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Dyspepsia Patients with Epigastric
Pain and Burning
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Emeritus Clinical Professor of Medicine, University of Oklahoma College of
Medicine, Oklahoma City

Dr. Robinson reports no financial relationship to this field of study.

Synopsis: One week of acid suppression, even with esomepra-
zole 40 mg bid, fails to predict longer term symptom response in

functional dyspepsia.

Source: Talley NJ, et al, on behalf of the STARS I Study Group.
Alimentary Pharm Ther. 2007;26:673-682.

Patients with upper abdominal burning pain,
nil or minimal GERD symptoms, and normal endoscopy were

entered in this study. After exclusions including abnormal
endoscopy (n = 635 with 407 cases of esophagitis), insufficient
symptoms during run-in (n = 343), or unacceptably prominent
GERD symptoms during run-in (n = 50), 1589 patients were ran-
domized to three treatment arms. Initial study groups were
esomeprazole 40 mg each morning (n = 617), 40 mg morning and
evening (n = 649), and placebo (n = 623). Week 1 response was
assessed as either no symptoms or mild symptoms during the last
3 days of the first week of therapy. Responses for the 3 study
groups at Week 1 were 33%, 29%, and 23% respectively (NS).
For the next 7 weeks of the study, all patients were re-random-
ized to 40 mg ESO daily or placebo. Responses at Week 4 or
Week 8 required a rigorous 0 or 1 for the sum of the symptoms
recorded during the 7 days prior to evaluation. At Week 4, rates
of successful response were 26% for ESO recipients vs 25% for
those on placebo (NS). At 8 weeks, the patients on ESO had sig-
nificantly better symptom resolution than those on placebo (39%
vs 29%, p = 0.015). In sub-analyses of the data, it was clear that
presence of any heartburn and/or regurgitation at baseline led to
much of the efficacy seen in the group as a whole. Safety was not
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an issue although one patient on placebo died of
metastatic cancer during the 7-week treatment period.

■ COMMENTARY
Although academic gastroenterologists describe “dys-

pepsia” as very common in the community, most clini-
cians don’t actually diagnose this entity (nor would most
patients have the slightest idea of what “dyspepsia”
would imply). A number of the authors of this study have
taught us that there is a tremendous real life overlap
between “ulcer” symptoms, GERD, and IBS. Patients
seldom have (and even more seldom can describe)
absolutely pure symptoms of these entities. When
endoscopy is normal, the situation is even more muddled
with many GERD symptoms in ulcer-like dyspepsia
patients and vice versa. This phenomenon undoubtedly
explains the frequency of exclusions from the study (both
on the basis of “incorrect” symptoms or unexpected
endoscopy findings). If these same authors had been
studying functional heartburn, I suspect that many of the
same patients that were entered into this “dyspepsia”
study would have qualified and entered (although possi-
bly in other months or years of their chronic GI com-
plaints). In their Discussion, the authors essentially admit
this. It is important to recognize that there was a compan-
ion study to STARS I known as STARS II.1 STARS II
was similar to STARS I except for the absence of
endoscopy pre-entry: ie, uninvestigated symptomatic H.

pylori negative patients. Results of this trial also
appeared in the same journal issue and demonstrated
similarly poor predictive value of the 1-week response to
esomeprazole (ESO) 40 mg or 80 mg daily for longer
term success or failure (at 4 or 8 weeks). The 1-week
results for symptomatic response to 40 mg of ESO indi-
cated 39% response, and 1-week response to 80 mg daily
was 43%. Most of the patients actually failed to respond
to either dose of ESO at 4 or 8 weeks although those with
any heartburn or defined “burning” epigastric pain
seemed to do better than those with other symptom pat-
terns. Positive and negative predictive values were unac-
ceptably low in both STARS 1 and STARS II studies.
Although the authors of these studies stressed the fact
that ESO did have some benefits vs placebo in these
endoscopy-negative dyspeptic patients, a totally different
conclusion seems obvious to me. Most patients with non-
ulcer dyspepsia respond modestly or not at all to acid
suppression, including quite aggressive acid suppression.
GERD and its symptoms are the most dependable mark-
ers for success with ESO (or other PPIs). Indeed, the
authors of these studies declared that their unimpressive
response rates to ESO were probably due to their success
in excluding most GERD from their studies. In any case,
the response to single or double dose ESO during the first
week of therapy is not a valid determinant for long term
efficacy of continued ESO treatment (or other PPI treat-
ment). We need better markers for the various subtypes
that comprise the multiple disease entities that all fall
under the heading of dyspepsia.   ■
Reference
1. van Zanten SV, et al, on behalf of the STARS II Study

Group. Aliment Pharmacol Ther. 2007;26:665-672.

Predicting Caregivers’
Burdens
By Mary Elina Ferris, MD
Clinical Associate Professor, University of Southern California

Dr. Ferris reports no financial relationship to this field of study.

Synopsis: The burdens on caregivers of cognitively-
impaired elderly can be correlated with measurements
of the commonly used ADL (Activities of Daily Living)
scales, particularly impairments in financial skills. 

Source: Razani J, et al. J Am Geriatr Soc. 2007;55:1415-
1420.

Thirty-four mildly demented patients (main-
ly with Alzheimer’s Disease) and their caregivers
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from four sites were paid to participate in this research
as part of a larger study of functional status funded by
the National Institutes of Health. Caregivers rated the
patients with the Instrumental Activities of Daily Liv-
ing (IADL) scales which measured 13 areas including
basic skills (grooming, bathing, feeding) as well as
intermediate abilities such as shopping and financial
management. They also completed the Caregiver Bur-
den Inventory, which assesses physical, social and
emotional burdens, including time demands and social
alienation. Patients were observed personally by clini-
cians using the Direct Assessment of Functional Sta-
tus (DAFS) in seven skill areas: orientation, communi-
cation, transportation, financial, shopping, grooming
and eating. All scored highly in eating and grooming
scales by observation.

Results showed strong correlations between the
caregiver burden and their assessments of the
patient’s deficits, although the direct observations
often gave the patients higher scores than their care-
givers. However, in two areas of caregiver burden,
time dependence and developmental burden, the
observations matched the caregiver’s assessment.
The greatest reported burden for caregivers was in
the areas of transportation needs, disorientation, and
lack of financial skills; other impairments in com-
munication, bathing and dressing were less distress-
ing to caregivers.
■ COMMENTARY

Although it’s obvious that a dependent elderly rel-
tive with dementia can create burdens on their care-
givers, this article gives more specific information on
which functional impairments are likely to create the
most burdens and psychological distress. Using
assessment scales that have been validated and are
simple to administer, they found that transportation
needs, disorientation, and lack of financial skills creat-
ed the most burdens in time and other restrictions for
caregivers. Significant hostility and anxiety were cre-
ated when caregivers needed to assume the financial
responsibilities of the household.

This may reflect the role reversal that occurs when
female caregivers need to assume driving and handling
finances that they previously had little experience with.
More than 75% of caregivers are women between the
ages of 35-64, and 70% of all caregivers are relatives
who provide care at home. Their self-reported burden
correlated with their observations of the patient’s func-
tional ability, which often were lower than an objective
assessment of ADL’s. As the caregiver’s stress and bur-
den increased, their perception of the patient’s abilities
decreased.

This study involved a small sample and involved
only mild dementia without much interference in eat-
ing and grooming, which could involve even more
caregiver burden. Nonetheless, it should guide us in
counseling caregivers to anticipate the stress of these
deficits, particularly financial management, and seek
appropriate assistance for them.   ■

LDL—Lower is Better, But
How Low Should We Go?
By Harold L. Karpman, MD, FACC, FACP

Clinical Professor of Medicine, UCLA School of Medicine

Dr. Karpman reports no financial relationship to this field of study.

Synopsis: Statin therapy in patients with a very low
LDL Cholesterol level (ie, less than 60 mg/dL) appears
to be safe and is associated with improved survival.

Source: Leeper NJ, et al. Statin use in patients with
extremely low low-density lipoprotein levels is associated
with improved survival. Circulation. 2007;116:613-618(10).

Many risk factors contribute to the complex
metabolic process that leads to atherosclerosis

development. In an atherogenic environment one of
these risk factors, LDL-cholesterol (LDL), becomes
oxidized and infiltrates the vascular intima, resulting in
inflammation, endothelial dysfunction and eventually in
the development of significant atherosclerosis (occur-
ring often even in those individuals with “normal” LDL
levels [ie 90-130 mg/dL]). Intervention trials using
statins to lower LDL levels have consistently demon-
strated substantial reductions in major cardiovascular
events in the treated group.1-7 Furthermore, it would
appear that the magnitude of the reduction in and the
frequency of events is a function of the extent of LDL
lowering, with each decrease of 40 mg/dL correspon-
ding to a 24% reduction in major cardiovascular events.8

The National Cholesterol Education Program Adult
Treatment Panel-III targeted the optimal LDL levels for
patients with coronary heart disease (CHD) risk equiva-
lents (ie, diabetes, peripheral or cerebral vascular dis-
ease, and/or predicted 10 year CHD risk of greater than
20%) at less than 100 mg/dL.9 Finally, on July 13, 2004,
a panel from the National Institutes of Health’s National
Cholesterol Education Program stopped short of an all-
out recommendation that high risk CHD patients reduce
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their LDL below 70 mg/dL, pending the results of ongo-
ing studies on the benefits of aggressive LDL lowering.
However, the panel did suggest a new lower LDL level
would be a “therapeutic option” for patients who had
recently suffered a myocardial infarction or who were
considered to be at high risk for the development of
symptomatic CHD.

Recent research has once again focused on identi-
fying the optimal level to which lipids, including
LDL, should be reduced safely. A large meta-analysis
revealed a near-linear relationship between choles-
terol reduction and improvement in cardiovascular
outcomes when initial cholesterol levels ranging from
73.1 to 150.4 mg/dL were reduced.13 Leeper and his
colleagues from Stanford University attempted to
investigate the safety and clinical outcomes of statin
treatment in patients with LDL levels below 60
mg/dL.9 They studied the 4295 patients who had at
least one prescription filled for statin medication dur-
ing the 150 day observation period after the low LDL
value had been obtained. The study was an observa-
tional study, designed primarily to evaluate associ-
ations between statin use in patients with very low
cholesterol levels, and clinical outcomes. The results
of the study suggested that statin therapy can safely
be prescribed to patients with very low LDL levels (ie
less than 60 mg/dL) and that treatment is associated
with a survival benefit even when the LDL level is
below 40 mg/dL.
■ COMMENTARY

Evidence compiled from hunter-gatherer popula-
tions which existed before the introduction of agri-
culture and animal husbandry over 10,000 years ago
suggested that there was no evidence of atherosclero-
sis even among individuals living into their seventh
and eighth decades of life. These populations had
total cholesterol levels of 100-150 mg/dL and LDL
levels estimated to be 50-75 mg/dL. Even today, the
LDL levels of healthy neonates are in the 30-70
mg/dL range and healthy, wild adult primates usually
have LDL levels of 40-80 mg/dL. In fact, modern
humans are currently the only adult, non-domesticat-
ed mammals with a mean average LDL level over 80
mg/dL and a total cholesterol over 160 mg/dL. Mul-
tiple studies in over 100,000 patients who had been
randomized to statin therapy in CHD event reduction
trials have clearly demonstrated a direct relationship
between the level of statin therapy and LDL values
and the absolute risk of CHD events. The LDL level
at which the cardiovascular event rate is predicted to
approach zero is about 57 mg/dL for primary preven-
tion and 30 mg/dL for secondary prevention. The

mechanism by which statin therapy improves sur-
vival in patients by producing very low LDL levels is
unclear. Although continued plaque stabilization and
prevention of atheroma development are the most
likely biological events which produce these positive
results, other unmeasured effects of these drugs may
also may contribute to the results observed in the
Leeper study.9-12

The new, more potent statin drugs are capable of
reducing LDL levels safely and tolerably in most
patients, thus making a target LDL of 50-70 mg/dL a
practical goal. But how low is too low? Since the
cumulative experience with statin therapy has
demonstrated impressive cardiovascular benefits
that are directly proportional to the degree of LDL
lowering, with no increase in adverse events, and
since on the other hand cholesterol is an essential
component of the cell membrane and a needed pre-
cursor for bile acids, steroid hormones, and vitamin
D synthesis, there must be a physiologically ideal
range of blood cholesterol and LDL levels above and
below which adverse health consequences might be
expected. Patients with heterozygous hypobetal-
ipoproteinemia with cholesterol levels as low as 80
mg/dL and LDL levels as low as 30 milligrams/dL
live long lives, presumably due to the absence of
atherosclerosis, and these patients exhibit no
increase in adverse effects. In summary, although an
LDL level of 50-70 mg/dL may seem excessively
low by recent American guidelines, it appears to be 
recisely the correct “normal” range for individuals
living the lifestyle and eating diets to which we are
genetically adapted, and it would appear to be the
goal that we should aim to achieve in order to pre-
vent the progression and even to promote regression
of coronary atherosclerosis.

The results of the Leeper study suggest that statin
therapy can safely be prescribed to patients with
even very low LDL levels (ie less than 60 mg/dL)
and that statins in that group of patients, in fact,
resulted in improved survival benefit even when the
LDL level initially was below 40 mg/dL In addition
statin therapy in these circumstances appears to be
both safe and associated with improved mortality
figures for patients without documented coronary
artery heart disease. However, because the trial was
not randomized, unmeasured clinical factors may
have affected any physician’s decision to prescribe
or not to prescribe the drug. Therefore, although the
results of the study suggest that statin therapy in
patients with very low LDL levels appear to be safe
and is associated with significantly improved sur-
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vival even in those patients with initial LDL levels
below 40 mg/dL, statistically significant prospective
randomized studies must be performed in patients
with very low LDL values in order to confirm these
findings before they are proposed and/or recom-
mended as practice guidelines.   ■
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Pharmacology Update
Zoledronic Acid
Injection (Reclast®)
By William T. Elliott, MD, FACP, and
James Chan, PharmD, PhD

Dr. Elliott is Chair, Formulary Committee, Northern Califor-
nia Kaiser Permanente; Assistant Clinical Professor of Medi-
cine, University of California, San Francisco; Dr. Chan is
Pharmacy Quality and Outcomes Manager, Kaiser Perma-
nente, Oakland, CA.

Drs. Chan and Elliott report no financial relationship to this field of study.

Aonce yearly biophosphonate has been
approved for the treatment of osteoporosis in

postmenopausal women. Zoledronic acid was previ-
ously approved as Zometa for treating hypercalcemia
due to malignancy, multiple myeloma and patients
with documented bone metastases from solid tumors.
Zoledronic acid injection is marketed by Novartis as
Reclast for this new indication.

Indications

Zoledronic acid injection is indicated for the treat-
ment of osteoporosis in postmenopausal women and
Paget’s disease inmen and women.1

Dosage

The dosage for osteoporosis is 5 mg given by intra-
venous infusion (administered 15 minutes) once yearly.
Patients should have adequate intake of calcium (1200
mg daily) and vitamin D (400 IU to 800 IU daily). For
the treatment of Paget’s disease the dose is a single infu-
sion of 5 mg (administered 15 minutes). Calcium sup-
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plementation (1500 mg daily in divided doses) and vita-
min D (800 IU daily) is recommended, particularly in
the 2 weeks following zoledronic acid injection. Data on
retreatment of Paget’s disease is not available. However,
retreatment may be considered in patients who have
relapsed or have not achieved normalization of serum
alkaline phosphatase.1

Zoledronic acid is available as a 5 mg/100 ml ready to
infuse solution.

Potential Advantages

Zoledronic acid offers the convenience of a once
yearly injection, eliminating weekly or monthly dosing
of an oral bisphosphonate. It has been shown to be more
effective and have a more rapid response than rise-
dronate (30 mg daily for 2 months) for treatment of
Paget’s disease.1

Potential Disadvantages

Zoledronic acid requires an intravenous infusion.
Infusion related adverse events include fever (18%),
myalgia (9%), flu-like symptoms (8%), headache (7%),
and arthralgia (7%). Atrial fibrillation has been reported
(1.3% vs 0.4% for placebo).1,2 Renal impairment has
been associated with parenteral bisphosphonates.1 Zole-
dronic acid may be less effective than weekly alen-
dronate in maintaining or increasing bone mineral densi-
ty over a 12-month interval.5

Comments
Zoledronic acid is a long-acting bisphosphonate

that decreases bone turnover and improves bone den-

sity for at least 12 months.3 It is now approved for
postmenopausal osteoporosis and Paget’s disease.
Efficacy in postmenopausal osteoporosis was estab-
lished in a randomized placebo-controlled study of
women with a femoral neck BMD T-score of -1.5 or
less with existing fracture(s) or -2.5 or less with no
existing fractures (n = 7736). Annual doses of zole-
dronic acid significantly reduced morphometric verte-
bral fractures (3.3% vs 10.9%, p <0.001), and hip
fractures (1.4% vs 2.5%, p = 0.02) over a 3-year fol-
lowup.1,2 Nonvertebral fractures, clinical fractures,
and clinical vertebral fractures were also significantly
reduced. Bone mineral density was significantly
increased. In a recent study in women who were post-
op after a low trauma hip fracture (n = 2127), zole-
dronic acid significantly reduced any new clinical
fractures (8.6% vs 13.9%, p = 0.001), new vertebral
fractures (1.7% vs 3.8%, p = 0.02), new nonvertebral
fractures (7.6% vs 10.7%, p = 0.03) and any cause
mortality (9.6% vs 13.3%, p = 0.01).4 Zoledronic acid
was compared to continuation of alendronate in
patients who were previously treated with alen-
dronate (70 mg weekly (n = 225) in a noninferiority
study.5 While not as effective as alendronate in terms
of increase in spine bone mineral density (0.120% vs
0.828%) zoledronic acid did narrowly meet the prede-
termined lower bound of the 95% confidence interval
of noninferiority. However, patient preference was
strongly for zoledronic acid with 78% preferring the
once yearly infusion compared to 9% who preferred
the weekly oral alendronate. In Paget’s disease, zole-
dronic acid (5 mg) has been reported to be more
effective than risedronate (30 mg orally for 2 months)
in two 6-month studies (n = 347).1 Therapeutic
response (normalization of serum alkaline phos-
phatase [SAP] or at least a 75% reduction in total
SAP) at 6 months was achieved in 96% of zoledronic
acid treated subjects compared to 74% for rise-
dronate. About 90% achieved response by day 63
after zoledronic acid administration compared to less

158 October 29, 2007

To reproduce any part of this newsletter for
promotional purposes, please contact:
Stephen Vance
Phone: (800) 688-2421, ext. 5511
Fax: (800) 284-3291
Email: stephen.vance@ahcmedia.com
Address: AHC Media LLC

3525 Piedmont Road, Bldg. 6, Ste. 400
Atlanta, GA 30305 USA

To reproduce any part of AHC newsletters for
educational purposes, please contact:
The Copyright Clearance Center for permission
Email: info@copyright.com
Website: www.copyright.com
Phone: (978) 750-8400
Fax: (978) 646-8600
Address: Copyright Clearance Center

222 Rosewood Drive
Danvers, MA 01923 USA

CME Objectives
The objectives of Internal Medicine Alert are:
• to describe new findings in differential 

diagnosis and treatment of various diseases;
• to describe controversies, advantages, and 

disadvantages of those advances;
• to describe cost-effective treatment regimens; 
• to describe the pros and cons of new screening 

procedures. 



than 50% with risedronate. Adverse events were gen-
erally infusion-related (myalgia, pyrexia, influenza-
like symptoms, headache, arthralgia), occurring the
first 3 days after infusion. Renal impairment and atri-
al fibrillation may be potentially serious events. The
wholesale cost for a 5 mg infusion of zoledronic acid
is $1,041.54. This translates to $2.85 per day com-
pared to $2.08 for alendronate (70 mg weekly).

Clinical Implications 
Zoledronic acid injection is an effective bisphos-

phonate that inhibits osteoclast mediated bone resorp-
tion. It provides a once-yearly administration that
may improve medication adherence over weekly or
monthly oral administration and may be preferred by
some patients.   ■
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CME Questions
51. Deficits in which of the following 5 “Activities of Daily Living”

appear to cause the most anxiety and distress in caregivers?

a. Communication skills
b. Time orientation skills
c. Transportation skills
d. Financial skills
e. Shopping skills

52. Statin therapy when administered to patients whose LDL cho-
lesterol level is initially less than 60 milligrams/dL:
a. can safely be administered.
b. is associated with an improved survival benefit.
c. should be carefully studied with a statistically significant

prospective randomized trial.
d. all of the above.
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Answers:51 (d); 52 (d)
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A1c as a Screening
Tool for Diabetes

The most recent 2007 position
paper from the ADA suggest that all

adults over age 45 receive screening for
diabetes by a fasting blood glucose
(FBG). Measurement of FBG is not
always convenient for patients. The
National Health and Nutrition Examina-
tion Survey (NHANES) population pro-
vides a window of observation into the
potential utility of A1c, as opposed to
FBG for screening purposes.

Based upon the NHANES subset of
6,012 individuals who had both FBG and
A1c measured, an A1c of 5.8% had a sen-
sitivity of 86% and a specificity of 92%
for the confirmed diagnosis of diabetes.

The ADA has to date not supported
use of A1c for screening because:

1) Although there is a nationally stan-
dardized method for measuring A1c, not
all laboratories use the same method,
hence A1c can vary from lab to lab; 

2) At the earliest stages of diabetes,
the A1c may be less sensitive than either
the FBG or postprandial glucose.

Since 50% of persons with newly
diagnosed diabetes already possess one
or more of the complications of diabetes
at the time of diagnosis, it is obvious we
are not diagnosing early enough. Since
A1c can be obtained at any time of day,
patients do not have to arrive at any par-
ticular time and may or may not be fast-
ing. The authors suggest that (using the
A1c method of the DCCT) an A1c < 6.0
is normal, 6.0-6.9% is prediabetic, and >
7.0% is diabetic. Finally, they offer the
opinion that an A1c > 5.8% could stim-
ulate further investigation or closer
observation.   ■

Buell C, et al. Diabetes Care.
2007;30(9):2233-2235.

Effects of Cinnamon
on Glucose and Lipids

The concept that cinnamon
could affect glucose control was

first addressed in 1990, and subsequent-
ly supported by animal studies demon-
strating improved insulin signal trans-
duction, lowered glucose, and favorable
effects upon lipids when cinnamon was
administered. In 2003, a clinical trial in
Pakistan gave further credence to the
cinnamon-glucose relationship by show-
ing that 40 days of cinnamon ingestion
reduced fasting glucose, triglycerides,
and LDL. Blevins, et al performed the
first study of cinnamon treatment in dia-
betics in the United States.

Sixty diabetic subjects were random-
ized to receive either 500 mg/d cinnamon
or placebo, both administered in identical
capsules each night with the evening
meal. Study subjects were followed for 3
months. Fasting glucose, total choles-
terol, LDL, HDL, triglycerides, insulin
levels, and A1c were measured at base-
line and monthly thereafter.

At study end, there were no dis-
cernible effects of cinnamon upon any
of the variables. 

There were meaningful differences
between this study population and
that of the Pakistan trial, in addition
to ethnicity: for instance, the fasting
glucose and triglyceride levels in the
American population were much
lower than the Pakistani study sub-
jects. On the other hand, the dose of
cinnamon used in the Pakistan trial
was much higher: 1-6g daily. A bene-
ficial metabolic impact of cinnamon
in type 2 diabetic Americans has not
been confirmed.    ■

Blevins SM, et al. Diabetes Care.
2007;30(9):2236-2237.

Do Residents Have a
Strong Enough Grasp
of Statistics? 

Best utilization of the current-
ly available literature requires skill-

ful interpretation of the statistical meth-
ods used to design and implement a
study, as well as critical appraisal skills
for the outcomes of the trial. The majori-
ty of currently practicing clinicians
received little or no specific training in
biostatistics, and although evidence-
based medicine curricula in medical
schools around the country are growing
in number, they are not yet universal.
Hence, it should come as no surprise that
resident physicians may not be as well
equipped to address the statistical
aspects of the literature as we would like.

To assess knowledge of residents in
reference to statistics, a 20-question
test was completed by 277 residents
from 11 different residency programs
in the United States. The questions
addressed commonly encountered
issues in clinical trials.

Overall, the resident knowledge
score was approximately 41% (out of
100%). Residents with previous epi-
demiology training performed some-
what better, as did residents who most
recently entered training.

Several recent clinical trials have
failed to achieve statistical significance
for their primary endpoint, thus rendering
the secondary endpoints uncertain, yet
clinicians who are unaware of this statis-
tical “boundary” may give credence to
those secondary endpoints, which in
essence, remain unproven. More atten-
tion to instruction in pertinent biostatis-
tics during clinical years may be required
to remedy some of these deficits.   ■

Windish DM, et al. JAMA.
2007;298(9):1010-1012.

Clinical Briefs
By Louis Kuritzky, MD, Clinical Assistant Professor, University of Florida, Gainesville

Dr. Kuritzky is a consultant for GlaxoSmithKline and is on the speaker’s bureau of GlaxoSmithKline, 3M, Wyeth-Ayerst, Pfizer, Novartis, Bristol-Myers
Squibb, AstraZeneca, Jones Pharma, and Boehringer Ingelheim. 
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