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Dear colleagues:

I would like to share with you the fall 2010 edition of the Aca-
demic Physician Quarterly (APQ). In this issue, we have a Focus
topic by Dr. Adil Shujaat on the utility of pleuroscopy in the di-
agnosis and treatment of pleural disorders. This endoscopic ex-
amination, unlike Video-Assisted Thoracoscopic Surgery
(VATS) which is performed under general anesthesia, is per-
formed under conscious sedation. The availability of this new
technology will help our patients achieve quicker recovery and
may reduce their length of stay in the hospital. 

Our faculty members continue to be recognized nationally and internationally for
their expertise. We are especially proud that Dr. Ted Bass, Chief of the Cardiology Di-
vision and the medical director of the Cardiovascular Center, has been appointed by
the American Board of Internal Medicine (ABIM) as the next chair of the ABIM In-
terventional Cardiology Test Committee.

On a more personal note, I am delighted to announce that on September 10, 2010 Drs.
Malcolm and Patricia Foster celebrated their 50th wedding anniversary. Malcolm and
Pat had been the pillars of the Department for many years. Through their efforts the
Department and the University of Florida COM Jacksonville have achieved important
milestones in its quest for excellence in patient care, education and scholarly pro-
ductivity.  On behalf of the Department of Medicine, I would like to congratulate
them on achieving a remarkable milestone in their marital life and wish them many
more happy years in matrimony.

The exceptional performance of our residents and faculty members has increased the
visibility of the Department nationally. The recruitment of new talented faculty has
added to the array of technologies we now offer to our patients. As we welcome the
season of “thanksgiving”, I am happy to say that we in the Department of Medicine
have a lot to give thanks for. We hope that our fortunes will only grow over the years
to come. 

Arshag D. Mooradian, M.D.
Professor of Medicine
Chairman, Department of Medicine
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Adil Shujaat, M.D.

Assistant Professor of Medicine

Division of Pulmonary, Critical
Care & Sleep Medicine

Pleuroscopy- indications in 
contemporary times

Pleuroscopy is endoscopic examination of the pleural cav-
ity for the diagnosis and/or treatment of pleural disorders.
It is performed under conscious sedation in the endoscopy
suite through a single entry site. It is also called Medical Tho-
racoscopy to distinguish it from Video-Assisted Thoraco-
scopic Surgery (VATS) which is performed under general
anesthesia with single-lung ventilation in the operating room
through three entry sites. 

Pleuroscopy was introduced by Jacobaeus a century ago
and was widely used mainly in the pneumothorax treatment
of tuberculosis to break down adhesions that prevented the
diseased lung from collapsing. It lost its use when strepto-
mycin was discovered in 1945 and antibiotics became the
standard treatment of tuberculosis. The advent of laparo-
scopic surgery in the 1980s led to an interest in improvising
the technique of pleuroscopy and paved the path for the de-
velopment of VATS. VATS is now a well established proce-
dure for performing lung biopsy, wedge resection,
lobectomy and even pneumonectomy, and much more. Al-
though it is also used for diagnosing and treating pleural dis-
orders, it is too invasive and expensive for such purposes.
Moreover, some patients may not be able to tolerate general
anesthesia and single lung ventilation. Lastly, the recent
availability of a flex-rigid pleuroscope (Olympus LTF 160)
has revived an interest in pleuroscopy among pulmonolo-
gists across the world. This pleuroscope is similar in design
and handling to a bronchoscope, and is compatible with the
light source and video processor set-up used for bron-
choscopy. 

It is against this background that I will now go over the
well established indications for pleuroscopy:

1) Evaluation of Undiagnosed Pleural Effusions 
a)  Malignancy  b)  Tuberculosis

2) Staging of Malignancy
a)  Lung Cancer  b)  Metastatic Cancer
c)  Mesothelioma

3)  Treatment of Pleural Effusions
a)  Malignant  b)  Recurrent Non-Malignant

4)  Treatment of Early Empyema
5)  Treatment of Spontaneous Pneumothorax
6)  “Gold Standard” in research on pleural effusions

1) Evaluation of Undiagnosed Pleural Effusions:
Approximately 25% of pleural effusions remain undiag-
nosed after repeated pleural fluid analysis and closed nee-
dle pleural biopsy (1). The reported diagnostic accuracy of
pleuroscopy in this setting varies from 69 to 96 per cent de-
pending upon the methodology of the study (1-5). The most
commonly diagnosed causes are malignancy and tuberculo-
sis.

a) Malignancy: The sensitivity of pleural fluid cytology de-
pends on the extent and nature of the primary malignancy
and varies from 62% in patients with metastatic disease (6)

to <20% in mesothelioma (7). Repeated thoracentesis im-
proves the sensitivity by 27% at second aspiration (8). Ad-
dition of closed needle pleural biopsy increases the
sensitivity by a mere 12% (9). On the other hand, the sensi-
tivity of pleuroscopy in the diagnosis of malignant pleural
effusion is high (95%) (9), and is similar for all types of ma-
lignant pleural effusions— lung cancer, extrathoracic pri-
mary malignancy, or mesothelioma (10). Pleuroscopy also
allows biopsies of the diaphragmatic pleura which is not
possible with the percutaneous closed needle.  Pleuroscopy
can provide enough tissue for accurate identification of the
primary malignancy and for distinguishing metastatic ade-
nocarcinoma and mesothelioma. This is especially impor-
tant for the patient with mesothelioma who can claim
financial compensation (11). Moreover, pleuroscopy can pro-
vide enough tissue for determination of hormone receptors
in breast cancer, and for better characterization of lym-
phoma (10). 
b) Tuberculosis: Although the combined sensitivity of
pleural fluid TB culture and closed needle biopsy is high
(80%) in areas with a high prevalence of tuberculosis (12),
the same is not true in areas with a low prevalence where
the combined sensitivity is low (61%) and the sensitivity of
closed needle biopsy histology alone is even lower (38%)
(10). The sensitivity of pleuroscopy, on the other hand, is ex-
tremely high (94%-100%) regardless of the prevalence and
high even for histology alone (94%) (10, 12). Thus, pleu-
roscopy can provide an immediate diagnosis of tuberculo-
sis and avoid delays in starting anti-tuberculous therapy.
Moreover, the sensitivity of positive TB cultures is twice as
high (76%) (10), allowing susceptibility testing which may
be of clinical importance especially in the HIV patients and
immigrants from countries with high prevalence of tuber-
culosis and therefore also a high prevalence of multi-drug
resistant tuberculosis. 
c) Other Pleural Effusions: Pleuroscopy can also provide
clues to the cause of the pleural effusion. Whitish hyaline
plaques indicate exposure to asbestos and suggest a diag-
nosis of benign asbestos pleural effusion. White fibrin de-
posits suggest rheumatoid pleuritis. Tortuous distended
veins on the diaphgram indicate collateral vessels in cir-
rhosis (13).

2. Staging of Malignancy:
Most patients with lung cancer and a negative pleural fluid
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cytology turn out to have unresectable disease at thoraco-
tomy (14), and pleuroscopy can help to avoid a thoracotomy in
such patients (15, 16).

In patients with mesothelioma, pleuroscopy can not only
provide an earlier diagnosis and better histologic classifica-
tion but also more accurate staging (17,18). This is important be-
cause much better responses to local immunotherapy or
chemotherapy have been reported in the early stages (I and
II) (19-21).

3. Treatment of Pleural Effusions:
The pleural space can be obliterated to prevent reaccumu-

lation of pleural fluid. This is called pleurodesis and can be
achieved by the instillation of talc, doxycycline, povidone or
another agent into the pleural space which causes inflamma-
tion followed by fibrosis and symphysis of the two pleural
layers. Talc is the most commonly used agent for pleurode-
sis. It can be made into a slurry and instilled through a chest
tube or it can be sprayed onto the pleural surface through a
pleuroscope, a procedure called talc poudrage. 

In malignant pleural effusions, talc poudrage is associated
with success rates of more than 80% and is more successful
than talc slurry (22)  probably because it results in a more even
distribution of the talc to all parts of the pleura. Early pleu-
rodesis is preferred in malignant pleural effusions for two
reasons: one— repeated thoracentesis can lead to a loculated
pleural effusion and the adhesions may preclude the patient
from undergoing pleuroscopy and talc poudrage, and two—
delaying pleurodesis can result in a trapped lung. 

In some cases of non-malignant recurrent pleural effusions
that are refractory to conventional medical therapy or for
which no adequate therapy exists, talc poudrage can be em-
ployed to achieve pleurodesis. Cirrhosis and chylothorax are
the most common examples reported in the literature (23, 24).

4. Treatment of Early Empyema:
Pleuroscopy can be used in the treatment of early multi-

loculated empyema before the adhesions become too fibrous.
During pleuroscopy the septations can be broken down, the
pleural space completely drained, the chest tube optimally
placed and the pleural surface inspected to determine if there
is a need for decortication. In a retrospective study of 127
such patients identified by ultrasonography 94% were
treated successfully with pleuroscopy and only 6% went on
to require surgery (25).

5. Treatment of Spontaneous Pneumothorax:
Although patients with recurrent primary spontaneous

pneumothorax or secondary pneumothorax have tradition-
ally been treated surgically with bullectomy and pleural
abrasion to prevent recurrence, they can be treated with pleu-
roscopy and talc poudrage particularly when respiratory in-
sufficiency precludes them from undergoing surgery. 

In the randomized multi-center European Study on Med-
ical Video-Assisted Thoracoscopy (ESMEVAT) of 108 pa-
tients with primary spontaneous pneumothorax, most of
which were recurrent, talc poudrage was compared to chest
tube drainage and found to be more effective in preventing
pneumothorax (recurrence rate 5% versus 34%) (26).

Lee et al. employed talc poudrage in the recurrence pre-
vention of spontaneous pneumothorax in 41 patients with se-
vere COPD who were at high risk for general anesthesia and
VATS (mean age 70.7 years, mean FEV1 0.88L). The 30-day
mortality was 10% and the recurrence rate in the survivors
was 5.4% (27).

REFERENCES: 1. Boutin C, Viallat JR, et al. Thoracoscopy in malignant pleural
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A CLINICAL CASE

Frederic N. Nguyen MD, Internal Medicine Resident
Karishma Ramsubeik, MD, Internal Medicine Resident
San K Chang, M.D.,  Internal Medicine Resident
James M. Phillips, MD., Assistant Professor of Medicine

Angel’s trumpet associated anti-
cholingeric delirium in the setting of 
alcohol intoxication: a case report.
CASE PRESENTATION

A 58 year old Caucasian gentleman with history of poly-
substance abuse was brought to emergency room with new
onset disorientation and visual hallucinations five hours
after ingestion of a hallucinogenic drug. During an evening
of alcohol intake of four beers without hard liquor, the pa-
tient ingested approximately 300 ml of a tea brewed from

two large flowers of Angel’s trumpet heated in 1 liter of hot
water.

On initial presentation his vital signs were temperature
97.4, pulse rate 90 beats/min, respiratory rate 16
breaths/min, blood pressure 174/99 mmHg and oxygen sat-
uration 99% on room air.

The patient was agitated and alert, but only oriented to
person (not time or place). Both pupils were dilated to 10 mm
and were mildly reactive. The patient had dry mucous mem-
branes and the skin of his face, arms, and trunk was notice-
ably flushed. His lungs were clear and cardiac examination
revealed a systolic ejection murmur. Abdominal examina-
tion was benign with hypoactive bowel sounds. During a re-
peat examination, mydriasis was confirmed and horizontal
nystagmus was also noted. 

The patient demonstrated flight of ideas, with inappropri-
ate responses, and was not oriented to place, believing that

Continued on Page 5
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Improving Patient Handoffs
As you are getting settled into your new roles this academic

year, consider this: why is patient checkout so important?
How much time should I spend on it?  Why is patient safety
getting so much attention?

The Institute of Medicine in 1999 released a report show-
ing 44,000-98,000 deaths per year were due to medical errors.
In spite of patient safety goals subsequently implemented by
the Joint Commission, the rates did not improve significantly.
Five years later, the Washington Post reported the results of
the Patient Safety in America Hospitals study which found
during 2004-2006, nearly 240,000 deaths due to medical er-
rors in Medicare patients at a cost of 8.8 billion dollars. The
majority of these errors were directly attributable to system
and communication failures. Whether you believe the exact
statistics or not, patient safety is an ongoing problem by any
measure.

The Joint Commission in 2006 established a new series of
goals for patient safety.  These goals include standardization
of handoff procedures. Handoffs are defined as the transfer of

care from one provider to another.  A number of other stud-
ies have shown patients under the care of cross-covering
physicians have longer stays, more testing, and are at higher
risk of preventable adverse events.  To prevent errors, the in-
formation given to the receiving provider (“cross-cover”)
must be concise, accurate and well-organized.  A variety of
standardized forms and checklists can be used. Whatever you
decide to use, be sure to include the following information:

1) Patent name and location
2) Allergies
3) Current medications
4) Code status
5) Admission date and diagnosis
6) Active problem list
7) Pertinent co-morbidities
8) Procedures and IV access
9) Pertinent labs and tests
10) Short-term concerns
11) Long-term plan if appropriate
12) Psychosocial issues/ Family issues
13) Anticipated problems with contingency plan

Handoffs should be interactive and with as few interrup-
tions as possible to allow time for review, verification of in-
formation and questions.

Ensuring complete and accurate transfer of information is
a crucial step towards preventing communication errors and
hopefully improving patient safety.  By presenting informa-
tion in a standardized format, the idea is that all vital infor-
mation is included, so your colleagues (and you) can make
better decisions and spend less time looking for the chart.
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A Clinical Case continued from Page 4

he was in a garage. He had visual hallucinations of uniformed
police and military officers.  

Although the patient had an extensive history of poly-sub-
stance abuse (including lysergic acid diethylamide LSD, di-
acetylmorphine, benzoylmethylecgonine, and cannabis),
there was no history of street drug use within four weeks of
the Angel’s trumpet ingestion. There was no history of am-
phetamine use. He also has a forty pack-year history of smok-
ing and reports drinking four beers a day for several years.
The patient had no known history of other mental health
problems, and there were no suicidal or homicidal ideations.

The electrocardiogram revealed sinus tachycardia with nor-
mal axis and intervals. Results of routine chemistry studies
(including complete blood count, electrolytes, liver function
tests, and urinalysis) were normal.

The patient was admitted to the general medicine floor and
given intravenous fluids. He was also provided 2 mg intra-
venous lorazepam every four hours as needed for agitation.
Within the subsequent forty-eight hours, the patient’s auto-
nomic and somatic symptoms had resolved and he was dis-
charged home with self-care. 

DISCUSSION
We report a case of delirium following recreational use of

hallucinogenic herbal toxin in the setting of alcohol abuse.
This diagnosis was based on the history of voluntary use of
Angel’s trumpet in conjunction with clinical findings of anti-
cholingeric syndrome. Consistent with previous reports of
Angel’s trumpet ingestion (1-4), the anti-cholingergic and so-
matic effects seen in this patient include mydrasis, visual hal-
lucinations, incoherent thoughts and disturbances of
orientation.  Our patient was sufficiently treated with intra-
venous benzodiazepines and direct observation over forty-
eight hours (2).

The name Angel’s trumpet generally refers to plants of the
genus Datura or Brugmansia, both of which are common or-

namental plants seen throughout the southeastern United
States (1). The genus Brugmansia are woody shrubs or small
tress and have pendulous flowers, while the genus Datura
have more erect flowers. More commonly, Angel’s trumpet
refers specifically to the large, pendulous, trumpet-shaped
flowers with ornate colors and scents. Intoxication can result
from ingestion of any part of the plant, which is known to
contain atropine and scopolamine (1).  

Medical literature on Angel’s trumpet intoxication mainly
reflects prospective data review and case reports. In a
prospective Australian study, Isbister et al. found thirty-three
cases of moderate intoxication requiring only sedation with
benzodiazepines (2). Although Greene GS et al. noted a ten-
fold increase in the number of reported ingestions throughout
the state of Florida in 1994 (1), there has been no significant in-
crease in reported cases in the past decade. Additionally,
there have been reports of Angel’s trumpet use associated
with high risk behaviors. Marneros reported Angel’s trum-
pet use associated with self-amputation of the penis and
tongue (3). Wiebe et al. also reported four uncomplicated cases
of adolescent usage of Angel’s Trumpet associated with sub-
stance abuse (4).

This case report adds to the literature and suggests that
health care providers should consider anti-cholingergic plant
ingestion in the differential diagnosis of abrupt onset delir-
ium.

REFERENCES
1.Greene GS, Patterson SG, Warner E. Ingestion of angel’s trumpet: an increas-
ingly common source of toxicity. South Med J. (1996) 89(4):265-9.  
2.Isbister GK, Oakley P, Dawson AH, Whyte IM. Presumed Angel's trumpet
(Brugmansia) poisoning: clinical effects and epidemiology. Emerg Med (Freman-
tle). 2003 Aug;15(4):376-82.
3.Marneros A, Gutmann P, Uhlmann F. Self-amputation of penis and tongue after
use of Angel's Trumpet.Eur Arch Psychiatry Clin Neurosci. 2006Oct;256(7):458-9.
4.Wiebe TH. Sigurdson ES, Katz LY. Angel's Trumpet (Datura stramonium) poi-
soning and delirium in adolescents in Winnipeg, Manitoba: Summer 2006. Pae-
diatr Child Health. 2008 Mar;13(3):193-6.

Kathryn DeSimone Pharm.D., PGY1 Pharmacy Resident, 
Russell McKelvey Pharm.D., Drug Information Specialist.

Management of Intravascular Catheter-
Related Infections  
Reprinted with some editing from Drug Update, April/May 2010
with permission.

Intravascular catheters are an integral part of modern-day
medical practice; especially in an intensive care unit (ICU).
Healthcare institutions use more than 150 million intravascular
catheters annually.(1) Although such catheters provide necessary
vascular access for administration of intravenous fluids, blood
products, medications, total parenteral nutrition (TPN) therapy,
and for hemodialysis, their use is not without complications. In-
fectious complications can include local site infection, catheter-
related blood-stream infection (CRBSI), septic thrombophlebitis,
abscess formation, endocarditis, and osteomyelitis. Intravascular

catheter complications are associated with increased mortality,
prolonged hospitalization, and higher medical costs (1).

A study published by Warren and colleagues in 2006 demon-
strated that ICU patients who developed a CRBSI, after control-
ling for other factors, had a $12,000 increase in medical costs and
a 7.5-day longer hospital length of stay (LOS) compared to those
who did not. Total medical costs and hospital LOS for the ICU
patients with CRBSI averaged $83,500 and 45 days, respectively
(2). A 1994 study from JAMA by Pittet and colleagues put the cost
increase due to CRBSI even higher at $40,000 (3).

In 2009, The Infectious Disease Society of America (IDSA) pub-
lished updated guidelines for the diagnosis and management of
intravascular catheter-related infections. These guidelines serve
as an update to the previous guidelines published in 2001. Up-
dates in this publication include specific criteria for diagnosis of
intravascular catheter-related infections, new recommendations
for antibiotic therapy, and information on catheter salvage ther-
apy for those patients with a need for long-term intravascular
catheterization (1). 
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The incidence of CRBSI varies considerably by type of catheter,
frequency of catheter manipulation, and patient-related factors.
Peripheral venous catheters are the devices most frequently used
for vascular access. Although the incidence of local or blood-
stream infections associated with peripheral venous catheters is
usually low, serious infectious complications produce consider-
able annual morbidity because of the high frequency with which
such catheters are used (1,4). 

The recent IDSA guidelines detail specific criteria for the di-
agnosis of intravascular catheter-related infections. These infec-
tions should not be diagnosed purely on clinical findings, as
these finding can lack sensitivity (i.e., positive cases are correctly
identified) and specificity (i.e., negative cases are correctly iden-
tified). Febrile episodes may be sensitive for CRBSI, but also have
many other possible causes. Local site reactions, such as inflam-
mation and purulence around the insertion site, have a high
specificity, but lack sensitivity. Therefore, it is recommended to
obtain both blood cultures and catheter cultures (if the catheter
is removed) in patients with suspected CRBSI.(1) The catheter tip
should be cultured, as opposed to the subcutaneous section.
Growth of greater than 15 colony-forming units (CFU) by a semi-
quantitative (roll-plate) method reflects colonization (i.e., micro-
bial growth within the catheter). 

In regards to blood cultures, it is recommended to obtain two
samples from different collection sites (one peripheral) before
the initiation of antibiotic therapy. To prevent contamination
when obtaining a blood sample, it is essential to disinfect the skin
where the sample is to be drawn. Alcohol, tincture of iodine, or
alcoholic chlorhexidine can be used. Also, when a catheter-re-
lated infection is suspected, the exit site exudates should be
swabbed and cultured (1,4).

The updated guidelines also focus on the importance of ap-
propriate antibiotic therapy for intravascular catheter-related in-
fections (1). Vancomycin is recommended for empiric therapy of
suspected CRBSI in healthcare settings with an elevated preva-
lence of methicillin-resistant Staphylococcus aureus (MRSA).
Approximately two-thirds of Staph isolates at Shands Jack-
sonville are MRSA. The use of linezolid (Zyvox®) for empiric
coverage is NOT recommended. If a catheterized patient has a
SINGLE positive blood culture that grows coagulase-negative
Staph, additional cultures of blood samples obtained through
the suspected catheter and from a peripheral vein should be per-
formed BEFORE the initiation of antimicrobial therapy and/or
catheter removal. Coagulase-negative Staph is part of normal
skin flora and is a common possible contaminant of blood cul-
tures; however, it can be a true pathogen causing bacteremia, or
other potential complications such as endocarditis. 

Empiric coverage for gram-negative bacilli should be based on
local antimicrobial susceptibility data and severity of disease.
Treatment options include: a fourth-generation cephalosporin,
carbapenem, or beta-lactam/beta-lactamase combination, with
or without an aminoglycoside. Empiric combination antibiotic
coverage for multi-drug resistant (MDR) gram-negative bacilli
(e.g., P. aeruginosa) should be used when CRBSI is suspected
among: (1) neutropenic patients (2), severely ill patients with
sepsis, or patients known to be colonized with such pathogens
(3); until culture and susceptibility data are available and deesca-
lation of antibiotic therapy can be performed. 

Empiric therapy for suspected catheter-related candidemia
should be used in septic patients with any of the following risk
factors: (1) receiving TPN (2), prolonged use of broad-spectrum
antibiotics (3), hematologic malignancy, (4) receipt of bone mar-

row or solid-organ transplant (5), femoral catheterization, or col-
onization with Candida species at multiple sites (6). Fluconazole
(Diflucan®) can be used for patients without azole exposure in
the previous 3 months and in healthcare settings where the risk
of C. krusei or C. glabrata infection is very low. Otherwise, an
echinocandin (e.g., caspofungin) should be used. 

Once culture and susceptibility data are available, de-escala-
tion of antimicrobial therapy should be conducted. Four to 6
weeks of antimicrobial therapy should be administered to pa-
tients with persistent infection after catheter removal (i.e., oc-
curring more than 72 hours after catheter removal). 

The necessity for catheter salvage therapy in patients who re-
quire long-term vascular access (e.g., hemodialysis, extended
TPN therapy, chemotherapy infusion) is discussed in detail
within the guidelines. Long-term catheters should be removed
from patients with CRBSI associated with any of the following
conditions: (1) severe sepsis; (2) suppurative thrombophlebitis;
(3) endocarditis; (4) bloodstream infection that continues despite
more than 72 hours of antimicrobial therapy to which the infect-
ing microbes are susceptible; or (5) infections due to S. aureus, P.
aeruginosa, fungi, or mycobacteria. For uncomplicated CRBSI
involving long-term catheters due to pathogens other than S. au-
reus, P. aeruginosa, Bacillus species, Micrococcus species, Pro-
pionibacteria, fungi, or mycobacteria, treatment can be
attempted without catheter removal, using both systemic and
antimicrobial lock therapy. 

Antibiotic lock therapy involves instillation of a highly 
concentrated antibiotic solution into the catheter lumen. In
patients with long-term catheter placement, bacteria are likely
to migrate into the catheter lumen, leading to a CRBSI that
can be difficult to eradicate. Placement of supratherapeutic
concentrations (i.e., 100 to 1000-times the therapeutic blood-
stream concentrations with 2,500 to 5,000 units of heparin) al-
lows for the killing of intraluminal bacteria. Several clinical
trials have demonstrated the efficacy of antibiotic lock ther-
apy. Two controlled clinical trials assessing the use of anti-
biotic lock therapy (n=92) demonstrated successful treatment
in 75% of patients treated with an antibiotic lock versus 58%
in control subjects (5,6). The likelihood of successful treatment
varies with the site of infection and pathogen(s) involved. The
duration of antibiotic lock therapy varies among studies from
3 to 30 days, but most studies use a 2-week duration. 

In conclusion, the updated version of these guidelines pro-
vides needed information to supplement clinical judgment in
the diagnosis and management of intravascular catheter in-
fections.
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Dr. Theodore Bass Selected as Chair of ABIM Interventional Cardiology Test Committee

Theodore A. Bass, M.D., Professor in the Department of Medicine, Division of Cardiology, with the
University of Florida, College of Medicine-Jacksonville, has been appointed by the American Board of In-
ternal Medicine (ABIM) as the next chair of the ABIM Interventional Cardiology Test Committee.

Dr. Bass, Chief of the Cardiology Division, Medical Director of the Cardiovascular Center and Program 
Director of the Interventional Cardiology Fellowship, will serve a four year term on the national commit-
tee beginning in 2011. 

ABIM's Test Committee members apply their individual and shared knowledge toward the development of the policies,
standards and requirements for certification in their subspecialty, with a special focus on development of the certification
exam. 

ABIM is one of 24 medical specialty boards that make up the American Board of Medical Specialties (ABMS). Through ABMS,
the boards work together to establish common standards for physicians to achieve and maintain board certification.

NEWS & NOTES

MEET YOUR COLLEAGUES

Ashwani Gupta, M.D., M.P.H., Assistant Professor of Medicine, Division of Nephrology & 
Hypertension

Dr. Gupta earned his medical degree from All India Institute of Medical Sciences in India.  He
completed his residency in Internal Medicine at Michigan State University and his fellowship in
Nephrology at Henry Ford Hospital.  He also earned a Masters in Public Health from Harvard Uni-
versity.  Dr. Gupta’s clinical interests include hemodynamic monitoring and dialysis.

Leighton James, M.D., Associate Professor of Medicine, Division of Nephrology & Hypertension

Dr. James earned his medical degree at the University of Toronto and also completed both his res-
idency in Internal Medicine and his fellowship in Nephrology at University of Toronto.  His areas
of clinical special interests include diabetic and hypertensive kidney disease, Glomerulonephritis
(IgA, Immune and Pauci-Immune, other) and end stage kidney disease management.  His areas of
research interests include molecular pathogenesis of diabetic and hypersensitive kidney disease.

Hsiao-Yen Kuo, M.D., Assistant Professor, Division of General Internal Medicine

Dr. Kuo earned her medical degree at the Institute of Medicine in Myanmar.  She completed her
residency in Internal Medicine at Unity St. Mary’s and Wyckoff Heights Medical Center and her
fellowship in Geriatric Medicine at the University of Florida, Gainesville.  Dr. Kuo’s clinical in-
terests include geriatric medicine.

Naeem Latif, M.D., Assistant Professor of Medicine, Division of Hematology & Medical 
Oncology

Dr. Latif earned his medical degree from Ayub Medical College in Pakistan.  He completed his
residency in Internal Medicine at the University of Pittsburgh and his fellowship in Medical On-
cology from the University of Florida - Jacksonville.  Dr. Latif’s research interests include medical
oncology.
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We have an app for that.

Our app?

The application of state-of-the-art medicine. 
University of Florida physicians at the Shands 
Jacksonville Neuroscience Institute are dedicated to 
diagnosing and treating disorders of the brain and 
nervous system – from the everyday to the very rare.

Emergency treatment for stroke. Specialized care for 
epilepsy, Parkinson’s, sleep problems and other 
disorders. Advanced procedures for removing brain 
tumors so deep many other surgeons won’t try.

Comprehensive, cutting-edge care at the Shands 
Jacksonville Neuroscience Institute.  

Visit jax.shands.org/neuro for information. 
Or call (904) 383-1022.

The Shands Jacksonville 
Neuroscience Institute.


