEPA filtered air will bathe all critical sites at all times during the planned 
procedures. That is, no objects may be placed between the first air from HEPA 
filters and an exposed critical site. 

20. All procedures are performed in a manner designed to minimize the risk of 
touch contamination. Gloves are disinfected with adequate frequency with an 
approved disinfectant such as sterile 70% IPA. 

21. All rubber stoppers of vials and bottles and the necks of ampuls are disinfected 
by wiping with sterile 70% IPA and waiting for at least 10 seconds before they 
are used to prepare CSPs. 

22. After the preparation of every CSP, the contents of the container are thoroughly 
mixed and then inspected for the presence of particulate matter, evidence of 
incompatibility, or other defects. 

23. After procedures are completed, used syringes, bottles, vials, and other 
supplies are removed, but with a minimum of exit and re-entry into the DCA so 
as to minimize the risk of introducing contamination into the aseptic workspace. 

 
ELEMENTS OF QUALITY CONTROL 

  A written description of specific training and performance evaluation program for 
individuals involved in the use of aseptic techniques for the preparation of sterile 



products shall be developed for each site. This program equips personnel with the 
appropriate knowledge and trains them in the required skills necessary to perform the 
assigned tasks. Each person assigned to the aseptic area in the preparation of sterile 
products shall successfully complete specialized training in aseptic techniques and 
aseptic area practices prior to preparing CSPs (see Personnel Training and Evaluation 
in Aseptic Manipulation Skills and Personnel Training and Competency Evaluation of 
Garbing, Aseptic Work Practices and Cleaning/Disinfection Procedures). 

Ingredients and Devices 
  Compounding personnel ascertain that ingredients for CSPs are of the correct identity 
and appropriate quality using the following information: vendor labels, labeling, 
certificates of analysis, direct chemical analysis, and knowledge of compounding facility 
storage conditions. 

STERILE INGREDIENTS AND DEVICES 
  Commercially available sterile drug products, sterile ready to use containers, and 
devices are examples of sterile components. A written procedure for unit by unit 
physical inspection preparatory to use is followed to ensure that these components are 
sterile, free from defects, and otherwise suitable for their intended use. 

NONSTERILE INGREDIENTS AND DEVICES 
  If any nonsterile components, including containers and ingredients, are used to make a 
CSP, such CSPs must be high risk. Nonsterile active ingredients and added substances 
or excipients for CSPs should preferably be official USP or NF articles. When nonofficial 
ingredients are used, they shall be accompanied by certificates of analysis from their 
suppliers to aid compounding personnel in judging the identity, quality, and purity in 
relation to the intended use in a particular CSP. Physical inspection of a package of 
ingredients is necessary in order to detect breaks in the container, looseness in the cap 
or closure, and deviation from the expected appearance, aroma, and texture of the 
contents. 
  Bulk or unformulated drug substances and added substances or excipients shall be 
stored in tightly closed containers under temperature, humidity, and lighting conditions 
that are either indicated in official monographs or approved by suppliers. The date of 
receipt by the compounding facility shall be clearly and indelibly marked on each 
package of ingredient. After receipt by the compounding facility, packages of ingredients 
that lack a supplier's expiration date cannot be used after 1 year unless either 
appropriate inspection or testing indicates that the ingredient has retained its purity and 
quality for use in CSPs. 
  Careful consideration and evaluation of nonsterile ingredient sources is especially 
warranted when the CSP will be administered into the vascular system, central nervous 
system, or eyes. 
  Upon receipt of each lot of the bulk drug substance or excipient used for CSPs, the 
individual compounding the preparation performs a visual inspection of the lot for 
evidence of deterioration, other types of unacceptable quality, and wrong identification. 
For bulk drug substances or excipients, visual inspection is performed on a routine 
basis as described in the written protocol. 

Equipment 



  It is necessary that equipment, apparatus, and devices used to compound a CSP be 
consistently capable of operating properly and within acceptable tolerance limits. 
Written procedures outlining required equipment calibration, annual maintenance, 
monitoring for proper function, and controlled procedures for use of the equipment and 
specified time frames for these activities are established and followed. Routine 
maintenance and frequencies shall be outlined in these SOPs. Results from the 
equipment calibration, annual maintenance reports, and routine maintenance are kept 
on file for the lifetime of the equipment. Personnel are prepared through an appropriate 
combination of specific training and experience to operate or manipulate any piece of 
equipment, apparatus, or device they may use when preparing CSPs. Training includes 
gaining the ability to determine whether any item of equipment is operating properly or 
is malfunctioning. 

 
VERIFICATION OF AUTOMATED COMPOUNDING DEVICES (ACDs) FOR 

PARENTERAL NUTRITION COMPOUNDING 
  ACDs for the preparation of parenteral nutrition admixtures are widely used by 
pharmacists in hospitals and other healthcare settings. They are designed to streamline 
the labor intensive processes involved in the compounding of these multiple component 
formulations by automatically delivering the individual nutritional components in a 
predetermined sequence under computerized control. Parenteral nutrition admixtures 
often contain 20 or more individual additives representing as many as 50 or more 
individual components (e.g., 15 to 20 crystalline amino acids, dextrose monohydrate, 
and lipids; 10 to 12 electrolyte salts; 5 to 7 trace minerals; and 12 vitamins). Thus, 
ACDs can provide improved accuracy and precision of the compounding process over 
the traditional manual compounding methods. 

Accuracy 
  The accuracy of an ACD can be determined in various ways to ensure that the correct 
quantities of nutrients, electrolytes, or other nutritional components are delivered to the 
final infusion container. Initially, the ACD is tested for its volume and weight accuracy. 
For volume accuracy, a suitable volume of Sterile Water for Injection, USP, which 
represents a typical additive volume (e.g., 40 mL for small volume range of 1 to 100 mL, 
300 mL for large volume range of 100 to 1000 mL), is programmed into the ACD and 
delivered to the appropriate volumetric container. The compounding personnel should 
then consult Volumetric Apparatus 31  for appropriate parameters to assess the 
volumetric performance of the ACD. For gravimetric accuracy, the balance used in 
conjunction with the ACD is tested using various weight sizes that represent the 
amounts typically used to deliver the various additives. Compounding personnel should 

consult •Balances 41 • (CN 1 May 2016)
 for acceptable tolerances of the weights used. In 

addition, the same volume of Sterile Water for Injection used to assess volumetric 
accuracy is then weighed on the balance used in conjunction with the ACD. For 
example, if 40 mL of water was used in the volumetric assessment, its corresponding 
weight should be about 40 g (assuming the relative density of water is 1.0). In addition, 
during the use of the ACD, certain additives, such as potassium chloride (corrected for 
density differences), can also be tested in the same manner as with an in-process test. 



  Finally, additional tests of accuracy may be employed that determine the content of 
certain ingredients in the final volume of the parenteral nutrition admixture. Generally, 
pharmacy departments do not have the capability to routinely perform chemical 
analyses such as analyses of dextrose or electrolyte concentrations. Consequently, 
hospital or institutional laboratories may be called upon to perform these quality 
assurance tests. However, the methods in such laboratories are often designed for 
biological, not pharmaceutical, systems. Thus, their testing procedures shall be verified 
to meet the USP requirements stated in the individual monograph for the component 
being tested. For example, under Dextrose Injection, the following is stated: It contains 
not less than 95.0% and not more than 105.0% of the labeled amount of C6H12O6 · H2O. 
The hospital or institutional chemistry laboratories must validate their methods to apply 
to this range and correct for their typical measurement of anhydrous dextrose versus 
dextrose monohydrate. Similar ranges and issues exist, for example, for injections of 
calcium gluconate, magnesium sulfate, and potassium chloride. The critical point is the 
use of USP references and possible laboratory procedural differences. 

Precision 
  The intermediate precision of the ACD can be determined on the basis of the day to
day variations in performance of the accuracy measures. Thus, compounding personnel 
shall keep a daily record of the above described accuracy assessments and review the 
results over time. This review shall occur at least at weekly intervals to avoid potentially 
clinically significant cumulative errors over time. This is especially true for additives with 
a narrow therapeutic index, such as potassium chloride. 

 
FINISHED PREPARATION RELEASE CHECKS AND TESTS 

  The following quality metrics shall be performed for all CSPs before they are 
dispensed or administered. 

Inspection of Solution Dosage Forms and Review of Compounding Procedures 
  All CSPs that are intended to be solutions shall be visually examined for the presence 
of particulate matter and not administered or dispensed when such matter is observed. 
The prescription orders, written compounding procedure, preparation records, and 
expended materials used to make CSPs at all contamination risk levels are inspected 
for accuracy of correct identities and amounts of ingredients, aseptic mixing and 
sterilization, packaging, labeling, and expected physical appearance before they are 
administered or dispensed. 

PHYSICAL INSPECTION 
  Finished CSPs are individually inspected in accordance with written procedures after 
compounding. If not distributed promptly, these CSPs are individually inspected just 
prior to leaving the storage area. Those CSPs that are not immediately distributed are 
stored in an appropriate location as described in the written procedures. Immediately 
after compounding, and as a condition of release, each CSP unit, where possible, 
should be inspected against lighted white or black background or both for evidence of 
visible particulates or other foreign matter. Prerelease inspection also includes 
container–closure integrity and any other apparent visual defect. CSPs with observed 



defects should be immediately discarded or marked and segregated from acceptable 
products in a manner that prevents their administration. When CSPs are not distributed 
promptly after preparation, a predistribution inspection is conducted to ensure that a 
CSP with defects, such as precipitation, cloudiness, and leakage, which may develop 
between the time of release and the time of distribution, is not released. 

Compounding Accuracy Checks 
  Written procedures for double checking compounding accuracy shall be followed for 
every CSP during preparation and immediately prior to release. The double check 
system should meet state regulations and include label accuracy and accuracy of the 
addition of all drug products or ingredients used to prepare the finished product and 
their volumes or quantities. The used additive containers and, for those additives for 
which the entire container was not expended, the syringes used to measure the additive 
should be quarantined with the final products until the final product check is completed. 
Compounding personnel shall visually confirm that ingredients measured in syringes 
match the written order being compounded. Preferably, a person other than the 
compounder can verify that correct volumes of correct ingredients were measured to 
make each CSP. For example, compounding personnel would pull the syringe plunger 
back to the volume measured. 
  When practical, the accuracy of measurements is confirmed by weighing a volume of 
the measured fluid, then calculating that volume by dividing the weight by the accurate 
value of the density, or specific gravity, of the measured fluid. Correct density or specific 
gravity values programmed in ACDs, which measure by weight using the quotient of the 
programmed volume divided by the density or specific gravity, shall be confirmed to be 
accurate before and after delivering volumes of the liquids assigned to each channel or 
port. These volume accuracy checks and the following additional safety and accuracy 
checks in this section shall be included in the SOP manual of the CSP facility. 

Sterility Testing 
  All high risk level CSPs that are prepared in groups of more than 25 identical individual 
single-dose packages (e.g., ampuls, bags, syringes, vials) or in multiple-dose vials 
(MDVs) for administration to multiple patients or that are exposed longer than 12 hours 
at 2° to 8° and longer than 6 hours at warmer than 8° before they are sterilized shall 
meet the sterility test (see Sterility Tests 71 ) before they are dispensed or 
administered. The Membrane Filtration method is the method of choice where feasible 
(e.g., components are compatible with the membrane). A method not described in the 
USP may be used if verification results demonstrate that the alternative is at least as 
effective and reliable as the USP Membrane Filtration method or the USP Direct 
Inoculation of the Culture Medium method where the Membrane Filtration method is not 
feasible. 
  When high risk level CSPs are dispensed before receiving the results of their sterility 
tests, there shall be a written procedure requiring daily observation of the incubating test 
specimens and immediate recall of the dispensed CSPs when there is any evidence of 
microbial growth in the test specimens. In addition, the patient and the physician of the 
patient to whom a potentially contaminated CSP was administered are notified of the 
potential risk. Positive sterility test results should prompt a rapid and systematic 
investigation of aseptic technique, environmental control, and other sterility assurance 



controls to identify sources of contamination and correct problems in the methods or 
processes. 

Bacterial Endotoxin (Pyrogen) Testing 
  All high risk level CSPs, except those for inhalation and ophthalmic administration, that 
are prepared in groups of more than 25 identical individual single-dose packages (e.g., 
ampuls, bags, syringes, vials) or in MDVs for administration to multiple patients or that 
are exposed longer than 12 hours at 2° to 8° and longer than 6 hours at warmer than 8° 
before they are sterilized shall be tested to ensure that they do not contain excessive 
bacterial endotoxins (see Bacterial Endotoxins Test 85  and Pyrogen Test 151 ). In 
the absence of a bacterial endotoxins limit in the official monograph or other CSP 
formula source, the CSP shall not exceed the amount of USP Endotoxin Units (per hour 
per kilogram of body weight or square meters of body surface area) specified in 
Bacterial Endotoxins Test 85  referenced above for the appropriate route of 
administration. 

Identity and Strength Verification of Ingredients 
  Compounding facilities shall have at least the following written procedures for verifying 
the correct identity and quality of CSPs before they are dispensed and administered:  

1. That labels of CSPs bear correct names and amounts or concentrations of 
ingredients, the total volume, the BUD, the appropriate route(s) of 
administration, the storage conditions, and other information for safe use. 

2. That there are correct identities, purities, and amounts of ingredients by 
comparing the original written order with the written compounding record for the 
CSP. 

3. That correct fill volumes in CSPs and correct quantities of filled units of the CSPs 
were obtained. When the strength of finished CSPs cannot be confirmed to be 
accurate, based on the above three inspections, the CSPs shall be assayed by 
methods that are specific for the active ingredients. 

 
STORAGE AND BEYOND USE DATING 

  BUDs for compounded preparations are usually assigned on the basis of professional 
experience, which should include careful interpretation of appropriate information 
sources for the same or similar formulations (see Stability Criteria and Beyond Use 
Dating under Pharmaceutical Compounding Nonsterile Preparations 795 ). BUDs for 
CSPs are rarely based on preparation specific chemical assay results, which are used 
with the Arrhenius equation to determine expiration dates (see General Notices and 
Requirements) for manufactured products. The majority of CSPs are aqueous solutions 
in which hydrolysis of dissolved ingredients is the most common chemical degradation 
reaction. The extent of hydrolysis and other heat catalyzed degradation reactions at any 
particular time point in the life of a CSP represents the thermodynamic sum of exposure 
temperatures and durations. Such lifetime stability exposure is represented in the mean 
kinetic temperature calculation (see Pharmaceutical Calculations in Prescription 
Compounding 1160 ). Drug hydrolysis rates increase exponentially with arithmetic 



temperature increase; thus, exposure of a beta lactam antibiotic solution for 1 day at 
controlled room temperature (see General Notices and Requirements) will have an 
equivalent effect on the extent of hydrolysis of approximately 3 to 5 days in cold 
temperatures (see General Notices and Requirements). 
  Personnel who prepare, dispense, and administer CSPs shall store them strictly in 
accordance with the conditions stated on the label of ingredient products and finished 
CSPs. When CSPs are known to have been exposed to temperatures warmer than the 
warmest labeled limit or to temperatures exceeding 40° (see General Notices and 
Requirements) for more than 4 hours, such CSPs should be discarded unless direct 
assay data or appropriate documentation confirms their continued stability. 

Determining Beyond Use Dates 
  BUDs and expiration dates are not the same (see General Notices and Requirements). 
Expiration dates for the chemical and physical stability of manufactured sterile products 
are determined from results of rigorous analytical and performance testing, and they are 
specific for a particular formulation in its container and at stated exposure conditions of 
illumination and temperature. When CSPs deviate from conditions in the approved 
labeling of manufactured products contained in CSPs, compounding personnel may 
consult the manufacturer of particular products for advice on assigning BUDs based on 
chemical and physical stability parameters. BUDs for CSPs that are prepared strictly in 
accordance with manufacturers' product labeling shall be those specified in that labeling 
or from appropriate literature sources or direct testing. BUDs for CSPs that lack 
justification from either appropriate literature sources or by direct testing evidence shall 
be assigned as described in Stability Criteria and Beyond Use Dating under 
Pharmaceutical Compounding Nonsterile Preparations 795 . 
  In addition, compounding personnel may refer to applicable publications to obtain 
relevant stability, compatibility, and degradation information regarding the drug or its 
congeners. When assigning a beyond-use date, compounding personnel should consult 
and apply drug specific and general stability documentation and literature where 
available, and they should consider the nature of the drug and its degradation 
mechanism, the container in which it is packaged, the expected storage conditions, and 
the intended duration of therapy (see Expiration Date and Beyond-Use Date under 
Labeling in the General Notices and Requirements). Stability information must be 
carefully interpreted in relation to the actual compounded formulation and conditions for 
storage and use. Predictions based on other evidence, such as publications, charts, and 
tables, would result in theoretical BUDs. Theoretically predicted beyond use dating 
introduces varying degrees of assumptions and, hence, a likelihood of error or at least 
inaccuracy. The degree of error or inaccuracy would be dependent on the extent of 
differences between the CSPs' characteristics (e.g., composition, concentration of 
ingredients, fill volume, container type and material) and the characteristics of the 
products from which stability data or information is to be extrapolated. The greater the 
doubt of the accuracy of theoretically predicted beyond-use dating, the greater the need 
to determine dating periods experimentally. Theoretically predicted beyond-use dating 
periods should be carefully considered for CSPs prepared from nonsterile bulk active 
ingredients having therapeutic activity, especially where these CSPs are expected to be 
compounded routinely. When CSPs will be distributed to and administered in residential 
locations other than healthcare facilities, the effect of potentially uncontrolled and 



unmonitored temperature conditions shall be considered when assigning BUDs. It must 
be ascertained that CSPs will not be exposed to warm temperatures (see General 
Notices and Requirements) unless the compounding facility has evidence to justify 
stability of CSPs during such exposure. 
  It should be recognized that the truly valid evidence of stability for predicting beyond-
use dating can be obtained only through product specific experimental studies. 
Semiquantitative procedures such as thin layer chromatography (TLC) may be 
acceptable for many CSPs. However, quantitative stability indicating assays such as 
high performance liquid chromatographic (HPLC) assays would be more appropriate for 
certain CSPs. Examples include CSPs with a narrow therapeutic index, where close 
monitoring or dose titration is required to ensure therapeutic effectiveness and to avoid 
toxicity; where a theoretically established beyond use dating period is supported by only 
marginal evidence; or where a significant margin of safety cannot be verified for the 
proposed beyond use dating period. In short, because beyond use dating periods 
established from product-specific data acquired from the appropriate instrumental 
analyses are clearly more reliable than those predicted theoretically, the former 
approach is strongly urged to support dating periods exceeding 30 days. 
  To ensure consistent practices in determining and assigning BUDs, the compounding 
facility should have written policies and procedures governing the determination of the 
BUDs for all compounded products. When attempting to predict a theoretical BUD, a 
compounded or an admixed preparation should be considered as a unique system that 
has physical and chemical properties and stability characteristics that differ from its 
components. For example, antioxidant, buffering, or antimicrobial properties of a sterile 
vial for injection (SVI) might be lost upon its dilution, with the potential of seriously 
compromising the chemical stability of the SVI's active ingredient or the physical or 
microbiological stability of the SVI formulation in general. Thus, the properties stabilized 
in the SVI formulation usually cannot be expected to be carried over to the compounded 
or admixed preparation. Preparation specific, experimentally determined stability data 
evaluation protocols are preferable to published stability information. 
  Compounding personnel who assign BUDs to CSPs when lacking direct chemical 
assay results must critically interpret and evaluate the most appropriate available 
information sources to determine a conservative and safe BUD. The SOP manual of the 
compounding facility and each specific CSP formula record shall describe the general 
basis used to assign the BUD and storage conditions. 
  When manufactured MDVs (see Multiple-Dose Container under Preservation, 
Packaging, Storage, and Labeling in the General Notices and Requirements) of sterile 
ingredients are used in CSPs, the stoppers of the MDVs are inspected for physical 
integrity and disinfected by wiping with a sterile 70% IPA swab before each penetration 
with a sterile withdrawal device. When contaminants or abnormal properties are 
suspected or observed in MDVs, such MDVs shall be discarded. The BUD after initially 
entering or opening (e.g., needle puncturing) multiple dose containers is 28 days (see 
Antimicrobial Effectiveness Testing 51 ) unless otherwise specified by the 
manufacturer. 

Proprietary Bag and Vial Systems 
  The sterility storage and stability beyond use times for attached and activated (where 
activated is defined as allowing contact of the previously separate diluent and drug 



contents) container pairs of drug products for intravascular administration (e.g., ADD
Vantage®, Mini Bag Plus®) shall be applied as indicated by the manufacturer. In other 
words, follow manufacturers' instructions for handling and storing ADD Vantage®, Mini 
Bag Plus®, Add A Vial®, Add Ease® products, and any others. 

Monitoring Controlled Storage Areas 
  To ensure that product potency is retained through the manufacturer's labeled 
expiration date, compounding personnel shall monitor the drug storage areas within the 
compounding facility. Controlled temperature areas in compounding facilities include 
controlled room temperature, 20° to 25° with mean kinetic temperature 25°; controlled 
cold temperature, 2° to 8° with mean kinetic temperature 8°; cold temperature, 2° to 8°; 
freezing temperature, −25° and −10° (see General Notices and Requirements) if 
needed to achieve freezing, and the media specific temperature range for microbial 
culture media. A controlled temperature area shall be monitored at least once daily and 
the results documented on a temperature log. Additionally, compounding personnel 
shall note the storage temperature when placing the product into or removing the 
product from the storage unit in order to monitor any temperature aberrations. Suitable 
temperature recording devices may include a calibrated continuous recording device or 
a National Institute of Standards and Technology (NIST) calibrated thermometer that 
has adequate accuracy and sensitivity for the intended purpose, and it shall be properly 
calibrated at suitable intervals. If the compounding facility uses a continuous 
temperature recording device, compounding personnel shall verify at least once daily 
that the recording device itself is functioning properly. 
  The temperature sensing mechanisms shall be suitably placed in the controlled 
temperature storage space to reflect accurately its true temperature. In addition, the 
compounding facility shall adhere to appropriate procedures of all controlled storage 
spaces to ensure that such spaces are not subject to significantly prolonged 
temperature fluctuations as may occur, for example, by leaving a refrigerator door open 
too long. 

 
MAINTAINING STERILITY, PURITY, AND STABILITY OF DISPENSED AND 

DISTRIBUTED CSPS 
  This section summarizes the responsibilities of compounding facilities for maintaining 
quality and control of CSPs that are dispensed and administered within their parent 
healthcare organizations. 
  Compounding personnel shall ensure proper storage and security of CSPs prepared 
by or dispensed from the compounding facility until either their BUDs are reached or 
they are administered to patients. In fulfilling this general responsibility, the 
compounding facility is responsible for the proper packaging, handling, transport, and 
storage of CSPs prepared by or dispensed from it, including the appropriate education, 
training, and supervision of compounding personnel assigned to these functions. The 
compounding facility should assist in the education and training of noncompounding 
personnel responsible for carrying out any aspect of these functions. 
  Establishing, maintaining, and ensuring compliance with comprehensive written 
policies and procedures encompassing these responsibilities is a further responsibility 
of the compounding facility. Where noncompounding personnel are assigned tasks 



involving any of these responsibilities, the policies and procedures encompassing those 
tasks should be developed by compounding supervisors. The quality and control 
activities related to distribution of CSPs are summarized in the following five 
subsections. Activities or concerns that should be addressed as the compounding 
facility fulfills these responsibilities are as follows. 

Packaging, Handling, and Transport 
  Inappropriate processes or techniques involved with packaging, handling, and 
transport can adversely affect quality and package integrity of CSPs. Although 
compounding personnel routinely perform many of the tasks associated with these 
functions, some tasks, such as transport, handling, and placement into storage, may be 
fulfilled by noncompounding personnel who are not under the direct administrative 
control of the compounding facility. Under these circumstances, appropriate SOPs shall 
be established by the compounding facility with the involvement of other departments or 
services whose personnel are responsible for carrying out those CSP related functions 
for which the compounding facility has a direct interest. The performance of the 
noncompounding personnel is monitored for compliance to established policies and 
procedures. 
  The critical requirements that are unique to CSPs and that are necessary to ensure 
CSP quality and packaging integrity shall be addressed in SOPs. For example, 
techniques should be specified to prevent the depression of syringe plungers or 
dislodging of syringe tips during handling and transport. Additionally, disconnection of 
system components (e.g., where CSPs are dispensed with administration sets attached 
to them) shall be prevented through the BUD of the CSP. Foam padding or inserts are 
particularly useful where CSPs are transported by pneumatic tube systems. Regardless 
of the methods used, the compounding facility must evaluate their effectiveness and the 
reliability of the intended protection. Evaluation should be continuous for example, 
through a surveillance system, including a system of problem reporting to the 
compounding facility. 
  Inappropriate transport and handling can adversely affect the quality of certain CSPs 
having unique stability concerns. For example, the physical shaking that might occur 
during pneumatic tube transport or undue exposure to heat or light must be addressed 
on a preparation specific basis. Alternative transport modes or special packaging 
measures might be needed for the proper assurance of quality of these CSPs. The use 
of tamper-evident closures and seals on CSP ports can add an additional measure of 
security to ensure product integrity regardless of the transport method used. 
  Chemotoxic and other hazardous CSPs require safeguards to maintain the integrity of 
the CSP and to minimize the exposure potential of these products to the environment 
and to personnel who may come in contact with them. Transportation by pneumatic 
tube should be discouraged because of potential breakage and contamination. Special 
requirements associated with the packaging, transport, and handling of these agents 
include the prevention of accidental exposures or spills and the training of personnel in 
the event of an exposure or spill. Examples of special requirements of these agents also 
include exposure reducing strategies such as the use of Luer lock syringes and 
connections, syringe caps, the capping of container ports, sealed plastic bags, impact-
resistant containers, and cautionary labeling. 



Use and Storage 
  The compounding facility is responsible for ensuring that CSPs in the patient-care 
setting maintain their quality until administered. The immediate labeling of the CSP 
container will display prominently and understandably the requirements for proper 
storage and expiration dating. Delivery and patient care setting personnel shall be 
properly trained to deliver the CSP to the appropriate storage location. Outdated and 
unused CSPs shall be returned to the compounding facility for disposition. 
  SOPs must exist to ensure that storage conditions in the patient-care setting are 
suitable for the CSP specific storage requirements. Procedures include daily monitoring 
and documentation of drug storage refrigerators to ensure temperatures between 2° 
and 8° and the monthly inspection of all drug storage locations by compounding 
personnel. Inspections shall confirm compliance with appropriate storage conditions, 
separation of drugs and food, proper use of MDVs, and the avoidance of using single-
dose products as MDVs. CSPs, as well as all other drug products, shall be stored in the 
patient care area in such a way as to secure them from unauthorized personnel, 
visitors, and patients. 

Readying for Administration 
  Procedures essential for generally ensuring quality, especially sterility assurance, 
when readying a CSP for its subsequent administration include proper hand washing, 
aseptic technique, site care, and change of administration sets. Additional procedures 
may also be essential for certain CSPs, devices, or techniques. Examples where such 
special procedures are needed include in-line filtration, the operation of automated 
infusion control devices, and the replenishment of CSPs into the reservoirs of 
implantable or portable infusion pumps. When CSPs are likely to be exposed to warmer 
than 30° for more than 1 hour during their administration to patients, the maintenance of 
their sterility and stability should be confirmed from either relevant and reliable sources 
or direct testing. 

Redispensed CSPs 
  The compounding facility shall have the sole authority to determine when unopened, 
returned CSPs may be redispensed. Returned CSPs may be redispensed only when 
personnel responsible for sterile compounding can ensure that such CSPs are sterile, 
pure, and stable (contain labeled strength of ingredients). The following may provide 
such assurance: the CSPs were maintained under continuous refrigeration and 
protected from light, if required, and no evidence of tampering or any readying for use 
outside the compounding facility exists. Assignment of new storage times and BUDs 
that exceed the original dates for returned CSPs is permitted only when there is 
supporting evidence from sterility testing and quantitative assay of ingredients. Thus, 
initial preparation and thaw times should be documented and reliable measures should 
have been taken to prevent and detect tampering. Compliance with all procedures 
associated with maintaining product quality is essential. The CSPs shall not be 
redispensed if there is not adequate assurance that preparation quality and packaging 
integrity (including the connections of devices, where applicable) were continuously 
maintained between the time the CSPs left and the time they were returned. 



Additionally, CSPs shall not be redispensed if redispensing cannot be supported by the 
originally assigned BUD. 

Education and Training 
  The assurance of CSPs' quality and packaging integrity is highly dependent on the 
proper adherence of all personnel to the pertinent SOPs. Compounding personnel shall 
design, implement, and maintain a formal education, training, and competency 
assessment program that encompasses all the functions and tasks addressed in the 
foregoing sections and all personnel to whom such functions and tasks are assigned. 
This program includes the assessment and documentation of procedural breaches, 
administration mishaps, side effects, allergic reactions, and complications associated 
with dosage or administration, such as extravasation. This program should be 
coordinated with the institution's adverse events and incident reporting programs. 

Packing and Transporting CSPs 
  The following sections describe how to maintain sterility and stability of CSPs until they 
are delivered to patient care locations for administration. 

PACKING CSPs FOR TRANSIT 
  When CSPs are distributed to locations outside the premises in which they are 
compounded, compounding personnel select packing containers and materials that are 
expected to maintain physical integrity, sterility, and stability of CSPs during transit. 
Packing is selected that simultaneously protects CSPs from damage, leakage, 
contamination, and degradation, and protects personnel who transport packed CSPs 
from harm. The SOP manual of the compounding facility specifically describes 
appropriate packing containers and insulating and stuffing materials, based on 
information from product specifications, vendors, and experience of compounding 
personnel. Written instructions that clearly explain how to safely open containers of 
packed CSPs are provided to patients and other recipients. 

TRANSIT OF CSPs 
  Compounding facilities that ship CSPs to locations outside their own premises shall 
select modes of transport that are expected to deliver properly packed CSPs in 
undamaged, sterile, and stable condition to recipients. 
  Compounding personnel should ascertain that temperatures of CSPs during transit by 
the selected mode will not exceed the warmest temperature specified on the storage 
temperature range on CSP labels. It is recommended that compounding personnel 
communicate directly with the couriers to learn shipping durations and exposure 
conditions that CSPs may encounter. 
  Compounding personnel shall include specific handling and exposure instructions on 
the exteriors of containers packed with CSPs to be transported and obtain reasonable 
assurance of compliance therewith from transporters. Compounding personnel shall 
periodically review the delivery performance of couriers to ascertain that CSPs are 
being efficiently and properly transported. 

Storage in Locations Outside Compounding Facilities 



  Compounding facilities that ship CSPs to patients and other recipients outside their 
own premises shall ascertain or provide, whichever is appropriate, the following 
assurances:  

1. Labels and accessory labeling for CSPs include clearly readable BUDs, storage 
instructions, and disposal instructions for out-of-date units. 

2. Each patient or other recipient is able to store the CSPs properly, including the 
use of a properly functioning refrigerator and freezer if CSPs are labeled for 
such storage. 

 
PATIENT OR CAREGIVER TRAINING 

  A formal training program is provided as a means to ensure understanding and 
compliance with the many special and complex responsibilities placed on the patient or 
caregiver for the storage, handling, and administration of CSPs. The instructional 
objectives for the training program include all home care responsibilities expected of the 
patient or caregiver and is specified in terms of patient or caregiver competencies. 
  Upon the conclusion of the training program, the patient or caregiver should, correctly 
and consistently, be able to do the following:  

1. Describe the therapy involved, including the disease or condition for which the 
CSPs are prescribed, goals of therapy, expected therapeutic outcome, and 
potential side effects of the CSPs. 

2. Inspect all drug products, CSPs, devices, equipment, and supplies on receipt to 
ensure that proper temperatures were maintained during transport and that 
goods received show no evidence of deterioration or defects. 

3. Handle, store, and monitor all drug products, CSPs, and related supplies and 
equipment in the home, including all special requirements related to same. 

4. Visually inspect all drug products, CSPs, devices, and other items the patient or 
caregiver is required to use immediately prior to administration in a manner to 
ensure that all items are acceptable for use. For example, CSPs must be free 
from leakage, container cracks, particulates, precipitate, haziness, 
discoloration, or other deviations from the normal expected appearance, and 
the immediate packages of sterile devices must be completely sealed, with no 
evidence of loss of package integrity. 

5. Check labels immediately prior to administration to ensure the right drug, dose, 
patient, and time of administration. 

6. Clean the in home preparation area, scrub hands, use proper aseptic technique, 
and manipulate all containers, equipment, apparatus, devices, and supplies 
used in conjunction with administration. 

7. Employ all techniques and precautions associated with CSP administration; for 
example, preparing supplies and equipment, handling of devices, priming the 
tubing, and discontinuing an infusion. 

8. Care for catheters, change dressings, and maintain site patency as indicated. 
9. Monitor for and detect occurrences of therapeutic complications such as 

infection, phlebitis, electrolyte imbalance, and catheter misplacement. 



10. Respond immediately to emergency or critical situations such as catheter 
breakage or displacement, tubing disconnection, clot formation, flow blockage, 
and equipment malfunction. 

11. Know when to seek and how to obtain professional emergency services or 
professional advice. 

12. Handle, contain, and dispose of wastes, such as needles, syringes, devices, 
biohazardous spills or residuals, and infectious substances. 

  Training programs include a hands on demonstration and practice with actual items 
that the patient or caregiver is expected to use, such as CSP containers, devices, and 
equipment. The patient or caregiver practices aseptic and injection technique under the 
direct observation of a health professional. 
  The compounding facility, in conjunction with nursing or medical personnel, is 
responsible for ensuring initially and on an ongoing basis that the patient or caregiver 
understands, has mastered, and is capable of and willing to comply with all of these 
home care responsibilities. This is achieved through a formal, written assessment 
program. All specified competencies in the patient or caregiver training program are 
formally assessed. The patient or caregiver is expected to demonstrate to appropriate 
healthcare personnel mastery of assigned activities before being allowed to administer 
CSPs unsupervised by a health professional. 
  Printed material such as checklists or instructions provided during training may serve 
as continuing post training reinforcement of learning or as reminders of specific patient 
or caregiver responsibilities. Post training verbal counseling can also be used 
periodically, as appropriate, to reinforce training and to ensure continuing correct and 
complete fulfillment of responsibilities. 

 
PATIENT MONITORING AND ADVERSE EVENTS REPORTING 

  Compounding facilities shall clinically monitor patients treated with CSPs according to 
the regulations and guidelines of their respective state healthcare practitioner licensure 
boards or of accepted standards of practice. Compounding facilities shall provide 
patients and other recipients of CSPs with a way to address their questions and report 
any concerns that they may have with CSPs and their administration devices. 
  The SOP manuals of compounding facilities shall describe specific instructions for 
receiving, acknowledging, and dating receipts, and for recording, or filing, and 
evaluating reports of adverse events and of the quality of preparation claimed to be 
associated with CSPs. Reports of adverse events with CSPs shall be reviewed promptly 
and thoroughly by compounding supervisors to correct and prevent future occurrences. 
Compounding personnel are encouraged to participate in adverse event reporting and 
product defects programs of the FDA and USP. 

 
QUALITY ASSURANCE (QA) PROGRAM 

  A provider of CSPs shall have in place a formal QA program intended to provide a 
mechanism for monitoring, evaluating, correcting, and improving the activities and 
processes described in this chapter. Emphasis in the QA program is placed on 
maintaining and improving the quality of systems and the provision of patient care. In 



addition, the QA program ensures that any plan aimed at correcting identified problems 
also includes appropriate follow up to make certain that effective corrective actions were 
performed.11 
  Characteristics of a QA program include the following: 

1. Formalization in writing; 
2. Consideration of all aspects of the preparations and dispensing of products as 

described in this chapter, including environmental testing and verification 
results; 

3. Description of specific monitoring and evaluation activities; 
4. Specification of how results are to be reported and evaluated; 
5. Identification of appropriate follow up mechanisms when action limits or 

thresholds are exceeded; and 
6. Delineation of the individuals responsible for each aspect of the QA program. 

  In developing a specific plan, focus is on establishing objective, measurable indicators 
for monitoring activities and processes that are deemed high risk, high volume, or 
problem prone. In general, the selection of indicators and the effectiveness of the 
overall QA program is reassessed on an annual basis. 

 
ABBREVIATIONS AND ACRONYMS 

    

ACD automated compounding device 
ACPH air changes per hour 
ALARA as low as reasonably achievable 
ASHRAE American Society of Heating, Refrigerating and Air Conditioning Engineers
BI biological indicator 
BSC biological safety cabinet 
BUD beyond use date 
CACI compounding aseptic containment isolator 
CAI compounding aseptic isolator 
CDC Centers for Disease Control and Prevention 
CETA Controlled Environment Testing Association 
cfu colony-forming unit(s) 
CSP compounded sterile preparation 
CSTD closed system vial transfer device 
DCA direct compounding area 
ECV endotoxin challenge vial 
EU Endotoxin Unit 



FDA Food and Drug Administration 
HEPA high efficiency particulate air 
HICPAC Healthcare Infection Control Practices Advisory Committee 
HVAC heating, ventilation, and air conditioning 
IPA isopropyl alcohol 
ISO International Organization for Standardization 
LAFW laminar airflow workbench 
MDVs multiple-dose vials 
MMWR Morbidity and Mortality Weekly Report 
NIOSH National Institute for Occupational Safety and Health 
NIST National Institute of Standards and Technology 
PEC primary engineering control 
PET positron emission tomography 
PPE personnel protective equipment 
psi pounds per square inch 
QA quality assurance 
SOP standard operating procedure 
SVI sterile vial for injection 
TSA trypticase soy agar 
USP United States Pharmacopeia 

 
GLOSSARY 

Ante Area:An ISO Class 8 (see Table 1) or better area where personnel hand hygiene 
and garbing procedures, staging of components, order entry, CSP labeling, and other 
high-particulate-generating activities are performed. It is also a transition area that (1) 
provides assurance that pressure relationships are constantly maintained so that air 
flows from clean to dirty areas and (2) reduces the need for the heating, ventilating, and 
air conditioning (HVAC) control system to respond to large disturbances.12 

Aseptic Processing:(see Microbiological Control and Monitoring of Aseptic Processing 
Environments 1116 ) A mode of processing pharmaceutical and medical products that 
involves the separate sterilization of the product and of the package (containers
closures or packaging material for medical devices) and the transfer of the product into 
the container and its closure under at least ISO Class 5 (see Table 1) conditions. 

Beyond Use Date (BUD):(see General Notices and Requirements and Pharmaceutical 
Compounding Nonsterile Preparations 795 ) For the purpose of this chapter, the date 
or time after which a CSP shall not be stored or transported. The date is determined 
from the date or time the preparation is compounded. 



Biological Safety Cabinet (BSC):A ventilated cabinet for CSPs, personnel, product, 
and environmental protection having an open front with inward airflow for personnel 
protection, downward high efficiency particulate air (HEPA) filtered laminar airflow for 
product protection, and HEPA filtered exhausted air for environmental protection. 

Buffer Area:An area where the primary engineering control (PEC) is physically located. 
Activities that occur in this area include the preparation and staging of components and 
supplies used when compounding CSPs. 

Clean Room:(see Microbiological Control and Monitoring of Aseptic Processing 
Environments 1116  and also the definition of Buffer Area) A room in which the 
concentration of airborne particles is controlled to meet a specified airborne particulate 
cleanliness class. Microorganisms in the environment are monitored so that a microbial 
level for air, surface, and personnel gear are not exceeded for a specified cleanliness 
class. 

Compounding Aseptic Containment Isolator (CACI):A compounding aseptic isolator 
(CAI) designed to provide worker protection from exposure to undesirable levels of 
airborne drug throughout the compounding and material transfer processes and to 
provide an aseptic environment for compounding sterile preparations. Air exchange with 
the surrounding environment should not occur unless the air is first passed through a 
microbial retentive filter (HEPA minimum) system capable of containing airborne 
concentrations of the physical size and state of the drug being compounded. Where 
volatile hazardous drugs are prepared, the exhaust air from the isolator should be 
appropriately removed by properly designed building ventilation. 

Compounding Aseptic Isolator (CAI):A form of isolator specifically designed for 
compounding pharmaceutical ingredients or preparations. It is designed to maintain an 
aseptic compounding environment within the isolator throughout the compounding and 
material transfer processes. Air exchange into the isolator from the surrounding 
environment should not occur unless the air has first passed through a microbially 
retentive filter (HEPA minimum).13 

Critical Area:An ISO Class 5 (see Table 1) environment. 

Critical Site:A location that includes any component or fluid pathway surfaces (e.g., vial 
septa, injection ports, beakers) or openings (e.g., opened ampuls, needle hubs) 
exposed and at risk of direct contact with air (e.g., ambient room or HEPA filtered), 
moisture (e.g., oral and mucosal secretions), or touch contamination. Risk of microbial 
particulate contamination of the critical site increases with the size of the openings and 
exposure time. 

Direct Compounding Area (DCA):A critical area within the ISO Class 5 (see Table 1) 
primary engineering control (PEC) where critical sites are exposed to unidirectional 
HEPA-filtered air, also known as first air. 

Disinfectant:An agent that frees from infection, usually a chemical agent but 
sometimes a physical one, and that destroys disease causing pathogens or other 
harmful microorganisms but may not kill bacterial and fungal spores. It refers to 
substances applied to inanimate objects. 



First Air:The air exiting the HEPA filter in a unidirectional air stream that is essentially 
particle free. 

Hazardous Drugs:Drugs are classified as hazardous if studies in animals or humans 
indicate that exposures to them have a potential for causing cancer, development or 
reproductive toxicity, or harm to organs. (See current NIOSH publication.) 

Labeling:[see General Notices and Requirements and 21 USC 321 (k) and (m)] A term 
that designates all labels and other written, printed, or graphic matter on an immediate 
container of an article or preparation or on, or in, any package or wrapper in which it is 
enclosed, except any outer shipping container. The term “label” designates that part of 
the labeling on the immediate container. 

Media Fill Test:(see Microbiological Control and Monitoring of Aseptic Processing 
Environments 1116 ) A test used to qualify aseptic technique of compounding 
personnel or processes and to ensure that the processes used are able to produce 
sterile product without microbial contamination. During this test, a microbiological 
growth medium such as Soybean Casein Digest Medium is substituted for the actual 
drug product to simulate admixture compounding.1 The issues to consider in the 
development of a media fill test are media fill procedures, media selection, fill volume, 
incubation, time and temperature, inspection of filled units, documentation, 
interpretation of results, and possible corrective actions required. 

Multiple Dose Container:(see General Notices and Requirements and • 659 • (CN 1 May

2016)
) A multiple unit container for articles or preparations intended for parenteral 

administration only and usually containing antimicrobial preservatives. The beyond-use 
date (BUD) for an opened or entered (e.g., needle punctured) multiple dose container 
with antimicrobial preservatives is 28 days (see Antimicrobial Effectiveness Testing 
51 ), unless otherwise specified by the manufacturer. 

Negative Pressure Room:A room that is at a lower pressure than the adjacent spaces 
and, therefore, the net flow of air is into the room.12 

Pharmacy Bulk Package:(see • 659 • (CN 1 May 2016)
) A container of a sterile preparation 

for parenteral use that contains many single doses. The contents are intended for use in 
a pharmacy admixture program and are restricted to the preparation of admixtures for 
infusion or, through a sterile transfer device, for the filling of empty sterile syringes. The 
closure shall be penetrated only one time after constitution with a suitable sterile 
transfer device or dispensing set, which allows measured dispensing of the contents. 
The pharmacy bulk package is to be used only in a suitable work area such as a 
laminar flow hood (or an equivalent clean air compounding area). 
  Where a container is offered as a pharmacy bulk package, the label shall (a) state 
prominently “Pharmacy Bulk Package Not for Direct Infusion,” (b) contain or refer to 
information on proper techniques to help ensure safe use of the product, and (c) bear a 
statement limiting the time frame in which the container may be used once it has been 
entered, provided it is held under the labeled storage conditions. 



Primary Engineering Control (PEC):A device or room that provides an ISO Class 5 
(see Table 1) environment for the exposure of critical sites when compounding CSPs. 
Such devices include, but may not be limited to, laminar airflow workbenches (LAFWs), 
biological safety cabinets (BSCs), compounding aseptic isolators (CAIs), and 
compounding aseptic containment isolators (CACIs). 

Preparation:A preparation, or a CSP, that is a sterile drug or nutrient compounded in a 
licensed pharmacy or other healthcare-related facility pursuant to the order of a licensed 
prescriber; the article may or may not contain sterile products. 

Product:A commercially manufactured sterile drug or nutrient that has been evaluated 
for safety and efficacy by the FDA. Products are accompanied by full prescribing 
information, which is commonly known as the FDA approved manufacturer's labeling or 
product package insert. 

Positive Pressure Room:A room that is at a higher pressure than the adjacent spaces 
and, therefore, the net airflow is out of the room.12 

Single Dose Container:(see General Notices and Requirements and • 659 • (CN 1 May

2016)
) A single dose container is a single unit container for articles (see General Notices 

and Requirements) or preparations intended for parenteral administration only. It is 
intended for a single use. A single dose container is labeled as such. Examples of 
single dose containers include prefilled syringes, cartridges, fusion sealed containers, 
and closure-sealed containers when so labeled. 

Segregated Compounding Area:A designated space, either a demarcated area or 
room, that is restricted to preparing low-risk level CSPs with 12-hour or less BUD. Such 
area shall contain a device that provides unidirectional airflow of ISO Class 5 (see Table 
1) air quality for preparation of CSPs and shall be void of activities and materials that 
are extraneous to sterile compounding. 

Sterilizing Grade Membranes:Membranes that are documented to retain 100% of a 
culture of 107 microorganisms of a strain of Brevundimonas (Pseudomonas) diminuta 
per square centimeter of membrane surface under a pressure of not less than 30 psi 
(2.0 bar). Such filter membranes are nominally at 0.22-µm or 0.2-µm nominal pore size, 
depending on the manufacturer's practice. 

Sterilization by Filtration:Passage of a fluid or solution through a sterilizing grade 
membrane to produce a sterile effluent. 

Terminal Sterilization:The application of a lethal process (e.g., steam under pressure 
or autoclaving) to sealed containers for the purpose of achieving a predetermined 
sterility assurance level of usually less than 10−6, or a probability of less than one in one 
million of a nonsterile unit.13 

Unidirectional Flow (see footnote 3):An airflow moving in a single direction in a robust 
and uniform manner and at sufficient speed to reproducibly sweep particles away from 
the critical processing or testing area. 



 
  

    
APPENDICES 

Appendix I. Principal Competencies, Conditions, Practices, and Quality 
Assurances That Are Required († “shall”) and Recommended (‡ “should”) in USP 

Chapter 797  

NOTE This tabular appendix selectively abstracts and condenses the full text of 797  
for rapid reference only. Compounding personnel are responsible for reading, 
understanding and complying with the full text and all official USP terminology, content, 
and conditions therein. 

INTRODUCTION 
‡ Chapter purpose is to prevent harm and death to patients treated with CSPs. 
† Chapter pertains to preparation, storage, and transportation, but not administration, of 
CSPs. 
† Personnel and facilities to which 797  applies; therefore, for whom and which it may 
be enforced by regulatory and accreditation authorities. 
† Types of preparations designated to be CSPs according to their physical forms, and 
their sites and routes of administration to patients. 
† Compounding personnel must be meticulously conscientious to preclude contact 
contamination of CSPs both within and outside ISO Class 5 areas. 

ORGANIZATION 
† All compounding personnel shall be responsible for understanding fundamental 
practices and precautions within USP 797 , for developing and implementing 
appropriate procedures, and for continually evaluating these procedures and the quality 
of final CSPs to prevent harm. 

RESPONSIBILITY OF COMPOUNDING PERSONNEL 
† Practices and quality assurances required to prepare, store, and transport CSPs that 
are sterile, and acceptably accurate, pure, and stable. 

CSP MICROBIAL CONTAMINATION RISK LEVELS 
† Proper training and evaluation of personnel, proper cleansing and garbing of 
personnel, proper cleaning and disinfecting of compounding work environments, and 
proper maintenance and monitoring of controlled environmental locations (all of which 
are detailed in their respective sections). 
Low Risk Level CSPs 
† Aseptic manipulations within an ISO Class 5 environment using three or fewer sterile 
products and entries into any container. 
† In absence of passing sterility test, store not more than 48 hours at controlled room 
temperature, 14 days at cold temperature, and 45 days in solid frozen state at −25° to 



−10° or colder. 
† Media-fill test at least annually by compounding personnel. 
Low Risk Level CSPs with 12 Hour or Less BUD 
† Fully comply with all four specific criteria. 
‡ Sinks should not be located adjacent to the ISO Class 5 primary engineering control. 
‡ Sinks should be separated from the immediate area of the ISO Class 5 primary 
engineering control device. 
Medium Risk Level CSPs 
† Aseptic manipulations within an ISO Class 5 environment using prolonged and 
complex mixing and transfer, more than three sterile products and entries into any 
container, and pooling ingredients from multiple sterile products to prepare multiple 
CSPs. 
† In absence of passing sterility test, store not more than 30 hours at controlled room 
temperature, 9 days at cold temperature, and 45 days in solid frozen state at −25° to 
−10° or colder. 
†Media fill test at least annually by compounding personnel. 
High Risk Level CSPs 
† Confirmed presence of nonsterile ingredients and devices, or confirmed or suspected 
exposure of sterile ingredients for more than one hour to air quality inferior to ISO Class 
5 before final sterilization. 
† Sterilization method verified to achieve sterility for the quantity and type of containers.
† Meet allowable limits for bacterial endotoxins. 
† Maintain acceptable strength and purity of ingredients and integrity of containers after 
sterilization. 
† In absence of passing sterility test, store not more than 24 hours at controlled room 
temperature, 3 days at cold temperature, and 45 days in solid frozen state at −25° to 
−10° or colder. 
† Media fill test at least semiannually by compounding personnel. 

PERSONNEL TRAINING AND EVALUATION IN ASEPTIC MANIPULATIONS SKILLS 
† Pass didactic, practical skill assessment and media fill testing initially, followed by an 
annual assessment for a low  and medium risk level compounding and semi annual 
assessment for high-risk level compounding. 
† Compounding personnel who fail written tests, or whose media fill test vials result in 
gross microbial colonization, shall be immediately reinstructed and re-evaluated by 
expert compounding personnel to ensure correction of all aseptic practice deficiencies. 

IMMEDIATE USE CSPs 
† Fully comply with all six specified criteria. 

SINGLE-DOSE AND MULTIPLE-DOSE CONTAINERS 



† Beyond use date 28 days, unless specified otherwise by the manufacturer, for closure 
sealed multiple dose containers after initial opening or entry. 
† Beyond-use time of 6 hours, unless specified otherwise by the manufacturer, for 
closure sealed single dose containers in ISO Class 5 or cleaner air after initial opening 
or entry. 
† Beyond use time of 1 hour for closure sealed single dose containers after being 
opened or entered in worse than ISO Class 5 air. 
† Storage of opened single-dose ampuls is not permitted. 

HAZARDOUS DRUGS AS CSPs 
† Appropriate personnel protective equipment. 
† Appropriate primary engineering controls (BSCs and CACIs) are used for concurrent 
personnel protection and exposure of critical sites. 
† Hazardous drugs shall be stored separately from other inventory in a manner to 
prevent contamination and personnel exposure. 
† At least 0.01 inch water column negative pressure and 12 air changes per hour in 
non cleanrooms in which CACIs are located. 
† Hazardous drugs shall be handled with caution at all times using appropriate 
chemotherapy gloves during receiving, distribution, stocking, inventorying, preparing for 
administration, and disposal. 
† Hazardous drugs shall be prepared in an ISO Class 5 environment with protective 
engineering controls in place, and following aseptic practices specified for the 
appropriate contamination risk levels. 
† Access to drug preparation areas shall be limited to authorized personnel. 
† A pressure indicator shall be installed that can readily monitor room pressurization, 
which is documented daily. 
† Annual documentation of full training of personnel regarding storage, handling, and 
disposal of hazardous drugs. 
† When used, a CSTD shall be used in an ISO Class 5 primary engineering control 
device. 
† At least 0.01 inch water column negative pressure is required for compounding of 
hazardous drugs. 
‡ Negative-pressure buffer area is not required for low-volume compounding operations 
when CSTD is used in BSC or CACI. 
† Compounding personnel of reproductive capability shall confirm in writing that they 
understand the risks of handling hazardous drugs. 
† Disposal of all hazardous drug wastes shall comply with all applicable federal and 
state regulations. 
‡ Total external exhaust of primary engineering controls. 
‡ Assay of surface wipe samples every 6 months. 



RADIOPHARMACEUTICALS AS CSPs 
† Positron Emission Tomography is according to USP chapter 823 . 
† Appropriate primary engineering controls and radioactivity containment and shielding.
† Radiopharmaceuticals compounded from sterile components, in closed sterile 
containers, with volume of 100 mL or less for a single dose injection or not more than 
30 mL taken from a multiple dose container shall be designated as and conform to the 
standards for low risk level CSPs. 
† Radiopharmaceutical vials, designed for multi use, compounded with technetium
99m, exposed to ISO Class 5 environment and punctured by needles with no direct 
contact contamination may be used up to the time indicated by manufacturers' 
recommendations. 
† Location of primary engineering controls permitted in ISO Class 8 controlled 
environment. 
† Technetium 99m/Molybdenum 99 generators used according to manufacturer, state, 
and federal requirements. 
† Radiopharmaceuticals prepared as low risk level CSPs with 12 hour or less BUD shall 
be prepared in a segregated compounding area. 
† Materials and garb exposed in patient care and treatment area shall not cross a line of 
demarcation into the segregated compounding area. 
† Technetium 99m/Molybdenum 99 generators must be eluted in ISO Class 8 
conditions. 
† Segregated compounding area will be designated with a line of demarcation. 
‡ Storage and transport of properly shielded vials of radiopharmaceutical CSPs may 
occur in a limited access ambient environment without a specific ISO class designation.

ALLERGEN EXTRACTS AS CSPs 
† Allergen extracts as CSPs are not subject to the personnel, environmental, and 
storage requirements for all CSP Microbial Contamination Risk Levels when certain 
criteria are met. 

VERIFICATION OF COMPOUNDING ACCURACY AND STERILITY 
† Review labels and document correct measurements, aseptic manipulations, and 
sterilization procedures to confirm correct identity, purity, and strength of ingredients in, 
and sterility of, CSPs. 
‡ Assay finished CSPs to confirm correct identity and, or, strength of ingredients. 
‡ Sterility test finished CSPs. 
Sterilization Methods 
† Verify that methods achieve sterility while maintaining appropriate strength, purity, 
quality, and packaging integrity. 
‡ Prove effectiveness by USP chapter 71 , equivalent, or superior sterility testing. 



Sterilization of High Risk Level CSPs by Filtration 
† Nominal 0.2-µm pore size sterile membranes that are chemically and physically 
compatible with the CSP. 
† Complete rapidly without filter replacement. 
† Subject filter to manufacturer's recommended integrity test (e.g., bubble point test) 
after filtering CSPs. 
Sterilization of High Risk Level CSPs by Steam 
† Test to verify the mass of containers to be sterilized will be sterile after the selected 
exposure duration in the particular autoclave. 
† Ensure live steam contacts all ingredients and surfaces to be sterilized. 
† Pass solutions through a 1.2 µm or smaller nominal pore size filter into final 
containers to remove particulates before sterilization. 
† Heated filtered air shall be evenly distributed throughout the chamber by a blower 
device. 
† Dry heat shall only be used for those materials that cannot be sterilized by steam, 
when the moisture would either damage or be impermeable to the materials. 
† Sufficient space shall be left between materials to allow for good circulation of the hot 
air. 
† The description of dry heat sterilization conditions and duration for specific CSPs shall 
be included in written documentation in the compounding facility. The effectiveness of 
dry heat sterilization shall be verified using appropriate biological indicators and other 
confirmation. 
‡ The oven should be equipped with a system for controlling temperature and exposure 
period. 
Depyrogenation by Dry Heat 
† Dry heat depyrogenation shall be used to render glassware or containers, such as 
vials free from pyrogens as well as viable microbes. 
† The description of the dry heat depyrogenation cycle and duration for specific load 
items shall be included in written documentation in the compounding facility. 
† The effectiveness of the dry heat depyrogenation cycle shall be verified using 
endotoxin challenge vials (ECVs). 
‡ The bacterial endotoxin test should be performed on the ECVs to verify the cycle is 
capable of achieving a 3 log reduction in endotoxin. 

ENVIRONMENTAL QUALITY AND CONTROL 
Exposure of Critical Sites 
† ISO Class 5 or better air. 
† Preclude direct contact (e.g., touch and secretions) contamination. 
ISO Class 5 Air Sources, Buffer Areas, and Ante Areas 



† A buffer area is an area that provides at least ISO Class 7 air quality. 
† New representations of facility layouts. 
† Each compounding facility shall ensure that each source of ISO Class 5 environment 
for exposure of critical sites and sterilization by filtration is properly located, operated, 
maintained, monitored, and verified. 
† Devices (e.g., computers and printers) and objects (e.g., carts and cabinets) can be 
placed in buffer areas and shall be verified by testing or monitoring. 
Viable and Nonviable Environmental Sampling (ES) Testing 
† Environmental sampling shall occur as part a comprehensive quality management 
program and shall occur minimally when several conditions exist. 
‡ The ES program should provide information to staff and leadership to demonstrate 
that the engineering controls are maintaining an environment within the compounding 
area that consistently maintains acceptably low viable and nonviable particle levels. 
Environmental Nonviable Particle Testing Program 
† Certification and testing of primary (LAFWs, BSCs, CAIs and CACIs) and secondary 
engineering controls (buffer and ante areas) shall be performed by a qualified individual 
no less than every six months and whenever the device or room is relocated, altered, or 
major service to the facility is performed. Certification procedures such as those outlined 
in the CETA Certification Guide for Sterile Compounding Facilities (CAG 003 2006) 
shall be used. 
Total Particle Counts 
† Certification that each ISO classified area (e.g., ISO Class 5, 7 and 8) is within 
established guidelines shall be performed no less than every 6 months and whenever 
the LAFW, BSC, CAI, or CACI is relocated or the physical structure of the buffer room 
or ante-area has been altered. 
† Testing shall be performed by qualified operators using current, state of the art 
electronic equipment with results meeting ISO Class 5, 7, or 8 depending on the 
requirements of the area. 
† All certification records shall be maintained and reviewed by supervising personnel or 
other designated employee to ensure that the controlled environments comply with the 
proper air cleanliness, room pressures, and air changes per hour. 
Pressure Differential Monitoring 
† A pressure gauge or velocity meter shall be installed to monitor the pressure 
differential or airflow between the buffer area and ante-area, and the ante-area and the 
general environment outside the compounding area. 
† The results shall be reviewed and documented on a log at least every work shift 
(minimum frequency shall be at least daily) or by a continuous recording device. 
† The pressure between the ISO Class 7 and general pharmacy area shall not be less 
than 5 Pa (0.02 inch water column (w.c.)). 
† In facilities where low  and medium risk level CSPs are prepared, differential airflow 



shall maintain a minimum velocity of 0.2 meter/second (40 fpm) between buffer area 
and ante area. 
Environmental Viable Airborne Particle Testing Program—Sampling Plan 
† An appropriate environmental sampling plan shall be developed for airborne viable 
particles based on a risk assessment of compounding activities performed. 
† Selected sampling sites shall include locations within each ISO Class 5 environment 
and in the ISO Class 7 and 8 areas, and the segregated compounding areas at greatest 
risk of contamination (e.g., work areas near the ISO Class 5 environment, counters near 
doors, pass through boxes). 
† The plan shall include sample location, method of collection, frequency of sampling, 
volume of air sampled, and time of day as related to activity in the compounding area 
and action levels. 
‡ It is recommended that compounding personnel refer to USP Chapter Microbiological 
Control and Monitoring of Aseptic Processing Environments 1116  and the CDC 
Guidelines for Environmental Infection Control in Healthcare Facilities 2003 for more 
information. 
Growth Media 
† A general microbiological growth medium such as Soybean–Casein Digest Medium 
(also known as trypticase soy broth (TSB) or agar (TSA)) shall be used to support the 
growth of bacteria. 
† Malt extract agar (MEA) or some other media that supports the growth of fungi shall 
be used in high-risk level compounding environments. 
† Media used for surface sampling shall be supplemented with additives to neutralize 
the effects of disinfecting agents (e.g., TSA with lecithin and polysorbate 80). 
Viable Air Sampling 
† Evaluation of airborne microorganisms using volumetric collection methods in the 
controlled air environments shall be performed by properly trained individuals for all 
compounding risk levels. 
† Impaction shall be the preferred method of volumetric air sampling. 
† For low , medium , and high risk level compounding, air sampling shall be performed 
at locations that are prone to contamination during compounding activities and during 
other activities like staging, labeling, gowning, and cleaning. 
† Locations shall include zones of air backwash turbulence within laminar airflow 
workbench and other areas where air backwash turbulence may enter the compounding 
area. 
† For low risk level CSPs with 12 hour or less BUD, air sampling shall be performed at 
locations inside the ISO Class 5 environment and other areas that are in close proximity 
to the ISO class 5 environment, during the certification of the primary engineering 
control. 
‡ Consideration should be given to the overall effect the chosen sampling method will 
have on the unidirectional airflow within a compounding environment. 



Air Sampling Devices 
† The instructions in the manufacturer's user manual for verification and use of electric 
air samplers that actively collect volumes of air for evaluation shall be followed. 
† A sufficient volume of air (400 1000 liters) shall be tested at each location in order to 
maximize sensitivity. 
‡ It is recommended that compounding personnel also refer to USP Chapter 1116 , 
which can provide more information on the use of volumetric air samplers and volume of 
air that should be sampled to detect environmental bioburden excursions. 
Air Sampling Frequency and Process 
† Air sampling shall be performed at least semiannually (i.e. every 6 months), as part of 
the re certification of facilities and equipment for area where primary engineering 
controls are located. 
† A sufficient volume of air shall be sampled and the manufacturer's guidelines for use 
of the electronic air sampling equipment followed. 
‡ Any facility construction or equipment servicing may require the need to perform air 
sampling during these events. 
Incubation Period 
† The microbial growth media plates used to collect environmental sampling are 
recovered, covers secured (e.g., taped), inverted, and incubated at a temperature and 
for a time period conducive to multiplication of microorganisms. 
† The number of discrete colonies of microorganisms shall be counted and reported as 
colony-forming units (cfu) and documented on an environmental monitoring form. 
Counts from air monitoring need to be transformed into cfu/cubic meter of air and 
evaluated for adverse trends. 
‡ TSA should be incubated at 35° ± 2 ° for 2 3 days. 
‡ MEA or other suitable fungal media should be incubated at 28° ± 2 ° for 5–7 days. 
Action Levels, Documentation and Data Evaluation 
† Sampling data shall be collected and reviewed on a periodic basis as a means of 
evaluating the overall control of the compounding environment. 
† Competent microbiology personnel shall be consulted if an environmental sampling 
consistently shows elevated levels of microbial growth. 
† An investigation into the source of the environmental contamination shall be 
conducted. 
‡ Any cfu count that exceeds its respective action level should prompt a re-evaluation of 
the adequacy of personnel work practices, cleaning procedures, operational 
procedures, and air filtration efficiency within the aseptic compounding location. 
‡ Table titled, Recommended Action Levels for Microbial Contamination should only be 
used as a guideline 
Facility Design and Environmental Controls 



† Compounding facilities are physically designed and environmentally controlled to 
minimize airborne contamination from contacting critical sites. 
† Compounding facilities shall provide a comfortable and well-lighted working 
environment, which typically includes a temperature of 20° or cooler to maintain 
comfortable conditions for compounding personnel when attired in the required aseptic 
compounding garb. 
† Primary engineering controls provide unidirectional (i.e., laminar) HEPA air at a 
velocity sufficient to prevent airborne particles from contacting critical sites. 
† In situ air pattern analysis via smoke studies shall be conducted at the critical area to 
demonstrate unidirectional airflow and sweeping action over and away from the product 
under dynamic conditions. 
† Policies and procedures for maintaining and working within the primary engineering 
control area shall be written and followed. The policies and procedures will be 
determined by the scope and risk levels of the aseptic compounding activities used 
during the preparation of the CSPs. 
† The principles of HEPA filtered unidirectional airflow in the work environment shall be 
understood and practiced in the compounding process in order to achieve the desired 
environmental conditions. 
† Clean rooms for nonhazardous and nonradioactive CSPs are supplied with HEPA that 
enters from ceilings with return vents low on walls, and that provides not less than 30 air 
changes per hour. 
† Buffer areas maintain 0.02- to 0.05-inch water column positive pressure, and do not 
contain sinks or drains. 
† Air velocity from buffer rooms or zones to ante areas is at least 40 feet/minute. 
† The primary engineering controls shall be placed within a buffer area in such a 
manner as to avoid conditions that could adversely affect their operation. 
† The primary engineering controls shall be placed out of the traffic flow and in a 
manner to avoid disruption from the HVAC system and room cross drafts. 
† HEPA filtered supply air shall be introduced at the ceiling. 
† All HEPA filters shall be efficiency tested using the most penetrating particle size and 
shall be leak tested at the factory and then leak tested again in situ after installation. 
† Activities and tasks carried out within the buffer area shall be limited to only those 
necessary when working within a controlled environment. 
† Only the furniture, equipment, supplies, and other material required for the 
compounding activities to be performed shall be brought into the room. 
† Surfaces and essential furniture in buffer rooms or zones and clean rooms shall be 
nonporous, smooth, nonshedding, impermeable, cleanable, and resistant to 
disinfectants. 
† The surfaces of ceilings, walls, floors, fixtures, shelving, counters, and cabinets in the 
buffer area shall be smooth, impervious, free from cracks and crevices, and 
nonshedding, thereby promoting cleanability, and minimizing spaces in which 



microorganisms and other contaminants may accumulate. 
† The surfaces shall be resistant to damage by disinfectant agents. 
† Junctures of ceilings to walls shall be coved or caulked to avoid cracks and crevices 
where dirt can accumulate. 
† Ceiling tiles shall be caulked around each perimeter to seal them to the support frame.
† The exterior lens surface of ceiling lighting fixtures shall be smooth, mounted flush, 
and sealed. 
† Any other penetrations through the ceiling or walls shall be sealed. 
† The buffer area shall not contain sources of water (sinks) or floor drains. Work 
surfaces shall be constructed of smooth, impervious materials, such as stainless steel 
or molded plastic, so that they are easily cleaned and disinfected. 
† Carts shall be of stainless steel wire, nonporous plastic, or sheet metal construction 
with good quality, cleanable casters to promote mobility. 
† Storage shelving, counters, and cabinets shall be smooth, impervious, free from 
cracks and crevices, nonshedding, cleanable, and disinfectable. 
† Their number, design, and manner of installation the itmes above shall promote 
effective cleaning and disinfection. 
‡ If ceilings consist of inlaid panels, the panels should be impregnated with a polymer to 
render them impervious and hydrophobic. 
‡ Dust collecting overhangs, such as ceiling utility pipes, or ledges, such as windowsills, 
should be avoided. 
‡ Air returns should be mounted low on the wall creating a general top down dilution of 
room air with HEPA filtered make up air. 
Placement of Primary Engineering Controls Within ISO Class 7 Buffer Areas 
† Primary engineering controls for nonhazardous and nonradioactive CSPs are located 
in buffer areas, except for CAIs that are proven to maintain ISO Class 5 air when 
particle counts are sampled 6 to 12 inches upstream of critical site exposure areas 
during performance of normal inward and outward transfer of materials, and 
compounding manipulations when such CAIs are located in air quality worse than ISO 
Class 7. 
† Presterilization procedures for high risk level CSPs, such as weighing and mixing, 
shall be completed in no worse than an ISO Class 8 environment. 
† Primary engineering controls shall be located out of traffic patterns and away from 
room air currents that could disrupt the intended airflow patterns. 
† When isolators are used for sterile compounding, the recovery time to achieve ISO 
Class 5 air quality shall be documented and internal procedures developed to ensure 
that adequate recovery time is allowed after material transfer before and during 
compounding operations. 
† When compounding activities require the manipulation of a patient's blood-derived or 
other biological material (e.g., radiolabeling a patient's or a donor's white blood cells), 



the manipulations shall be clearly separated from routine material handling procedures 
and equipment used in CSP preparation activities, and they shall be controlled by 
specific standard operating procedures in order to avoid any cross contamination. 
† Food, drinks, and items exposed in patient care areas, and unpacking of bulk supplies 
and personnel cleansing and garbing are prohibited from buffer areas or rooms. 
† Demarcation designation between buffer areas or rooms and ante areas. 
† Antiseptic hand cleansing and sterile gloves in buffer areas or rooms. 
‡ Packaged compounding supplies and components, such as needles, syringes, tubing 
sets, and small  and large volume parenterals, should be uncartoned and wiped down 
with a disinfectant that does not leave a residue (e.g., sterile 70% IPA) when possible in 
an ante area, of ISO Class 8 air quality, before being passed into the buffer areas. 
Cleaning and Disinfecting the Sterile Compounding Areas 
† Trained personnel write detailed procedures including cleansers, disinfectants, and 
non shedding wipe and mop materials. 
† Cleaning and disinfecting surfaces in the LAFWs, BSCs, CAIs, and CACIs shall be 
cleaned and disinfected frequently, including at the beginning of each work shift, before 
each batch preparation is started, every 30 minutes during continuous compounding 
periods of individual CSPs, when there are spills, and when surface contamination is 
known or suspected from procedural breaches. 
† Trained compounding personnel are responsible for developing, implementing, and 
practicing the procedures for cleaning and disinfecting the DCAs written in the SOPs. 
† Cleaning and disinfecting shall occur before compounding is performed. Items shall 
be removed from all areas to be cleaned, and surfaces shall be cleaned by removing 
loose material and residue from spills, e.g., water soluble solid residues are removed 
with Sterile Water (for Injection or Irrigation) and low shedding wipes. This shall be 
followed by wiping with a residue free disinfecting agent, such as sterile 70% IPA, which 
is allowed to dry before compounding begins. 
† Work surfaces in ISO Class 7 and 8 areas and segregated compounding areas are 
cleaned at least daily. 
† Dust and debris shall be removed when necessary from storage sites for 
compounding ingredients and supplies, using a method that does not degrade the ISO 
Class 7 or 8 air quality. 
† Floors in ISO Class 7 and 8 areas are cleaned daily when no compounding occurs. 
† IPA (70% isopropyl alcohol) remains on surfaces to be disinfected for at least 30 
seconds before such surfaces are used to prepare CSPs. 
† Emptied shelving, walls, and ceilings in ante areas are cleaned and disinfected at 
least monthly. 
† Mopping shall be performed by trained personnel using approved agents and 
procedures described in the written SOPs. 
† Cleaning and disinfecting agents, their schedules of use and methods of application 
shall be in accordance with written SOPs and followed by custodial and/or compounding 



personnel. 
† All cleaning materials, such as wipers, sponges, and mops, shall be nonshedding, 
preferably composed of synthetic micro fibers, and dedicated to use in the buffer area, 
or ante area, and segregated compounding areas and shall not be removed from these 
areas except for disposal. 
† If cleaning materials are reused (e.g., mops), procedures shall be developed (based 
on manufacturer recommendations) that ensure that the effectiveness of the cleaning 
device is maintained and repeated use does not add to the bioburden of the area being 
cleaned. 
† Supplies and equipment removed from shipping cartons shall be wiped with a suitable 
disinfecting agent (e.g., sterile 70% IPA) delivered from a spray bottle or other suitable 
delivery method. 
† After the disinfectant is sprayed or wiped on a surface to be disinfected, the 
disinfectant shall be allowed to dry, and during this time the item shall not be used for 
compounding purposes. 
† Sterile 70% IPA wetted gauze pads or other particle generating material shall not be 
used to disinfect the sterile entry points of packages and devices. 
Personnel Cleansing and Garbing 
† Personnel shall also be thoroughly competent and highly motivated to perform 
flawless aseptic manipulations with ingredients, devices, and components of CSPs. 
† Personnel with rashes, sunburn, weeping sores, conjunctivitis, active respiratory 
infection, and cosmetics are prohibited from preparing CSPs. 
† Compounding personnel shall remove personal outer garments; cosmetics; artificial 
nails; hand, wrist, and body jewelry that can interfere with the fit of gowns and gloves; 
and visible body piercing above the neck. 
† Order of compounding garb and cleansing in ante area: shoes or shoe covers, head 
and facial hair covers, face mask, fingernail cleansing, hand and forearm washing and 
drying; non shedding gown. 
† Order of cleansing and gloving in buffer room or area: hand cleansing with a 
persistently active alcohol based product with persistent activity; allow hands to dry; don 
sterile gloves. 
† Routinely disinfect gloves with sterile 70% IPA after contacting nonsterile objects. 
† Inspect gloves for holes and replace when breaches are detected. 
† Personnel repeat proper procedures after they are exposed to direct contact 
contamination or worse than ISO Class 8 air. 
† These requirements are exempted only for immediate use CSPs and CAIs for which 
manufacturers provide written documentation based on validated testing that such 
personnel practices are not required to maintain sterility in CSPs. 

Personnel Training and Competency Evaluation of Garbing, Aseptic Work 
Practices and Cleaning/Disinfection Procedures 



† Personnel who prepare CSPs shall be trained conscientiously and skillfully by expert 
personnel, multi media instructional sources, and professional publications in the 
theoretical principles and practical skills of garbing procedures, aseptic work practices, 
achieving and maintaining ISO Class 5 environmental conditions, and cleaning and 
disinfection procedures. 
† This training shall be completed and documented before any compounding personnel 
begin to prepare CSPs. 
† Compounding personnel shall complete didactic training, pass written competence 
assessments, undergo skill assessment using observational audit tools, and media fill 
testing. 
† Media fill testing of aseptic work skills shall be performed initially before beginning to 
prepare CSPs and at least annually thereafter for low- and medium-risk level 
compounding; and semiannually for high-risk level compounding. 
† Compounding personnel who fail written tests, observational audits, or whose media
fill test vials have one or more units showing visible microbial contamination, shall be 
reinstructed and re evaluated by expert compounding personnel to ensure correction of 
all aseptic work practice deficiencies. 
† Compounding personnel shall pass all evaluations prior to resuming compounding of 
sterile preparations. 
† Compounding personnel must demonstrate proficiency of proper hand hygiene, 
garbing, and consistent cleaning procedures in addition to didactic evaluation and 
aseptic media fill. 
† Cleaning and disinfecting procedures performed by other support personnel shall be 
thoroughly trained in proper hand hygiene, and garbing, cleaning, and disinfection 
procedures by a qualified aseptic compounding expert. 
† Support personnel shall routinely undergo performance evaluation of proper hand 
hygiene, garbing, and all applicable cleaning and disinfecting procedures conducted by 
a qualified aseptic compounding expert. 
Competency Evaluation of Garbing and Aseptic Work Practices 
† Compounding personnel shall be evaluated initially prior to beginning compounding 
CSPs and whenever an aseptic media fill is performed using a Sample Form for 
Assessing Hand Hygiene and Garbing Related Practices of Compounding Personnel 
and the personnel glove fingertip sampling procedures. 
Aseptic Work Practice Assessment and Evaluation via Personnel Glove Fingertip 
Sampling 
† Monitoring of compounding personnel glove fingertips shall be performed for all CSP 
risk level compounding. 
† Glove fingertip sampling shall be used to evaluate the competency of personnel in 
performing hand hygiene and garbing procedures in addition to educating compounding 
personnel on proper work practices. 
† All personnel shall demonstrate competency in proper hand hygiene and garbing 



procedures in addition to aseptic work practices. 
† Sterile contact agar plates shall be used to sample the gloved fingertips of 
compounding personnel after garbing to assess garbing competency and after 
completing the media fill preparation. 
† Gloves shall not be disinfected with sterile 70% IPA immediately prior to sampling. 
Garbing and Gloving Competency Evaluation 
† Compounding personnel shall be visually observed during the process of performing 
hand hygiene and garbing procedures. 
† The visual observation shall be documented on a Sample Form for Assessing Hand 
Hygiene and Garbing Related Practices of Compounding Personnel and maintained to 
provide a permanent record of and long term assessment of personnel competency. 
Gloved Fingertip Sampling 
† Immediately after the compounder completes the hand hygiene and garbing 
procedure, the evaluator shall collect a gloved fingertip and thumb sample from both 
hands of the compounder onto appropriate agar plates by lightly pressing each finger tip 
into the agar. 
† The plates shall be incubated for the appropriate incubation period and at the 
appropriate temperature. 
† All employees shall successfully complete an initial competency evaluation and 
gloved fingertip/thumb sampling procedure (0 cfu) no less than three times before 
initially being allowed to compound CSPs for human use. 
† After completing the initial gowning and gloving competency evaluation, re evaluation 
of all compounding personnel shall occur at least annually for low  and medium risk 
level CSPs and semiannually for high risk level CSPs before being allowed to continue 
compounding CSPs. 
† Gloves shall not be disinfected with sterile 70% IPA prior to testing. 
† The sampled gloves shall be immediately discarded and proper hand hygiene 
performed after sampling. The nutrient agar plates shall be incubated as stated below. 
† The cfu action level for gloved hands shall be based on the total number of cfu on 
both gloves and not per hand. 
‡ Results should be reported separately as number of cfu per employee per hand (left 
hand, right hand). 
Incubation Period 
† At the end of the designated sampling period, the agar plates are recovered, covers 
secured, inverted and incubated at a temperature and for a time period conducive to 
multiplication of microorganisms. Trypticase soy agar (TSA) with lecithin and 
polysorbate 80 shall be incubated at 35°± 2° for 2 3 days. 
Aseptic Manipulation Competency Evaluation 
† All compounding personnel shall have their aseptic technique and related practice 
competency evaluated initially during the media-fill test procedure and subsequent 



annual or semiannual media fill test procedures on the Sample Form for Assessing 
Aseptic Technique and Related Practices of Compounding Personnel. 
Media Fill Test Procedure 
† The skill of personnel to aseptically prepare CSPs shall be evaluated using sterile fluid 
bacterial culture media-fill verification. 
† Media filled vials shall be incubated within a range of 35° ± 2° for 14 days. 
Surface Cleaning and Disinfection Sampling and Assessment 
† Surface sampling shall be performed in all ISO classified areas on a periodic basis 
and can be accomplished using contact plates and/or swabs and shall be done at the 
conclusion of compounding. 
† Locations to be sampled shall be defined in a sample plan or on a form. 
Cleaning and Disinfecting Competency Evaluation 
† Compounding personnel and other personnel responsible for cleaning shall be 
visually observed during the process of performing cleaning and disinfecting procedures
during initial personnel training on cleaning procedures, changes in cleaning staff and at 
the completion of any Media Fill Test Procedure. 
† Visual observation shall be documented on a Sample Form for Assessing Cleaning 
and Disinfection Procedures and maintained to provide a permanent record of, and 
long term assessment of, personnel competency. 
Surface Collection Methods 
† Immediately after sampling a surface with the contact plate, the sampled area shall be 
thoroughly wiped with a non-shedding wipe soaked in sterile 70% IPA. 
‡ Results should be reported as cfu per unit of surface area. 
Action Levels, Documentation, and Data Evaluation 
† Environmental sampling data shall be collected and reviewed on a routine basis as a 
means of evaluating the overall control of the compounding environment. 
† If an activity consistently shows elevated levels of microbial growth, competent 
microbiology personnel shall be consulted. 
† An investigation into the source of the contamination shall be conducted. 
† When gloved fingertip sample results exceeds action levels after proper incubation, a 
review of hand hygiene and garbing procedures as well as glove and surface 
disinfection procedures and work practices shall be performed and documented. 
‡ Any cfu count that exceeds its respective action level should prompt a re evaluation of 
the adequacy of personnel work practices, cleaning procedures, operational 
procedures, and air filtration efficiency within the aseptic compounding location. 

SUGGESTED STANDARD OPERATING PROCEDURES 
† All facilities are required to have these, and they must include at least the items 
enumerated in this section. 

FINISHED PREPARATION RELEASE CHECKS AND TESTS 



Inspection of Solution Dosage Forms and Review of Compounding Procedures 
† Review procedures and documents to ensure sterility, purity, correct identities and 
amounts of ingredients, and stability. 
† Visually inspect for abnormal particulate matter and color, and intact containers and 
seals. 
Sterility Testing 
† High risk level CSPs prepared in batches of more than 25 identical containers, or 
exposed longer than 12 hours at 2° to 8°, and 6 hours at warmer than 8° before being 
sterilized. 
Bacterial Endotoxin (Pyrogen) Testing 
† High risk level CSPs, excluding those for inhalation and ophthalmic administration, 
prepared in batches of more than 25 identical containers, or exposed longer than 12 
hours at 2° to 8°, and 6 hours at warmer than 8°, before being sterilized. 
Identity and Strength Verification of Ingredients 
† Written procedures to verify correct identity, quality, amounts, and purities of 
ingredients used in CSPs. 
† Written procedures to ensure labels of CSPs contain correct names and amounts or 
concentrations of ingredients, total volumes, beyond-use dates, storage conditions, and 
route(s) of administration. 

STORAGE AND BEYOND USE DATING 
Determining Beyond Use Dates 
† Use the general criteria in USP 795  in the absence of direct stability indicating 
assays or authoritative literature that supports longer durations. 

MAINTAINING STERILITY, PURITY, AND STABILITY OF DISPENSED AND 
DISTRIBUTED CSPs 
† Written procedures for proper packaging, storage, and transportation conditions to 
maintain sterility, quality, purity, and strength of CSPs. 
Redispensed CSPs 
† When sterility, and acceptable purity, strength, and quality can be ensured. 
† Assignment of sterility storage times and stability beyond use dates that occur later 
than those of originally dispensed CSPs must be based on results of sterility testing and 
quantitative assay of ingredients. 
Packaging and Transporting CSPs 
† Packaging maintains physical integrity, sterility, stability, and purity of CSPs. 
† Modes of transport that maintain appropriate temperatures and prevent damage to 
CSPs. 

PATIENT OR CAREGIVER TRAINING 
† Multiple component formal training program to ensure patients and caregivers 



understand the proper storage, handling, use, and disposal of CSPs. 

PATIENT MONITORING AND ADVERSE EVENTS REPORTING 
† Written standard procedures describe means for patients to ask questions and report 
concerns and adverse events with CSPs, and for compounding supervisors to correct 
and prevent future problems. 
‡ Adverse events and defects with CSPs reported to FDA's MedWatch and USP's 
MEDMARX programs. 

GLOSSARY 
† Twenty-eight terms are defined and integral to complying with USP 797 . 
    

Appendix II. Common Disinfectants Used in Health Care for Inanimate Surfaces 
and Noncritical Devices, and Their Microbial Activity and Properties1 

Chemical Category of Disinfectant 

 

Isopropyl 
alcohol 

Accelerated 
hydrogen 
peroxide 

Quaternary
Ammonium

(e.g., 
dodecyl 
dimethyl 

ammonium
chloride) Phenolics 

Chlorine 
(e.g., 

sodium 
hypochlorite)

Iodophors
(e.g., 

povidone
iodine) 

Concentration 
Used 60–95% 0.5%3 

0.4–1.6% 
aq 

0.4–1.6% 
aq 

100–5000 
ppm 

30–50 
ppm 

Microbial 
Inactivation2 

Bacteria + + + + + + 
Lipophilic 
viruses + + + + + + 
Hydrophilic 
viruses ± + ± ± + ± 
M.tuberculosis + + ± + + ± 
Mycotic 
agents (fungi) + + + + + ± 
Bacterial 
Spores − − − − + − 

Important 
Chemical & 
Physical 
Properties 

Shelf life >1 
week + + + + + + 
Corrosive or 
deleterious 
effects ± − − − ± ± 
Non-
evaporable − − + + − + 



Chemical Category of Disinfectant 

 

Isopropyl 
alcohol 

Accelerated 
hydrogen 
peroxide 

Quaternary
Ammonium

(e.g., 
dodecyl 
dimethyl 

ammonium
chloride) Phenolics 

Chlorine 
(e.g., 

sodium 
hypochlorite)

Iodophors
(e.g., 

povidone
iodine) 

Concentration 
Used 60 95% 0.5%3 

0.4 1.6% 
aq 

0.4 1.6% 
aq 

100 5000 
ppm 

30 50 
ppm 

residue 
Inactivated by 
organic matter + ± + ± + + 
Skin irritant ± − + + + ± 
Eye irritant + − + + + + 
Respiratory 
irritant − − − − + − 
Systemic 
toxicity + − + + + + 

Key to abbreviation and symbols: aq = diluted with water; ppm = parts per million; + = yes; − = no; ± = 
variable results. 
1  Modified from World Health Organization, Laboratory Bio Safety Manual 1983 and Rutala WA, “Antisepsis, disinfection and 
sterilization in the hospital and related institutions,” Manual of Clinical Microbiology, American Society for Microbiology, 
Washington, DC, 1995, pages 227 245. 
2  Inactivation of the most common microorganisms (i.e., bacteria) occurs with a contact time of ≤1 minute; inactivation of spores 
requires longer contact times (e.g., 5 10 minutes for 5,000 ppm chlorine solution against C. difficile spores). Reference: Perez J, 
Springthorpe VS, Sattar SA, “Activity of selected oxidizing microbicides against the spores of Clostridium difficile: Relevance to 
environmental control,” American Journal of Infection Control, August 2005, pages 320 325. 
3  Accelerated hydrogen peroxide is a new generation of hydrogen peroxide based germicides in which the potency and 
performance of the active ingredient have been enhanced and accelerated through the use of appropriate acids and detergents. 

    
Appendix III. Sample Form for Assessing Hand Hygiene and Garbing Related 

Practices of Compounding Personnel 

Printed name and position/title of person 
assessed:

 

Name of facility or location:  

Hand Hygiene and Garbing Practices: The qualified evaluator will check each space 
for which the person being assessed has acceptably completed the described activity, 
prints N/A if the activity is not applicable to the assessment session or N/O if the activity 
was not observed.* 



 Presents in a clean appropriate attire and 
manner. 

 Wears no cosmetics or jewelry (watches, rings, 
earrings, etc. piercing jewelry included) upon 
entry into ante areas. 

 Brings no food or drinks into or stored in the 
ante areas or buffer areas. 

 Is aware of the line of demarcation separating 
clean and dirty sides and observes required 
activities. 

 Dons shoe covers or designated clean area 
shoes one at a time, placing the covered or 
designated shoe on clean side of the line of 
demarcation, as appropriate. 

 Dons beard cover if necessary. 
 Dons head cover assuring that all hair is 

covered. 
 Dons face mask to cover bridge of nose down 

to include chin. 
 Performs hand hygiene procedure by wetting 

hands and forearms and washing using soap 
and warm water for at least 30 seconds. 

 Dries hands and forearms using lint-free towel 
or hand dryer. 

 Selects the appropriate sized gown examining 
for any holes, tears, or other defects. 

 Dons gown and ensures full closure. 
 Disinfects hands again using a waterless 

alcohol-based surgical hand scrub with 
persistent activity and allows hands to dry 
thoroughly before donning sterile gloves. 

 Dons appropriate sized sterile gloves ensuring 
that there is a tight fit with no excess glove 
material at the fingertips. 

 Examines gloves ensuring that there are no 
defects, holes, or tears. 

 While engaging in sterile compounding 
activities, routinely disinfects gloves with sterile 
70% IPA prior to work in the direct 
compounding area (DCA) and after touching 
items or surfaces that may contaminate gloves.



 Removes PPE on the clean side of the ante
area. 

 Removes gloves and performs hand hygiene. 
 Removes gown and discards it, or hangs it on 

hook if it is to be reused within the same work 
day. 

 Removes and discards mask, head cover, and 
beard cover (if used). 

 Removes shoe covers or shoes one at a time, 
ensuring that uncovered foot is placed on the 
dirty side of the line of demarcation and 
performs hand hygiene again. (Removes and 
discards shoe covers every time the 
compounding area is exited). 

*The person assessed is immediately informed of all unacceptable activities (i.e., 
spaces lacking check marks, N/A, or N/O) and shown and informed of specific 
corrections. 
    
Signature of Person Assessed Printed 

Name 
Date 

    
Signature of Qualified Evaluator Printed 

Name 
Date 

    
Appendix IV. Sample Form for Assessing Aseptic Technique and Related 

Practices of Compounding Personnel 

Printed name and position/title of person 
assessed:

 

Name of facility or location:  

Aseptic Technique, Safety, and Quality Assurance Practices: The qualified 
evaluator checks each space for which the person being assessed has acceptably 
completed the described activity, prints N/A if the activity is not applicable to the 
assessment session or N/O if the activity was not observed.* 

 Completes the Hand Hygiene and 
Garbing Competency Assessment Form.

 Performs proper hand hygiene, garbing, 
and gloving procedures according to 
SOPs. 

 Disinfects ISO Class 5 device surfaces 



with an appropriate agent. 
 Disinfects components/vials with an 

appropriate agent prior to placing into 
ISO Class 5 work area. 

 Introduces only essential materials in a 
proper arrangement in the ISO Class 5 
work area. 

 Does not interrupt, impede, or divert flow 
of first air to critical sites. 

 Ensures syringes, needles, and tubing 
remain in their individual packaging and 
are only opened in ISO Class 5 work 
area. 

 Performs manipulations only in the 
appropriate DCA of the ISO Class 5 
device. 

 Does not expose critical sites to contact 
contamination or worse than ISO Class 5 
air. 

 Disinfects stoppers, injection ports, and 
ampul necks by wiping with sterile 70% 
IPA and allows sufficient time to dry. 

 Affixes needles to syringes without 
contact contamination. 

 Punctures vial stoppers and spikes 
infusion ports without contact 
contamination. 

 Labels preparation(s) correctly. 
 Disinfects sterile gloves routinely by 

wiping with sterile 70% IPA during 
prolonged compounding manipulations. 

 Cleans, sets up, and calibrates 
automated compounding device (e.g., 
“TPN compounder”) according to 
manufacturer's instructions. 

 Disposes of sharps and waste according 
to institutional policy or recognized 
guidelines. 

*The person assessed is immediately informed of all unacceptable activities (i.e., 
spaces lacking check marks, N/A, or N/O) and shown and informed of specific 
corrections. 



    
Signature of Person Assessed Printed 

Name 
Date 

    
Signature of Qualified Evaluator Printed 

Name 
Date 

    
Appendix V. Sample Form for Assessing Cleaning and Disinfection Procedures 

Printed name and position/title of 
person assessed:

 

Name of facility or location:  

Cleaning and Disinfection Practices: The qualified evaluator will check each space 
for which the person being assessed has acceptably completed the described activity, 
prints N/A if the activity is not applicable to the assessment session or N/O if the activity 
was not observed.* 

Daily Tasks: 
 Prepares correct concentration of disinfectant 

solution according to manufacturer's instructions. 
 Uses appropriately labeled container for the type of 

surface to be cleaned (floor, wall, production bins, 
etc.). 

 Documents disinfectant solution preparation. 
 Follows garbing procedures when performing any 

cleaning activities. 
 At the beginning of each shift, cleans all ISO Class 

5 devices prior to compounding in the following 
order: walls, IV bar, automated compounders, and 
work surface. 

 Uses a lint free wipe soaked with sterile 70% IPA 
or other approved disinfectant solution and allows 
to dry completely. 

 Removes all compounder components and cleans 
all ISO Class 5 areas as stated above at the end of 
each shift. 

 Cleans all counters and easily cleanable work 
surfaces. 

 Mops floors, using the mop labeled “floors,” starting 
at the wall opposite the room entry door; mops floor 
surface in even strokes toward the operator. Moves 



carts as needed to clean entire floor surface. Use 
of a microfiber cleaning system is an acceptable 
alternative to mops. 

 In the ante area, cleans sink and all contact 
surfaces; cleans floor with a disinfectant solution or 
uses microfiber cleaning system. 

Monthly Tasks: 
 Performs monthly cleaning on a designated day. 

Prepares a disinfectant solution as stated in daily 
tasks that is appropriate for the surfaces to be 
cleaned. 

 Cleans buffer area and ante-area ceiling, walls, 
and storage shelving with a disinfectant solution 
and a mop or uses a microfiber cleaning system. 

 Once ISO Class 5 area is clean, cleans 
compounding room ceiling, followed by walls and 
ending with the floor. Uses appropriate labeled 
mops or microfiber cleaning system. 

 Cleans all buffer area totes and storage shelves by 
removing contents and using a germicidal 
detergent soaked lint free wipe, cleans the inside 
surfaces of the tote and then the entire exterior 
surfaces of the tote. Allows totes to dry. Prior to 
replacing contents into tote, wipes tote with sterile 
70% IPA to remove disinfectant residue. Uses new 
wipe as needed. 

 Cleans all buffer area carts by removing contents 
and using germicidal detergent soaked lint free 
wipe, cleans all carts starting with the top shelf and 
top of post, working down to wheels. Cleans the 
under side of shelves in a similar manner. Uses a 
new wipe for each cart. Allows to dry. Wipes carts 
with sterile 70% IPA wetted lint free wipe to remove 
any disinfectant residue. Uses new wipe as 
needed. 

 Cleans buffer area chairs, the interior and exterior 
of trash bins, and storage bins using disinfectant 
solution soaked lint free wipe. 

 Documents all cleaning activities as to who 
performed such activities with date and time noted.

*The person assessed is immediately informed of all unacceptable activities (i.e., 
spaces lacking check marks, N/A, or N/O) and shown and informed of specific 



corrections. 
    
Signature of Person Assessed Printed 

Name 
Date 

    
Signature of Qualified Evaluator Printed 

Name 
Date 

 
 

  



▴1. INTRODUCTION AND SCOPE 1 
  This chapter describes the minimum practices and quality standards to be followed 2 
when preparing compounded sterile human and animal drugs (compounded sterile 3 
preparations, or CSPs). These practices and standards must be used to prevent harm, 4 
including death, to human and animal patients that could result from 1) microbial 5 
contamination (nonsterility), 2) excessive bacterial endotoxins, 3) variability from the 6 
intended strength of correct ingredients, 4) chemical and physical contaminants, and/or 7 
5) use of ingredients of inappropriate quality. 8 

1.1 Scope 9 

CSP AFFECTED 10 
  The requirements and standards described in this chapter must be used to ensure the 11 
sterility of any CSP. Although the list below is not exhaustive, the following must be 12 
sterile:  13 

 Injections 14 
 Aqueous bronchial inhalations 15 
 Baths and soaks for live organs and tissues 16 
 Irrigations for internal body cavities (i.e., any space that does not freely 17 

communicate with the environment outside of the body) 18 
 Ophthalmics 19 
 Implants 20 

  For the compounding of hazardous drugs, see Hazardous Drugs—Handling in 21 
Healthcare Settings 800 . 22 

PERSONNEL AND SETTINGS AFFECTED 23 
  This chapter applies to all persons who prepare CSPs (e.g., pharmacists, pharmacy 24 
technicians, physicians, veterinarians, and nurses) at all places where CSPs are 25 
prepared (e.g., hospitals and other healthcare institutions, patient treatment sites, 26 
infusion facilities, pharmacies, and physicians’ or veterinarians’ practice sites). 27 
  The compounding organization’s leadership and all employees involved in preparing, 28 
storing, and transporting CSPs are responsible for 1) ensuring that the applicable 29 
practices and quality standards in this chapter are continually and consistently applied 30 
to their operations, and 2) proactively identifying and remedying potential problems 31 
within their operations. 32 

SPECIFIC PRACTICES 33 

Administration of medications:  This chapter is not intended to address 34 
administration of sterile medications. Administration of sterile medications should be 35 
performed in accordance with the Centers for Disease Control and Prevention’s Safe 36 
Injection Practices1 and the manufacturer’s or compounder’s labeling of the sterile 37 
medication. 38 

Proprietary bag and vial systems:  Docking and activation of proprietary bag and 39 
vial systems (e.g., ADD-Vantage®, Mini Bag Plus®, addEASE®) strictly in accordance 40 



with the manufacturer’s instructions for immediate administration to an individual patient 41 
is not considered compounding. However, aseptic technique must be followed when 42 
attaching the proprietary bag and vial system. 43 
  Docking of the proprietary bag and vial systems for future activation and administration 44 
is considered compounding and must be performed in accordance with this chapter, 45 
with the exception of 12. Establishing Beyond-Use Dates and In-Use Times. Beyond-46 
use dates (BUDs) for proprietary bag and vial systems must be assigned in accordance 47 
with the manufacturer’s instructions provided in product labeling. 48 

Reconstitution or dilution:  Reconstituting or diluting a conventionally manufactured 49 
sterile product with no intervening steps strictly in accordance with the manufacturer’s 50 
labeling for administration to an individual patient is not considered compounding. 51 
However, aseptic technique must be followed during preparation, and procedures must 52 
be in place to minimize the potential for contact with nonsterile surfaces and introduction 53 
of particulate matter or biological fluids. 54 
  Any other reconstitution or dilution of a conventionally manufactured sterile product is 55 
considered compounding and must be performed in accordance with this chapter. 56 

Repackaging:  Repackaging of a conventionally manufactured sterile product from its 57 
original primary container into another primary container must be performed in 58 
accordance with the requirements in this chapter for CSPs, including assignment of 59 
BUDs and in-use times as described in 12. Establishing Beyond-Use Dates and In-Use 60 
Times. 61 

1.2 Factors Affecting the Risks Associated with CSPs 62 
  CSPs can be compounded using only sterile starting ingredients or using some or all 63 
nonsterile starting ingredients. If all of the components used to compound a drug are 64 
sterile to begin with, the sterility of the components must be maintained during 65 
compounding to produce a sterile compounded preparation. If one or more of the 66 
starting components being used to compound is not sterile, the sterility of the 67 
compounded preparation must be achieved through a sterilization process, such as 68 
terminal sterilization in the final sealed container or sterile filtration, and then maintained 69 
through subsequent manipulations of the preparation. When compounding with 70 
nonsterile starting ingredients, the quality of the components and the effectiveness of 71 
the sterilization step are particularly critical to achieving a sterile preparation. In all 72 
cases, failure to achieve and/or maintain sterility of CSPs can lead to serious harm, 73 
including death. Personnel engaged in compounding and handling CSPs must strictly 74 
adhere to the standards in this chapter throughout the compounding process and until 75 
the preparation reaches the intended patient(s). 76 
  The risks to the sterility associated with a particular CSP depend on a number of 77 
factors, including the following:  78 

 Batch size 79 
 Complexity of the compounding process (e.g., number of manipulations involved; 80 

whether starting with nonsterile or sterile components) 81 



 Inherent nature of the drug being compounded (e.g., whether the drug is 82 
susceptible to microbial growth; whether the preparation will be preservative 83 
free) 84 

 Complexity of the compounding operation (e.g., multiple people in the cleanroom 85 
at the same time; multiple CSPs being prepared at the same time; activity in the 86 
surrounding areas) 87 

 Length of time between the start of compounding (including making a stock 88 
solution) and administration of the drug to the patient 89 

  Ultimately, the risk to the population of patients is lower if the compounding is done for 90 
an individual patient as compared to when the compounding is done in a batch for 91 
multiple patients. When applying the standards in this chapter, the risks of a particular 92 
compounding operation must be considered, and steps commensurate with these risks 93 
must be taken to ensure a quality CSP. 94 

1.3 Risk Categories 95 
  Consistent with this risk-based approach, this chapter distinguishes between two 96 
categories of CSPs, Category 1 and Category 2, primarily by the conditions under which 97 
they are made and the time within which they will be used. Category 1 CSPs are those 98 
assigned a maximum BUD of 12 hours or less at controlled room temperature or 24 99 
hours or less if refrigerated if made in accordance with all of the applicable standards for 100 
Category 1 CSPs in this chapter. Category 2 CSPs are those that may be assigned a 101 
BUD of greater than 12 hours at room temperature or greater than 24 hours if 102 
refrigerated (see 12. Establishing Beyond-Use Dates and In-Use Times) if made in 103 
accordance with all of the applicable standards for Category 2 CSPs in this chapter. 104 
See Table 1 for a summary comparison of the minimum requirements in this chapter for 105 
Category 1 and 2 CSPs. 106 
  This chapter describes minimum requirements that apply to compounding of all CSPs, 107 
and also to repackaging of sterile products. If a compounder does not meet all of the 108 
Category 2 requirements, the CSP or repackaged sterile product will be considered a 109 
Category 1, and the shorter BUD applicable to Category 1 CSPs must be assigned. The 110 
minimum requirements not specifically described as applicable to Category 1 or 111 
Category 2, such as minimum training and competency testing and personal hygiene for 112 
personnel, are applicable to compounding of all CSPs and repackaging of sterile 113 
products.  114 

Table 1. Summary Comparison of Minimum Requirements for Category 1 and 115 
Category 2 CSPsa 116 

Category 1 CSPs Category 2 CSPs 
Personnel Qualifications 

Visual observation of 
hand hygiene and 
garbing Quarterly Quarterly 
Gloved fingertip 
sampling Quarterly Quarterly 



Category 1 CSPs Category 2 CSPs 
Media fill testing Quarterly Quarterly 

Personal Protective Equipment 
See Table 2. 

Buildings and Facilities 
Primary engineering 
control (PEC) 

Not required to be placed in a 
classified area 

Required to be placed in a 
classified area 

Recertification Every 6 months Every 6 months 
Environmental Monitoring 

Nonviable airborne 
monitoring Every 6 months Every 6 months 
Viable airborne 
monitoring Monthly Monthly 
Surface sampling Monthly Monthly 

Release Testing 
Physical inspection Required Required 
Sterility testing Not required Based on assigned BUD 

Endotoxin testing Not required 
Required if prepared from 
nonsterile ingredient(s)b 

BUD 

BUD assignment 

≤12 hours at controlled room 
temperature or ≤24 hours if 
refrigerated 

>12 hours at controlled room 
temperature or >24 hours if 
refrigerated 

a  This table summarizes the requirements that apply specifically to Category 1 and Category 2 CSPs. 
There are numerous requirements in the chapter that are not summarized in this table because they 
apply to all CSPs, regardless of whether they are Category 1 or Category 2. 
b  See exemptions in 10.3 Bacterial Endotoxins Testing. 

1.4 Urgent-Use CSPs 117 
  A CSP may be prepared in worse than International Organization for Standardization 118 
(ISO) Class 5 air quality (see 4.1 Protection from Airborne Contaminants) in rare 119 
circumstances when a CSP is needed urgently (e.g., cardiopulmonary resuscitation) for 120 
a single patient, and preparation of the CSP under conditions described for Category 1 121 
or Category 2 would subject the patient to additional risk due to delays in therapy. In 122 
these circumstances, the compounding procedure must be a continuous process not to 123 
exceed 1 hour, and administration of the CSP must begin immediately upon completion 124 
of preparation of the CSP. Aseptic technique must be followed during preparation, and 125 
procedures must be in place to minimize the potential for contact with nonsterile 126 
surfaces, introduction of particulate matter or biological fluids, and mix-ups with other 127 
CSPs. 128 



1.5 Roadmap through Chapter 129 
  The chapter is organized as follows:  130 

1. Introduction and Scope 131 
2. Personnel Qualifications—Training, Evaluation, and Requalification 132 
3. Personal Hygiene and Personal Protective Equipment 133 
4. Buildings and Facilities 134 
5. Environmental Monitoring 135 
6. Cleaning and Disinfecting Compounding Areas 136 
7. Equipment and Components 137 
8. Sterilization and Depyrogenation 138 
9. SOPs and Master Formulation and Compounding Records 139 
10. Release Testing 140 
11. Labeling 141 
12. Establishing Beyond-Use Dates and In-Use Times 142 
13. Quality Assurance and Quality Control 143 
14. CSP Storage, Handling, Packaging, and Transport 144 
15. Complaint Handling and Adverse Event Reporting 145 
16. Documentation 146 
17. Radiopharmaceuticals as CSPs 147 
Glossary 148 
Appendices 149 

Appendix 1. Acronyms 150 
Appendix 2. Common Disinfectants Used in Health Care for Inanimate Surfaces and 151 
Noncritical Devices, and Their Microbial Activity and Properties 152 

 153 

 154 
2. PERSONNEL QUALIFICATIONS—TRAINING, EVALUATION, AND 155 

REQUALIFICATION 156 
  Because the failure of compounding personnel to follow procedures and adhere to 157 
quality standards poses the greatest risk of CSP contamination, all personnel involved 158 
in the preparation and handling of CSPs must be trained and qualified and must 159 
undergo annual refresher training and requalification in appropriate sterile compounding 160 
standards and practices. Training, qualification, and requalification of personnel must be 161 
documented. 162 
  Each compounding facility must develop a written training program that describes the 163 
required training, the frequency of training, and the process for evaluating the 164 
performance of individuals involved in sterile compounding. This program should equip 165 
personnel with the appropriate knowledge and train them in the required skills 166 
necessary to perform their assigned tasks. This section describes the minimum 167 
qualifications for personnel preparing and handling CSPs, including the training, 168 
evaluation, and requalification of such personnel. 169 
  Separate from the formal competency testing and requalification described in this 170 
section, supervisors of compounding personnel should observe compounding activities 171 
on a daily basis and take immediate corrective action if deficient practices are observed. 172 

2.1 Demonstrating Proficiency in Core Competencies 173 



  Before beginning to prepare CSPs, personnel must complete training and be able to 174 
demonstrate proficiency in the theoretical principles and hands-on skills of sterile 175 
manipulations and in achieving and maintaining appropriate environmental conditions. 176 
Successful completion must be demonstrated through written testing and hands-on 177 
demonstration of skills. Proficiency must be demonstrated in at least the following core 178 
competencies:  179 

 Hand hygiene and garbing 180 
 Cleaning and disinfection 181 
 Measuring and mixing 182 
 Aseptic manipulation 183 
 Proper cleanroom behavior 184 
 Methods of sterilization and depyrogenation, if applicable 185 
 Use of equipment 186 
 Documentation of the compounding process (e.g., master formulation and 187 

compounding records) 188 
 Understanding the direction of the HEPA-filtered unidirectional airflow within the 189 

ISO Class 5 area 190 
 Proper use of PECs 191 
 The potential impact of personnel activities such as moving materials into and out 192 

of the compounding area 193 

The following sections describe in detail the competency testing that must be conducted 194 
initially for all sterile compounding personnel in garbing and hand hygiene and aseptic 195 
manipulation, and the requirements for retraining and requalification. 196 

2.2 Competency Testing in Garbing and Hand Hygiene 197 
  Gloved fingertip/thumb sampling is important because direct touch contamination is 198 
the most likely source of microorganisms. Gloved fingertip sampling evaluates a 199 
compounding person’s competency in correctly performing hand hygiene and garbing 200 
(see Box 2-1). All persons performing compounding must successfully complete an 201 
initial competency evaluation, including visual observation and gloved fingertip/thumb 202 
sampling [zero colony-forming units (CFUs)] no fewer than three times before being 203 
allowed to compound CSPs, to demonstrate that they can perform the procedure 204 
consistently. After the initial competency evaluation, compounding personnel must 205 
successfully complete gloved fingertip/thumb sampling quarterly (no more than a total of 206 
three CFUs). Each fingertip/thumb evaluation must occur after separate, full hand 207 
hygiene and garbing procedures. 208 
  Compounding personnel must be visually observed by competent personnel while 209 
performing hand hygiene and garbing procedures (see 3. Personal Hygiene and 210 
Personal Protective Equipment). The visual audit must be documented and the 211 
documentation maintained to provide a permanent record and long-term assessment of 212 
personnel competency. 213 
  Sampling must be performed on sterile gloves inside of an ISO Class 5 PEC. If 214 
conducting gloved fingertip/thumb sampling in a Restricted Access Barrier System 215 
(RABS) [e.g., Compounding Aseptic Isolator (CAI) or Compounding Aseptic 216 
Containment Isolator (CACI)] or an isolator, samples must be taken from the sterile 217 



gloves placed over the gauntlet gloves. In addition, gloved fingertip/thumb sampling 218 
must be performed after completing the media-fill preparation without applying sterile 219 
alcohol or any other agent that could interfere with the ability of the gloved fingertip test 220 
to assess the adequacy of aseptic work practices.  221 

Box 2-1 Gloved Fingertip Sampling and Testing Procedures 222 

 Use two plates filled with nutrient agar containing neutralizing agents (e.g., 
lecithin and polysorbate 80) in a size range of 24- to 30-cm2 in size. 

 Do NOT disinfect gloves with sterile 70% isopropyl alcohol (IPA) or any other 
disinfectant immediately before touching the agar plate because this could 
cause a false-negative result. 

 Collect a gloved fingertip and thumb sample from both hands by lightly pressing 
each fingertip into the agar. Use a separate plate for each hand. 

 Re-cover the agar plates without further contact with agar. Label the plates with a 
personnel identifier, right or left hand, date, and time. 

 Immediately discard the gloves after sampling. 
 Invert the plates and incubate them at a temperature and for a time period 

conducive to multiplication of microorganisms (e.g., 20°–35° for 5 days). 
 Record the number of CFU per hand (left hand, right hand). 
 Determine whether the CFU action level for gloved hands (i.e., zero CFU initially 

or three CFU thereafter) is exceeded by counting the total number of CFUs on 
both gloves, not per hand. 

2.3 Competency Testing in Aseptic Manipulation 223 
  After successful completion of the initial hand hygiene and garbing competency 224 
evaluation, all sterile compounding personnel must have their sterile technique and 225 
related practices evaluated during a media-fill test (see Box 2-2). Evaluation results 226 
must be documented and the documentation maintained to provide a permanent record 227 
and long-term assessment of personnel competency.  228 

Box 2-2 Media-Fill Testing Procedures 229 



 When performing these testing procedures, use the most difficult and challenging 
compounding procedures and processing conditions encountered by the person 
during a work shift (e.g., the most manipulations, most complex flow of 
materials, longest time to compound), replacing all the components used in the 
CSPs with microbial growth medium. 

 Include all normal processing steps and incorporate worst-case conditions, 
including sterilizing filtration if used. 

 Do not interrupt the test once it has begun, unless the normal work day involves 
interruptions. 

 If all of the starting components are sterile to begin with, transfer sterile fluid 
microbial culture medium, such as sterile soybean-casein digest, into the same 
types of container–closure systems commonly used at the facility to evaluate a 
person’s skill at aseptically processing CSPs into finished dosage forms. 

 If some of the starting components are nonsterile to begin with, use a nonsterile 
commercially available medium, such as soybean-casein digest powder, to 
make a 3% solution. Prepare the nonsterile culture medium according to the 
manufacturer’s instructions and manipulate it in a manner that reflects 
nonsterile-to-sterile compounding activities. 

 Incubate media-filled vials at 20°–35° for a minimum of 14 days. If two 
temperatures are used for incubation of media-filled samples, incubate the filled 
containers for at least 7 days at the lower temperature (20°–25°) followed by 7 
days at 30°–35°. Failure is indicated by visible turbidity or other visual 
manifestations of growth in the medium in one or more container–closure unit(s) 
on or before 14 days. Investigate media-fill failures to determine possible 
causes (e.g., sterilizing filter failure). Document and discuss investigational 
findings with personnel before any re-testing. 

 If using a purchased pre-prepared microbial growth medium, either verify that the 
growth medium is growth promoting, or obtain a certificate of analysis (COA) 
from the supplier of the growth medium to ensure that it will support the growth 
of microorganisms. 

 If using a microbial growth medium prepared in-house, the growth promotion 
capability of the medium must be demonstrated and documented (see Sterility 
Tests 71 ). 

 Always store microbial growth media in accordance with manufacturer 
instructions and use them before their expiration date. 

2.4 Reevaluation, Retraining, and Requalification 230 

REQUALIFICATION AFTER FAILURE 231 
  Persons who fail written tests; visual observation of hand hygiene, garbing, and 232 
aseptic technique; gloved fingertip/thumb sampling; or media-fill tests must undergo 233 
immediate requalification through additional training by competent compounding 234 
personnel. Personnel who fail visual observation of hand hygiene, garbing, and aseptic 235 
technique; gloved fingertip/thumb sampling; or media-fill tests must pass three 236 



successive reevaluations in the deficient area before they can resume compounding of 237 
sterile preparations. 238 

REFRESHER TRAINING PROGRAM 239 
  Compounding personnel must successfully complete annual refresher training in the 240 
core competencies listed in 2.1 Demonstrating Proficiency in Core Competencies. 241 
Successful completion must be demonstrated through written testing and hands-on 242 
demonstration of skills. 243 

TIMING OF REEVALUATION AND REQUALIFICATION 244 
    245 

 Visual observation—Compounding personnel must be visually observed while 246 
performing hand hygiene and garbing procedures initially and then at least 247 
quarterly. 248 

 Gloved fingertip sampling—Compounding personnel must perform 249 
fingertip/thumb sampling three times initially and then quarterly to confirm their 250 
competency and work practices. Fingertip sampling conducted as part of a 251 
routine media-fill test can be counted in fulfilling these reevaluation 252 
requirements. 253 

 Media-fill testing—After initial qualification, conduct media-fill tests of all 254 
personnel engaged in compounding CSPs at least quarterly to evaluate aseptic 255 
technique and requalify them. 256 

 Cleaning and disinfecting—Retrain and requalify personnel in cleaning and 257 
disinfecting compounding areas after a change in cleaning and disinfecting 258 
procedures. 259 

 After a pause in compounding—Personnel who have not compounded CSPs in 260 
more than 3 months must be requalified in all core competencies before 261 
resuming compounding duties. 262 

  If compounding is done less frequently than the frequencies specified above (e.g., 263 
quarterly), personnel reevaluation and requalification must occur before each 264 
compounding session begins. 265 

 266 
3. PERSONAL HYGIENE AND PERSONAL PROTECTIVE EQUIPMENT 267 

  Because personnel preparing CSPs are the most likely cause of CSP contamination, 268 
compounding personnel must maintain proper personal hygiene and use personal 269 
protective equipment (PPE). 270 
  Personnel suffering from rashes, sunburn, oozing tattoos or sores, conjunctivitis, active 271 
respiratory infection, or other active communicable disease must be excluded from 272 
working in compounding areas until their conditions are resolved. 273 

3.1 Personnel Preparation 274 
  Compounding personnel must take appropriate steps to prevent microbial 275 
contamination of CSPs. Squamous cells are normally shed from the human body at a 276 
rate of 106 or more per hour, and those skin particles are laden with microorganisms.2,3 277 
Before entering a designated compounding area, compounding staff must remove any 278 



items that are not easily cleanable and that are not necessary for compounding. For 279 
example, personnel must:  280 

 Remove personal outer garments (e.g., bandanas, coats, hats, jackets, scarves, 281 
sweaters, and vests) 282 

 Remove all cosmetics because they shed flakes and particles 283 
 Remove all hand, wrist, and other exposed jewelry or piercings (e.g., rings, 284 

watches, bracelets, earrings, and lip or eyebrow rings) that can interfere with 285 
the effectiveness of PPE (e.g., fit of gloves, cuffs of sleeves, and eye 286 
protection). Cover any jewelry that cannot be removed (e.g., surgically 287 
implanted jewelry) 288 

 Remove ear buds, headphones, and cell phones, or other similar devices 289 
 Keep natural nails clean and neatly trimmed to minimize particle shedding and 290 

avoid glove punctures. Nail polish, artificial nails, and extenders must be 291 
removed. 292 

3.2 Hand Hygiene 293 
  Hand hygiene is required before initiating any compounding activities and when re-294 
entering the ante-area after a break in compounding activity. After donning shoe covers, 295 
head and facial hair covers, and face masks, hand hygiene must be conducted (see 296 
Box 3-1). Hands must be washed with unscented soap and water. Alcohol hand 297 
sanitizers alone are not sufficient. Do not combine antimicrobial soaps and handrubs 298 
with alcohol-based products because of potential adverse dermatologic reactions. 299 
Brushes are not recommended for hand hygiene because of the potential for skin 300 
irritation and increased bacterial shedding. Dry hands and forearms with either low-lint 301 
disposable towels or wipes. After hands are washed and dried, perform hand antisepsis 302 
using a suitable alcohol-based handrub with sustained antimicrobial activity immediately 303 
before donning sterile gloves. Follow the manufacturer’s instructions for application 304 
times, and apply the product to dry hands only. [NOTE—Soap must not be added to a 305 
partially empty soap dispenser. This practice of “topping off” dispensers can lead to 306 
bacterial contamination of soap.]  307 

Box 3-1 Hand Hygiene Procedures 308 

 Remove debris from underneath fingernails, if present, using a nail cleaner under 
warm running water. 

 Wash hands and forearms up to the elbows with unscented soap and water for at 
least 30 seconds. 

 Dry hands and forearms to the elbows completely with low-lint disposable towels 
or wipes. 

 Immediately prior to donning sterile gloves, apply a suitable alcohol-based 
handrub with sustained antimicrobial activity, following the manufacturer’s 
instructions for application times, and use a sufficient amount of product to keep 
the hands wet for the duration of the application time. 

 Allow hands to dry thoroughly before donning sterile gloves. 



3.3. Garb and Glove Requirements 309 
  The garb and glove requirements for CSPs depend on the category of CSP and type 310 
of PEC used. Table 2 summarizes the minimum garb and glove requirements for CSPs. 311 

Table 2. Minimum Garb and Glove Requirements 312 

CSP 
Category PEC type Minimum Requirement 

Category 1 Any 

 Non-cotton, low-lint, disposable gown or 
coveralls 

 Low-lint, disposable covers for shoes 
 Low-lint, disposable covers for head and 

facial hair that 
cover the ears and forehead 

 Sterile gloves and sterile sleevesa 

Category 2 

Laminar airflow 
system (LAFS) and 
biological safety 
cabinet (BSC) 

 Non-cotton, low-lint, disposable gowns or 
coveralls 

 Low-lint, disposable covers for shoes 
 Low-lint, disposable covers for head and 

facial hair that cover the ears and forehead 
 Mask 
 Sterile gloves and sterile sleevesa 
 Eye shield is optional 

Category 2 
RABS (CAI or CACI) 
or isolator 

 Non-cotton, low-lint, disposable gowns or 
coveralls 

 Low-lint, disposable covers for shoes and hair
 Sterile gloves 

a  If a sterile gown is used, the use of sterile sleeves is optional. 
  Personnel intending to enter a buffer area or segregated compounding area must put 313 
on protective clothing. Protective clothing must be put on in an order that eliminates the 314 
greatest risk of contamination. As noted previously, put on shoe covers, head and facial 315 
hair covers, face masks, and gown, before completing hand cleansing procedures and 316 
then put on sterile gloves and sterile sleeves (if used). If sterile gowns are used, put on 317 
sterile gloves and gowns after hand cleansing procedures. Garbing and degarbing 318 
should not occur in the ante-area at the same time. 319 

GOWNS 320 
  Visibly soiled gowns must be changed immediately. Gowns and other garbing items 321 
must be segregated and stored before use in an enclosure to prevent contamination 322 
(e.g., away from sinks to avoid splashing). Coveralls and sterile gowns must not be 323 
reused. 324 

GLOVES 325 



  Gloves must be sterile and powder free. Use only gloves that have been tested by the 326 
manufacturer for compatibility with alcohol disinfection. Before putting on gloves, 327 
perform hand hygiene as described in Box 3-1. Hands must be completely dry before 328 
putting on sterile gloves. Unless donning a sterile gown, sterile gloves must be the last 329 
item put on before handling anything in the buffer or segregated compounding area and 330 
before compounding begins in the PEC. If donning a sterile gown, put on the gloves 331 
first, then the sterile gown. 332 
  Routine application of sterile 70% IPA to gloves must occur throughout the 333 
compounding process and whenever nonsterile surfaces (e.g., vials, counter tops, 334 
chairs, carts) are touched. Contaminated gloved hands can be disinfected by rubbing 335 
sterile 70% IPA solution onto all contact surface areas of the gloves and letting the 336 
gloved hands dry thoroughly. 337 
  Gloves on hands and gauntlet sleeves on RABS and isolators must be inspected 338 
routinely by the personnel using them for holes, punctures, or tears and must be 339 
replaced immediately if such defects are detected. Sterile gloves must be placed over 340 
the gauntlet gloves of the RABS and isolators. 341 

EXITING AND REENTERING COMPOUNDING AREAS 342 
  When compounding personnel exit the buffer or segregated compounding area during 343 
a work shift, a nonsterile gown can be removed and retained in the ante or segregated 344 
compounding area if not visibly soiled, to be re-donned during that same work shift only. 345 
Coveralls and sterile gowns may not be reused and must be replaced with new ones. 346 
Shoe covers, hair and facial hair covers, face masks, head covering, gloves, and 347 
sleeves may not be reused and must be replaced with new ones. Goggles must be 348 
either sterilized or disinfected with sterile 70% IPA before each use. Hand hygiene must 349 
be performed before resuming sterile compounding. 350 

COMPOUNDING HAZARDOUS DRUGS 351 
  For PPE requirements when handling hazardous drugs, refer to 800 . 352 

 353 
4. BUILDINGS AND FACILITIES 354 

  Buildings and facilities in which compounding will be taking place must be designed, 355 
built, outfitted, and maintained properly to prevent airborne contamination of CSPs. 356 
Areas related to compounding operations in such facilities (i.e., ante-area, buffer area, 357 
segregated compounding area, and PEC) must be separated from areas not directly 358 
related to compounding and must be appropriately controlled to achieve and maintain 359 
required air quality classification levels (see Table 3), depending on the nature of the 360 
operation being performed in the specific area. 361 
  A facility’s design must ensure that the movement of personnel, equipment, and 362 
components into and out of the compounding area does not disrupt air quality in the 363 
area or create a route of contamination. The number of operations being performed, the 364 
number of personnel in the compounding area (and in adjacent areas), and the 365 
complexity of the compounding procedures are critical factors that determine whether a 366 
facility will be able to maintain control of environmental conditions. All of these factors 367 
must be taken into account when designing and outfitting a facility in which sterile 368 
compounding will be performed. 369 



  This section describes applicable air quality standards and the appropriate design of 370 
buildings and facilities intended for the preparation of CSPs. It describes in detail the 371 
materials to be used and the steps to be taken in designing facilities to ensure suitable 372 
conditions. This section also discusses the environmental controls that must be in place 373 
to ensure achievement and maintenance of sterility for CSPs. 374 

4.1 Protection from Airborne Contaminants 375 
  Buildings and facilities used in compounding must be designed to prevent airborne 376 
contamination of the area in which sterile compounding occurs. Without proper design 377 
and controls, airborne contaminants are likely to reach the area where compounding 378 
occurs, increasing the risk that CSPs will be exposed to microbial contamination. 379 

APPLICABLE AIR QUALITY STANDARDS 380 
  The internationally accepted standards for air quality in controlled environments are 381 
described in Table 3 and referenced throughout this chapter. 382 

Table 3. ISO Classification of Particulate Matter in Room Air 383 

ISO Class Particle Counta/m3 
3 35.2 
4 352 
5 3,520 
6 35,200 
7 352,000 
8 3,520,000 

a  Limits for number of particles ≥0.5 µm measured under typical operating conditions.

DESIGN REQUIREMENTS TO MAINTAIN AIR QUALITY 384 
  For compounding Category 1 or 2 CSPs, buildings and facilities intended for 385 
compounding CSPs must be designed so that air quality increases with movement 386 
through separate operational areas to the PEC. Separate areas of operation must be 387 
appropriately controlled, depending on the necessary level of air quality. Classified 388 
areas in which the air quality is controlled include ante-areas, buffer areas, and PECs.  389 

 Ante-areas must meet at least ISO Class 8 standards. Typically, personnel hand 390 
hygiene and garbing procedures, staging of components, order entry, CSP 391 
handling, and other activities that potentially generate high levels of particulates 392 
are performed in this area. Ante-areas are also transition areas to ensure that 393 
proper air pressure relationships are maintained between designated areas. 394 

 A buffer area must provide at least ISO Class 7 air quality. Activities in this area 395 
must be especially carefully controlled to avoid affecting the air quality in the 396 
area where CSP preparation occurs. 397 

 Areas intended for CSP preparation must meet ISO Class 5 standards. ISO 398 
Class 5 standards are achieved through use of a PEC, such as a LAFS, BSC, 399 
CAI, CACI, or isolator. 400 



  A PEC used for compounding may be placed in an unclassified, segregated 401 
compounding area (see below) if only Category 1 CSPs are compounded in the PEC. 402 

4.2 Facility Design and Environmental Controls 403 
  In addition to minimizing airborne contamination and protecting CSPs, compounding 404 
facilities must be designed and controlled to provide a well-lit and comfortable working 405 
environment, with appropriate temperature and humidity for compounding personnel 406 
wearing the required garb. The room must be maintained at a temperature of 20° or 407 
cooler and a humidity below 60% at all times. Temperature and humidity must be 408 
controlled through an efficient heating, ventilation, and air conditioning (HVAC) system 409 
rather than through use of humidifiers and dehumidifiers, which can contain standing 410 
water that can contribute to microbial contamination. 411 
  It is the responsibility of compounding facility management to ensure that each 412 
operational area related to CSP preparation meets the ISO-classified air quality 413 
standard appropriate for the activities to be conducted there and, specifically, that the 414 
ISO Class 5 areas are optimally located, operated, maintained, monitored, and verified 415 
to have appropriate air quality. 416 

DESIGN OF A COMPOUNDING FACILITY 417 
  A compounding facility generally consists of separate, designated operational clean 418 
areas, including an ante-area, a buffer area, and a PEC, or a segregated compounding 419 
area containing a PEC where CSPs are prepared. See Placement and Use of Primary 420 
Engineering Controls for the requirements for a segregated compounding area. The 421 
ante-area must be separated from the surrounding, unclassified sections of the building 422 
to reduce the risk of contaminants being blown, dragged, tracked, or otherwise 423 
introduced into the high-efficiency particulate air (HEPA)–filtered clean environment. 424 
This separation must be continuously maintained and monitored (see 5. Environmental 425 
Monitoring). When compounding Category 2 CSPs, the ISO Class 8 ante-area and the 426 
ISO Class 7 buffer area must be separate rooms, with walls and doors between them 427 
and controls to prevent the flow of lower-quality air into the more controlled areas. 428 
  The PEC must be located in the buffer area or the segregated compounding area so 429 
as to avoid conditions that could adversely affect their separate operations. For 430 
example, strong air currents from opened doors, personnel traffic, or air streams from 431 
the HVAC system(s) can disrupt the unidirectional airflow of an open-faced PEC such 432 
as a laminar airflow workbench (LAFW). Compounding personnel can also create 433 
disruptions in airflow by their own movements adjacent to the PEC, their manipulations 434 
within the PEC, and by placing objects onto work surfaces within the PEC. Access of 435 
personnel to controlled areas must be limited. For example, only authorized personnel 436 
and materials required for compounding and cleaning should be permitted in the buffer 437 
area. 438 
  Due to the interdependence of the various rooms or areas that make up a 439 
compounding facility, it is essential to carefully define and control the dynamic 440 
interactions permitted between areas and rooms. When designing doors, consider door 441 
closures, door surfaces, and the swing of the door, all of which can affect airflow. 442 
  Airlocks and interlocking doors can be used to facilitate better control of air balance 443 
between a higher classified area and an area of lesser air quality (e.g., between the 444 
buffer area and ante-area), or between a classified area and an unclassified area (e.g., 445 



between the ante-area and an uncontrolled area such as a hallway). If a pass-through is 446 
used, it must only be opened one door at a time; both doors must never be opened at 447 
the same time. 448 
  It is critical to adequately control materials (e.g., supplies, equipment, and utensils) as 449 
they move from lesser to higher classified areas to prevent the influx of contaminants. 450 
For this reason, when designing a facility, consider the movement of materials. 451 
  When designing the facility, consider whether all materials used can be easily cleaned. 452 
Avoid using door seals and sweeps that are difficult to clean. Hands-free access doors 453 
are preferred. Do not use tacky mats in ISO-classified areas. 454 

THE CSP PROCESSING ENVIRONMENT 455 
  All CSPs must be prepared in a PEC, which provides an ISO Class 5 environment 456 
(with the exception of Urgent-Use CSPs, see 1.4 Urgent-Use CSPs). The compounding 457 
environment must continuously meet ISO Class 5 or better conditions for 0.5-µm 458 
particles and must exclude microbial contamination during compounding of CSPs 459 
(typical operating conditions). 460 
  HEPA filters and unidirectional (laminar) airflow are used to maintain the appropriate 461 
airborne particulate classification of the area. Unidirectional airflow must be maintained 462 
in the PEC at all times. HEPA-filtered air must be supplied to the PEC at a velocity 463 
sufficient to sweep particles away from critical sites and maintain unidirectional airflow 464 
during operations. Proper design and control prevents turbulence and creation of eddies 465 
or stagnant air in the PEC. 466 
  Air must be introduced through HEPA filters located at the ceiling of the buffer area 467 
containing the PEC, and returns should be mounted low on the wall, creating a general 468 
top-down dilution of area air through HEPA-filtered air. 469 

PLACEMENT AND USE OF PRIMARY ENGINEERING CONTROLS 470 
  Proper placement of the PEC is critical to ensuring an ISO Class 5 environment for 471 
compounding CSPs. 472 

LAFS: Provides an ISO Class 5 or better environment for sterile compounding. A 473 
LAFS provides smooth, unidirectional HEPA-filtered airflow that is designed to prevent 474 
contamination of a sterile compounding environment. The LAFS can consist of either a 475 
LAFW or a HEPA filter alone creating an ISO Class 5 zone within an ISO Class 7 room, 476 
as long as unidirectional airflow is maintained. 477 
  The LAFS must be located out of traffic patterns and away from room air currents that 478 
could disrupt the intended airflow patterns. If used to prepare only Category 1 CSPs, the 479 
ISO Class 5 environment can be obtained by placing a LAFW in a segregated 480 
compounding area. If used to prepare Category 2 CSPs, the LAFS must be located 481 
within a restricted access buffer area with an ISO Class 7 or better air quality. 482 

BSC: A ventilated cabinet with an open front and inward and downward HEPA-filtered 483 
airflow and HEPA-filtered exhaust. A BSC must be located out of traffic patterns and 484 
away from room air currents that could disrupt the intended airflow patterns. A BSC 485 
used to prepare only Category 1 CSPs can be placed in an unclassified area. If used to 486 
prepare Category 2 CSPs, the BSC must be located within a restricted access buffer 487 
area with an ISO Class 7 or better air quality. If a BSC is used to prepare hazardous 488 
drugs, see 800 . 489 



RABS: Can include a CAI or a CACI, and can be used to provide an ISO Class 5 490 
environment for preparing CSPs (see Microbiological Control and Monitoring of Aseptic 491 
Processing Environments 1116 ). A RABS is different from an isolator (see description 492 
of isolators below). In a RABS, glove ports are used to provide physical separation 493 
between the surrounding area and the aseptic manipulations. If used to prepare 494 
Category 2 CSPs, the area surrounding the RABS must meet ISO Class 7 or better air 495 
quality. 496 
  All transport ports on the RABS must be closed during compounding. When a RABS is 497 
used, the recovery time after opening to achieve ISO Class 5 air quality must be 498 
documented, and internal procedures must be developed to ensure that adequate 499 
recovery time is allowed after opening and closing the RABS, both before and during 500 
compounding operations. 501 

Isolator: Provides isolation from the surrounding area and maintains ISO Class 5 air 502 
quality during typical operating conditions. The following standards must be met to 503 
qualify as an isolator: 504 

 High-integrity transfer ports are used to move supplies, ingredients, components, 505 
and devices into and out of the isolator. 506 

 The isolator is decontaminated using a generator that distributes a sporicidal 507 
chemical agent throughout the isolator chamber. 508 

 The isolator maintains constant overpressure of at least 0.05-inch water column. 509 
 The manufacturer has provided documentation that the isolator will continuously 510 

meet ISO Class 5 conditions, including during material transfer. 511 

  If ISO Class 5 classification is achieved using an isolator that meets the requirements 512 
above, the isolator can be located in an ISO Class 8 area and used to prepare Category 513 
2 CSPs. In addition, when using an isolator, some functions, such as hand washing, can 514 
be done in the ISO Class 8 area. Water sources such as sinks and drains must be 515 
located at least 1 meter from the isolator. If the isolator does not meet the requirements 516 
above, it is considered a RABS that must be located within at least an ISO Class 7 area 517 
to prepare Category 2 CSPs, or within a segregated compounding area to prepare 518 
Category 1 CSPs. 519 

Segregated Compounding Areas: In some situations, a PEC may be located within 520 
an unclassified area, without a buffer or ante-area. This type of design is called a 521 
segregated compounding area. Category 2 CSPs must never be compounded in 522 
segregated compounding areas; only Category 1 CSPs can be compounded in facilities 523 
with such designs. It is critical to locate a segregated compounding area away from 524 
unsealed windows, doors that connect to the outdoors, and significant traffic flow. A 525 
segregated compounding area must not be located adjacent to construction sites, 526 
warehouses, food preparation areas, or other environmental control challenges. The 527 
impact of activities that will be conducted around or adjacent to the segregated 528 
compounding area must be considered carefully when designing such an area, and the 529 
perimeter of the segregated compounding area must be defined. 530 

ACTIVITIES IN RELATION TO THE PEC 531 



  The facility where CSPs are prepared must be designed so that activities such as hand 532 
hygiene and gowning will not adversely affect the ability of the PEC to function as 533 
designed. In facilities with ante-areas and buffer areas, the sink used for hand hygiene 534 
must not be placed in the buffer area. The sink should be placed in the ante-area to 535 
allow for hand washing before entering the buffer area. In a segregated compounding 536 
area, the sink must be located at least 1 meter from the PEC. 537 

AIR-EXCHANGE REQUIREMENTS 538 
  For facilities designed with ante-areas and buffer areas, adequate HEPA-filtered 539 
airflow to the buffer and ante-areas is required to maintain the appropriate cleanliness 540 
classification during compounding activities. Airflow adequacy is measured in terms of 541 
the number of air changes per hour (ACPH). Factors that should be considered when 542 
determining appropriate air-exchange requirements for an area include the maximum 543 
number of personnel permitted to work in the area, the number of particulates that may 544 
be generated from activities and processes in the area, and the effects of temperature. 545 
  An ISO Class 7 buffer or ante-area supplied with HEPA-filtered air must measure an 546 
ACPH of not less than 30, and the ACPH may need to be higher to maintain the 547 
classification, depending on the factors previously described. The ACPH of 30 can 548 
include recirculated HEPA-filtered air, but at least half (a minimum of 15 ACPH) must be 549 
HEPA-filtered fresh air. 550 
  If an isolator that meets the specifications described above is used to achieve ISO 551 
Class 5 air quality, air exchange requirements in the room where the isolator is located 552 
can be reduced to 15 ACPH. 553 

ESTABLISHING AND MAINTAINING PRESSURE DIFFERENTIALS 554 
  To prevent the flow of poorer quality air from one area to another area of higher air 555 
quality classification, except when a segregated compounding area is used, a minimum 556 
differential positive pressure of 0.02-inch water column is required to separate each 557 
ISO-classified area. The pressure differential between the ISO Class 7 area and the 558 
general pharmacy area must not be less than 0.02-inch water column. 559 
  A pressure gauge or velocity meter must be used to monitor the pressure differential or 560 
airflow between the ante-area and buffer area and between the ante-area and the 561 
general environment outside the classified areas. The results must be reviewed and 562 
documented on a log at least daily or by a continuous recording device. 563 

4.3 Constructing Areas to Achieve Easily Cleanable Conditions 564 
  The surfaces of ceilings, walls, floors, fixtures, shelving, counters, and cabinets in a 565 
classified area or in a segregated compounding area must be smooth, impervious, free 566 
from cracks and crevices, and non-shedding, thereby promoting cleanability and 567 
minimizing spaces in which microorganisms and other contaminants can accumulate. 568 
Surfaces must be resistant to damage by disinfectants. Junctures between the ceiling 569 
and the walls must be coved or sealed to eliminate cracks and crevices where dirt can 570 
accumulate. If ceilings consist of inlaid panels, the panels must be impregnated with a 571 
polymer to render them impervious and hydrophobic, and they must be sealed. 572 
  Walls must be constructed of durable material (e.g., heavy-gauge polymer). Panels 573 
must be locked together and sealed. If gypsum board is used, it must be epoxy-coated. 574 
Floors must be overlaid with wide sheet vinyl flooring with heat-welded seams and 575 
coving to the sidewall. Classified areas and segregated compounding areas must not 576 



contain dust-collecting overhangs, such as utility pipes, or ledges, such as windowsills. 577 
The exterior lens surface of ceiling light fixtures must be smooth, mounted flush, and 578 
sealed. Any other penetrations through the ceiling or walls must be sealed. The buffer 579 
area or area inside the perimeter of a segregated compounding area cannot contain 580 
water sources (e.g., sinks) or floor drains. 581 
  Work surfaces must be constructed of smooth, impervious materials, such as stainless 582 
steel or molded plastic, so that they can be easily cleaned and disinfected. 583 

4.4 Placement and Movement of Materials 584 
  Only furniture, storage shelving, counters, cabinets, supplies, and other materials 585 
necessary for performing compounding activities are permitted in buffer or segregated 586 
compounding areas. Any objects located in buffer or segregated compounding areas 587 
must be smooth, impervious, free from cracks and crevices, non-shedding, and easily 588 
cleaned and disinfected. Their number, design, and manner of installation must promote 589 
effective cleaning and disinfecting. Certain items are not permitted in buffer areas. 590 
These include, but are not limited to, coarse cardboard, external shipping containers, 591 
and nonessential paper (e.g., paper towels and tissues). 592 
  Carts used to transport components or equipment into classified areas must be 593 
constructed from stainless steel, nonporous plastic, or sheet metal, with good quality, 594 
cleanable casters to promote mobility and ensure ease of disinfection. 595 
  Certain devices (e.g., computers) and objects (e.g., carts and cabinets) essential to 596 
compounding can be located in the segregated compounding area, but must be located 597 
at an appropriate distance from the PEC so that they have no detrimental effects on the 598 
air quality inside the PEC. The appropriate distance must be determined by considering 599 
the surrounding environment and the activities conducted in it. 600 
  Before being brought into a buffer area or segregated compounding area, objects must 601 
be cleaned and disinfected. Equipment and other items used in a buffer area or a 602 
segregated compounding area should not be removed except for calibration, servicing, 603 
or other activities associated with proper maintenance. If removed, these items must be 604 
cleaned and disinfected before they are returned to the buffer area or segregated 605 
compounding area. 606 

4.5 Certification and Recertification of Facilities 607 
  Before a facility is used to compound either Category 1 or Category 2 CSPs, it must be 608 
certified by an independent, qualified individual as meeting its design and air quality 609 
specifications (see Table 3). It is important to place special emphasis on certifying the 610 
ISO Class 5 areas. During certification of ISO Class 5 areas, air sampling must be 611 
performed inside the PEC and the surrounding ISO-classified areas. Routine staff 612 
activity during compounding-related processes must be simulated during certification. 613 
  Certification of the PEC must include:  614 

 Airflow Testing to determine acceptability of the air velocity and volume, the air 615 
exchange rate, and room pressure cascade to ensure that air consistently flows 616 
from clean to dirty areas, and that the appropriate quality of air is maintained 617 
under typical operating conditions. 618 



 HEPA Filter Integrity Testing using the most penetrating particle size. HEPA 619 
filters must be leak tested at the factory and then leak tested again after 620 
installation and as part of recertification. 621 

 Total Particle Counts Testing under typical operating conditions by qualified 622 
operators using current, state-of-the-art electronic equipment. 623 

 Smoke Studies for each PEC under full operational processing conditions to 624 
demonstrate unidirectional airflow and sweeping action over and away from the 625 
product(s). 626 

  Certification of other ISO-classified areas must include:  627 

 Airflow Testing to determine acceptability of the air velocity and volume, the air 628 
exchange rate, and room pressure cascade to ensure that air consistently flows 629 
from clean to dirty areas and that the appropriate quality of air is maintained 630 
under typical operating conditions. 631 

  Classified areas must be recertified if there are changes to the area such as redesign, 632 
construction, or replacement or relocation of the PEC, or alteration in the configuration 633 
of the room that could affect airflow or air quality. Recertification must be done at least 634 
every 6 months. 635 
  All certification and recertification records must be reviewed by supervising personnel 636 
or other designated employees to ensure that the controlled environments comply with 637 
the proper standards and records must be maintained in accordance with the 638 
requirements in 16. Documentation. 639 

4.6 Design and Construction of Facilities for Compounding with Hazardous Drugs 640 
  For design of facilities in which compounding with hazardous drugs will occur, see 641 
800 . 642 

 643 
5. ENVIRONMENTAL MONITORING 644 

  An effective environmental monitoring program provides meaningful information on the 645 
quality of the compounding environment and any environmental trends in surrounding 646 
areas. In addition, an effective environmental monitoring program will identify potential 647 
routes of contamination, allowing for implementation of corrections to prevent CSP 648 
contamination. Sterile compounding facilities must develop and implement written 649 
environmental monitoring procedures (see 9. SOPs and Master Formulation and 650 
Compounding Records). All environmental sampling and results must be documented, 651 
and records must be maintained in accordance with the requirements in 16. 652 
Documentation. 653 

5.1 General Monitoring Requirements 654 
  Sterile compounding facilities must be qualified initially using environmental air and 655 
surface sampling as described below to establish a baseline level of environmental 656 
quality. After initial qualification, the environment in which sterile compounding activities 657 
are performed must be monitored regularly to ensure that the environment remains 658 
suitable for sterile compounding. 659 



  Environmental monitoring involves the collection and review of environmental samples 660 
from various air and surface locations to detect airborne and surface contaminants. 661 
Data from sampling are then used to assess airborne nonviable particulate and 662 
microbial contamination risks, potential routes of contamination, and the adequacy of 663 
disinfection procedures. Data collected from environmental sampling must be reviewed 664 
regularly to detect elevated levels of microbial bioburden, elevated levels of nonviable 665 
particulates, or other adverse changes within the environment. 666 
  Data from air and surface sampling must be reviewed in conjunction with personnel 667 
data to assess the state of environmental control and to identify CSP contamination 668 
risks. Prompt corrective action in response to any adverse data is essential to maintain 669 
the necessary environmental quality for CSP preparation. Data must also be reviewed 670 
following corrective actions to confirm that the actions taken have been effective in 671 
achieving the required air and surface quality levels (see Table 3 and Table 5). 672 
  Routine environmental sampling during compounding operations must be conducted to 673 
confirm that the environmental quality in ISO-classified areas is maintained. Sampling 674 
also must be performed in any of the following circumstances.  675 

 As part of the certification of new facilities and equipment 676 
 As part of recertification, following any servicing of facilities or equipment (see 4. 677 

Buildings and Facilities) 678 
 In response to identified problems (e.g., sterility failures; a complaint of patient 679 

infection when the CSP is considered to be a potential source of the infection) 680 
 In response to identified trends (e.g., repeated positive fingertip sampling results 681 

or failed media fill simulations; repeated observations of air or surface 682 
contamination) 683 

  The sampling program must include: 1) nonviable airborne particulate sampling; 2) 684 
viable airborne particulate sampling; and 3) surface sampling, including but not limited 685 
to equipment, work surfaces, and room surfaces. 686 
  To obtain an environmental sample that is representative of the full operating 687 
conditions at the facility, environmental air sampling (both viable and nonviable) must be 688 
conducted during periods of typical activity (i.e., when compounding is occurring). 689 
However, the sampling program must be designed and conducted in a manner that 690 
minimizes the chance that the sampling itself will contribute to contamination of the 691 
CSP, the operator, or the environment. 692 
  The sampling program must be developed based on an understanding of risk factors, 693 
including but not limited to criticality of the environment sampled, number and types of 694 
activities conducted in the room being monitored, maximum number of personnel that 695 
may be working in the room at one time, and how the CSPs will be exposed to the 696 
immediate environment during compounding. The sampling program must contain a 697 
listing of the sample locations, procedures for collecting samples, frequency of 698 
sampling, size of sample (e.g., surface area, volume of air), time of day sampled in 699 
relation to activities in the compounding area, and levels that will trigger corrective 700 
action. Sampling timing and locations should be carefully selected based on their 701 
relationship to the operation performed in the area. Sampling locations, frequencies, 702 
and timing must be clearly described in a facility’s established Standard Operating 703 



Procedure (SOP). It is important to sample locations posing the most contamination risk 704 
to the CSP (i.e., the PEC), and sampling locations should be selected that are likely to 705 
be representative of the conditions throughout the area. 706 
  Graphic presentation of the results collected over a period of time can be useful in 707 
identifying trends, or for indicating that a significant change has occurred, even when 708 
the results fall within the specified limits. 709 
  It is important that personnel be trained in the proper operation of the air sampling 710 
equipment used to ensure reproducible sampling. All air sampling devices must be 711 
serviced and calibrated at appropriate intervals (i.e., as recommended by the 712 
manufacturer). 713 

5.2 Monitoring Air Quality for Nonviable Airborne Particles 714 
  Because maintaining appropriate air quality is essential to the overall contamination 715 
prevention strategy for sterile compounding, it is imperative that all engineering control 716 
equipment function as designed and that the levels of airborne particles remain within 717 
acceptable limits during compounding operations (see Table 3). A monitoring program 718 
for nonviable airborne particles must be developed and implemented to measure the 719 
performance of the engineering controls that are being used to provide the specified 720 
levels of air cleanliness (e.g., in the PEC and ISO Class 7 and 8 areas). 721 

AIR SAMPLING TIMING AND LOCATIONS 722 
  Air sampling sites must be selected in all classified areas. Measurements of air 723 
cleanliness must be taken in each PEC, at locations where there is greatest risk to the 724 
exposed CSPs, containers, and closures. Measurements of air cleanliness in other 725 
classified areas, including the buffer area and ante-area, should be taken at 726 
representative locations that reflect the quality of air in the area. When conducting 727 
sampling of the PEC, care should be taken to avoid disturbing the unidirectional airflow. 728 
  Total particle counts of all ISO-classified areas must be conducted during typical 729 
operations every 6 months. 730 

DATA EVALUATION AND ACTION LEVELS 731 
  If levels measured during the nonviable air sampling program exceed the criteria in 732 
Table 3 for the appropriate ISO classification levels of the area sampled when 733 
measured under typical operating conditions, an investigation of the cause must be 734 
conducted and corrective action must be taken to prevent future deviations. When 735 
nonviable air sampling results for an ISO Class 5 PEC exceed the criteria in Table 3, all 736 
compounding activities must cease in that PEC and a corrective action plan must be 737 
implemented immediately. When nonviable air sampling results for ISO Class 7 or 8 738 
areas exceed the criteria in Table 3, a corrective action plan must be implemented 739 
immediately. In such a case, if compounding is continued, the BUDs for any CSPs 740 
compounded must not exceed the BUDs for Category 1 CSPs until the area is 741 
successfully recertified. Some examples of corrective action include a procedural 742 
improvement, such as enhanced disinfection; a process or facility improvement; or 743 
HEPA filter replacement or repair. The extent of the investigation should be consistent 744 
with the type of excursion, and should include an evaluation of trends. 745 

5.3 Monitoring Air Quality for Viable Airborne Particles 746 



  An environmental sampling program for viable airborne particles must be developed 747 
and implemented to assess microbiological air quality in all classified areas. The goals 748 
of an environmental sampling program are to determine whether contamination is 749 
present at unacceptable levels and to assess whether proper personnel practices are 750 
being followed and proper environmental conditions maintained. 751 

AIR SAMPLING TIMING AND LOCATIONS 752 
  Air sampling sites must be selected in all classified areas. When conducting sampling 753 
of the PEC, care should be taken to avoid disturbing unidirectional airflow. See Box 5-1 754 
for active air sampling procedures. Active air sampling of all ISO-classified areas must 755 
be conducted during typical operating conditions at least monthly. Active air sampling is 756 
required in each ISO-classified area (e.g., PEC and ISO Class 7 and 8 areas). A 757 
general microbiological growth medium that supports the growth of bacteria and fungi, 758 
such as trypticase soy agar (TSA) or soybean-casein digest medium, must be used. 759 
Samples must be incubated at 20°–25° for 5–7 days and then at 30°–35° for 2–3 760 
additional days. A microbiological incubator that is monitored to maintain the required 761 
temperature must be used to incubate the samples. The microbiological incubator must 762 
be placed in a location outside of a cleanroom or segregated compounding area. All 763 
sampling activities must be performed by properly trained individuals. 764 

Box 5-1 Active Air Sampling Procedures for Viable Airborne Monitoring 765 

 Decontaminate sampling equipment according to the manufacturer’s instructions 
and handle aseptically. 

 When media are brought into an ISO-classified area, wipe the wrapping with 
sterile 70% IPA using a low-lint sterile wipe before removing the media from 
their packaging. 

 Examine media used to collect samples for damage or contamination, and 
handle in an aseptic manner. Discard contaminated or damaged media and 
conduct an investigation to determine the cause of the damage or 
contamination. If a damaged sampling device or packaging is identified (e.g., 
cracks or foreign bodies on the media surface, or discoloration), examine the 
entire lot of devices from that vendor to determine whether other devices are 
damaged or contaminated. 

 Using an active air sampling device, test at least 1 cubic meter or 1,000 liters of 
air from each area sampled. 

 At the end of the designated sampling, retrieve the medium and cover it to 
protect it from external contamination. Protect media from physical damage and 
keep at appropriate temperatures during transport to the incubator. 

 Invert the media plates and incubate the medium at 20°–25° for 5–7 days and 
then at 30°–35° for 2–3 additional days. 

 Examine the media plates for growth daily during normal business hours and 
record the total number of discrete colonies of microorganisms as CFU per 
cubic meter of air on an environmental sampling form based on sample type, 
sample location, and sample date. 

DATA EVALUATION AND ACTION LEVELS 766 



  Evaluate counts against the action levels in Table 4, and examine counts in relation to 767 
previous data to identify adverse results or trends. If levels measured during the viable 768 
air sampling program reach or exceed the levels in Table 4, corrective actions must be 769 
taken, including repeat air sampling. If a CFU count is identified below the action levels 770 
in Table 4, primary screening and characterization must be performed (see Microbial 771 
Characterization, Identification, and Strain Typing 1113 ). Highly pathogenic 772 
microorganisms (e.g., gram-negative rods, coagulase positive staphylococcus, molds 773 
and yeasts) are potentially fatal to patients receiving CSPs and must be immediately 774 
remedied through cleaning and disinfection, regardless of CFU count. If levels 775 
measured during viable air sampling exceed the levels in Table 4, the genus must be 776 
identified, and when possible, identify the species of any microorganism recovered, with 777 
the assistance of a credentialed microbiology laboratory. 778 

Table 4. Action Levels for Viable Airborne Particle Air Samplinga 779 

ISO Class 
Air Sampling Action Levels  

(CFU/m3)b 
5 ≥1 
7 ≥10 
8 ≥100 

a  Guidance for Industry: Sterile Drug Products Produced by Aseptic Processing—Current Good 
Manufacturing Practice–US Dept of Health and Human Services, Food and Drug Administration, (FDA) 
September 2004. 
b  All action levels must be based on sampling in the vicinity of exposed materials/articles during 
compounding operations. 

5.4 Sampling Surfaces for Contamination 780 
  Surface sampling is an important component of the maintenance of a suitably 781 
controlled environment for compounding CSPs, especially because transfer of microbial 782 
contamination from improperly disinfected work surfaces via inadvertent touch contact 783 
by compounding personnel is a potential source of contamination of CSPs. Surface 784 
sampling is useful for evaluating facility and work surface cleaning and disinfecting 785 
procedures, and employee competency in work practices such as cleaning and 786 
disinfection of component/vial surfaces. 787 
  Surface sampling for microbial contamination must be performed in all ISO-classified 788 
areas. All sampling sites and procedures must be described in the facility’s SOP. 789 

SAMPLING TIMING AND LOCATIONS 790 
  When conducted, surface sampling must be performed at the conclusion of 791 
compounding activities, but before the area has been cleaned and disinfected. Media 792 
used for surface sampling must be supplemented with additives to neutralize the effects 793 
of any residual disinfecting agents (e.g., TSA with lecithin and polysorbate 80). 794 
  Multiple locations must be sampled at least monthly within each ISO-classified area, 795 
including the following (see 1116 ): 796 

 The interior of the PEC and equipment contained in it 797 



 Staging or work areas near the PEC 798 
 Frequently touched surfaces 799 
 Pass-through chambers 800 

SAMPLING PROCEDURES 801 
  Contact sampling devices (e.g., plates, paddles, or slides) containing microbial growth 802 
media must be used for sampling flat surfaces. Sterile swabs wetted with sterile water 803 
can be used when sampling irregular surfaces and difficult-to-reach locations in 804 
classified areas, such as crevices, corners, and spaces between surfaces. 805 
  Surface sampling devices must contain general microbial growth media (e.g., soybean 806 
casein digest media) supplemented with neutralizing additives (e.g., lecithin and 807 
polysorbate 80). Use a surface sampling device (e.g., plates, paddles, or slides) in the 808 
size range of 24- to 36-cm2. Contact sampling devices must be certified by the 809 
manufacturer to meet growth promotion tests in Microbial Enumeration Tests 61 . 810 
Contact plates must have a raised convex surface. Plates must be stored according to 811 
the manufacturer’s recommendation. See Box 5-2 for the procedures for conducting 812 
surface sampling with contact sampling devices. Follow the manufacturer’s instructions 813 
for using sampling swabs. 814 

Box 5-2 Using Devices for Flat Surface Sampling 815 

 Examine media used to collect samples for damage or contamination and handle 
in an aseptic manner. Discard contaminated or damaged media and conduct an 
investigation to determine the cause of the damage or contamination. If a 
damaged sampling device or packaging is identified (e.g., cracks or foreign 
bodies on the media surface, or discoloration), examine the entire lot of devices 
from that vendor to determine whether other devices are damaged or 
contaminated. 

 If using commercially prepared devices, wipe the wrapping with sterile 70% IPA 
using a low-lint sterile cloth before removing the devices from their packaging. 

 Remove the cover from the contact sampling device and firmly press the media 
surface onto the surface to be sampled. The contact sampling device will leave 
a residue of growth medium on the sample site. After sampling, use a low-lint 
sterile wipe to thoroughly clean the sampled area with sterile water and disinfect 
with sterile 70% IPA. 

 After exposure, cover each contact sampling device to protect it from further 
contamination. 

 Invert the plates and incubate the contact sampling devices at 20°–25° for 5–7 
days and then at 30°–35° for 2–3 additional days. 

 Examine the sampling devices for growth daily during normal business hours, 
and record the observed count at each time point. At the final time point, record 
the total number of discrete colonies of microorganisms (CFU/sample) on the 
environmental sampling record based on sample type, sample location and 
sample date. 

DATA EVALUATION AND ACTION LEVELS 816 



  If levels measured during surface sampling exceed the criteria in Table 5, an 817 
investigation of the cause must be conducted and corrective action must be taken to 818 
prevent future deviations. When surface sampling results for an ISO Class 5 PEC 819 
exceed the criteria in Table 5, all compounding activities must cease in that PEC. When 820 
surface sampling results for ISO Class 7 or 8 areas exceed the criteria in Table 5, a 821 
corrective action plan must be implemented immediately. In such a case, if 822 
compounding is continued, the BUDs for any CSPs compounded must not exceed the 823 
BUDs for Category 1 CSPs until the surfaces are retested and the results fall below 824 
action levels in Table 5. Some examples of corrective action include a procedural, 825 
facility, or equipment improvement. The extent of the investigation should be consistent 826 
with the type of excursion and should include an evaluation of trends. 827 

Table 5. Action Levels for Surface Sampling 828 

ISO 
Class 

Work Surfaces 
Sampled Using 

Contact 
Plates 

(CFU/plate)a 

Work Surfaces
Sampled Using 

Swabs 
(CFU/25 cm2 or 

per 
sample)a 

Non-work 
Surfaces 

Sampled Using 
Contact 
Plates 

(CFU/plate)b 

Non-work 
Surfaces 

Sampled Using 
Swabs 

(CFU/25 cm2 or
per sample)b 

5 >3 >3 N/Ac N/Ac 
7 >5 >5 >10 >10 
8 >25 >25 >50 >50 

a  Work surfaces are those surfaces that are in direct contact with materials used in compounding. These 
action levels are based on the expectation that materials will be disinfected before introduction to an ISO 
Class 5 area. 
b  Non-work surfaces are those surfaces that do not come into direct contact with materials used in 
compounding. 
c  All surfaces within the ISO Class 5 area are considered work surfaces. 

 829 
6. CLEANING AND DISINFECTING COMPOUNDING AREAS 830 

  Surfaces in compounding areas are a major source of microbial contamination of 831 
CSPs. Therefore, scrupulous attention must be paid to cleaning and disinfection. 832 
Cleaning and disinfecting the surfaces in sterile compounding areas must occur on a 833 
regular basis at the intervals noted in Table 6. Cleaning and disinfection must be 834 
repeated when spills occur; when surfaces, floors, and walls are visibly soiled; and 835 
when microbial contamination is known to have been, or is suspected of having been, 836 
introduced into the compounding areas. 837 
  If compounding is done less frequently than the cleaning frequencies specified below 838 
(e.g., once a week or once a month), cleaning must occur before each compounding 839 
session begins, instead of according to the frequencies described in Table 6. 840 
Table 6. Minimum Frequency for Cleaning and Disinfecting Surfaces in Classified 841 

and Segregated Compounding Areas 842 

Site Minimum Frequency 



Site Minimum Frequency 

PEC (except for an isolator) 

At the beginning and end of each shift; before each batch; 
no longer than 30 minutes following the previous surface 
disinfection when ongoing compounding activities are 
occurring; after spills; and when surface contamination is 
known or suspected 

Isolator (as defined in 4. 
Buildings and Facilities) 

Clean the isolator each time it is opened; decontaminate 
the isolator once it is closed after each time it has been 
opened, or after each cleaning cycle, if cleaning occurs 
without opening 

Work surfaces outside the 
PEC (e.g., buffer area 
and/or segregated 
compounding area) Daily 
Floors Daily 
Walls Monthly 
Ceilings Monthly 
Storage shelving Monthly 

6.1 Disinfectants 843 
  Cleaning and disinfection agents must be selected and used with careful consideration 844 
of compatibilities, effectiveness, and inappropriate or toxic residues (see Appendix 2 845 
and Disinfectants and Antiseptics 1072 ). The selection and use of disinfectants must 846 
be guided by microbicidal activity, inactivation by organic matter, residue, and shelf life. 847 
Sporicidal agents must be used at least weekly to clean all ISO-classified and 848 
segregated compounding areas (see Disinfectants and Antiseptics 1072 , 849 
Classification of Disinfectants, Table 2, General Classification of Antiseptics, 850 
Disinfectants, and Sporicidal Agents). 851 
  The frequency, methods, and locations of disinfection agent use must be established 852 
in written SOPs, in accordance with the manufacturer’s instructions, and followed by 853 
environmental services (i.e., custodial) or compounding personnel. 854 

6.2 Cleaning Tools 855 
  All cleaning tools (e.g., wipes, sponges, and mop heads) must be sterile and low-lint, 856 
preferably composed of synthetic microfibers and dedicated for use in buffer or ante-857 
areas or segregated compounding areas. All cleaning tools must be cleaned and re-858 
sterilized after each use. They must be discarded after an appropriate amount of time, 859 
to be determined based on the condition of the materials. Disposal must involve 860 
collecting them in suitable plastic bags and removing them from classified and 861 
segregated compounding areas, with minimal agitation so as not to disperse 862 
contaminants into the air. 863 

6.3 Cleaning and Disinfecting Floors, Ceilings, Walls, and Shelving 864 



  Floors in all ISO-classified and segregated compounding areas should be cleaned by 865 
mopping with a cleaning and disinfection agent once daily at a time when no aseptic 866 
operations are in progress. Mopping should be in the direction of clean to dirty areas. 867 
Mopping must be performed by trained personnel using approved agents and 868 
procedures, which must be described in written SOPs. In all ISO-classified and 869 
segregated compounding areas, the walls, ceilings, and shelving must be cleaned and 870 
disinfected monthly. 871 

6.4 Cleaning and Disinfecting Work Surfaces 872 
  For both Category 1 and Category 2 CSPs, cleaning and disinfecting work surfaces in 873 
the PEC are the most critical steps before preparing CSPs. These surfaces must be 874 
cleaned and disinfected more frequently than other surfaces such as walls and ceilings. 875 
With the exception of isolators (as defined in 4. Buildings and Facilities), all surfaces in 876 
the PEC must be cleaned at the beginning and end of each work shift; no longer than 877 
30 minutes following the previous surface disinfection when ongoing compounding 878 
activities are occurring; when there are spills; and when surface contamination is known 879 
or suspected from procedural breaches. Additionally, surfaces in the PEC in direct 880 
contact with materials used in compounding must be cleaned before starting each batch 881 
of CSPs. When using an isolator, cleaning must be done when the isolator is opened. 882 
Decontaminate the isolator once it is closed after each time it has been opened, or after 883 
each cleaning cycle, if cleaning occurs without opening. See Box 6-1 for a summary of 884 
procedures for cleaning and disinfecting visibly soiled areas in the PEC. 885 
Box 6-1 Procedures for Cleaning and Disinfecting Visibly Soiled Areas in the PEC 886 

 Remove all items on the surface and remove loose material and residue from 
spills using a suitable cleaning agent. 

 Use sterile water for injection or irrigation and sterile low-lint wipes to remove 
water-soluble solid residues. 

 Wipe the affected area with a disinfectant (e.g., sterile 70% IPA). 
 Allow the surface to dry before beginning compounding. 

  Work surfaces in the buffer, ante, and segregated compounding areas must be 887 
cleaned and disinfected at least daily, and storage sites for compounding ingredients 888 
and supplies must remain free from dust and debris. This must be achieved using a 889 
method that does not diminish the ISO Class 7 or 8 air quality. 890 

6.5 Cleaning and Disinfecting Compounding Supplies 891 
  No shipping or other external cartons are allowed into the buffer or ante-areas or 892 
segregated compounding areas. Before compounding supplies are introduced into 893 
buffer areas, they must be wiped with a suitable disinfectant (e.g., sterile 70% IPA) that 894 
is delivered from a spray bottle or other suitable delivery method. After the disinfectant 895 
is sprayed or wiped on the surface to be disinfected, the disinfectant must be allowed to 896 
dry, during which time the item cannot be used. 897 

6.6 Disinfecting Critical Sites 898 
  Critical sites (e.g., vial stoppers, ampul necks, and intravenous bag septums) must be 899 
disinfected by wiping them with sterile 70% IPA swabs that are commercially available 900 



in individual foil-sealed packages (or a comparable method). The IPA must be allowed 901 
to dry before piercing stoppers with sterile needles or breaking the necks of ampuls. 902 
The sterile 70% IPA swabs used for disinfecting critical sites and devices must not 903 
contact any other object before contacting the critical site. 904 

 905 
7. EQUIPMENT AND COMPONENTS 906 

7.1 Equipment 907 

  The equipment used for compounding CSPs must be of appropriate design and 908 
adequate size. The equipment also must be of suitable composition such that the 909 
surfaces that contact components are not reactive, additive, or sorptive, and therefore, 910 
will not affect or alter the purity of the CSP. Equipment in direct contact with the CSP 911 
and container–closure system must be sterilized and depyrogenated using methods 912 
appropriate for the equipment and container–closure system (see 8. Sterilization and 913 
Depyrogenation, and Sterilization and Sterility Assurance of Compendial Articles 914 
1211 , Methods of Sterilization). 915 

  Equipment must be suitably located to facilitate sterile compounding operations. It 916 
must be consistently capable of operating properly and within acceptable tolerance 917 
limits. Compounding personnel must establish, maintain, and follow written procedures 918 
for the calibration, maintenance, and use of the equipment, as well as monitoring it for 919 
proper function. Personnel must also maintain results from equipment calibration, 920 
annual maintenance reports, and other routine maintenance records in accordance with 921 
the requirements in 16. Documentation. 922 
  Automated compounding devices (ACDs) are designed to streamline the labor-923 
intensive processes involved in the compounding of multiple-ingredient preparations 924 
(e.g., parenteral nutrition) by automatically delivering the individual ingredients in a 925 
predetermined sequence under computerized control. ACDs can improve the accuracy 926 
and precision of the compounding process, compared with manual compounding 927 
methods. 928 
  When using ACDs, compounding personnel must conduct an accuracy assessment of 929 
the ACD each day it is used to compound CSPs. The volume and weight accuracy of 930 
the ACD must be determined, based on manufacturer recommendations, to ensure that 931 
the correct quantities of ingredients are delivered to the final container. The precision of 932 
the ACD can be monitored based on an assessment of day-to-day variations in its 933 
accuracy measures. Compounding personnel must keep a daily record of the accuracy 934 
measures and must review the results at least weekly to identify trends over time. 935 

7.2 Components 936 
  Compounding personnel must establish, maintain, and follow written procedures for 937 
the selection and inventory control of all CSP components, including all ingredients (i.e., 938 
bulk active pharmaceutical ingredients (APIs) and inactive ingredients), containers, and 939 
closures. These written procedures must be followed for all components, from receipt to 940 
consumption. 941 

COMPONENT SELECTION 942 



  Compounders must use qualified vendors. A vendor is qualified when there is 943 
evidence to support its ability to supply a material that consistently meets all quality 944 
specifications. Qualification must include an evaluation of the vendor’s reputation and 945 
reliability. 946 
  Ingredients that are the subject of a USP or NF monograph must be used when 947 
available. APIs used in compounding must be manufactured by an FDA-registered 948 
facility. Each API must be accompanied by a valid COA that includes the specifications 949 
and test results and shows that the API meets the monograph, if one exists, and any 950 
additional specifications required to appropriately compound the CSP. Other bulk 951 
ingredients should be accompanied by a valid COA that shows that the ingredient 952 
meets the monograph, if one exists, and any additional specifications for the ingredient. 953 
  When ingredients other than APIs cannot be obtained from an FDA-registered facility, 954 
compounders must use professional judgment in selecting an acceptable and reliable 955 
source. When ingredients are obtained from an unregistered facility, the compounder 956 
must establish the identity, strength, purity, and quality of the ingredients obtained from 957 
that supplier by reasonable means. These means may include checking each lot of the 958 
component when received, or periodically verifying quality by testing a sample of 959 
components obtained from that supplier to determine whether the COAs for ingredients 960 
sourced from that supplier accurately reflect the characteristics of the ingredients. 961 
  When components of compendial quality are not obtainable, components of high 962 
quality such as those that are chemically pure, analytical reagent grade, or American 963 
Chemical Society (ACS)–certified may be used. However, these components should be 964 
used cautiously because the standards for analytical reagents or ACS–grade materials 965 
do not consider whether the presence of any impurity raises human or animal safety 966 
concerns. 967 
  Careful consideration and evaluation of nonsterile ingredient sources is especially 968 
warranted when the CSP will be administered into the vascular system, central nervous 969 
system, or eyes. 970 
  Each lot of commercially available sterile, depyrogenated containers and container–971 
closure systems must be accompanied by a COA or other documentation showing 972 
conformance with established specifications. 973 

COMPONENT RECEIPT 974 
  Upon receipt of each lot of a component, a visual inspection must be performed to 975 
ensure that the ingredient appears to be what it is represented to be; the lot must also 976 
be examined for evidence of deterioration and other aspects of unacceptable quality. 977 
Facility personnel must verify the labeling and condition of the component [e.g., whether 978 
the outer packaging is damaged and whether temperature-sensing indicators show that 979 
the component has been exposed to excessive temperature(s)]. 980 
  Analytical results in the vendor-supplied COA for each lot of incoming ingredient must 981 
be inspected against the compounding facility’s current specification sheet to ensure 982 
that the acceptance criteria are met. If there is a compendial monograph for any 983 
ingredient received, facility personnel must verify that the COA for the ingredient 984 
demonstrates that the ingredient has met the acceptance criteria of all specified 985 
monograph tests for that lot and includes the test results. 986 
  Any ingredients found to be of unacceptable quality must be promptly rejected, clearly 987 
labeled as rejected, and segregated to prevent their use before appropriate disposal. 988 



Any other lots of that ingredient from that vendor must be examined to determine 989 
whether other lots have the same defect. 990 
  The date of receipt by the compounding facility must be clearly and indelibly marked 991 
on each ingredient package, except for finished dosage forms obtained from FDA-992 
registered manufacturers. For each ingredient, information including receipt date, 993 
quantity received, supplier’s name, lot number, expiration date, and results of any in-994 
house or third-party testing performed must be recorded. Compounding personnel must 995 
keep a written record of each shipment of components received, in accordance with the 996 
recordkeeping requirements described in 16. Documentation. 997 

COMPONENT EVALUATION BEFORE USE 998 
  Before use, all components must be re-inspected. Ingredient packages must be 999 
inspected to detect container breaks, looseness of the cap or closure, and deviation 1000 
from the expected appearance, aroma, and texture of the contents that might have 1001 
occurred during storage. Sterile container–closures and sterile devices must be visually 1002 
inspected to ensure that they are free from defects that could compromise sterility, and 1003 
are otherwise suitable for their intended use. 1004 
  Compounding personnel must ascertain before use that ingredients for CSPs are of 1005 
the correct identity and appropriate quality and have been stored under appropriate 1006 
conditions. The following information should be used to make this determination: 1007 
prescription or medication order, compounding record, master formulation record (if 1008 
used), vendor labels and COAs, product labeling, and knowledge of the compounding 1009 
facility storage conditions and practices. 1010 
  If the correct identity, purity, strength, and sterility of ingredients and other components 1011 
intended for preparation of CSPs cannot be confirmed (e.g., containers of ingredients 1012 
with incomplete labeling, unlabeled syringes, opened ampuls, punctured vial stoppers, 1013 
flexible intravenous bags), they must be promptly rejected, clearly labeled as rejected, 1014 
and segregated to prevent their use before appropriate disposal. 1015 

COMPONENT HANDLING AND STORAGE 1016 
  All components must be handled and stored in a manner that prevents contamination, 1017 
mix-ups, and deterioration. Ingredients must be stored in tightly closed containers under 1018 
temperature, humidity, and lighting conditions consistent with those indicated in official 1019 
monographs or specified by the suppliers/manufacturer. Moisture-sensitive ingredients 1020 
must be stored in tight, well-closed containers. 1021 
  Packages of ingredients that lack a vendor’s expiration date must not be used after 1 1022 
year from receipt by the compounding facility, unless appropriate inspection and testing 1023 
indicates that the ingredient has retained its purity and quality for use in CSPs. 1024 
  For information on handling and storage of hazardous drugs, see 800 . 1025 

 1026 
8. STERILIZATION AND DEPYROGENATION 1027 

  Each CSP must be sterile and pyrogen-free before release. When selecting the 1028 
sterilization method for each CSP, personnel must take into consideration the nature of 1029 
the components, its physical and chemical properties, and the intended container–1030 
closure system. The sterilization method used must sterilize the CSP while maintaining 1031 
its physical and chemical stability (i.e., appropriate strength, purity, quality), and the 1032 



packaging integrity of the CSP. Utensils and materials in direct contact with the 1033 
components, the CSP, and the container–closure system must be sterilized and 1034 
depyrogenated using appropriate methods (see Sterilization of Compendial Articles 1035 
1229 ). If sterilization and depyrogenation of container–closure systems is performed 1036 

on site, the efficacy of each process must be established and documented, and the 1037 
process must be shown to be reproducible. CSPs that are terminally sterilized are 1038 
expected to use a process that achieves a sterility assurance level (SAL) of 10−6. An 1039 
SAL of 10−6 is equivalent to a probability that 1 unit in a million is nonsterile. Generally, 1040 
an SAL value cannot be applied to CSPs that are aseptically filled into a sterile 1041 
container following sterilization. 1042 
  The following must be considered when selecting an appropriate sterilization method:  1043 

 Terminal sterilization (e.g., dry heat, steam, or irradiation) is the preferred 1044 
method, unless the specific CSP or container–closure system cannot tolerate 1045 
terminal sterilization. 1046 

 Filtration is not an option if compounding a suspension when the suspended 1047 
particles are removed by the filter being used, which could affect the strength of 1048 
the CSP. 1049 

 Dry heat is not an option if a CSP component is labile when exposed to the 1050 
temperatures used. 1051 

 Steam sterilization is not an option if moisture, pressure, or the temperatures 1052 
used would degrade the CSP. 1053 

  A description of the sterilization and depyrogenation process, including the 1054 
temperature, pressure (if applicable), duration, and permissible load conditions for each 1055 
cycle, must be included in the facility’s written SOPs (see 9. SOPS and Master 1056 
Formulation and Compounding Records.) 1057 
  In addition, the SOPs must include a schedule and method for establishing and 1058 
periodically verifying the effectiveness of the sterilization and depyrogenation methods 1059 
selected, as well as the method for maintaining and cleaning the sterilizers and 1060 
depyrogenation equipment. 1061 
  The following sections provide general guidance on specific sterilization methods. 1062 

8.1 Sterilization by Filtration 1063 
  See Sterilizing Filtration of Liquids 1229.4 . Commercially available sterile filters must 1064 
be certified by the manufacturer as suitable for pharmaceutical use when used to 1065 
sterilize CSPs. Sterilizing filters must be sterile and pyrogen-free and have a nominal 1066 
pore size of 0.2 or 0.22 µm. They must be certified by the manufacturer to retain at least 1067 
107 microorganisms of a strain of Brevundimonas diminuta per square centimeter of 1068 
upstream filter surface area under conditions similar to those in which the CSPs will be 1069 
filtered (i.e., pressure, flow rate, and volume filtered). 1070 
  The person responsible for selecting the sterilization method must ascertain from 1071 
appropriate information sources that the sterilizing-grade membrane filter selected is 1072 
chemically and physically compatible with the specific formulation of the CSP. For 1073 
example, CSPs containing water-miscible alcohols may cause undetectable damage to 1074 
filter integrity and shrinkage of microorganisms to sizes smaller than the filter’s nominal 1075 
pore size. 1076 



  The responsible person must ensure, directly or from appropriate documentation from 1077 
the supplier, that the filters 1) are chemically and physically stable at the pressure and 1078 
temperature conditions that will be used; 2) have enough capacity to filter the required 1079 
volumes; and 3) will yield a sterile filtrate while maintaining pre-filtration pharmaceutical 1080 
quality, including strength of ingredients of the specific CSP. The filter dimensions and 1081 
the preparation to be sterilized by filtration should permit the sterilization process to be 1082 
completed without the need for replacement of the filter during the process. When CSPs 1083 
are known to contain excessive particulate matter, to maximize the efficiency of the final 1084 
sterilizing filtration, a pre-filtration step should be performed using a filter of larger 1085 
nominal pore size, or a separate filter of larger nominal pore size should be placed 1086 
upstream of (i.e., prior to) the sterilizing filter to remove gross particulate contaminants 1087 
before the CSP is passed through the sterilizing grade filter. Excessive particulate 1088 
matter requiring a prefiltration step also could be a signal of an inappropriate 1089 
formulation, and therefore the formulation and the process should be assessed to 1090 
ensure that they are appropriate; if necessary, they should be modified. Filter units used 1091 
to sterilize CSPs must be subjected to the manufacturers’ recommended post–use 1092 
integrity test, such as a bubble point test. 1093 

8.2 Sterilization by Steam Heat 1094 
  See Steam Sterilization by Direct Contact 1229.1 . The process of thermal 1095 
sterilization using saturated steam under pressure (i.e., autoclaving) is the preferred 1096 
method for terminal sterilization of aqueous preparations in their final, sealed container–1097 
closure system. Steam heat sterilization is not an option if moisture, pressure, or the 1098 
temperatures used would degrade the CSP. Steam heat sterilization is also used to 1099 
sterilize many components (e.g., elastomeric closures) and some types of equipment. 1100 
To achieve sterility, all materials must be directly exposed to steam under adequate 1101 
pressure for the length of time necessary, as determined by use of appropriate 1102 
biological indicators, to render the items sterile (i.e., kill any microorganisms, including 1103 
bacterial spores that might be present).This is usually between 20 and 60 minutes at 1104 
121° saturated steam under a pressure of 15 psi. The duration of the exposure period 1105 
must include sufficient time for the CSP or other items to reach the sterilizing 1106 
temperature. The CSP and other items must remain at the sterilizing temperature for the 1107 
duration of the sterilization period. The sterilization cycle should be designed to achieve 1108 
a SAL of 10−6. 1109 
  CSPs must be placed in suitable trays to allow steam to reach the CSPs without 1110 
entrapment of air. Flat, stainless steel trays with low sides or ventilated bottoms will 1111 
permit steam contact. When preparing plastic, glass, and metal devices or other items 1112 
for steam sterilization, the items must be wrapped in low-lint protective fabric or paper or 1113 
sealed in envelopes that will permit steam penetration and prevent post sterilization 1114 
microbial contamination. Immediately before filling ampuls and vials that will be steam 1115 
sterilized, solutions must be passed through a filter having a nominal pore size of not 1116 
larger than 1.2 µm for removal of particulate matter. 1117 
  Sealed containers must be able to generate steam internally. Stoppered and crimped 1118 
empty vials must contain a small amount of moisture to generate steam. Deep 1119 
containers, such as beakers and graduated cylinders, should be placed on their sides to 1120 
prevent air entrapment, or should have a small amount of water placed in them when 1121 
steam sterilized. Porous materials and those items with occluded pathways (e.g., 1122 



tubing) should only be sterilized by steam if the autoclave chamber has suitable cycles 1123 
for dry goods, such as a pre-vacuum process to remove air before steam is sent into the 1124 
chamber. Elastomeric closures and many other dry goods will need a drying cycle after 1125 
steam exposure to remove condensed or absorbed moisture. 1126 
  The effectiveness of steam sterilization must be established and verified with each 1127 
sterilization run or load by using appropriate biological indicators, such as spores of 1128 
Geobacillus stearothermophilus, ATCC 12980, ATCC 7953 or equivalent (see Biological 1129 
Indicators for Sterilization 1035 ), and other confirmation methods such as 1130 
physicochemical indicators and integrators (see Sterilization—Chemical and 1131 
Physicochemical Indicators and Integrators 1209 ). 1132 
  The steam supplied must be free of contaminants and generated using clean water. 1133 
The seals on the doors of autoclave chambers should be examined visually every day 1134 
they are used for cracks or other damage, and the seal surfaces should be kept clean. 1135 
A data recorder or chart must be used to monitor each cycle and to examine for cycle 1136 
irregularities (e.g., deviations in temperature or pressure). 1137 
  Because the temperatures used to achieve sterilization by steam heat are lower than 1138 
those used to achieve depyrogenation, materials in direct contact with the CSP (e.g., 1139 
the container–closure system) must first undergo a depyrogenation process (e.g., dry 1140 
heat or rinsing with pyrogen-free water) before being sterilized using steam heat, unless 1141 
the materials used are certified to be pyrogen-free (see Depyrogenation 1228 ). 1142 

8.3 Sterilization by Dry Heat 1143 
  See Dry Heat Sterilization 1229.8 . Dry heat can be used only for those items that 1144 
cannot be sterilized by steam or other means, when either the moisture would damage 1145 
the material or the wrapping material is impermeable. Sterilization by dry heat requires 1146 
higher temperatures and longer exposure times than sterilization by steam. The 1147 
duration of the exposure period must include sufficient time for the CSP or other items 1148 
to reach the sterilizing temperature. The CSP and other items must remain at the 1149 
sterilizing temperature for the duration of the sterilization period. 1150 
  Dry heat sterilization is usually done in an oven designed for sterilization at a 1151 
temperature of 160° or higher, although sterilization processes at lower temperatures 1152 
have been developed and validated. If lower temperatures are used, they must be 1153 
shown to achieve effective sterilization (see Dry Heat Sterilization 1229.8 , Validation 1154 
of Dry Heat Sterilization, Biological Indicators). 1155 
  Heated air must be evenly distributed throughout the chamber, which is typically done 1156 
by an air blower. The oven must be equipped with temperature controls and a timer. 1157 
During sterilization, sufficient space must be left between materials to allow for good 1158 
circulation of the hot air. A data recorder or chart must be used to monitor each cycle 1159 
and the data must be reviewed to identify cycle irregularities (e.g., deviations in 1160 
temperature or exposure time). 1161 
  The effectiveness of the dry heat sterilization method must be established and verified 1162 
with each sterilization run or load using appropriate biological indicators such as spores 1163 
of Bacillus atrophaeus, ATCC 9372, (see 1035 ) and other confirmation methods (e.g., 1164 
temperature-sensing devices). 1165 
  Because the temperatures used to achieve sterilization by dry heat are lower than 1166 
those used to achieve depyrogenation, materials in direct contact with the CSP (e.g., 1167 



the container–closure system) must first undergo a depyrogenation process (e.g., dry 1168 
heat or rinsing with pyrogen-free water) before being sterilized using dry heat, unless 1169 
the materials used are certified to be pyrogen-free (see 1228 ). 1170 

8.4 Depyrogenation by Dry Heat 1171 
  See 1228 . Dry heat depyrogenation must be used to render glassware and other 1172 
thermostable containers pyrogen-free. Depyrogenation processes typically operate at a 1173 
range of temperatures from approximately 170° up to about 400°, depending on the 1174 
exposure time. For example, a typical cycle would hold the items at 250° for 30 minutes. 1175 
The duration of the exposure period must include sufficient time for the items to reach 1176 
the depyrogenation temperature. The items must remain at the depyrogenation 1177 
temperature for the duration of the depyrogenation period. 1178 
  The effectiveness of the dry heat depyrogenation cycle must be established and 1179 
verified annually using endotoxin challenge vials (ECVs) to demonstrate that the cycle is 1180 
capable of achieving a ≥3-log reduction in endotoxins (see Bacterial Endotoxins Test 1181 
85 ). 1182 

 1183 
9. SOPS AND MASTER FORMULATION AND COMPOUNDING RECORDS 1184 

  Every compounding facility must establish and follow written SOPs for sterile 1185 
compounding. The SOPs must ensure that the entire compounding operation is well 1186 
designed, functions as designed, and will yield CSPs that are safe for administration to 1187 
patients. The compounding process for CSPs must be described in SOPs. 1188 
  A Master Formulation Record is required when CSPs are prepared in a batch for 1189 
multiple patients or when CSPs are prepared from nonsterile ingredients. A Master 1190 
Formulation Record documents the ingredients, specific procedures, equipment to be 1191 
used, and testing required for each CSP. A Compounding Record is required for every 1192 
CSP prepared and requires documentation by all individuals involved in the actual 1193 
preparation of the CSP. 1194 

9.1 Creating and Following SOPs 1195 
  Facilities preparing CSPs must develop SOPs on all aspects of the compounding 1196 
operation. All personnel who conduct or oversee compounding activities must be trained 1197 
in the SOPs and are responsible for ensuring that they are followed. All compounding 1198 
personnel must:  1199 

 Be able to immediately recognize potential problems, deviations, or errors 1200 
associated with preparing a CSP (e.g., related to equipment, facilities, 1201 
materials, personnel, compounding process, or testing) that could potentially 1202 
result in contamination or other adverse impact on CSP quality 1203 

 Report any problems, deviations, or errors to the compounding supervisor or 1204 
designee, who must take corrective actions 1205 

  Compounding supervisors must ensure that SOPs are appropriate and are fully 1206 
implemented, which includes ensuring that staff demonstrate consistency and 1207 
competency in performing every procedure that relates to their job function. 1208 



Compounding supervisors must also ensure that appropriate follow-up occurs if 1209 
problems, deviations, or errors are identified. 1210 

9.2 Creating Master Formulation Records 1211 
  A Master Formulation Record must be created for CSPs prepared in a batch for 1212 
multiple patients or for CSPs prepared from nonsterile ingredients. Any changes or 1213 
alterations to the Master Formulation Record must be performed only by authorized 1214 
personnel and must be documented. Box 9-1 lists the information that must be included 1215 
in a Master Formulation Record. 1216 

Box 9-1 Master Formulation Record 1217 

A Master Formulation Record must include at least the following information:  

 Name, strength, and dosage form of the CSP 
 Physical description of the final preparation 
 Identities and amounts of all ingredients and appropriate container–closure 

systems 
 Complete instructions for preparing the CSP, including equipment, supplies, and 

a description of the compounding steps 
 BUD and storage requirements 
 Quality control procedures (e.g., pH, filter integrity, and visual inspection) 
 Sterilization method, if applicable (e.g., filter, steam, or dry heat) 
 Any other information needed to describe the operation and ensure its 

repeatability (e.g., adjusting pH and tonicity and temperature) 

9.3 Creating Compounding Records 1218 
  A Compounding Record must be created by the compounder preparing the CSP to 1219 
document the compounding process. The Compounding Record or inventory control 1220 
system must permit traceability of all ingredients. The Master Formulation Record (when 1221 
used) can be used as the basis for preparing the Compounding Record. For example, a 1222 
copy of the Master Formulation Record can be made that contains spaces for recording 1223 
the information needed to complete the Compounding Record. It is critical that the 1224 
Compounding Record document in detail any deviations from the process outlined in 1225 
the Master Formulation Record and any problems or errors experienced during the 1226 
compounding of the CSP. Box 9-2 lists the information that must be included in a 1227 
Compounding Record. 1228 
  Each Compounding Record must be reviewed and approved before the CSP is 1229 
released (signature or initials and date).  1230 

Box 9-2 Compounding Records 1231 



Compounding Records must include at least the following information:  

 Name, strength, and dosage form of the CSP 
 Master Formulation Record reference for the preparation, when used 
 Date and time of preparation of the CSP 
 Assigned internal identification number (e.g., prescription or lot number) 
 Signature or initials of individuals involved in each step (e.g., technician or 

pharmacist) 
 Name, vendor or manufacturer, lot number, and expiration date of each 

ingredient and container–closure system 
 Weight or measurement of each ingredient 
 Documentation of the calculations made to determine and verify quantities and/or 

concentrations of components, if appropriate 
 Documentation of quality control procedures in accordance with the SOP (e.g., 

filter integrity, pH, and visual inspection) 
 Any deviations from the Master Formulation Record, if used, and any problems 

or errors experienced during the compounding of the CSP 
 Total quantity compounded 
 Assigned BUD 
 Duplicate container label if prepared in a batch 

 1232 
10. RELEASE TESTING 1233 

  At the completion of compounding, before release and dispensing, the CSP must be 1234 
inspected as described below to determine whether the physical appearance of the 1235 
CSP is as it should be and to confirm that the CSP and its labeling match the 1236 
prescription or medication order. 1237 
  The physical inspection described in 10.1 Physical Inspection of CSP must be 1238 
performed on all CSPs before they are released. In addition, sterility and bacterial 1239 
endotoxin testing must be performed in some cases (see 12. Establishing Beyond-Use 1240 
Dates and In-Use Times), as described in 10.2 Sterility Testing and 10.3 Bacterial 1241 
Endotoxins Testing. All checks and inspections, and any other tests or checks 1242 
necessary to ensure the quality of the CSP (e.g., assays), must be included in the 1243 
facility’s SOP (see 9. SOPS and Master Formulation and Compounding Records). 1244 
Additional quality assurance and quality control activities are discussed in 13. Quality 1245 
Assurance and Quality Control. 1246 

10.1 Physical Inspection of CSP 1247 
  After compounding, and as a condition of release, each individual CSP unit must be 1248 
inspected to identify any apparent physical defect. Each individual injectable CSP unit 1249 
must be inspected against a lighted white background and a black background for 1250 
evidence of visible particulates or other foreign matter, or discoloration. Some CSPs 1251 
also must be visually checked for certain characteristics (e.g., emulsions must be 1252 
checked for phase separation). Pre-release inspection also must include a visual 1253 
inspection of container–closure integrity (e.g., checking for leakage, cracks in the 1254 



container, or improper seals). CSPs with observed defects must be immediately 1255 
discarded, or marked and segregated from acceptable units in a manner that prevents 1256 
them from being released or dispensed. 1257 
  When a CSP will not be released or dispensed promptly after preparation, a pre-1258 
release inspection must be conducted immediately before it is released or dispensed to 1259 
make sure that the CSP does not exhibit any defects, such as precipitation, cloudiness, 1260 
or leakage, which may develop during storage. A CSP with such defects must be 1261 
immediately discarded, or marked and segregated from acceptable units in a manner 1262 
that prevents it from being released or dispensed. 1263 

10.2 Sterility Testing 1264 
  Category 1 CSP BUDs apply regardless of whether sterility testing is conducted (see 1265 
Table 7). If a Category 2 CSP is assigned a BUD that requires sterility testing (see 1266 
Table 8), the testing must be performed in a manner consistent with 71 , with the 1267 
exception, in some cases, of the batch sizes specified in Sterility Tests 71 , Table 3. 1268 
Minimum Number of Articles to be Tested in Relation to the Number of Articles in the 1269 
Batch. If the number of units of CSPs to be prepared in a single batch is less than the 1270 
number of units needed for testing, additional units may be required to be compounded 1271 
to be able to conduct sterility testing. For batch sizes of 1–39 units, each sterility test 1272 
must be performed using a number of units equal to 10% of the batch size, rounded up 1273 
to the next whole number. For batch sizes of 40 or more units, the sample sizes 1274 
specified in Sterility Tests 71 , Table 3 must be used. 1275 
  When the CSP formulation permits, the Membrane Filtration method is the method of 1276 
choice for sterility testing. The preferred alternative is the Direct Inoculation of the 1277 
Culture Medium method; both methods are described in 71 . 1278 
  If sterility testing will be conducted, ideally the results should be obtained before 1279 
dispensing to patient(s). If it is anticipated that there will be situations in which there 1280 
may be an urgent need to dispense a CSP before the results of the sterility testing are 1281 
known, a written procedure (SOP) must be developed and followed; this SOP must 1282 
describe how these situations will be handled. In addition, this SOP must require 1283 
frequent observation of the incubating test specimen and must require immediate recall 1284 
of the dispensed CSP (if possible) or immediate notification of the patient’s prescriber, if 1285 
any evidence of microbial growth is found during the test. 1286 
  Positive sterility test results must prompt a rapid and systematic investigation into the 1287 
causes of the sterility failure, including identification of the contaminating organism (at 1288 
least to the genus level) and any aspects of the facility, process, or personnel that may 1289 
have contributed to the sterility failure. The source of the contamination, if identified, 1290 
must be corrected, and the facility should determine whether the conditions causing the 1291 
sterility failure affect other CSPS. The investigation and resulting corrective actions 1292 
must be documented. 1293 

10.3 Bacterial Endotoxins Testing 1294 
  All Category 2 CSPs made from one or more nonsterile ingredients, except those for 1295 
inhalation and topical ophthalmic administration, must be tested to ensure that they do 1296 
not contain excessive bacterial endotoxins (see 85  and Pyrogen Test 151 ). A CSP 1297 
does not need to be tested for bacterial endotoxins if the COA for the nonsterile 1298 
ingredient lists the endotoxins burden, or if the compounding facility has predetermined 1299 



the endotoxins burden of the nonsterile ingredient and found it acceptable, and the 1300 
material is stored under cool and dry conditions. 1301 
  In the absence of a bacterial endotoxins limit in an official monograph or other CSP 1302 
formula source, the CSP must not exceed the endotoxins limit calculated as described 1303 
in 85  for the appropriate route of administration. 1304 

 1305 
11. LABELING 1306 

  CSPs must be labeled with adequate, legible identifying information to prevent errors 1307 
during storage, dispensing, and use. The term labeling designates all labels and other 1308 
written, printed, or graphic matter on an article's immediate container or on, or in, any 1309 
package or wrapper in which it is enclosed, except any outer shipping container. The 1310 
term label designates that part of the labeling on the immediate container. See Labeling 1311 
7 , Labels and Labeling for Products and Other Categories, Compounded 1312 

Preparations. 1313 
  The label must, at a minimum, display prominently and understandably the following 1314 
information:  1315 

 Assigned internal identification number (e.g., prescription or lot number) 1316 
 Brand and/or generic name(s), or active ingredient(s) and amounts or 1317 

concentrations 1318 
 Dosage form 1319 
 Total amount, if it is not obvious from the container 1320 
 Storage conditions 1321 
 BUD and when appropriate, an in-use time (see 12. Establishing Beyond-Use 1322 

Dates and In-Use Times) 1323 
 Whether it is a single-dose or multiple-dose container 1324 
 Indication that the preparation is compounded 1325 

  The labeling must, at a minimum, display prominently and understandably the 1326 
following information:  1327 

1. Patient name, or for animal drugs, owner’s name and species of patient 1328 
2. Route of administration, if known 1329 
3. Any special handling instructions 1330 
4. Any warning statements that are applicable 1331 
5. Name, address, and contact information of the compounder if the CSP is to be 1332 

sent outside of the facility in which it was compounded 1333 

  Labeling operations must be controlled to prevent labeling errors and CSP mix-ups. A 1334 
final check must be conducted to verify that the correct and complete label has been 1335 
affixed to the finished CSP. All labels must also comply with applicable state laws and 1336 
regulations. 1337 

 1338 
12. ESTABLISHING BEYOND-USE DATES AND IN-USE TIMES 1339 



  Each CSP label must state the date beyond which the preparation cannot be used and 1340 
must be discarded. A CSP may also be labeled with an in-use time within which it must 1341 
be used after it has been opened or punctured. A number of critical parameters must be 1342 
considered before establishing these dates. It is also important to understand the 1343 
various terms that are used in discussion of these dates. 1344 

12.1 Terminology 1345 
  A number of terms are used to describe the time period during which a drug is 1346 
considered to retain its desired characteristics so that it can be safely administered to a 1347 
patient to achieve the desired therapeutic effect. 1348 
  The expiration date identifies the time during which a conventionally manufactured 1349 
drug product may be expected to maintain its labeled identity, strength, quality, and 1350 
purity, provided it is kept under the labeled storage conditions. The expiration date limits 1351 
the time during which a conventionally manufactured product may be dispensed or 1352 
used. Expiration dates are determined based on product-specific studies that evaluate 1353 
the specific formulation of a drug product in the specific container in which it is to be 1354 
stored and under the conditions to which it could be exposed. Temperature, humidity, 1355 
and light are some of the factors that can affect whether and how much a product 1356 
degrades over time. An expiration date is determined by taking representative samples 1357 
from batches and placing them in storage under controlled conditions and then testing 1358 
them at scheduled intervals to determine whether they meet specifications throughout 1359 
their labeled shelf lives. When an expiration date is stated only in terms of the month 1360 
and the year, it is a representation that the intended expiration date is the last day of the 1361 
stated month. 1362 
  A BUD is included on the label of each CSP to indicate the date or date and hour after 1363 
which the CSP must not be used, because its required quality characteristics (e.g., 1364 
sterility, strength, purity) cannot be ensured. The term expiration date is not appropriate 1365 
for CSPs, because the types of full stability studies conducted by manufacturers to 1366 
establish expiration dates for conventionally manufactured products are not typically 1367 
performed for CSPs. BUDs for CSPs are calculated in terms of hours or days. 1368 
  An in-use time refers to the time before which a conventionally manufactured product 1369 
or a CSP must be used after it has been opened or needle punctured (e.g., after a 1370 
container closure of a vial has been penetrated). 1371 

12.2 Critical Parameters to Be Considered in Establishing a BUD 1372 
  Time is a critical factor in establishing a BUD. The more time that passes between the 1373 
compounding of a CSP and its administration to a patient, the greater the risk of harm to 1374 
the patient if the stability or sterility of the CSP has been compromised. With respect to 1375 
sterility, this is especially the case if microbial contamination is present from the outset. 1376 
BUDs for CSPs should be established conservatively to ensure that the drug maintains 1377 
its required characteristics until administration to reduce the risk to patients of receiving 1378 
a contaminated or degraded preparation. Both sterility and stability considerations must 1379 
be taken into account when establishing a BUD. 1380 

STERILITY CONSIDERATIONS 1381 



  Microbial contamination of a CSP poses a significant risk to patients, and if the CSP is 1382 
contaminated during preparation, the risk increases the longer the time the CSP is 1383 
stored before administration. 1384 
  When establishing a BUD for a CSP, it is critical that compounding personnel carefully 1385 
consider all of the possible ways that the sterility of the CSP could be compromised 1386 
over time. The following factors related to sterility must be carefully considered:  1387 

 Whether the CSP will be tested for sterility, and the results will be known, before 1388 
the CSP is released or dispensed 1389 

 Whether the CSP will be terminally sterilized in its final container (provided the 1390 
drug and its container–closure can withstand the terminal sterilization process) 1391 
(see 8. Sterilization and Depyrogenation) 1392 

 Whether the CSP contains a preservative, or is inherently susceptible to 1393 
microbial survival or growth, if contaminated 1394 

 Whether the container–closure system and sealing method will ensure the 1395 
integrity of the CSP until administration to the patient 1396 

STABILITY CONSIDERATIONS 1397 
  Over time, active ingredient(s) in a CSP may degrade, reducing the strength of the 1398 
preparation and/or producing harmful impurities. Additionally, the container–closure 1399 
system may degrade, which can lead to several potential deleterious effects, such as: 1) 1400 
reducing the integrity of the CSP; 2) leaching of harmful chemicals into the preparation 1401 
from the container–closure system; and/or 3) absorption of the active ingredient onto 1402 
the container, thereby reducing potency. When establishing a BUD for a CSP, it is 1403 
critical that compounding personnel carefully consider all of the possible ways that the 1404 
physical or chemical characteristics of the CSP could change over time. The following 1405 
issues must be carefully considered:  1406 

 The chemical and physical stability properties of the drug and/or its formulation 1407 
(i.e., if the drug and its formulation are known to degrade over time and/or 1408 
under certain storage conditions) 1409 

 The compatibility of the container–closure system with the finished preparation 1410 
(e.g., consider leachables, interactions, and storage conditions of the 1411 
components) 1412 

  In addition:  1413 

 If the CSP includes components from conventionally manufactured product(s), 1414 
the BUD of the CSP must not exceed the shortest remaining expiration date of 1415 
any of the starting components. 1416 

 If the CSP includes components from other compounded preparations, the BUD 1417 
of the final CSP must not exceed the shortest remaining BUD of any of the 1418 
starting CSP components. 1419 

12.3 Establishing a BUD for a CSP 1420 



  BUDs for CSPs must be established in accordance with Table 7 for Category 1 CSPs 1421 
and Table 8 for Category 2 CSPs. The BUDs specified in the tables indicate the hours 1422 
or days after the CSP is prepared and beyond which the CSP cannot be used. The BUD 1423 
is determined from the time the CSP is compounded. One day is equivalent to 24 hours. 1424 
  The BUDs in Table 7 and Table 8 for CSPs are based on the risk of microbial 1425 
contamination, not the physical or chemical stability of the CSP, and involve the 1426 
following assumptions: 1427 

1. The CSP and its components can remain chemically and physically stable for the 1428 
BUD period 1429 

2. None of the factors identified in 12.2 Critical Parameters to Be Considered in 1430 
Establishing a BUD, would require a shorter BUD 1431 

  If there is any indication, based on the factors described in 12.2. Critical Parameters to 1432 
be Considered in Establishing a BUD, that the particular CSP formulation will not remain 1433 
chemically or physically stable for the specified period, a shorter BUD must be assigned 1434 
based on the time period during which the CSP is expected to remain chemically and 1435 
physically stable. 1436 
  Table 8 establishes the longest permitted BUDs for Category 2 CSPs, based the 1437 
following variables: 1438 

METHOD OF ACHIEVING STERILITY 1439 
  Because terminal sterilization using a verified method provides reasonable assurance 1440 
that a CSP will be sterile, Table 8 allows longer BUDs for CSPs that are terminally 1441 
sterilized and not sterility tested than for aseptically prepared CSPs that are not sterility 1442 
tested. Not all CSPs can be terminally sterilized, and if the CSP is aseptically prepared 1443 
(e.g., using only sterile products or sterilized by filtration), the shorter BUDs in Table 8 1444 
for aseptically prepared CSPs that are not sterility tested must not be exceeded. 1445 

STARTING COMPONENTS 1446 
  An aseptically prepared CSP compounded from one or more nonsterile starting 1447 
component has a higher risk of microbial contamination than an aseptically prepared 1448 
CSP compounded only from sterile starting components. Table 8 allows for longer 1449 
BUDs for CSPs aseptically prepared from only sterile starting components. 1450 

WHETHER THE CSP WILL BE STERILITY TESTED AND THE RESULTS KNOWN BEFORE THE DRUG IS 1451 
RELEASED OR DISPENSED 1452 

  Sterility testing (see 10.2 Sterility Testing) before releasing or dispensing a CSP can 1453 
provide additional assurance of the absence of contamination. When the results of 1454 
sterility testing are known before dispensing, a longer BUD is permitted in Table 8. If 1455 
sterility testing is not performed, a shorter BUD is required in Table 8. 1456 
  If a sterility test is performed and there is an urgent need to dispense the CSP before 1457 
sterility test results become available, a CSP can be dispensed to a patient before the 1458 
end of the sterility testing period if:  1459 

 The prescriber specifically requests dispensing before completion of the sterility 1460 
test, and the request is documented 1461 



 The patient and the prescriber are notified of any microbial growth during the 1462 
sterility testing. The species of microbial contaminant is reported to the 1463 
prescriber to ensure appropriate medical therapy following exposure to a 1464 
contaminated CSP 1465 

PRESENCE OF A PRESERVATIVE 1466 
  Although a preservative must not be considered a substitute for good aseptic 1467 
practices, preservatives can be added to multiple-dose CSPs because they may inhibit 1468 
the growth of microorganisms for short periods of time. If a CSP contains a preservative 1469 
whose effectiveness for the length of the BUD has been verified based on antimicrobial 1470 
effectiveness testing (see Antimicrobial Effectiveness Testing 51 ), the BUD in Table 8 1471 
for a CSP containing a preservative can be assigned. Shorter BUDs are required for 1472 
preservative-free CSPs, as compared to CSPs that contain a verified preservative. 1473 
  The particular CSP formulation must pass antimicrobial effectiveness testing in 1474 
accordance with 51  at the completion of the sterility test (if conducted) or at the time of 1475 
preparation (if sterility testing is not performed). The test must be completed and the 1476 
results obtained on the specific formulation before any of the CSP is released or 1477 
dispensed. The test needs to be conducted only once on each formulation in the 1478 
particular container–closure system in which it will be stored or released/dispensed. 1479 

STORAGE CONDITIONS 1480 
  The specified conditions under which a CSP will be stored are important in determining 1481 
an appropriate BUD. Storage in a refrigerator or in a freezer (see Packaging and 1482 
Storage Requirements 659 ) has been shown to slow the growth of microorganisms. 1483 
Therefore, Tables 7 and 8 allow for longer BUDs for CSPs stored in colder conditions 1484 
than when stored at controlled room temperature. 1485 
  Storage under frozen conditions places the container–closure under physical stress, 1486 
and the degree of stress may depend on the formulation and other factors. Therefore, if 1487 
a Category 2 CSP is to be stored in a freezer, the integrity of the CSP in the particular 1488 
container–closure system in which it will be stored must have been demonstrated for 45 1489 
days at frozen storage. A container–closure integrity test needs to be conducted only 1490 
once on each formulation and fill volume in the particular container–closure system in 1491 
which it will be stored or released/dispensed. Once the CSP is thawed, the CSP must 1492 
not be re-frozen. 1493 
  It must be recognized that CSPs may be stored under different storage conditions 1494 
before they are used (e.g., they may first be frozen, and then thawed in the refrigerator, 1495 
and finally kept at controlled room temperature before administration). The storage time 1496 
of a CSP must not exceed the original BUD placed on the CSP for its labeled storage 1497 
conditions, and BUDs are not additive. For example, a CSP cannot be stored for 4 days 1498 
at controlled room temperature, then 7 days refrigerated, and then 45 days in a freezer, 1499 
for a total of 56 days. Once a CSP is stored under a condition that would require a 1500 
shorter BUD (i.e., controlled room temperature), the CSP must be used within the 1501 
shorter timeframe for that storage condition (in this example, 4 days).  1502 

Table 7. BUDs for Category 1 CSPsa 1503 

Storage Conditions 



Storage Conditions 
 Controlled Room Temperature (20°–25°) Refrigerator (2°–8°) 

BUD ≤12 hours ≤24 hours 
a  The BUDs specified in the table indicate the hours after the Category 1 CSP is prepared beyond which 
the CSP cannot be used. The BUD is determined from the time the CSP is compounded. 

Table 8. BUDs for Category 2 CSPsa 1504 

 Preparation Characteristics Storage Conditions 
 

Method of 
Achieving 
Sterility 

Sterility 
Testing 

Performed 
Preservative

Added 

Controlled 
Room 

Temperature
(20°–25°) 

Refrigerator 
(2°–8°) 

Freezer 
(–25° to –

10°)b 

BUD 

Aseptically 
prepared 
CSPs 

No 
No 

Prepared from 
one or more 
nonsterile 
starting 
component  
4 days 

Prepared 
from one or 
more 
nonsterile 
starting 
component  
7 days 

Prepared 
from one or 
more 
nonsterile 
starting 
component  
45 days 

Prepared from 
only sterile 
starting 
components  
6 days 

Prepared 
from only 
sterile starting 
components  
9 days 

Prepared 
from only 
sterile 
starting 
components 
45 days 

Yesc 28 days 42 days 45 days 

Yes 
No 28 days 42 days 45 days 
Yesd 42 days 42 days 45 days 

Terminally 
Sterilized 
CSPs 

No 
No 14 days 28 days 45 days 
Yesc 28 days 42 days 45 days 

Yes 
No 28 days 42 days 45 days 
Yesd 42 days 42 days 45 days 

a  The BUDs specified in the table indicate the days after the Category 2 CSP is prepared beyond which 
the CSP cannot be used. The BUD is determined from the time the CSP is compounded. One day is 
equivalent to 24 hours. 
b  The integrity of the container–closure system with the particular CSP in it must have been demonstrated 
for 45 days at frozen storage. The container–closure integrity test needs to be conducted only once on 
each formulation in the particular container–closure system in which it will be stored or 
released/dispensed. 
c  The particular CSP formulation must pass antimicrobial effectiveness testing in accordance with 51  at 
the time of preparation. The test must be completed and the results obtained on the specific formulation 
before any of the CSP is dispensed. The test needs to be conducted only once on each formulation in the 



 Preparation Characteristics Storage Conditions 
 

Method of 
Achieving 
Sterility 

Sterility 
Testing 

Performed 
Preservative

Added 

Controlled 
Room 

Temperature
(20°–25°) 

Refrigerator 
(2°–8°) 

Freezer 
(–25° to –

10°)b 
particular container–closure system in which it will be stored or released/dispensed. 
d  The particular CSP formulation must pass antimicrobial effectiveness testing in accordance with 51  at 
the completion of sterility test (i.e., 14 days after preparation). The test must be completed and the results 
obtained on the specific formulation before any of the CSP is dispensed. The test needs to be conducted 
only once on each formulation in the particular container–closure system in which it will be stored or 
released/dispensed. 

12.4 Establishing In-Use Times 1505 
  The in-use time is the time before which a conventionally manufactured product or a 1506 
CSP must be used after it has been opened or needle-punctured. The in-use time 1507 
assigned cannot exceed the expiration date of the conventionally manufactured product 1508 
or the BUD of a CSP. The in-use time may be dependent on the type of product or CSP 1509 
and the environment where the manipulations occur (e.g., ISO Class 5, or worse than 1510 
ISO Class 5). Table 9 specifies the in-use times for conventionally manufactured 1511 
products and CSPs that are opened, stored, and used for sterile compounding in ISO 1512 
Class 5 or better air quality. Table 10 specifies the in-use times for conventionally 1513 
manufactured products and CSPs that are opened and/or stored in worse than ISO 1514 
Class 5 air quality. 1515 

Table 9. In-Use Times for Conventionally Manufactured Products and CSPs 1516 
Opened, Stored, and Used for Sterile Compounding in ISO Class 5 or Better Air 1517 

Quality 1518 

Components In-Use Time 
Conventionally Manufactured Sterile Product 

Ampuls 
Use immediately after opening and passing 
through a sterile particulate filter 

Pharmacy Bulk Package As specified by the manufacturer 
Single-dose container (e.g., bag, 
bottle, syringe, or vial) 6 hours 

Multiple-dose container 
28 days, unless otherwise specified by the 
manufacturer 

CSP 
Compounded single-dose container 6 hours 
Compounded stock solutions 6 hours 

Compounded multiple-dose containera

28 days, unless otherwise specified by the 
original compounder 

a  The particular CSP formulation must pass antimicrobial effectiveness testing in accordance with 51  at 



Components In-Use Time 
Conventionally Manufactured Sterile Product 

the completion of the sterility test (if conducted) or at the time of preparation (if sterility testing is not 
performed). The test must be completed and the results obtained on the specific formulation before any of 
the CSP is released or dispensed. The test needs to be conducted only once on each formulation in the 
particular container–closure system in which it will be stored or released/dispensed. 

Table 10. In-Use Times for Conventionally Manufactured Products and CSPs 1519 
Opened and/or Stored in Worse than ISO Class 5 Aira 1520 

Components In-Use Time 
Conventionally Manufactured Sterile Product 

Ampuls 
Use immediately after opening and passing through a 
sterile particulate filter 

Pharmacy Bulk Package 
Not applicable. Contents of pharmacy bulk packages must 
be used only in an ISO Class 5 or better environment. 

Single-dose container (e.g., 
bag, bottle, syringe, vial) 

Use for a single patient within the time specified by the 
manufacturer, or by the end of the case or procedure, 
whichever comes first. Discard remainder. 

Multiple-dose container 28 days, unless otherwise specified by the manufacturer 
CSP 

Compounded single-dose 
container Use for a single patient immediately. Discard remainder. 
Compounded multiple-dose 
containerb 

28 days, unless otherwise specified by the original 
compounder 

a  Compounding or repackaging must not occur in worse than ISO Class 5 air. 
b  The particular CSP formulation must pass antimicrobial effectiveness testing in accordance with 51  at 
the completion of the sterility test (if conducted) or at the time of preparation (if sterility testing is not 
performed). The test must be completed and the results obtained on the specific formulation before any of 
the CSP is released or dispensed. The test needs to be conducted only once on each formulation in the 
particular container–closure system in which it will be stored or released/dispensed. 

 1521 
13. QUALITY ASSURANCE AND QUALITY CONTROL 1522 

  A quality assurance (QA) and quality control (QC) program is necessary to ensure that 1523 
consistently high-quality CSPs are prepared. QA is a set of written processes that, at a 1524 
minimum, verifies, monitors, and reviews the adequacy of the compounding process. 1525 
QC is the observation of techniques and activities that demonstrate that requirements 1526 
are met. 1527 
  Each facility must have a formal, written QA and QC program that establishes a 1528 
system of adherence to procedures, prevention and detection of errors and other quality 1529 
problems, and appropriate corrective actions when needed. A facility’s QA program 1530 
must be formally established and documented in SOPs that ensure that all aspects of 1531 



the preparation of CSPs are conducted in accordance with this chapter and applicable 1532 
federal, state, and local laws and regulations. 1533 
  The QA program must, at a minimum, address the following functions:  1534 

 Personnel qualifications and training: 1535 
o Periodically review personnel files for each employee to determine 1536 

whether personnel continue to meet basic qualifications, are obtaining 1537 
required training, and are getting qualified and requalified in 1538 
accordance with the specified frequencies (e.g., gloved fingertip/thumb 1539 
sampling) 1540 

o Assess staff performance, including aseptic techniques, cleanroom 1541 
behavior, and other critical activities (e.g., media-fill testing) 1542 

 Component selection and handling: 1543 
o Carefully select, and ensure ongoing qualification of suppliers and 1544 

service providers (e.g., chemical vendors and external testing 1545 
laboratories) 1546 

o Select ingredients that are the subject of a USP or NF monograph and 1547 
that are manufactured at an FDA-registered facility, when available 1548 

o Inspect incoming components against their COAs to ensure that they 1549 
meet their specifications 1550 

o Quarantine, properly dispose of, and investigate components that do 1551 
not meet their specifications 1552 

 Design and maintenance of the building, facility, and equipment: 1553 
o Review the adequacy of the design of the building, facility, and 1554 

equipment; when changes are made, assess their effects to make sure 1555 
they do not adversely affect the operation (e.g., certification) 1556 

o Ensure that facilities and equipment used in compounding are installed, 1557 
operated, and maintained properly per appropriate and pre-established 1558 
specifications 1559 

o Detect adverse trends in environmental monitoring data to take 1560 
preventive action and corrective action 1561 

 Compounding process: 1562 
o Approve Master Formulation Records (when used), or any changes to 1563 

them, before they are implemented 1564 
o Review Compounding Records for accuracy, completeness, and 1565 

conformance to established specifications 1566 
o Review final labeling against prescription or medication orders 1567 
o Ensure that all errors, process problems, or deviations from procedures 1568 

are documented 1569 
o Investigate any error, deviation, out-of-specification result, or complaint, 1570 

and implement, oversee, and document appropriate corrective action to 1571 
prevent recurrence 1572 

 Final CSP release: 1573 
o Assess the final CSP before release (e.g., physical inspection, sterility 1574 

testing, and analytical testing) 1575 



o Review internal or external testing programs (if used) for conformance 1576 
with applicable standards (e.g., sterility testing and endotoxin testing) 1577 

 Documentation: 1578 
o Establish SOPs and assess conformance to SOPs 1579 
o Establish and assess conformance with document control and records 1580 

management procedures 1581 
o Establish, maintain, and follow written procedures for handling all 1582 

written and oral complaints regarding a CSP 1583 

  The roles and duties of personnel responsible for each aspect of the QA program must 1584 
be described in the SOPs. Designated personnel responsible for the QA program must 1585 
have adequate training, experience, responsibility, and authority to perform these 1586 
duties. 1587 
  The overall QA program must be assessed annually. 1588 

 1589 
14. CSP STORAGE, HANDLING, PACKAGING, AND TRANSPORT 1590 

  Appropriate processes or techniques for storing, handling, packaging, and transporting 1591 
CSPs must be in place and must also be outlined in SOPs. Personnel who will be 1592 
storing, handling, packaging, and transporting CSPs within the facility must be properly 1593 
trained in accordance with the relevant SOPs. 1594 

14.1 Storing CSPs within the Compounding Facility 1595 
  To help ensure that CSP quality is retained while the CSP is stored at the 1596 
compounding facility, compounding personnel must monitor conditions in the drug 1597 
storage areas. A controlled temperature area must be checked at least once daily to 1598 
determine whether the temperature remains within the appropriate range, and the 1599 
results must be documented on a temperature log. If the compounding facility uses a 1600 
continuous temperature recording device, compounding personnel must verify at least 1601 
once daily that the recording device is functioning properly. In addition, the 1602 
compounding facility must adhere to appropriate procedures for all controlled 1603 
temperature areas to ensure that such spaces are not subject to prolonged temperature 1604 
fluctuations (e.g., by leaving a refrigerator door open too long). 1605 
  When it is known that a CSP has been exposed to temperatures that exceed storage 1606 
temperature limits, (i.e., temperatures warmer than the warmest labeled limit or 1607 
temperatures exceeding 40° for more than 4 hours), the CSP should be discarded. 1608 

14.2 Handling of CSPs 1609 
  CSPs must be handled properly while in the compounding facility to maintain CSP 1610 
quality and packaging integrity. For example, techniques should be in place to prevent 1611 
the depression of syringe plungers or dislodging of syringe tips. Additionally, 1612 
disconnection of system components (e.g., where CSPs are dispensed with 1613 
administration sets attached to them) must be prevented throughout the BUD or until 1614 
administration of the CSP. 1615 

14.3 Packaging of CSPs 1616 



  Compounding personnel must select and use packaging materials that will maintain 1617 
the physical integrity, sterility, and stability of the CSPs. Packaging materials must 1618 
protect CSPs from damage, leakage, contamination, degradation, and adsorption, while 1619 
simultaneously protecting transport personnel from harm. The facility must have written 1620 
SOPs that describe appropriate shipping containers and insulating and stuffing 1621 
materials based on the product specifications, information from vendors, and knowledge 1622 
of the mode of transport. For example, when CSPs are transported within the facility 1623 
through pneumatic tube systems, foam padding or inserts may be useful for preventing 1624 
breakage and spills. Compounding personnel must continuously monitor the 1625 
effectiveness and reliability of the packaging materials. 1626 
  Alternative modes of transport and/or special packaging may be needed to protect the 1627 
quality of CSPs. The use of tamper-evident closures and seals on CSP ports can 1628 
provide an additional measure of security that can help ensure product integrity, 1629 
regardless of the transport method used. If the CSP is sensitive to light, light-resistant 1630 
packaging materials must be used. In some cases, the CSP should be packaged in a 1631 
special container (e.g., a cooler) to protect it from temperature fluctuations. 1632 

14.4 Transporting CSPs 1633 
  Compounding personnel must select modes of transport that are expected to deliver 1634 
properly packed CSPs in an undamaged, sterile, and stable condition. Inappropriate 1635 
handling and transport can adversely affect the quality of CSPs in general, particularly 1636 
certain CSPs with unique stability concerns. For example, the physical shaking that 1637 
might occur during pneumatic tube transport, or undue exposure to heat or light, must 1638 
be considered and addressed on a preparation-specific basis. Compounding personnel 1639 
must include specific handling instructions on the exteriors of containers that are used 1640 
to transport CSPs. 1641 

14.5 Handling of Hazardous Drugs 1642 
  For information on the storage, packaging, handling, and transport of hazardous drugs, 1643 
see 800 . 1644 

 1645 
15. COMPLAINT HANDLING AND ADVERSE EVENT REPORTING 1646 

  Compounding facilities must provide patients and other CSP recipients with a way to 1647 
submit questions and report any concerns or complaints they may have regarding a 1648 
CSP. SOPs must be developed, implemented, and followed for the receipt, 1649 
acknowledgment, and handling of all complaints about the quality and labeling of, or 1650 
possible adverse reactions to, a specific CSP. 1651 

15.1 Complaint Handling 1652 
  A qualified individual must review all complaints to determine whether the complaint 1653 
indicates a potential quality problem with the CSP. If so, a thorough investigation into 1654 
the cause of the problem must be initiated and completed promptly. The investigation 1655 
must consider whether the quality problem extends to other batches of the same CSP, 1656 
or to other CSPs that could have been affected. Corrective action, if necessary, must be 1657 
implemented immediately for all potentially affected CSPs. When warranted, consider 1658 
whether to initiate a recall of potentially affected CSPs and whether to cease sterile 1659 



compounding operations until all underlying problems have been identified and 1660 
corrected. 1661 
  A written record of each complaint must be kept, regardless of the source (e.g., e-mail, 1662 
telephone, mail). The record must contain the name of the complainant, the date the 1663 
complaint was received, the nature of the complaint, and the response to the complaint. 1664 
In addition, to the extent that the information is known, the following should be recorded: 1665 
the name and strength of the CSP, the prescription or medication order number, and the 1666 
lot number, if one is assigned. The record must also include the findings of any 1667 
investigation and any follow-up. Complaint records must be easily retrievable for review 1668 
and evaluation for possible trends and must be retained in accordance with the 1669 
recordkeeping requirements in 16. Documentation. A CSP that is returned in connection 1670 
with a complaint must be quarantined until it is destroyed after completion of the 1671 
investigation and in accordance with applicable federal, state, and local laws and 1672 
regulations. 1673 

15.2 Adverse Event Reporting 1674 
  Reports of potential adverse events involving a CSP must be reviewed promptly and 1675 
thoroughly by compounding personnel. The reports must be handled in accordance with 1676 
the procedures for handling complaints as described in section 15.1 Complaint 1677 
Handling, as well as the record retention requirements described in 16. Documentation. 1678 
Relevant healthcare professionals and patients must be informed as appropriate. If 1679 
required, adverse events must be reported in accordance with applicable state and local 1680 
laws and regulations. In addition, serious or unexpected adverse events associated with 1681 
a CSP should be reported to the FDA through the MedWatch program for human drugs 1682 
and Form FDA 1932a for animal drugs. 1683 

 1684 
16. DOCUMENTATION 1685 

  All facilities where CSPs are prepared must have and maintain written documentation 1686 
to demonstrate compliance with this chapter, including all SOPs, Master Formulation 1687 
Records (when used), Compounding Records, laboratory and equipment records, 1688 
prescriptions or medication orders, and all information related to complaints. 1689 
  All records must be legible and stored in a manner that prevents their deterioration 1690 
and/or loss. Records can be kept electronically. Records must be maintained either at 1691 
the facility or at another location that is readily accessible within a reasonable period of 1692 
time. 1693 
  All records specific to the compounding of a particular CSP (e.g., Master Formulation 1694 
Record, Compounding Record, and testing results) must be kept for at least 3 years 1695 
after the BUD of the CSP, or as required by state laws and regulations, whichever is 1696 
longer. Facility design and initial qualification records must be kept as long as the facility 1697 
is in operation. All other records must be kept for at least 3 years, or as required by 1698 
state laws and regulations, whichever is longer. Examples include records related to 1699 
personnel training and qualification, equipment maintenance and calibration, receipt of 1700 
components, environmental monitoring, complaints, and quality assurance. 1701 
  Recordkeeping must also comply with all applicable federal laws and regulations. 1702 



 1703 
17. RADIOPHARMACEUTICALS AS CSPS 1704 

  Radiopharmaceuticals are associated with risks of radiation exposure to healthcare 1705 
practitioners and unintentional radiation exposure to patients. Compounding of 1706 
radiopharmaceuticals must comply with applicable federal, state, and local laws and 1707 
regulations such as those from the Nuclear Regulatory Commission (NRC), FDA, and 1708 
State Boards of Pharmacy. 1709 
  Unless done in strict conformance with the manufacturer’s package insert, any further 1710 
use or handling and manipulation of conventionally manufactured radiopharmaceutical 1711 
product is considered compounding and must follow the standards in this chapter and 1712 
applicable federal, state, and local laws and regulations. Radiation exposures must be 1713 
kept as low as reasonably achievable (the ALARA principle). Therefore, appropriate 1714 
shielding must be used to help minimize radiation exposure. Additional equipment 1715 
needed for radiation control when compounding may include, but is not limited to:  1716 

 Radiation detectors 1717 
 Static and handheld monitors 1718 
 Handheld monitors 1719 
 Lead (or other appropriate) shielding 1720 
 Shielded waste cans 1721 
 Non-shedding absorbent mats 1722 
 L-Blocks 1723 
 Tongs 1724 
 Syringe, vial, and elution shields 1725 
 Syringe re-cappers 1726 
 Final unit dose containment shielding 1727 
 Dose calibrators 1728 
 Dippers and dipper lifts 1729 

  Radioisotope generator systems (e.g., Tc-99m/Mo-99, Rb-82/Sr-82, Ga-68/Ge-68) 1730 
must be stored and eluted (operated) under conditions recommended by the 1731 
manufacturer and applicable state and federal regulations. The generators must be 1732 
eluted in an ISO Class 8 or cleaner air environment that allows special generator 1733 
shielding, airflow requirements, and the use of lifting devices (e.g., cranes and/or 1734 
wenches) due to the weight of the generator and shielding. Radioisotope generators 1735 
producing radioisotopes with a half-life of 15 minutes or less (e.g., Rb-82/Sr-82) can be 1736 
eluted in accordance with the manufacturer’s instructions at the point of care (e.g., at 1737 
the bedside or in the patient care area). Visual inspection of radiopharmaceutical CSPs 1738 
containing high concentrations of radioactivity (e.g., for color and absence of particulate 1739 
material) must be performed in accordance with ALARA principles to limit acute and 1740 
chronic radiation exposure of the inspecting personnel. 1741 
  All compounding personnel must be properly gowned and garbed as described in 3. 1742 
Personal Hygiene and Personal Protective Equipment. However, personnel 1743 
compounding radiopharmaceuticals are permitted to use personal radiation dosimeters. 1744 
Personal radiation dosimeters can be film, thermoluminescent, or electronic. Whole-1745 
body badge radiation dosimeters must be worn underneath the gown, whereas 1746 



ring/wrist badges that measure the dose at the extremities must be worn under gloves. 1747 
If personnel are going from a cleanroom to a patient care area, all PPE must be 1748 
changed before leaving one area and entering the other. 1749 
  When compounding activities require the manipulation of a patient’s blood-derived or 1750 
other biological material (e.g., radiolabeling of white blood cells), the manipulation must 1751 
be performed in a separate, dedicated ISO Class 7 area that contains a PEC. All blood 1752 
manipulations in the radiolabeling process, except for the centrifuge steps, must be 1753 
performed inside the dedicated PEC. Dedicated equipment must be used for all blood 1754 
manipulations. Strict SOPs must be developed and implemented to minimize the risk of 1755 
patient-to-patient cross-contamination. 1756 
  Some radiopharmaceutical preparations (e.g., volatile or gaseous preparations such 1757 
as iodine or xenon) may require pressurization configurations that are different from 1758 
those described in 4. Buildings and Facilities. In these cases, the facility must comply 1759 
with applicable federal, state, and local laws and regulations. 1760 
  Nonradioactive compounds may be compounded in the same compounding area in 1761 
which radioactive compounds have been prepared, provided the following takes place:  1762 

 The ISO Class 5 area is decontaminated and monitored for radioactivity above 1763 
background levels. 1764 

 The dose calibrator is left inside the PEC. 1765 
 The PEC is operated in accordance with all the standards in this chapter when 1766 

nonradioactive CSPs are being prepared. 1767 

GLOSSARY 1768 

Airlock:  A space with interlocked doors, constructed to maintain air pressure control 1769 
when items move between two adjoining areas (generally with different air cleanliness 1770 
standards). The intent of an airlock is to prevent ingress of particulate matter and 1771 
microbial contamination from a lesser-controlled area. 1772 

Ante-area:  An ISO Class 8 or cleaner area where personnel hand hygiene and 1773 
garbing procedures and other activities that generate high particulate levels are 1774 
performed. The ante-area is the transition area between the unclassified area of the 1775 
facility and the buffer area. [NOTE–The ante-area is sometimes referred to as an ante-1776 
room when solid doors and walls are present.]  1777 

Aseptic processing or preparation:  A process by which separate, sterile 1778 
components (e.g., drugs, containers, or closures) are brought together under conditions 1779 
that maintain their sterility. The components can either be purchased as sterile or, when 1780 
starting with nonsterile components, can be separately sterilized prior to combining 1781 
(e.g., by membrane filtration, autoclave). 1782 

Batch:  More than one unit of CSP prepared in a single process and intended to have 1783 
uniform characteristics and quality, within specified limits. 1784 

Beyond-use date (BUD):  The date or time after which a CSP cannot be used and 1785 
must be discarded. The date or time is determined from the date or time when the 1786 
preparation was compounded. 1787 



Biological safety cabinet (BSC):  A ventilated cabinet with unidirectional HEPA-1788 
filtered airflow and HEPA-filtered exhaust to protect the worker from hazardous drugs. A 1789 
BSC used to prepare a CSP must be capable of providing an ISO Class 5 environment 1790 
for preparation of the CSP. 1791 

Buffer area:  An ISO Class 7 (or ISO Class 8 if using an isolator) or cleaner area 1792 
where the PEC that generates and maintains an ISO Class 5 environment is physically 1793 
located. 1794 

Category 1 CSP:  A CSP assigned a BUD of 12 hours or less at controlled room 1795 
temperature or 24 hours or less refrigerated. 1796 

Category 2 CSP:  A CSP assigned a BUD of greater than 12 hours at controlled room 1797 
temperature or greater than 24 hours refrigerated that is compounded in accordance 1798 
with all applicable standards for Category 2 CSPs in this chapter. 1799 

Certificate of analysis (COA):  A report from the supplier of a component, container, 1800 
or closure that accompanies the supplier’s material and contains the specifications and 1801 
results of all analyses and a description of the material. 1802 

Classified space:  A space that maintains an air cleanliness classification based on 1803 
the International Organization for Standardization (see also definition for ISO Class). 1804 

Cleanroom:  An ISO-classified room in which the concentration of airborne particles is 1805 
controlled to meet a specified airborne-particulate cleanliness class to prevent particle 1806 
and microbial contamination of CSPs. 1807 

Compounded sterile preparation (CSP):  A preparation intended to be sterile that is 1808 
created by combining, diluting, pooling, or otherwise altering a drug product or bulk drug 1809 
substance. A product produced by reconstituting a conventionally manufactured product 1810 
for an individual patient strictly in accordance with the directions contained in the 1811 
approved labeling provided by the product manufacturer is not considered a CSP for the 1812 
purposes of this chapter. 1813 

Compounding aseptic containment isolator (CACI):  A type of RABS that uses 1814 
HEPA filtration to provide an ISO Class 5 clean air environment designed for the 1815 
compounding of sterile hazardous drugs. 1816 

Compounding aseptic isolator (CAI):  A type of RABS that uses HEPA filtration to 1817 
provide an ISO Class 5 clean air environment designed for compounding of sterile non-1818 
hazardous drugs. 1819 

Compounded stock solution:  A compounded solution to be used in the preparation 1820 
of multiple units of a finished CSP. 1821 

Container–closure system:  The sum of packaging components that together 1822 
contain and protect the dosage form. This includes primary packaging components and 1823 
secondary packaging components, if the latter are intended to provide additional 1824 
protection. 1825 

Conventionally manufactured product:  A pharmaceutical dosage form, usually the 1826 
subject of an FDA-approved application, and manufactured under current good 1827 



manufacturing practice conditions. Conventionally manufactured products are not 1828 
compounded preparations. 1829 

Critical site:  A location that includes any component or fluid pathway surfaces (e.g., 1830 
vial septa, injection ports, and beakers) or openings (e.g., opened ampuls and needle 1831 
hubs) that are exposed and at risk of direct contact with air (e.g., ambient room or 1832 
HEPA filtered), moisture (e.g., oral and mucosal secretions), or touch contamination. 1833 

Direct compounding area:  A critical area within the ISO Class 5 PEC where critical 1834 
sites are exposed to unidirectional HEPA-filtered air, also known as first air. 1835 

Disinfectant:  A chemical agent used on inanimate surfaces and objects to destroy 1836 
fungi, viruses, and bacteria, but not necessarily their spores. 1837 

Expiration date:  Date placed on a conventionally manufactured product to limit the 1838 
time during which it can be used. 1839 

Filter integrity test:  A test (e.g., bubble point test) of the integrity of a sterilizing 1840 
grade filter performed after the filtration process to detect whether the integrity of the 1841 
filter has been compromised. 1842 

First air:  The air exiting the HEPA filter in a unidirectional air stream. 1843 

Hazardous drug:  Any drug identified by at least one of the following six criteria: 1844 
carcinogenicity, teratogenicity or developmental toxicity, reproductive toxicity in humans, 1845 
organ toxicity at low dose in humans or animals, genotoxicity, or new drugs that mimic 1846 
existing hazardous drugs in structure or toxicity. 1847 

In-use time:  The time before which a conventionally manufactured product or a CSP 1848 
must be used after it has been opened or needle punctured (e.g., after a container 1849 
closure of a vial has been penetrated). 1850 

ISO Class:  An air quality classification from the International Organization for 1851 
Standardization. 1852 

Isolator:  An enclosure that provides HEPA-filtered ISO Class 5 unidirectional air 1853 
operated at a continuously higher pressure than its surrounding environment and is 1854 
decontaminated using an automated system. It uses only decontaminated interfaces or 1855 
rapid transfer ports for materials transfer. 1856 

Label:  A display of written, printed, or graphic matter on the immediate container of 1857 
any article. 1858 

Labeling:  All labels and other written, printed, or graphic matter that are 1) on any 1859 
article or any of its containers or wrappers, or 2) accompanying such an article. 1860 

Laminar airflow system (LAFS):  A device or zone within a buffer area that provides 1861 
an ISO Class 5 or better environment for sterile compounding. The system provides a 1862 
unidirectional HEPA-filtered airflow. 1863 

Laminar airflow workbench (LAFW):  A device that is a type of LAFS that provides 1864 
an ISO Class 5 or better environment for sterile compounding. The device provides a 1865 
unidirectional HEPA-filtered airflow. 1866 



Media fill test:  A simulation used to qualify processes and personnel engaged in 1867 
sterile compounding to ensure that the processes and personnel are able to produce 1868 
sterile CSPs without microbial contamination. 1869 

Microbial contamination:  The presence of microorganisms in, or on, an item. 1870 

Multiple-dose container:  A container of sterile medication for parenteral 1871 
administration (e.g., injection or infusion) that is designed to contain more than one 1872 
dose of the medication. A multiple-dose container is usually required to meet the 1873 
antimicrobial effectiveness testing criteria. See Container Content for Injections 697 , 1874 
Determination of Volume of Injection in Containers, Multi-Dose Containers. 1875 

Pass-through:  An enclosure with seals on interlocking doors that are positioned 1876 
between two spaces for the purpose of minimizing particulate transfer while moving 1877 
materials from one space to another. 1878 

Pharmacy bulk package:  A conventionally manufactured sterile product for 1879 
parenteral use that contains many single doses intended for use in a pharmacy 1880 
admixture program. A pharmacy bulk package may either be used to prepare 1881 
admixtures for infusion or, through a sterile transfer device, for the filling of empty sterile 1882 
syringes. 1883 

Positive-pressure room:  A room that is maintained at higher pressure than the 1884 
adjacent spaces, and therefore the net airflow is out of the room. 1885 

Primary engineering control (PEC):  A device or zone that provides an ISO Class 5 1886 
environment for sterile compounding. 1887 

Preservative:  A substance added to inhibit microbial growth or to prevent 1888 
decomposition or undesirable chemical changes. 1889 

Pyrogen:  A substance that induces a febrile reaction in a patient. 1890 

Pyrogen-free:  A substance lacking sufficient endotoxins or other fever-inducing 1891 
contamination to induce a febrile or pyrogenic response. 1892 

Quality assurance (QA):  A system of procedures, activities, and oversight that 1893 
ensures that operational and quality standards are consistently met. 1894 

Quality control (QC):  The sampling, testing, and documentation of results that, taken 1895 
together, ensure that specifications have been met before release of the preparation. 1896 

Reconstitution:  The process of adding a diluent to a powdered medication to 1897 
prepare a sterile solution or suspension. 1898 

Release testing:  Testing performed to ensure that a preparation meets appropriate 1899 
quality characteristics. 1900 

Repackaging:  The act of removing a conventionally manufactured sterile product 1901 
from its original primary container and placing it into another primary container, usually 1902 
of smaller size. 1903 

Responsible person:  The individual accountable for an activity. 1904 



Restricted access barrier system (RABS):  An enclosure that provides HEPA-1905 
filtered ISO Class 5 unidirectional air that allows for the ingress and/or egress of 1906 
materials through defined openings that have been designed and validated to preclude 1907 
the transfer of contamination, and that generally are not to be opened during operations. 1908 
Examples of RABS include CAIs and CACIs. 1909 

Segregated compounding area:  A designated, unclassified space, area, or room 1910 
that contains a PEC and is suitable for preparation of Category 1 CSPs only. 1911 

Single-dose containers:  A container of sterile medication for parenteral 1912 
administration (e.g., injection or infusion) that is designed for use with a single patient as 1913 
a single injection/infusion. A single-dose container usually does not contain a 1914 
preservative. 1915 

Specification:  The tests, analytical methods, and acceptance criteria to which a drug 1916 
substance, drug product, CSP, component, container–closure system, equipment, or 1917 
other material used in drug preparation must conform to be considered acceptable for 1918 
its intended use. 1919 

Stability:  The extent to which a CSP retains physical and chemical properties and 1920 
characteristics within specified limits throughout its BUD. 1921 

Sterility:  The freedom from viable microorganisms. 1922 

Sterility testing:  A documented and established laboratory procedure for detecting 1923 
viable microbial contamination in a sample or preparation. 1924 

Sterilizing-grade membranes:  Filter membranes that are documented to retain 1925 
100% of a culture of 107 microorganisms of a strain of Brevundimonas diminuta per cm2 1926 
of membrane surface under a pressure of not less than 30 psi. Such filter membranes 1927 
are nominally 0.22-µm or 0.2-µm pore size. 1928 

Sterilization by filtration:  Passage of a gas or liquid through a sterilizing-grade 1929 
membrane to consistently yield filtrates that are sterile. 1930 

Terminal sterilization:  The application of a lethal process (e.g., dry heat, steam, 1931 
irradiation) to sealed containers for the purpose of achieving a predetermined SAL of 1932 
greater than 10−6 or a probability of less than one in one million of a nonsterile unit. 1933 

Unclassified space:  A space not required to meet any air cleanliness classification 1934 
based on the International Organization for Standardization (ISO). 1935 

Unidirectional airflow:  Air within a PEC moving in a single direction in a uniform 1936 
manner and at sufficient speed to reproducibly sweep particles away from the direct 1937 
compounding area or testing area. 1938 

Verification:  Confirmation that a method, process, or system will perform as 1939 
expected under the conditions of actual use. 1940 

 1941 
APPENDICES 1942 

Appendix 1. Acronyms 1943 



    1944 

ACD Automated compounding device 
ACPH Air changes per hour 
ALARA As low as reasonably achievable 
API Active pharmaceutical ingredient 
BSC Biological safety cabinet 
BUD Beyond-use date 
CACI Compounding aseptic containment isolator 
CAI Compounding aseptic isolator 
CFU Colony-forming units 
COA Certificate of analysis 
CSP Compounded sterile preparation 
ECV Endotoxin challenge vial 
FDA Food and Drug Administration 
HEPA High-efficiency particulate air 
HVAC Heating, ventilation, and air conditioning 
IPA Isopropyl alcohol 
ISO International Organization for Standardization 
LAFS Laminar airflow system 
LAFW Laminar airflow workbench 
NRC Nuclear Regulatory Commission 
PEC Primary engineering control 
PPE Personal protective equipment 
QA Quality assurance 
QC Quality control 
RABS Restricted access barrier system 
SAL Sterility assurance level 
SOP Standard operating procedure 
TSA Trypticase soy agar 

Appendix 2. Common Disinfectants Used in Health Care for Inanimate Surfaces 1945 
and Noncritical Devices, and Their Microbial Activity and Propertiesa 1946 

    1947 

Chemical Category of Disinfectant 



  

Isopropyl 
Alcohol 

Accelerated 
Hydrogen 
Peroxide 

Quaternary 
Ammonium

(e.g., 
dodecyl 
dimethyl 

ammonium 
chloride) Phenolics 

Chlorine  
(e.g., sodium 
hypochlorite)

Iodophors 
(e.g., 

povidone–
iodine) 

Concentration 
Used 

 60%–
95% 0.5%b 

0.4%–1.6% 
aq 

0.4%–
1.6% aq 

100–5000 
ppm 30–50 ppm

Microbial 
Inactivationc 

Bacteria + + + + + + 
Lipophilic 
viruses + + + + + + 
Hydrophilic 
viruses ± + ± ± + ± 
M. 
tuberculosis + + ± + + ± 
Mycotic 
agents 
(fungi) + + + + + ± 
Bacterial 
spores − − − − + − 

Important 
Chemical and 
Physical 
Properties 

Shelf life >1 
week + + + + + + 
Corrosive 
or 
deleterious 
effects 

± − − − ± ± 

Non-
evaporable 
residue − − + + − + 
Inactivated 
by organic 
matter + ± + ± + + 
Skin irritant ± − + + + ± 
Eye irritant + − + + + + 
Respiratory 
irritant − − − − + − 
Systemic 
toxicity + − + + + + 

Key to abbreviation and symbols: aq = diluted with water; ppm = parts per million; + = yes; – = no; ± = 
variable results. 



Chemical Category of Disinfectant 
  

Isopropyl 
Alcohol 

Accelerated 
Hydrogen 
Peroxide 

Quaternary 
Ammonium

(e.g., 
dodecyl 
dimethyl 

ammonium 
chloride) Phenolics 

Chlorine  
(e.g., sodium 
hypochlorite)

Iodophors 
(e.g., 

povidone–
iodine) 

a  Modified from World Health Organization, Laboratory Bio Safety Manual 1983 and Rutala WA. Antisepsis, disinfection and 
sterilization in the hospital and related institutions. Man Clin Microbiol. Washington D.C.: American Society for 
Microbiology;1995, 227–245. 
b  Accelerated hydrogen peroxide is a new generation of hydrogen peroxide–based germicides in which the potency and 
performance of the active ingredient have been enhanced and accelerated through the use of appropriate acids and 
detergents. 
c  Inactivation of the most common microorganisms (i.e., bacteria) occurs with a contact time of ≤1 minute; inactivation of 
spores requires longer contact times (e.g., 5–10 minutes for 5,000 ppm chlorine solution against C. difficile spores). Perez J, 
Springthorpe VS, Sattar SA. Activity of selected oxidizing microbicides against the spores of Clostridium difficile: relevance 
to environmental control. Am J Infect Con. 2005;33(6):320–325. 

▴USP40
 1948 

SWS WORKFLOW VALIDATION 1949 

    1950 

XML Attribute XML Value SWS Attribute SWS Value Notes 
corres-id *missing*     XML inconsistent with SWS
corres-id *missing*     XML inconsistent with SWS
corres-id *missing*     XML inconsistent with SWS
corres-id *missing*     XML inconsistent with SWS
corres-id *missing*     XML inconsistent with SWS
corres-id *missing*     XML inconsistent with SWS
corres-id *missing*     XML inconsistent with SWS

1  U.S. Food and Drug Administration, Guidance for Industry, Sterile Drug Products Produced by Aseptic 1951 
Processing Current Good Manufacturing Practice, September 2004. 1952 

2  Guidelines for Environmental Infection Control in Health Care Facilities, Recommendations of CDC and 1953 
the Healthcare Infection Control Practices Advisory Committee (HICPAC), MMWR, vol. 52, no. RR 10, 1954 
June 6, 2003, figure 3, pg. 12. 1955 

3  NSF/ANSI 49. 1956 

4  ISO 14644 4:2001 Cleanrooms and associated controlled environments Design, construction, and 1957 
start up, Case Postale 56, CH 1211 Geneve 20, Switzerland, tel. +41 22 749 01 11. 1958 



5  By definition (IEST RP CC 001.4), HEPA filters are a minimum of 99.97% efficient when tested using 1959 
0.3 µm thermally generated particles and a photometer or rated at their most penetrating particle size 1960 
using a particle counter. 1961 

6  Sample procedures are detailed in CETA Applications Guide CAG 002 2006 section 2.09. 1962 

7  Controlled Environment Testing Association, 1500 Sunday Drive, Ste. 102, Raleigh, NC 27607; 1963 
www.CETAinternational.org. 1964 

8  Agalloco J, Akers JE. Aseptic Processing: A Vision of the Future. Pharmaceutical Technology, 2005. 1965 
Aseptic Processing supplement, s16. 1966 

9  Eaton T. Microbial Risk Assessment for Aseptically Prepared Products. Am Pharm Rev. 2005; 8 (5, 1967 
Sep/Oct): 46 51. 1968 

10  Guideline for Hand Hygiene in Health care Settings, MMWR, October 25, 2002, vol. 51, No. RR 16 1969 
available on the Internet at http://www.cdc.gov/handhygiene/. 1970 

11  The use of additional resources, such as the Accreditation Manual for Home Care from the Joint 1971 
Commission on Accreditation of Healthcare Organizations, may prove helpful in the development of a QA 1972 
plan. 1973 

12  See American Society of Heating, Refrigerating and Air Conditioning Engineers, Inc. (ASHRAE), 1974 
Laboratory Design Guide. 1975 

13  CETA Applications Guide for the Use of Compounding Isolators in Compounding Sterile Preparations 1976 
in Healthcare Facilities, CAG 001 2005, Controlled Environment Testing Association (CETA), November 1977 
8, 2005. 1978 

▴1  Centers for Disease Control and Prevention and the Safe Injection Practices Coalition, One & Only 1979 
Campaign, http://www.oneandonlycampaign.org/safe injection practices.▴USP40

 1980 

▴2  Agalloco J, Akers JE. Aseptic processing: a vision of the future. Pharm Technol. 2005; Aseptic 1981 
Processing supplement, s16.▴USP40

 1982 

▴3  Eaton T. Microbial risk assessment for aseptically prepared products. Am Pharm Rev. 2005;8(5):46–1983 
51.▴USP40

 1984 





 California’s applies to all pharmacies regardless of size.
“We’re hoping this improves medical adherence and saves lives,” said Sarah de Guia,
 executive director of the California Pan-Ethnic Health Network, which supported the
 bill. The legislation will make it easier for non-English and limited-English speakers to
 take their medications correctly, she said.
An estimated 6.8 million Californians – nearly 20 percent of the state’s residents – are
 considered to have limited English skills, according to the U.S. Census.
The California Board of Pharmacy, which supported the bill, already requires
 pharmacists to offer free interpreting services for non-English speakers, upon request at
 the pharmacy counter. Some California pharmacies already provide translated
 prescription labels and medication instructions, but they aren’t required to by law.
Other pharmacies, from “mom-and-pop” stores serving ethnic communities to large
 drugstore chains, go further to serve the state’s diverse population. CVS, which operates
 865 pharmacies in California, provides medication instructions in 15 languages in
 addition to English when customers request them. The company also provides telephone
 translation in more than 150 languages, said company spokesman Mike DeAngelis.
A California Pharmacists Association spokeswoman declined to comment on the bill
 Thursday.
The current prescription translation bill faced no opposition, but similar bills in previous
 years had stalled over pharmacists’ fears of liability if prescription labels or medication
 instruction handouts weren’t correctly translated. This time, pharmacists will have more
 flexibility and oversight in developing the translated information for their customers,
 said Virginia Herold, executive officer of the California Board of Pharmacy.
“Pharmacy services are an integral part of health care and language skills should never
 be an impediment to equal access,” said California Assemblyman Phil Ting (D-San
 Francisco), who sponsored the bill. “California is the most linguistically diverse state in
 the nation. By ensuring that all patients understand their medications, we will save lives
 and improve healthcare for millions of people.”
A state law passed in 2007 required the California Board of Pharmacy to develop more
 patient-friendly prescription labels. The board subsequently provided translations in five
 languages for common medication instructions, such as “take one pill at night.” But
 pharmacists didn’t have to use them, and many didn’t.
There’s little current data on how many California pharmacies offer prescription labels
 or medication instructions in languages other than English. A California Board of
 Pharmacy survey found that about 70 percent of pharmacies offered some translations,
 but their accuracy could not be determined.
A 2009 study of pharmacies in four states (not including California) found that 43
 percent of pharmacies reported medication translations were available in at least one
 language other than English, but 21 percent reported limited availability and 35 percent
 cited no availability.
Herold said the Board of Pharmacy will urge pharmacists to place the medication
 instructions directly on the prescription bottle label, where they can’t be lost, although
 that’s not mandated by the current bill.



“Nobody got everything they wanted (in the bill), but we think we’re moving in the right
 direction, compared to where we were five years ago,” Herold said.
 





Ned Milenkovich
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Denver area pharmacy draws penalty for HIPAA privacy 
violation 

Settlement with OCR highlights need to meet HIPAA obligations

August 10, 2015
By Ned Milenkovich, PharmD, JD

The Department of Health and Human Services’ Office 
of Civil Rights (OCR) has announced a settlement with 
a Denver-area pharmacy in a case that centered on 
violation of HIPAA requirements through disposal of 
medical records in an unsecure manner.

See also: A HIPAA violation, a $1.8 million verdict, 
and three takeaways

In 2012, a local Denver news station notified the OCR 
that records had been found in open containers on the 

pharmacy’s premises. OCR opened an investigation and discovered intact medical records 
containing protected health information for more than 1,600 of the pharmacy’s patients. The 
investigation revealed that the pharmacy had failed to safeguard the protected health information 
of its patients, failed to implement written HIPAA policies, and failed to provide staff with 
training on its HIPAA policies and procedures.

National privacy standards

All three violations committed by the Denver pharmacy show failure to comply with HIPAA’s 
Privacy Rule, which establishes national standards to protect individuals’ medical records and 
other personal health information. The rule requires safeguards to protect the privacy of personal 
information and sets limits and conditions on the uses and disclosures that may be made of such 
information without patient authorization.

See also: Omnibus Guidelines expected to brings changes to 340B program

Although the HIPAA Privacy Rule does not specify how covered entities must dispose of paper 
documents, it explains that facilities “must review their own circumstances to determine what 
steps are reasonable to safeguard protected health information through disposal, and develop and 
implement policies and procedures to carry out those steps.”

The settlement

In addition to the $125,000 fine, the pharmacy is required to adopt a corrective plan that will 
include the development of a comprehensive HIPAA policies and procedures manual. The 
procedures are required to include HIPAA training for all pharmacy employees. Each employee 
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must then certify to having received the training, and the pharmacy must review the method and 
content of the training on an annual basis.

While announcing the settlement, OCR took the opportunity to reiterate the importance of secure 
disposal of paper medical records.

“Regardless of size, organizations cannot abandon protected health information or dispose of it 
in dumpsters or other containers that are accessible by the public or other unauthorized persons,” 
said OCR director Jocelyn Samuels. “Even in our increasingly electronic world, it is critical that 
policies and procedures be in place for secure disposal of patient information, whether that 
information is in electronic or paper form.”

Disposal methods

According to the OCR, examples of proper methods of disposal include:

• Shredding, burning, pulping, or pulverizing protected health information in paper records 
so that the information is rendered essentially unreadable, indecipherable, and otherwise 
cannot be reconstructed before it is placed in a dumpster or other trash receptacle.

• Maintaining protected health information in opaque bags in a secure area and using a 
disposal vendor as a business associate to pick up and shred or otherwise destroy the 
information.

• In justifiable cases, based on the size and type of covered entity, and the nature of the 
protected health information, depositing it in locked dumpsters that are accessible only by 
authorized persons, such as appropriate refuse workers.

Reminder to pharmacies

This recent OCR HIPAA enforcement action should serve as a reminder to pharmacies that are 
determined to be healthcare providers transacting electronically and that would therefore fall 
under the classification of a HIPAA “covered entity.” These pharmacies, like other HIPAA 
covered entities, are coming under increasing scrutiny by OCR, and to the extent necessary, they 
are being disciplined through monetary fines as well as required to undertake remedial corrective 
action to protect patient identifiable health information.
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From: Jim Miller
To: Witkowski, Terry [IBPE]
Cc: Funk, Andrew [IBPE]; Jorgenson, Debbie [IBPE]
Subject: Re: FW: NPM site feedback regarding PTCB 2020 requirement
Date: Thursday, September 17, 2015 1:41:10 PM

Yes, I think this is valuable input and the discussion regarding technician training and
 certification will be something the bop needs to stay on top of.  Thanks
Jim

On Wed, Sep 16, 2015 at 3:12 PM, Witkowski, Terry [IBPE] <Terry.Witkowski@iowa.gov>
 wrote:

Jim,

 

Is this something you want distributed to the Board at the November
 meeting?

 

Therese (Terry) Witkowski

Executive Officer

Iowa Board of Pharmacy

terry.witkowski@iowa.gov

515-281-6676

 

The Iowa Board of Pharmacy promotes, preserves, and protects the public health, safety,
 and welfare through the effective regulation of the practice of pharmacy and the licensing
 of pharmacies, pharmacists, and others engaged in the sale, delivery, or distribution of
 prescription drugs and devices. Iowa Code § 155A.2(1).

 

 

From: Megan Myers [mailto: ] 
Sent: Wednesday, September 16, 2015 3:08 PM
To: Jim Miller
Cc: Anthony Pudlo; Witkowski, Terry [IBPE]
Subject: NPM site feedback regarding PTCB 2020 requirement



 

Dear Jim,

 

I had an opportunity through conference calls and a meeting last week to seek input from
 both pharmacists and technicians at New Practice Model sites regarding the proposed
 requirement for technicians to complete an accredited program in order to be eligible for the
 PTCB certification exam.

 

Attached are a compilation of comments.  My impression from the group is overall this
 requirement is not supported as is – but if PTCB is able to demonstrate proof of program
 quality and if completing a program could help develop more career opportunities/expanded
 roles for technicians (aka a career ladder) then there might be more support for this
 requirement.

 

Please let me know if there is anything you would like clarified, or want any additional
 feedback from the group.

 

Sincerely,

Megan

 

Megan Myers

New Practice Model Project Manager

Iowa Pharmacy Association

Phone: 515-270-0713

Fax: 515-270-2979

 

Membership Matters. To You. To the Profession. To Patients. 

Renew your membership today!

 

This email message and its attachments may contain confidential information that is exempt from disclosure under Iowa Code
 chapters 22, 139A, and other applicable law. Confidential information is for the sole use of the intended recipient. If you believe that



 you have received this transmission in error, please reply to the sender, and then delete all copies of this message and any
 attachments. If you are not the intended recipient, you are hereby notified that any review, use, retention, dissemination, distribution,
 or copying of this message is strictly prohibited by law.



The NPM group recognizes a need for technician education but does not support required graduation 
from an accredited ASHP program for several reasons: 
 
Feedback from Pharmacists: 
 

1) There is a concern about the quality of the programs currently in place – pass rates for PTCB are 
still low even when prospective technicians graduate from a program.   Pharmacists do not believe the 
quality is there and have seen more success with training technicians themselves.  Having access to a 
quality program in the area is also a concern.  Sites can’t support a program that can’t prove its value.  
There needs to be data to support program quality.  If a program does become required, it should be 
affordable. 

2)  This requirement may set the bar too high for entry level technician positions.  Education 
through an accredited program may be beneficial for some of the expanding roles for technicians (TCT, 
telepharmacy, etc…) but it is not necessary for the traditional entry level functions (Rx 
entry/cashier/filling).  The roles and responsibilities of the technician in the pharmacy must be 
considered.  PTCB exam is intended to be a minimal competency exam and should mirror the 
responsibilities for entry level duties in various practice settings. 

3) Most entry level technicians do not intend to make pharmacy a career path.  It’s often a stepping 
stone to other careers in health care.  The growth potential to make being a pharmacy technician a 
career path needs to be considered.   

4) This requirement may make it even more difficult to attract and retain technicians.  Sites are 
already having difficulty finding qualified technicians and this requirement may make the shortage even 
worse. 

5) Training needs to be site specific.  It would be better if pharmacists could set up internships at the 
local level where technicians in training could earn CE towards certification requirements. 
 
Additionally: ND has a similar requirement.  Problems observed even when the company covers tuition 
cost of program participation are as follows:  

1) Successful completion rate of the program is relatively low. 
2) This has resulted in a decreasing number of technicians entering the workforce which has created 

a bidding war to hire technicians.   
3) Due to the bidding war, technician salaries have increased to double what is found in other 

markets, but their job responsibilities have not changed.   
4) This requirement has created a barrier to entry level positions. 

 
An alternative approach may be to incorporate employee training into the pharmacy curriculum so 
pharmacists are better prepared to train employees. 
 
Sites have seen technicians struggle with the PTCB exam in the last year or so and have noticed the dip 
in pass-rates. 
 
Feedback from currently certified pharmacy technicians: 

1) This requirement would have been a barrier to several of the technicians on our conference call.  
They consider the cost (avg. cost of $2,500) to be a significant barrier.  The time needed to 
invest in a program would have also been barrier as many of them were looking for a job at the 
moment and needed the income. 

2) Right now technicians see little opportunity for promotion or climbing a career ladder.  
Therefore the return on investment for paying for formal education is minuscule.  



3) The technicians stated that hands on learning/on-the-job training is more effective for their 
current role than formal education.  Formal education would be a reasonable expectation for 
expanded pharmacy roles such as tech-check-tech but should not be a requirement for 
certification. 

4) Technicians recognize the potential benefit of having more competent help at the entry-level 
position through structured technician training including having a realistic expectation of the 
stressful high-paced environment.  This could potentially help decrease turnover from new hires 
leaving a job due to stress.  But there was also a concern that making it a requirement would 
decrease the already scarce applicant pool. 



 

 

 

Advancing patient health through communication, education and innovation. 
 

8515 Douglas Ave, Suite 16    Des Moines, IA 50322    515.270.0713    Fax: 515.270.2979 

Website: www.iarx.org    E-mail  

 

IPRN Welcomes Amanda Latta as Monitor 
 
DES MOINES, IOWA, September 18, 2015 - The Iowa Pharmacy Recovery Network (IPRN) has hired Amanda 
Latta, PharmD, as the organization’s monitor. She will oversee the day-to-day operations of the state’s 
monitoring and advocacy peer-review program that assists impaired pharmacy professionals in Iowa.  
 
Latta is a 2002 graduate of the University of Iowa College of Pharmacy and worked as a staff pharmacist at 
Walgreens from 2002 to 2011. During that time, she also served as adjunct faculty at the Drake University 
College of Pharmacy and Health Sciences and was a preceptor at the Patient Care Center in Des Moines, Iowa. In 
June 2015, she attended the American Pharmacists Association (APhA) Institute on Alcoholism and Drug 
Dependencies (formerly the Utah School) and began serving as an IPRN advocate for two clients earlier in 2015.  
 
“Amanda brings compassion, enthusiasm, a wealth of ideas, and joy to this position,” said Kate Gainer, CEO of 
the Iowa Pharmacy Association, the organization that administers the program.   
 
Among her duties as monitor, Latta will develop treatment plans for clients and track their progress, assist IPRN 
advocates with client reporting, provide reports to the Iowa Board of Pharmacy, and monitor IPRN’s 24-hour 
hotline. She will also work to increase the program’s exposure and educate pharmacists, students, pharmacy 
technicians and employers about the services provided by IPRN to help pharmacy professionals suffering from 
the disease of addiction.  
 

*** 
 

About the Iowa Pharmacy Recovery Network 
The Iowa Pharmacy Recovery Network is a monitoring and advocacy peer-review program administered by the 
Iowa Pharmacy Association for the purpose of assisting impaired pharmacists, pharmacy students, and 
pharmacy technicians, whose dependency and or disability is potentially threatening to professional 
performance and public safety. If you suspect impairment, contact IPRN at 1-877-890-IPRN (4776) or 

.  
 
About the Iowa Pharmacy Association 
The Iowa Pharmacy Association is the state society representing the profession of pharmacy in Iowa, united for 
the purpose of promoting safe and effective medication use to improve the health of patients. Since 1880, the 
Iowa Pharmacy Association is organized to preserve and advance the interests of the profession and to serve the 
professional needs of all pharmacists, student pharmacists, and pharmacy technicians. 



Iowa Pharmacy Recovery Network 

Quarter 3rd 3rd 3rd 3rd 3rd 3rd 3rd 3rd 3rd 3rd
Member # and Initials 1R 2R 3R 4R 5R 6R 7R 8R 9R 10R

Profession RPh RPh RPh RPh RPh RPh RPh RPh RPh RPh
Licensure/Certification Status/OIGProbation-OIG Probation Probation Active Probation Suspension Suspension Suspension Probation Active
IPRN Contract 12/19/2010 10/24/2012 10/24/2012 11/30/2012 1/15/2013 9/16/2014 11/5/2014 12/2/2014 6/11/2015 Pending
Contract Completion Date 12/19/2015 10/24/2017 10/24/2017 11/30/2017 1/15/2018 9/16/2019 11/5/2019 12/2/2019 6/11/2020 Pending
IPRN Status Active Active Active Active Active Active Active Active Active Pending
Advocate Initials TP TP CP JR CP ES ES ES AL BA
Professional Work Status   a pharmacist Working Working Not working Working Not working Not working Not working Working Not Working
UA Ordered NA Ordered Ordered NA Ordered NA NA NA Ordered NA
Monthly Report Received        Y Y Y Y Y Y Y Y NA

Y Y Y Y Y Y Y Y Y NA
Y Y Y Y Y Y Pending Y Y NA

(1) Monthly Client Meetings Y Y Y NA Y Y Y Y Y Y
Excused Y Excused Excused Y Y Y Excused Y

Excused, willi     Y Excused Y Y Y Y Excused Y
Number of Contacts this Quarter 10 11 2 3 20 6 9 8 8 20
Date of Last Contact 10/4/2015 10/4/2015 10/4/2015 10/1/2015 10/3/2015 9/30/2015 9/28/2015 9/30/2015 10/4/2015 9/22/2015
Contacts (phone, in person, email)  Person, Email  person. Email Person, Email Email In Person, Email, Text  e, mostly texts  Person Email Person, Email erson/19Email
Contract Compliance  3 3 3 2 3 3 3 3 3 NA
12 Step Attendance  3 3 3 NA NA 3 Very Good!!3 3 3 3
Attitude Towards Recovery  3 3 3 3 3 3 3 3 3
Attitude Towards Family 3 3 3 3 3 3 2 3 3
Attitude Towards Employment  3 3 3 3   cy position; enjoys working NA 3 3
Participation in Treatment 3 3 NA NA NA NA NA NA NA 3
Quarter Goals Met 3 3 3 3 3 3 3 3 3
Overall Recovery 3 3 3 3 3 3 3 3 3
Additional Comments for the Board of Pha macy:       client for some time.  Only requirement is monthly report.             rk and family.       ly engaged in 12 Step work.                   with advocate           ent meetings.                    on of his case.

Quarter 3rd 3rd
Member # and Initials 11R 12T

Profession RPh ch in Training
Licensure/Certification Status/OIG Suspension Probation
IPRN Contract 9/11/2015 6/29/2015
Contract Completion Date 9/11/2020 6/29/2020
IPRN Status Active Active
Advocate Initials AL JK
Professional Work Status Not Working Working
UA Ordered NA Ordered
Monthly Report Received        NA Y

NA Y
Y Y

(1) Monthly Client Meetings Y Excused
Y Excused
Y Excused

Number of Contacts this Quarter 25 4/wk average
Date of Last Contact 10/4/2015 9/30/2015



Iowa Pharmacy Recovery Network 

Contacts (phone, in person, email)  person, email Person
Contract Compliance  2 3
12 Step Attendance  2 3
Attitude Towards Recovery  3 3
Attitude Towards Family 3 3
Attitude Towards Employment  3 3
Participation in Treatment NA 3
Quarter Goals Met 2 3
Overall Recovery 3 3
Additional Comments for the Boar             g the program.       ent employee

Key:
1 = Poor 
2 = Acceptable
3 = Excellent
NA = Not Applicable























































































From: Bakken, Brianne K (UI Health Care)
To: Jorgenson, Debbie [IBPE]
Subject: Request To Be Added To November Board Meeting
Date: Wednesday, September 30, 2015 3:21:14 PM
Attachments: Intelliguard Executive Summary.pdf

Intelliguard Kits and Trays.pdf
Iowa System Overview (Bill Houghton).pdf

Good Afternoon Debbie,
 
Following up from our phone conversation this morning: I am a pharmacist at The University of Iowa
 Hospitals and Clinics. I have been working with Curt Gerhold regarding a new piece of technology
 equipment we will be implementing in our pharmacy. Terry recommended that we be on the
 agenda for the next Board of Pharmacy Meeting in November to present an overview of our system
 and some of our questions/concerns before implementation. As mentioned on the phone, we
 would prefer to phone conference into the meeting if possible.
 
Overview:
               The Intelliguard® Kit and Tray Management System offers an automated solution for the
 medication restocking and checking of emergency kits and trays. Intelliguard® Kit and Tray
 Management System uses passive radio frequency identification (RFID) technology to link
 medication information and other specific details to a small tag on each individual medication unit
 used within the kits and trays. The Intelliguard® system has the ability to scan over 150 drugs within
 seconds, allowing for shorter kit and tray replenishment times while boasting 100% accuracy of
 finalized trays. Implementation of Intelliguard will improve the efficiency and accuracy of the
 refilling and restocking of emergency drug trays, leading directly to increased patient safety.
               Additionally, the Intelliguard® Kit & Tray Management System provides more efficient
 record keeping and medication tracking capabilities that far surpass our current manual record
 keeping processes. The system records all of the following: tray name, tray number, lock number,
 drug items, drug NDC, drug expiration date, first expiring drug item, technician, pharmacist,
 deployment date, deployed to, deployed location, making our medication supply chain easier to
 manage.
               The Intelliguard® RFID Solutions process begins by placing a small RFID tag onto each
 medication unit. The RFID tag consists of an antenna and a chip that contains a Unique Device
 Identifier (UDI). The UDI chip stores product information/data such as manufacturer, medication
 name, NDC number, lot number and expiration date. Initially the RFID is meaningless and does not
 contain any information. An entire flat of medication is labeled with blank RFID tags, the medication
 is placed in the Intelliguard® Kit and Tray Management Workstation  and is scanned by a bar code
 scanner and a technician manually enters the lot number and expiration date corresponding to the
 package. The entire flat of medications is then placed in the Intelliguard® Kit and Tray Management
 Workstation and the RFID tags are encoded with the information listed above. Those medications
 are then scanned a second time by a pharmacist to ensure the encoding, lot and expiration are
 correct. After the second scan and approval by a pharmacist, the medications are ready to be used
 in the refilling of kits and trays.
               When a kit or tray is returned to the pharmacy for refilling, it is placed in the Intelliguard®
 Kit and Tray Management Workstation where the system reads all pre-applied RFID tags on all
 products and compares it against the kit/tray formulary and predetermined medication PAR levels.



 During the RFID scan the tray inventory is counted; any missing, expired or soon-to-expire
 medications are identified and a medication pick list is generated. After tray replenishment by a
 technician occurs, the entire tray is scanned a second time by a pharmacist, ensuring the tray
 contains the correct drugs, doses and quantities.
 
Background Information & Materials:
I have attached some background materials that may be helpful for The Board and the following
 video is a nice overview of the product as well: https://www.youtube.com/watch?v=7UzriBjQfyc
 
Questions For The Board:

·        Intelliguard will be sending some of their staff on-site to insist in the implementation. They
 will be sending nationally certified pharmacy technicians that will aid in the tagging,
 encoding and filling of kits/trays. One of our pharmacists will be completing the final
 verification. The Intelliguard  group will be on site for approximately 2 weeks. Will the
 Intelliguard technicians need to be registered with The Board? Would The Board allow us
 to request a waiver?

·        Is the Intelliguard Kit & Tray Management system considered to be an “Automated
 Medication Distribution System” or “AMDS”? If so, is it subject to all of the requirements
 in IAC 657 Chapter 9?

·        What kind of error rating and reporting would be required at implementation?
 
 
Thank You,
Brianne Bakken
 
 
Brianne Bakken, PharmD
PGY1 Health-System Pharmacy Administration Resident

Pharmacy Administration | Department of Pharmaceutical Care
University of Iowa Health Care | 200 Hawkins Drive | CC101GH
Iowa City, IA  52242

Phone  | Fax  | Pager 

 

 Notice: This UI Health Care e-mail (including attachments) is covered by the Electronic
 Communications Privacy Act, 18 U.S.C. 2510-2521, is confidential and may be legally
 privileged.  If you are not the intended recipient, you are hereby notified that any retention,
 dissemination, distribution, or copying of this communication is strictly prohibited.  Please
 reply to the sender that you have received the message in error, then delete it.  Thank you.









4  |  TIME & MOTION STUDY – INTELLIGUARD® KIT AND TRAY MANAGEMENT SYSTEM

Trays were stocked with  
the following errors

Data Collection Key Description Quantity

EX Expired Med  11

MI Missing Med  30

OP Open/Used Med  9

OV Overage  4

SALAD Look/Sound Alike  1

SUB Substitution  2

Adult  
Code

Pediatric  
Code

Neonatal  
Code

WHP  
Upper Right

EX: EPINEPHrine 1:10,000 EX: calcium chloride 10% EX: atropine PFS OP: sodium chloride 0.9%

EX: magnesium sulfate 2mL MI: adenosine 2mL  EX: sodium chloride 0.9% Flush MI: lidocaine 2% AMP

MI: phenytoin 5mL MI: amiodarone 3mL MI: adenosine 2mL MI: chloroprocaine 3%

MI: magnesium sulfate 2mL MI: naloxone 1mL MI: sodium bicarb 4.2% MI: chloroprocaine 3%

OV: amiodarone 3mL MI: sodium bicarb 8.4% 10mL  MI: lidocaine 2% AMP

OP: flumazenil SALAD: DOBUTamine   

OP: vasopressin 1mL EX: EPINEPHrine 1:10,000 PFS   

MI: diphenhydrAMINE OP: phenytoin 5mL   

 OV: phenytoin 5mL   

WHP  
Upper Left

WHP  
Lower Right

Anesthesia  
Left 

Anesthesia  
Right

EX: flumazenil EX: phenylephrine PFS OP: flumazenil OV: propofol

OP: amiodarone 3mL EX: lidocaine PFS 2% MI: nalbuphine (out of stock) MI: lidocaine 2% PF

MI: ondansetron 2mL MI: phenylephrine PFS MI: metoclopramide MI: lidocaine 2% PF

MI: ceFAZolin 1gm MI: phenylephrine PFS MI: ondansetron 2mL MI: lidocaine 2% Jelly

MI: ceFAZolin 1gm MI: phenylephrine PFS MI: ceFAZolin EX: ePHEDrine PFS

MI: sodium chloride 0.9% OP: lidocaine 2% MI: sodium chloride 0.9% OP: succinycholine 

SUB: nalbuphine amp  OV: vasopressin EX: succinycholine

OP: vasopressin  

SUB: atropine  

MI: oxytocin 1mL  

MI: oxytocin 1mL  









































































































































From: Greg Janes
To: Jorgenson, Debbie [IBPE]
Subject: Materials for Nov 3 Board Meeting
Date: Tuesday, October 20, 2015 4:15:18 PM
Attachments: TelepharmacyPilotProject20151103.pdf

Good afternoon Debbie,

On behalf of all parties involved with this study, please find the attached proposal
 for a telepharmacy pilot project. We are excited for the opportunity to work
 together with the Iowa Board of Pharmacy to provide world class telepharmacy
 operations in the State of Iowa.

We’ll look forward to discussing the proposed project at the Board meeting on
 November 3rd.

I would also kindly request confirmation that you have received this information.

Kindest regards,
Greg Janes

--
Greg Janes

w: 319.535.0571
m: 319.899.2423
www.telepharm.com



A Pharmacy Pilot or Demonstration Research Project for a  
New Practice Model for Community Pharmacy 

 
 

A Demonstration Project to Study the Effects of Implementing Telepharmacies in 
Community Practice to Increase Pharmacist Access and Medication Adherence. 

 
 

Iowa Pharmacy Association 
NuCara Health Solutions 

TelePharm 
University of Iowa Hospitals & Clinics 

University of Iowa College of Pharmacy 
 
 
 

Primary contact: 
Adam Chesler, PharmD 

Vice President of Operations 
TelePharm 

105 Iowa Ave. Suite 231 
Iowa City, IA 52240 

 
 

 
 
 
 

Re-Submitted to the Iowa Board of Pharmacy 
 

November 3, 2015  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 



BACKGROUND 
In Iowa, almost half the population — 1.4 million people — live in a rural area. In the past 2 
years, 71 pharmacies have closed in the state, most of which served rural areas. These 
closings have left approximately 300,000 Iowans without convenient access to a pharmacy. 
Access to a pharmacist has been shown to be highly effective in improving outcomes , and the 1

closing of these pharmacies is having a devastating effect on access to these critical services 
for Iowans living in rural areas.  
 
Seventy-seven percent of rural counties in the United States are designated as primary care 
health professional shortage areas. Residents in these areas, typically elderly, now have to 
travel long distances to pick up their prescription medications. These patients already face a 
number of challenges when trying to access healthcare services close to home, including 
weather, geography, and social barriers. Patients see their pharmacist more often than any 
other healthcare professional , and increasing their accessibility should be a top priority. 2

 
Studies have been done to evaluate the factors that contribute to decreased medication 
adherence; lack of access to healthcare services and prescribers has been listed as a top 
cause. Additionally, patients have described difficulties in receiving medication refills often 
leading to gaps in therapy when access to a healthcare provider is limited.  Medication 

3

nonadherence contributes to increased costs to taxpayers and health systems due to poor 
outcomes, hospital readmissions, and unnecessary doctor visits. By eliminating the barrier to 
accessible pharmacy services and increasing rural access to a health-care professional, there is 
an opportunity to decrease state healthcare costs, while improving patient outcomes. 
Additionally, keeping funds from healthcare services in state increases the feasibility of local 
health clinic services and allows the local economy to flourish. When a community loses their 
pharmacy, these funds disperse (some of which leaves the state) and there is an increased risk 
of also losing their local health provider. Local pharmacies and clinics are crucial in maintaining 
the health of citizens in smaller communities.  

 
In response to the established rules by the Iowa Board of Pharmacy for pharmacy pilot or 
demonstration research projects (657—8.40 (155A,84GA,ch63), the purpose of this application 
is to study the effects of a telepharmacy on patient adherence. Telepharmacy is using 
technology to enable community pharmacists to deliver patient care services to rural areas 
across the state of Iowa. The telepharmacy model has allowed for patient access to critical 
health care services in areas that are not able to support a pharmacy under the traditional 
model. This project proposes to study the impact which an easily accessible pharmacy has on 
patient levels of adherence, and in turn its potential to increase outcomes from therapy.  
 

1 Improving Patient and Health System Outcomes through Advanced Pharmacy Practice; A Report to the U.S. 
Surgeon General 2011. Rev: 5/2011, 8/2011, 12/2011. US Public Health Service. 
http://www.accp.com/docs/positions/misc/improving patient and health system outcomes.pdf 
2 George E. MacKinnon III, PhD, RPh, FASHP. Recognizing pharmacists as healthcare providers—a solution for the 
Patient Protection and Affordable Care Act roll-out . August 13, 2013. 
3 Kelly M, McCarthy S, Sahm LJ. Knowledge, attitudes and beliefs of patients and carers regarding medication 
adherence: a review of qualitative literature. Eur J Clin Pharmacol. 2014 Dec;70(12):1423-31. doi: 
10.1007/s00228-014-1761-3. Epub 2014 Oct 4. Review. PubMed PMID: 25277162. 



The partners in this study include the University of Iowa Hospitals & Clinics, University of Iowa 
College of Pharmacy, Iowa Pharmacy Association, NuCara Health Management, Inc., and 
TelePharm.  
 
SPECIFIC STUDY AIMS 
 

1. Implement and assess the impact of a telepharmacy program in various sites across the 
State of Iowa on patient safety measures 

 
2. Implement and assess the impact of a telepharmacy program in various sites across the 

State of Iowa on patient adherence measures 
 
LEADERSHIP TEAM MEMBERS 
 
Adam Chesler, PharmD, TelePharm, will provide operational oversight on all telepharmacy 
services, participate in regular team meetings, and participate in the writing of the study report. 
 
Michael Brownlee, PharmD, Chief Pharmacy Officer, Department of Pharmaceutical Care at 
University of Iowa Hospitals and Clinics, will serve as a research consultant to the project and 
provide telepharmacy oversight. 
 
Lisa Mascardo, PharmD, FASHP, Director, Ambulatory Care Services, University of Iowa Health 
Care, will serve as a research consultant and provide oversight and pharmacy services for 
selected telepharmacy practice sites. 
 
Brett Barker, PharmD, NuCara Pharmacy, will provide a pharmacy management perspective for 
coordinating telepharmacy services within the practice sites and participate in regular team 
meetings. 
 
Anthony Pudlo, PharmD, MBA, BCACP, VP of Professional Affairs Iowa Pharmacy Association, 
will provide data collection and reporting to the Iowa Board of Pharmacy on a quarterly basis 
and will participate in regular team meetings. 
 
Matthew Witry, PharmD, PhD, Assistant Professor, University of Iowa College of Pharmacy, will 
serve as the principal investigator, coordinate data collection, and participate in the writing of the 
study report. 
 
Roby Miller, CEO, TelePharm, will serve as Project Coordinator. He will oversee the project, 
coordinate study activities, and chair the regular team meetings. 

 
Kate Gainer, PharmD, Executive Vice President/CEO, Iowa Pharmacy Association will oversee 
coordination of data collection from the community pharmacy sites in this study. 



PHARMACY SITE-SPECIFIC INFORMATION 
Locations included in this project will provide a cross-section of different scenarios allowing 
comparison data to be collected. The various locations include community, point of care, 
restricted population, and rural health clinic pharmacies. 
 

Pharmacy Site #1:  
Winfield Pharmacy 
102 North Locust St, Winfield, IA 
Population: 1,139 
Location will be downtown 
Sponsor: City of Winfield 
PIC: Pamela Wong Wiltfang 
License #: 21754 
Managing Pharmacy: NuCara Health Solutions 
License #: 1543 

Pharmacy Site #2: 
Lake Park Pharmacy 
219 Market St, Lake Park, IA 
Population: 783 
Location will be downtown 
Sponsor: City of Lake Park 
PIC: Pamela Wong Wiltfang 
License #: 21754 
Managing Pharmacy: NuCara Health Solutions 
License #: 1543 

Pharmacy Site #3 
Nora Springs Pharmacy 
11 S Hawkeye Ave, Nora Springs, IA 
Population:1,407 
Location will be downtown 
Sponsor: City of Nora Springs 
PIC: Pamela Wong Wiltfang 
License #: 21754 
Managing Pharmacy: NuCara Health Solutions 
License #: 1543 

Pharmacy Site #4: 
Wayland Pharmacy 
227 W Main St, Wayland, IA 
Population: 969 
Location will be inside the local health clinic 
building 
Sponsor: City of Wayland 
PIC: Pamela Wong Wiltfang 
License #: 21754 
Managing Pharmacy: NuCara Health Solutions 
License #: 1543 

Pharmacy Site #5 
Humeston Pharmacy 
109 Broad St, Humeston, IA 
Population: 494 
Location will be inside local health clinic 
Sponsor: Wayne County Hospital 
PIC: Todd Thompson 
License #: 19039 
Managing Pharmacy: Reliant Long Term Care 
License #: 1464 

Pharmacy Site #6 
Lineville Pharmacy 
101 Main St, Lineville, IA 
Population: 217 
Location will be inside local health clinic 
Sponsor: Wayne County Hospital 
PIC: Todd Thompson 
License #: 19039 
Managing Pharmacy: Reliant Long Term Care 
License #: 1464 

Pharmacy Site #7 
Seymour Pharmacy 
515 W Wall St, Seymour, IA 
Population: 706 
Location will be inside local health clinic 
Sponsor: Wayne County Hospital 
PIC: Todd Thompson 
License #: 19039 
Managing Pharmacy: UIHC Ambulatory Care 
Pharmacy 
License #: 599 

Pharmacy Site #8 
Corydon Pharmacy 
417 S East St, Corydon, IA 
Population: 1,584 
Location will be inside local health clinic 
Sponsor: Wayne County Hospital 
PIC: Todd Thompson 
License #: 19039 
Managing Pharmacy: UIHC Ambulatory Care 
Pharmacy 
License #: 599 

 
 

 
 



Pharmacy Site #9 
Anita Pharmacy 
720 Main St, Anita, IA 
Population: 949 
Location will be inside local health clinic 
Sponsor: Cass County Hospital 
PIC: Todd Thompson 
License #: 19039 
Managing Pharmacy: Reliant Long Term Care 
License #: 1464 

Pharmacy Site #10 
Griswold Pharmacy 
1109 Morningside Dr, Griswold, IA 
Population: 1,005 
Location will be inside local health clinic 
Sponsor: Cass County Hospital 
PIC: Todd Thompson 
License #: 19039 
Managing Pharmacy: Reliant Long Term Care 
License #: 1464 

 
Pharmacy Site #11 
River Crossing Pharmacy 
3056 River Crossing Ct Suite A, Riverside, IA 
Population: 1,045 
Location will convert to a telepharmacy in order to 
remain open 
Sponsor: University of Iowa Hospitals & Clinics 
PIC: Lisa Mascardo 
License #: 18469 
Managing Pharmacy: UIHC Ambulatory Care 
Pharmacy 
License #: 599 

 
Pharmacy Site #12 
Student Health Pharmacy 
4189 Westlawn South, Iowa City, IA 
Population: n/a 
Location will serve a restricted population (students 
using the Student Health Center) 
Sponsor: University of Iowa Hospitals & Clinics 
PIC: Lisa Mascardo 
License #: 18469 
Managing Pharmacy: UIHC Ambulatory Care 
Pharmacy 
License #: 599 

 
Pharmacy Site #13 
North Dodge Pharmacy 
North Dodge St, Iowa City, IA 
Population: n/a 
Location will be inside the new health facility to 
provide point of care prescription dispensing 
Sponsor: University of Iowa Hospitals & Clinics 
PIC: Lisa Mascardo 
License # 18469 
Managing Pharmacy: UIHC Ambulatory Care 
Pharmacy 
License #: 599 

 
Pharmacy Site #14 
Bancroft Pharmacy 
122 W Ramsey St, Bancroft, IA 
Population: 727 
Location will be inside local health clinic 
Sponsor: City of Bancroft 
PIC: Pamela Wong Wiltfang 
License #: 21754 
Managing Pharmacy: NuCara Health Solutions 
License #: 1543 

 
Pharmacy Site #15 
Graettinger Pharmacy 
109 W Robins St, Graettinger, IA 
Population: 819 
Location will be adjacent to the local health clinic 
Sponsor: City of Graettinger 
PIC: Pamela Wong Wiltfang 
License #: 21754 
Managing Pharmacy: NuCara Health Solutions 
License #: 1543 

 
Pharmacy Site #16 
Odebolt Pharmacy 
205/207 S Main St, Odebolt, IA 
Population: 977 
Location will share building with the local health 
clinic 
Sponsor: City of Odebolt 
PIC: Pamela Wong Wiltfang 
License #: 21754 
Managing Pharmacy: NuCara Health Solutions 
License #: 1543 

   



Pharmacy Site #17 
Wyoming Pharmacy 
156 W Main St 
Wyoming, IA 
Population: 514 
Location will be where the previous pharmacy was 
located before it closed 
Sponsor: City of Wyoming 
PIC: Pamela Wong Wiltfang 
License #: 21754 
Managing Pharmacy: NuCara Health Solutions 
License #: 1543 

Pharmacy Site #18 
Sioux Rapids 
100 Front Street 
Sioux Rapids, IA 
Population: 795 
Location will be 2 blocks away from local health 
clinic 
Sponsor: City of Sioux Rapids 
PIC: Todd Thompson 
License #: 19039 
Managing Pharmacy: Reliant Long Term Care 
License #: 1464 

 
 
Managing Pharmacy Information 
 
NuCara Health Solutions 
1150 5th Street Suite 150 
Coralville, IA 52241 
License #: 1543 
(319) 354-6006 

● 3 full-time pharmacists on staff 
● Number of pharmacists will be scaled as necessary 

 
 
University of Iowa Ambulatory Care Pharmacy 
200 Hawkins Dr 
CC 101 GH 
Iowa City, IA 52242 
License #: 599 
(319) 384-6800 
 
 
Reliant Long Term Care 
1010 W Madison St 
Washington, IA 52353 
Pharmacy License #: 1464 
(319) 653-1043 

● 4 full-time pharmacists on staff 
● Additional pharmacists will be hired to handle volume 

 
 

For community letters of support, please see Appendix C.  
 
 
 
 



PROJECT SUMMARY 
To date, the Iowa Board of Pharmacy has seen a successful track record of telepharmacy 
operation. Building on this success, this project will look specifically at pharmacy access through 
telepharmacy and its impact on patient adherence measures. Locations for this study were 
identified and selected based on a designation of a “pharmacy desert,” and the need expressed 
by the community members. Each location is required to have a prescriber located nearby to 
ensure the maximum benefit and to evaluate patient outcomes. Currently each of these 
locations is struggling to provide convenient access to prescription medications as well as 
regular access to the expertise of a pharmacist during treatment.  
 
Each of the proposed locations will be completed according to a proven template for 
telepharmacy operations that has been used in the current telepharmacy locations, specifically 
the Zearing and State Center locations. This pilot project is built on the following principles: 
 

● Pharmacist time on-site will be maximized as volume allows 
● Operating hours will be maximized as volume allows 

 
The study will take place over an 18-month period. Following is a brief description of what the 
practice will look like: 
 

- The pharmacist will be physically located at the Verification Site and will be readily 
available to the technicians and patients at the Telepharmacy at all times. Pharmacists 
will continue to have ultimate authority over the dispensing process in this model. 

 
- The prescription department is staffed by certified pharmacy technicians. The 

pharmacist-technician relationship will remain important as the pharmacist will utilize 
new technologies and the leadership of head technicians to maintain safety protocols for 
patients. 

- Prescriptions will be filled according to all the standard operating procedures of a 
pharmacy. As the technician is filling the prescription, they will capture images of all 
steps to provide to the pharmacist at the Verification Site. These images, along with any 
other documentation, will be sent to the pharmacist to verify the dispensing and clinical 
accuracy of the prescription. The prescription must be verified by the pharmacist before 
it is able to be dispensed to the patient. 

- All of the information about the prescriptions filled at the Telepharmacy will be recorded 
and maintained in secure records with redundant backups for 10 years. This audit trail is 
readily available for any prescription processed at the Telepharmacy. 

- A pharmacist will travel to the Telepharmacy at least one time per month to check all 
activities at the site and verify policies and procedures are being properly followed. 
When a pharmacist is not available on site, all verification and counseling will be 
provided by an Iowa licensed pharmacist. 



- Medication counseling and responding to patient questions will be completed through a 
secure video connection in a private area when the medications are dispensed to the 
patient. Pharmacists will always be available for consultation with patients, prescribers, 
and other care providers through a secure video connection 

 
Each location will utilize an Iowa licensed pharmacist at the Verification Site to remotely verify 
prescriptions and counsel patients. Each of these sites will have a pharmacist visit each 
telepharmacy at least monthly, and pharmacist presence will increase as patient growth allows 
in order to maximize the in-person pharmacist-patient relationship.  
 
Experienced Certified Pharmacy Technicians (CPhT) will be hired to work at each telepharmacy 
location. Each location will have 1-2 technicians staffed daily, with an additional technician on 
call as needed. Every effort will be made to hire technicians who reside in or around the 
community for ease of commute and connection to the community.  
 
Each location will be constructed using a standard pharmacy layout including a full community 
pharmacy prescription department, an OTC department for basic medical supplies, and a 
private clinical consultation room to be used for patient counseling and other private activities. 
Each of the locations will also be handicapped accessible and secured with 24/7 motion and 
alarm systems. 

 
EnterpriseRx dispensing and Point-Of-Sale system will be used for each location for general 
operations. The telepharmacy software for remote verification and patient counseling will be 
provided by TelePharm.  

 
The pharmacies will initially have approximate hours from 9:00am - 5:00pm Monday through 
Friday with variations in hours at certain locations depending on specific community need. 
Some later evening hours as well as Saturday hours will be considered depending on individual 
location volume. 
 
Board of Pharmacy Rules Needed to be Waived 
In order for implementation of this pilot project, it is requested that the Iowa Board of Pharmacy 
waive the AMDS requirements as well as references to automated pharmacy systems per the 
Iowa Administrative Code Rule 657 Chapter 9, and allow a Certified Pharmacy Technician 
(CPhT) to perform these tasks. 
 
657—9.5(2)c Need for remote dispensing site. By waiving rule 657—9.5(2)c, the Board of 
Pharmacy would allow a telepharmacy to be located within 15 miles of another pharmacy. This 
waiver will allow for the research to study differences between sites under this radius restriction.  
 
 
 
 
 
 



Clinical Services Provided 
In addition to prescription medication drugs, each telepharmacy site will offer a variety of clinical 
services to patients. A comprehensive guide of services will be provided to each site. These 
services may include but are not limited to: 

1. Medication Therapy Management 
2. Comprehensive Medication review 
3. Immunizations 
4. Drug/Disease state education 
5. Respiratory therapy 
6. Durable medical equipment 
7. Direct video link into clinic for clinical pharmacy services 
8. Point-of-care testing with pharmacist on-site 
9. Medication Synchronization 

 
 
METHODS 
 
Sites 
This study will use both existing telepharmacy locations in Iowa and a set of new 
telepharmacies. Included pharmacies will utilize TelePharm’s software platform for all 
telepharmacy activities and will commit to participating in all phases of the project, from design 
to final assessments. Agreements will be executed with the Telepharmacy Site and with the 
Verification Site providing the remote pharmacist verification, counseling, and other services for 
the telepharmacy. 
 
 
Documentation by Sites 
Each location agrees to document all required error reporting forms, counseling activities, and 
pharmacist daily activity logs. Pharmacies will agree to allow researcher access to all 
documentation on dispensing activities, error rates and Continuous Quality Improvement (CQI) 
data, including number of prescriptions processed, descriptions of any error events and how 
these were resolved.  
 
The sites will also provide data on non-dispensing pharmacy services, such as medication 
therapy management, medication synchronization, or other services. Sites may be asked for 
financial data as necessary. The research team will have full access to original data to allow for 
proper statistical analysis. 
 
 
Research Aims 
Aim 1: Document and investigate any dispensing errors in study telepharmacies. 
For each telepharmacy, a pharmacist will be on site at least once per month and will re-verify a 
random sample of 20 prescriptions waiting to be picked up. Also, remote pharmacists and local 
technicians will be tasked with completing error reporting forms should errors be identified. 
 
In addition, in the first two weeks for each telepharmacy, prescriptions will be remotely verified 
by a second pharmacist to measure dispensing process accuracy. 
 



If the error rate is greater than the comparator pharmacy, a continuous quality improvement 
process led by the parent pharmacy will be conducted. This process may include providing 
additional training to technician staff or an examination of processes and communication 
between the pharmacist and the telepharmacy technical staff.  
 
Each telepharmacy will be compared to a control pharmacy serving a similar community. They 
will also engage in re-verifying a sample of prescriptions using the same schedule as the 
telepharmacy. The telepharmacies will be compared on the nature and rate of errors uncovered 
on a quarterly basis by the research consultant during the study period and provide a report to 
the Board of Pharmacy on a quarterly basis. 
 
Aim 2: Assess patient satisfaction and service quality for patrons of the study telepharmacies. 
To address this aim, a survey will be conducted targeting a census of telepharmacy users. The 
survey will assess quality domains including counseling quality and satisfaction, access to 
pharmacist, barriers to medication adherence, perceived safety, availability of, or experience 
with, non-dispensing services, and patient demographics. There also will be a place to denote if 
they met with the pharmacist on one of the select days where the pharmacist was present. The 
survey will be provided to patrons as they are leaving the pharmacy with a postage paid return 
envelope. 
 
A similar survey will be administered to a sample of patients from the comparator pharmacy 
through a paper-based administration with a postage paid return envelope. 
 
 
Analysis 
For Aim 1, error rates during the study period will be compared to those of the comparison 
pharmacy by means of a Chi-squared test. Error types also will be examined qualitatively to 
identify any circumstances leading to errors that are unique to the telepharmacy process. 
 
For Aim 2, scaled items will be compared between the telepharmacy and comparison pharmacy 
using independent 2-sample t-tests for each item in addition to descriptive statistics.  
 
 
 
STUDY PARTNERS 
 
University of Iowa College of Pharmacy 
The University of Iowa College of Pharmacy will oversee the research component of this project 
by working with the pharmacy partners to assure that study activities are conducted in a timely 
and coordinated manner. Dr. Matthew Witry will design data collection procedures, supervise 
data collection, manage and analyze study data, and assist in writing the study reports. 
 
NuCara Health Solutions 
NuCara Health Solutions will manage selected telepharmacy sites and will provide an Iowa 
licensed NuCara pharmacist for all verification and counseling at each location. Dr. Brett Barker 
will provide a pharmacy management perspective for coordinating Telepharmacy services within 
the practice sites. 
 



University of Iowa Hospitals & Clinics 
The University of Iowa Hospitals & Clinics will provide telepharmacy locations and work with 
researchers to collect and provide baseline and telepharmacy site data. Dr. Lisa Mascardo will 
oversee the telepharmacy operations at selected telepharmacy sites and provide the Iowa 
licensed pharmacist for all verification and counseling at these locations. 
 
Iowa Pharmacy Association 
The Iowa Pharmacy Association (IPA) will provide third party oversight of data collection for data 
at the telepharmacy locations. Dr. Anthony Pudlo will provide quarterly reports to the Board with 
data collected from the telepharmacy sites.  
 
Iowa Board of Pharmacy 
The Iowa Board of Pharmacy will evaluate each proposed telepharmacy project location 
pursuant to their final rules as authorized by the 2011 Iowa Acts, Chapter 63, Section 36, as 
amended by the 2012 Iowa Acts, House File 2464, Section 31. These sections of the Iowa Acts 
give authority to the Board of Pharmacy to approve a pilot or demonstration research project of 
innovative applications in the practice of pharmacy relating to the authority of prescription 
verification and the ability of a pharmacist to provide enhanced patient care for up to eighteen 
months.  
 
 
PROJECT TIMELINE  

 
Month 1-6 Project start-up, baseline data collection and site preparation for 

Telepharmacy sites 
 
Month 6  Community pharmacies implement the Telepharmacy model, ongoing  

monitoring of operations & data reporting to the Board.  
 

Months 16-18 Data analyses and report writing 
 
Month 18 Pilot project authority expires for Telepharmacy locations unless renewed 
 
 
 
   



Appendix A: Telepharmacy Policies & Procedures 
POLICIES 
 

1. Managing Pharmacy will operate and maintain a local telepharmacy that will provide 
access to critical pharmacy services to the community. 

2. Managing Pharmacy will ensure that all Iowa Board of Pharmacy telepharmacy rules 
(Chapter 9) are followed while operating as a telepharmacy, with the exception of the 
waiver of the AMDS requirement  

3. Managing Pharmacy will ensure that available technology is utilized in the operation of 
the telepharmacy location to protect the health and safety of all patients.  

4. All Managing Pharmacy Operational Policies and Procedures will apply to the 
telepharmacy unless contradicted by the specific telepharmacy procedures as described 
in this section.  

5. All pharmacy technicians working at the telepharmacy sites will be required to obtain and 
maintain current Certified Pharmacy Technician (CPhT) status through the Pharmacy 
Technician Certification Board (PTCB). They will also be required to have the following: 

a. Minimum of one year experience working in an Iowa pharmacy 
b. At least one month of training in a telepharmacy setting 
c. Must adhere to all other rules and regulations set forth by the Iowa Board of 

Pharmacy 
6. Technicians will not perform any roles requiring the professional judgment of the 

pharmacist as described in Iowa Board of Pharmacy Rules 
7. Technicians will be responsible for recording Continuous Quality Improvement data to 

include metrics such as consultation and error rates. 
 
 
 

PROCEDURES 
 

1. Pharmacy Overview 
a. Managing Pharmacy will maintain a licensed community pharmacy. 
b. The PIC in the community will be responsible for the oversight and operation of 

the telepharmacy. The PIC will be a pharmacist from the Managing Pharmacy 
location that has been previously trained on telepharmacy policies and 
procedures. 

2. Personnel Responsibilities 
a. The PIC will be responsible for the oversight of the telepharmacy operation. The 

PIC will develop and maintain the Operational Policies and Procedures of the 
telepharmacy and is responsible for training the staff of the telepharmacy and the 
managing pharmacists in the legal and safe operation of the telepharmacy.  



b. While operating as a telepharmacy, the pharmacy will be staffed with a Certified 
Pharmacy Technician at all times. The CPhT will be responsible for all technical 
functions performed at the telepharmacy. The technician will not perform any 
roles requiring the professional judgment of the pharmacist as described in Iowa 
Board of Pharmacy Rules.  

c. The current pharmacist on duty for telepharmacy will be responsible for ensuring 
the accuracy and validity of all prescriptions dispensed by the telepharmacy. The 
pharmacist will also be responsible for providing counseling to all patients at the 
telepharmacy for new prescriptions and as requested for refill prescriptions, OTC 
medications, or other health information questions.  

d. The pharmacists on duty for telepharmacy and the technician at the 
telepharmacy will be responsible for recording Continuous Quality Improvement 
data to include metrics such as consultation and error rates.  

e. The PIC of the telepharmacy will ensure monthly controlled substance inventory 
counts are recorded.  

3. Technology Safeguards 
a. Managing Pharmacy will install telepharmacy audio / visual equipment from 

TelePharm. This equipment will provide an audio / visual link between the 
managing and remote location and also allow for HIPAA compliant counseling of 
patients. The telepharmacy cannot operate as a telepharmacy if the audio / visual 
link cannot be established and no prescriptions may be filled or dispensed.  

b. The technician at the telepharmacy site will utilize barcode technology and the 
Tech Check module in the dispensing software to verify the products of all 
prescriptions filled. 

c. The telepharmacist on duty at will use the audio / visual link to check the hard 
copy of new prescriptions, the prescription label, and the contents of the 
package. The pharmacist will be responsible for the accuracy and validity of the 
finished prescription product and marking it as complete in the TelePharm 
software. 

 
 
 
   



Appendix B: Pharmacist Monthly Inspection Checklist 
 
Telepharmacy Site _______________________ DayTime of Visit _____________________ 
 
Inspected By _____________________________________ 
 

  Checklist Item  Y/N  Comments 

1  Is a notice conspicuously displayed on the 
registered pharmacy premises detailing the name 
and registration number of the responsible 
pharmacist and the fact that a pharmacist is 
accessible for consultation at any time? 

   

2  Are pharmacy technicians following proper 
Consultation procedure? 

   

3  Audit 20 filled prescriptions, are they accurate?     

4  Audit 10 hard copies, is proper documentation 
being observed 

   

5  Observe technicians filling a prescription, are 
proper SOP being followed? 

   

6  Are customers greeted immediately upon entry?     

7  Are proper inventory control SOP being followed?     

8  Check 10 shelf bottles on shelf, are any of them 
expired? 

   

9  Are all staff in clean and proper uniforms and 
nametags are prominently visible? 

   

10  Is the CII cabinet locked and the key stored 
appropriately? 

   

11  Are patient required references in clear view?     

12  Is the filling area clear and uncluttered?     

13  Is the store area clear and uncluttered?     

14  Walk the perimeter, are there any concerns?     

15  Are the bathrooms clean and tended to?     

 
 



Appendix C: Community Support Letters 
The following pages contain the letters of support from the communities which will benefit from a 
telepharmacy location.  













































                     
                   CITY OF LAKE PARK 

                                                 217 Market St.  Box 536 
                                        Lake Park, IA  51347 

                                          Phone:  712-832-3527   Fax:  712-832-3669 

August 12, 2015

To Whom It May Concern:

Why do we need a pharmacy? This was a question that was posed to me. After some thought I decided
it was not a matter of “need” but rather a “want”. Unlike many other small cities across Iowa who are
struggling to survive, we are thriving and growing. Rather than looking at school consolidation we just
added an addition due to the need for more space. When looking at our city we can proudly boast that
we have many amenities including a grocery store, convenience store, insurance agents, hairstylists,
flower shop, dining establishments, chiropractors, nurse practioner, banking, churches, lawyer,
implement dealers, auto repair & parts, community center, library, care center, processing plant,
elevator, manufacturing plant, housing developments, plumbing, electricians, building contractors,
daycares, and recreational opportunities which include boating & fishing on Silver Lake, camping, city
park, swimming pool, bowling, golf, community theatre, historical museum, freedom rock, and a biking
& walking trail. So, will our city survive without a pharmacy? Certainly, but the potential that a pharmacy
could bring to our city makes it a desirable business opportunity to pursue. A pharmacy would be
another amenity that would allow our residents to be able to fulfill their needs without having to drive
15-‐20 miles. We all know the more services we are able to offer the stronger a city will be. I believe a
pharmacy may also aid in making our city an attractive place for further business opportunities such as,
but not limited to, a dentist, doctor, and assisted living. The availability of many services locally also
presents an attractiveness for families looking to make a home, which then leads to a housing need to
be filled. So does Lake Park “need” a pharmacy, no, but Lake Park does want a pharmacy, not only for
the additional convenience it offers to our residents but for the future potential it brings with it.

Sincerely

Marie Matthiesen
City Administrator
Lake Park, IA 51347





John H. Wills
STATE REPRESENTATIVE

First District
Statehouse:  (515) 281-3221

e-mail – john.wills@legis.iowa.gov 

HOME ADDRESS
15732 Tradewind Dr.

Spirit Lake, Iowa  51360
Cell: (712) 330-9492

House of Representatives
State of Iowa

Eighty-Sixth General Assembly
STATEHOUSE

Des Moines, Iowa 50319

COMMITTEES
Environmental Protection, Vice Chair

Human Resources
Natural Resources
State Government

APPROPRIATIONS SUBCOMMITTEE
Agriculture & Natural Resources

 

8-28-2015

To Whom It May Concern,

I am House District One, State Representative, who represents Lake Park as part of my district and I 
have been a part of the community and have worked in the community for 8 years as part of my full-
time job in Dickinson County.  On top of being a State Representative, I work full-time in the 
community trying to improve the water quality of Silver Lake through working with landowners and 
farmers to reduce the amount of pollutants to the lake.  

I believe that Lake Park has a population that should have a pharmacy business but the population is 
not one that can sustain a traditional pharmacy.  As a legislator I often talk to elderly or handicapped 
people who express that not having pharmaceutical services readily available causes them undue 
problems and issues.  This town needs to have a pharmacy but is a relatively small community and 
so the sustainment of a pharmacy would be difficult.  

A pharmacy would impact on the town by reducing travel times for many people who need 
medication, and by providing a service that is not currently available in the community.  The 
community is an aging community and the ability to have pharmaceuticals available in would be of 
tremendous benefit.  

Currently the closest town with a pharmacy is Spirit Lake and that is approximately 14 miles away.  
So, because there is no pharmacy in Lake Park a person who is in need of medication needs to drive 
28 or more miles round-trip in order to get those drugs from a pharmacy.  

The current feeling in the community is a pharmacy needs to be in this town because of the number 
of people who live here, the number of elderly and handicapped persons, and the distance that 
people need to drive in order to fill prescriptions.  

Sincerely,

John H. Wills
State Representative









To: Telepharm

105 Iowa Ave., #231

Iowa City, IA 52240

Re: Telepharm Project

Location: Nora Springs, Iowa

To: Whom It May Concern,

My name is Dale Lipp I grew up and graduated from Nora Springs, moved to Colorado for 7 years and
moved my family back to my hometown. I have owned my business North Iowa Builders for 23 years.

I think bringing in a pharmacy would be a great benefit, not only to our town but surrounding towns as
well. Having a pharmacy in town would also bring people into our town and potentially open up the
window for other businesses to open. We are bedroom community to Mason City, Iowa and have a lot
of volume of cars passing thru to go to Mason.

Our downtown has gone thru some major changes with fires and closings and there are a few trying to
revive the downtown. I along with others feel the city council does not want to make changes because
they are comfortable and do not like change. However we have many new young families who want to
stay here and see our community grow. We are in the process of building a new aquatic center which
will bring many people thru our town.

Some of the concerns with citizens is how this is going to be handled with all the differrent insurance
companies. But overall everyone is excited to see this happen and would like to see not just
prescriptions but other health products available.

Sincerely,

Dale Lipp





















September 13th, 2015 

Iowa Board of Pharmacy 

Re: Telepharmacy State Center, Iowa 

Dear Iowa Board of Pharmacy: 

I respectfully request that your board approve the request for a telepharmacy in Nora Springs, 

Iowa. I personally live in the Omnitel Communications service area as well as represent multiple 

constituents who will benefit from this delivery mechanism. Nora Springs is a rural community that 

has been trying to find a way to have a pharmacy in the community. 

My mother was one of the first pharmacy technicians to be part of a telepharmacy in LeRoy, 

MN.  It was a wildly successful endeavor for that clinic and community.  I have seen first-hand, 

through my mom, the benefits this partnership will bring to the residents of Nora Springs.  

Omnitel Communications is the right company to have in this partnership as they have a 

strong track record of helping out their rural constituents.  A few years back Omnitel 

Communications made the investment to bring fiber to the rural residents of their district.  Not only 

have they brought our region into the global marketplace, but they have been a strong supporter of 

educational initiatives throughout their service area.  Truly a first-rate company. 

I know that the local communities and clinics support this proposal for a pharmacy to provide 

those services locally and quickly.  My wife is in family practice within this service area and fully 

supports this initiative as it will provide her patients with better services and care. 

 

Thank you for your consideration and time.  

Joshua J. Byrnes 

House District 51 

Winneshiek, Howard, Mitchell, Worth































To whom it may concern:

My name is Marcy Kinneberg and I am the Advocate for the City of Winfield, Iowa. I have been working
officially in this part-‐time capacity for the last year, however, I have always been an advocate for
Winfield.

After growing up in the community and attending the Winfield – Mt. Union School, I moved away for a
short while to complete my college education only to return after graduation with my soon-‐to-‐be
husband and to start our own family. We have been happily living in Winfield for the past 10 years and
now have 2 children, one of which is going to starting 2nd grade at Winfield – Mt. Union School and the
other eagerly awaiting her turn to start school.

I am excited about TelePharm’s new venture in town. There is a clear need for access to facilities like
this as there are several who require prescriptions. I was not as aware of just how many people require
prescriptions until about a year ago. Last year, I was diagnosed with Thyroid cancer and while visiting
several offices and with several doctors, I learned that being ‘prescription-‐free’ was a bit of a rarity. I
would often get a blank stare followed by the words ‘Nothing at all’ when asked what medications I was
taking. Apparently, I was in a minority.

Now that I am on a daily medication, I realize how important it is to have access to a pharmacy and
secondly to have the ability to get there. The Betterment Committee conducted a survey a few months
ago in which we learned that members in our community are lacking the resources such as time or
transportation to go to other towns for things such as groceries or prescriptions. Having Telepharm in
town and within walking distance is going to be such an improvement for our residents who are
currently going to surrounding cities such as Mt. Pleasant, Washington or Burlington which are over 15
miles away.

I know it will also help me when I’m looking at the bottom of my medicine bottle. Now, I will not have
to make a special trip to a neighboring town just to pick up my prescription – I can simply walk a couple
blocks to our local Telepharm. That does sound nice!

Kind regards,
Marcy Kinneberg

Winfield Advocate



From: Funk, Andrew [IBPE]
To: Jorgenson, Debbie [IBPE]
Cc: Witkowski, Terry [IBPE]
Subject: FW: Naloxone
Date: Thursday, September 24, 2015 1:49:52 PM

Debbie,
 
I don't want to go over-board with giving the Board FYI articles.  But last legislative session, there
 was a push for this to occur in Iowa.  It may be rather timely.
 
Terry, what do you think about including Dale's linked article?
 
Andrew Funk, Pharm.D.
Executive Director
Iowa Board of Pharmacy
RiverPoint Business Park
400 SW 8th Street, Suite E
Des Moines, Iowa 50309-4688
515.281.5944 Main Line
andrew.funk@iowa.gov
 

From: Witkowski, Terry [IBPE] 
Sent: Thursday, September 24, 2015 12:38 PM
To: Woolery, Dale [ODCP]
Cc: Funk, Andrew [IBPE]
Subject: RE: Naloxone
 

Dale,
 
That is correct. Naloxone is a prescription drug and, as such, may only be
 dispensed by a pharmacy/pharmacist on the order of a qualified and
 authorized prescriber. Pharmacists are not authorized prescribers in Iowa
 and therefore cannot dispense naloxone without a prescription.
 
In most, if not all, of the states where pharmacists are dispensing naloxone
 without a prescription, the state law has either classified naloxone under a
 special classification of drugs that a pharmacist may dispense without
 prescription (i.e. pharmacist prescribing) or the law has been amended to
 specifically authorize the dispensing of naloxone without a prescription,
 something similar to pseudoephedrine in Iowa.
 
Therese (Terry) Witkowski



Executive Officer
Iowa Board of Pharmacy
terry.witkowski@iowa.gov
515-281-6676
 
The Iowa Board of Pharmacy promotes, preserves, and protects the public health, safety, and
 welfare through the effective regulation of the practice of pharmacy and the licensing of
 pharmacies, pharmacists, and others engaged in the sale, delivery, or distribution of prescription
 drugs and devices. Iowa Code § 155A.2(1).
 
 
From: Woolery, Dale [ODCP] 
Sent: Thursday, September 24, 2015 11:05 AM
To: Witkowski, Terry [IBPE]
Subject: Naloxone
 
Terry, This article seems to imply the Iowa Pharmacy Board, like many of its counterparts, does not
 have the authority under state law to permit the sale of Naloxone without a prescription.  Is that
 accurate?  Dale
 
http://www.marketwatch.com/story/cvspharmacy-commits-to-creating-safer-communities-through-
multiple-prescription-drug-abuse-prevention-efforts-2015-09-23-8183300
 

CVS Will Sell Naloxone Without
 Prescription in 14 States
/By J O I N  T O G E T H E R  S T A F F

SEPTEMBER 24TH, 2015

/

0

CVS announced it will add 12 states to its program to sell the opioid overdose antidote naloxone without a

 prescription, bringing the total to 14. The company already sells naloxone without a prescription in

 Massachusetts and Rhode Island.

“Over 44,000 people die from accidental drug overdoses every year in the United States and most of those

 deaths are from opioids, including controlled substance pain medication and illegal drugs such as heroin,”

 Tom Davis, Vice President of Pharmacy Professional Practices at CVS, said in a statement. “Naloxone is a



 safe and effective antidote to opioid overdoses and by providing access to this medication in our

 pharmacies without a prescription in more states, we can help save lives.”

The states included in Wednesday’s announcement are Arkansas, California, Minnesota, Mississippi,

 Montana, New Jersey, North Dakota, Pennsylvania, South Carolina, Tennessee, Utah and Wisconsin.

 According to The Huffington Post, pharmacy boards in these states can make decisions about offering

 naloxone without a prescription.

“While all 7,800 CVS/pharmacy stores nationwide can continue to order and dispense naloxone when a

 prescription is presented, we support expanding naloxone availability without a prescription and are

 reviewing opportunities to do so in other states,” Davis said.

Use of naloxone kits resulted in almost 27,000 drug overdose reversals between 1996 and 2014, according

 to a government study published earlier this year. Providing naloxone kits to laypersons reduces overdose

 deaths, is safe, and is cost-effective, the researchers noted.

“U.S. and international health organizations recommend providing naloxone kits to laypersons who might

 witness an opioid overdose; to patients in substance use treatment programs; to persons leaving prison and

 jail; and as a component of responsible opioid prescribing,” the researchers wrote in the Morbidity and

 Mortality Weekly Report.
 
 
 

 

 

Dale R. Woolery
Governor’s Office of Drug Control Policy
Pape State Office Building, 5th Floor SW
215 East 7th Street, Des Moines, IA 50319
PH: 515.725.0310 / FX: 515.725.0304
EM: dale.woolery@iowa.gov
Web: http://www.iowa.gov/odcp
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PHARMACY BOARD [657] 

Notice of Intended Action 

 Pursuant to the authority of Iowa Code section 147.76, the Board of Pharmacy hereby gives 

Notice of Intended Action to amend Chapter 6, “General Pharmacy Practice”, Chapter 7, “Hospital 

Pharmacy Practice”, Chapter 8, “Universal Practice Standards”, Chapter 10, “Controlled 

Substances”, Chapter 17, “Wholesale Drug Licenses”, and Chapter 23, “Long-term Care Pharmacy 

Practice”, Iowa Administrative Code. 

 The amendments were approved at the ________ regular meeting of the Board of Pharmacy. 

 The proposed amendments incorporate into Board rules updated federal regulations, finalized 

October 2014, authorizing certain registrants to voluntarily maintain an authorized collection 

program to collect unwanted controlled substances from patients for the purpose of disposal. The 

amendments also remove rules that are in conflict with federal regulation and that would otherwise 

prohibit such collection activities.  

 Requests for waiver or variance of the discretionary provisions of Board rules will be considered 

pursuant to 657—Chapter 34. 

 Any interested person may present written comments, data, views, and arguments on the proposed 

amendments not later than 4:30 p.m. on ________.  Such written materials may be sent to Terry 

Witkowski, Executive Officer, Board of Pharmacy, 400 S.W. Eighth Street, Suite E, Des Moines, 

Iowa 50309-4688; or by E-mail to terry.witkowski@iowa.gov. 

 After analysis and review of this rule making, no impact on jobs has been found. 

 These amendments are intended to implement Iowa Code Section 124.301 and 21 Code of 

Federal Regulations Parts 1300, 1304, et al. 

 The following amendments are proposed. 
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 Item 1.  Amend rule 657—6.7(124,155A) as follows: 

657—6.7(124,155A) Security. 

While on duty, each pharmacist shall be responsible for the security of the prescription department, 

including provisions for effective control against theft of, diversion of, or unauthorized access to 

prescription drugs, including those collected though an authorized collection program, records for 

such drugs and authorized collection program activities, and patient records as provided in 657—

Chapter 21, 657—Chapter 10, and federal regulations for authorized controlled substance collection 

programs, which can be found at http://deadiversion.usdoj.gov/drug disposal/. 

 Item 2.  Amend rule 657—7.6(124,155A) as follows: 

657—7.6(124,155A) Security. 

The pharmacy shall be located in an area or areas that facilitate the provision of services to patients 

and shall be integrated with the facility’s communication and transport systems. The following 

conditions must be met to ensure appropriate control over drugs and chemicals in and under the 

control of the pharmacy: 

7.6(1) to 7.6(5) No changes. 

7.6(6) Authorized collection programs. Receptacles for the authorized collection of controlled 

substances that are located in the hospital shall be secured pursuant to 657—Chapter 10 and federal 

regulations for disposal of controlled substances, which can be found at 

http://deadiversion.usdoj.gov/drug_disposal/. 

 Item 3.  Adopt new subrule 8.5(9) as follows: 

8.5(9) Authorized collection programs. A pharmacy that is registered with the United States 

Department of Justice, Drug Enforcement Administration to administer an authorized collection 
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program shall provide adequate space, equipment, and supplies for such collection program pursuant 

to 657—Chapter 10 and federal regulations for authorized collection programs, which can be found 

at http://deadiversion.usdoj.gov/drug_disposal/. 

 Item 4.  Amend rule 657—10.1(124) as follows: 

657—10.1(124) Who shall register Purpose and definitions.  Any person or business located in 

Iowa that manufacturers, distributes, dispenses, prescribes, imports or exports, conducts research or 

instructional activities, or conducts chemical analysis with controlled substances in the state of Iowa, 

or that proposes to engage in such activities with controlled substances in the state, shall obtain and 

maintain a registration issued by the board unless exempt from registration pursuant to rule 657—

10.6(124). A person or business required to be registered shall not engage in any activity for which 

registration is required until the application for registration is granted and the board has issued a 

certificate of registration to such person or business. 

10.1(1) Who shall register. Manufacturers, distributors, reverse distributors, importers and exporters, 

individual practitioners (M.D., D.O., D.D.S., D.V.M., O.D., P.A., resident physician, advanced 

registered nurse practitioner), pharmacies, hospitals and animal shelters, care facilities, researchers 

and dog trainers, analytical laboratories, and teaching institutions shall register on forms provided by 

the board office. To be eligible to register, individual practitioners must hold a current, active license 

in good standing, issued by the appropriate Iowa professional licensing board, to practice their 

profession in Iowa. 

10.1(2) Definitions. For the purpose of this chapter, the following definitions shall apply: 

 “Authorized collection program” means a program administered by a registrant that has 
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modified its registration with DEA to collect controlled substances for the purpose of disposal. 

Federal regulations for such programs can be found at http://deadiversion.usdoj.gov/drug_disposal/. 

Modification to the registrant’s Iowa Controlled Substances Act registration shall not be required. 

 ”DEA” means the United States Department of Justice, Drug Enforcement Administration. 

 Item 5.  Amend rule 657—10.6(124) as follows: 

657—10.6(124) Separate registrations for separate locations; exemption from registration. A 

separate registration is required for each principal place of business or professional practice location 

where controlled substances are manufactured, distributed, imported, exported, or dispensed, or 

collected for the purpose of disposal unless the person or business is exempt from registration 

pursuant to Iowa Code subsection 124.302(3), or this rule, or federal regulations. 

10.6(1) to 10.6(5) No changes. 

 Item 6.  Amend subrule 10.15(1) as follows: 

10.15(1) Physical security. Physical security controls shall be commensurate with the schedules and 

quantity of controlled substances in the possession of the registrant in normal business operation. A 

registrant shall periodically review and adjust security measures based on rescheduling of substances 

or changes in the quantity of substances in the possession of the registrant. 

 a. and b. No changes. 

 c. Controlled substances collected via an authorized collection program for the purpose of 

disposal shall be stored pursuant to federal regulations, which can be found at 

http://deadiversion.usdoj.gov/drug disposal/. 

 Item 7.  Amend rule 657—10.18(124) as follows: 

657—10.18(124) Disposal of registrant stock. Any persons legally authorized to possess controlled 
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substances in the course of their professional practice or the conduct of their business shall dispose 

of such drugs pursuant to the procedures and requirements of this rule. Disposal records shall be 

maintained in the files of by the registrant. 

10.18(1) to 10.18(2) No changes.  

10.18(3) Previously dispensed controlled substances. Controlled substances dispensed to or for a 

patient and subsequently requiring destruction due to discontinuance of the drug, death of the patient, 

or other reasons necessitating destruction may be destroyed or otherwise disposed of by a pharmacist 

in witness of one other responsible adult pursuant to this subrule. All licenses and registrations 

issued to the pharmacy, the pharmacist, and any individual witnessing the destruction or other 

disposition shall not be subject to sanctions relating to controlled substances at the time of the 

destruction or disposition. The individuals involved in the destruction or other disposition shall not 

have been subject to any criminal, civil, or administrative action relating to violations of controlled 

substances laws, rules, or regulations within the past five years. The pharmacist in charge shall be 

responsible for designating pharmacists authorized to participate in the destruction or other 

disposition pursuant to this subrule. The authorized pharmacist shall prepare and maintain in the 

pharmacy a readily retrievable record of the destruction or other disposition, which shall be clearly 

marked to indicate the destruction or other disposition of noninventory or patient drugs. The record 

shall include, at a minimum, the following: 

 a.  The source of the controlled substance (patient identifier or administering practitioner, if 

applicable, prescription number or other unique identification number, and date of return); 

 b.  The name, strength, and dosage form of the substance; 

 c.  The quantity returned and destroyed or otherwise disposed of; 

 d.  The date the substance is destroyed or otherwise disposed of; 
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 e.  The signatures or other unique identification of the pharmacist and the witness; 

 f.  The name and address of the dispensing pharmacy or practitioner if the controlled substance 

was not dispensed by the pharmacy completing the destruction. 

 Item 8.  Rescind current rule 657—10.19(124) adopt the following new rule in lieu thereof: 

657—10.19(124) Disposal of previously dispensed controlled substances. A registrant may not 

dispose of previously dispensed controlled substances unless it has modified its registration with 

DEA to administer an authorized collection program. A registrant shall not take possession of a 

previously dispensed controlled substance except for reuse for the same patient.  

 Item 9.  Amend subrule 10.34(3) as follows: 

10.34(3) Date of record. The date on which a controlled substance is actually received, imported, 

distributed, exported, disposed of, or otherwise transferred shall be used as the date of receipt, 

importation, or distribution, exportation, disposal, or transfer. 

 Item 10.  Amend subrule 10.35(1) as follows: 

10.35(1) Record and procedure. Each inventory record, except the periodic count and reconciliation 

required pursuant to subrule 10.33(4), shall comply with the requirements of this subrule and shall be 

maintained for a minimum of two years from the date of the inventory. 

 a. and b. No changes. 

 c.  Controlled substances shall be deemed to be on hand if they are in the possession of or under 

the control of the registrant. These shall include prescriptions prepared for dispensing to a patient but 

not yet delivered to the patient, substances maintained in emergency medical services programs or 

care facility emergency supplies, outdated or adulterated substances pending destruction, and 

substances stored in a warehouse on behalf of the registrant.  Controlled substances obtained through 
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an authorized collection program for the purpose of disposal shall not be counted, sorted, 

inventoried, or otherwise handled. 

 d.  and e. No changes. 

 f.  The inventory record, unless otherwise provided under federal law, shall include the 

following information: 

 (1) The name of the substance; 

 (2) The strength and dosage form of the substance; and 

 (3) The quantity of the substance; and 

 (4) Information required of authorized collection programs pursuant to federal regulations for 

such collection programs. 

 g.  and h. No changes.  

 Item 11.  Amend rule 657—17.1(155A) as follows: 

657—17.1(155A) Definitions. 

 “Authorized collection program” means a program administered by a registrant that has 

modified its registration with DEA to collect controlled substances for the purpose of disposal. 

Federal regulations for such programs can be found at http://deadiversion.usdoj.gov/drug disposal/. 

Modification to the registrant’s Iowa Controlled Substances Act registration shall not be required. 

“Blood” means whole blood collected from a single donor and processed either for transfusion or 

further manufacturing. 

“Blood component” means that part of blood separated by physical or mechanical means. 

“Board” means the Iowa board of pharmacy. 

”DEA” means the United States Department of Justice, Drug Enforcement Administration. 
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 “Distribute” means the delivery of a prescription drug or device. 

“Drug sample” means a drug that is distributed without monetary consideration to a pharmacist 

or practitioner. “Drug sample” does not include drugs intended for patients who would otherwise not 

receive needed drugs due to their inability to pay. 

“Manufacturer” means a person or business engaged in the production, preparation, propagation, 

conversion, or processing of a drug or device, either directly or indirectly, by extraction from 

substances of natural origin or independently by means of chemical or biological synthesis and 

includes packaging or repackaging of the substances or labeling or relabeling of the substances’ 

containers. 

“Prescription drug” means any of the following: 

 1. A substance for which federal or state law requires a prescription before it may be legally 

dispensed to the public. 

 2. A drug or device that under federal law is required, prior to being dispensed or delivered, to 

be labeled with one of the following statements: 

 ● Caution: Federal law prohibits dispensing without a prescription. 

 ● Caution: Federal law restricts this drug to use by or on the order of a licensed veterinarian. 

 ● Rx only. 

 3. A drug or device that is required by any applicable federal or state law or regulation to be 

dispensed on prescription only or is restricted to use by a practitioner only. 

“Proprietary medicine” or “over-the-counter (OTC) medicine” means a nonnarcotic drug or 

device that may be sold without a prescription and that is labeled and packaged in compliance with 

applicable state or federal law. 

“Reverse distribution” means the receipt of prescription drugs including controlled 
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substances, whether received from Iowa locations or shipped to Iowa locations, for the purposes of 

destroying the drugs or returning the drugs to their original manufacturers or distributors. 

“Wholesale distribution” means distribution of prescription drugs to persons other than a 

consumer or patient, but does not include: 

 1. The sale, purchase, or trade of a drug or an offer to sell, purchase or trade a drug for 

emergency medical reasons. For purposes of this chapter, “emergency medical reasons” includes 

transfers of prescription drugs by a pharmacy to another pharmacy to alleviate a temporary shortage; 

 2. The sale, purchase or trade of a drug, an offer to sell, purchase or trade a drug, or the 

dispensing of a drug pursuant to a prescription; 

 3. The lawful distribution of drug samples by manufacturers’ representatives or wholesale 

salespersons; 

 4. The sale, purchase or trade of blood and blood components intended for transfusion; or 

 5. Intracompany sales. 

“Wholesale distributor” or “wholesaler” means a person or business operating or 

maintaining, either within or outside this state, a manufacturing plant, wholesale distribution center, 

wholesale business, or any other business in which prescription drugs, medicinal chemicals, 

medicines, or poisons are sold, manufactured, dispensed, stocked, exposed, or offered for sale at 

wholesale in this state. “Wholesaler” includes, but is not limited to, manufacturers; repackers; own-

label distributors; private-label distributors; jobbers; brokers; warehouses including manufacturers’ 

and distributors’ warehouses, chain drug warehouses, and wholesale drug warehouses; independent 

wholesale drug traders; reverse distributors; and pharmacies that conduct wholesale distributions 

exceeding 5 percent of gross annual sales of prescription drugs. “Wholesaler” does not include those 

wholesalers who sell only OTC medicines or manufacturers’ representatives lawfully distributing 
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drug samples to authorized practitioners. 

“Wholesale salesperson” or “manufacturer’s representative” means an individual who takes 

purchase orders on behalf of a wholesaler for prescription drugs, medicinal chemicals, medicines, or 

poisons. “Manufacturer’s representative” also means a person designated by a pharmaceutical 

manufacturer to lawfully distribute drug samples to authorized practitioners. 

 Item 12.  Amend rule 657—17.3(155A) as follows: 

657—17.3(155A) Wholesale drug license. Every wholesaler as defined in rule 657—17.1(155A), 

wherever located, that engages in wholesale distribution into, out of, or within this state must be 

licensed by the board in accordance with the laws and rules of Iowa before engaging in wholesale 

distribution of prescription drugs. Where operations are conducted at more than one location by a 

single wholesaler, each such location shall be separately licensed in Iowa. A wholesaler located 

within Iowa that engages in wholesale distribution of or collection via an authorized collection 

program of controlled substances shall also register pursuant to 657—Chapter 10.  

 Item 13.  Adopt new subrule 17.10(4) as follows: 

17.10(4) Authorized collection programs. Licensees that are authorized to conduct a controlled 

substances collection program shall provide security pursuant to 657—Chapter 10 and federal 

regulations. 

 Item 14.  Adopt new subrule 17.14(4) as follows: 

17.14(4) Authorized collection program. Substances, including controlled substances, collected 

through an authorized collection program shall not be examined, inspected, counted, sorted, 

inventoried, or otherwise handled. 

 Item 15.  Adopt new subrule 17.16(5) as follows: 
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17.16(5) Authorized collection program. A licensee that is authorized to administer a collection 

program shall maintain all records and inventories as required by 657—Chapter 10, this chapter, and 

federal regulations. 

 Item 16.  Amend rule 657—23.1(155A) as follows: 

657—23.1(155A) Definitions. For the purposes of this chapter, the following definitions shall apply: 

 “Authorized collection program” means a program administered by a registrant that has 

modified its registration with DEA to collect controlled substances for the purpose of disposal. 

Federal regulations for such programs can be found at http://deadiversion.usdoj.gov/drug disposal/. 

 “Consultant pharmacist” in a long-term care facility means a pharmacist licensed to engage in 

the practice of pharmacy in this state who is responsible for developing, coordinating, and 

supervising pharmaceutical services in a long-term care facility on a regularly scheduled basis. A 

consultant pharmacist: 

 1. Reviews the distribution and storage of drugs and devices and assists facilities in establishing 

the policies and procedures for the distribution and storage of drugs and devices and makes 

appropriate recommendations to the facility and the provider pharmacist; 

 2. Monitors the therapeutic response and utilization of all drugs and devices prescribed for each 

resident. The following shall be used as minimum guidelines supplementing the pharmacist’s 

professional expertise: 

 ● Regulations and interpretive guidelines of the Centers for Medicare and Medicaid Services, if 

applicable; 

 ● Rules of the Iowa department of inspections and appeals; and 

 ● Other state rules and regulations; 
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 3. Serves as a resource for pharmacy-related education services within the facility; 

 4. Participates in quality management of resident care in the facility; 

 5. Communicates with the provider pharmacist regarding areas of mutual concern and resolution 

thereof. 

 “DEA” means the United States Department of Justice, Drug Enforcement Administration. 

“Long-term care facility” or “facility” means: 

 1. A facility licensed by the Iowa department of inspections and appeals under Iowa Code 

chapter 135C or Iowa Code chapter 135H; 

 2. A hospital-based long-term care unit certified under 42 CFR, Part 483, Subpart B; 

 3. An inpatient hospice certified under 42 CFR, Part 418; 

 4. A group living facility wherein health care related services are provided by the facility; or 

 5. A health care facility registered with the board under Iowa Code chapter 124. 

“Long-term care pharmacy” or “provider pharmacy” means a hospital pharmacy, a general 

pharmacy, a limited use pharmacy, or a nonresident pharmacy in which drugs, chemicals, or poisons 

are prepared, compounded, dispensed, vended, distributed, or sold on a regular and recurring basis to 

or for the use of residents of a long-term care facility and from which related pharmacy services are 

delivered. 

“Medication order,” as used in these rules, means a written order from a practitioner or an oral 

order from a practitioner or the practitioner’s authorized agent for administration of a drug or device. 

For purposes of this chapter, “medication order” includes a prescription. 

“Provider pharmacist” means a pharmacist licensed to engage in the practice of pharmacy who 

is employed by or contracted to a long-term care pharmacy or a provider pharmacy and who is 

responsible for supervising the accurate dispensing and proper delivery of drugs and devices to a 
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long-term care facility located within this state. These services shall include, at a minimum, proper 

medication labeling, storage, transport, record keeping, and prospective drug utilization review in 

compliance with all federal and state laws and regulations. 

“Single unit package” means a package that contains one discrete pharmaceutical dosage form. 

“Unit dose dispensing system” means a drug distribution system utilizing single unit, unit dose, 

or unit of issue packaging in a manner that helps reduce or remove traditional drug stocks from 

resident care areas and enables the selection and distribution of drugs to be pharmacy-based and 

controlled. 

“Unit dose package” means a package that contains that particular dose of a drug ordered for a 

resident for one administration time. A unit dose package is not always a single unit package. 

“Unit of issue package” means a package that provides multiple units or doses attached to each 

other but separated in a card or specifically designed container. 

 Item 17.  Amend subrule 23.11(4) as follows: 

23.11(4) Floor stock. Prescription drugs, as defined by Iowa Code section 155A.3(30) 155A.3(37), 

shall not be floor-stocked in a long-term care facility except as provided in this subrule or in subrule 

23.5(2). Bulk supplies of nonprescription drugs may be maintained as provided in subrule 23.13(3). 

Any pharmacy that utilizes a floor stock distribution system pursuant to this subrule shall develop 

and implement procedures to accurately establish proof of use of prescription drugs and shall 

maintain a perpetual inventory, whether by electronic or manual means, of all prescription drugs so 

dispensed. A floor stock distribution system for prescription drugs may be permitted only under the 

following circumstances: 

 a. and b. No changes.  

 Item 18.  Amend rule 657—23.21(124,155A) as follows: 
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657—23.21(124,155A) Destruction Disposal of previously dispensed controlled substances. 

Controlled substances dispensed to a resident in a long-term care facility and subsequently requiring 

destruction disposal due to discontinuance of the drug, death of the resident, or other reasons 

necessitating destruction disposal shall be destroyed disposed of by one of the following methods. 

Controlled substances shall not be returned to a pharmacy for disposal. 

23.21(1) Destruction Disposal in the facility. In facilities staffed by one or more persons licensed to 

administer drugs, a licensed health care professional (pharmacist, registered nurse, licensed practical 

nurse) may destroy dispose of controlled substances in witness of one other responsible adult. The 

professional destroying or otherwise disposing of the drug shall prepare and maintain a readily 

retrievable record of the destruction or other disposition which shall be clearly marked to indicate the 

destruction or other disposition of resident drugs. The record shall include, at a minimum, the 

following: 

 a.  Resident name and unique identification or number assigned by the dispensing pharmacy to 

the prescription; 

 b.  The name, strength, and dosage form of the substance; 

 c.  The quantity destroyed or otherwise disposed of; 

 d.  The date the substance is destroyed or otherwise disposed of; 

 e.  The signature or uniquely identifying initials or other unique identification of the professional 

and the witness; 

 f.  The name and address of the dispensing pharmacy or the dispensing practitioner. 

23.21(2) Destruction or other disposition in the long term care pharmacy. Authorized collection 

program within a facility. Controlled substances returned to the pharmacy for destruction or other 

disposition may be destroyed or otherwise disposed of pursuant to the requirements of 657 subrule 
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10.18(3). Registrants allowed by DEA to administer an authorized collection program may install 

and maintain a collection receptacle in a long-term care facility for the purpose of disposal of 

prescription drugs, including controlled substances, pursuant to federal regulations, which can be 

found at http://deadiversion.usdoj.gov/drug disposal/. 
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Proposed Telepharmacy Pilot Project Petitions 
November 3-4, 2015 

 
A petition for establishment of a telepharmacy in Iowa should address, at minimum, the 
following: 

A. Establish the need for remote pharmacy site (telepharmacy practice) 
1) Distance to the pharmacy nearest to the proposed remote pharmacy site – 

identify the pharmacy or pharmacies 
2) Distance between the managing pharmacy and the proposed remote 

pharmacy site 
3) Population of the community; how do residents currently obtain their 

prescription drugs; is there a prescribing practitioner currently practicing 
in the community; average number of prescriptions per day anticipated? 

4) Is the community in a critical access area, a medically underserved area, or 
near a rural health clinic, a federally qualified health center, or a health 
care facility? 

5) If there was a pharmacy formerly located in the community, when did the 
pharmacy close and how long had the pharmacy been located in the 
community? Is there currently a pharmacy in the community with plans 
to close? If so, when is the anticipated closing? 

B. Remote pharmacy site operational proposal 
1) Name and address/location of managing pharmacy and remote pharmacy 

site; identification of owners of both locations; identification of PIC 
responsible for both locations; identification of certified pharmacy 
technician in charge of remote site, including qualifications (minimum one 
year practice in Iowa pharmacy?) 

2) Number of remote pharmacy sites managed by the managing pharmacy 
and identification/location of currently managed remote pharmacy sites 

3) Description of the proposed telepharmacy practice including days and 
hours of operation, the remote pharmacy site’s anticipated opening date, 
proposed staffing from managing pharmacy and in remote pharmacy site, 
and the responsibilities/activities of each staff member 

4) Plan for training personnel practicing at managing pharmacy and remote 
pharmacy site 

5) Identification and description of technology and communication systems 
to be used between the managing pharmacy and the remote pharmacy 
site. Will bar-code technology be utilized and if so, how and by whom; 
system downtime plan and procedures 
a) Type of audio-visual link and communication that will be utilized 

between the managing pharmacy and the remote pharmacy site 
b) How and when will the link between the managing pharmacy and the 

remote pharmacy site be activated or initiated; will the pharmacist be 
able to open a visual or audio link from the managing pharmacy 
without the assistance or interaction of the remote pharmacy site 
personnel; will multiple camera views be available from the remote 
pharmacy site and who controls the camera view(s)? 
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c) Will automated dispensing equipment be used to dispense prescription 
drugs from the remote pharmacy site? If so, what type of automated 
system will be used and to what extent will dispensing be automated?  

6) Record-keeping systems and locations; drug and record security and 
confidentiality at the remote pharmacy site; drug inventory and control 

7) Will the remote pharmacy site maintain a stock supply of prescription 
drugs or controlled substances; how and who will package and label 
drugs for delivery to the patient 

8) How often and by whom will prescription drugs, including controlled 
substances, be inventoried; if a perpetual inventory for controlled 
substances is utilized, how often and by whom will the perpetual 
inventory be reconciled to the physical inventory; schedule and process 
for periodic inspection of remote pharmacy site 

9) Scope of clinical pharmacy services to be provided at remote pharmacy 
site, who will provide those services, and frequency; statements 
prohibiting the OTC sale of controlled substances from remote pharmacy 
site and prohibiting a pharmacist intern from practicing at the remote 
pharmacy site unless a qualified pharmacist is physically present at the 
remote site 

10) Continuous quality improvement plan and how it will be implemented and 
utilized; processes for ensuring safety and security of patients and staff 

11) Patient counseling process including plans to ensure security of patient 
information and privacy for discussions with patients; how toll-free 
telephone service will be provided and available to patients for direct 
contact with the managing pharmacy/pharmacist 

C. Identification of information and data that will be provided in periodic reports to 
the Board including, but not limited to: 

1) Documented information regarding specific pharmaceutical services 
provided to patients at the remote pharmacy site; number of 
prescriptions dispensed from the remote pharmacy site; identification of 
errors in dispensing from the remote pharmacy site by number and type 
of error and actions taken to resolve and prevent future errors by type 

2) Information regarding interactions with prescribers and community 
outreach efforts to patients and prescribers 

3) Successful counseling rate at the remote pharmacy site including 
comparison with counseling rate at the managing pharmacy 

4) Number of hours a pharmacist was physically present at the remote 
pharmacy site and identification of pharmacist activities during that time; 
plans for future onsite pharmacist staffing and criteria used to determine 
the need for onsite pharmacist staffing (i.e. up to 40 Rxs per day, 8 RPh 
hours per month; > 40 Rxs per day, 25% RPh staffing; >60 Rxs per day, 
50% RPh staffing; >80 Rxs per day, 75% RPh staffing; >100 Rxs per 
day, 100% RPh staffing = conversion to traditional pharmacy) 

5) Number of hours the remote pharmacy site was open for business; name 
and qualifications of technician in charge of remote pharmacy site 



 
- 1 - 

An Act making changes to the controlled substance schedules and providing 

penalties. 

BE IT ENACTED BY THE GENERAL ASSEMBLY OF THE STATE OF IOWA: 

 
 Section 1. Section 124.204, subsection 4, Code 2015, is amended by adding 

the following new paragraphs: 

  NEW PARAGRAPH:  al. 4-methyl-N-ethylcathinone. Other names: 4-MEC, 2-

(ethylamino)-1-(4-methylphenyl)propan-1-one. 

  NEW PARAGRAPH:  am. 4-methyl-alpha-pyrrolidinopropiophenone. Other names: 

4-MePPP, MePPP, 4-methyl-[alpha]-pyrrolidinopropiophenone, 1-(4-methylphenyl)-2-

(pyrrolidin-1-yl)-propan-1-one. 

  NEW PARAGRAPH:  an. Alpha-pyrrolidinopentiophenone. Other names: [alpha]-

PVP, [alpha]-pyrrolidinovalerophenone, 1-phenyl-2-(pyrrolidin-1-yl)pentan-1-one. 

  NEW PARAGRAPH:  ao. Butylone. Other names: bk-MBDB, 1-(1,3-benzodioxol-5-

yl)-2-(methylamino)butan-1-one. 

  NEW PARAGRAPH: ap. Pentedrone. Other names: [alpha]-

methylaminovalerophenone, 2-(methylamino)-1-phenylpentan-1-one. 

  NEW PARAGRAPH:  aq. Pentylone. Other names: bk-MBDP, 1-(1,3-benzodioxol-5-

yl)-2-(methylamino)pentan-1-one. 

  NEW PARAGRAPH:  ar. 4-fluoro-N-methylcathinone. Other names: 4-FMC, 

flephedrone, 1-(4-fluorophenyl)-2-(methylamino)propan-1-one. 

  NEW PARAGRAPH:  as. 3-fluoro-N-methylcathinone. Other names: 3-FMC, 1-(3-

fluorophenyl)-2-(methylamino)propan-1-one. 

  NEW PARAGRAPH:  at. Naphyrone. Other names: naphthylpyrovalerone, 1-
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(naphthalen-2-yl)-2-(pyrrolidin-1-yl)pentan-1-one. 

  NEW PARAGRAPH:  au. Alpha-pyrrolidinobutiophenone. Other names: [alpha]-PBP, 

1-phenyl-2-(pyrrolidin-1-yl)butan-1-one. 

 Sec. 2. Section 124.204, subsection 9, Code 2015, is amended by adding the 

following new paragraphs: 

  NEW PARAGRAPH:  g. Quinolin-8-yl 1-pentyl-1H-indole-3-carboxylate. Other 

names: PB-22, QUPIC. 

  NEW PARAGRAPH:  h. Quinolin-8-yl 1-(5-fluoropentyl)-1H-indole-3-carboxylate. 

Other names: 5-fluoro-PB-22, 5F-PB-22. 

  NEW PARAGRAPH:  i. N-(1-amino-3-methyl-1-oxobutan-2-yl)-1-(4-fluorobenzyl)-1H-

indazole-3-carboxamide. Other name: AB-FUBINACA. 

  NEW PARAGRAPH:  j. N-(1-amino-3,3-dimethyl-1-oxobutan-2-yl)-1-pentyl-1H-

indazole-3-carboxamide. Other name: ADB-PINACA. 

  NEW PARAGRAPH:  k. N-(1-amino-3-methyl-1-oxobutan-2-yl)-1-(cyclohexylmethyl)-

1H-indazole-3-carboxamide. Other name: AB-CHMINACA. 

  NEW PARAGRAPH:  l. N-(1-amino-3-methyl-1-oxobutan-2-yl)-1-pentyl-1H-indazole-

3-carboxamide. Other name: AB-PINACA. 

  NEW PARAGRAPH:  m. [1-(5-fluoropentyl)-1H-indazol-3-yl](naphthalen-1-

yl)methanone. Other name: THJ-2201. 

  NEW PARAGRAPH:  n. N-(1-phenethylpiperidin-4-yl)-N-phenylacetamide. Other 

name: acetyl fentanyl.  

  NEW PARAGRAPH: o. N-(1-amino-3,3-dimethyl-1-oxobutan-2-yl)-1-

(cyclohexylmethyl)-1H-indazole-3-carboxamide. Other names: MAB-CHMINACA; ADB-
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CHMINACA. 

 

 Sec. 3. Section 124.206, subsection 2, paragraph (a), is amended as follows: 

 a. Opium and opiate, and any salt, compound, derivative, or preparation of 

opium or opiate excluding apomorphine, thebaine-derived butorphanol, dextrorphan, 

nalbuphine, nalmefene, naloxegol, naloxone, and naltrexone, and their respective salts, 

but including the following: 

 Sec. 4. Section 124.206, subsection 2, paragraph (d), is amended as follows: 

 d.   Coca leaves and any  salt, compound, derivative, or  preparation of coca 

leaves including cocaine and ecgonine and their salts, isomers, derivatives and salts of 

isomers and derivatives), . Decocainized coca leaves or  extractions of  coca leaves, 

which extractions do  not  contain cocaine or  ecgonine, are excluded from this 

paragraph.   The   following substances and their salts, optical and geometric isomers, 

derivatives, and salts of  derivatives and optical and geometric isomers, and any  salt, 

compound, derivative, or  preparation thereof that is chemically equivalent or identical 

to any  of such substances, are included in this paragraph except that the substances 

shall not include: 

 (1)    Cocaine Decocainized coca leaves or extraction of coca leaves, which 

extractions do not contain cocaine or ecgonine.  

 (2)    Ecgonine [\123\I]ioflupane. 

 Sec. 5. Section 124.208, subsection 5, paragraph (a), subparagraphs (3) and 

(4), Code 2015, are amended by striking the subparagraphs. 

 Sec. 6. Section 124.210, subsection 2, Code 2015, is amended by adding the 



 
- 4 - 

following new paragraph: 

  NEW PARAGRAPH:  c. 2-[(dimethylamino)methyl]-1-(3-

methoxyphenyl)cyclohexanol, its salts, optical and geometric isomers and salts of these 

isomers (including tramadol). 

 Sec. 7. Section 124.210, subsection 3, Code 2015, is amended by adding the 

following new paragraphs: 

  NEW PARAGRAPH:  bb. Alfaxalone. 

  NEW PARAGRAPH:  bc. Suvorexant. 

EXPLANATION 

The bill modifies the controlled substance schedules and provides penalties. 

The bill adds 10 synthetic cathinones, eight synthetic cannabinoids, and acetyl 

fentanyl to the list of substances classified as schedule I controlled substances. The 

board of pharmacy has determined that these substances should be classified as 

schedule I controlled substances because each substance has a high potential for 

abuse and no accepted medical use in the United States. 

The bill removes hydrocodone-combination products from the list of substances 

classified as schedule III controlled substances. Hydrocodone, as a single-entity 

substance, is currently classified as a schedule II controlled substance. The change 

under the bill effectively makes all hydrocodone-containing products subject to the 

controls, security, reporting, and penalty provisions for  schedule II controlled 

substances.  

 The bill removes naloxegol, a new molecular entity and derivative of naloxone, 

from control as a schedule III controlled substance. The federal Food and Drug 
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Administration (FDA) recently approved naloxegol for the treatment of opioid-induced 

constipation in adults with chronic non-cancer pain. The bill also removes 

[\123I]ioflupane from control as a schedule II controlled substance. This substance is a 

new molecular entity and is the active pharmaceutical ingredient in the drug DaTscan, 

recently approved by the federal Food and Drug Administration for use in diagnosis of 

patients suspected of Parkinson’s disease. Evidence supports the removal of 

[123\]ioflupane from control as a controlled substance. 

The bill also classifies the substance commonly known as tramadol, a centrally 

acting opioid analgesic, as a schedule IV controlled substance. This substance was 

previously marketed and distributed as a noncontrolled prescription drug. Effective 

August 18, 2014, the federal Drug Enforcement Administration classified tramadol as a 

schedule IV controlled substance under federal law. 

The bill also classifies alfaxalone, a neurosteroid with central nervous system 

depressant properties, as a schedule IV controlled substance. The federal Food and 

Drug Administration (FDA) recently approved this intravenous injectable anestheticfor 

use by or on the order of a licensed veterinarian. Alfaxalone is not available by 

prescription and is approved for use in veterinary practice. 

The bill classifies suvorexant, a new insomnia treatment approved by the federal 

Food and Drug Administration, as a schedule IV controlled substance. This is a novel, 

first in class, chemical substance and information on actual abuse data is not available. 

However, data from clinical studies support the classification in schedule IV.  

It is a class “C” felony pursuant to Code section 124.401(1)(c)(8) for any 

unauthorized person to violate a provision of Code section 124.401, involving a 
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classified substance placed in schedule I, II, or III pursuant to the bill. A class “C” felony 

for this particular offense is punishable by confinement for no more than 10 years and a 

fine of at least $1,000 but not more than $50,000. 

It is an aggravated misdemeanor pursuant to Code section 124.401(1)(d) for any 

unauthorized person to violate a provision of Code section 124.401 involving a 

classified substance placed in schedule IV pursuant to the bill. An aggravated 

misdemeanor is punishable by confinement for no more than two years and a fine of at 

least $625 but not more than $6,250. 

If a person possesses a controlled substance in violation of Code section 

124.401(5) as a first offense, the person commits a serious misdemeanor. A serious 

misdemeanor is punishable by confinement for no more than one year and a fine of at 

least $315 but not more than $1,875. 
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An Act relating to the board of pharmacy, including nonresident1

pharmacy and outsourcing facility licensure, pharmacist2

supervision of pharmacy technicians, alternate board3

members, and enforcement authority.4

BE IT ENACTED BY THE GENERAL ASSEMBLY OF THE STATE OF IOWA:5
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Section 1. Section 147.107, subsection 2, paragraph a, Code1

2015, is amended to read as follows:2

a. A pharmacist, physician, dentist, or podiatric physician3

who dispenses prescription drugs, including but not limited4

to controlled substances, for human use, may delegate5

nonjudgmental dispensing functions to staff assistants only6

when verification of the accuracy and completeness of the7

dispensing is determined by the pharmacist or practitioner8

in the pharmacist’s or practitioner’s physical presence.9

However, the physical presence requirement does not apply10

when a pharmacist or practitioner is utilizing an automated11

dispensing system; or when a pharmacist is utilizing a12

tech-check-tech program, as defined in section 155A.3; or when13

a pharmacist is remotely supervising a certified pharmacy14

technician practicing at a telepharmacy site approved by the15

board of pharmacy. When using an automated dispensing system16

the pharmacist or practitioner shall utilize an internal17

quality control assurance plan that ensures accuracy for18

dispensing. When using a tech-check-tech program or when19

remotely supervising a certified pharmacy technician practicing20

at an approved telepharmacy site, the pharmacist shall utilize21

an internal quality control assurance plan, in accordance22

with rules adopted by the board of pharmacy, that ensures23

accuracy for dispensing. Verification of automated dispensing,24

and tech-check-tech, and telepharmacy practice accuracy and25

completeness remains the responsibility of the pharmacist or26

practitioner and shall be determined in accordance with rules27

adopted by the board of pharmacy, the board of medicine, the28

dental board, and the board of podiatry for their respective29

licensees.30

Sec. 2. Section 155A.3, Code 2015, is amended by adding the31

following new subsection:32

NEW SUBSECTION. 40A. “Telepharmacy” means the practice of33

pharmacy via telecommunications as provided by the board by34

rule.35
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Sec. 3. Section 155A.13A, Code 2015, is amended to read as1

follows:2

155A.13A Nonresident pharmacy license —— required, renewal,3

discipline.4

1. License required. A pharmacy located outside of this5

state which that delivers, dispenses, or distributes by any6

method, prescription drugs or devices to an ultimate user in7

this state shall obtain a nonresident pharmacy license from8

the board. The board shall make available an application form9

for a nonresident pharmacy license and shall require such10

information it deems necessary to fulfill the purposes of this11

section. A nonresident pharmacy shall do all of the following12

in order to obtain a nonresident pharmacy license from the13

board:14

a. Submit a completed application form and an application15

fee as determined by the board.16

b. Submit evidence of possession of a valid pharmacy17

license, permit, or registration as a pharmacy in compliance18

with the laws of the state in which it is located, a copy of19

the most recent inspection report resulting from an inspection20

conducted by the regulatory or licensing agency of the state21

in which it is located, and evidence of compliance with all22

legal directions and requests for information issued by the23

regulatory or licensing agency of the state in which it is24

located issued by the home state licensing authority.25

c. (1) Submit a list of the names, titles, and locations of26

all principal owners, partners, or officers of the nonresident27

pharmacy, all pharmacists employed by the nonresident pharmacy28

who deliver, dispense, or distribute by any method prescription29

drugs to an ultimate user in this state, and of the pharmacist30

in charge of the nonresident pharmacy. A nonresident pharmacy31

shall update the list within thirty days of any addition,32

deletion, or other change to the list. Submit an inspection33

report that satisfies all of the following requirements:34

(a) Less than two years have passed since the date of35
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inspection.1

(b) The inspection occurred while the pharmacy was in2

operation. An inspection prior to the initial opening of the3

pharmacy shall not satisfy this requirement.4

(c) The inspection report addresses all aspects of the5

pharmacy’s business that will be utilized in Iowa.6

(d) The inspection was performed by or on behalf of the home7

state licensing authority, if available.8

(e) The inspection report is the most recent report9

available that satisfies the requirements of this paragraph10

“c”.11

(2) If the home state licensing authority has not conducted12

an inspection satisfying the requirements of this paragraph13

“c”, the pharmacy may submit an inspection report from the14

national association of boards of pharmacy’s verified pharmacy15

program, or the pharmacy may submit an inspection report from16

another qualified entity if preapproved by the board, if the17

inspection report satisfies all of the other requirements of18

this paragraph “c”.19

(3) The board may recover from a nonresident pharmacy, prior20

to the issuance of a license or renewal, the costs associated21

with conducting an inspection by or on behalf of the board22

for purposes of satisfying the requirement in subparagraph23

(1), subparagraph division (d). In addition, the nonresident24

pharmacy shall submit evidence of corrective actions for all25

deficiencies noted in the inspection report and shall submit26

evidence of compliance with all legal directives of the home27

state regulatory or licensing authority.28

d. Submit evidence that the nonresident pharmacy maintains29

records of the controlled substances delivered, dispensed, or30

distributed to ultimate users in this state.31

e. Submit evidence that the nonresident pharmacy provides,32

during its regular hours of operation for at least six days33

and for at least forty hours per week, a toll-free telephone34

service to facilitate communication between ultimate users in35
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this state and, the telephone number of which is printed on the1

label affixed to each prescription dispensed or distributed2

in Iowa, that allows patients to speak with a pharmacist who3

has access to the ultimate user’s patient records in the4

nonresident pharmacy, and that the toll free number is printed5

on the label affixed to each container of prescription drugs6

delivered, dispensed, or distributed in this state at least six7

days per week for a total of at least forty hours.8

2. Pharmacist license requirement. The pharmacist who is9

the pharmacist in charge of the nonresident pharmacy shall10

be designated as such on the nonresident pharmacy license11

application or renewal. Any change in the pharmacist in charge12

shall be reported to the board within ten days of the change.13

The pharmacist in charge must be registered, not licensed,14

according to rules established by the board of pharmacy.15

2. 3. License renewal. A nonresident pharmacy shall renew16

its license on or before January 1 annually. In order to renew17

a nonresident pharmacy license, a nonresident pharmacy shall18

submit a renewal completed application and fee as determined19

by the board, and shall fulfill all of the requirements of20

subsection 1, paragraphs “b” through “e”. A nonresident21

pharmacy shall pay an additional fee for late renewal as22

determined by the board.23

4. License denial. The board shall refuse to issue24

a nonresident pharmacy license for failure to meet the25

requirements of subsection 1. The board may refuse to issue26

or renew a license for any grounds under which the board27

may impose discipline. License or renewal denials shall be28

considered contested cases governed by chapter 17A.29

3. 5. Discipline. The board may deny fine, suspend, or30

revoke, or impose other disciplinary sanctions on a nonresident31

pharmacy license for any violation of this section, section32

155A.15, subsection 2, paragraph “a”, “b”, “d”, “e”, “f”, “g”,33

“h”, or “i”, chapter 124, 124A, 124B, 126, or 205, or a rule of34

the board. of the following:35
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a. Any violation of the federal Food, Drug, and Cosmetic Act1

or federal regulations promulgated under the Act. A warning2

letter issued by the United States food and drug administration3

shall be conclusive evidence of a violation.4

b. Any conviction of a crime related to prescription drugs5

or the practice of pharmacy committed by the nonresident6

pharmacy, pharmacist in charge, or individual owner, or if the7

pharmacy is an association, joint stock company, partnership,8

or corporation, by any managing officer.9

c. Refusing access to the pharmacy or pharmacy records to an10

agent of the board for the purpose of conducting an inspection11

or investigation.12

d. Any violation of this chapter or chapter 124, 124A, 124B,13

126, or 205, or rule of the board.14

Sec. 4. NEW SECTION. 155A.13C Outsourcing facility license15

—— renewal, cancellation, denial, discipline.16

1. License required. Any compounding facility that is17

registered as an outsourcing facility, as defined in 2118

U.S.C. §353b, that distributes sterile compounded human19

drug products without a patient-specific prescription to an20

authorized agent or practitioner in this state shall obtain an21

outsourcing facility license from the board prior to engaging22

in such distribution. If an outsourcing facility dispenses23

prescription drugs pursuant to patient-specific prescriptions24

to patients in Iowa, the outsourcing facility shall obtain and25

maintain a valid Iowa pharmacy license or Iowa nonresident26

pharmacy license under this chapter. The board shall make27

available an application form for an outsourcing facility28

license and shall require such information it deems necessary29

to fulfill the purposes of this section. An outsourcing30

facility shall do all of the following in order to obtain an31

outsourcing facility license from the board:32

a. Submit a completed application form and application fee33

as determined by the board.34

b. Submit evidence of possession of a valid registration as35
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an outsourcing facility with the United States food and drug1

administration.2

c. If one or more inspections have been conducted by the3

United States food and drug administration in the five-year4

period immediately preceding the application, submit a copy5

of any correspondence from the United States food and drug6

administration as a result of the inspection, including but7

not limited to any form 483s, warning letters, or formal8

responses, and all correspondence from the applicant to the9

United States food and drug administration related to such10

inspections, including but not limited to formal responses and11

corrective action plans. In addition, the applicant shall12

submit evidence of correction of all deficiencies discovered in13

such inspections and evidence of compliance with all directives14

from the United States food and drug administration.15

d. Submit evidence that the supervising pharmacist, as16

described in 21 U.S.C. §353b(a), holds a valid pharmacist17

license in the state in which the facility is located and that18

such license is in good standing.19

2. License renewal. An outsourcing facility shall renew20

its license on or before January 1 annually. In order to renew21

an outsourcing facility license, an outsourcing facility shall22

submit a completed application and fee as determined by the23

board, and shall fulfill all of the requirements of subsection24

1. An outsourcing facility shall pay an additional fee for25

late renewal as determined by the board.26

3. License cancellation. If a facility ceases to be27

registered as an outsourcing facility with the United States28

food and drug administration, the facility shall notify the29

board in writing and shall surrender its Iowa outsourcing30

facility license to the board within thirty days of such31

occurrence. Upon receipt, the board shall administratively32

cancel the outsourcing facility license.33

4. License denial. The board shall refuse to issue34

an outsourcing facility license for failure to meet the35
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requirements of subsection 1. The board may refuse to issue1

or renew a license for any grounds under which the board2

may impose discipline. License or renewal denials shall be3

considered contested cases governed by chapter 17A.4

5. Discipline. The board may fine, suspend, revoke, or5

impose other disciplinary sanctions on an outsourcing facility6

license for any of the following:7

a. Any violation of the federal Food, Drug, and Cosmetic Act8

or federal regulations promulgated under the Act. A warning9

letter issued by the United States food and drug administration10

shall be conclusive evidence of a violation.11

b. Any conviction of a crime related to prescription drugs12

or the practice of pharmacy committed by the outsourcing13

facility, supervising pharmacist, or individual owner, or14

if the outsourcing facility is an association, joint stock15

company, partnership, or corporation, by any managing officer.16

c. Refusing access to the outsourcing facility or facility17

records to an agent of the board for the purpose of conducting18

an inspection or investigation.19

d. Any violation of this chapter or chapter 124, 124A, 124B,20

126, or 205, or rule of the board.21

Sec. 5. Section 155A.26, subsections 2, 3, and 4, Code 2015,22

are amended to read as follows:23

2. Make audits of the supply and inventory of controlled24

substances and prescription drugs in the possession of any and25

all individuals or institutions authorized to have possession26

of any controlled substances or prescription drugs, regardless27

of the location of the individual or institution.28

3. Conduct routine and unannounced inspections of29

pharmacies, drug wholesalers, and the offices or business30

locations of all individuals and institutions authorized to31

have possession of prescription drugs including controlled32

substances or prescription devices, regardless of the location33

of the office or business.34

4. Conduct inspections and investigations related to the35
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practice of pharmacy and the distribution of prescription drugs1

and devices in and into this state.2

Sec. 6. Section 155A.33, Code 2015, is amended to read as3

follows:4

155A.33 Delegation of technical functions.5

A pharmacist may delegate technical dispensing functions6

to pharmacy technicians, but only if the pharmacist is7

physically present to verify the accuracy and completeness8

of the patient’s prescription prior to the delivery of the9

prescription to the patient or the patient’s representative.10

However, the physical presence requirement does not apply when11

a pharmacist is utilizing an automated dispensing system or12

a tech-check-tech program or when a pharmacist is remotely13

supervising a certified pharmacy technician practicing at14

a telepharmacy site approved by the board. When using an15

automated dispensing system or a tech-check-tech program, or16

when remotely supervising a certified pharmacy technician17

practicing at an approved telepharmacy site, the pharmacist18

shall utilize an internal quality control assurance plan that19

ensures accuracy for dispensing. Verification of automated20

dispensing, and tech-check-tech, and telepharmacy practice21

accuracy and completeness remains the responsibility of the22

pharmacist and shall be determined in accordance with rules23

adopted by the board.24

Sec. 7. NEW SECTION. 155A.45 Inspection reports ——25

disclosure.26

Notwithstanding section 272C.6, subsection 4, paragraph “a”,27

an inspection report in possession of the board, regardless28

of whether the report is based on a routine inspection or an29

inspection prompted by one or more complaints, may be disclosed30

to the national association of boards of pharmacy’s inspection31

network.32

EXPLANATION33

The inclusion of this explanation does not constitute agreement with34

the explanation’s substance by the members of the general assembly.35
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This bill relates to the operation of, and persons and1

activities regulated by, the board of pharmacy.2

The bill provides for remote pharmacist supervision of3

a certified pharmacy technician practicing at an approved4

telepharmacy practice site, pursuant to rules of the board.5

The bill defines the term “telepharmacy” as it relates to the6

practice of pharmacy.7

The bill amends provisions relating to the licensure of8

nonresident pharmacies that provide prescription pharmaceutical9

products to patients located in Iowa. The bill requires the10

pharmacist in charge of a nonresident pharmacy to be identified11

as such on the nonresident pharmacy license application or12

renewal, report any change in the pharmacist in charge to the13

board within 10 days, and be registered in accordance with14

board rules. The bill clarifies the information required for15

license application, including evidence of recent inspection16

of the pharmacy and defining the elements of an acceptable17

inspection. The bill describes and identifies various entities18

that may be employed to perform an inspection acceptable for19

Iowa licensure. The bill authorizes the board to recoup from20

a nonresident pharmacy any costs incurred by the board in21

completing an inspection of the nonresident pharmacy if the22

nonresident pharmacy cannot provide an acceptable inspection23

report.24

The bill eliminates the requirement that a nonresident25

pharmacy maintain minimum hours and days of operation,26

requiring in lieu thereof that a pharmacist with access to27

patient records be readily available to speak to patients via28

a toll-free telephone number at least six days per week for a29

total of at least 40 hours.30

The bill authorizes the board to deny an application for a31

nonresident pharmacy license if the applicant fails to meet the32

application requirements and authorizes the board to refuse to33

issue or renew a nonresident pharmacy license for any grounds34

under which the board may impose discipline.35
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The bill amends the grounds for disciplining nonresident1

pharmacies. The board may impose discipline for any violation2

of the federal Food, Drug, and Cosmetic Act or regulations3

promulgated under the Act including the issuance by the United4

States food and drug administration of a warning letter;5

conviction of a crime related to prescription drugs or the6

practice of pharmacy by the owner, managing officer, or the7

pharmacy; refusal to provide the board’s agent access to the8

pharmacy or pharmacy records for purposes of inspection or9

investigation; and any violation of Iowa law or rule of the10

board relating to the practice of pharmacy and the distribution11

of prescription products in Iowa. For nonresident pharmacies,12

the bill adds that the board has the option to fine the13

nonresident pharmacy, in addition to license suspension,14

revocation, and other sanctions.15

The bill adds a new license classification for outsourcing16

facilities, for the purpose of licensing and regulating any17

compounding facility that is registered under federal law as an18

outsourcing facility. The bill establishes the requirements19

for application and licensure; license renewal, cancellation,20

and denial; and establishes grounds for discipline of the21

outsourcing facility license identical to the disciplinary22

procedure available regarding nonresident pharmacies.23

The bill clarifies that the officers, agents, inspectors,24

and representatives of the board may perform functions and25

activities relating to authorized enforcement activities26

regardless of the location of the office or business that is27

the subject of the enforcement activities. The bill authorizes28

the board to provide reports of inspections of board licensees29

to the national association of boards of pharmacy’s inspection30

network, a closed network of information regarding individual31

states’ licensees that compiles information and makes that32

information available to other state boards of pharmacy for33

purposes of regulating the subject licensees.34
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New Nonresident Pharmacy Application Review 

 

Name: Professional Partners, Inc. 

DBA: Westcliff Compounding Pharmacy 

Street Address: 1901 Westcliff Drive 

City, State, Zip: Newport Beach, California 92660 

Date application received: July 7, 2015 

Application reviewed by: Sue Mears 

Date application reviewed: July 8, 2015 

Omission(s): None 

Area(s) of Concern: Disclosed discipline, summarized below 

 

Pharmacy was disciplined by the Colorado Board of Pharmacy in November 2013 for shipping 
909 prescription drugs into Colorado without prescription orders over a two year period. The 
pharmacy had been shipping compounded medications to a prescriber for office use, which it 
thought to be allowable. The pharmacy agreed to a $6,600 fine and to only dispense 
compounded medications into Colorado pursuant to a patient-specific prescription. 

UPDATE: 

During this board’s review of the pharmacy’s application at its August / September meeting, the 
board was concerned about the pharmacy’s response to the question of registering and reporting 
to the PMP for compounded controlled substances. The board asked for further follow up with 
the pharmacy. The pharmacist explained that if a controlled substance is compounded with a 
non-controlled substance, he believed the resulting compound to be non-controlled. It was 
explained to him that the Iowa PMP requires submission of all controlled substances dispensed 
to Iowa, regardless of final form. He understood and agreed that his pharmacy will register and 
report to the PMP all compounded medications that contain controlled substances. 



































From: Mears, Sue [IBPE]
To: Kelly Engelking; Jorgenson, Debbie [IBPE]
Cc: Gary Grove; Winn Jester
Subject: MO - Grove Pharmacy
Date: Monday, September 14, 2015 8:38:24 AM

Kelly, thank you. I have copied Debbie Jorgenson on this as well. She can work with you on being available via
 Skype.

Sue Mears, RPh
Compliance Officer
Iowa Board of Pharmacy
400 SW 8th Street, Suite E
Des Moines, IA 50309
515-408-7824 (cell)
515-281-4609 (Fax)
sue mears@iowa.gov

Territory: Boone, Buena Vista, Calhoun, Clay, Dickinson, Greene, Palo Alto, Pocahontas, Sac and Webster counties
 as well as the cities of West Des Moines, Clive and Urbandale in Polk County.

The Iowa Board of Pharmacy promotes, preserves, and protects the public health, safety, and welfare through the
 effective regulation of the practice of pharmacy and the licensing of pharmacies, pharmacists, and others engaged in
 the sale, delivery, or distribution of prescription drugs and devices or other classes of drugs or devices which may
 be authorized. Iowa Code § 155A.2(1).
________________________________________
From: Kelly Engelking 
Sent: Friday, September 11, 2015 11:51 AM
To: Mears, Sue [IBPE]
Cc: Gary Grove; Winn Jester
Subject: RE: MO - Grove Pharmacy

Sue,

Thank you very much for the information. We would love to attend the November meeting via Skype. Our owner,
 Pharmacist-In-Charge, General Manager and myself will be available to answer any questions.

Thank you,

Kelly Engelking, CPhT
Project Manager
Grove Pharmacy
Phone: 417.881.2910 ext 503
Fax: 417.890.1579

Confidentiality Notice: The information contained in this transmission may be privileged, confidential, and
 protected from disclosure. If you are not the intended recipient, or an employee, or agent responsible for delivering
 this message to the intended recipient, you are hereby notified that any dissemination, distribution, or copying of
 this transmission is strictly prohibited. If you have received this transmission in error, please notify us immediately
 by replying to the message and deleting the message from your computer.

From: Gary Grove
Sent: Friday, September 11, 2015 11:34 AM



To: Winn Jester ; Kelly Engelking 
Subject: Fwd: MO - Grove Pharmacy

Thank You,

Gary Grove, RPh
Grove Pharmacy
www.grovepharmacy.com<http://www.grovepharmacy.com>
www.grovespa.com<http://www.grovespa.com>
Cell 417-840-2500

Sent from my iPhone

Begin forwarded message:
From: "Mears, Sue [IBPE]" <Sue.Mears@iowa.gov<mailto:Sue.Mears@iowa.gov>>
Date: September 11, 2015 at 11:02:00 AM CDT
To: 
 
Subject: MO - Grove Pharmacy

Good morning. The Iowa Board of Pharmacy has received the pharmacy's application for an Iowa nonresident
 pharmacy license. While the application materials are complete, the Board's policy is to personally review each
 application in which there is any disclosure of discipline. The Board next meets in early November and will review
 the application in open session. At this time, I do not know the specific date and time that this will occur. You may
 check the board's website for updated agenda information (www.iowa.gov/ibpe<http://www.iowa.gov/ibpe>, click
 on "Board" then click on "Meeting Notices") as that time nears. If your pharmacy would like to be available to
 answer any questions the board might have, you are more than welcome to attend in person or via electronic means
 (Skype, conference call, etc.). If you would like to be available by phone, please provide me with a contact name
 and phone number that the board may call in the event there are questions. It is not required, but sometimes speeds
 up the process if there are questions.

Thanks so much,

Sue Mears, RPh
Compliance Officer
Iowa Board of Pharmacy
400 SW 8th Street, Suite E
Des Moines, IA 50309
515-408-7824 (cell)
515-281-4609 (Fax)
sue mears@iowa.gov<mailto:sue mears@iowa.gov>

Territory: Boone, Buena Vista, Calhoun, Clay, Dickinson, Greene, Palo Alto, Pocahontas, Sac and Webster counties
 as well as the cities of West Des Moines, Clive and Urbandale in Polk County.

The Iowa Board of Pharmacy promotes, preserves, and protects the public health, safety, and welfare through the
 effective regulation of the practice of pharmacy and the licensing of pharmacies, pharmacists, and others engaged in
 the sale, delivery, or distribution of prescription drugs and devices or other classes of drugs or devices which may
 be authorized. Iowa Code § 155A.2(1).

This email message and its attachments may contain confidential information that is exempt from disclosure under
 Iowa Code chapters 22, 139A, and other applicable law. Confidential information is for the sole use of the intended
 recipient. If you believe that you have received this transmission in error, please reply to the sender, and then delete
 all copies of this message and any attachments. If you are not the intended recipient, you are hereby notified that



 any review, use, retention, dissemination, distribution, or copying of this message is strictly prohibited by law.
Confidentiality Notice: The information contained in this transmission may be privileged, confidential, and
 protected from disclosure. If you are not the intended recipient, or an employee, or agent responsible for delivering
 this message to the intended recipient, you are hereby notified that any dissemination, distribution, or copying of
 this transmission is strictly prohibited. If you have received this transmission in error, please notify us immediately
 by replying to the message and deleting the message from your computer.



New Nonresident Pharmacy Application Review 

 

Name: Grove Professional Pharmacy, Inc. 

DBA: Grove Pharmacy 

Street Address: 3050 S National, Suite 109 

City, State, Zip: Springfield, Missouri 65804 

Date application received: 08-20-2015 

Application reviewed by: Sue Mears 

Date application reviewed: 08-25-2015 

Omission(s): None 

Area(s) of Concern: Disclosed discipline, summarized below 

 

Missouri Board of Pharmacy 

The pharmacy’s Missouri permit was censured in May 2013 following a loss of controlled 
substances due to diversion by a technician, thereby failing to maintain adequate security over 
inventory of controlled substances. There appears to be no other sanction. 

Owner Gary Grove reported he received probation for 3 years, concluded in 2008, after a 
compounding issue was identified in the company’s home infusion pharmacy. The home 
infusion pharmacy (not the pharmacy that is currently applying for licensure in Iowa) updated 
its policies and procedures, reportedly complies with USP standards, and no longer compounds 
the product in question.  

The pharmacy is currently the subject of an investigation in Missouri following a complaint 
regarding generic and brand billing and dispensing practices. At this time, no formal 
disciplinary action has been taken. 

 





















































New Nonresident Pharmacy Application Review 

 

Name: G&K Pharmacy  

DBA: Glades Pharmacy 

Street Address: 4680 Broadway  

City, State, Zip: Allentown, PA 18104 

Date application received: 10-09-2015 

Application reviewed by: Sue Mears 

Date application reviewed: 10-13-2015 

Omission(s): None 

Area(s) of Concern: Disclosed discipline, summarized below 

 

Glades Pharmacy entered into a Consent Agreement in June 2015 with the Maine Board of 
Pharmacy for not filing a change of pharmacist in charge application within 7 days. The Consent 
Agreement included a $1,500 civil penalty along with a warning, but no further sanction.   

































New Nonresident Pharmacy Application Review 

 

Name: HDK Enterprises Inc. 

DBA: Southside Infusion 

Street Address: 7700 Main Street, Suite 210 

City, State, Zip: Houston, TX 77030 

Date application received: Date unknown (not date stamped) 

Application reviewed by: Sue Mears 

Date application reviewed: 09-28-2015 

Omission(s): None 

Area(s) of Concern: Disclosed discipline, summarized below 

 

Texas Board of Pharmacy 

Southside Infusion was fined $1,000 in 1994 for “failure to maintain complete and accurate 
records of the distribution of controlled substances to an agency for delivery to an ocean vessel”. 

Southside Infusion was reprimanded in 2001 for prescription records that did not have accurate 
prescriber information. 

The pharmacy is not currently subject to any disciplinary action or probation. 

Owner Harish Katharani failed to report the above actions on new pharmacy applications for 
two other pharmacies he took ownership of in Texas and was fined $1,000 for each application, 
and the applications were granted with no additional sanctions.  

 
























































































