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Preface

Bratton's Family Medicine Board Review, Third Edition, is a
directed review of important topics that typically appear on
American Board of Family Medicine (ABFM) in-training
examinations, board certification examinations, and recertification
examinations. This material is not intended for a comprehensive
review but, instead, should direct the examinee to areas of
weakness that may need further review.

Family medicine is a broad field, and to provide a complete,
comprehensive review of all topics that may be covered is
extremely time consuming if not impossible. Several other courses
attempt to provide this type of review; however, this book is more
abbreviated and focuses on topics that are commonly found on
board examinations.

Adequate preparation for any test is the key to success and
rewarding results. Given this, we all know the importance of
practice tests and the benefits of testing our knowledge base
before the actual examination. This review book is structured for
the examinee with limited time and resources for review and
should be used only by those individuals with an established
foundation of knowledge within the field of family medicine. Its
primary purpose is to identify areas of weakness that can be
improved on.

Each edition attempts to update the existing information and
revise any changes that have occurred in the medical field. The



ABFM restructures the examination on a yearly basis, so it is
important to visit its Website, www.theabfm.org, to get updates on
the structure of each examination. | hope that you will find this
book enlightening and, most of all, beneficial in your studies for
the ABFM examinations. If you have any suggestions to help
improve this material, please contact me with your suggestions at
bratton.robert@mayo.edu. Our goal is to help you pass your
examination. Good luck!
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Registration for Examinations

Residency INn-Training Examinations

Registration for the in-training examination for residents in
training is unnecessary, because it is handled by your Department
of Family Medicine. Your residency director has all the details. The
test is administered annually to each resident during the 3 years
of residency training. All residents receive the same test;

however, grading is based on your level of training. There are no
pass or fail scores. The examination is given in the first 2 weeks of
November, and your residency program usually makes the
necessary arrangements to relieve you of your responsibilities for
the half-day during which you are tested. The purpose of this is to
assess objectively your education and your knowledge base as you
progress through your residency training. Your scores are reported
to you (within 3 months) with computerized results that compare
your results with those of your respective peers in training. Your
scores are also reported to your residency director, so that he or
she may track your educational development.

Board Certification and Recertification
Examinations

All candidates for board certification must complete the residency
training guidelines set forth by the American Board of Family
Medicine (ABFM). Registration for board certification and



recertification is done by contacting

« American Board of Family Medicine
e 2228 Young Drive

« Lexington, Kentucky 40505-4294

Telephone: 859-269-5626 or 888-995-5700

« Website: http://www.theabfm.org

Your residency program is able to assist you in your process of
initial certification; however, the arrangements for recertification
are the responsibility of each physician. The ABFM sends you
information about the dates and sites of testing. The examination
is held annually in testing centers throughout the country on
various dates in July and August. As stated in the ABFM Booklet of
Information, September 1996, a€ceThe American Board of Family
Medicine Certification and Recertification Examinations are tests of
cognitive knowledge and problem-solving abilities relevant to
Family Medicine. Appropriate subject areas of the following
disciplines are included: Internal Medicine, Surgery, Obstetrics,
Community Medicine, Pediatrics, Psychiatry and Behavioral
Sciences, Geriatrics and Gynecology. Elements of the examinations
include but are not limited to, diagnosis, management, and
prevention of illness.a€=

Recertification involves submission of the formal application
obtained from the ABFM, documentation of required continuing
medical education hours, assessment of licensure status, newly
required self-assessment modules (SAMs) for Maintenance of
Certification (MOC), and successful completion of the
recertification examination. More information is available by
contacting the ABFM office or accessing the Website.
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Test-Taking Tips

Introduction

Just when we thought all of the standardized tests that we
dreaded in high school, college, and medical school were behind
us, the American Board of Family Medicine (ABFM) requires an in-
training examination (in some cases referred to as the in-service
examination) yearly during our residency training. In addition to
those tests, the ABFM requires a board examination at the end of
our residency training that we must pass to receive board
certification. Finally, the ABFM now requires diplomates to pass a
recertification examination every 10 years after residency training,
not to mention new guidelines for Maintenance of Certification,
including self-assessment modules (SAMs). It's obvious that we're
never going to get away from this anxiety-provoking and stressful
testing of our knowledge and skills, so it is best to learn some tips
to help improve our test scores.

Obviously, all of us are fairly good at test taking, or we never
would have made the long journey through college and medical
school. But it is always helpful to review some of the basics. The
following are some general guidelines for taking the in-training,
board, and recertification examinations.

Prepare for the Examination

Although most who sit for the ABFM examinations pass, they



should not be taken for granted. A poor score could result in not
becoming board certified or losing board certification status (thus
prohibiting hospital privileges in many areas). In addition, for
residents who perform poorly on their in-training examination,
their efforts may give rise to a closer eye and perhaps different
attitude toward their overall performance as they progress through
their residency training.

I suggest a structured study program that you begin at least 6a€“8
weeks before the examination. Some individuals may need longer;
however, if the review process takes too long, you may forget
some of the material before the test. Each night during the week
(reserving the weekends for family, friends, and rest), | suggest
reviewing for 2a€“3 hours with scheduled breaks. During the week
before the test, | suggest a brief cramming period that covers the
topics you have reviewed over the previous 6 weeks, to refresh
and fine tune your memory bank just before the test.

This study guide is meant to guide the reader to areas of
weakness. If there is a topic that you do not feel comfortable with,
I suggest further studying with other, more comprehensive texts.
This study guide is meant to highlight topics previously covered by
ABFM tests, and is not an exhaustive review of all information.

Registration Materials

Once you have inquired about the certification/recertification
examination, you will receive registration information that asks for
your preferred testing site. Before the test, you will receive
additional material that includes your assigned testing site and a
registration number. Make sure you bring the information including
your registration number and photo identification along with an
additional form of identification to the test site on the day of the
test. Failure to do this may prevent you from taking the test, or it
may delay you in the on-site registration process. This is not
required for in-training residency examinations.



Review the Structure of the Test

Although your knowledge of the topics covered is the most
important aspect of the test, it is also important to be familiar with
the structure of the test, including the types of questions and
sections as well as the time allotted for each section.

New Differences between the In-
Training Examination and the
Certification/Recertification
Examination

Recently, the ABFM has converted the -certification/recertification
examination to a computer-based exam. Examinees are currently
tested at Pearson/VUE test centers across the country on various
days in July and August, and again in December. The structure of
the exam is all multiple-choice questions (the truea€“false Clinical
Set questions have been removed). In contrast, the In-Training
Examination remains a written exam that is taken at a site
designated by your residency program. The format consists of
multiple-choice type questions and truea€“false questions
associated with clinical set questions. Stay tuned&€jmany new
changes may occur to both the certification/recertification and In-
Training Examination over the next few years. The American Board
of Family Medicine website can be accessed at www.theabfm.org
and is an excellent resource for further information and more
practice test questions.

Structure of the In-Training
Examination for Residents

There is now one booklet for the in-training examination, and the



entire examination lasts approximately 4 hours. The test begins
around 8:30 AM, after instructions are given by designated
proctors. The entire test is now single-best-answer multiple-choice
questions; each question has four or five options for each
question. Time allowed for this section is usually 2.58€“3 hours,
and the time is usually displayed so that you can check your
progress. There is no penalty for guessing, so if you reach the end
of the test and are short of time, make sure you have answered all
the questions.

Clinical set questions have recently been eliminated, but the study
questions and answers that are covered in this book will help you
to study various topics in a different format.

Structure of the
Certification/Recertification
Examination for Physicians

The certification and recertification examinations have recently
been modified and are all computer-based. All questions are
multiple choice and the clinical set problems commonly seen on
the in-training examination have been removed. The
certification/recertification examination lasts a full day. The
question count may be variable, but there are about 120 (general)
questions that include all aspects of Family Medicine, followed by
40 questions associated with each module you select, for a total of
200 questions during the morning session. In the afternoon, there
are approximately 150 questions that are general family-medicine-
type questions. Some questions are not counted in your grade,
and are simply experimental questions that the ABFM is testing.
You are not told which questions these are.

Most test sites start the examination at 8:30 AM and finish at 5:00
PM, with a 90-minute lunch period. During the morning session of
the examination, all candidates (both certification and



recertification) are tested over the same material. During the
second part of the morning session, the recertification examinee
must select two modular examinations from the following
areasa€”Ambulatory Family Medicine, Child and Adolescent Care,
Women's Health, Maternity Care, Emergent/Urgent Care, Hospital
Medicine, and Sports Medicined€”’from which their questions are
derived. The choice of modular examinations is made during the
application  process.

Although the clinical set type questions have been eliminated, they
should continue to be useful in your preparation for the
examination.

Pictorial Atlas

The Pictorial Atlas portion of this book is a section included in the
resident’'s in-training examination. The section is composed of
multiple-choice questions that make reference to a photograph,
radiograph, audiogram, blood smear, or electrocardiogram tracing.
Examinees are asked to select the single best answer for each
question, which usually involves making a diagnosis based on
observation of common findings.

Familiarize Yourself with the Test Site
for the In-Training Examination

Each residency program provides the in-training examination at its
institution. To adequately prepare, it is a good idea to find out
where the test is going to take place and locate the room and
nearby restrooms before the day of the test. It may also be
important to listen for any distractions, such as nearby
construction or loud traffic, which may be distracting during the
test. In these situations, earplugs may be helpful. Weather is also
a consideration. I remember distinctly in Rochester, Minnesota,
where | did my residency (many years ago), that we had a bad



snowstorm the night before our in-training examination and many
residents were late arriving at the test site; one of our residents
who lived in a rural area did not make it at all. So, if the weather
threatens, it may be wise to make arrangements for an alternative
place to stay the night before the test. Other suggestions include
arranging call schedules so that you are not on call the night
before the test. On many rotations, there are residents in other
fields who are not taking the test and could take calls the night
before the test. Think ahead and discuss this with your chief
resident or supervising staff well in advance of the rotation. In
most cases, your residency director will arrange this for you.

Board and Recertification
Examinations

The certification and recertification examinations are usually given
on various days in July and August. These tests are given at
specific locations (currently at Pearson /VUE testing centers)
across the United States and may require a significant amount of
traveling to reach the location. You can select your site of testing
from a list of locations that is accessed through the ABFM website
at the time of registration. Remember that it is very important to
register early to ensure that you get your first choice of location.
On arrival, you are photographed and fingerprinted for access to
and from the testing site. You must have two forms of
identification (one with photo) when you check in.

Because of the travel that may be involved, it is extremely
important to arrive in plenty of time at your destination and locate
the testing site. Also, if possible, arrange your call schedule with
your partners to allow plenty of sleep the week before the test.

Prepare for Comfort

The in-training, board, and recertification examinations require



you to sit for extended periods, often at a hard and uncomfortable
desk. Prepare yourself. You may want to consider a lightweight
jacket or sweater in case it gets cold, and loose-fitting clothing
with comfortable shoes. Also, don't forget your glasses. You are
not allowed to take in any additional snacks or material, or even
your watch into the testing room for the

certification/recertification examination. These are to be left in a
secure locker provided by the testing site. The testing site does
offer hard candy or mints and you are given a small white erasable
board with a magic marker for making notes or doing calculations.
Make sure you use the bathroom before entering the testing room;
having to leave requires you to raise your hand and the proctor
must log you out from your computer and allow you to leave the
room and then fingerprint you when you return; needless to say, it
can be an ordeal. While in the examination room, you are seated
facing the outer wall at a small, isolated cubicle with fellow test-
takers at your left and right. A proctor is seated behind a glass
enclosure and observes all who are taking the test. Additionally,
you are monitored by video cameras during the examination.
Approximately 20 people took the examination when 1 did.

Diet and EXxercise

As we all know, food and exercise are important. | firmly believe
that a regular exercise program during the weeks of preparation
can help you to retain the information you have studied and put
you in a better frame of mind for the test. | also think a well-
rounded diet can help fuel the brain with high-octane energy that
helps those brain cells retain information. Think of the test as a
marathon, and avoid high-fat meals. Choose healthy foods,
especially the night before the test. Also, avoid alcohol and its
deleterious effect on sleep during your preparation.

On the morning of the test, I suggest a light meal. | also suggest
that you take your lunch for the board and recertification



examinations; this is not necessary for the in-training
examination, because you are usually through with the test at
around 1:00 PM. Pack your own lunch and find a quiet place to
enjoy your meal and relax.

Sleep

Adequate sleep is imperative as you prepare for any test, and this
test is no exception. The mind works better when it is rested.
Unfortunately, adequate sleep is not always possible for residents
in training and physicians in practice. If at all possible, try to
arrange your schedule so that it allows for maximal sleep during
your preparation, and, as mentioned previously, make sure you
are not on call the night before the test. Try to maintain a regular
schedule with bedtime and awakening at the same time during the
weeks before your test.

Miscellaneous Items Not to Forget

Bring along aspirin, ibuprofen, or acetaminophen if a headache
should occur during the test. Cough drops and allergy medication
(non-sedating) should be remembered. Remember that calculators
or watches are not allowed, and beeping electronic devices or
cellular phones should be left at home. Earplugs may help mute
unwanted noises that distract you. I'll always remember that while
I was taking an in-training examination, a test-taker sitting in
front of me had the sniffles for the entire day. At one point, |
could no longer focus on the questions but instead was

anticipating this person's next mucus-filled nasal inhalation. It just
about rattled me to the point where | walked out, and so I've
never taken a test without bringing earplugs since.

Selecting a Seat

For the in-training examination, it is important to choose the seat



where you will spend the next several hours, if allowed. Try to
select a seat close to the center, so those who finish testing early
will not have to climb over you to get out of the room, and with
adequate lighting overhead. Some rooms are very dark with poor
lighting. Also, try to locate yourself away from doors where
passing traffic may be disruptive. You are not allowed to select a
seat for the certification or recertification examination; instead,
you are assigned a seat when you check in.

Relax

Anxiety is a natural response when faced with a test situation. The
important thing is to not let anxiety affect your performance
deleteriously. If your anxiety has adversely affected your
performance in the past, you may want to consider a T2-blocker to
help reduce your anxiety. | would strongly suggest that you
undergo a trial several times before you use them during the test
to make sure you do not react adversely to them. But, in most
cases, simple relaxation techniques, such as exercising, deep
breathing, meditation, or biofeedback, can be used. Remember
that a little anxiety is usually good for you and helps to improve
your performance.

Tips for the Actual Test

Listen to and Read the Instructions

Listen carefully to the instructions and ask questions if you do not
understand something. In addition, take a minute to read the
instructions and sample question before starting. Also, for the in-
training exam, make sure you adequately color in your responses
with a #2 pencil on the answer sheet, and make sure there are no
stray marks on the answer sheet when you have completed the
test. Another precaution is to make sure that at the end of the
booklet there is a statement that the section has ended. A fellow



resident of mine finished his test early and left only to discover
there was a misprint, and he was missing two pages of the test.
For the certification and recertification examination, it is important
to read all the instructions. This is done at the beginning of each
section, and there is no formal explanation by the proctor.

Answer the Easiest Questions First

Start at the first question of the section and answer all the
questions you can with reasonable certainty. If there is a difficult
question you are unsure of, skip it, and return to it when you have
finished the section. Don't spend an excessive amount of time on
one question and risk not being able to answer easy questions at
the end of the test because you ran out of time. Circle or mark the
questions you skip, and be very careful on the answer sheet that
you skip the number you have omitted. It is an empty feeling
when you get to the end of the answer sheet and realize you have
answered in the wrong row for the last 50 questions. To help
prevent this, | usually check the numbers of the questions in the
test book to the number on the answer sheet each time | turn a
page of the test booklet. The computerized
certification/recertification examination does allow you to flag
questions that you are unsure of the answer to so you can return
to them.

Check Your Pace

Throughout the test, you will receive reminders of the time. On
the computerized test, you see the time in a small box at the
bottom of the screen. Pay attention to these reminders, and adjust
your pace as necessary. Having your own watch is helpful
(although not allowed during the certification/ recertification
examination). In some situations, there may not be a clock
available, but only announcements of how much time is left.



Guess If You Do Not Know the Answer

You are penalized only for an incorrect or unanswered question;
therefore, all questions should be answered even if they require a
guess. Remember that any answer is better than no answer. If you
are unsure of an answer, try to narrow the options down to two or
three selections and choose from them. Also, it is important to
remember that if the question uses absolute terminology, such as
always, never, all, or none, it usually is a false response. Very
little in the world of medicine is absolute.

Review Your Answers

If time allows during the multiple-choice question section, review
your work. There is an old saying that goes, a€ceYou should
always stick with your first impression.a€= For a multiple-choice
test, this is not always the case. If after further consideration you
feel you must change the answer, go ahead.

Try to Anticipate the Answers

Before looking at the choices available for the answers, try to
answer the question. Then see if your answer matches one of the
selections given. This allows more certain responses for questions
and helps save time.

Do Not Read Extra Meaning into the
Questions

The ABFM is not interested in structuring questions to try to
outsmart the test taker. Questions are designed to be fair and not
have hidden agendas. Take questions literally and do not imply
hidden meanings.

Above all, the most important thing to remember is to remain
confident that you can perform well on the test. The mind can



work miracles, and a positive attitude with confidence can be
achieved with adequate preparation. Remember that a test gives
you the opportunity to show what you know. Do not think of it as a
test of what you do not know. Study and prepare yourself, and
these tests will be nothing more than time away from your
practice. Once the test has been completed, take some time to
reward yourself (and your family) for the hard work you've done in
preparation. After all, you deserve it!
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Chapter 1
Internal Medicine

Questions

Each of the following questions or incomplete statements is
followed by four or five suggested answers or completions.
Select the ONE BEST ANSWER in each case.

1. Which of the following is considered first-line therapy for
primary dysmenorrhea?

A) Nonsteroidal anti-inflammatories (NSAIDs)
B) Selective serotonin receptor inhibitors (SSRIs)
C) Antiestrogens

D) Acupuncture

E) Tricyclic antidepressants

Answer and Discussion

Primary dysmenorrhea is associated with cramping pain in the
lower abdomen occurring just before and/or during
menstruation, in the absence of other conditions such as
endometriosis. The initial presentation of primary



dysmenorrhea typically occurs in adolescence. The condition is
associated with increased production of endometrial
prostaglandin, resulting in increased uterine tone and
stronger, more frequent uterine contractions. A diagnostic
evaluation is unnecessary in women with typical symptoms and
in the absence of risk factors for secondary causes. NSAIDs
are the most effective treatment, with the addition of oral
contraceptive pills when necessary. About 10% of affected
women do not respond to these measures. In these cases it is
important to consider secondary causes of dysmenorrhea in
women affected. Acupuncture is also used as an alternative
treatment.The answer is A.

Rakel RE, Bope ET. Conn's Current Therapy 2005. Philadelphia:
Elsevier/Saunders; 2005:12134€%1214.

@Nonsteroidal anti-inflammatory medications are the most
effective treatment for primary dysmenorrhea.

2. You are called to see an infant in the newborn nursery.
The child was delivered 60 hours prior to your visit. The
child appears jaundiced but otherwise healthy. A total
serum bilirubin level is measured at 18 mg/dL. Appropriate
treatment includes

A) observation

B) stop breast feeding and switch to formula feedings
C) begin phototherapy

D) perform a septic workup

E) start IV hydration



Answer and Discussion

Hyperbilirubinemia is very common in term newborns.
Current recommendations include the following: phototherapy
should be instituted when the total serum bilirubin level is
>=15 mg/dL (257 Apmol/L) in infants 25 to 48 hours old, 18
mg/dL (308 Aumol / L) in infants 49 to 72 hours old, and 20
mg/dL (342 Apmol/L) in infants older than 72 hours. It is
unlikely that term newborns with hyperbilirubinemia have
serious underlying pathology. Physiologic jaundice peaks on
the third or fourth day and declines over the first week
following birth. Infants who are breast fed are more likely to
develop physiologic jaundice because of relative caloric
deprivation in the first few days of life. If jaundice occurs in
breast-fed infants, feedings should be increased to more than
ten times/day. In some cases formula supplementation may
be necessary. Pathologic jaundice occurs if it presents within
the first 24 hours after birth, the total serum bilirubin level
rises by >5 mg/dL (86 Aumol/L) per day or is >17 mg/dL
(290 Apmol/L), or an infant has signs and symptoms
suggestive of serious illness. The management consists of
excluding pathologic causes of hyperbilirubinemia and
initiating treatment to prevent harmful neurotoxicity.The
answer is C.

Porter ML, Dennis BL. Hyperbilirubinemia in term newborn.
Am Fam Physician. 2002;65:5994€“606, 613a€“614.

3. Which of the following p values reflects the best chance
that the findings are not the result of chance?

A) p value <0.005
B) p value <0.001

C) p value <0.05



D) p value <0.01

E) p value = 1

Answer and Discussion

The p value is defined as the measured probability of a
finding occurring (i.e., rejecting the null hypothesis) by
chance alone given that the null hypothesis is actually true.
By convention,

P.2
a p value <0.05 is often considered significant. [a€ceThere is
less than a 5% probability that the finding (null hypothesis
rejected) was due to chance alone.a€=]The answer is B.

Rind DM. Proof, p-values, and hypothesis testing. Up to Date
version 14.1. Accessed 6/6/06. Available at
http://uptodateonline.com.

4. Which of the following statements is true regarding
influenza?

A) Treatment with antivirals should be initiated within 48
hours of the onset of symptoms.

B) Anitiviral agents reduce the duration of fever by 1 week.
C) Amantadine is effective for both influenza types A and B.

D) Prophylactic therapy is the single most important measure
to prevent influenza outbreaks.

E) Amantadine is the only agent approved for prophylaxis.

Answer and Discussion


http://uptodateonline.com.

Influenza causes significant morbidity and mortality and is
responsible for considerable medical expenditures especially
in the elderly. Vaccination is the single most important public
health measure to prevent this illness. Amantadine
(Symmetrel) and rimantadine (Flumadine) are older antiviral
agents (called M2 inhibitors) that have been important
medications in the prevention and treatment of influenza A
outbreaks. They are not effective for influenza B. Zanamivir
(Relenza) and oseltamivir (Tamiflu) are newer agents
(neuraminidase inhibitors) indicated for the treatment of both
influenza A and B. Oseltamivir (Tamiflu) is the only
neuraminidase inhibitor currently approved for prophylaxis.
For antiviral agents to be effective, they must be initiated
within 48 hours of the onset of influenza symptoms. Antiviral
agents reduce the duration of fever and illness by 1 day and
also reduce the severity of some symptoms. Use of
amantadine or rimantadine is appropriate if influenza virus A
is determined to be the predominant agent in a particular
year or location. For optimal use of antiviral agents, patients
with influenza symptoms must present early, and family
physicians must accurately and rapidly diagnose the illness.
Rimantadine is metabolized in the liver and therefore should
be used with caution in patients with liver disease. The
answer is A.

Montalto NJ, Gum KD, Ashley JV. Updated treatment for
influenza A and B. Am Fam Physician. 2000;62:2467a€“2476.

5. Primary insomnia is usually associated with
A) sleep apnea
B) restless legs syndrome
C) periodic limb movements

D) circadian rhythm sleep disorders



E) none of the above

Answer and Discussion

Insomnia is defined as inadequate or poor-quality sleep
characterized by one or more of the following: difficulty
falling asleep, difficulty maintaining sleep, waking up too
early in the morning, or sleep that is not refreshing.
Insomnia also involves daytime consequences such as
fatigue, difficulty concentrating, and irritability. Periods of
insomnia lasting between 1 night and a few weeks are
defined as acute insomnia. Chronic insomnia refers to sleep
difficulty occurring at least 3 nights per week for 1 month or
more. Insomnia may be associated with specific sleep
disorders, including restless legs syndrome, periodic limb
movement disorder, sleep apnea, and circadian rhythm sleep
disorders. Restless legs syndrome is characterized by
unpleasant sensations in the legs or feet that are temporarily
relieved by movement. Symptoms are worse in the evening,
especially when a person is lying down and remaining still.
The sensations cause difficulty falling asleep and are often
accompanied by periodic limb movements. Periodic limb
movement disorder is characterized by bilateral repeated and
rhythmic, small-amplitude jerking or twitching movements in
the lower extremities and, less frequently, in the arms. These
movements occur every 20 to 90 seconds and can lead to
awakenings, which are usually not noticed by the patient.
Often the patient reports that sleep is not refreshing. In
many cases, the bed partner is more likely to report the
movement problem. Obstructive sleep apnea is most
commonly associated with snoring, daytime sleepiness and
obesity but occasionally presents with insomnia. Circadian
rhythm sleep disorders including sleep-work insomnia are



characterized by an inability to sleep because of a
disturbance between the circadian sleep rhythm and the
desired or required sleep schedule. Primary insomnia occurs
in the absence of the previously mentioned conditions. When
the insomnia persists beyond 1 or 2 nights or becomes
predictable, treatment should be considered. Pharmacologic
treatment is usually effective, especially short-acting
hypnotics. Sleep hygiene measures may also be useful.
Chronic insomnia may be more difficult to treat. Because
chronic insomnia is often multifactorial in etiology, a patient
may need multiple treatment modalities, including medication
(antidepressants, antihistamines, melatonin) and behavioral
therapy. If an underlying medical or psychiatric condition is
identified, this condition should be treated first. The answer
is E.

National Heart, Lung, and Blood Institute Working Group on
Insomnia. Insomnia: assessment and management in primary
care. Am Fam Physician. 1999; 59(11):30294€“3039.

6. A 65-year-old man presents to your office and reports
urinary incontinence. Examination reveals an enlarged
prostate. You suspect overflow incontinence. Which of the
following measurements of post-void residual (PVR)
volumes would represent the threshold for a normal
amount?

A) 50 ml
B) 100 ml
C) 200 ml
D) 500 ml

E) 1000 ml



Answer and Discussion

Urge incontinence results from bladder contractions that
exceed the ability of the brain to prevent them. Causes
include inflammation or irritation within the bladder resulting
from calculi, malignancy, infection, or atrophic
vaginitisa€“urethritis. Other central causes include stroke,
Parkinson's disease or dementia, drugs such as hypnotics or
narcotics, or metabolic disorders such as hypoxemia and
encephalopathy. Additionally, urge incontinence can occur
when ambulation is impaired, making it difficult for patients
to get to the bathroom in time. This condition is referred to
as a€cefunctionalé€= incontinence.

Stress incontinence is caused by a malfunction of the urethral
sphincter that causes urine to leak from the bladder when
intra-abdominal pressure increases, such as during coughing
or sneezing. Causes for stress incontinence include pelvic
prolapse, urethral hypermobility, or displacement of the
urethra and bladder neck from their normal anatomic
alignment. Stress incontinence can also occur as a result of
intrinsic sphincter deficiency, in which the sphincter is weak
because of a congenital condition or denervation

resulting from alpha-adrenergic blocking drugs, surgical
trauma, or radiation damage. Overflow bladder incontinence
occurs as a result of urine retention with bladder distention.
Urine collects in the bladder until maximum bladder capacity
is reached. It then leaks as a result of a&€ceoverflow,a€=
usually manifesting as dribbling. Increased intra-abdominal
pressure may also cause loss of urine, so that overflow
incontinence sometimes mimics stress incontinence.

Overflow incontinence can be caused by medications that
relax the bladder detrusor muscle (e.g., anticholinergic
agents, calcium-channel blockers). It can also be caused by
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denervation of the detrusor resulting from a neurologic
abnormality that affects bladder innervation (e.g., diabetic
neuropathy) or because of damage to bladder innervation
(e.g., tumors, radiation, surgery). Additionally, overflow
incontinence can be caused by obstructed urinary outflow
resulting from prostate enlargement, fecal impaction,
urethral stricture, or urethral constriction related to alpha-
adrenergic agonist medications.

The workup should include a urinalysis, which can identify
acute urinary tract infection and diabetes-induced glycosuria,
both of which can cause or aggravate urge incontinence.
These conditions are reversible with treatment. If
appropriate, a urine culture should also be obtained. The
basic evaluation of urinary incontinence should also include
measurement of PVR urine volume to detect urinary retention
(i.e., overflow bladder). PVR volume measurement can detect
retention caused by potentially reversible factors (e.g.,
anticholinergic or other drugs, fecal impaction). Urinary
retention not obviously resulting from a transient cause
generally requires further evaluation, including cystometry,
to determine why the bladder does not empty properly. The
PVR urine volume can be measured by one of two methods.
The first and most common method is a€cein and outé€-=
urethral catheterization after the patient has urinated to
empty the bladder. The quantity of urine obtained is
measured. PVR volume can also be measured with pelvic
ultrasonography. Ultrasonography is a useful alternative to
catheterization, especially for measuring the PVR volume in
men with suspected prostate obstruction, because
catheterizing these patients may cause urinary infection or
obstruction. Normally, <50 mL of residual urine is present
after voiding. Volumes of =200 mL are abnormal.
Intermediate volumes (50 to 200 mL) are considered
equivocal, and the test should be repeated. Other tests



include office cystometry and office stress testing. Office
cystometry consists of aliquots of sterile saline that are
infused into the bladder via a catheter with an open syringe
attached to the catheter. Contractions are detected by
monitoring the fluid level that appears in the syringe after
several aliquots of water have been instilled. A rise and fall
in the fluid level indicates pressure changes (i.e.,
contractions) within the bladder. Severe feelings of urgency
or bladder contractions at <300 mL of bladder volume
constitute a presumptive diagnosis of urge incontinence. For
the diagnosis of urge incontinence, simple cystometry can be
used. In this test the patient lies supine on the examination
table with a full bladder and coughs forcefully. The physician
places a gauze pad in front of the perineum. If urine leaks
onto the gauze pad during coughing, a presumptive diagnosis
of stress incontinence is made. The physician then places his
or her fingers on either side of the patient's urethra and
elevates the structure. The patient is then asked to cough. In
patients with stress incontinence, urethral elevation prevents
further urine leakage. If no incontinence is noted in the
supine position, the maneuvers should be repeated with the
patient standing. If no incontinence occurs in either position,
the patient probably does not have stress incontinence. The
answer is A.

Weiss BD. Diagnostic evaluation of urinary incontinence in
geriatric  patients. Am Fam Physician. 1998;57:2675a8€"2688.

7. Which of the following is considered a risk factor for
retinal detachment?

A) Glaucoma
B) Diabetic retinopathy

C) Hyphema



D) Myopia

Answer and Discussion

Retinal detachment is a preventable cause of vision loss. It is
relatively common after the age of 60. There are three types
of retinal detachments: exudative, tractional, and
rhegmatogenous. The most common type is rhegmatogenous,
which results from retinal breaks caused by vitreoretinal
traction. Exudative (or serous) retinal detachment results
from the accumulation of serous and/or hemorrhagic fluid in
the subretinal space because of hydrostatic factors (e.g.,
severe acute hypertension), or inflammation (e.g., sarcoid
uveitis), or neoplastic effusions. Exudative retinal
detachment generally resolves with adequate treatment of
the underlying disease, and restoration of normal vision is
often excellent. Tractional retinal detachment occurs via
centripetal mechanical forces on the retina, usually mediated
by fibrotic tissue resulting from previous hemorrhage, injury,
surgery, infection, or inflammation. Risk factors for retinal
detachment include advancing age, previous cataract
surgery, myopia, and trauma. Other eye conditions including
hyphema, glaucoma, and diabetic retinopathy are not
considered risk factors for retinal detachment. Patients
typically present with symptoms such as light flashes,
floaters, peripheral visual field loss, and blurred vision.
Retinal tears may occur without symptoms, but often
photopsia (light flashes) is noted. Photopsia results from
vitreoretinal traction. When the retina tears, blood and
retinal pigment epithelium cells may enter the vitreous cavity
and are perceived as a€cefloaters.a€= Immediate
intervention can prevent retinal detachment. Patients with
the acute onset of flashes or floaters should be referred to an



ophthalmologist. The answer is D.

Gariano RF, Chang-hee K. Evaluation and management of
suspected retinal detachment. Am Fam Physician. 2004;69:
16915€“1698.

8. Which of the following medications is considered the
treatment of choice for Bordetella pertussis infection?

A) Penicillin

B) Ciprofloxacin
C) Azithromycin
D) Tetracycline

E) Cefuroxime

Answer and Discussion

Recent epidemiologic studies have shown that the incidence
and prevalence of Bordetella pertussis infection in adults are
much greater than previously reported. In studies of adults
with chronic cough, 20% to 25% were found to have
serologic evidence of recent B. pertussis infection. However,
pertussis is rarely considered in adults because the signs and
symptoms are nonspecific. Apart from a prolonged cough,
there are no specific symptoms suggestive of pertussis in
older individuals who have been immunized. With this in
mind, pertussis should be considered in the differential
diagnosis of persistent cough in previously
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immunized children and adults. Administration of
erythromycin or other macrolide (azithromycin or
clarithromycin) may be a consideration in patients presenting
with persistent cough. Prophylaxis of exposed persons before



culture or serologic results are available would be another
consideration. Early treatment with a macrolide should limit
the spread of infection to persons whose immunity has waned
or in unimmunized children. The acellular vaccine may allow
booster immunization, which can be a method of preventing
B. pertussis infection after immunity from the pertussis
vaccination has waned. The answer is C.

Yaari E, Yafe-Zimerman Y, Schwartz SB, et al. Clinical
manifestations of Bordetella pertussis infection in immunized
children and young adults. Chest. 1999;115:125448€%1258.

9. Which of the following is associated with reducing the
risk of falls in elderly patients?

A) Vitamin C
B) Vitamin D
C) Folate

D) Vitamin Bi2

E) Calcium

Answer and Discussion

Falls are a major cause of injury-related visits to emergency
departments in the United States, and the primary cause of
accidental deaths in persons older than 65 years. The
mortality rate for falls increases dramatically with age in both
sexes and in all racial and ethnic groups. Falls can be an
indication of poor health and declining function, and they are
often associated with significant morbidity. More than 90% of
hip fractures occur as a result of falls, with most of these
fractures occurring in persons older than 70 years of age.
Risk factors for falls in the elderly include increasing age,



arthritis, medication use (more than four medications,
including tricyclic antidepressants, neuroleptics,
benzodiazepines, and type IA antiarrythmics), cognitive
impairment (dementia and depression), and sensory deficits.
Outpatient evaluation of a patient who has fallen includes a
focused history with an emphasis on medications, a directed
physical examination, and tests of postural control and
overall physical function. Treatment is directed at the
underlying cause of the fall, with the goal to return the
patient to baseline function. Vitamin D deficiency has been
associated with an increased risk of falls, and empiric
supplementation can reduce the risk. The answer is B.

Fuller GF. Falls in the elderly. Am Fam Physician. 2000;
61:21594€“2168, 2173a€%2174.

10. An 18-year-old high school student presents with her
mother to your office. Mom reports her daughter is binge
eating and purging in order to lose weight. You suspect
bulimia. Of the medications listed, which would be best
indicated in treatment of the condition?

A) Sertraline (Zoloft)

B) Paroxetine (Paxil)

C) Fluoxitene (Prozac)
D) Venlafaxine (Effexor)

E) Buproprion (Wellbutrin)

Answer and Discussion

Persons affected by anorexia nervosa eventually become
visibly recognizable because of their severely underweight
status. In contrast, those affected by bulimia are typically of



normal weight and are not as easily detected. This disorder is
characterized by binge eating and purging. Bulimia is most
common in late adolescent females. Associations with other
psychiatric disorders is common, and patients with
personality disorders (e.g., borderline, narcissistic, and
antisocial disorders) have a worse prognosis. Most bulimics
purge by vomiting, although abuse of laxatives or diuretics
can also occur. The number of times a bulimic patient purges
can vary widely, from as seldom as once or twice weekly to
as often as ten times per day. Repeatedly induced vomiting
can lead to the loss of dental enamel, increased dental
caries, swollen salivary glands, Mallorya€“Weiss esophageal
tears, and gastroesophageal reflux. Laxative abusers can
develop constipation on withdrawal of laxatives. The typical
electrolyte abnormalities associated with bulimia are
hypokalemia and metabolic acidosis. Although severe
hypokalemia in an otherwise healthy young female suggests
bulimia, most patients who purge do not develop electrolyte
abnormalities. As a result, screening for hypokalemia or
other electrolyte disturbances is not a sensitive means for
detecting bulimia. Treatment of the complications associated
with bulimia is usually possible, but the underlying disorder
can be challenging to treat successfully. Fluoridated
mouthwash and toothpaste can help prevent dental caries,
and the use of sour candies may decrease salivary gland
swelling. Antacid medications help reduce gastroesophageal
reflux symptoms, and nonstimulant laxatives may be used to
decrease constipation in those with stimulant laxative abuse.
Oral replacement of potassium is typically accomplished with
40 to 80 mEqQ per day of supplementary potassium, until a
normal serum potassium level is achieved. Patients with
severe hypokalemia and metabolic alkalosis need volume
repletion with intravenous normal saline to allow
normalization of potassium levels. Cognitivea€“behavioral



therapy has demonstrated efficacy in the treatment of
bulimia, but relapse is common. Disturbances in serotonergic
systems have been suggested as contributing to bulimia. The
selective serotonin reuptake inhibitor fluoxetine is the only
medication that has been approved by the U.S. Food and
Drug Administration for treatment of bulimia. Higher dosages
of fluoxetine (more than required to treat depression), up to
60 mg daily, may be necessary for effective control. Even
with a combination of psychotherapy and pharmacologic
treatment, remission rates are high. The answer is C.

Mehler PS. Bulimia nervosa. N Engl J Med.
2003;349:875a€“881.

The selective serotonin reuptake inhibitor fluoxetine is the
only medication that has been approved by the U.S. Food and

Drug Administration for treatment of bulimia.

11. The Health Insurance Portability and Accountability Act
(HIPAA) standards ensure that

A) patients have control and access to their medical records

B) insurance companies have unlimited access to health
information

C) physicians can protect themselves from liability

D) attorneys have unrestricted access to health-care records

Answer and Discussion

HIPAA is three sets of standards (1. Transactions and Code
Sets; 2. Privacy; and 3. Security) developed by the
Department of Health and Human Services in 1996. The goals
of the standards are to simplify the administration of health



insurance
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claims and lower costs; give patients more control and access
to their medical information; and protect individually
identifiable medical information from real or potential threats
of disclosure or loss. Privacy and security are closely related.
Privacy is the patient's right over the use and disclosure of
his or her own personal health information. Privacy includes
the right to determine when, how, and to what extent
personal information is shared with others. The HIPAA
privacy rules grant new rights to patients to gain access to
and control the use and disclosure of their personal health
information. Security is the specific measures a health-care
provider must take to protect personal health information
from unauthorized breaches of privacy, as in situations where
information is stolen or sent to the wrong person in error.
Security also includes measures taken to ensure against the
loss of personal health information, as in situations where a
patient's records are lost or destroyed by accident. The
HIPAA privacy rules require general security measures be put
in place, and the proposed security rules follow a detailed
and comprehensive set of activities to guard against
unauthorized disclosure of personal health information stored
or transmitted electronically or on paper. The answer is A.

Kibbe DC. A problem-oriented approach to the HIPAA security
standards family practice management. Fam Pract Manag.
July/August. 2001;8(7):37a€“43.

12. Which statement regarding visual screening in children
iIs correct?

A) Visual screening is not indicated until age 5.
B) Visual acuity can be assessed by the Random Dot E test.

C) Stereopsis can be measured by the Tumbling E test.



D) Strabismus can be assessed with the cover test during the
first year of life.

E) Visual screening can be reliably assessed at age 2.

Answer and Discussion

The U.S. Preventive Services Task Force (USPSTF)
recommends screening to detect amblyopia, strabismus, and
defects in visual acuity in children younger than age 5 years.
The USPSTF found no evidence of harm associated with
screening, and concluded that the benefits of screening are
likely to outweigh any potential harms. The most common
causes of visual impairment in children are (1) amblyopia and
its risk factors and (2) refractive error not associated with
amblyopia. Amblyopia refers to reduced visual acuity without
a detectable organic lesion of the eye and is associated with
risk factors that interfere with normal binocular vision, such
as strabismus (ocular misalignment), anisometropia (a large
difference in refractive power between the two eyes),
cataract (lens opacity), and ptosis (eyelid drooping).
Refractive error not associated with amblyopia principally
includes myopia (nearsightedness) and hyperopia
(farsightedness). Various tests are used to identify visual
defects in children, and the choice of tests is determined by
the child's age. During the first year of life, strabismus can
be assessed by the cover test and the Hirschberg light reflex
test. Screening children younger than age 3 years for visual
acuity is more challenging than screening older children, and
typically requires testing by specially trained personnel.
Traditional vision testing requires a cooperative, conversive
child and cannot be performed reliably until ages 3 to 4
years. In children older than age 3 years, stereopsis (the
ability of both eyes to function together) can be assessed



with the Random Dot E test or Titmus Fly Stereotest; visual
acuity can be assessed by tests such as the HOTV chart, Lea
symbols, or the tumbling E. The answer is D.

U.S. Preventive Services Task Force. Screening for visual
impairment in children younger than five years:
recommendation statement. Ann Fam Med.
2004;2:2638€“266.

13. Which of the following tumor markers is correct for the
condition?

A) CA (cancer antigen) 27.29 for metastatic cervical cancer
B) CA (cancer antigen) 125 for hepatic carcinoma
C) AFP (alpha-fetoprotein) for ovarian carcinoma
D) CA (cancer antigen) 19-9 for pancreatic cancer

E) 12-hCG (beta unit of human chorionic gonadotropin) for
ovarian cancer

Answer and Discussion

Recognized tumor markers are most appropriate for
monitoring response to therapy and detecting early
recurrence. Cancer antigen (CA) 27.29 is most often used to
follow response to therapy in patients with metastatic breast
cancer. CA 27.29 is highly associated with breast cancer,
although levels are elevated in several other malignancies
(colon, gastric, hepatic, lung, pancreatic, ovarian, and
prostate cancers). CA 27.29 also can be found in patients
with benign disorders of the breast, liver, and kidney, and in
patients with ovarian cysts. CA 27.29 levels higher than 100
units per mL are rare in benign conditions.



Carcinoembryonic antigen (CEA) is used to detect relapse of
colorectal cancer. CEA elevations also occur with other
malignancies. Nonmalignant conditions associated with
elevated CEA levels include cigarette smoking, peptic ulcer
disease, inflammatory bowel disease, pancreatitis,
hypothyroidism, biliary obstruction, and cirrhosis. Levels
exceeding 10 ng/mL are rarely due to benign disease. Fewer
than 25% of patients with disease confined to the colon have
an elevated CEA level. Therefore, CEA is not useful in
screening for colorectal cancer or in the diagnostic evaluation
of an undiagnosed illness. A CEA level should be utilized only
after malignancy has been diagnosed.

CA 19-9 may be helpful in diagnosing pancreatic
abnormalities. Levels >1,000 units/mL are correlated with
pancreatic cancer. Benign conditions such as cirrhosis,
cholestasis, cholangitis, and pancreatitis can also result in CA
19-9 elevations, although values are usually <1,000
units/mL.

CA 125 is useful for evaluating pelvic masses in
postmenopausal women, monitoring response to therapy in
women with ovarian cancer, and detecting recurrence of
ovarian carcinoma. Postmenopausal women with
asymptomatic palpable pelvic masses and CA 125 levels =65
units/mL likely have ovarian cancer. Because premenopausal
women have more benign causes of elevated CA 125 levels,
testing for the marker is less useful in this population.

Alpha-fetoprotein (AFP) is a marker for hepatocellular
carcinoma. It is used to screen highly selected populations
and to assess hepatic masses in patients at particular risk for
developing hepatic malignancy.

Testing for the T2-subunit of human chorionic gonadotropin
(12-hCG) is an integral part of the diagnosis and management
of gestational trophoblastic disease. Combined AFP and 12-



hCG testing is an essential adjunct in the evaluation and
treatment of nonseminomatous germ cell tumors, and in
monitoring the response to therapy. AFP and 12-hCG are
useful in evaluating potential origins of poorly differentiated
metastatic cancer.

PSA is used to screen for prostate cancer and detects
recurrence of the malignancy. The answer is D.

Perkins GL, Slater ED, Sanders GK, et al. Serum tumor
markers. Am Fam Physician. 2003;68:1075a€“1082.

14. A 27-year-old female presents for her annual
examination. Her BMI is 31 and she has hirsutism and

reports difficulty with conception. Her periods are irregular.

Based on her likely diagnosis, which of the following
malignancies is she most at increased risk for?

A) Ovarian carcinoma

B) Colon cancer

C) Pancreatic cancer

D) Endometrial carcinoma

E) Breast cancer

Answer and Discussion

Polycystic ovary syndrome (PCOS) is the most common
endocrine abnormality in women of reproductive age. The
syndrome is associated with chronic anovulation, abnormal
menstrual bleeding, and infertility. Macrovascular diseases
such as type 2 diabetes mellitus, hypertension, and
atherosclerotic heart disease are more likely in women with
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PCOS. In addition, chronic anovulation predisposes women to
endometrial hyperplasia and carcinoma. Symptoms that
prompt females to seek attention include irregular menses,
hirsutism, or infertility. The earliest manifestations of PCOS
are noted around the time of puberty. Adolescent girls
affected with PCOS often have early puberty and show
hyperandrogenism and insulin resistance. In the early
reproductive period, chronic anovulation results in difficulty
with fertility. If pregnancy is achieved, it frequently
terminates in spontaneous, first-trimester loss or is
associated with gestational diabetes. More than 50% of those
affected are obese. Abnormal androgen production declines
as menopause approaches (as it does in women without
PCOS), and menstrual patterns may normalize. However
perimenopausal and postmenopausal women with a history of
PCOS have increased rates of type 2 diabetes, hypertension,
and coronary artery disease compared with control patients.
PCOS appears to follow a familial distribution. LH and FSH
levels are often elevated in PCOS, with the LH:FSH ratio
greater than 3:1. Individualized therapy should incorporate
steroid hormones, antiandrogens, and insulin-sensitizing
agents (metformin). Weight loss by way of reduced
carbohydrate intake and exercise is the most important
intervention; this step alone can restore menstrual regularity
and fertility, and provide long-term prevention against
diabetes and heart disease. The answer is D.

Richardson MR. Current perspectives in polycystic ovary
syndrome. Am Fam Physician. 2003;68:697a€“704.

15. Most cases of infant botulism are related to the
ingestion of

A) honey

B) peanut butter



C) whole milk

D) mayonnaise

E) eggs

Answer and Discussion

Although rare, the majority of cases of infant botulism are
diagnosed in the United States. An infant acquires botulism
by ingesting Clostridium  botulinum spores, which are found in
soil or honey products. The spores develop into bacteria that
colonize the bowel and produce toxin. As the toxin is
absorbed, it irreversibly binds to acetylcholine receptors on
motor nerve terminals at neuromuscular junctions, leading to
progressive weakness, hypotonia, and hyporeflexia, with
associated bulbar and spinal nerve abnormalities. Symptoms
of infant botulism include constipation, lethargy, a weak cry,
poor feeding, and dehydration. A high level of suspicion is
important for the diagnosis and prompt treatment of infant
botulism, because this disease can quickly progress to
respiratory failure and possibly death. Diagnosis is confirmed
by isolating the organism or toxin in the stool and finding the
classic triad of electromyogram patterns, including the
following:

Compound muscle action potentials of decreased
amplitude in at least two muscle groups

Tetanic and post-tetanic facilitation defined by an
amplitude >120% of baseline

Prolonged post-tetanic facilitation =120 seconds and
absence of post-tetanic exhaustion

Treatment consists of nutritional and respiratory support until



new motor endplates are regenerated, which results in
spontaneous recovery. Neurologic sequelae are seldom seen.
The answer is A.

Cox N, Hinkle R. Infant botulism. Am Fam Physician. 2002;
65:13884€%1392.

16. Of the following conditions, which is related to the
development of osteoporosis in men?

A) Prolactinoma
B) Hypogonadism
C) Prostate cancer
D) Renal stones

E) Inguinal hernia

Answer and Discussion

Men, like women, are at risk of developing osteoporosis that
may lead to increased risk of fractures. According to bone
density studies in men with low levels of testosterone,
hypogonadism is an independent risk factor for osteoporosis.
When testosterone is replaced, bone density has been shown
to increase. Bone density is a popular and easy way to
measure the degree of osteoporosis, but it does not provide
complete information about fracture risk. Alterations of bone
architecture represent increased risk of fracture, even in men
with minimal evidence of osteoporosis. Alternative ways to
examine bone microarchitecture include quantitative
computed tomography and high-resolution magnetic
resonance microimaging (ApMRI). The latter test has been
called &€cethe virtual bone biopsy,a€= and better
demonstrates the integrity of the trabecular network. The



only approved treatments for male osteoporosis are
alendronate (Fosamax) and recombinant parathyroid
hormone. Testosterone is often prescribed, but should not be
used in men with a history of prostate cancer for obvious
reasons. The answer is B.

Benito M, Gomberg B, Wehrli FW. Deterioration of trabecular
architecture in hypogonadal men.J Clin Endocrinol Metab.
2003;88:1497a4€“1502.

17. In patients treated with disulfiram (Antabuse) for
alcohol abuse, which test is necessary for monitoring during
treatment?

A) Alkaline phosphatase

B) Amylase

C) Creatinine

D) Alanine aminotransferase (ALT)

E) Ammonia level

Answer and Discussion

In the United States, disulfiram (Antabuse), acamprosate
(Campral), and naltrexone (Revia) are approved for the
treatment of alcohol dependence. Although disulfiram is
reported to be effective as an aversive drug, placebo-
controlled clinical trials have been inconclusive. Disulfiram
inhibits the metabolism of anticoagulant drugs, phenytoin,
and isoniazid. This drug should be used cautiously in patients
with liver disease and is contraindicated during pregnancy
and in patients with ischemic heart disease. Disulfiram can
cause hepatitis, and therefore monitoring of liver function
studies is essential. Acamprosate is a newer agent that works



by its affect on the GABA system. Side effects include
diarrhea, insomnia, anxiety, depression, pruritus, and
dizziness. The third drug approved for use in the treatment of
alcohol dependence is the opioid antagonist naltrexone.
Naltrexone is believed to reduce consumption of alcohol and
increase abstinence by reducing the craving for alcohol. The
rate of relapse is highest within the first 90 days of
abstinence, and it is during this time that naltrexone may be
beneficial. Daily dosages may range from 25 to 100 mg. Side
effects include nausea, headache, anxiety, and sedation.
Naltrexone can be hepatotoxic at higher dosages and should
be used with caution in patients with chronic liver disease.
Selective serotonin reuptake inhibitors (SSRIs), including
fluoxetine and sertraline, have been found to decrease
alcohol intake in heavy drinkers without a history of
depression. However, in some trials SSRIs were found to be
no more effective than a placebo. Any drug therapy should be
combined with psychotherapy or group therapy to help
address the social and psychologic aspects of alcohol
dependence. The answer is D.

Swift RM. Drug therapy for alcohol dependence. N Engl J Med.
1999;340:148248€“1490.

@Disulfiram can cause hepatitis and therefore monitoring of
liver function studies is essential.

18. The test of choice for the diagnosis of ureteral
obstruction secondary to renal lithiasis is

A) noncontrast helical computed tomography

B) ultrasound

C) intravenous pyelogram

D) magnetic resonance imaging



E) plain radiographs

Answer and Discussion

The most common cause of the sudden onset of flank pain in
adults is acute urolithiasis. ldentification of a stone in the
ureter with resultant partial or complete ureteral obstruction
confirms the suspected diagnosis. In the past, intravenous
pyelography (IVP) has been the classic diagnostic test of
choice. Noncontrast helical computed tomography (CT), which
was introduced in 1994, has the advantages of avoiding
contrast exposure, identifying radiolucent calculi, evaluating
nearby structures, and requiring a shorter time for
examination. Intravenous urograms provide only gross
images of the kidneys and miss other local pathology. When
noncontrast helical CT is readily available, the amount of
time required to evaluate patients is reduced, and potential
contrast complications that may occur with conventional
radiologic imaging are avoided. As a result, helical CT is a
better test for assessing acute urolithiasis. Abdominal
ultrasound has a high specificity in evaluating stones but its
sensitivity is lower than helical CT. Plain films are used to
follow patients with known radiopaque (i.e., calcium) stones.
The answer is A.

Worster A, Preyra |, Weaver B. The accuracy of noncontrast
helical computed tomography versus intravenous pyelography
in the diagnosis of suspected acute urolithiasis: a meta-
analysis. Ann Emerg Med. 2002;40:280a€“286.

19. Which of the following infections is least likely in a
patient with chronic obstructive pulmonary disease (COPD)?

A) Streptococcus pneumoniae



B) Haemophilus influenzae
C) Moraxella catarrhalis

D) Mycoplasma pneumoniae

Answer and Discussion

The American Thoracic Society (ATS) defines COPD as a
disease process involving progressive chronic airflow
obstruction because of chronic bronchitis, emphysema, or
both. Chronic bronchitis is defined clinically as excessive
cough and sputum production on most days for at least 3
months during at least 2 consecutive years. Emphysema is
characterized by chronic dyspnea resulting from the
destruction of lung tissue and the enlargement of air spaces.
Asthma, which features airflow obstruction, airway
inflammation, and increased airway responsiveness to various
stimuli, may be distinguished from COPD by reversibility of
pulmonary function deficits. Acute exacerbations of COPD are
treated with oxygen (in hypoxemic patients), inhaled 122
agonists, inhaled anticholinergics, antibiotics, and systemic
corticosteroids. Theophylline may be considered in patients
who do not respond to other bronchodilators.

Antibiotic therapy is directed at the most common pathogens,
including Streptococcus pneumoniae, Haemophilus
influenzae, and Moraxella catarrhalis. Mild to moderate
exacerbations of COPD are usually treated with broad-
spectrum antibiotics such as doxycycline,
trimethoprima€“sulfamethoxazole, and
amoxicillind€“clavulanate potassium. Treatment with
extended-spectrum  penicillins, fluoroquinolones, third-
generation cephalosporins, or aminoglycosides may be
considered in patients with severe exacerbations. The



management of chronic stable COPD includes smoking
cessation and oxygen therapy. Inhaled 122 agonists, inhaled
anticholinergics, and systemic corticosteroids are also used in
patients with chronic stable disease. Inhaled corticosteroids
decrease airway reactivity and can reduce the use of health-
care services for management of respiratory symptoms.
Avoiding acute exacerbations helps to reduce long-term
complications. Long-term oxygen therapy, regular monitoring
of pulmonary function, and referral for pulmonary
rehabilitation are often utilized and can improve the quality
of life and reduce hospitalizations. Influenza and
pneumococcal vaccines should be administered. Selected
patients who do not respond to standard therapies may
benefit from lung reduction surgery. The answer is D.

Hunter MH, King DE. COPD: management of acute
exacerbations and chronic stable disease. Am Fam Physician.
2001; 64:603a8€“612, 621&8€“622.

20. A 2-year-old child is brought into your office. Mom
reports the boy fell off his bed and has been limping for the
last 3 days. He did hit his head, but had no loss of
consciousness and has been acting normally since his fall.
You note retinal hemorrhages and several areas of Dbruising
on the head, legs, thighs, and arms in varying stages of
healing. The most likely cause is

A) autism
B) abuse

C) hemophilia

D) leukemia

E) poor coordination

P.8



Answer and Discussion

Determining whether head injuries in children are accidental
or a result of physical abuse is very important. Children with
head injuries related to abuse tend to be younger than those
with accidental injuries. Boys are more frequently affected.
Subdural hematoma, subarachnoid hemorrhage, and retinal
hemorrhage are more common in abused children. Child
abuse should be strongly suspected when such injuries are
present in a child without a history of a fall or with a history
of a fall from a relatively low height. Multiple injuries in
various stages of healing should also alert the clinician to the
possibility of abuse. A skeletal survey for children younger
than 3 years should be performed when inflicted head
injuries are suspected. The answer is B.

Reece RM, Sege R. Childhood head injuries: accidental or
inflicted? Arch Pediatr Adolesc Med. 2000;154:114€"15.

21. A 65-year-old with a history of chronic atrial fibrillation
is being monitored while on warfarin therapy. The nurse
calls to inform you the patient's International Normalized
Ratio (INR) is measured at 7. He has no active signs of
bleeding, but is at increased risk of bleeding. Appropriate
management at this time includes

A) stop warfarin, observe, and repeat INR in 3 days
B) stop warfarin and observe; repeat INR in 24 hours
C) stop warfarin, give vitamin K, and repeat INR in 24 hours

D) stop warfarin, give vitamin K and fresh frozen plasma with
daily INRs



Answer and Discussion

Warfarin inhibits the formation of clotting factors 11, VII, IX,
and X. The drug is highly protein-bound to albumin. Because
of this inverse relationship between the levels of albumin and
free warfarin, acutely ill with poor nutritional states and
postoperative patients may need lower dosages of warfarin.
The INR is the patient's prothrombin time divided by the
mean of the normal prothrombin time, with this ratio raised
to the international sensitivity index. After starting warfarin
therapy, a steady-state response is not typically achieved for
approximately 2 weeks. A dosage of 4 to 5 mg/day is typical,
although the required dosage may be variable (as low as 0.5
mg or as high as 50 mg/day). Elderly patients should start at
a lower dosage. Checking the INR approximately 24 hours
after the first dose can help determine the second dose. If
there has been little or no rise in the INR (which is to be
expected), a 5-mg dose on the second day should be safe. If
an INR is not available on the day after the first dose, it can
be obtained on days 2, 3, or 4. If the initial INR (on days 1
through 4) is high, the patient is likely sensitive to warfarin's
effects; therefore, a lower dose should be given. Patients
who are restarting warfarin therapy after a time off the drug
can safely begin with their previous maintenance dose.
Guidelines recommend that the INR be checked at least four
times during the first week of therapy. This frequency could
then be gradually decreased, based on the stability of the
INR. Because the risk of bleeding is greatest in the first 6 to
12 weeks of treatment, checking the INR weekly is
appropriate. The maximum time between tests should be no
more than 4 to 6 weeks. If a patient's INR has been stable
and then fluctuates by more than 0.2 below or 0.4 above the
goal INR, the patient should be evaluated for the cause of
the change. Associated causes include laboratory error,



noncompliance, drug interactions with warfarin, dietary
interactions, or a change in the patient's health. If no
reversible cause is found, a change in dosage may be made,
with a repeat INR within 2 weeks. Close follow-up with
repeated testing is needed, because the patients who have
the most variation in results are most likely to develop
bleeding or thromboembolism. In asymptomatic patients
whose INR is elevated, temporary discontinuation of the drug
is often used, but administration of vitamin K shortens the
time to return to the target INR. There is indirect evidence
that use of vitamin K is associated with a lower incidence of
hemorrhage. Oral vitamin K is effective and may have fewer
risks than the parenterally administered form. When a
patient's INR is between 5 and 9, the recommendations
include temporary discontinuation of warfarin therapy. If the
patient is at risk for hemorrhage (e.g., is taking NSAIDSs),
low-dose oral vitamin K (1.0 to 2.5 mg) also should be given.
However, the lowest dose available in tablet form is 5 mag,
and often only 1 or 2 mg is needed. The parenteral form can
be given orally and mixed in a flavored drink if needed. If the
patient cannot be treated orally, 0.5 to 1 mg of intravenous
vitamin K should be administered. For INRs of 9 or higher,
vitamin K also should be given at a higher dose (2.5 mg
intravenously or 5 mg orally). A repeat INR should be
obtained within 24 hours. Additional vitamin K may be
needed, depending on the result of the repeat INR. If the INR
is elevated and the patient is bleeding, fresh-frozen plasma
or a concentrate of clotting factors should be administered. A
repeat INR should be obtained shortly after the fresh-frozen
plasma is given. Additional fresh-frozen plasma may be
needed because of its short duration of action. A large dose
of vitamin K (10 mg) should also be given. Additional vitamin
K may be necessary because the half-life of warfarin is longer
than the half-life of vitamin K. Daily INR measurements



should be instituted. The answer is C.

Gage BF, Fihn SD, White RH. Management and dosing of
warfarin  therapy. Am J Med. 2000;109:4814a€“488.

22. A 55-year-old man is returning to discuss blood tests
from his recent general examination. His PSA increased from
2.6 to 3.4. He does report a mild decrease in his urinary flow
and gets up two times a night. Examination confirms a
mildly enlarged prostate without nodules. Appropriate
management at this time includes

A) further evaluation to exclude malignancy
B) observation and reassurance
C) use of alpha blockers to improve urinary flow

D) use of a 5-alpha reductase inhibitor

Answer and Discussion

Prostate cancer screening should be performed at the age of
50 years in those who wish to undergo evaluation and at
normal risk for development of disease. Annual examinations
can then be considered. In patients with PSA values between
4 and 10 ng/mL, the PSA velocity and percentage of free PSA
can be used in making clinical decisions. A velocity of 0.75
ng/mL per year is predictive of cancer. When <10% of PSA is
unbound, the positive predictive value for prostate cancer is
55%, compared with 8% when =>25% of PSA is unbound.
Prostate cancer screening probably should not be done once
patients are over the age of 70 or if they develop a
significant underlying medical illness or other incurable
malignancy that decreases their life expectancy to <10 vyears.
The issue of screening for prostate cancer remains very



controversial and should be individualized to each patient.
The answer is A.

Perkins GL. Serum tumor markers. Am Fam Physician. 2003;
68:10754€“1082.

23. Type 11 renal tubular acidosis is associated with

A) the proximal tubules have decreased ability to absorb
bicarbonate

B) urine pH that is normal when plasma bicarbonate levels
are normal

C) chronic metabolic alkalosis

D) plasma bicarbonate levels that are easily restored with
supplementation

E) hyperkalemia

Answer and Discussion

Type | (distal) renal tubular acidosis (RTA) is a disorder that
affects adults and is considered a familial disorder in
children. Sporadic cases may be primary (especially in
women) or secondary (e.g., to an autoimmune disease such
as SjAfgren's syndrome; medications including amphotericin
B or lithium therapy; kidney transplantation;
nephrocalcinosis; renal medullary sponge kidney; chronic
renal obstruction). Familial cases may be autosomal
dominant and are often associated with hypercalciuria. In
type | RTA, the urine pH is never <5.5.

Type Il (proximal) RTA is associated with several inherited
diseases (e.g., Fanconi's syndrome, fructose intolerance,

P.9



Wilson's disease, Lowe's syndrome), multiple myeloma,
vitamin D deficiency, and chronic hypocalcemia with
secondary hyperparathyroidism. It may occur after renal
transplant, exposure to heavy metals, and after treatment
with certain medications, including acetazolamide,
sulfonamides, tetracycline, and streptozocin.

In type Il RTA, the ability of the proximal tubules to reabsorb
HCO3~ is decreased, so that urine pH is =7 at normal levels
of plasma HCO3", but may be <5.5 at low levels of plasma
HCO3~ Type IlIl RTA is a combination of types | and Il and is
seldom seen.

Type IV RTA is a condition associated with mild renal
insufficiency in adults with diabetes mellitus, HIV
nephropathy, or interstitial renal damage [systemic Ilupus
erythematosus (SLE), obstructive uropathy, sickle cell
disease]. It also may be produced by drugs that interfere
with the renina€“aldosterone system (e.g., NSAIDs, ACE
inhibitors, potassium-sparing diuretics, trimethoprim).
Aldosterone deficiency or unresponsiveness of the distal
tubule to aldosterone results in type IV RTA. This reduces
potassium excretion, causing hyperkalemia, which reduces
ammonia production and acid excretion by the kidney. Urine
pH is usually normal.

Types | and Il RTA are associated with chronic metabolic
acidosis, mild volume loss, and hypokalemia. Hypokalemia
may lead to muscle weakness, hyporeflexia, and paralysis.
Type | RTA has decreased citrate excretion in the urine,
increased mobilization of bone calcium, and hypercalciuria,
which results in osteopenia, bone pain, and kidney stones or
nephrocalcinosis. Renal parenchymal damage and chronic
renal failure may develop. Type IV RTA is usually
asymptomatic with only mild acidosis, but cardiac
arrhythmias or paralysis may develop if hyperkalemia is



extreme. Sodium bicarbonate relieves symptoms and
prevents or stabilizes renal failure and bone disease. In
adults with type | RTA, sodium bicarbonate eliminates
acidosis and reduces the occurrence of kidney stones. In type
Il RTA, the plasma HCO3~ cannot be restored to the normal
range. HCO3~ replacement should exceed the acid load of the
diet. Additional HCO3~ replacement increases potassium
bicarbonate losses in the urine. Bicitra or Polycitra-K can be
substituted for sodium bicarbonate and may be better
tolerated. Potassium supplements may be required in
patients who become hypokalemic when given sodium
bicarbonate, but are not recommended in patients with
normal or high serum potassium levels. In type IV RTA, the
hyperkalemia is treated with fluid administration and
potassium-depleting diuretics. A few patients may need
mineralocorticoid replacement therapy. The answer is A.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:2026a8€“2028.

24. Which of the following is considered a first line
medication in the treatment of hypertension?

A) Chlorthalidone
B) Lisinopril
C) Clonidine
D) Losartan

E) Amlodipine

Answer and Discussion

The Antihypertensive and Lipid-Lowering Treatment to



Prevent Heart Attack Trial (ALLHAT) was a randomized,
double-blind, multicenter clinical trial comparing the
efficacies of various antihypertensive treatments in
decreasing rates of coronary heart disease (CHD). The
antihypertensives used in the trial included amlodipine, a
calcium-channel blocker; lisinopril, an angiotensin-converting
enzyme (ACE) inhibitor; doxazosin, an alpha-blocker; and
chlorthalidone, a thiazide diuretic. The study showed similar
mortality rates and no improvement in CHD risk in all
treatment groups. Chlorthalidone (a diuretic) was found to be
superior in preventing one or more major forms of
cardiovascular disease, including stroke and heart failure.
These findings resulted in the recommendation that diuretics
be the first line drug of choice and a part of any multidrug
antihypertensive regimen. Although the rates of primary
outcomes, including fatal CHD and nonfatal myocardial
infarction, were the same in the chlorthalidone, amlodipine,
and lisinopril groups, the study's secondary endpoints such
as heart failure showed the superiority of diuretics,
specifically chlorthalidone. The diuretic users had a small
increase in serum glucose levels, but this increase did not
affect adverse outcomes. Thiazide-associated diabetes also
has been shown to be reversible with good potassium
balance, weight control, and increased physical activity.
Thiazide-based treatments for hypertension are less
expensive, and the additional laboratory monitoring for
hypokalemia or hypoglycemia is probably no more than that
required during ACE-inhibitor administration. Although
ALLHAT has legitimate limitations, its conclusions appear
valid. The newer antihypertensive agents tested are not
superior to diuretics in the prevention of cardiovascular
disease. These newer drugs are more expensive and appear
to be less effective in preventing heart failure. Diuretics
appear to be the preferred first-step drug and an important



part of any multidrug regimen for the treatment of
hypertension. The answer is A.

Davis BR, Furberg CD, Wright JT Jr. ALLHAT: setting the
record straight. Ann Intern Med. 2004;141:394€“46.

@Based on the ALLHAT trial, diuretics should be the first-line
drug of choice when treating hypertension and a part of any
multidrug antihypertensive regimen.

25. Which of the following drugs offers protection from
osteoporosis?

A)  Hydrochlorothiazide
B) Metoprolol
P.10
C) Enalapril
D) Verapamil

E) Losartan

Answer and Discussion

In healthy elderly adults, low-dose hydrochlorothiazide
preserves bone mineral density at the hip and spine.
Although the effects appear modest at 3 years, if
accumulated over 10 to 20 years, the use of diuretics
provides one-third reduction in risk for hip fracture. Of the
following list, none of the others provides this protection. The
answer is A.

LaCroix AZ, Ott SM, Ichikawa L, et al. Low-dose
hydrochlorothiazide and preservation of bone mineral density
in older adults, a randomized, double-blind, placebo-



controlled trial. Ann Int Med. 2000; 133(7):516a4€“526.

26. Obsessivea€“compulsive disorder (OCD) is characterized
by recurrent obsessions and compulsive behaviors such as
repeated hand washing and checking routines. Which of the
following statements regarding the disorder is true?

A) Patients affected rarely know they are affected.
B) Serotonin reuptake inhibitors are often first-line therapy.

C) Cognitived€“behavioral therapy is rarely helpful in
treatment.

D) Structural changes are not found in the brain.

E) Successful treatment leads to symptom resolution.

Answer and Discussion

OCD typically appears during the young adult years and has a
chronic variable course. Although treatment can lessen the
severity of the disorder, patients typically have some residual
symptoms. It often is many years before affected patients
are properly diagnosed and treated. OCD appears to have a
genetic basis. Although some neurologic findings have been
associated with OCD, such as increased gray matter and
decreased white matter on brain imaging, the diagnosis
remains a clinical one. Patients with OCD are plagued by
recurrent obsessions and often perform compulsive washing
and checking rituals in an attempt to deal with the anxiety
provoked by their obsessions. Those affected by OCD usually
are aware that their behavior is irrational and may spend a
lot of effort to hide their symptoms from others.
Cognitivea€“behavioral therapy usually is utilized in the
treatment of OCD. In most patients, combining medication



with behavioral therapy produces the best results. Selective
serotonin reuptake inhibitors (SSRIs) generally are utilized
first, with other psychotropic agents added if initial therapy
fails. The optimal SSRI dosage for OCD tends to be higher

than the dosage used to treat depression, and an adequate
trial of medication may take up to 12 weeks. The answer is
B.

Jenike MA. Obsessivea€“compulsive disorder. N Engl J Med.
2004;350:2594€“265.

27. An anklead€“brachial index of is considered
normal.

A) 0.95
B) 0.75
C) 0.50
D) 0.25

E) 0.15

Answer and Discussion

Symptoms of claudication include a pain, ache, cramp, or
tired feeling that occurs on walking. They are most common
in the calf but may occur in the foot, thigh, hip, or buttocks.
The condition is worsened by walking rapidly or uphill and
usually relieved in 1 to 5 minutes by rest (sitting is not
necessary); the patient can walk the same distance again
before pain recurs. Disease progression is indicated by a
reduction in the distance that the patient can walk without
symptoms. Eventually, ischemic pain may occur at rest,
beginning in the most distal parts of a limb as a severe,
unrelenting pain aggravated by elevation and often



interfering with sleep. If intermittent claudication is the only
symptom, the extremity may appear normal, but the pulses
are reduced or absent. The level of arterial occlusion and the
location of intermittent claudication closely correlate (e.g.,
aortoiliac disease frequently causes claudication in the
buttocks, hips, and calves, and the femoral pulses are
reduced or absent). In males, impotence is common and
depends on the location and extent of occlusion. In
femoropopliteal disease, claudication is typically in the calf,
and all pulses below the femoral are absent. In patients with
small vessel disease (e.g., thromboangiitis obliterans,
diabetes mellitus), femoropopliteal pulses may be present,
but foot pulses are absent. Pallor of the involved foot after 1
to 2 minutes of elevation, followed by redness on
dependency, helps confirm arterial insufficiency. Normal
venous filling time with dependency after elevation is 15
seconds. If symptoms of claudication occur with good distal
pulses, spinal stenosis should be considered. A severely
ischemic foot is painful, cold, and often numb. In chronic
cases, the skin may be dry and scaly, with poor nail and hair
growth. As ischemia worsens, ulceration may appear
(typically on the toes or heel, occasionally on the leg),
especially after local trauma. Edema is usually not present
unless the patient has kept the leg in a dependent position
for pain relief. More extensive blockage may compromise
tissue viability, leading to necrosis or gangrene. Ischemia
with redness, pain, and swelling of the foot on dependency
may mimic cellulitis or venous insufficiency. Although arterial
occlusion in the extremities can usually be diagnosed
clinically, noninvasive tests confirm the diagnosis and are
useful in follow-up. Invasive tests can document the location
and extent of disease if angioplasty, local fibrinolytic therapy,
or surgical bypass is contemplated. Doppler ultrasonography
is most widely used. Arterial stenosis and occlusion can be



detected using a velocity detector (Doppler probe). A colored
signal shows the direction of flow (color Doppler). The
simplest method for estimating blood flow to the lower
extremities is to compare systolic BP at the level of the ankle
with brachial systolic pressure (ankled€“brachial indices).
During this procedure, a blood pressure cuff is applied to the
ankle, inflated above brachial systolic pressure, and deflated
slowly. Ankle systolic blood pressure can be obtained
accurately with a Doppler probe placed over the dorsalis
pedis or posterior tibial arteries. This blood pressure at rest
normally is >= 90% of the brachial systolic pressure; with
mild arterial insufficiency, it is 70% to 90%; with moderate
insufficiency, 50% to 70%; and with severe insufficiency,
<50%. The answer is A.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:749a€“750.

28. A secondary cause of restless legs syndrome (RLS) is
A) vitamin Bi2 deficiency
B) heavy metal intoxication
C) alcohol abuse
D) iron deficiency

E) bismuth overdose

Answer and Discussion

RLS is a neurologic movement disorder that is often
associated with a sleep disturbance. Patients with RLS have
an irresistible urge to move their legs, which is usually
secondary to uncomfortable sensations that are worse during



periods of inactivity and often interfere with sleep. It is
estimated that between 2% and 15% of the population may
experience symptoms of RLS. Primary RLS may have a
genetic origin. Secondary causes of RLS include iron
deficiency, neurologic lesions, pregnancy, and uremia. RLS
also may occur secondarily to the use of certain medications.
The diagnosis of RLS is based primarily on the patient's
history. Pharmacologic treatment of RLS includes
dopaminergic agents, opioids, benzodiazepines, and
anticonvulsants. The answer is D.

National Heart, Lung, and Blood Institute Working Group on
Restless Legs Syndrome. Restless legs syndrome: detection
and management in primary care. Am Fam Physician.
2000;62:1084a4€“114.

29. In appropriate patients, thrombolytic therapy can be
given up to after onset of stroke symptoms.

A) 1 hour

B) 2 hours
C) 3 hours
D) 24 hours

E) 36 hours

Answer and Discussion

Transient ischemic attack (TIA) is considered a significant
warning sign of impending stroke. It is crucial to recognize
these events to prevent permanent disability or death in
affected individuals. The 90-day risk of stroke after a TIA has
been estimated to be approximately 10%, with one half of
strokes occurring within the first 2 days of the attack. The



90-day stroke risk is even higher when a TIA results from
internal carotid artery disease. Most patients reporting
symptoms of TIA should be referred to an emergency
department for further evaluation. Patients who arrive at the
emergency department within 180 minutes of symptom onset
should undergo evaluation to determine if they are
candidates for thrombolytic therapy. Initial testing should
include complete blood count with platelet count,
prothrombin time, International Normalized Ratio, partial
thromboplastin time, and electrolyte and glucose levels.
Computed tomographic scanning of the head should be
performed immediately to ensure that there is no evidence of
brain hemorrhage or mass. Risk factors for stroke should be
evaluated in patients who have had a TIA. Blood pressure,
lipid levels, and diabetes mellitus should be controlled. If
indicated, smoking cessation and weight loss are also
important. Angiotensin-converting enzyme inhibitor therapy
may help prevent stroke. Aspirin is the treatment of choice
for stroke prevention in patients who do not require
anticoagulation. Clopidogrel (Plavix) is an alternative therapy
in patients who do not tolerate aspirin. Atrial fibrillation, a
known cardioembolic source (confirmed thrombus), or a
highly suspected cardioembolic source (e.g., recent large
myocardial infarction, dilated cardiomyopathy, mechanical
valve, rheumatic mitral valve stenosis) are indications for
anticoagulation with warfarin therapy. The answer is C.

Solenski NJ. Transient ischemic attacks: Part 1. Diagnosis and
evaluation. Am Fam Physician. 2004;69:1665a€“1674,
16794€“1680.

Solenski NJ. Transient ischemic attacks: Part Il. Treatment.
Am Fam Physician. 2004;69:1681a€"“1688.

30. Of the following, which is least likely to be seen in strep



throat?
A) Fever
B) Malaise
C) Tonsilar exudates
D) Palatine petechiae

E) Rhinorrhea

Answer and Discussion

Sore throat is one of the most common reasons for visits to
family physicians. Although most patients with sore throat
have an infectious cause (pharyngitis), <20% have a clear
indication for antibiotic therapy (i.e., group A T2a€”hemolytic
streptococcal infection). Viral pharyngitis is the most
common cause of sore throat. Infectious mononucleosis is
most common in patients 15 to 30 years of age. Patients
typically present with fever, sore throat, and malaise. On
examination, there is pharyngeal redness with exudates.
Posterior cervical lymphadenopathy is common in patients
with infectious mononucleosis, and its absence makes the
diagnosis much less likely. Hepatosplenomegaly also may be
present. If these patients are treated with amoxicillin or
ampicillin, 90% develop a classic maculopapular rash.
Patients with bacterial pharyngitis generally do not have
rhinorrhea, cough, or conjunctivitis. Children younger than
15 are more likely to have strep throat. Symptoms of strep
throat may include pharyngeal erythema and swelling,
tonsillar exudate, edematous uvula, palatine petechiae, and
anterior cervical lymphadenopathy. Untreated, strep
pharyngitis lasts 7 to 10 days. Patients with untreated
streptococcal pharyngitis are infectious during the acute



phase of the illness and for 1 additional week. Antibiotic
therapy shortens the infectious period to 24 hours, reduces
the duration of symptoms by about 1 day, and prevents most
complications. The incidence of complications with strep
infection, such as rheumatic fever and peritonsillar abscess,
is low. Peritonsillar abscess occurs in <1% of patients treated
with antibiotics. Patients with peritonsillar abscess typically
have a toxic appearance and may present with a muffled
voice, fluctuant peritonsillar mass, and asymmetric deviation
of the uvula. The answer is E.

Vincent MT, Celestin N, Hussain AN. Pharyngitis. Am Fam
Physician. 2004;69:1465a€“1470.

31. Angioneurotic edema is associated with the use of
A) ACE inhibitors
B) beta blockers
C) loop diuretics
D) alpha-receptor blockers

E) calcium-channel blockers

Answer and Discussion

Angioneurotic edema, which occurs in 0.1% to 0.2% of
patients, usually develops within the first week of therapy
but can occur at any time. This life-threatening adverse
effect also occurs with angiotensin Il1a€“receptor blockers,
but to a lesser extent. Any patient with a history of
angioneurotic edema, whether related to an ACE inhibitor,
angiotensin-receptor blockers, or another cause, should not
be given an ACE inhibitor. Other contraindications include
pregnancy, renal artery stenosis, and previous allergy to ACE



inhibitors. The answer is A.

Bicket DP. Using ACE inhibitors appropriately. Am Fam
Physician. 2002;66:461a4€“468, 473.
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32. Genital warts

A) rarely resolve spontaneously

B) are treated based on cost, convenience, and adverse
affects

C) do not remain in tissue after treatment

D) are treated with an alternative method if a single
treatment fails to eradicate the wart

Answer and Discussion

Untreated visible genital warts may resolve spontaneously,
remain the same, or increase in size. The primary treatment
goal is removal of symptomatic warts. Some evidence
suggests that treatment also may reduce the persistence of
human papillomavirus (HPV) DNA in genital tissue, and
therefore may reduce the incidence of cervical cancer. The
choice of therapy is based on the number, size, site, and
morphology of lesions, as well as patient preference,
treatment cost, convenience, adverse effects, and physician
experience. Assuming that the diagnosis is certain, switching
to a new treatment modality is appropriate if there is no
response after three treatment cycles. Routine follow-up at 2
to 3 months is advised to monitor response to therapy and
evaluate for recurrence. Treatment methods can be chemical
or ablative. The answer is B.

Kodnar CM, Nasraty S. Management of genital warts. Am Fam



Physician. 2004;70:23354€%2342, 23454€“2346.

33. When is a comprehensive evaluation necessary when a
patient is affected by a deep venous thrombosis (DVT)?

A) 45-year-old male with an idiopathic DVT

B) 65-year-old with a recent transatlantic flight and DVT of
left thigh

C) 55-year-old who develops a calf DVT after a 4-hour car
ride

D) 75-year-old with a history of non-small-cell cancer of lung
with left leg DVT

E) 72-year-old with a right thigh DVT and no history of travel

Answer and Discussion

Treatment goals for DVT include stopping clot propagation
and preventing the recurrence of thrombus, the occurrence of
pulmonary embolism, and the development of pulmonary
hypertension, which can be a complication of multiple
recurrent pulmonary emboli. About 30% of patients with DVT
or pulmonary embolism have a thrombophilia. A
comprehensive evaluation is suggested in patients younger
than 50 years with an idiopathic episode of DVT, patients
with recurrent thrombosis, and patients with a family history
of thromboembolism. Intravenous administration of
unfractionated heparin followed by oral administration of
warfarin remains the mainstay of treatment for deep venous
thrombosis. Subcutaneous low-molecular-weight (LMW)
heparin is at least as effective as unfractionated heparin
given in a continuous intravenous route. LMW heparin is the
agent of choice for treating DVT in pregnant women and



patients with cancer. Based on validated protocols, warfarin
can be started at a dosage of 5 or 10 mg/day. The intensity
and duration of warfarin therapy depends on the individual
patient, but treatment of at least 3 months usually is
required. Some patients with thrombophilias require lifetime
anticoagulation. Treatment for pulmonary embolism is similar
to that for DVT. Because of the risk of respiratory failure and
hemodynamic instability, in-hospital management is advised.
Unfractionated heparin commonly is used, although LMW
heparin is safe and effective. Thrombolysis is used in patients
with massive pulmonary embolism. Subcutaneous heparin,
LMW heparin, and warfarin have been approved for use in
surgical prophylaxis. Elastic compression stockings are useful
in patients at lowest risk for thromboembolism. Intermittent
pneumatic leg compression is a useful adjunct to
anticoagulation and an alternative when anticoagulation is
contraindicated. The answer is A.

Razmi DW, Leeper KV. DVT and pulmonary embolism: Part II.
Treatment and prevention. Am Fam Physician.
2004;69:284134€%2848.

34. Which of the following statements is correct concerning
hepatitis C virus (HCV)?

A) There is no risk to infants if the mother is affected.

B) There is no risk associated with sexual intercourse with an
individual with hepatitis C.

C) Cesarean section should be performed on mothers who
test positive for hepatitis C to prevent transmission to the
newborn.

D) Hepatitis C can be spread by contaminated water supplies.

E) Hepatitis C does not appear to be transmitted in breast
milk.



Answer and Discussion

In an effort to reduce the risk of transmission to others, HCV
positive patients should be advised not to donate blood,
organs, tissue, or semen; not to share toothbrushes, dental
appliances, razors, or other personal care articles that might
have blood on them; and to cover cuts and sores on the skin
to keep from spreading infectious blood or secretions. HCV
positive patients with one long-term, steady sex partner do
not need to change their sexual practices. They should,
however, discuss the risk (which is low but not absent) with
their partner. If they want to lower the small chance of
spreading HCV to their partner, they may decide to use
barrier precautions such as latex condoms. HCV positive
women do not need to avoid pregnancy or breast feeding.
Potential, expectant, and new parents should be advised that
about 5 of every 100 infants born to HCV infected women
become infected. This infection occurs at the time of birth,
and no treatment has been shown to prevent the
transmission. There is no evidence that the method of
delivery is related to transmission; therefore, the need for
cesarean section versus vaginal delivery should not be
determined on the basis of HCV infection status. Limited data
on breast feeding indicate that it does not transmit HCV,
although it may be prudent for HCV-positive mothers to
abstain from breast feeding if their nipples are cracked or
bleeding. Infants born to HCV positive women should be
tested for HCV infection and, if positive, evaluated for the
presence or development of chronic liver disease. HCV is not
spread by sneezing, hugging, coughing, food or water,
sharing eating utensils or drinking glasses, or casual contact.
Persons should not be excluded from work, school, play, child
care, or other settings on the basis of HCV infection status.



HCV positive persons should be evaluated to assess for
biochemical evidence of chronic liver disease. These patients
should be assessed for severity of disease and possible
treatment according to current practice guidelines in
consultation with, or by referral to, a specialist
knowledgeable in this field. The answer is E.

Moyer LA, Mast EE, Alter MJ. Hepatitis C: Part Il. Prevention,
counseling and medical evaluation. Am Fam Physician.
1999;59:349.

@HCV—positive women do not need to avoid pregnancy or
breast-feeding.
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35. Which of the following classes of drugs can be used
safely with nonsteroidal anti-inflammatory drugs (NSAIDs)
without needing to closely monitor the patient's renal
function, potassium levels, and / or blood pressure?

A) Angiotensin-converting enzyme (ACE) inhibitors
B) Calcium-channel blockers
C) Diuretics

D) T12-Blockers

Answer and Discussion

Combined use of NSAIDs and hypertensive medication (i.e.,
diuretics, T12-blockers Tx-blockers, and ACE inhibitors) may
decrease the effectiveness of antihypertensive medication
and cause serious complications. Thus, when using the two in
combination, renal function, potassium levels, and blood
pressure should be monitored. Calcium-channel blockers and



central T+ agonists can usually be used without these
concerns. The answer is B.

Oparil S, Calhoun DA. Managing the patient with hard-to-
control hypertension. Am Fam Physician. 1998;57:1018.

36. Which of the following statements about sunscreens and
sun exposure is true?

A) The most dangerous rays are the ultraviolet A (UVA) type.

B) Sunscreens with a skin protection factor of 10 are
adequate protection.

C) Patients allergic to thiazide diuretics may react adversely
to para-aminobenzoic acid (PABA).

D) Steroids should be avoided in patients with sunburns
because of their immunosuppressant properties.

E) Repeated use of sunscreens can increase the risk of sun
poisoning.

Answer and Discussion

Sun-produced UV light is divided into two types of rays: UVA
(2,800 to 3,200 nm) and UVB (280 to 320 nm). The
dangerous rays are in the UVB range. Sunscreens of at least
skin protection factor 15 (and preferably SPF-30) should be
used when persons are exposed to the sun. para-
aminobenzoic acid, which is used in many sunscreens, is very
effective at preventing sunburns. Unfortunately, patients with
sensitivities to thiazides, benzocaine, or sulfonamides may
react adversely to para-aminobenzoic acid. In most cases,
sunburn is prevented with simple precautions. Sunburn
(usually a first-degree burn) appears within the first 24 hours
and can be very painful. Sunburn is treated with cold-water



compresses. In severe cases, sunburns can be treated with
steroids. The answer is C.

Medical Letter Consultants. Sunscreens: are they safe and
effective? Med Lett Drugs Ther. 1999;41(1052):434€44.

37. Which of the following tests can be used in the diagnosis
of celiac sprue?

A) Shilling's test
B) String test
C) Xylose absorption test

D) Withdrawal of lactose from the diet to monitor for
improvement of symptoms

E) Scotch tape test

Answer and Discussion

Celiac sprue is an inherited disorder that is characterized by
an intolerance to gluten, a cereal-type protein found in
wheat, rye, oats, and barley. Symptoms in infancy include
colic, failure to thrive, and, in severe cases, iron deficiency
anemia with the development of edema. In adults, symptoms
include abdominal bloating and discomfort, with diarrhea,
anemia, weight loss, arthralgias, and edema. Laboratory
findings usually include iron deficiency anemia (in children),
folate deficiency anemia (in adults), low protein levels, and
electrolyte abnormalities. Antigliadin IgA and 1gG antibodies
are elevated in >90% of patients; however, they are
nonspecific. IgA endomysial antibodies are more specific for
celiac sprue and are the best screening test for celiac
disease. Tissue transglutinase autoantibody by ELISA is a
newer serologic test for celiac sprue. Steatorrhea is usually



present, and coagulation studies may be abnormal. Diagnosis
is accomplished through the following:

. Biopsy of the jejunum, which shows a flat mucosa with a
loss of intestinal villi

. A D-xylose absorption test, which shows an abnormal
result indicating malabsorption

. Withdrawal of gluten from the diet, which results in a
significant improvement in symptoms

. Fecal fat estimation for 72 hours is elevated (=7 g/day)

Treatment involves dietary counseling to avoid gluten-
containing foods and supplementary vitamins. In severe
cases, corticosteroids are used to induce a refractory stage.
The answer is C.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:529.

38. Pregnant women should avoid contact with cat litter
because of the risk for developing

A) Cryptococcus

B) Cytomegalovirus
C) Toxoplasmosis

D) Coccidioidomycosis

E) Erythema infectiosum

Answer and Discussion

Toxoplasmosis is a granulomatous disease caused by the
protozoan Toxoplasmosis gondii, which affects the CNS. The



disease is extremely common, and affected patients are
usually asymptomatic. Symptoms, when present, mimic
mononucleosis and include malaise, fever, myalgias, rashes,
and cervical and axillary lymphadenopathy. Laboratory and
physical findings include mild anemia, leukopenia,
lymphocytosis, elevated liver function tests, and hypotension.
A more severe form may occur in patients with AIDS or other
patients who are immunocompromised; complications include
hepatitis, pneumonitis, meningoencephalitis, and myocarditis.
Chronic toxoplasmosis can lead to retinochoroiditis,
persistent diarrhea, muscular weakness, and headache.
Congenital toxoplasmosis can lead to spontaneous abortion or
stillbirths. A multitude of congenital defects may occur,
including blindness and severe mental retardation. Diagnosis
is usually made by serologic tests with fluorescent antibody
techniques. CT examination of the brain may show enhancing
lesions, and biopsies can be taken to look for the organisms
microscopically. Treatment is reserved for more severe cases
and consists of the combined use of pyrimethamine,
sulfadiazine, and folinic acid (leucovorin).
Immunocompromised patients require maintenance treatment
for life. Because the protozoan is found in cat feces, pregnant
women should avoid handling cat litter. The answer is C.

Goldman L, Ausiello D, eds. Cecil textbook of medicine, 22nd
ed. Philadelphia: WB Saunders; 2004:2088a€“2092.
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39. Pain associated with the distal second metatarsal head
is most likely a result of

A) Morton's neuroma
B) Jones fracture

C) March fracture



D) metatarsalgia

E) gout

Answer and Discussion

Metatarsalgia is characterized by pain and sometimes
swelling associated with the second (and, less commonly, the
third) metatarsal head. The pain is secondary to a synovitis
that affects the joint. Patients with hammertoes are at an
increased risk because of stress placed at the head of the
metatarsals. In most cases, radiographs are normal;
however, more severe cases may show subluxation or
dislocation of the metacarpal joint. NSAIDs, hot soaks, and
metatarsal pads may help; however, if subluxation or
dislocation is present, surgery may be necessary. The answer
is D.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:529.

40. Desensitization immunotherapy may be used in the
treatment of

A) chronic urticaria

B) hymenoptera allergies
C) atopic dermatitis

D) milk allergy

E) none of the above

Answer and Discussion



Desensitization immunotherapy is used in the treatment of
severe allergic rhinitis and bee-sting (hymenoptera) allergies.
The patient is given gradually increasing concentrations of
the allergen over an increasing period. Typically, there is a
decrease in the mast cell response with a decrease in
histamine production when the patient is exposed to the
allergen. In addition, IgE levels decrease. In most cases, the
injections are continued year-round and may be spaced out
as the desired response occurs. Injections should always be
given in the presence of a physician, and appropriate
equipment must be available to treat potential anaphylaxis.
Patients must be observed for at least 30 minutes after
administration of the injections. Desensitization
immunotherapy is not appropriate for the treatment of
chronic urticaria, milk allergies, or atopic dermatitis. The
answer is B.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:1356a4€“1357.

41. A 16-year-old boy is brought to the emergency room
after suffering a seizure. He is tachycardic and
hypertensive, and has a temperature of 38.6A°C. Physical
examination shows that the patient is in a postictal state
and has a nasal septum perforation. Electrocardiogram
(ECG) findings suggest acute myocardial infarction. Friends
of the patient report recent cocaine use. Which of the
following drugs is indicated?

A) Flumazenil
B) Phentolamine
C) Dexfenfluramine

D) Propranolol



42.

E) Phenytoin

Answer and Discussion

Cocaine is a strong narcotic stimulant that is often abused.
Its mechanism of action involves the increased release of
norepinephrine and the blockage of its reuptake. Effects of
cocaine begin within 3 to 5 minutes (within 8 to 10 seconds
with smoking &a€cecrackd€«= cocaine), and peak effects occur
at 10 to 20 minutes. The effects rarely last more than 1
hour. Cocaine toxicity is characterized by seizures;
hyperpyrexia; tachycardia; mental status changes, including
paranoid behavior; hypertension; cerebrovascular accidents;
myocardial infarctions; and rhabdomyolysis. Nasal septum
perforation may also occur. In most cases, treatment
involves the use of diazepam for neurologic symptoms and
phentolamine for severe tachyarrhythmias and observation.
Nitroprusside can be used for hypertensive crisis. The use of
T2-blockers is not recommended; other complications, such
as cerebrovascular accidents, rhabdomyolysis, and
myocardial infarctions, should be managed in a conventional
manner. Fortunately, cocaine has a short half-life and
symptoms are usually self-limited. Individuals who use
cocaine may become rapidly addicted. The answer is B.

Rakel RE, Bope ET. Conn's Current Therapy 2005.
Philadelphia: Elsevier/Saunders; 2005:13524€“1353.

Goodpasture’'s syndrome is associated with
A) osteoporosis and renal lithiasis
B) pathologic fractures and thyroiditis

C) hepatitis and recurrent cystitis



D) pulmonary hemorrhage and glomerulonephritis

E) pica and angioedema

Answer and Discussion

Goodpasture's syndrome is a condition manifested by
pulmonary hemorrhages and progressive glomerulonephritis.
Circulating basement membrane antibodies are responsible
for the renal and pulmonary abnormalities. Patients with
Goodpasture's syndrome are typically young males (5 to 40
years; male:female ratio of 6:1); however, there is a bimodal
peak at approximately 60 years of age. Men and women are
equally affected at older ages. Symptoms include severe
hemoptysis, shortness of breath, and renal failure.
Laboratory findings include iron deficiency anemia,
hematuria, proteinuria, cellular and granular casts in the
urine, and circulating antiglomerular antibodies. Chest
radiographs show progressive, bilateral, fluffy infiltrates that
may migrate and are asymmetrical. Renal biopsy may be
necessary to make the diagnosis. Treatment involves high-
dose steroids, immunosuppression, and plasmapheresis,
which may help preserve renal function. If significant injury
to the kidneys occurs, then dialysis or transplant may be
necessary. Untreated, Goodpasture's syndrome can be fatal.
The answer is D.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:1560, 1676a€“1683.

@Goodpasture's syndrome is a condition manifested by
pulmonary hemorrhages and progressive glomerulonephritis.
Circulating basement membrane antibodies are responsible for the



renal and pulmonary abnormalities.

43. Black cohosh has been advocated to treat
A) muscle and joint pain

B) the common cold

C) depression
D) menopausal symptoms

E) osteoporosis

Answer and Discussion

The herb black cohosh, or Actaea racemosa (formerly named
Cimicifuga racemosa), is native to North America. The roots
and rhizomes of this herb are widely used in the treatment of
menopausal symptoms and menstrual dysfunction. Although
the clinical trials on black cohosh are of insufficient quality to
support definitive statements, this herbal medicine may be
effective in the short-term treatment of menopausal
symptoms. The mechanism of action is unclear, and early
reports of an estrogenic effect have not been proved in
recent studies. Although black cohosh may be useful in
treating some menopausal symptoms, there is currently no
evidence regarding any protective effect of black cohosh
against the development of osteoporosis. Adverse effects are
extremely uncommon, and there are no known significant
adverse drug interactions. The answer is D.

Kligler B. Black cohosh. Am Fam Physician.
2003;68:1144&4€“116.

44. Smoking &€ocecrack cocainea€-=

P.15



A) has become a major health problem in urban middle-class
populations

B) leads to physical dependence
C) is more common than snorting cocaine
D) can lead to tolerance

E) produces a stereotypical withdrawal syndrome

Answer and Discussion

Although the majority of cocaine in the United States is
snorted intranasally, smoking crack cocaine has been widely
publicized. The imported hydrochloride salt is converted to a
more volatile form, usually by adding sodium bicarbonate,
water, and heat. The converted material is combusted, and
the resultant smoke inhaled. The onset of effect is faster,
and intensity of the &€cehighd€<= is increased. Tolerance
occurs, but physical dependence has not been confirmed; no
stereotypical withdrawal syndrome occurs when the drug is
discontinued. However, the tendency to continue taking the
drug is strong. Use of crack by the urban poor and the
criminal market for crack have become one of the most
feared problems of drug abuse. Despite frequent predictions,
crack use has not expanded to the suburbs or the urban
middle class. Its continued use still occurs primarily in poor
Americans. The answer is D.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:16938€“1694.

45. A recognized complication of sleep apnea is

A) hyperlipidemia



B) diabetes mellitus
C) restless legs syndrome
D) migraines

E) congestive heart failure

Answer and Discussion

Obstructive sleep apnea occurs most often in moderately or
severely obese persons. Men are affected more often than
women (4% of men and 2% of women in middle age). Upper
airway narrowing leads to obstruction during sleep. In
severely obese persons, a combination of hypoxemia and
hypercapnia may induce central apnea as well. By definition,
apneic periods last at least 10 seconds (some for 2 minutes).
Repeated nocturnal obstruction may cause recurring cycles of
sleep, obstructive choking, and arousal with gasping for air.
Daytime drowsiness usually results from the repeated cycles.
Similar but less-pronounced cycles occur in non-obese
persons, possibly secondary to developmental or congenital
abnormalities of the upper airway. Complications of sleep
apnea include cardiac abnormalities (e.g., sinus arrhythmias,
extreme bradycardia, atrial flutter, ventricular tachycardia,
heart failure), hypertension, excessive daytime sleepiness,
morning headache, and slowed mentation. The mortality rate
from stroke and MiIs is significantly higher in persons with
obstructive sleep apnea than in the general population. The
answer is E.

Rakel RE, Bope ET. Conn's Current Therapy 2005.
Philadelphia: Elsevier/Saunders; 2005:2624€“265.

46. Which of the following medications is effective for



restless legs syndrome?
A) Levodopa/carbidopa
B) Diltiazem
C) Phenytoin
D) Haloperidol

E) Vitamin Bs

Answer and Discussion

The answer is A. Restless legs syndrome (RLS) is a relatively
common problem seen by family physicians. The condition is
characterized by repeated movements and paresthesias of
the lower extremities (occasionally the arms). Patients may
describe a tingling irritation or a drawing or crawling
sensation that prevents the onset of sleep or they may
disturb sleep. The symptoms are often relieved by
movement. Laboratory and neurologic tests are normal.
Associated conditions include iron deficiency, diabetes,
uremia, pregnhancy, rheumatoid arthritis, vitamin Bi2
deficiency, and polyneuropathy. Treatment includes the use
of ropinirole (Requip), pramipexole (Mirapex), pergolide
(Permax), levodopa/carbidopa (Sinemet), gabapentin
(Neurontin), carbamazepine (Carbatrol), and other
antiepileptics, opiates, and benzodiazepines.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:7318€“732.

47. Which of the following forms of hepatitis does NOT have
a chronic state?

A) Hepatitis A



B) Hepatitis B
C) Hepatitis C

D) Hepatitis D

Answer and Discussion

The answer is A. Hepatitis is an inflammation of the liver that
is characterized by nausea, anorexia, fever, right-upper
abdominal discomfort, jaundice, and marked elevation of liver
function tests. The condition is usually classified into the
following types:

Hepatitis A. Also known as infectious hepatitis, the
causative agent is an RNA virus. The disease is common
and often presents subclinically. It is estimated that as
much as 75% of the U.S. population has positive
antibodies to hepatitis A. The onset of clinical symptoms
is usually acute, and children
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and young adults are usually affected. The transmission
is via a fecaléd€“oral route and has been linked to the
consumption of contaminated shellfish (e.g., raw
oysters). The course of the disease is usually mild, and
the prognosis is usually excellent. There is neither an
associated chronic state nor a carrier state. The diagnosis
iIs made by the detection of elevated levels of IgM
antibodies, which indicate active disease, and IgG
antibodies, which indicate previous disease. Most cases
require no special treatment other than supportive care,
and symptoms usually resolve after several weeks. The
disease can be prevented by administering Ig to those
who are in close contact with those affected.
Immunization, especially for travelers, is recommended



to specifically prevent hepatitis A.

Hepatitis B. This DNA viral disease is more severe than
hepatitis A and causes more complications. It affects as
much as 10% of the U.S. population. The infective Dane
particle consists of a viral core and outer surface coat.
The disease often develops insidiously and can affect
persons of all ages. It is transmitted parenterally
(through infected blood transfusions or infected needles
used by intravenous drug abusers) and through sexual
contact (especially in sexually active young adults and
homosexuals). The symptoms are often severe and can
be devastating to elderly patients or those who are
debilitated. Approximately 10% of cases become chronic;
up to 30% of affected patients become carriers of the
virus after they are infected. The detection of the
hepatitis B surface antigen (formerly known as the
Australian antigen) supports the diagnosis of acute
illness, and values become positive between 1 and 7
weeks before the symptoms become evident. The
hepatitis B antibody appears weeks to months after the
development of the clinical symptoms. The presence of a
hepatitis B surface antibody indicates previous disease
and represents immunity. Those who have received
hepatitis B vaccination also have positive titers if they
are immune. An anticore antibody (IgM) usually develops
at the onset of the illness, and the IgG anticore antibody
(which develops shortly after IgM appears) can be used
as a marker for the disease during the &a€cewindow
period,8€= which occurs when the hepatitis B surface
antigen disappears and before the hepatitis B surface
antibodies appear. The hepatitis B e antigen is found in
those who are hepatitis B surface antigena€“positive; its
presence is associated with greater infectivity and a
greater chance of progression to the chronic state. The



delta agent (hepatitis D) is a separate virus that may
coexist with hepatitis B; it is usually associated with a
more severe case of hepatitis B and in cases of chronic
hepatitis B in which there is reactivation of the virus.
Prophylaxis of hepatitis B can be achieved with hepatitis
B vaccine given at 1 month and 6 months after the initial
injection, for a total of three injections. Persons exposed
to hepatitis B (e.g., by needle stick) should also receive
hepatitis B Ig at the time of exposure.

Hepatitis C. This disease (also known as non-A, non-B
hepatitis, or post-transfusion hepatitis) accounts for as
many as 40% of the cases of hepatitis in the United
States. It is the main indication for liver transplant in the
United States when cirrhosis is present. The disease is
transmitted by infected blood, and is commonly seen in
intravenous drug abusers and those who had blood
transfusions infected with the virus. The disease is
usually insidious in its presentation, and the severity is
variable. As many as 50% of these patients may develop
chronic disease, which may eventually lead to cirrhosis.
The diagnosis is made by serologic means, and pegylated
T=-interferon and ribavirin have been used for treatment.

Hepatitis E. The transmission is similar to the hepatitis A
virus. The disease is found in India and Southeast Asia,
Africa, and Mexico. Cases in the United States are usually
related to travel to these endemic areas. Hepatitis E virus
iIs associated with a high fatality in pregnant women.

Chemical hepatitis. This condition has been associated
with the use of excessive alcohol, high-dose
acetaminophen, halothane, carbon tetrachloride, INH,
and birth control pills.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and



Treatment. Philadelphia: Elsevier/Mosby; 2006:372a€“379.

48. Which of the following factors is included in the criteria
for administering streptokinase with myocardial infarction?

A) Cardiogenic chest pain lasting at least 6 hours

B) ECG changes of at least 1 to 2 mm of ST elevation in two
adjacent precordial leads

C) Streptokinase should not be administered 6 hours after
the onset of chest pain

D) Q waves noted in the lateral precordial leads

Answer and Discussion

The answer is B. Streptokinase is a thrombolytic agent
administered during myocardial infarction. In the Second
International Study of Infarct Survival, there was a 23%
reduction in vascular death for those given streptokinase
compared with those given a placebo. Allergic reactions
consisting of skin rashes and fever may be seen in 1% to
2%. Hypotension occurs in 10% of patients. Because of the
development of antibodies, patients previously treated with
streptokinase should be given recombinant tissue-
plasminogen activator (alteplase) or reteplase plasminogen
activator. The criteria for consideration of thrombolytics
include chest pain (consistent with cardiogenic pain) for at
least 30 minutes' duration and ECG changes that show at
least 1 to 2 mm of ST elevation in two adjacent precordial
leads. Medication should be given within 12 hours for
maximal benefit. Although extremely variable depending on
the source, the following is a list of absolute
contraindications to thrombolytics:



History of intracranial hemorrhage

Uncontrolled hypertension defined as systolic blood
pressure (SBP) =180 mm Hg or diastolic blood pressure
(DBP) =100 mm Hg

Recent surgery (1 month or less)

Recent vascular puncture in a noncompressible region
(<2 weeks)

Unclear mental status

Active gastrointestinal (Gl) bleeding
Aortic  dissection

Acute pericarditis

Prolonged (=10 minutes) cardiopulmonary resuscitation

Relative contraindications include:

Prior stroke (nonhemorrhagic)
Major surgery (3 months or less)
Pregnancy

Bleeding diasthesis

Active peptic ulcer disease
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Minor hemorrhage, menstruation, and diabetic retinopathy
are not contraindications to fibrinolytic therapy. Of the list of
thrombolytic medications, streptokinase is the least
expensive but has the highest incidence of side effects,
including allergic reactions and hypotension.

Rakel RE, Bope ET. Conn's Current Therapy 2005.
Philadelphia:  Elsevier/Saunders; 2005:404.



49. A 48-year-old alcoholic stops drinking 2 days before
presenting to his physician. He is diaphoretic, nauseated,
tachycardic, anxious, and hypertensive. The most
appropriate management is to

A) prescribe diazepam and refer the patient to a drug
treatment program

B) hospitalize the patient, administer diazepam, and closely
observe his condition

C) administer disulfiram and diazepam and follow up with the
patient in 1 week

D) reassure the patient, compliment his decision to stop
drinking, and explain the symptoms that are to be expected

E) refer the patient to psychiatry

Answer and Discussion

The answer is B. Symptoms of alcohol withdrawal usually
occur 6 to 48 hours after the last alcoholic drink. These
symptoms include sweating, anxiety, tremor, weakness,
gastrointestinal (Gl) discomfort, hypertension, tachycardia,
fever, and hyperreflexia. Other symptoms include
hallucinations and, in severe cases, delirium tremens that are
characterized by disorientation with hallucinations, drenching
sweats, severe tremors, and electrolyte disturbances that can
lead to seizures. Treatment involves hospitalization and close
observation. Antianxiety medications, including
chlordiazepoxide, lorazepam, diazepam, midazolam, and
oxazepam, are used for treatment and are slowly tapered to
prevent withdrawal-related symptoms. Oral multivitamin
supplementation with thiamine, folate, and pyridoxine is also
recommended. Disulfiram is not used for alcohol withdrawal



but can be used in the treatment of alcoholism to help
discourage further drinking.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:36a€“38.

50. Which of the following statements about Burner's
syndrome is true?

A) The mechanism of injury involves acute hyperextension of
the shoulder while the neck and head are forced in the same
direction.

B) Symptoms include temporary weakness, pain,
paresthesias, and decreased sensation of the distal
extremity.

C) The injury involves traction forces on the spinal cord's
dorsal columns.

D) Most cases cause permanent neurologic deficits.

E) The condition is associated with overuse injury of the
knees.

Answer and Discussion

The answer is B. Burner's syndrome is seen mostly in football
players and results from a tackling or blocking injury. The
injury occurs when the contact shoulder is depressed and the
head and neck are forced in the opposite direction of contact.
The traction-type forces placed on the brachial plexus lead to
variable symptoms of weakness, pain, paresthesias, limited
motion, and decreased sensation of the affected extremity.
Diminished reflexes may also be seen. The condition should
be treated with caution, and cervical disc or bony injury
should be ruled out. In most cases, the symptoms last only a



few minutes; however, the athlete should not return to play
until a complete evaluation can be performed and the
symptoms resolve.

Kuhlman GS, McKeag DB. The &a€eBurnerd€=: A common
nerve injury in contact sports. Am Fam Physician.
1999;60:20354€“2042.

@Burner's syndrome occurs when the contact shoulder is
depressed and the head and neck are forced in the opposite
direction of contact. The traction-type forces placed on the
brachial plexus lead to variable symptoms of weakness, pain,
paresthesias, limited motion, and decreased sensation of the
affected extremity.

51. Which of the following indicates a therapeutic effect for
T2-blockers

A) Pupillary constriction

B) Drug level within the acceptable range

C) Heart rate between 60 and 70 bpm

D) Generalized fatigue

E) Peripheral cyanosis

Answer and Discussion

The answer is C. T12-Blockers (e.g., propranolol, metoprolol,
labetalol, nadolol) are used in the treatment of hypertension.
They are considered a negative inotrope and chronotrope. In
most cases, they are best suited for young patients who have
a hyperdynamic cardiac status. 12-Blockers should be used
cautiously in patients with the following:



. Asthma and COPD, because nonselective 12-blockers can
induce bronchoconstriction

. Diabetes, because 12-blockers can blunt the response of
hypoglycemia

. History of CHF, because 12-blockers can decrease cardiac
output (however, recent evidence supports
cardioselective T12-blocker use in CHF with systolic
dysfunction)

. Bradycardia or heart block

Other side effects include fatigue, impotence, impaired
glucose tolerance, and rebound tachycardia and hypertension
(if the drug is abruptly discontinued). 12-Blockers are also
used for migraine prophylaxis and to treat performance
anxiety and tachycardia. Newer evidence supports that T2-
blockers are not deleterious for patients with depression as
once thought. Finally, 12-blockers are also used after
myocardial infarction to improve survival; they reduce
myocardial oxygen demand by decreasing heart rate and
contractility. Additionally, they should be given prior to
surgery in those at risk for cardiac events. A therapeutic
dose is determined by a recorded heart rate of 60 to 70 bpm.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:387.
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52. A B4-year-old woman presents to your office with
complaints of frequent sweating episodes, palpitations,
nervousness, and sensitivity to heat with increased appetite
and weight loss. The most likely diagnosis is

A) hypothyroidism



B) menopause
C) Addison's disease
D) hyperthyroidism

E) Cushing's disease

Answer and Discussion

The answer is D. The manifestations of hyperthyroidism are
numerous and include the following: goiter; widened pulse
pressure; tachycardia; warm, moist skin; tremor; atrial
fibrillation; nervousness; frequent diaphoresis; sensitivity to
heat; palpitations; exophthalmos; pretibial myxedema;
increased appetite with weight loss; diarrhea; and insomnia.
The hallmark findings of Graves' disease include the triad of
goiter, exophthalmos, and pretibial myxedema. Anemia,
present with hypothyroidism, is not seen with
hyperthyroidism.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:432.

53. Which of the following statements about altitude
sickness is true?

A) Most people are affected at altitudes between 5,000 and
7,500 ft.

B) Dehydration is rarely an associated condition.
C) The most common symptom is headache.
D) Hydrochlorothiazide is used for prophylaxis.

E) A high carbohydrate diet can help prevent symptoms.



Answer and Discussion

The answer is C. As altitude increases, the partial pressure of
oxygen decreases. Approximately 20% of people experience
symptoms ascending to more than 8,000 ft in less than 1
day, and 80% show some symptoms at altitudes higher than
12,700 ft. Symptoms include headache (most common),
impaired concentration, nausea, vomiting, fatigue, dyspnea
and hyperventilation, palpitations, and insomnia. Any type of
physical exertion usually aggravates the symptoms, and
excessive hyperventilation leads to dehydration. In severe
cases, pulmonary and cerebral edema can occur. Treatment
involves hydration and wusually only symptomatic measures,
along with the avoidance of alcohol and a high carbohydrate
diet. Prophylaxis with acetazolamide (a carbonic anhydrase
inhibitor) helps prevent respiratory alkalosis, which
contributes to the symptoms.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:205, 1617.

54. Anemia that is seen in patients with chronic renal
disease is usually caused by insufficient

A) iron stores
B) vitamin Bi»
C) renin levels
D) erythropoietin levels

E) folate stores

Answer and Discussion



The answer is D. Serum recombinant erythropoietin is used
to treat refractory anemia in patients with chronic renal
disease. The synthetic drug replaces erythropoietin that is
normally produced by the kidneys. Although extremely
expensive, the drug may be indicated if the patient has
significant anemia that is not caused by other factors. The
major side effect is hypertension, which must be monitored
at regular intervals. Other side effects include polycythemia,
with the possible development of thromboembolism, stroke,
and myocardial infarction. The drug does not appear to
accelerate the preexisting renal disease. Close monitoring of
serum Hb is necessary with the use of erythropoietin. Iron
supplementation must be given to achieve an adequate
erythropoietin response.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:1031.

55. Which of the following statements is true of Lyme
disease?

A) The disease is transmitted by the bite of a common wood
tick.

B) The second stage may be characterized by fever, malaise,
a stiff neck, back pain, and erythema chronicum migrans.

C) The first stage may involve carditis with atrioventricular
(AV) block or pericarditis, peripheral neuropathies, and
meningitis.

D) Treatment may be accomplished with tetracycline or
doxycycline.

E) It is predominant in the South Central and Western
regions of the United States.



Answer and Discussion

The answer is D. Caused by the spirochete Borrelia
burgdorferi, Lyme disease is transmitted by the bite of the
deer tick (Ixodes dammini). Although reported in most
states, it appears to be predominant in the Great Lakes area
and the western and northeastern United States. The
symptoms occur in three stages:

First stage. This stage usually begins with malaise, fever,
headache, stiff neck, and back pain. Generalized
lymphadenopathy with splenomegaly occurs, and a large
annular erythematous lesion forms at the bite site and
shows central clearing (erythema chronicum migrans).
Multiple lesions may occur and affect other areas of the
body. The lesions are warm but not often painful. As
many as 25% may not exhibit skin manifestations. These
symptoms usually appear within a few days to up to 1
month after the tick bite.

Second stage. This is the disseminated stage.
Complications include carditis with AV block, palpitations,
dyspnea, chest pain, and syncope. Pericarditis may also
occur. Neurologic manifestations, including peripheral
neuropathies and meningitis, are sometimes present.
Large-joint arthritis is also common.

Chronic phase. After the second stage, a chronic phase
may result. This phase is predominantly characterized
with intermittent attacks of oligoarthritis lasting weeks to
months. Other symptoms include subtle neurologic
abnormalities (e.g., memory problems, mood or sleep
disorders). Diagnosis is usually made by the clinical
presentation; however, an enzyme-linked immunosorbent



assay followed by Western blot for positive results can
help in the diagnosis but is somewhat unreliable.

Treatments for early disease include tetracycline, cefuroxime
axetil, doxycycline, and amoxicillin. Azithromycin is less
effective
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than other medications. Ceftriaxone is recommended for late
disease. A single dose of doxycycline has been shown to
reduce the likelihood of Lyme disease after a deer tick bite. A
moderately effective recombinant vaccine for the prevention
of Lyme disease has been removed from the market.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:995.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:1480.

56. Which of the following conditions would disqualify a
patient from passing a Department of Transportation (DOT)
examination?

A) Diabetic taking insulin

B) Blood pressure reading of 160/90 mm Hg
C) Vision 20/40 in both eyes

D) Use of a hearing aid

E) Field of vision measured at 70 degrees in each eye

Answer and Discussion



The answer is A. Many physicians perform DOT physical
examinations. The following are disqualifying conditions: A
diabetic patient taking insulin cannot be certified for
interstate driving. However, a driver who has diabetes
controlled by oral medications and diet may be qualified if
the disease is well controlled and the driver is under medical
supervision. If diabetes is untreated or uncontrolled,
certification should not be given.

From a cardiac standpoint, any condition known to be
accompanied by sudden and unexpected syncope, collapse, or
congestive heart failure is disqualifying. Conditions such as
myocardial infarction, angina, and cardiac dysrhythmias
should, in most cases, be evaluated by a cardiologist before
certification is issued. Holter monitors and exercise stress
tests may be needed when a driver has multiple risk factors.
Tachycardia or bradycardia should be investigated to rule out
underlying cardiac disease. Asymptomatic dysrhythmia with
no underlying disease process should not be disqualifying.

From a pulmonary perspective, if a driver has clear
symptoms of significant pulmonary disease, basic spirometry
and lung volume tests are recommended. If the forced
expiratory volume in 1 second (FEV1) is <65% of predicted
value, the forced vital capacity (FVC) is less <60% of
predicted, or the ratio of FEV1 to FVC is <65%, pulse
oximetry should be performed. If pulse oximetry on room air
iIs <92%, an arterial blood gas measurement is
recommended. If the partial pressure of arterial oxygen is
<65 mm Hg or the partial pressure of arterial carbon dioxide
is >45 mm Hg, disqualification is recommended.

With regards to blood pressure: If the blood pressure is
160/90 mm Hg or lower, a full 2-year certification is
appropriate. If the blood pressure is =>160/90 mm Hg (either
systolic or diastolic) but <181/105 mm Hg, temporary



certification may be granted for 3 months to allow time for
the driver to be evaluated and treated. If the initial pressure
is 181/105 mm Hg or higher, the driver should not be
certified. Once the driver's blood pressure is under control,
certification can be issued for no more than 1 year at a time.
Several readings should be taken over several days to rule
out a€cewhite coata€= hypertension. Significant target organ
damage and additional risk factors increase the risk of
sudden collapse and should be disqualifying.

Vision must be at least 20/40 in each eye with or without
correction. Certification can be given once vision has been
corrected, but not until. The driver should be advised to have
his or her eyes evaluated, obtain corrective lenses, and then
return for certification. Field of vision must be at least 70
degrees in each eye. Color vision must allow recognition of
standard traffic signals (i.e., red, green, and amber).

The driver should pass a whispered voice test at 5 feet in at
least one ear. A hearing aid may be worn for the test. If the
test result is questionable, an audiogram is recommended.
The better ear must not have an average hearing loss of
more than 40 dB at 500, 1,000, and 2,000 Hz (to obtain an
average, add the three decibel losses together and divide by
3).

Pommerenke F, Hegmann K, Hartenbaum NP. DOT
examinations: practical aspects and regulatory review. Am
Fam Physician. 1998;58(2):415a€“426.

57. A 45-year-old female presents to your office with

petechiae noted on the lower extremities. A platelet count is
obtained and noted to be 10,000. Which of the following
conditions would not be associated with her
thrombocytopenia?

A) Epistaxis



B) Hemarthrosis
C) Vaginal bleeding
D) Mucosal bleeding in the mouth

E) Ecchymosis at the site of minor trauma

Answer and Discussion

The answer is B. Thrombocytopenia is caused by decreased
platelet production, splenic sequestration of platelets,
increased platelet destruction or use, or dilution of platelets.
Severe thrombocytopenia results in a characteristic pattern
of bleeding: multiple petechiae in the skin, often most
evident on the lower legs; scattered small ecchymoses at
sites of minor trauma; mucosal bleeding [epistaxis, bleeding
in the Gl and genitourinary (GU) tracts, vaginal bleeding];
and excessive bleeding following surgical procedures. Heavy
Gl bleeding and bleeding into the central nervous system
(CNS) may be life threatening. Thrombocytopenia does not
cause massive bleeding into tissues (e.g., deep visceral
hematomas, hemarthroses), which is characteristic of
bleeding secondary to coagulation disorders such as
hemophilia. Medications associated with thrombocytopenia
include: heparin (up to 5%, even with very low doses),
quinidine, quinine, sulfa preparations, oral antidiabetic drugs,
gold salts, and rifampin.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:10644€“1072.

Iron deficiency anemia is associated with

A) hyperchromic, macrocytic features



B) elevated serum iron levels
C) increased total iron-binding capacity (TIBC)
D) increased ferritin levels

E) normal bone marrow biopsy results

Answer and Discussion

The answer is C. Iron deficiency anemia produces a
hypochromic, microcytic anemia. Causes include excessive
menstruation, Gl blood loss, inadequate iron consumption,
malabsorption, pregnancy, or excessive growth in the
absence of adequate iron
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consumption during infancy. Symptoms may include
generalized weakness and fatigue, facial pallor, glossitis,
cheilosis, and angular stomatitis. In chronic, severe cases
patients may have pica (e.g., craving for dirt, paint),
pagophagia (craving for ice), or dysphagia associated with a
postcricoid esophageal web. Physical examination may show
skin pallor, dry brittle nails, and tachycardia with perhaps a
flow murmur. Laboratory tests show a depressed Hb with
microcytic, hypochromic features; low serum iron
concentration; low ferritin; and increased transferrin (TIBC).
Bone marrow aspiration shows diminished iron stores with
small, pale red blood cells. Only when the hematocrit falls
below 31% to 32% do the red blood cell (RBC) indices
become microcytic. Treatment is the administration of iron
replacement for 6 to 12 months until iron stores are
replenished. The addition of ascorbic acid enhances iron
absorption without increasing gastric distress.

Goldman L, Ausiello D, eds. Cecil textbook of medicine, 22nd
ed. Philadelphia: WB Saunders; 2004:1003a€“1006.



59. Which of the following is not indicated in the emergent
treatment of thyroid storm?

A) Propylthiouracil

B) Supersaturated potassium iodine
C) Propranolol

D) Aspirin

E) Acetaminophen

Answer and Discussion

The answer is D. Thyroid storm is a life-threatening condition
seen in patients with hyperthyroidism. The condition is
usually precipitated by stress, illness, or manipulation of the
thyroid during surgery. Signs and symptoms include
diaphoresis, tachycardia, palpitations, weight loss, diarrhea,
fever, mental status changes, weakness, and shock.
Treatment should be provided immediately and includes
propylthiouracil, supersaturated potassium iodine, and
propranolol. Other measures involve fluid replacement and
control of fever with acetaminophen and cooling blankets.
Avoid aspirin, because it may increase T3 and T4 by reducing
protein binding. Steroids may also be given to help prevent
the conversion of T3 and T4 peripherally. The definitive
therapy after control of the thyroid storm involves ablation of
the thyroid gland with iodine-131 or surgery. After
treatment, many patients become hypothyroid and may
require replacement therapy.

Goldman L, Ausiello D, eds. Cecil textbook of medicine, 22nd
ed. Philadelphia: WB Saunders; 2004:1401.



60. Which of the following ECG findings is associated with
sudden cardiac death?

A) Prolonged QT interval

B) First-degree AV block

C) Sinus arrhythmia

D) Right bundle branch block

E) Premature ventricular contractions

Answer and Discussion

The answer is A. A prolonged QT interval is a common entity
associated with sudden arrhythmia death syndrome.
Arrhythmias may be induced in normal hearts by
medications; electrolyte abnormalities (e.g., hypokalemia,
hypomagnesemia); myocarditis; and endocrine, central
nervous system, or nutritional disorders. These arrhythmias
are associated with prolongation of the QT interval. A group
of inherited gene mutations has been identified associated
with cardiac ion channels that cause long QT syndrome and
carry an increased risk for sudden death. Some of the highest
rates of inherited long QT syndrome occur in Southeast Asian
and Pacific Rim countries. The average age of persons who
die of long QT syndrome is 32 years; men are more
commonly affected. In addition to a prolonged QT interval,
which occurs in some but not all persons with long QT
syndrome, another characteristic electrocardiographic
abnormality is the so-called Brugada sign (an upward
deflection of the terminal portion of the QRS complex). Most
cardiac events are precipitated by vigorous exercise or
emotional stress, but they also can occur during sleep.
Torsades de pointes and ventricular fibrillation are the usual



fatal arrhythmias. Long QT syndrome should be suspected in
patients with recurrent syncope during exertion and those
with family histories of sudden, unexpected death. Not all
persons with long QT syndrome have warning symptoms or
identifiable electrocardiographic abnormalities, and they may
present with sudden death. T12-Blockers, potassium
supplements, and implantable defibrillators have been used
for treatment of long QT syndrome. Identifying the specific
gene mutation in a given patient with long QT syndrome can
help guide prophylactic therapy.

Meyer JS, Mehdirad A, Salem BIl, et al. Sudden arrhythmia
death syndrome: importance of the long QT syndrome. Am
Fam Physician. 2003;68:4834€“488.

@Long QT syndrome should be suspected in patients with
recurrent syncope during exertion and those with family
histories of sudden, unexpected death.
61. Afelon is defined as a

A) infection of the distal pulp space of a phalanx

B) herpetic infection associated with a phalanx

C) fracture involving the proximal fifth metatarsal

D) superficial infection of the nail bed

E) hypertrophic changes noted in gout

Answer and Discussion

The answer is A. A felon is an infection of the pulp space of a
phalanx. A felon usually is caused by inoculation of bacteria
into the fingertip through a penetrating trauma. The most



commonly affected digits are the thumb and index finger.
Predisposing causes include splinters, bits of glass,
abrasions, and minor trauma. A felon also may arise when an
untreated paronychia spreads into the pad of the fingertip.
The most common site is the distal pulp, which may be
involved centrally, laterally, and apically. The septa between
pulp spaces ordinarily limit the spread of infection, resulting
in an abscess, which creates pressure and necrosis of
adjacent tissues. The underlying bone, joint, or flexor
tendons may become infected, and intense throbbing pain
and a swollen pulp are present. If diagnosed in the early
stages of cellulitis, a felon may be treated with elevation,
oral antibiotics, and warm water or saline soaks. Radiographs
should be obtained to evaluate for osteomyelitis or a foreign
body. Tetanus prophylaxis should be administered when
necessary. If fluctuance is present, incision and drainage are
appropriate along with administration of appropriate
antibiotics (usually a cephalosporin or anti-staphylococcal
penicillin).

Clark DC. Common acute hand infections. Am Fam Physician.
2003;68:21674€“2176.
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62. Which of the following statements about hyperglycemic
hyperosmolar nonketotic coma is true?

A) It is usually associated with type | adult-onset diabetes
mellitus.

B) It is associated with fluid overload.

C) Associated laboratory findings include elevated serum
lactate.

D) Treatment involves intravenous administration of glucose.

E) Treatment involves fluid administration.



Answer and Discussion

The answer is E. Hyperosmolar nonketotic coma secondary to
hyperglycemia usually occurs in patients with type Il adult-
onset diabetes mellitus. The condition occurs when serum
glucose is elevated, leading to osmotic diuresis and the
development of dehydration without ketosis. In most cases,
the condition affects elderly, mildly obese patients who fail to
keep adequate fluid intake to make up for the osmotic
diuresis. Complications include mental status changes with
the development of coma, acute renal failure, thrombosis,
shock, and lactic acidosis. Diagnosis depends on the
detection of plasma glucose =600 mg/dL, serum lactate =5
mmol, and a serum osmolality >320 mOsmol/kg. Sodium and
potassium levels are usually normal; however, BUN and
creatinine are markedly elevated. Treatment consists of fluid
replacement (usually approximately 10 L) with potassium
supplementation and the cautious administration of insulin.
Triggering conditions such as infection, myocardial infarction,
or stroke should be ruled out. Unfortunately, the mortality
rate for hyperglycemic hyperosmolar nonketotic coma
approaches 50% if not treated immediately.

Goldman L, Ausiello D, eds. Cecil textbook of medicine, 22nd
ed. Philadelphia: WB Saunders; 2004:1442.

63. Which of the following statements about giardiasis is
true?

A) Transmission occurs through fecala€“oral contamination.
B) Chlorination of drinking water kills the cyst.

C) Diagnosis can be achieved by peripheral blood smears.



D) The cyst form is responsible for symptoms.

E) Asymptomatic carriers do not require treatment.

Answer and Discussion

The answer is A. Giardia lamblia is the causative agent in
parasitic giardiasis. Most cases are asymptomatic. However,
these patients pass infective cysts and must be treated.
Symptoms occur 1 to 3 weeks after infection and include
foul-smelling watery diarrhea, flatulence, abdominal cramps
and distention, and anorexia. Outbreaks in day schools,
nursing homes, and institutions for the mentally retarded are
common. Transmission is through a fecala€“oral route. The
infective form is the cyst, and trophozoites are responsible
for the symptoms. Cysts are transmitted in contaminated
food or water. Giardia cysts are resistant to chlorination;
therefore, filtration is used to clear cysts from drinking water
supplies. Giardia is sensitive to heat, thus bringing water to a
boil is effective before consumption. Diagnosis is
accomplished by detecting cysts or the parasite in the stool
(usually three samples) or in duodenal contents (by using
endoscopy, the swallowed-string test, or Enterotest).
Treatment includes metronidazole and furazolidone. The
medication is available in suspension, making it useful for
children. Close contacts should also be tested, especially
when recurrent infections are found. Although Giardia is most
commonly associated with beavers, there is evidence of
sporadic transmission between infected dogs and people.

Goldman L, Ausiello D, eds. Cecil textbook of medicine, 22nd
ed. Philadelphia: WB Saunders; 2004:2095&€“2096.

64. A 32-year-old sportsman who recently attended a wild-



game feed banquet consumed summer sausage made from
bear meat. He complains of abdominal discomfort, diarrhea,
and muscle tenderness. The most likely diagnosis is

A) trichinosis
B) salmonellosis
C) giardiasis
D) ascariasis

E) shigellosis

Answer and Discussion

The answer is A. Trichinosis is a parasitic infection caused by
the roundworm Trichinella spiralis. The condition results from
eating inadequately prepared or raw pork, bear, or walrus
meat that contains the encysted larva. Many cases are linked
to the consumption of contaminated summer sausage. Many
patients are asymptomatic; however, some may exhibit
diarrhea, abdominal discomfort, and a low-grade fever.
Ocular symptoms may also occur with edema of the eyelids,
photophobia, and retinal or subconjunctival hemorrhages.
Muscle soreness and urticaria may also be associated with
the parasitic infection. Laboratory studies show an increasing
eosinophilia with a leukocytosis. Diagnosis can be made by
muscle biopsy showing the larva or cysts, serologic tests, or
enzyme-linked immunosorbent assay (ELISA) tests.
Treatment is accomplished with thiabendazole with variable
response. For severe cases, corticosteroids may be indicated.
Complications include myocarditis, meningitis, and
pneumonitis. The prognosis is usually good. Most cases can
be avoided by thoroughly cooking pork before consumption.

Goldman L, Ausiello D, eds. Cecil textbook of medicine, 22nd



ed. Philadelphia: WB Saunders; 2004:2116.

65. A 24-year-old long-distance runner has been training for
a track meet. He reports localized pain, especially at night,
and mild swelling over his proximal left tibia that has not
responded to anti-inflammatory agents or ice therapy.
Radiographs of the area are normal. The most likely
diagnosis is

A) stress fracture

B) shin splints

C) osteoid osteoma
D) gastrocnemius tear

E) iliotibial band (ITB) syndrome

Answer and Discussion

The answer is A. Stress fractures usually involve the tibia
(commonly in the proximal two-thirds of the bone) and fibula
(usually 5 to 7 cm above the lateral malleolus) after
prolonged and repeated use. Stress fractures account for up
to 10% of all sports injuries. Long-distance runners or
athletes who are inadequately conditioned are frequently
affected. Symptoms include pain over the lower leg in the
affected area; the pain usually improves with rest but recurs
with repeated activity. Localized erythema and swelling may
occur over the fracture site. Night pain is a common feature,
which should alert the clinician to the possibility of a stress
fracture. Radiographs are normal in many cases; however,
technetium bone scans can be used to demonstrate the
fracture. Bone scans are the most cost-effective means to
diagnose stress fractures. The MRI is also very sensitive but



is more expensive. Treatment of stress fractures includes
rest from exercise or competition for 6 to 8 weeks. Those
who experience pain with ambulation or cannot adhere to
limited activity for 6 to 8 weeks should be
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in a walking cast for 4 to 6 weeks. When patients resume
their activity, they should begin slowly and gradually work
back to their normal routines. If pain should recur, nonunion
of the fracture should be suspected and the athlete should be
referred to an orthopedist. The athlete may return to
competition after 14 days without pain and no pain with
gradual return to activity.

Johnson R. Sports Medicine in Primary Care. Philadelphia: WB
Saunders Company; 2000:1744€“181.

66. Which of the following statements about familial
periodic paralysis is true?

A) It is an autosomal-recessive transmitted disorder.
B) It involves disturbances of potassium regulation.
C) It is associated with permanent muscle weakness.
D) It is aggravated by administration of acetazolamide.

E) It most commonly affects the elderly.

Answer and Discussion

The answer is B. Familial periodic paralysis is an autosomal-
dominant transmitted disorder that is characterized by
episodes of paralysis, loss of deep tendon reflexes, and
failure of the muscles to respond to electrical stimulation.
Onset is usually early in life; episodic weakness beginning
after age 25 years is almost never due to periodic paralysis.



There is no alteration in mental statusa€”patients remain
alert during attacks. Muscle strength is normal between
attacks. There are two basic types:

. Hypokalemic. Attacks usually begin in adolescence.
Symptoms occur the day after vigorous exercise. The
symptoms are usually mild and may affect particular
muscle groups (proximal muscles) or involve all
extremities at once. Oropharyngeal and respiratory
muscles are unaffected. The weakness usually lasts 24 to
48 hours. Meals high in carbohydrates and sodium may
precipitate the attacks.

. Hyperkalemic. Attacks usually occur earlier in childhood.
They are shorter in duration, more frequent, and less
severe. Attacks are usually associated with myotonia.
Most patients are actually normokalemic during the
attacks; however, the administration of potassium can
precipitate the attackd€’thus the name.

Diagnosis is made by the history, and serum potassium levels
should be drawn during the attacks to determine the specific
type of paralysis. Provocative testing with glucose and insulin
can be used (in hypokalemic forms) with caution in those who
have infrequent attacks. The treatment of choice for both
types is acetazolamide. Potassium chloride may help abort
hypokalemic attacks; calcium gluconate and furosemide may
help abort hyperkalemic attacks.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:1245, 1248.

67. Crohn's disease is associated with which of the
following?



A) Inflammation limited to the superficial layer of the bowel
wall

B) The affinity to involve the rectosigmoid junction
C) Decreased risk of colon cancer

D) Continuous mucosal areas of ulceration that affect the
anus

E) Fistula formation

Answer and Discussion

The answer is E. Crohn's disease is characterized by a
transmural inflammation of the GI tract. It may affect any
part of the GI tract but is usually associated with the
terminal ileum, the colon, or both. On colonoscopy, areas of
ulceration and submucosal thickening give the bowel a
cobblestone appearance, with some skipped areas of normal
bowel. In addition to the transmural inflammation, there are
granulomas, abscesses, fissures, and fistula formation.
Symptoms include fever, weight loss, abdominal pain (usually
the right-lower quadrant), diarrhea (rarely with associated
blood), and growth retardation in children. In children,
Crohn's disease is more common than ulcerative colitis.
Complications include intestinal obstruction; toxic megacolon,
which is usually more common in ulcerative colitis;
malabsorption, particularly associated with fat-soluble
vitamins and especially vitamin Bji2; intestinal perforation;
fistula formation; and development of gall and kidney stones.
There is also an increased riska€’five times the

averagea€”for bowel cancer. Other areas may be affected,
including the following:

Joints: arthritis, ankylosing spondylitis



. Skin: erythema nodosum, aphthous ulcers, pyoderma

gangrenosum
. Eyes: episcleritis, iritis, uveitis
. Liver: fatty liver, pericholangitis

The diagnosis is usually made with colonoscopy or flexible
sigmoidoscopy with biopsy or with x-ray contrast studies
(usually avoided in acute stages because of the risk of
developing toxic megacolon with barium). Treatment involves
the use of oral corticosteroids or steroid enemas,
ciprofloxacin, metronidazole, antidiarrheal agents, and
sulfasalazine (Azulfidine), olsalazine (Dipentum), or
mesalamine (Asacol, Pentasa, Rowasa), all three of which
contain 5-aminosalicylic acid. Infliximab (Remicade) is a new
drug that has been approved for the treatment of Crohn's
disease. The drug is a potent antibody to tumor necrosis
factor that is elevated in patients with Crohn's disease and
can help close fistulas in up to 60% of patients. In severe
cases, total parenteral nutrition may be necessary with
surgery to remove the ulcerated bowel.

Knutson D, Greenberg G, Cronau H. Management of Crohn's
disease. Am Fam Physician. 2003;68:707a€“714, 717a€“718.

Goldman L, Ausiello D, eds. Cecil textbook of medicine, 22nd
ed. Philadelphia: WB Saunders; 2004:861a€“867.

68. A 68-year-old patient is seen for a general examination.
Current recommendations for immunizations include

A) tetanus booster every 5 years
B) influenza vaccination yearly
C) pneumococcal vaccination vyearly

D) hepatitis booster every 5 years



E) meningococcal vaccination

Answer and Discussion

The answer is B. Adult immunizations should include tetanus
immunization every 10 years and influenza vaccination yearly
beginning at age 50. Pneumococcal immunization should be
given at age 65 years. Those at high risk receiving
pneumococcal vaccination before age 65 years and after 5
years may require boosters. Vaccination can be started
earlier in patients at high risk for disease (e.g., patients who
are immunocompromised, those with chronic lung disease or
diabetes). Patients who do not have functional spleens should
receive pneumococcal, meningococcal, and influenza
immunization.

P.23
Centers for Disease Control and Prevention website.
Summary of adolescent/adult immunization
recommendations. Available at:
http://www.cdc.gov/nip/recs/adult-schedule.pdf. Accessed
6/5/06.

69. A 10-year-old female is brought in by her mother. The
child was bitten on the finger by the neighbor's cat 1 hour
ago. There are small puncture bites with minimal
inflammation at the site. She is allergic to penicillin.
Appropriate management at this time includes

A) observation only
B) topical antibiotic ointment
C) oral doxycycline (Vibramycin)

D) IV ceftriaxone (Rocephin)


http://www.cdc.gov/nip/recs/adult-schedule.pdf. Accessed

E) oral amoxicillind€“clavulanate (Augmentin)

Answer and Discussion

The answer is C. The oral flora of humans and animals
contains a mixture of potential pathogens: Eikenella
corrodens is frequently isolated from human bites, and
Pasteurella  multocida from many animal bites, particularly
those of cats. Amoxicillina€“clavulanate potassium
(Augmentin) is the antibiotic of choice for both dog and cat
bites when infection is present. For patients who are allergic
to penicillin, doxycycline (Vibramycin) is an acceptable
alternative, except for children younger than 8 years and
pregnant women. Erythromycin can also be used, but the risk
of treatment failure is greater because of antimicrobial
resistance. Other acceptable combinations include
clindamycin (Cleocin) and a fluoroquinolone in adults or
clindamycin and trimethoprima€“sulfamethoxazole (Bactrim,
Septra) in children. When compliance is a concern, daily
intramuscular injections of ceftriaxone (Rocephin) are
appropriate. All bite injuries are potentially dangerous and
can cause significant infection. They should be debrided
surgically, with the wounds left open. Currently there is
insufficient evidence to support antibiotic prophylaxis in dog
and cat bites, and minimal evidence supports its use for
human bites. However, there is evidence that antibiotics
reduce the risk of infection in hand bites.

Turner TW. Do mammalian bites require antibiotic
prophylaxis? Ann Emerg Med. 2004;44:274a€“246.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:2638&€“26309.



70. The treatment of choice for leishmaniasis is
A) mebendazole
B) quinine
C) doxycycline
D) ciprofloxacin

E) antimonial compound

Answer and Discussion

The answer is E. The condition leishmaniasis refers to various
clinical syndromes caused by a protozoa species.
Leishmaniasis is endemic in many of the tropics, the
subtropics, and southern Europe. It is typically a vector-
borne disease, with rodents and canids as common reservoir
hosts and humans as incidental hosts. In humans, visceral,
cutaneous, and mucosal leishmaniasis results from infection
of macrophages throughout the reticuloendothelial system, in
the skin, and in the nasal and oropharyngeal mucosa.
Leishmania parasites are transmitted by the bite of female
sandflies. The transmission of Leishmania species typically is
localized because of the Ilimited area that sandflies inhabit.
Typically these insects remain within a few hundred yards of
their breeding ground. They are found in dark, moist places
in areas ranging from deserts to rain forests. Many reside in
debris or rubble near structures. The primary lesion at the
site of an infected sandfly bite is small and usually not
noticed. Parasites travel from the skin through the
bloodstream to the lymph nodes, spleen, liver, and bone
marrow. Clinical signs develop gradually after 2 weeks up to
1 year later. The typical syndrome consists of fevers,
hepatosplenomegaly, pancytopenia, and polyclonal



hypergammaglobulinemia with reversed albumin/globulin
ratio. In up to 10% of patients, twice-daily temperature
spikes occur. Death can occur within 1 to 2 years in a
majority of untreated symptomatic patients. A subclinical
form with vague minor symptoms resolves spontaneously in a
majority of patients and can progress to full-blown visceral
leishmaniasis in one-third of cases. Those infected are
resistant to further attacks unless they are
immunocompromised. One to 2 years after apparent cure,
some patients develop nodular cutaneous lesions full of
parasites, which can last for years and is often treated as
folliculitis. Treatment consists of a regimen of antimonial
compounds. Toxicity including myalgia, arthralgia, fatigue,
elevated liver function tests, pancreatitis, and
electrocardiographic abnormalities are more common as the
length of treatment progresses but usually does not limit
treatment and is reversible. Alternatives include amphotericin
B and pentamidine. Many other agents have been
recommended as alternatives or adjuncts to antimonial
compounds often on the basis of suboptimal data.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:1233, 12364a€“1237.

@Treatment of leishmaniasis consists of a regimen of
antimonial compounds.

71. Which of the following statements is true regarding
glaucoma?

A) Intraocular pressure is diagnostic for glaucoma.

B) Glaucoma suspects have normal intraocular pressure.

C) Measurement of intraocular pressures by primary care



physicians to screen for glaucoma is not recommended.

D) Prostaglandin eye drops are contraindicated in the
treatment of glaucoma.

E) Laser treatment is the treatment of choice once glaucoma
is identified.

Answer and Discussion

The answer is C. Glaucoma is the second most common cause
of legal blindness in the United States. Open-angle glaucoma
is a condition that involves progressive optic neuropathy
characterized by enlarging optic disc cupping and visual field
loss. Most patients are asymptomatic. Patients at increased
risk for open-angle glaucoma include African Americans over
40 years of age, Whites older than 65 years, a personal
history of diabetes or severe myopia, and persons with a
family history of glaucoma. Elevated intraocular pressure is a
risk factor for open-angle glaucoma, but it is not diagnostic.
Some patients with glaucoma have normal intraocular
pressure (i.e., normal-pressure glaucoma), and many
patients with elevated intraocular pressure do not have
glaucoma (i.e., glaucoma suspects). Screening patients for
glaucoma
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by the primary physician is not recommended. Formal visual
field testing (perimetry) by vision care is the mainstay of
glaucoma diagnosis and management. Nonspecific 12-blocker
or prostaglandin analog eye drops generally are the first-line
treatment to reduce intraocular pressure. Laser treatment
and surgery usually are reserved for patients in whom
medical treatment has failed. Without treatment, open-angle
glaucoma can result in irreversible vision loss.



Distelhorst JS, Hughes GM. Open-angle glaucoma. Am Fam
Physician. 2003;67:19374€“1944, 1950.

72. Which of the following statements about acetaminophen
overdose is correct?

A) Symptoms include extremity pain with physical findings of
peripheral  neuropathy.

B) Toxic effects rarely occur with ingestion of greater than
140 to 150 mg/kg of acetaminophen.

C) Elevations in liver tests peak 3 to 4 hours after ingestion.

D) Blood levels obtained 4 hours after ingestion determine
treatment.

E) Treatment involves the use of deferoxamine.

Answer and Discussion

The answer is D. Acetaminophen overdose is not uncommon.
Most cases involve children younger than 6 years. Toxic
effects occur when the doses exceed 140 to 150 mg/kg or a
total dose of 7.5 g. The drug primarily affects the liver 24 to
72 hours after ingestion by depleting glutathione stores and
causing hepatocellular necrosis. Symptoms include nausea,
vomiting, and right-upper quadrant abdominal pain.
Acetaminophen levels should be checked 4 hours after
ingestion and plotted on the Rumacka€“Matthew nomogram.
Peak aspartate aminotransferase, alanine aminotransferase
(ALT), bilirubin, and prothrombin time (PT) values are seen 3
to 4 days after ingestion. Treatment, including emesis
induced by syrup of ipecac, gastric lavage, and
administration of activated charcoal, should be initiated as
soon as possible. A 4-hour acetaminophen level greater than



150 Apg/mL requires administration of the antidote
acetylcysteine (Mucomyst). For maximal therapeutic effect,
N-acetylcysteine should be administered within 8 hours of
acetaminophen ingestion.

Linden CH, Rumack BH. Acetaminophen overdose. Emerg Med
Clin North Am. 1984;2:1034€“115.

Goldman L, Ausiello D, eds. Cecil textbook of medicine, 22nd
ed. Philadelphia: Saunders; 2004:908a€“909.

73. Which of the following statements about chronic fatigue
syndrome is true?

A) Antibiotics may be beneficial.
B) Antidepressants may be beneficial.

C) The disease is most likely linked to the Epsteina€“Barr
virus (EBV).

D) Symptoms rarely improve.

E) Bed rest is usually beneficial.

Answer and Discussion

The answer is B. Chronic fatigue syndrome is a poorly
understood constellation of symptoms that includes
generalized fatigue, sore throat, tender Ilymphadenopathy,
headaches, and generalized myalgias. The disease does not
appear to be associated with chronic infections of EBV or
Lyme disease. It does appear to be associated with
underlying psychiatric disorders, such as somatization
disorder, depression, and anxiety. Chronic fatigue syndrome
has no pathognomic features and remains a constellation of
symptoms and a diagnosis of exclusion. Patients with this



constellation of symptoms should receive supportive therapy
and be encouraged to gradually increase their exercise
program within their limits and participate in their usual
activities. Alternative medicines and vitamins are popular
with many chronic fatigue syndrome patients but generally
are not very helpful. The use of antibiotics or antiviral agents
is contraindicated. In some cases, patients may respond to
antidepressant medications. Given enough time, most
patients improve.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:57.

74. Chronic gingivitis as a result of chronic plaque buildup

can

initially lead to

A) periodontitis

B) dental caries

C) glossitis

D) oropharyngeal cancer

E) oropharyngeal candidiasis

Answer and Discussion

The answer is A. Periodontitis is the most common cause of
tooth loss. It occurs when chronic gingivitis (a result of
bacterial plaque buildup) leads to loss of supporting bone
around the tooth root. Symptoms include deepening of the
gingival pockets between the teeth with the accumulation of
calculus deposits. The gums soon lose their attachment to
the tooth, and bone loss occurs. Bacteria accumulate in the
gingival pockets and can lead to progression of the disease.
Later in the course of the disease, the gums recede and



eventually tooth loss occurs. Treatment involves dental
referral and, in severe cases, surgery. Regular dental visits
twice yearly and proper brushing and flossing techniques help
prevent plaque buildup.

Douglass AB, Douglass JM. Common dental emergencies. Am
Fam Physician. 2003;67:5114€“516.

75. Which of the following medications is contraindicated in
pregnancy?

A) Lisinopril
B) Penicillin
C) Acetominophen

D) Alpha methyldopa

Answer and Discussion

The answer is A. Women of childbearing age should be
warned to notify their physicians as soon as possible if they
become pregnant during ACE-inhibitor therapy. ACE inhibitors
are not considered teratogenic if they are discontinued during
the first trimester (class C), but they are considered
teratogenic in the second and third trimesters (class D).

Bicket DB. Using ACE inhibitors appropriately. Am Fam
Physician. 2002;66:4614€“468, 473.

76. A 48-year-old woman presents to your office
complaining of blurred vision and pain associated with the
right eye. The patient also reports seeing halos around light
sources as well as nausea, abdominal pain, and vomiting.
Physical examination shows
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her right eye is red and the pupil is dilated. The most likely
diagnosis is

A)
B)
C)
D)

E)

angle-closure glaucoma
Graves' disease
digoxin toxicity
hyphema

atropine poisoning

Answer and Discussion

The answer is A. Glaucoma is classified into two types:
open-angle and angle-closure.

Open-angle type (90% of cases) results when the rate of
aqueous fluid outflow is decreased and the ocular
pressure is consistently increased, giving rise to optic
atrophy with loss of vision. The disease usually is
bilateral, affects African Americans more commonly than
Whites, and appears to have genetic predisposition.
Examination may show optic disc cupping and an increase
in intraocular pressure (normal: 10 to 21 mm Hg). The
diagnosis should not be based on one reading. Treatment
involves the use of intraocular T2-blockers, such as
timolol and pilocarpine. Surgical therapy may be
necessary for patients whose conditions do not respond
appropriately to medical treatment.

Angle-closure  glaucoma is less common, often more acute
in onset, and is associated with a narrow anterior
chamber and pupillary dilation that obstructs the normal
flow of aqueous fluid. The condition constitutes an
ophthalmologic emergency and is associated with stress,



dark rooms, and pupillary dilation by medication used to
perform eye examinations. Most patients experience pain
and blurred vision with halos around lights. They may
also present with abdominal pain and vomiting. Physical
examination shows an eye that is red with the pupil
dilated and unresponsive to light. Untreated, the
condition can lead to blindness in 2 to 5 days. Treatment
involves medication (miotics and carbonic anhydrase
inhibitors) and laser peripheral iridectomy.

Patients older than 65 years should be screened for glaucoma
every 1 to 2 years, or every year if there is a strong family
history for glaucoma. African-American individuals should be
screened at an earlier age (40 years). The report of the
United States Preventative Services Task Force does not
recommend the routine performance of tonometry by primary
care physicians. Instead, primary care physicians are
encouraged to refer to an eye specialist for screening.

Goldman L, Ausiello D, eds. Cecil textbook of medicine, 22nd
ed. Philadelphia: WB Saunders; 2004:2414.

77. The ligament most commonly injured with an ankle
sprain is the

A) anterior talofibular ligament
B) fibulocalcaneal ligament
C) posterior talofibular ligament

D) deltoid ligament

Answer and Discussion

The answer is A. Ankle sprains are graded according to the



following criteria:

. Grade 1: Mild sprain with no evidence of ligamentous
tear; associated with mild pain and swelling

. Grade 2: Moderate sprain with evidence of partial tear of
ligaments; associated with moderate swelling,
ecchymosis, and difficulty ambulating

. Grade 3: Severe sprain with evidence of a complete tear
of the ligament; associated with significant swelling,
ecchymosis, ankle instability, and the inability to walk

The ligaments involved include the anterior talofibular (which
is the most commonly affected), the fibulocalcaneal, and the
posterior talofibular ligament. A positive drawer sign
(movement of the talus forward) indicates rupture of the
anterior talofibular ligament. Treatment for grades 1 and 2
sprains involves rest, ice, compression, elevation (RICE), use
of air casts and splints, and NSAIDs followed by early
mobilization and physical therapy, which emphasizes
strengthening and proprioceptive training. Grade 3 sprains
require surgical referral. High-ankle sprains involve injury to
the syndesmosis, the thick ligament between the distal tibia
and fibula. Recovery time is increased with these injuries.

Snider RK, ed. Essentials of musculoskeletal care. Rosemont,
IL: American Academy of Orthopedic Surgeons;
1997:3904€“393.

78. Of the following, the medication of choice for refractive
hiccups is

A) chlorpromazine
B) acetazolamide

C) gabapentin



D) chloral hydrate

E) clonidine

Answer and Discussion

The answer is A. Hiccups are sudden, repeated, involuntary
contractions of the diaphragm followed by abrupt closure of
the glottis. They result from stimulation of the efferent and
afferent nerves that innervate the diaphragm. Causes include
excitement, alcohol consumption, and gastric distention
caused by overeating. Low CO2 levels tend to accentuate
hiccups, and high levels tend to prevent them. Advocated
symptomatic treatment includes breathing into a paper bag,
rapidly drinking a glass of water, swallowing dry bread,
holding one's breath, or consuming crushed ice. In addition,
gastric decompression may provide relief. For refractive
hiccups, chlorpromazine may be given orally or

intravenously. Other medications include phenobarbital,
scopolamine, chlorpromazine, metoclopramide, and narcotics.
In severe cases, surgery to disrupt the phrenic nerve or to
inject the phrenic nerve with a procaine solution may be
performed.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:70.

79. Which of the following organisms is responsible for the
development of pseudomembranous colitis?

A) Escherichia coli
B) Clostridium  difficile

C) Pseudomonas aeruginosa



D) Methicillin-resistant Staphylococcus aureus

E) Enterococcus faecalis

Answer and Discussion

The answer is B. Pseudomembranous colitis is characterized
by profuse, watery diarrhea; abdominal cramps; low-grade
fevers; and, occasionally, hematochezia. The etiologic agent
is C. difficile, which produces a toxin that causes the lesions
affecting the colon. The condition is thought to be associated
with antibiotic use in the preceding 2 to 3 weeks (in some
cases up to 6 weeks);
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however, antibiotic use is not necessary for the condition to
occur. The diagnosis may be achieved by a laboratory stool
test, which isolates the C. difficile toxin. Sigmoidoscopy or
colonoscopy usually shows characteristic yellowish-white
plagues. Treatment includes the use of metronidazole or
vancomycin (which is more expensive). Complications include
dehydration, electrolyte imbalances, intestinal perforation,
toxic megacolon, and, in severe cases, death. Relapse may
occur in up to one-third of patients after treatment.

Goldman L, Ausiello D, eds. Cecil textbook of medicine, 22nd
ed. Philadelphia: WB Saunders; 2004:1836&€“1838.

80. Dermatomyositis is associated with which of the
following?

A) Generalized morbilliform rash
B) Underlying malignancy
C) Elevated lipids

D) Distal muscle weakness



E) Inflammatory bowel disease

Answer and Discussion

The answer is B. Dermatomyositis is a systemic connective
tissue disease that involves inflammation and degeneration of
the muscles. Females are affected more than males at a 2:1
ratio. Although the disease may occur at any age, it occurs
most commonly in adults 40 to 60 years of age and in
children 5 to 15 years of age. The cause is unknown. In adult
cases (15% of men older than 50 and a smaller proportion
affecting women), there is an underlying malignant tumor,
which may give rise to an autoimmune reaction and lead to
an attack of tumor antigens with similar muscle antigens.
Symptoms include symmetric proximal muscle weakness,
muscular pain, violaceous, flat-topped papules over the
dorsal interphalangeal joints (Gottron's papules), purple-red
discoloration of the upper eyelids (heliotropic rash),
polyarthralgia, dysphagia, Raynaud's phenomenon, fever, and
weight loss. Interstitial pneumonitis with dyspnea and cough
may occur and precedes the development of myositis.

Cardiac involvement may be detected when ECG tracings
show arrhythmias or conduction disturbances. Laboratory
findings include increased erythrocyte sedimentation rate
(ESR), positive antinuclear antibodies and/or lupus
erythematosus (LE) preparation test, and elevated -creatinine
kinase (most sensitive and useful marker) and aldolase.
Diagnosis is confirmed by electromyography and muscle
biopsy. Initial treatment consists of steroids. Patients who
fail to respond can be given immunosuppressive agents such
as methotrexate, cyclophosphamide, and chlorambucil. After
the diagnosis of dermatomyositis is made, an effort should be
made to uncover an occult malignancy. Dermatomyositis



associated with malignancy often remits once the tumor is
removed.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill;  2005:2540.

@After the diagnosis of dermatomyositis is made, an effort
should be made to uncover an occult malignancy.

81. Of the following medications, which is most effective in
relieving premenstrual dysphoric disorder?

A) Spironolactone
B) Bromocriptine
C) Amitryptyline
D) Fluoxetine

E) Oral contraceptives

Answer and Discussion

The answer is D. Treatment of premenstrual syndrome
involves multiple treatment options. Fluid retention may be
treated by reducing sodium intake and using a thiazide
diuretic starting just before symptoms are expected.
Counseling may help the woman and her partner cope with
PMS, and the woman's activities can be modified to reduce
stress. Hormonal manipulation is effective in some cases.
Medications include oral contraceptives; progesterone by
vaginal suppository or by injection for 10 to 12 days
premenstrually; a long-acting progestin; or a gonadotropin-
releasing hormone agonist with low-dose estrogen-progestin



a€ceadd-backda€= therapy to eliminate cyclic changes.
Benzodiazepines may be used for anxiety, irritability,
nervousness, and lack of control, especially if patients cannot
alter their stressful environments. Spironolactone,
bromocriptine, and monoamine oxidase inhibitors are not
beneficial. Selective serotonin reuptake inhibitors (e.g.,
fluoxetine or sertraline 50 mg) are the most effective drugs
in the management of premenstrual dysphoric disorder.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:2080.

82. A 65-year-old woman presents with glossitis, weight
loss, paresthesias, and diarrhea. Laboratory tests show a
macrocytic anemia. The most likely cause is

A) iron deficiency anemia
B) thalassemia

C) pernicious anemia

D) multiple myeloma

E) colon cancer

Answer and Discussion

The answer is C. Vitamin Bi2 (cobalamin) deficiency is
associated with several different conditions, including
pernicious anemia (lack of intrinsic factor required for
vitamin Bj2 absorption), celiac sprue, Crohn's disease, and
previous gastrectomy. Causes for vitamin Bi2 deficiency
include inadequate diet, inadequate absorption, inadequate
use, increased requirement, and increased excretion.
Symptoms include glossitis, anorexia, weight loss,



paresthesias, ataxia, dementia, neuropsychiatric changes,
and diarrhea. Signs include a macrocytic anemia,
tachycardia, abnormal reflexes, positive Romberg sign, and
abnormal positional and vibratory sensation. Laboratory
findings show low vitamin Bi2 levels and reticulocyte counts.
Mild thrombocytopenia, leukopenia, elevated lactate
dehydrogenase, and indirect bilirubin levels due to ineffective
erythropoiesis are seen. The Shilling test is used for
additional information in the diagnosis. Treatment consists of
removing the underlying cause of vitamin Bi2 deficiency.
Vitamin replacement therapy can be used. lIron deficiency,
which coexists in up to one-third of patients, should be ruled
out. The recommended daily allowance is 2 Apg. Vitamin B12
is usually used slowly and, unless there is absence of the
vitamin for months, there are sufficient stores to prevent
deficiency. A strict vegetarian diet avoids the consumption of
meat, dairy products, seafood, and poultry (including eggs).
Unfortunately, vegetarians often lack adequate vitamin Bi2;
physicians should look for deficiencies in this population.
Meat
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substitutes, enriched yeast, and soybean milk are alternative
sources for vitamin Bi».

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:2404.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby, 2006:57.

83. Which of the following is NOT considered a risk factor
for myocardial infarction?

A) Alcoholism

B) Homocystinemia



84.

C) Type A personality
D) Male sex

E) Obesity

Answer and Discussion

The answer is A. Risk factors for myocardial infarction
include

Hypertension

Hyperlipidemiad€”particularly high total cholesterol, high
LDL cholesterol, and low HDL cholesterol

Cigarette smoking

Diabetes mellitus

Obesity (increased weight for height)

Male gender

Family history of coronary artery disease (CAD)

Sedentary lifestyle

Type A personality

Increased age

Postmenopausal

Homocystinemia
Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-

Hill; 2005:1430&€"1433.

A 55-year-old business executive presents to your office



complaining of a 4-week history of daily headaches. He

describes the headache as being pronounced in the morning

on awakening, associated with nausea and vomiting. The
most likely diagnosis is

A)
B)
C)
D)

E)

classic migraine headache
cluster headache

brain tumor

sinus headache

muscle tension headache

Answer and Discussion

The answer is C. There are several types of headache
associated with specific clinical histories. The following are
some common types and their distinguishing features:

Migraine  headaches. These usually affect young women
(but can affect men) and are pulsating and unilateral in
location. They occur infrequently, are throbbing, and are
associated with photophobia (in some cases an aura
preceding the headache), nausea, and vomiting; sleep
usually provides relief. They typically last 4 to 72 hours.

Headaches associated with tumors. Pain occurs daily,
becomes more frequent and severe as time passes, and
may be associated with focal neurologic deficits or visual
disturbances. Patients may report pain more in the
morning on awakening, nausea, vomiting, or the pain
may be worse with bending over.

Headaches associated with sinus headaches. These are
usually associated with facial pain or pressure in the



sinus area, fever, and purulent sinus drainage.

. Muscle-tension headaches. These are associated with a
bandlike tightness that encircles the scalp area, usually
occurring on a daily basis and usually worse at the end of
a workday.

. Cluster headaches. More common in middle-age men,
these headaches are usually described as a unilateral,
sharp (i.e., &€cefeels like an ice pickd€=), agonizing pain
located in the orbital area, in many cases occurring 2 to 3
hours after the patient falls asleep; they are associated
with tearing, nasal congestion, rhinorrhea, and autonomic
symptoms on the same side as the headaches. Frequency
of attacks ranges from one to eight daily.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:358a€“361.

85. Which of the following statements about sickle cell
anemia is true?

A) The disease is a sex-linked, recessive, inherited disorder.

B) The condition is related to a defective 12 chain with
sickling under conditions of low COx2.

C) Hydroxyurea is contraindicated for patients with sickle cell
anemia.

D) Patients with sickle cell should receive pneumococcal
vaccination.

E) Individuals with sickle cell should avoid influenza
vaccination.

Answer and Discussion



The answer is D. Sickle cell anemia is an autosomal-
dominant inherited hemolytic anemia that predominantly
affects African Americans (approximately 8% of the African-
American population). Because of a defective 12 chain (valine
IS substituted for a glutamic acid in the sixth position of the
12 chain), blood cells tend to sickle under conditions of low
PO2. The condition is manifested in a milder heterozygote
form (referred to as sickle cell trait) and in the more severe
homozygote form. Signs and symptoms include anemia,
jaundice, arthralgias, fever, painful aplastic crises that are
characterized by severe abdominal and joint pain, poor-
healing ulcers associated with the pretibial area, nausea,
vomiting, hemiplegia, and cranial nerve palsies. Other
manifestations include pulmonary and renal dysfunction,
cardiomegaly, hepatosplenomegaly, cholelithiasis, and
aseptic necrosis of the femoral heads. Heterozygous
individuals are usually unaffected by these complications.
Laboratory findings include normocytic, normochromic
anemia with a peripheral smear showing sickled red cells with
Howella€“Jolly bodies and target cells; leukocytosis with a
left shift; thrombocytosis; elevated bilirubin levels; and
elevated urinary and fecal urobilinogen. ESRs are usually
normal. Diagnosis is usually made by Hb electrophoresis
demonstrating HDbS chains. Heterozygous individuals usually
show HbA and HbS chains. Treatment is symptomatic and
may include transfusions in severe cases, hydration, pain
control, and possible corticosteroids. More recently,
hydroxyurea has been used in the treatment of sickle cell
anemia. Most crises are precipitated by infections, and
treatment should provide coverage for these infections.
Because of splenic dysfunction, those affected are at an
increased risk for bacterial
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infections, particularly pneumococcal and Salmonella



infections; therefore, they should receive the pneumococcal
(Pneumovax) vaccine. Genetic counseling should also be
instituted for those affected. Life spans may be shortened for
those affected but have been increasing.

Steinberg MH, Barton F, Castro O. Effect of hydroxyurea on
mortality and morbidity in adult sickle cell anemia. Risks and
benefits up to 9 years of treatment. JAMA. 2003;
289:16454€“1651.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:779&€“780.

86. Which of the following statements about hereditary
angioedema is true?

A) It is related to excessive amyloid deposition.
B) It is caused by a deficiency of the C1 esterase inhibitor.
C) Attacks are triggered by antihistamines.

D) Treatment involves dehydroepiandrosterone (DHEA)
administration.

Answer and Discussion

The answer is B. Hereditary angioedema is an autosomal-
dominant transmitted genetic disorder that is related to a
deficiency of C1 esterase inhibitor or, less commonly, to
inactive C1 esterase inhibitor that is involved in the first step
of complement activation. Symptoms include pruritus;
urticarial rashes; abdominal pain; and, in severe cases,
bronchoconstriction, which can be life threatening. Attacks
are usually triggered by stress, trauma, or illnesses.
Diagnosis is made by detection of low C4 levels or deficiency
of the C1 esterase inhibitor by immunoassay. Treatment



involves the use of antihistamines, glucocorticoids, and
epinephrine (in severe cases). Fresh frozen plasma given
before procedures can be used for short-term prophylaxis.
Other medications used to prevent attacks include the
androgens: methyltestosterone, danazol, and stanozolol. In
addition, the C1 esterase inhibitor concentrate may be given
directly in life-threatening cases.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:658€“66.

87. Which of the following statements best describes
astereognosis?

A) Loss of the ability to carry out movements in the absence
of paralysis or sensory deficits.

B) Inability to recognize smells.
C) Loss of the ability to express oneself by speech.
D) Loss of the ability to recognize objects by touch.

E) Loss of ocular coordination.

Answer and Discussion

The answer is D. Astereognosis is the loss of the ability to
recognize objects by the sense of touch. The loss of the
ability to carry out movements in the absence of paralysis or
sensory deficits is called apraxia. Inability to recognize
sensory stimuli is called agnosia; subgroups include auditory,
visual, olfactory, gustatory, and tactile agnosias. The loss of
the ability to express oneself by speech or written language
is called aphasia.

Wiebers DO, Dale AJD, Kokmen E, et al., eds. Mayo Clinic



examinations in neurology. New York: Mosby; 1998:44, 52,
54, 80a€“81.

88. Which of the following lung cancers is most commonly
associated with the syndrome of inappropriate secretion of
antidiuretic hormone (SI1ADH)?

A) Squamous cell carcinoma

B) Small-cell (oat-cell) carcinoma
C) Large-cell carcinoma

D) Adenocarcinoma

E) Mesothelioma

Answer and Discussion

The answer is B. Lung cancer is often associated with a
paraneoplastic syndrome, which occurs as a result of cancer
and is extrapulmonary. The following are some common
neoplastic  syndromes:

. Squamous cell: hypercalcemia

. Small cell: Cushing's syndrome, SIADH with
hyponatremia, myasthenic syndrome, Eatona€“Lambert
syndrome, peripheral neuropathy, subacute cerebellar
degeneration

. Large cell: gynecomastia

. Adenocarcinoma: clubbing, thrombophlebitis, marantic
endocarditis, periostitis, or hypertrophic osteoarthropathy

In addition, all of the previously mentioned lung cancers may
be associated with dermatomyositis, disseminated



intravascular coagulation, eosinophilia, thrombocytosis, and
acanthosis  nigricans.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:11508€“1153.

89. The best medication to use in the emergent treatment of
supraventricular tachycardia is

A) digoxin

B) verapamil
C) adenosine
D) diltiazem

E) isoproterenol

Answer and Discussion

The answer is C. Treatments for stable patients with
supraventricular tachycardia (also referred to as regular
narrow QRS tachycardias) include vagal maneuvers such as
Valsalva maneuvers; coughing; activation of gag reflex;
carotid sinus massage; and placing an ice bag to the face or
swallowing ice-cold water, which can be extremely effective.
Unilateral carotid sinus massage, one of the more common
methods used, should be given at the angle of the jaw on one
side for 3 to 5 seconds. Patients with a history of carotid
artery disease are at increased risk for the dislodgment of
plaque, which may lead to stroke. Adenosine (Adenocard) and
verapamil (Isoptin) administered intravenously are also
effective if the previously mentioned measures fail to
succeed. Adenosine is preferred because of its rapid onset of
action and short half-life. For unstable patients, low-energy



electrical cardioversion is the treatment of choice. Most
patients troubled by this arrhythmia are candidates for
radiofrequency  ablation.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:700a€“702.

@Adenosine iIs the preferred treatment of supraventricular
tachycardia (SVT) because of its rapid onset of action and
short half-life.
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90. Which of the following effects distinguishes aspirin from
acetaminophen?

A) Analgesic properties

B) Antipyretic properties

C) Anti-inflammatory properties
D) Amnestic properties

E) Antipruritic properties

Answer and Discussion

The answer is C. Aspirin (acetylsalicylic acid) is the drug of
choice for mild-to-moderate pain. It has antipyretic and anti-
inflammatory properties (unlike acetaminophen, which has no
anti-inflammatory properties). The major side effect is
gastric irritation, which can be reduced by using an enteric-
coated aspirin and taking the medication with meals. Tinnitus
has also been associated with chronic aspirin use. Aspirin's
mode of action is accomplished by the inhibition of



prostaglandin synthesis by permanently acetylating
cyclooxygenase. Because platelet function is irreversibly
inhibited, bleeding times are prolonged as much as 1 to 2
weeks. Aspirin can evoke an anaphylactic response in some
individuals, especially in those with a history of asthma and
nasal polyps, and, thus, should be avoided. Aspirin use
should also be avoided in children and teenagers with viral
febrile illnesses (e.g., chickenpox, infectious mononucleosis,
viral influenza) because of the risk of Reye's syndrome. Some
studies have suggested aspirin use may help prevent
adenomatous colon polyp development or regression. Also,
prophylactic aspirin use has been advocated to help prevent
myocardial infarction and stroke.

Rakel RE, Bope ET. Conn's Current Therapy 2005.
Philadelphia: Elsevier/Saunders; 2005:30a€“31, 402, 406.

91. A 56-year-old man presents to your office with
complaints of a€cechronica€«= diarrhea. He states that he
has had loose stools for the last 2 days. He denies blood in
the stool, fever, and has no weight loss and no recent
travel. Appropriate management at this time includes

A) observation
B) check stool cultures
C) colonoscopy

D) stool fat studies

Answer and Discussion

The answer is A. Chronic diarrhea is a common and
sometimes difficult problem encountered by physicians and
patients. The condition is defined as diarrhea that continues



for >4 weeks. The problem occurs in 1% to 5% of the
population. Patients often present late in their course, after
other symptoms such as weight loss, rectal bleeding, and
abdominal pain have developed. Diarrhea results from
incomplete absorption of water from the bowel lumen
because of a reduced rate of water absorption or osmotically
induced luminal retention of water. Even mild changes in
absorption can cause loose stools. The three available
management strategies are test and treat; categorize, test,
and treat; and empiric therapy. The &€cetest and treata€e=
plan is useful when the history and physical examination
yield a high probability of a specific diagnosis. When the
evaluation is less clear, it is impractical to test for every
possible etiology. A &€cecategorize, test, and treata€< plan
is useful because the presentation often is nonspecific.
Diarrhea can be categorized as watery, fatty, or inflammatory
based on gross stool or microscopic examination. Once the
diarrhea is categorized, further testing becomes more
specific. An a€ccempiric therapya€< plan avoids determining
a diagnosis and simply treats the symptoms. This is a
reasonable approach, assuming serious causes for the
diarrhea have been excluded. Patients must be monitored
closely when this plan is followed.

Schiller LR. Chronic diarrhea. Gastroenterology.
2004;127:287a€“293.

92. A 20-year-old otherwise healthy woman presents with
cloudy urine, burning on urination, and urinary frequency.
The patient has no allergies. Physical examination shows
the patient is afebrile. She has mild suprapubic pain with
palpation but no costovertebral angle tenderness. Urinalysis
is positive for nitrites and leukocyte esterase. Which of the
following is the most appropriate treatment?



A) Hospitalize the patient and administer intravenous
antibiotics.

B) Administer macrolide-containing antibiotics on an
outpatient basis.

C) Administer sulfa-containing antibiotics plus
phenazopyridine (Pyridium) on an outpatient basis.

D) Advise the patient to increase fluid intake, especially with
cranberry juice.

E) Arrange for an intravenous pyelogram.

Answer and Discussion

The answer is C. Urinary tract infections are more common
in sexually active women. Symptoms include dysuria, urinary
frequency, enuresis, incontinence, suprapubic tenderness,
flank pain, or costovertebral angle tenderness (which usually
indicates pyelonephritis). Gram-negative bacteria that
originate from the intestinal tract (i.e., Escherichia coli,
Staphylococcus saprophyticus, Klebsiella, Enterobacter,
Proteus, Pseudomonas) are usually the causative organisms.
Diagnosis is accomplished by microscopic or dipstick
evaluation of a clean-catch midstream urine sample. Urine
culture confirms the diagnosis. Treatment is oral (and in
most cases sulfa-containing) antibiotics. With no complicating
clinical factors, reasonable empiric treatment for presumed
cystitis before organism identification is a 3-day regimen of
any of the following: oral TMP-SMX, TMP, norfloxacin,
ciprofloxacin, ofloxacin, lomefloxacin, or enoxacin. With
complicating factors of diabetes, symptoms for more than 7
days, recent urinary tract infection, use of diaphragm, and
postmenopausal women, a 7-day regimen can be considered
using the same antibiotics. Phenazopyridine hydrochloride



(Pyridium) may be necessary for 1 to 3 days if significant
dysuria is present. Affected patients should also be
encouraged to increase their fluid intake.

Mehnert-Kay SA. Diagnosis and management of
uncomplicated urinary tract infections. Am Fam Physician.
2005;72:4514€“456, 458.

93. Treatment of severely infected diabetic foot ulcers
should involve

A) topical antibiotics

B) dA©bridement only

C) dA®©bridement with systemic antibiotics
D) dA®bridement with topical antibiotics

E) none of the above

Answer and Discussion

The answer is C. Diabetic foot ulcers usually result from
large vessel disease, microvascular disease, neuropathies, or
a combination
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of all three. Ulcers associated with large vessel disease tend
to affect the distal tips of the toes, whereas those secondary
to neuropathy typically occur on the weight-bearing surfaces.
Smoking and heavy alcohol abuse can increase the risk of
diabetic ulcers. Prevention is the key to treatment. All
diabetic patients should be instructed about foot care, and
their feet should be examined regularly. Organisms that
typically infect diabetic ulcers include Staphylococcus,
Streptococcus, anaerobes, and gram-negative organisms.
Severe infections may involve methicillin-resistant



Staphylococcus aureus and Pseudomonas infections. Cultures
should be taken from the dA®brided ulcer base or from
purulent drainage. Oral antibiotics may be adequate for mild
infections. However, if the infection is severe, dA©bridement
and systemic antibiotics are usually necessary. Topical
antibiotics provide little help in the treatment of such
infections.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill;  2005:2169.

94. A 13-year-old boy with asthma complains of shortness of
breath and wheezing during physical education class.
Otherwise the child has no symptoms. The most appropriate
treatment is

A) oral steroid therapy

B) inhaled steroids before exercise
C) inhaled T2 agonist before exercise
D) long-acting 12 agonist

E) anxiolytic medication

Answer and Discussion

The answer is C. Exercise-induced asthma occurs mainly in
patients already diagnosed with asthma. Wheezing usually
begins shortly after the initiation of exercise and can be
debilitating and limit participation. Use of 122-agonist
inhalers before exercise is one of the most beneficial
preventive measures for wheezing. Other preventive
measures include a slow warm-up and the avoidance of very
warm and very cold conditions. Many professional and



Olympic athletes are affected with exercise-induced asthma
but are able to compete with little or no problem.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:1511.

95. A 30-year-old man with human immunodeficiency virus
(HIV) infection and a CD4 count of 150/mm3 should

A) start antiviral medication

B) have additional follow-up tests in 1 month
C) have additional follow-up tests in 3 months
D) have additional follow-up tests in 6 months

E) have tests repeated in 1 year

Answer and Discussion

The answer is A. The CD4 count is a marker for T-helper
cells and is used in the treatment of HIV. Once the patient
has been diagnosed with HIV, the CD4 count should be
measured and followed. Typically, there is a diurnal variation
in the CD4 count; therefore, it should be measured at the
same time with each determination. Plasma viral load (PVL)
is also used to determine treatment in HIV. The major
guidelines vary slightly in the PVL and CD4* cell cutoff values
that are used for recommendations on starting, considering,
or deferring antiretroviral drug therapy (ART). ART s
recommended for all patients with a history of AIDS-defining
illness or severe symptoms of HIV infection regardless of CD4
cell count. ART is also recommended for asymptomatic
patients with a CD4 count <200 cells/ApuL. Therapy should be
offered to asymptomatic patients with CD4 cell counts of 201



to 350 cells/ApL. The urgency of treatment recommendations
may be based on various factors, including

Rate of CD4 cell decline
Plasma HIV RNA =>100,000 copies/mL
Patient interest

Risk of toxicity

Therapy should probably be deferred for asymptomatic
patients with CD4 cell counts of =350 cells/AuL and plasma
HIV RNA <100,000 -copies/mL.

The question of when to initiate ART in asymptomatic
patients remains an area of research and debate. It is clear
that ART should be initiated before the CD4 count declines to
<200 cells/ApuL, if at all possible. However, it is not yet
known at what CD4 threshold =200 cells/ApuL, therapy should
be started, as the long-term risks of ARVs may be substantial
in some patients. With the increasing availability of ARV
regimens that are more tolerable, are composed of fewer
pills, and have easier dosing schedules, some clinicians are
choosing to initiate therapy earlier in the course of HIV
infection. CD4%* cell counts and HIV RNA levels are important
tools for evaluating treatment response. A minimum of two
CD4™* cell counts and PVL measurements should be obtained
on separate visits before treatment is changed. ldeally, the
HIV RNA level should decline rapidly after antiretroviral drug
therapy is initiated. Guidelines on the expected PVL
reductions vary. A typical goal is a 1- to 2-log reduction
within 4 to 8 weeks (e.g., from 50,000 copies/mL to 500
copies/mL). Failure to achieve the target level of <50
copies/mL after 16 to 24 weeks of treatment should prompt
consideration of drug resistance, inadequate drug absorption,
or poor compliance. Maximal viral suppression often takes



longer in patients with higher baseline HIV RNA levels (e.g.,
>100,000 copies/mL). HIV RNA levels should be obtained
periodically during antiretroviral drug therapy, although
precise data are not available on the optimal frequency of
such monitoring.

Data from HIV/AIDS Treatment Information Service website.
Guidelines for the use of antiretroviral agents in HIV-infected
adults and adolescents. Available at: http://www.hivatis.org.
Accessed 6/5/06.

96. Which of the following factors is associated with
dysplastic nevi syndrome?

A) No genetically related transmission.
B) Scattered moles with benign appearance.
C) Increased risk for malignant transformation.

D) The number of lesions noted at birth remains the same
over time.

E) Excessive vitamin A ingestion.

Answer and Discussion

The answer is C. Dysplastic nevi syndrome is a condition
that is inherited as an autosomal-dominant disease. Usually
more than two family members are affected; however,
sporadic cases do occur. Patients are affected with numerous
(in some cases >100) irregular, large moles. These moles are
abnormal in appearance and show variegation of color. The
moles more commonly occur on covered areas such as the
breast, buttocks, and scalp. Unlike common moles, dysplastic
nevi continue to appear as the patient
P.31



ages. These patients are at increased risk for the
development of melanoma. Patients should be counseled to
avoid sun exposure, and any suspicious lesion or change in
nevi should warrant a biopsy. Photographs of the patients can
help determine if there are any changes in nevi.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill;  2005:498a€“500.

97. The proportion of patients with a disease in whom a test
result is positive is referred to as

A) the p value
B) sensitivity
C) specificity
D) reliability

E) variability

Answer and Discussion

The answer is B. Sensitivity is defined as the proportion of
people who are affected by a given disease and who also test
positive for that disease. For example, the proportion of
patients who actually have coronary artery disease (CAD) and
also test positive with a treadmill exercise test would be
defined as the sensitivity. Typically, the sensitivity for
treadmill exercise testing is 72% to 96%.

Mark DB. Chapter 2: Decision-making in clinical medicine.
Available at Harrison's Online website
(http://www.harrisonsonline.com). Accessed 6/5/06.



@Sensitivity is defined as the proportion of people who are
affected by a given disease and who also test positive for that
disease.

98. An intensely pruritic, vesicular rash that is localized to
the upper extremity is most likely

A) herpes zoster

B) poison ivy

C) Staphylococcus infection
D) atopic dermatitis

E) varicella

Answer and Discussion

The answer is B. Exposure to poison ivy, poison oak, or
poison sumac can cause an intensely pruritic vesicular rash.
The patient often recalls an exposure to the plants within 24
to 48 hours, and the extremities are often affected. The
condition is a result of a delayed hypersensitivity reaction
that may take several days to appear. Management should
include thorough washing with soap and water, preferably
within 10 minutes of exposure, as this may prevent
dermatitis. All contaminated clothes should be removed as
soon as possible and cleaned. Frequent baths using colloidal
oatmeal also relieve symptoms. Treatment of mild to
moderate rash includes application of cool compresses or
diluted aluminum acetate solution such as Burow's solution or
calamine lotion. Use of topical antihistamines and anesthetics
should be avoided because of the possibility of increased
sensitization. Early application of topical steroids is useful to
limit erythema and pruritus. However, occlusive dressings



should be avoided on moist lesions. Refractory dermatitis can
be treated with oral corticosteroids such as prednisone, with
an initial dosage of 1 mg/kg/day, slowly tapering the dosage
over 2 to 3 weeks. Shorter courses of steroids may be
followed by severe rebound exacerbations shortly after drug
therapy is discontinued. Oral antihistamines may help reduce
pruritus and provide sedation, when needed.

Lee NP, Arriola ER. Poison ivy, oak, and sumac dermatitis.
West J Med. 1999;171:3548€"355.

99. The presence of polymorphonuclear cells in stool
samples most likely supports the diagnosis of a

A) bacterial infection
B) viral infection
C) parasitic infection

D) fungal infection

Answer and Discussion

The answer is A. Acute diarrhea is defined as stools
occurring with increased frequency or decreased consistency.
There are many different organisms. Bacterial agents include
E. coli, Salmonella, Shigella, Campylobacter, Clostridium,
Yersinia, and Vibrio cholera. Viral agents include rotavirus,
enterovirus, and Norwalk agent. Parasitic infections include
Giardia lamblia, Entamoeba histolytica, Cryptosporidium, and
Strongyloides. Fungal agents include Candida, Histoplasma,
and Actinomyces. Diagnosis is accomplished with stool
culture and sensitivity studies; however, the presence of
polymorphonuclear cells supports a bacterial cause. In most
cases of acute diarrhea, the use of antibiotics is unnecessary;



however, the empiric use of antibiotics, including TMP-SMX,
ciprofloxacin, or erythromycin, may be appropriate (although
controversial) in severe cases in which stool cultures are
pending, especially for those at risk for transmitting the
offending organism to others.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:77a€“80.

100. CafA®©-au-lait spots are associated with which of the
following disorders?

A) Peutza€“Jeghers syndrome
B) Neurofibromatosis
C) Dysplastic nevus syndrome

D) Addison's disease

Answer and Discussion

The answer is B. The following are skin abnormalities noted
in patients affected with the following disease processes:



Neurofibromatosis  (von CafA©-au-lait  spots
Recklinghausen's disease)

Peutza€“Jeghers syndrome  Hyperpigmentation around the oral
cavity, hamartomas of the
intestine

Dysplastic nevus syndrome Multiple pigmented nevi

Hypoadrenocorticism Hyperpigmentation of the gin giva,
(Addison's disease) areola of the nipples, labia, and
linea alba of the abdomen

Fitzpatrick TB, Johnson RA, Polano MK, et al., eds. Color atlas
and synopsis of clinical dermatology, common and serious
diseases, 2nd ed. New York: McGraw-Hill; 1994:4483a€“492.
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101. Which of the following tests is most helpful in
distinguishing fever of unknown origin (FUO) from factitious
fever?

A) Urinalysis

B) Chest x-ray

C) Rheumatoid factor
D) Blood -cultures

E) Sedimentation rate

Answer and Discussion

The answer is E. FUO is defined as a fever higher than
101A°F (38.3A°C) on at least three occasions, accompanied
by an illness that lasts longer than 3 weeks, and the



diagnosis is uncertain after 3 days of hospitalization,
although most workups are now done in the outpatient
setting. Causes include infection, neoplasm, drugs, collagen
vascular disease, vasculitis, and factious fever. Laboratory
tests include CBC, urinalysis with culture, blood cultures,
chest radiography, HIV testing, serum protein
electrophoresis, sedimentation rate, serology tests, ANA,
rheumatoid factor, and thyroid tests. The ESR may be helpful
in distinguishing real disease from a factious fever. A good
history and physical examination are imperative in the
evaluation of a patient with FUO and helps direct further
testing. Observing the temperature pattern can be helpful.
Disease states such as malaria, babesiosis, Hodgkin's
disease, and cyclic neutropenia have patterns, whereas
factitious fever often has no pattern.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:318.

102. Which of the following test results supports the
diagnosis of Graves' disease?

A) Decreased thyroid-stimulating hormone (TSH)
B) Increased TSH

C) Decreased thyroxine (T4) levels

D) Decreased triiodothyronine (T3) levels

E) None of the above

Answer and Discussion

The answer is A. Graves' disease is the most common form
of hyperthyroidism seen predominantly in women between 20
and 40 years of age. The condition, also known as toxic



diffuse goiter, is characterized by a triad of symptoms,
including goiter, exophthalmos, and pretibial edema. Patients
affected may report palpitations, tachycardia, heat
intolerance with excessive sweating, weight loss, emotional
lability, weakness and fatigue, diarrhea, or menstrual
irregularities. Laboratory findings include a decreased
sensitive TSH (sTSH) and positive thyroid-stimulating
antibodies (which are thought to bind to the TSH receptors
and stimulate the gland to hyperfunction). T4 levels are
usually elevated, but in rare cases may be normal with
increased T3 levels. Treatment involves the use of
propylthiouracil or methimazole, inorganic iodine, propranolol
(especially in thyroid storm), radioactive iodine (but not in
pregnant patients), and surgery.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:11958€“1200.

103. A 45-year-old man is seen in your clinic. The patient
has known cirrhosis, diabetes, and complains of multiple
joint pain. Examination shows a bronze discoloration of the
skin and testicular atrophy. Laboratory values show a serum
iron of 500 Apg/dL, serum ferritin of 2,000 ng/mL, and a
transferrin saturation of 80%. The most likely diagnosis is

A) alcoholism

B) hemochromatosis
C) Wilson's disease
D) Gilbert's disease

E) Hepatitis C



Answer and Discussion

The answer is B. Hemochromatosis is a result of excessive
iron deposition in the body (hemosiderosis) that leads to
damage of bodily tissues. Primary hereditary
hemochromatosis is an autosomal-recessive trait that is
associated with defects on chromosome 6. It is the most
common form of hemochromatosis, affecting approximately 5
in 1,000 persons. Complications include

Cirrhosis

Diabetes mellitus

Multiple joint pain

Abdominal pain
Chondrocalcinosis

Bronze discoloration of the skin

Cardiomyopathy that may result in cardiac enlargement,
CHF, and cardiac arrhythmias

Hepatomas

Pituitary dysfunction leading to testicular atrophy and
decreased sexual drive

The onset is usually in the fourth and fifth decades of life.
The condition is rare before middle age. Diagnosis in women
usually occurs after menopause, because menstrual blood
loss helps provide protection from iron overload. Laboratory
findings show serum iron =300 mg/dL, serum ferritin >1,000
ng/mL, and transferrin saturation >50%. Liver biopsy
confirms the diagnosis when hepatic siderosis and cirrhosis is
suspected. Treatment involves phlebotomy (500 mL/week =
200 to 250 mg iron) to remove excess iron from the body
and the chelating agent deferoxamine in severe cases, which



promotes urinary excretion of iron. Family members of those
affected should be screened for hemochromatosis with HLA
typing and iron studies.

Brandhagen DJ, Fairbanks VF, Baldus W. Recognition and
management of hereditary hemochromatosis. Am Fam
Physician. 2002;65:8534€“860, 8658€“866.

104. Acromegaly is associated with which of the following
factors?

A) Excessive cortisol secretion

B) Lack of adequate parathyroid hormone
C) Excessive growth hormone

D) Thyroid dysfunction

E) Excessive gastrin secretion

Answer and Discussion

The answer is C. The condition of acromegaly is associated
with an excessive amount of growth hormone, which in most
cases is caused by a pituitary tumor. If there is excessive
growth hormone secretion before closure of the epiphyses
during childhood, then the condition of excessive skeletal
growth is referred to as gigantism. When excessive growth
hormone occurs in adulthood, it is usually between the third
and fifth decades and is referred to as acromegaly.
Associated conditions include coarsening of facial features
with increased hand, foot, jaw, and cranial size;
macroglossia; wide spacing of the teeth; deep voice;
excessive coarse hair
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growth; thickening of the skin; excessive sweating as a result



of increased number of sweat glands; and neurologic
symptoms, including headaches, peripheral neuropathies,
muscle weakness, and arthralgias. Insulin resistance is
common; diabetes occurs in 25% of patients. CAD,
cardiomyopathy with arrhythmias, left ventricular
dysfunction, and hypertension occur in 30% of patients.
Sleep apnea occurs in 60%. Acromegaly is also associated
with an increased risk of colon polyps and colonic
malignancy. The diagnosis is made by detecting elevated
levels of growth hormone after the administration of a 100-g
glucose load. Because of the pulsatility of growth hormone
secretion, a single random growth hormone level is not
useful. Further diagnostic tests include MRI and CT scanning.
Treatment is usually surgery; however, radiation is
considered in some patients to treat pituitary tumors.
Bromocriptine and a long-acting somatostatin analog (e.g.,
octreotide acetate) may also be used as adjuncts to surgery
to help shrink the tumor.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:2090.

105. Which of the following signs is associated with Achilles
tendonitis?

A) Hyperpronation
B) Gynecoid pelvis
C) Increased Q angle

D) Lateral collateral ligament instability

Answer and Discussion



The answer is A. Achilles tendonitis occurs with repeated
stress to the Achilles tendon. Precipitating factors include
brisk walking, running, jumping, or hiking. Although known
as Achilles tendonitis, it is usually the tissue surrounding the
tendon that is responsible for the inflammation and pain.
Persons who exercise or compete in low-heel shoes and those
who hyperpronate their feet are at increased risk for Achilles
tendonitis. Patients report pain in the heel and leg discomfort
when the Achilles tendon is used. Physical findings include
pain with palpation over the Achilles tendon approximately 3
cm above the insertion site on the calcaneus. Treatment
goals are to decrease the inflammation associated with the
inflamed structures and to reduce the stress on the Achilles
tendon. Treatment includes NSAIDs, 1/2-in. heel lifts, and
strengthening and stretching exercises of the gastrocnemius
and soleus muscles. For patients with hyperpronation, a soft
navicular pad and 1/8-in. medial wedge may help prevent
excessive  pronation.

Mazzone MF, McCue T. Common conditions of the Achilles
tendon. Am Fam Physician. 2002;65:18058€“1810.

106. Which of the following statements about systolic
hypertension is true?

A) It represents relatively little risk to the patient.

B) It is defined as a systolic pressure >140 mm Hg with a
diastolic pressure =100 mm Hg.

C) It does not increase the risk of stroke.
D) It is often caused by mitral regurgitation.

E) It is more dangerous to elderly patients than an elevated
diastolic  pressure.



Answer and Discussion

The answer is E. Systolic hypertension is a condition that
usually affects the elderly. The condition is defined as a
systolic blood pressure =140 mm Hg and diastolic pressure
<90 mm Hg. The cause is the loss of elasticity of the arteries
that occurs with aging. Other causes include thyrotoxicosis,
arteriovenous fistulas, or aortic regurgitation. Untreated
systolic hypertension can lead to an increased risk for stroke
and cardiovascular disease. Data from the Framingham study
and the Multiple Risk Factor Intervention Trial indicated the
importance of isolated systolic hypertension in the
development of coronary heart disease (CHD). These trials
concluded that elevated systolic blood pressure in the elderly
was probably of more significance than elevated diastolic
blood pressure. In other words, a systolic blood pressure of
160 mm Hg with a diastolic blood pressure of 85 mm Hg
posed a greater risk for cardiovascular disease than a systolic
blood pressure of 135 to 140 mm Hg and a diastolic blood
pressure of 95 mm Hg. Isolated systolic hypertension,
defined as a blood pressure of >140 mm Hg systolic and <90
mm Hg diastolic, occurs in more than 30% of women older
than 65 years and in more than 20% of men of the same age.
Treatment involves lifestyle changes (e.g., exercise, sodium
restriction, weight loss) and the use of hypertensive
medications. In most instances, low-dose diuretic therapy
should be used as initial antihypertensive therapy in the
elderly. A long-acting dihydropyridine calcium channel
blocker may be used as alternative therapy in elderly
patients with isolated systolic hypertension. Diabetics benefit
from ACE inhibitors. In some cases, systolic hypertension
may be more difficult to control than essential hypertension.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-



Hill; 2005:1468.

107. Which of the following statements is true regarding
pneumococcal (Pneumovax) vaccination?

A) Healthy individuals older than 50 years should receive the
vaccine.

B) Medicare does not cover the cost of pneumococcal
(Pneumovax)  vaccination.

C) Adults with previous splenectomy should not receive
pneumococcal (Pneumovax) vaccination.

D) Children younger than 2 years with sickle cell anemia
should receive pneumococcal (Pneumovax) Vvaccination.

E) Boosters are recommended for individuals older than 65
years if they received their first dose more than 5 years prior
to their last injection.

Answer and Discussion

The answer is E. The pneumococcal (Pneumovax) vaccine is
made from the polysaccharides of 23 different strains of
bacterial pneumonia. The vaccine is recommended for
patients older than 65 years, individuals with underlying
pulmonary disease or chronic debilitating diseases (e.g.,
diabetes, liver and renal disease, cardiac disease, lymphoma,
transplant patients, HIV patients), and those without a
spleen. The vaccine is given intramuscularly or
subcutaneously and is not recommended during an acute
illness. Antigenic response occurs 2 to 3 weeks after
vaccination. Adverse reactions include local irritation or
soreness, erythema, induration, low-grade fever, rash,
myalgia, and arthralgia; in severe reactions (less than 1%),



anaphylaxis or nerve disorders may occur. Children younger
than 2 years should not receive the vaccine. Since 1981,
Medicare has covered the cost of pneumococcal vaccine
(Pneumovax). One-time boosters are recommended for
individuals older than 65 years if they received their first
dose more than 5 years prior. Other individuals at high risk
who received pneumococcal vaccination more than 5 to 10
years prior may
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require boosters. The vaccine has been determined to be
cost-effective for all ages.

Centers for Disease Control and Prevention website.
Summary of adolescent/adult immunization
recommendations. Available at:
http://www.cdc.gov/nip/recs/adult-schedule.pdf. Accessed
6/5/06.

108. Cigarette smoking is associated with increased risk of
all of the following EXCEPT:

A) bladder cancer

B) osteoporosis

C) peptic ulcer disease
D) Alzheimer's disease

E) cervical cancer

Answer and Discussion

The answer is D. Cigarette smoking is a severe health-
related problem throughout the world. Smokers typically live
5 to 8 years less than nonsmokers. They have an increased
risk of cancer of the lung, mouth, throat, esophagus,


http://www.cdc.gov/nip/recs/adult-schedule.pdf. Accessed

pancreas, kidney, bladder, and cervix. In addition, they are
at increased risk for the development of peptic ulcer disease
and osteoporosis. Furthermore, they have an increased risk
of heart diseases and chronic lung disease. Mothers who
smoke during their pregnancy typically have smaller babies.
All patients who smoke should be encouraged to stop. The
physician should always ask about smoking; if the patient
does smoke, there should be an attempt by the physician to
motivate the patient to stop. Setting a stop date may be
helpful, and follow-up is necessary to provide support and
reinforce the patient's commitment to stop. Nicotine-
containing patches and gum can also be used to wean people
from their nicotine dependence. Bupropion (Zyban) also has
been used to help relieve nicotine withdrawal. Bupropion
hydrochloride, also marketed as an antidepressant, has been
reintroduced in a sustained-release formulation to be used as
a smoking cessation aid. Bupropion potentiates the effects of
norepinephrine and dopamine. Dopamine has been associated
with the rewarding effects of addictive substances. It is
postulated that inhibition of norepinephrine reuptake might
lead to a decrease in withdrawal symptoms. Bupropion does
not have a sedating effect, although agitation and insomnia
have been commonly reported in patients taking the drug for
depression. It is not frequently associated with sexual
dysfunction, weight gain, or anticholinergic effects. Tremor,
rash, and a few anaphylactoid reactions have been reported.
Panic symptoms and psychotic reactions have been reported
in patients taking bupropion and fluoxetine concurrently.
Bupropion is contraindicated in patients taking monoamine
oxidase inhibitors or ritonavir. Carbamazepine increases the
metabolism and decreases the antidepressant effect of
bupropion. The recommended dosage in patients attempting
smoking cessation is 150 mg once daily for 3 days and then
twice daily for 7 to 12 weeks or longer. This regimen may be



accompanied by nicotine replacement therapy. Patients are
advised to stop smoking during the second week of
treatment. The manufacturer offers a counseling and support
service.

Medical Letter Consultants. Bupropion (Zyban) for smoking
cessation. Med Lett Drugs Ther. 1997;39(1007);77a€*78.

@Bupropion hydrochloride, also marketed as an antidepressant,
has been reintroduced in a sustained-release formulation to
be used as a smoking cessation aid.

109. A 45-year-old female presents with persistent nasal
symptoms for the last 6 weeks. She has been treated with
an extended course of antibiotics but despite therapy her
symptoms remain. She is afebrile and otherwise looks well.
Appropriate management at this time includes

A) additional 2-week course of antibiotic therapy
B) plain films of the sinuses

C) CT scan of the sinuses

D) MRI of the sinuses

E) laboratory evaluation including a CBC and blood cultures

Answer and Discussion

The answer is C. Rhinosinusitis is typically divided among
four subtypes: acute, recurrent acute, subacute, and chronic,
based on patient history and a limited physical examination.
In most cases, therapy is administered based on this
classification. Antibiotic therapy along with hydration and
decongestants is indicated for 7 to 14 days in patients with



acute, recurrent acute, or subacute bacterial rhinosinusitis.
For patients with chronic disease, the same treatment
regimen is indicated for an additional 4 weeks or more, and a
nasal steroid may also be prescribed if inhalant allergies are
suspected as an etiologic agent. Nasal endoscopy and
computed tomography of the sinuses are reserved for
circumstances that include a failure to respond to therapy as
expected, spread of infection outside the sinuses, a question
of diagnosis, and when surgery is being considered.
Laboratory tests are rarely needed and are reserved for
patients with suspected allergies, cystic fibrosis, immune
deficiencies, mucociliary disorders, and similar disease
states. Findings on endoscopically guided culture obtained
from the middle meatus correlate 80% to 85% of the time
with results from the more painful antral puncture technique,
and is performed in patients who fail to respond to the initial
antibiotic selection. Surgery is indicated for extranasal
spread of infection, evidence of mucocele or pyocele, fungal
sinusitis, or obstructive nasal polyposis, and is often
performed in patients with recurrent or persistent infection
not resolved by drug therapy.

Osguthorpe JD. Adult rhinosinusitis: diagnosis and
management. Am Fam Physician. 2001;63:69a€“76.

110. A 56-year-old smoker with recently diagnosed small-

carcinoma of the lung presents with increasing muscle

contraction with repeated nerve stimulation. The most likely
diagnosis is

A) Eatona€“Lambert syndrome
B) myasthenia gravis
C) tetanus

D) polymyalgia rheumatica



E) Parkinson's disease

Answer and Discussion

The answer is A. Eatona€“Lambert syndrome is a neurologic
disorder that results from inadequate release of acetylcholine
from the presynaptic nerve endings. Often associated with a
paraneoplastic syndrome (e.g., small-cell or oat-cell
carcinoma of the lung), the condition causes weakness and
sometimes pain associated with the proximal muscles,
paresthesia, impotence, and ptosis. Reflexes are usually
reduced or absent. Diagnosis is made by showing increasing
muscle contraction with repeated nerve stimulation, unlike
myasthenia gravis, in which decreased muscle contraction
with repeated nerve stimulation is seen. Special care must be
taken to rule out underlying malignancy. The treatment is to
identify and treat any
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underlying malignancy. Guanidine has also been shown to
help acetylcholine release from the presynaptic membrane;
however, side effects (bone marrow suppression) may limit
its use. Other treatment includes the use of
immunosuppressant medication (e.g., steroids, azathioprine)
and plasmapheresis. Anticholinesterase medications (e.qg.,
pyridostigmine, neostigmine) are variably effective.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:1184.

111. Which is not generally a characteristic of a suspicious
skin lesion?

A) Asymmetric border



B) Bleeding
C) Color change
D) Variegation of color

E) Diameter less than 5 mm

Answer and Discussion

The answer is E. Skin lesions that represent concern usually
possess certain characteristics, including

= Asymmetric and irregular borders
= Bleeding or ulceration; persistent itching or tenderness
= Color change or variegation of color

= Diameter =6 mm

If any of these criteria are met, the lesion should be biopsied
and sent for pathologic examination. Large, raised, and
pigmented congenital lesions should also be biopsied.
Patients who have a history of dysplastic nevi syndrome are
at increased risk for the development of melanoma,
particularly if a family member has been affected.

Jerant AF, Johnson JT, Sheridan CD, et al. Early detection
and treatment of skin cancer. Am Fam Physician.
2000;62:3574€“368, 3754€“376, 3814€“382.

112. Which of the following conditions is a contraindication

to

influenza vaccination?

A) Allergy to eggs

B) Allergy to red dye



Age

C) Allergy to penicillin
D) Allergy to milk

E) Allergy to dust mites

Answer and Discussion

The answer is A. Influenza immunizations are administered
yearly to help prevent outbreaks of different strains of viral
influenza. The inactivated vaccine is derived from purified
egg protein, which harbors the viral protein. The vaccine is
developed based on the preceding year's outbreak of virus,
those viruses seen in other parts of the world, and the
antibody response of persons previously vaccinated. Persons
who are allergic to eggs or neomycin (a component of the
vaccine) should not receive the vaccine. In those individuals,
amantadine may be considered. Protective vaccine should be
administered to immunocompromised individuals; individuals
with underlying medical conditions such as asthma, COPD,
and diabetes; and individuals older than 50 years. (Other
recommendations follow.) Otherwise healthy patients may
also elect to receive vaccination. Side effects, including
fever, fatigue, cough, and headache, are no more common in
those who received a placebo in double-blinded studies;
however, arm soreness was reported more frequently in
vaccine recipients.

Recommendations for the administration of influenza vaccine
include the following categories and specific indications:

Persons 6 months or older with an underlying medical
condition (e.g., cardiac, pulmonary) who are at increased
risk for complications of influenza or who required regular



medical follow-up or hospitalization during the preceding
year (see Medical conditions as follows)

Healthy children ages 6&€“23 months and close contacts
of healthy children ages 6&€“23 months

Persons 50 years or older

Any person 6 months or older to reduce the chance of
influenza  infection

Occupations

Medical

Physicians, nurses, and other personnel in hospital and
outpatient care settings, including emergency response
workers

Employees of health-care facilities (e.g., nursing homes,
chronic care facilities) who have contact with residents

Persons who provide home care to people in high-risk

groups

conditions

Alcoholism and alcoholic cirrhosis

Long-term aspirin therapy in children and teenagers (6
months to 18 years of age) who may be at risk for Reye's
syndrome after influenza virus infection

Chronic cardiovascular disorders in adults and children
Hemoglobinopathies

Immunocompromised conditions (e.g., congenital
immunodeficiency, malignancy, HIV infection, organ
transplantation, immunosuppressive therapy)

Chronic metabolic diseases (e.g., diabetes)

Chronic pulmonary diseases, including asthma and COPD



. Chronic renal dysfunction

. Pregnancy beyond 14 weeks of gestation during the
influenza season

. Pregnancy in women with medical conditions that
increase their risk for complications from influenza,
regardless of trimester

. Persons who can transmit influenza to high-risk
individuals
. Household members (including children) in close contact

with persons who are at high risk for influenza

. Residents of nursing homes and other chronic care
facilities, regardless of age, who have chronic medical
conditions

Vaccination ideally should occur approximately 2 weeks
before chemotherapy or immunosuppressive therapy is
started. If a patient is vaccinated during or within 2 weeks
before the initiation of immunosuppressive therapy, influenza
vaccine should be given again approximately 3 months after
treatment ends.

Data from Advisory Committee on Immunization Practices.
Prevention and control of influenza: recommendations of the
Advisory Committee on Immunization Practices (ACIP). CDC
website at www.cdc.gov, accessed 6/5/06.

Montalto NJ, Gum KB, Ashley JV. Updated treatment for
influenza A and B. Am Fam Physician. 2000;62:2467&€“2476.
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113. A 4l1-year-old business executive presents to your
office and complains of palpitations and shortness of breath.
After further questioning, he admits to heavy alcohol



consumption the previous evening. On examination, he is
found to have an irregular heartbeat of 130 bpm. The most
likely diagnosis is

A) ventricular tachycardia

B) ventricular fibrillation

C) premature ventricular contractions (PVCs)
D) atrial fibrillation

E) Wolff-Parkinson-White syndrome

Answer and Discussion

The answer is D. Atrial fibrillation is the most common
cardiac arrhythmia. It is characterized on ECG by the absence
of P waves and an irregular ventricular rhythm. The atrial
rate can range from 400 to 600 bpm, whereas the ventricular
rate usually ranges from 80 to 180 bpm in the untreated
state. Causes include thyrotoxicosis, rheumatic or ischemic
heart disease, hypertension, pericarditis, chest trauma, or
excessive alcohol intake. The major risk associated with atrial
fibrillation is stroke secondary to embolic complications.
Rapid ventricular response of atrial fibrillation requires
treatment with rate-controlling calcium-channel blockers, 12-
blockers, or digoxin to achieve rate control. Elective medical
cardioversion may be considered for stable patients. Patients
in whom medical conversion fails or whose conditions are
unstable may need electrical cardioversion. Patients with
long-standing atrial fibrillation (longer than 6 months) have
less chance for success than those who have new or

relatively new onset. Anticoagulation therapy with warfarin
can decrease the risk of stroke and is recommended before
any attempt at cardioversion if there is risk for thrombus



formation. Patients with chronic atrial fibrillation who are at
low risk for bleeding may be treated with warfarin; others
may be treated with aspirin therapy. Antiarrhythmics may be
needed to treat resistant cases. The risk of embolism during
cardioversion in unanticogulated patients is 1% to 7%;
however, this risk can be minimized with anticoagulation for
4 weeks before and after cardioversion. Recent studies
demonstrate no reductions in either mortality or stroke rates
between those patients managed with simple rate control and
anticoagulation, compared with those receiving cardioversion
with rhythm maintenance using antiarrhythmic medication.

Rakel RE, Bope ET. Conn's Current Therapy 2005.
Philadelphia: Elsevier/Saunders; 2005:3404€“344.

114. The most common cause of superior vena cava
syndrome is

A) carcinoma of the lung

B) aortic aneurysm

C) tuberculosis

D) metastatic carcinoma from a distant site

E) constrictive pericarditis

Answer and Discussion

The answer is A. Superior vena cava syndrome results from
compression of the superior vena cava by a neoplastic
process (90% of cases) and less commonly by inflammatory
states. Other causes include benign tumors, aortic aneurysm,
thyroid enlargement, thrombosis of a central venous line, and
fibrosing mediastinitis. Lung cancer, particularly small-cell
and squamous-cell type, is the most common associated



malignancy. The condition causes the obstruction of venous
drainage to the heart and leads to dilation of collateral veins
of the upper chest and neck. Signs include plethora and
swelling of the face, neck, and upper torso. Edema of the
conjunctiva, shortness of breath in a supine position, and
CNS disturbances, including headache, dizziness, stupor, and
syncope, may be seen. Acute development of symptoms
indicates a poor prognosis. The diagnosis of superior vena
cava syndrome is essentially a clinical one. Chest x-rays may
show widening of the mediastinum, particularly on the right,
but the best confirmatory test is CT. The MRI has no
advantages over CT. The one potentially life-threatening
complication of a superior mediastinal mass is tracheal
obstruction. Treatment includes steroids, chemotherapy, and
radiation to the tumor. Although the most common cause of
this syndrome is metastasized carcinoma of the lung, other
less common infectious causes include tuberculosis,
histoplasmosis, and constrictive pericarditis.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:575a€“576.

115. A construction worker presents with pain over the
lateral elbow. He reports that he has been using a hammer
more often, and this seems to aggravate his discomfort. The
most likely diagnosis is

A) carpal tunnel syndrome
B) rotator cuff dysfunction
C) lateral epicondylitis

D) ulnar nerve entrapment

E) biceps tendonitis



Answer and Discussion

The answer is C. Tennis elbow is usually caused by overuse,
repeated trauma, strain, or exercise that involves the upper
extremity and a gripping motion. Although associated with
playing tennis, it may affect baseball players, golfers, and
racquetball enthusiasts, as well as carpenters, assembly-line
workers, and electricians, all of whom repeatedly extend the
wrist and rotate the forearm. The cause of pain originates at
the extensor origin of the extensor carpi radialis brevis in the
area of the lateral epicondyle. Symptoms include pain in the
area of the lateral epicondyle but may also include the
extensor surface of the forearm. In more severe cases,
swelling and erythema may be noted. Pain is exacerbated by
passively flexing the fingers and wrist with the elbow fully
extended. Radiographs are usually negative; however,
calcification may be noted in chronic cases. The condition
should be distinguished from radial nerve entrapment
syndrome (pain with middle finger extension and forearm
supination with the elbow fully extended) and posterior
interosseous nerve syndrome (pain located more distally over
the forearm supinator muscle). Treatment includes NSAIDs,
rest of the affected arm, ice therapy, and a volar wrist splint
that immobilizes the wrist and prevents flexion and
extension. If this treatment does not provide relief, a steroid
injection of 1 mL of 1% lidocaine and 0.5 mL of corticosteroid
should be attempted. Once the inflammation has been
controlled, a constricting band can be used over the proximal
forearm to help prevent recurrence. In addition,

rehabilitation exercises should be instituted. In severe cases,
orthopedic referral may be necessary for possible surgical
treatment.

Chumbley EM, O'Connor FG, Nirschl RP. Evaluation of overuse



elbow injuries. Am Fam Physician; 2000;61:691a€“700.

116. Which of the following is a characteristic of Marfan's
syndrome?

A) Autosomal-recessive transmission
B) Decreased mobility of joints
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C) Arm span less than height

D) Aortic dilatation with possible rupture

E) CafA©-au-lait spots

Answer and Discussion

The answer is D. Marfan's syndrome is an autosomal-
dominant transmitted disorder that affects the connective
tissue and results in abnormalities associated with the eyes,
bones, and cardiovascular system. Up to 25% of all cases
may develop from spontaneous mutations. Symptoms include
tall stature with arm span exceeding height, arachnodactyly,
dislocation of the ocular lens, high-arched palate, pectus
excavatum, and hyperextensibility of joints. Complications of
the condition include myopia; spontaneous detachment of the
lens; and cardiac defects, including aortic regurgitation,
mitral valve prolapse (MVP), mitral regurgitation, and aortic
dilatation with aortic dissection and rupture (the most
common cause of cardiovascular death). Patients affected are
at increased risk of endocarditis. Treatment is directed
toward the cardiovascular findings. An echocardiogram can
help determine cardiac involvement. In some cases, 12-
blockers may help protect the aorta. Surgery is reserved for
those with aortic dilatation or aortic valve dysfunction. New



DNA diagnostic tests for mutations in fibrillin-1 and fibrillin-2
can help determine which patients affected with Marfan's are
at increased risk for aortic aneurysm. Scoliosis may require

bracing or surgery for severe cases.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:2329.

117. Third-generation cephalosporins differ from first-
generation cephalosporins in their increased effectiveness
against

A) gram-positive organisms
B) gram-negative organisms
C) anaerobic organisms

D) parasites

E) fungi

Answer and Discussion

The answer is B. Cephalosporins are antibiotics that have a
similar chemical structure as the penicillins. They are
bacteriocidal and cover gram-positive organisms; second-
generation and third-generation cephalosporins also cover
gram-negative organisms. As a group, the cephalosporins'
mechanism of action is the inhibition of cell wall synthesis.
Inflammation increases their absorption, and they are active
against a wide spectrum of organisms with relatively few side
effects. Some of the cephalosporins, especially third-
generation ones, are concentrated enough in the CSF to treat
meningitis. Because of their similarity to penicillin, there is a
2% to 3% cross-reactivity in those allergic to penicillin.



Unfortunately, there are no predictable skin tests that can
test for allergic reactions. Therefore, use of cephalosporins in
patients with penicillin allergies should be monitored closely.
If the patient has had a severe, immediate reaction to any of
the cillin-type medications, it is necessary to use extreme
caution prescribing cephalosporins; alternative antibiotics
should be strongly considered.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:1427a€“1428.

@Because of their similarity to penicillin, there is a 2%3a€“3%
cross-reactivity in those patients taking cephalosporins who
are allergic to penicillin.

118. During which of the following stages of sleep does
most dreaming occur?

A) Stage 1 nona€“rapid eye movement (REM) sleep

B) Stage 2 non-REM sleep

C) Stage 3 non-REM sleep

D) Stage 4 non-REM sleep

E) REM sleep

Answer and Discussion

The answer is E. There are two distinct states of sleep: REM
sleep and non-REM sleep, which make up 75% to 80% of
sleep. Based on electroencephalographic (EEG) patterns,
non-REM sleep can be classified into stages 1, 2, 3, and 4.
Necessary for survival, sleep is a cyclical phenomenon. There



are four to five REM periods nightly that always follow non-
REM sleep and end each cycle. REM sleep, which accounts for
25% (or 1.5 to 2 hours) of the night's sleep, is the period of
sleep in which most dreaming occurs. The first period of REM
sleep occurs approximately 1.5 to 2 hours after sleep has
occurred and lasts approximately 10 minutes. A night's sleep
cycles through the different stages and reenters REM stage
three or four times for longer periods (15 to 45 minutes),
usually in the last several hours of sleep. Non-REM sleep is
characterized by slow waves on EEG, with stage 4 being the
deepest stage of sleep. REM sleep is characterized by low-
voltage, fast activity on EEG. Most night terrors, sleep
walking, and sleep talking occur during stage 4 sleep. In
REM, sleep muscle tone is decreased, but depth of respiration
is increased. As patients become older, the length of REM
sleep remains the same; however, there are significant
decreases in stages 3 and 4 sleep and an increase in wakeful
periods during the night. In addition, it takes elderly patients
a longer period to fall asleep. Wakefulness is characterized
by alpha wave activity on EEG.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill;  2005:1534€“154.

119. Treatment for uncomplicated infectious mononucleosis
should be

A) intravenous antiviral medication

B) oral antiviral therapy (acyclovir or ganciclovir)
C) oral steroids

D) empiric antibiotic treatment

E) symptomatic treatment only



Answer and Discussion

The answer is E. Infectious mononucleosis is caused by the
double-stranded EBV, a member of the Herpesviridae family.
The incidence is highest in young adults 15 to 35 years of
age. Asymptomatic infections are common, and most adults
are seropositive to the EBV. Symptoms include fever,
headache, generalized fatigue, and malaise. Signs include
lymphadenopathy (especially the posterior cervical chain),
splenomegaly, hepatomegaly, jaundice, periorbital edema,
exudative pharyngitis, palatine petechiae, and rash.
Laboratory findings show a lymphocytosis with 20% or more
atypical lymphocytes (Downey lymphocytes), a positive
heterophile agglutination (Monospot) test after the second
week of illness, and a heterophile titer greater than 1:56.
Liver
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function tests are usually elevated. Other Ilaboratory findings
may include granulocytopenia, thrombocytopenia, and
hemolytic anemia in complicated cases. No specific treatment
iIs recommended for mild cases, and symptoms usually
improve in 2 to 4 weeks. In severe cases in which the
pharyngitis threatens to obstruct the patient's airway, a 5-
day course of steroids may be beneficial. Specific antiviral
therapies (acyclovir or ganciclovir) do not appear to be
clinically beneficial. Treatment with amoxicillin or ampicillin
may lead to a severe maculopapular rash and should be
avoided. If the patient has evidence of splenomegaly, contact
sports should be avoided until the splenomegaly has
resolved. Mononucleosis-type infections may occur more than
once but are generally caused by sequential infections with
different pathogens rather than by reactivated EBV
infections. EBV infections can become reactivated when



patients are immunosuppressed (during corticosteroid or

cyclosporine therapy) or develop immune deficiencies (e.g.,
HIV).

Ebell MH. Epstein Barr virus infectious mononucleosis. Am
Fam Physician. 2004;70:1279a€“87, 1289a€“1290.

120. A 65-year-old man presents with increasing shortness
of breath over the previous 5 years. Further history reveals
that the patient worked for many years in a factory that
produced fluorescent lights. On examination, the patient has
granulomas affecting the skin and conjunctiva. A chest
radiograph shows evidence of parenchymal infiltrates and
intra-alveolar edema with mediastinal lymphadenopathy.
The most likely diagnosis is

A) coccidioidomycosis
B) berylliosis

C) tuberculosis

D) sarcoidosis

E) asbestosis

Answer and Discussion

The answer is B. Chronic inhalation of beryllium compounds
and their products can result in a disease characterized by
granulomas that affect primarily the lungs but also the skin
and conjunctivae. Beryllium is found in electronics and
chemical plants, aerospace factories, beryllium-mining sites,
and industries in which fluorescent lights are manufactured.
Changes that occur in the lungs include diffuse parenchymal
inflammatory infiltrates with the development of intra-
alveolar edema. The hallmark finding is a granulomatous



reaction involving the hilar lymph nodes and pulmonary
parenchyma, which is indistinguishable from sarcoidosis.
Symptoms of the disease include dyspnea with shortness of
breath, cough, and weight loss. Chest radiographs usually
show diffuse alveolar consolidation with hilar
lymphadenopathy. The prognosis of the disease is variable
and ranges from mild pulmonary symptoms to extreme
respiratory compromise and even death. Chronic exposure
tends to cause a progressive decrease in pulmonary function
with the development of right heart failure and cor
pulmonale. Treatment is usually supportive. Steroids have
been used with little benefit in chronic cases but may be used
for acute berylliosis. Those exposed to beryllium dust should
be counseled to protect themselves with masks and should
take measures to avoid exposure. A pulmonary function test
may be helpful in determining the extent of damage and the
progression of disease.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:472a€“473.

121. Which of the following drugs is associated with drug-
induced Ilupus erythematosus (LE)?

A) Hydralazine
B) Azithromycin
C) Metoprolol

D) Digoxin

E) Penicillin

Answer and Discussion



The answer is A. Drug-induced LE is associated with the use
of procainamide (most common), hydralazine, INH,
penicillamine, sulfonamides, quinidine, thiouracil,
methyldopa, and cephalosporins. All patients with drug-
induced LE have positive reactions to ANA testing; however,
they usually do not have positive reactions to antibodies to
double-stranded DNA. Other laboratory findings supporting
drug-induced Ilupus include anemia, leukopenia,
thrombocytopenia, positive rheumatoid factor, positive
cryoglobulins, positive lupus anticoagulants, false-positive
Venereal Disease Research Laboratory (VDRL) test results,
and positive results on a direct Coombs' test. Signs and
symptoms include polyarthralgias, fever, butterfly rash
affecting the facial area, alopecia, photosensitivity, pleurisy,
proteinuria, and glomerulonephritis. In most cases, the
symptoms disappear when the medication is discontinued.
Steroids may be necessary for severe cases.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill;  2005:1960.

122. Which of the following medications is used for the
treatment of pseudomembranous colitis?

A) Metronidazole
B) Amphotericin B
C) Ketoconazole
D) Acyclovir

E) Intravenous vancomycin

Answer and Discussion



The answer is A. Overgrowth of Clostridium  difficile in the
intestine gives rise to a condition known as
pseudomembranous colitis. The condition results from the
use of antibiotics (especially clindamycin, ampicillin, and
cephalosporins) usually 2 days to 6 weeks after
administration. In some cases, it may occur without recent
antibiotic use. Symptoms include watery diarrhea, abdominal
cramps, tenesmus, low-grade fever, and, in some cases,
hematochezia. Physical findings may include a tender,
distended abdomen with hyperactive bowel sounds. C.
difficile may be present in as much as 3% to 8% of healthy
asymptomatic carriers. Diagnosis is made by the detection of
C. difficile toxin in the stool and sigmoidoscopy or
colonoscopy findings consisting of yellowish-white plaques of
exudate with alternating areas of normal bowel mucosa. If
the exudate is removed, bleeding often occurs from the
affected mucosa. Not all affected patients have the
identifiable lesions. Treatment involves the use of
metronidazole. For infections unresponsive to metronidazole,
oral vancomycin can be used. Mild cases can be treated with
cholestyramine  resin. Saccharomyces boullardii yeast may
also be helpful in treatment. Complications include
dehydration with electrolyte imbalances, intestinal
perforation, toxic megacolon, and, in severe cases, death.
Relapses may occur in up to 20% of cases.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:1500.
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123. Which of the following is a distinguishing feature
between drug-induced and idiopathic systemic lupus
erythematosis (SLE)?



A) In drug-induced lupus, there is an absence of antibodies
to double-stranded DNA.

B) In drug-induced lupus, there are increased levels of
complement.

C) In idiopathic SLE, a butterfly facial rash is seen.

D) Renal and central nervous system (CNS) involvement are
common with drug-induced SLE.

E) There are no differences seen between the two conditions.

Answer and Discussion

The answer is A. Several drugs are known to cause a lupus-
like syndrome; two of the most common are procainamide
and hydralazine. Approximately 50% of patients receiving
procainamide are ANA positive, and approximately 50% of
those develop lupus-like symptoms. Most patients with drug-
induced SLE do not have antibodies to double-stranded DNA,
and they rarely have depressed levels of complement, which
can distinguish drug-induced SLE from idiopathic SLE. Other
laboratory abnormalities seen with drug-induced SLE include
anemia, thrombocytopenia, and leukopenia. Additional
findings include a positive rheumatoid factor, false-positive
VDRL result, and positive direct Coombs' test. In most cases,
the symptoms resolve once the medication is discontinued;
however, steroid administration may be needed in severe
cases. Most symptoms are completely resolved in 6 months,
but ANA test results may remain positive for years. Most
affected patients complain of arthralgias, myalgias, fever,
and pleuritic chest pain. Renal and CNS involvement are rare
with drug-induced SLE. Other medications associated with
drug-induced Ilupus include chlorpromazine, methyldopa, and
INH.



Klippel JH, ed. Primer on the rheumatic diseases, 11th ed.
Atlanta: Arthritis Foundation; 1997:2558€“256.

124. The drug of choice to treat methicillin-resistant S.
aureus is

A) penicillin

B) dicloxacillin
C) cefuroxime
D) vancomycin

E) metronidazole

Answer and Discussion

The answer is D. Methicillin-resistant S. aureus infection is
becoming more common in hospitals and nursing homes.
Increasingly, S. aureus infections are resistant to methicillin
treatment. Burn victims, intravenous drug abusers with
endocarditis, and elderly immunocompromised patients in
institutionalized nursing homes are the most frequently
affected groups. The most common reservoir is the nasal
mucosa and oropharynx. Isolates are usually resistant to all
the -cillin-type antibiotics and the cephalosporins.
Intravenous vancomycin is the drug of choice for severe
infections until results of susceptibility testing are known.
Other medications used include
trimethoprima€“sulfamethoxazole (TMP-SMX), linezolid,
doxycycline, and clindamycin. Duration of therapy is based on
the patient's response but is usually 2 to 4 weeks.
Colonization occurs in approximately 50% of treated patients.
Asymptomatic colonization with methicillin-resistant S.
aureus does not require systemic treatment; however,
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patients affected should be isolated.

Mouton CP, Bazalda OV, Pierce B, et al. Common infections in
older adults. Am Fam Physician. 2001;63:257a4€“268.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:1539.

Ramsay Hunt syndrome is associated with

A) herpes zoster infection affecting the geniculate ganglion of
the facial nerve

B) spinothalamic disruption leading to loss of motor function
in the lower extremities

C) spontaneous progressive demyelination of motor neurons

D) autoimmune destruction of norepinephrine receptors in
the thalamus

Answer and Discussion

The answer is A. Ramsay Hunt syndrome is a disorder
caused by the herpes zoster virus that affects the geniculate
ganglion of the facial nerve. The syndrome can give rise to
ipsilateral facial nerve palsy and can be distinguished from
Bell's palsy by the development of vesicular herpetic lesions
that affect the pharynx, external auditory canal, and,
occasionally, the eighth cranial nerve. Patients report painful
lesions and lose their sense of taste associated with the
anterior two-thirds of the tongue.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:195, 1043, 2436.



@Ramsay Hunt syndrome is a disorder caused by the herpes
zoster virus that affects the geniculate ganglion of the facial
nerve.

126. A 10-year-old jumped off the high dive at a local
swimming pool and presents to your office complaining of
severe right-sided ear pain after landing on that side when
he hit the water. You have seen him for this problem for the
last 12 weeks, but a small perforation remains in the
tympanic membrane. There is no sign of infection.
Appropriate treatment at this point consists of

A) continued observation

B) an audiogram to document hearing

C) steroid otic drops

D) antibiotic ear drops and no water exposure

E) referral to an ear-nose-throat specialist

Answer and Discussion

The answer is E. Rupture of the tympanic membrane can be
caused by placing objects (e.g., cotton swabs, twigs, pencils)
in the ear canal, excessive positive pressure applied to the
ear (e.g., explosions, loud noises), swimming, diving, or
excessive negative pressure (e.g., kiss over the ear); it can
be iatrogenically produced by a ventilating tube. Symptoms
of traumatic rupture include a sudden severe pain followed
by, in some cases, bleeding from the ear. Hearing loss and
tinnitus are also usually present. Vertigo suggests damage to
the inner ear. Treatment involves gentle removal of debris
and blood from the otic canal and earplugs to provide
protection when bathing or shampooing. Antibiotic eardrops



are indicated only if there has been contamination by water
or debris. Oral antibiotics can be used prophylactically to
prevent infection but are generally unnecessary. Pain
medication may be necessary for the first few days.
Persistent perforation for more than 10 to 12 weeks is an
indication for otolaryngology referral. An audiogram
P.40
should be performed after treatment to document the return
of hearing.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:802.

127. A 50-year-old woman presents to your office
complaining of nausea, diarrhea, muscle pains, urticaria,
and generalized fatigue. Laboratory results show an
eosinophilia. Further history reveals she has been eating
summer sausage. The most likely diagnosis is

A) Salmonella infection
B) Giardia infection

C) trichinosis

D) pinworm infection

E) tularemia

Answer and Discussion

The answer is C. Trichinosis is a parasitic infection caused
by the roundworm T. spiralis. The parasite's larvae are
sometimes found in pork and occasionally in beef. The
condition results from ingestion of inadequately cooked pork,
wild boar, or bear products. The infection occurs worldwide



but is relatively rare in the United States. Outbreaks have
been linked to the consumption of inadequately prepared
summer sausage. The life span of the parasite includes a
larval phase that is found in inadequately cooked food. The
larvae mature once in the host and mate. The females then
burrow into the intestines and begin producing thousands of
larvae daily. The larvae are carried to the lymphatics and by
the bloodstream to multiple organs and tissues. Only the
larvae that reach skeletal muscle survive. In the muscle they
grow, coil up, and become encysted. Eventually they may
calcify. Symptoms may be absent or mild and include nausea,
diarrhea, abdominal discomfort, fever, eye pain, periorbital
edema, muscle soreness and pain, urticaria, subungual
hemorrhages, weakness, and generalized fatigue. Eye pain
and photophobia usually precede myalgias. Laboratory results
show eosinophilia, and a muscle biopsy may show the larvae
or cysts. Creatine phosphokinase and lactate dehydrogenase
are elevated in 50% of patients and correlate with abnormal
EMGs. An enzyme-linked immunosorbent assay (ELISA) and
bentonite flocculation test are highly sensitive and specific
for the detection of trichinosis after 2 to 3 weeks. The
parasite is rarely found in stool, blood, or CSF. Treatment
involves symptomatic measures to control muscle discomfort.
In most cases the infection is self-limited, often requiring
only symptomatic and supportive treatment. Corticosteroids
may be used in severe cases with myocardial involvement.
Thiabendazole or mebendazole eliminate the adult worms
from the GI tract but they have no effect on encysted larvae.
In most cases, the prognosis is good. Those with myocardial
involvement are at greater risk for complications.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:15548€“1555.



128. A 62-year-old woman presents to your office
complaining of unilateral headache, temporal area
tenderness, and visual disturbances. Laboratory tests show
mild anemia and a sedimentation rate of 110 mm/hour. The
most appropriate management includes

A) CT scan of the head

B) initiation of high-dose steroids
C) referral to an ophthalmologist
D) MRI of the head

E) initiation of NSAIDs

Answer and Discussion

The answer is B. Polymyalgia rheumatica is a generalized
inflammatory disorder that tends to affect middle-age and
elderly patients (usually older than 50 years). Onset of
symptoms is usually rapid and includes fever, generalized
fatigue, weight loss, and pain and stiffness associated with
the shoulder girdle that may extend to involve other areas,
including the pelvis. Laboratory tests invariably show signs of
anemia and an elevated sedimentation rate usually exceeding
100 mm/hour (especially with temporal arteritis). Creatine
phosphokinase levels are normal, ruling out muscle
destruction. One-fourth to one-half of patients with
polymyalgia rheumatica have temporal arteritis.

In many cases, temporal arteritis coexists with but usually
develops after the onset of polymyalgia rheumatica.
Symptoms of temporal arteritis (giant-cell arteritis) include
unilateral headache, temporal area tenderness, visual
disturbances, and jaw claudication. Women are more
commonly affected than men. Whenever temporal arteritis is



suspected, corticosteroids (60 mg/day of prednisone) should
immediately be prescribed to prevent blindness, which is
secondary to inflammation and occlusion of the ophthalmic
arteries. Corticosteroids are also used to treat polymyalgia
rheumatica, but in smaller doses (10 to 20 mg/day of
prednisone) than that required for temporal arteritis. The
diagnosis of polymyalgia rheumatica is usually based on
clinical findings supported by the Ilaboratory test; however,
temporal arteritis is usually confirmed with a temporal artery
biopsy. Treatment usually requires months of a slow, gradual
taper of steroids while following the sedimentation rate. In
some cases, medication may be needed for extended periods
(up to 1 year); relapses requiring extended courses are not
unusual.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:668.

129. Which of the following has been shown in multiple
cohort studies to reduce the risk of colon cancer?

A) Folic acid

B) B complex vitamin
C) Aspirin

D) Vitamin C

E) Vitamin E

Answer and Discussion

The answer is C. Daily intake of aspirin has been
demonstrated to decrease the risk of colorectal cancer in
multiple cohort and case-control studies, although the benefit
varies slightly among the studies. Considering the potential



toxicity of aspirin, further information about which subgroups
would benefit most from its regular use would be helpful.

Benamouzig R, Deyra J, Martin A. Daily soluble aspirin and
prevention of colorectal adenoma recurrence: one-year
results of the APACC trial. Gastroenterology.
2003;125:3284€“336.

130. Which of the following may prevent the development of
Alzheimer's disease?

A) lbuprofen

B) Folic acid

C) T12a€’carotene

D) Aluminum exposure

E) Iron

Answer and Discussion

The answer is A. Observational studies suggest that the use
of NSAIDs may prevent the development of Alzheimer's
disease, but it is not clear if the benefit is a class effect or
limited to specific agents. The role of aspirin has yet to be
determined. There appears to be a consistent reduction in
risk of Alzheimer's disease in patients who use NSAIDs, with
greater benefit related to longer duration of use. Although
aspirin also may have a protective effect, the evidence for
this agent is not as evident as that for NSAIDs.

Etminan M, Gill S, Samii A. Effect of non-steroidal anti-
inflammatory drugs on risk of Alzheimer's disease:
systematic review and meta-analysis of observational
studies. BMJ. 2003;327:1284€“131.



131. Which of the following statements about Charcot-
Marie-Tooth syndrome is true?

A) Decreased pain, temperature, and vibratory sense are
usually seen.

B) Symptoms include the development of a foot drop.
C) Symptoms are commonly noted at birth.
D) Hypertrophy of the distal leg muscles is common.

E) Hyperactive reflexes are noted.

Answer and Discussion

The answer is B. Charcot-Marie-Tooth syndrome (or
peroneal muscular atrophy) is an inherited disorder, usually
autosomal dominant, affecting the peripheral nervous
system. Manifestations include weakness and atrophy of the
peroneal and distal leg muscles. The condition affects motor
and sensory nerves. Other features include impaired
sensation and absent or hypoactive deep tendon reflexes.
There are two types:

Type 1: Usually occurs in middle childhood. Features
include the development of a foot drop; decrease in pain,
temperature, and vibratory sense; slow nerve conduction
velocities; and loss of reflexes.

Type 2: Usually occurs later in life and is slower in its
clinical course than type 1. Nerve conduction velocities
are usually normal. Patients with Charcot-Marie-Tooth
syndrome typically present with abnormal high-stepped
gait with frequent tripping or falling. Despite involvement
with sensory nerves, complaints of limb pain and sensory
disturbance are unusual. Treatment consists of braces to
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help prevent the associated foot drop. Surgery is
reserved for those with severe foot deformities.
Chemotherapeutic agents known to affect peripheral
nerves should be used with great caution. Vincristine use
should be avoided.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:2510.

Indications for pacemaker placement include which of
following?

A) Asymptomatic bradyarrhythmias
B) Mobitz Il AV block

C) Atrial fibrillation

D) Atrial flutter

E) Mobitz I AV block

Answer and Discussion

The answer is B. The use of a permanent pacemaker is
indicated if the patient suffers from symptomatic
bradyarrhythmias, asymptomatic Mobitz 1l AV block, and
complete heart block. First-degree AV block, thought to be a
relatively benign arrhythmia, can be associated with severe
symptoms that may benefit from permanent pacing.
Specifically, some uncontrolled trials have shown a benefit
from pacing in patients with a PR interval longer than 0.3
seconds. Type | second-degree AV block does not usually
require permanent pacing, because progression to a higher
degree AV block is not common. Permanent pacing is known



to improve survival in patients with complete heart block,
especially if they have had syncope. Single and dual chamber
pacemakers are available and can be used depending on the
patient's diagnosis. Typically, pacemakers are monitored on a
regular basis by the patient's cardiologist with telephonic
monitoring.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:13368€“1356.

133. Which of the following statements about zidovudine
(AZT) is true?

A) AZT is a macrolide antibiotic.
B) AZT inhibits cell wall synthesis.

C) AZT administration requires monitoring of complete blood
cell counts (CBCs).

D) AZT is classified as an antifungal medication.

E) AZT does not prevent opportunistic infections in acquired
immunodeficiency syndrome (AIDS) patients.

Answer and Discussion

The answer is C. AZT (Zidovudine) was the first drug
approved for the treatment of HIV and AIDS. Also known as
Retrovir, AZT is a thymidine analog that inhibits reverse
transcriptase, an enzyme necessary for retroviral DNA
synthesis, as well as viral replication. Side effects of the
medication include suppression of blood elements, including
erythrocytes, leukocytes (particularly granulocytes), and
platelets. Because of this, frequent CBCs are necessary for
monitoring; alterations in the dosage of the drug or its



discontinuation may be necessary. The drug dramatically
reduces perinatal transmission from HIV-infected mothers to
their newborn. Combination therapy with other antiviral
medications is superior to treatment with AZT alone for HIV
individuals. Other side effects of the medication include
headache, restlessness, malaise, dizziness, paresthesias,
nausea, vomiting, and anorexia. Other drugs metabolized by
the liver, including acetaminophen and TMP-SMX, may
increase the risk of AZT toxicity.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:1124.

134. Which of the following medications is acceptable
treatment for Ileishmaniasis?

A) Penicillin G

B) Tetracycline

C) Sodium antimony gluconate
D) Metronidazole

E) Acyclovir

Answer and Discussion

The answer is C. Leishmaniasis is a disease seen
predominantly in Third-World countries and is transmitted by
the bite of the sandfly. There are four types of this disease:

. Visceral leishmaniasis (also known as kala-azar or
Leishmania donovani) symptoms include cutaneous
lesions, fever,
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diarrhea, cough, Ilymphadenopathy, pancytopenia,
cirrhosis, splenomegaly, superinfections,
hyperpigmentation, and GI bleeding.

. Old-World cutaneous leishmaniasis (Leishmania tropica,
Leishmania major, and Leishmania aethiopica) is usually
associated with a papule that develops into a necrotic
lesion, followed by a hypopigmented scar on the face or
legs.

. New-World cutaneous leishmaniasis (Leishmania
braziliensis or Leishmania mexicana) is associated with
nodular or ulcerating lesions on the hands, face, or ears
that usually resolve. Lesions associated with L.
braziliensis may resolve or cause metastatic ulcers in the
nasopharyngeal area months to years later.

. Massive cutaneous leishmaniasis is associated with
massive cutaneous lesions without involvement of the
visceral organs.

Diagnosis of the condition is accomplished with biopsy of skin
lesions. A leishmanin skin test can be used for diagnosis but
is not widely available. Treatment is accomplished with the
administration of sodium antimony gluconate, amphotericin
B, or pentamidine. Itraconazole may become the drug of
choice. Interferon (gamma) is used for refractive cases.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:477.

135. A 36-year-old construction worker is brought to the
emergency room. He has been working in the sun all day
and, on arrival, he exhibits hyperventilation, profuse
sweating, subnormal body temperature, and hypotension.
The most likely diagnosis is



A) heat stroke

B) hypothermia
C) heat exhaustion
D) thyroid storm

E) organophosphate poisoning

Answer and Discussion

The answer is C. Heat stroke is a medical emergency.
Symptoms include headache, vertigo, fatigue, and increased
body temperature (>40A°C). Sweating is usually absent. The
skin is hot and dry. Patients may exhibit bizarre and confused
behavior, hallucinations, loss of consciousness, and seizures.
Other manifestations include tachycardia and tachypnea;
blood pressure is usually preserved. If circulatory collapse
occurs, patients may suffer brain damage and even death.
Patients should immediately be treated with cool water or
wet dressings. Careful monitoring of body core temperature
should be instituted to avoid conversion of hyperpyrexia to
hypothermia. Once hospitalized, fluid replacement and
further temperature management can be instituted.
Complications include renal failure, cardiac failure, and the
development of disseminated intravascular coagulopathy.

Heat exhaustion is different in that individuals affected
usually exhibit hyperventilation, profuse sweating with
substantial bodily fluid loss, and low blood pressure. Body
temperature is usually normal and when elevated does not
exceed 40A°C. Mental status is usually normal, unlike in heat
stroke. Treatment for heat exhaustion is similar to heat
stroke and consists mainly of fluid resuscitation.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and



therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:2608a€“2609.

@Heat exhaustion is different from heat stroke in that
individuals affected usually exhibit hyperventilation, profuse
sweating with substantial bodily fluid loss, and low blood pressure.
Body temperature is usually normal and when elevated does not
exceed 40A°C. Mental status is usually normal, unlike in heat
stroke.

136. Which of the following statements about diabetic
retinopathy is true?

A) Proliferative retinopathy is associated with a poorer
prognosis than nonproliferative retinopathy.

B) Nonproliferative retinopathy is associated with
neovascularization.

C) Symptoms of retinopathy usually begin with eye pain.
D) Diabetics should have eye examinations every 3 years.

E) Unfortunately, there is no treatment for diabetic
retinopathy.

Answer and Discussion

The answer is A. Diabetic retinopathy is the leading cause
of blindness in middle-age Americans. The degree of
retinopathy is highly correlated with the duration of the
diabetes. The disease process is divided into the following:

. Nonproliferative retinopathy: characterized by dilated
retinal veins, retinal hemorrhages, microaneurysms,
retinal edema, and soft exudates (cotton-wool spots).



Hard exudates are usually yellow in appearance and
caused by chronic edema. Visual symptoms generally do
not occur in the early stages of nonproliferative
retinopathy.

. Proliferative retinopathy: associated with
neovascularization and proliferation of blood vessels into
the vitreous with resulting fibrosis and retinal
detachment and hemorrhage.

Symptoms of diabetic retinopathy usually begin with a
decrease in visual acuity. Diagnosis can be made with
ophthalmologic examination and fluorescein angiography.
Treatment involves panretinal laser coagulation and
vitrectomy, as well as active management to control the
diabetes and, if present, hypertension. The prognosis of
proliferative retinopathy is worse than that of
nonproliferative retinopathy. Diabetics should be encouraged
to have yearly eye examinations.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:918&€“9109.

137. Which of the following findings characterize(s) aortic
stenosis?

A) Lack of pressure gradient across the aortic valve
B) Angina, dyspnea, and syncope

C) Diastolic murmur that radiates to the axilla

D) Palpitations

E) Crescendo murmur with mid-systolic click



Answer and Discussion

The answer is B. Aortic stenosis occurs when there is
obstruction in the blood flow through the aortic valve.
Typically, there is a pressure gradient =10 mm Hg across the
obstruction. The causes for aortic stenosis include previous
rheumatic fever with associated damage to the valves,
excessive calcification of the valves leading to
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narrowing, or congenital causes (e.g., bifid aortic valve). Men
are more commonly affected than women. Cardiac output is
usually maintained until the stenosis is severe. Once the
condition becomes severe, symptoms may include the classic
triad (i.e., angina, dyspnea, and syncope), especially with
physical exertion. The classic symptoms of angina, exertional
syncope, and dyspnea generally follow an extended Ilatent
period during which the patient is asymptomatic. The survival
of patients with aortic stenosis is nearly normal until the
onset of symptoms when survival rates decrease sharply.
After the onset of symptoms, average survival is typically 5
years or less. Although the rate of progression of aortic
stenosis is variable and difficult to predict, approximately
75% of patients with aortic stenosis die within 3 years after
the onset of symptoms if the aortic valve is not replaced.
Some patients with severe aortic stenosis remain
asymptomatic, whereas others with moderate stenosis have
symptoms attributable to the condition. The normal aortic
valve area averages 2.5 cm?, and there should normally be
no gradient. A valve area of <0.8 cm? or a gradient of >50
mm Hg represents critical stenosis capable of causing
symptoms or death. Severe cases can result in sudden death.
Physical findings include a harsh systolic ejection murmur
found at the left sternal border that radiates to the carotids,
a palpable left ventricular heave, and delayed carotid pulse
upstroke. Some patients may present with findings of CHF.



Diagnosis is usually made with echocardiogram or cardiac
catheterization. Severe cases should be referred for possible
valve replacement. Those patients with severe aortic stenosis
should avoid strenuous activity.

Shipton B, Wahba H. Valvular heart disease: review and
update. Am Fam Physician. 2001;63:22014€%2208.

138. Which of the following signs and symptoms are
associated with SjAfgren's syndrome?

A) Hepatomegaly, chronic rhinitis, and palmar erythema

B) Keratoconjunctivitis, parotid gland enlargement, and
xerostomia

C) Confusion, tremors, and peripheral neuropathies

D) Polycythemia, leukocytosis, and negative rheumatoid
factor

E) Hyperextensibility of joints, iriditis, and glossitis

Answer and Discussion

The answer is B. SjAfgren's syndrome is a rare chronic
inflammatory disorder that leads to dry mouth, dry eyes
(keratoconjunctivitis sicca), dryness of other mucous
membranes, and joint pain. Women are more commonly
affected. The disease is often found in conjunction with
autoimmune disorders such as scleroderma, rheumatoid
arthritis, and lupus. The cause is unknown, but there has
been a genetic link with the HLA-DR3 focus. Signs include
keratoconjunctivitis, parotid gland enlargement, xerostomia,
and loss of taste and smell. Other complications include
alopecia, increased risk of pulmonary infections, pancreatitis,
pericarditis, sensory neuropathies, interstitial nephritis, and



renal tubular acidosis. Laboratory findings include positive
rheumatoid factor (seen in 70% of affected patients),
elevated ESR (70% of affected patients), anemia (33% of
affected patients), and leukopenia and eosinophilia (25% of
affected patients). Diagnosis is accomplished with the
Schirmer test, which measures the quantity of tears secreted
in 5 minutes in response to irritation from a filter paper strip
placed under each lower eyelid. Many patients affected with
SjAfgren's are at increased risk for lymphoma and
WaldenstrAfm's macroglobulinemia. Treatment is aimed at
control of symptoms. In some cases, steroids and
immunosuppressants may be used.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:264a€“266.

139. Which of the following is the most appropriate
medication for the treatment of hypertension in a diabetic
patient?

A) T2-Blocker

B) ACE inhibitor

C) Diuretic

D) Calcium-channel Dblocker

E) T=-Blocker

Answer and Discussion

The answer is B. ACE inhibitors (e.g., captopril, enalapril,
lisinopril, ramipril) function as afterload reducers by

inhibiting the renin-angiotensin-aldosterone system. They
have been shown to reduce mortality rates in patients with



CHF. They are also widely used as a first-choice drug in the
management of hypertension because of their favorable side
effect profile. The mechanism of action involves the blockage
of angiotensin | to angiotensin Il, resulting in a decrease in
aldosterone production, which leads to increased sodium and
water excretion. Hemodynamic effects include decreased
peripheral resistance, increased renal blood flow, and
minimal effects on cardiac output and glomerular filtration
rate. Adverse effects include headaches, nausea, dizziness,
skin rashes, nonproductive irritative cough (10% to 20% of
patients), acute renal failure in patients with renal artery
stenosis, and angioneurotic edema. ACE inhibitors are
generally not associated with depression, sedation, fatigue,
or impotence. They can be useful in preserving renal function
in patients with diabetes. Those patients with preexisting
renal insufficiency or renal artery stenosis require close
monitoring of renal function when ACE inhibitors are
administered. Patients with CHF, diabetes, peripheral
vascular disease, history of recent MI, hyperlipidemia, and
renal insufficiency are good candidates for ACE inhibitors.

Kermani M, Dua A, Gradman AH. Underutilization and clinical
benefits of angiotensin-converting enzyme inhibitors in
patients with asymptomatic left ventricular dysfunction. Am J
Cardiol. 2000;86:6448€“648.

Rakel RE, Bope ET. Conn's Current Therapy 2005.
Philadelphia: Elsevier/Saunders; 2005:889, 36&€“37,
3334€“334, 833.

140. Which of the following factors is an absolute
contraindication for the use of thrombolytics in the
treatment of myocardial infarction?

A) Altered mental status

B) More than 4 hours has elapsed since the onset of the



chest pain
C) Current menstruation
D) The patient has renal insufficiency

E) The patient has a history of diabetic retinopathy

Answer and Discussion

The answer is A. Every patient with an evolving myocardial
infarction should be evaluated for thrombolytic therapy.
Thrombolytic therapy reduces in-hospital and 1-year
mortality by 25%. The criteria for an evolving myocardial
infarction include the following:

Thirty minutes of cardiogenic chest pain.

At least 1 mm of ST elevation in at least two adjacent
limbs or at least 2 mm elevation of precordial chest leads
noted on ECG tracings.
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New left bundle branch block.

Patients with complete bundle branch block and
cardiogenic chest pain may also benefit from
thrombolytics.

Patients with only ST segment depression do not benefit from
thrombolytics, nor do patients with normal ECGs.

Medications such as tissue-type plasminogen activator (tPA),
also known as alteplase, tenecteplase (TNK) and reteplase
(rPA), and streptokinase, which are fibrin-specific agents,
should be administered as soon as possible up to 12 hours
after the onset of chest pain. Those who receive medication



within the first 6 hours have the best outcome. Absolute
contraindications to thrombolytics include recent surgery
(within 4 weeks) or biopsy of a noncompressible site within 2
weeks, any history of hemorrhagic stroke, unclear mental
status, the possibility of aortic dissection, active bleeding,
pericarditis, prolonged (more than 10 minutes) of
cardiopulmonary resuscitation, and antibodies to
streptokinase or its use within the previous 12 months (in
which case tissue-type plasminogen activator should be
given). Relative contraindications include history of Gl or GU
hemorrhage within the past 6 months; trauma; history of
cardiopulmonary resuscitation within the previous month;
uncontrolled hypertension (systolic BP =180 mm Hg and
diastolic BP >110 mm Hg); intracranial or systemic
neoplasm; prior (nonhemorrhagic) stroke; pregnancy; or
liver dysfunction. Minor hemorrhage, menstruation, and
diabetic retinopathy are not contraindications to fibrinolytic
therapy.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:14534€“1454.

141. Which of the following tests is considered routine
(recommended) in the initial evaluation of a patient with
hypertension?

A) Chest x-ray

B) TSH

C) Uric acid level

D) 24-hour urine protein

E) ECG



Answer and Discussion

The answer is E. The initial evaluation of a patient with
hypertension should include a thorough history and a number
of tests, including the following:

Routine tests

. CBC

. Chemistry panel, including fasting, glucose, potassium,
creatinine, and BUN

. Cholesterol panel (total cholesterol and HDL [LDL]
cholesterol)

. 12-lead ECG

. Urinalysis

Optional tests

. Creatinine  clearance

. 24-hour urinary protein
. Uric acid

. Glycosylated Hb

. TSH

. Limited echocardiography
. Chest x-ray

Hypertension exists when the diastolic blood pressure is
consistently measured =90 mm Hg and a systolic blood
pressure remains >140 mm Hg. Initial management should
consist of sodium restriction, limitation of alcohol
consumption, and a regular exercise program. Overweight
patients should be counseled to lose weight. Other tests to



assess kidney function, cardiac performance, or endocrine
abnormalities (e.g., pheochromocytoma) are usually
unnecessary. JNC 7 strongly recommends that physicians
intervene with lifestyle modifications that can prevent or
delay the onset of hypertension in patients. That
recommendation takes on special importance in the definition
of the new class of a€ceprehypertension,a€= those patients
who have systolic pressures between 120 and 139 mm Hg or
diastolic pressures between 80 and 89 mm Hg, who are at
increased risk of bad outcomes and high risk for development
of diagnosed hypertension. Furthermore, JNC 7 emphasizes
that proper lifestyle intervention in hypertension should
serve as the equivalent of one drug in a multidrug regimen.

Seventh Report of the Joint National Committee on
Prevention, Detection, Evaluation and Treatment of High
Blood Pressure (JNC 7) Express. National Heart, Lung, and
Blood Institute. Bethesda, Md. 2003. JAMA.
2003;289:2560a€“2571.

142. A 62-year-old business executive with a history of
migraines is noted to have hypertension; otherwise, he is
healthy. Which of the following is the best medication for
the treatment of his hypertension?

A) T2-Blocker

B) Angiotensin-receptor blocker
C) T=x-Blocker

D) ACE inhibitor

E) Thiazide diuretic

Answer and Discussion



The answer is A. 12-Blockers are used as first-line therapy
for the treatment of uncomplicated hypertension. These
agents decrease the heart rate and cardiac output. 121-
Adrenergic receptors are located in the cardiac muscle,
whereas T122-adrenergic receptors are located in the bronchial
musculature. Adverse effects include exacerbation of
bronchoconstriction in asthmatics because of 122-receptor
blockade, bradycardia, left ventricular failure, nasal
congestion, nightmares, Raynaud's phenomenon, fatigue,
depression, cold extremities, and impotence. 12-Blockers are
also associated with elevated triglycerides and decreased
HDL cholesterol; however, there is not enough effect on
lipids to discourage their use in select cases. These agents
are contraindicated in patients with poorly controlled
diabetes, second- or third-degree heart block, or moderate to
severe asthma; however, these agents have been shown to
improve survival after myocardial infarction and in select
patients with CHF. These agents have also been used for the
treatment of &€cestage frighta€= and as migraine
prophylaxis. 12-Blockers should not be discontinued abruptly
because of the risk of rebound hypertension.

Ko DT, Hebert PR, Coffey CS. Adverse effects of 12-blocker
therapy for patients with heart failure. A quantitative
overview of randomized trials. Arch Intern Med.
2004;164:13894a8€“1394.

Weir MR, Moser M. Diuretics and 12-blockers: is there a risk
for dyslipidemia? Am Heart J. 2000;139:174&€“184.

Salpeter SR, Ormiston TM, Salpeter EE. Cardioselective T12-
blockers in patients with reactive airway disease: a meta-
analysis. Ann Intern Med. 2002;137:715a€“725.
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Epstein PE. Fresh air and 12-blockade [Editorial]. Ann Intern
Med. 2002;137:766&8€“767.



143. Which of the following combinations would be best
utilized in the treatment of diastolic heart failure?

A) Calcium-channel blocker + T=-blocker
B) 12-blocker + diuretic

C) ACE inhibitor + T=x-blocker

D) Calcium-channel blocker + diuretic

E) Angiotensin-receptor blocker + calcium-channel blocker

Answer and Discussion

The answer is B. Diastolic heart failure is a major
contributor of morbidity and mortality. The condition is
defined as symptoms of heart failure in a patient with a
normal left ventricular function. It is characterized by a stiff
left ventricle with decreased compliance and impaired
relaxation, which leads to increased end diastolic pressure.
Signs and symptoms are similar to those of heart failure with
systolic dysfunction. The diagnosis of diastolic heart failure is
made with transthoracic echocardiography. Treatment of
diastolic heart failure should include normalizing blood
pressure, promoting regression of left ventricular
hypertrophy, avoiding tachycardia, treating symptoms of
congestion, and maintaining normal atrial contraction when
possible. Diuretic therapy is the mainstay of treatment for
preventing pulmonary congestion, while T2 blockers appear to
be useful in preventing tachycardia and thereby prolonging
left ventricular diastolic filling time. Angiotensin-converting
enzyme inhibitors and angiotensin-receptor blockers may be
beneficial in patients with diastolic dysfunction, especially
those with hypertension.



Gutierriez C, Blanchard DG. Diastolic heart failure: challenges
of diagnosis and treatment. Am Fam Physician.
2004;69:26094€“2616.

144. A 58-year-old man presents to your office 4 weeks
after being hospitalized for myocardial infarction. He is
complaining of chest pain, fever, and multiple joint pain.
Laboratory tests do not show an increase in cardiac
enzymes. The most likely diagnosis is

A) Dressler's syndrome

B) costochondritis

C) Meigs' syndrome

D) recurrent myocardial infarction

E) pneumonia

Answer and Discussion

The answer is A. Dressler's syndrome, or postmyocardial
infarction syndrome, occurs several days to several weeks
after myocardial infarction. The condition is characterized by
chest pain, fever, pericarditis with a pericardial friction rub,
pericardial effusion, pleurisy, pleural effusions, and multiple
joint pain. The cause is thought to be an autoimmune
response to the damaged myocardial tissue and pericardium.
The difference between Dressler's syndrome and recurrent
myocardial infarction is difficult to determine; however, in
Dressler's syndrome, there is minimal or no increase in
cardiac enzymes. Treatment includes the use of aspirin,
NSAIDs, and, in some cases, corticosteroids.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse



Station, NJ: Merck & Co.; 2006:651a€“652, 732&€“737.

145. A patient transferred from an outlying hospital after
being involved in a serious motor vehicle accident has a
positive dipstick for hemoglobinuria, but erythrocytes are
not noted on microscopic examination. The most likely
diagnosis is

A) myocardial contusion
B) rhabdomyolysis

C) intravascular hemolysis
D) renal contusion

E) laceration of the spleen

Answer and Discussion

The answer is B. A positive urine dipstick for hemoglobin
results from free hemoglobin or myoglobin in the urine. Free
hemoglobin appears in the urine when there is intravascular
hemolysis. Once haptoglobin becomes saturated, free
hemoglobin spills into the urine. A common cause is a
transfusion reaction. Myoglobinuria is associated with
rhabdomyolysis and occurs when there is significant muscle
injury with the release of myoglobin into the bloodstream.
Causes include electrical shock or massive muscle trauma.
Other causes may include toxin exposures, metabolic
disorders, inflammatory conditions, and infection.
Myoglobinuria causes a positive urine test for blood in the
absence of urinary erythrocytes.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:1930.



@Myoglobinuria causes a positive urine test for blood in the
absence of urinary erythrocytes.

146. Positive results for which of the following tests support
the diagnosis of de Quervain's tenosynovitis?

A) Allen's test

B) Finkelstein's test

C) Lachman's test

D) Anteriora€“posterior drawer test

E) Phalen's test

Answer and Discussion

The answer is B. The abductor pollicis longus and the
extensor pollicis brevis share a common protective sheath
that can become inflamed, giving rise to de Quervain’'s
tenosynovitis. Patients usually report pain with movement of
the fibrous bands that make up the first dorsal compartment
over the radial styloid. Paresthesia and pain that radiates
distally into the thumb and dorsal part of the hand and index
finger may occur. In most cases, the patient has a history of
repetitive motions of the hand or thumb. A positive
Finkelstein's test is the hallmark test finding: Pain occurs
when a fist is made over the thumb and the wrist is placed in
ulnar deviation. Long-standing inflammation may lead to
calcification of the tendon and its sheath and is visible on a
radiograph. Treatment options involve rest, anti-
inflammatory agents, immobilization of the affected area with
a thumb spica splint, and injection of the compartment with
0.5 mL of steroid and 1 mL of 1% lidocaine. The splint is to



be worn for 3 weeks; surgery is rarely necessary but can be
considered in refractive cases.

Rakel RE, Bope ET. Conn's Current Therapy 2005.
Philadelphia: Elsevier/Saunders; 2005:1134.

147. Which of the following statements about testicular
tumors is true?

A) Boys ages 10 to 15 years are most commonly affected.

B) African-American men are more commonly affected.
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C) Seminomas are the most common type.

D) The prognosis is extremely poor.

E) Carcinoembryonic antigen levels are elevated.

Answer and Discussion

The answer is C. Testicular tumors are usually found in men
between 20 and 35 years of age. They are relatively
uncommon and tend to affect white men more than African-
American men. Cryptorchidism is associated with a higher
incidence of tumor formation. The tumors are categorized as
seminomas (most common) or nonseminomatous germ cell
tumors. Symptoms include painless swelling or enlargement
of the testicle and testicular heaviness. Diagnosis is
confirmed with testicular ultrasound examination. Tumor
markers, including human chorionic gonadotropin and T=-
fetoprotein, may be elevated in affected patients. In most
cases, treatment involves surgical removal of the testicle or
radiation therapy. If diagnosed in the early stages, the
prognosis is usually excellent; therefore, young men should
perform monthly testicular self-examinations.
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Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:550&€"552.

Olecranon bursitis is usually the result of
A) deposition of negative birefringent crystals in the bursa
B) repeated trauma to the elbow

C) autoimmune destruction of the joint leading to a reactive
bursitis

D) referred pain from the wrist

E) staphylococcal infection

Answer and Discussion

The answer is B. Olecranon bursitis (also known as miner's
elbow) is an inflammation that affects the olecranon bursa.
The inflammation is usually caused by repeated trauma to the
affected area, such as repeated weightbearing on the elbow.
Patients usually report pain, discomfort, and swelling of the
elbow area. In some cases, the bursa may harbor an
infection, which may require antibiotic treatment; in most
cases, there is no associated infection. Treatment involves
anti-inflammatories, aspiration of the fluid, and, in some
cases, steroid injection followed by the use of a pressure
dressing to help prevent reaccumulation of fluid. Infection
should be excluded before administering steroid medication.
The avoidance of trauma to the elbow should also be
emphasized for treatment. Surgery may be necessary for
resistant and debilitating cases.

Chumbley EM, O'Conner FG, Nirschl RB. Evaluation of overuse
elbow injuries. Am Fam Physician. 2000;61:6914€“700.



149. The most effective drug for the treatment of traveler's
diarrhea is

A) metronidazole

B) tetracycline

C) ciprofloxacin

D) trimethoprima€“sulfamethoxazole (TMP-SMX)

E) doxycycline

Answer and Discussion

The answer is C. Travel to Third-World countries can be
complicated by traveler's diarrhea. The incidence ranges from
4% to >50%. The most common pathogens are
enteropathogens (e.g., E. coli) in approximately 80% of
cases; occasionally, viruses such as the Norwalk agent or
rotavirus are causative. Traditionally, the problem was
treated with TMP-SMX and bismuth subsalicylate (Pepto-
Bismol). However, the quinolones (e.g., ciprofloxacin,
levofloxacin, norfloxacin) are now the most effective drugs in
the treatment of traveler's diarrhea. Loperamide (Imodium)
can also be used if fever or bloody diarrhea is not present.
The traveler should also take precautions by eating only
freshly prepared foods that are adequately cooked, eating
freshly peeled fruits, drinking only boiled or bottled water,
and avoiding tap water and ice made from tap water (even in
alcoholic drinks). Bismuth subsalicylate (Pepto-Bismol) is a
helpful prophylaxis, but it must be taken four times daily (60
mL or 2 tablets). The use of prophylactic antibiotics is
controversial, but, in most cases, is discouraged because of
the risk of developing resistant organisms.



Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill;  2005:727&€“728.

150. Which of the following statements about orthostatic
hypotension is true?

A) It is a decrease in systolic blood pressure that occurs
when moving from a standing to a sitting position.

B) It is commonly associated with a decrease in pulse rate.

C) In some cases, it is associated with antidepressant
medications.

D) It is rarely associated with symptoms.

E) The condition results from volume overload.

Answer and Discussion

The answer is C. Orthostatic hypotension is defined as a
decrease in systolic blood pressure of at least 20 mm Hg
(systolic) and at least 10 mm Hg (diastolic) that occurs when
moving from a supine to an upright position. Also, orthostatic
tachycardia is defined as an increase in heart rate >27 bpm
or to a level =108 bpm. Measurements of blood pressure and
pulse rate should be taken after the individual has been in an
upright position for 3 minutes. Causes of orthostatic
hypotension include volume depletion, medications (e.g.,
tricyclic antidepressants, antihypertensive agents), and
autonomic dysfunction (as seen in diabetic patients). Elderly
patients are at increased risk, and syncope may result.
Treatment involves volume replacement, discontinuation of
offending pharmacologic medications, and slow positional
changes.



Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:5814€"584.

151. A 17-year-old woman arrives in the emergency room
with carpaléa€“pedal spasms and circumoral paresthesias.
She was brought in by paramedics after she fainted at a
rock concert. The most likely diagnosis is

A) cardiac arrhythmia
B) seizure disorder
C) hyperventilation
D) heat exhaustion

E) cocaine overdose

Answer and Discussion

The answer is C. Hyperventilation can lead to a significant
respiratory alkalosis and is frequently the result of anxiety or
extreme

P.47
excitement. Other less common causes include drug effects,
CNS dysfunction, alcohol withdrawal, asthma, heart failure,
pulmonary embolus, exposure to high altitudes, intense
exercise, and chronic pain. Symptoms include carpala€“pedal
spasms, circumoral and extremity paresthesias, light-
headedness, giddiness, and sometimes syncope. Blood gases
usually show low CO2 (20 to 25 mm Hg) and elevated pH.
Treatment can be accomplished by breathing into a paper
bag. Other efforts should be directed at the treatment of
anxiety or underlying contributing factors; relaxation training
may be beneficial.



Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:358&€"359.

152. Which of the following statements about herpes
infections is true?

A) Type 1 is most commonly associated with genital
infections.

B) Topical acyclovir is used for prophylaxis.

C) Recurrent outbreaks are usually more severe than an
initial outbreak.

D) The rash usually consists of pustules, papules, and
macules.

E) Multinucleated giant cells are seen with Tzanck smears.

Answer and Discussion

The answer is E. Herpes simplex infections are divided into
type 1, which usually affects the oral mucosa, and type 2,
which usually affects the genitals. The virus invades the
nervous tissue and remains dormant in the skin or nerve
ganglia. Symptoms include recurrent, clear vesicles that
usually occur in clusters and are extremely painful; fever;
arthralgias; and adenopathy. Initial attacks are usually more
severe and longer in duration than repeated attacks. Before
the appearance of the vesicles, the patient may report
paresthesias or tingling at the site of the outbreak.
Transmission occurs by direct contact and is usually sexually
transmitted, particularly for type 2. Repeated attacks are
usually precipitated by excessive sunlight exposure,
menstruation, stress, and febrile illnesses. Laboratory tests



include positive Tzanck smears (with the presence of
multinucleated giant cells), cultures (gold standard for
diagnosis), and rapid immunofluorescent antibody tests. The
treatment of choice involves the use of topical and oral
antiviral medication (acyclovir, valacyclovir, and famciclovir).
Oral administration is more effective and should be begun at
the initial onset of clinical symptoms. For severe cases,
intravenous acyclovir may be used. In some cases, daily
prophylactic oral therapy may be necessary.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:3858€“386.

153. A 42-year-old male presents with multiple pigmented
skin lesions, ataxia, and decreased hearing. Other family
members are similarly affected. The most likely diagnosis is

A) hemochromatosis

B) malignant melanoma

C) neurofibromatosis

D) Sturgea€“Weber syndrome

E) measles

Answer and Discussion

The answer is C. Neurofibromatosis (also known as von
Recklinghausen's disease) is an autosomal-dominant disorder
that is characterized by pigmented skin lesions (cafA©-au-
lait spots) and neuromas affecting the skin and nerves. As
many as 33% of patients are asymptomatic. Symptomatic
patients may have blindness, dizziness, ataxia, deafness
secondary to acoustic neuromas, or other symptoms related
to nerve compression from neuromas. The diagnosis of



neurofibromatosis is supported by the detection of more than
six pigmented lesions or one lesion larger than 1.5 cm.
Asymptomatic patients do not require further therapy;
however, those who exhibit symptoms may require surgery
or radiation to remove offending neuromas. Genetic
counseling is recommended.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:2377a€“2379.

154. Guillain-BarrA© syndrome is most closely associated
with

A) normal electromyogram (EMG) findings found late in the
course

B) descending asymmetric paralysis
C) previous trauma
D) symptoms that usually begin in the lower extremities

E) low levels of protein in the cerebrospinal fluid (CSF)

Answer and Discussion

The answer is D. Guillain-BarrA© syndrome is an acute or
subacute demyelinating polyradiculopathy that often follows
an infection (two-thirds of patients recall a recent viral
infection), vaccinations (rabies, influenza), malignancy
(lymphomas), medications (streptokinase, captopril,
danazol), or surgical procedure. Although it is believed to be
associated with an immunologic response, the exact
mechanism is unknown. The presenting complaint is usually
weakness associated with the proximal muscles in a
symmetric distribution that varies in severity. Paresthesias of



the toes and fingers may also occur. The symptoms usually
begin in the lower extremity and may progress to involve the
arms and face (ascending symmetric paralysis). In severe
cases, the respiratory muscles may be affected, and the
patient may require mechanical ventilation. Sensory-related
paresthesias are common. Other symptoms include
tachycardia, hypotension, hypertension, diaphoresis,
hyporeflexia, and loss of sphincter control. Laboratory
findings include elevated protein levels and minimal
lymphocytic pleocytosis in CSF samples, altered
electromyelogram (EMG) findings, and evidence of
demyelination on nerve biopsies. Treatment involving the use
of plasmapheresis and intravenous Ig has been shown to be
beneficial, particularly early in the course of the disease (i.e.,
within the first few days). Steroids have not been shown to
be beneficial and may actually worsen the outcome. Most
cases resolve spontaneously, but recovery may take months.
Mortality is approximately 10%. Up to 20% of patients may
be left with persisting deficits. Approximately 3% may
develop relapses, sometimes years later.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:355.

@The symptoms of Guillain-BarrA© syndrome usually begin in
the lower extremities and may progress to involve the arms
and face (ascending symmetric paralysis).

155. An obese, hypertensive woman is involved in a motor
vehicle accident. Skull films show an enlarged sella turcica.
Further questioning reveals that the patient has also
complained of galactorrhea,

and results of a recent prolactin test were abnormal. The

P.48



most likely diagnosis is
A) Sheehan's syndrome
B) empty sella syndrome
C) subdural hematoma
D) subarachnoid hemorrhage

E) undetected pregnancy at 12 to 16 weeks' gestation

Answer and Discussion

The answer is B. Empty sella syndrome is a congenital
abnormality that results in abnormal formation of the sella
turcica, in which the hypothalamus and pituitary gland are
found. In many cases, an enlarged sella turcica is seen by
chance on a skull radiograph. Diagnosis is confirmed by a CT
scan or MRI. Those affected are usually obese women who
have hypertension and benign intracranial hypertension. In
most cases, the individual is asymptomatic. However,
patients may have persistent rhinorrhea or pituitary
disorders, including tumors releasing growth hormone, ACTH,
or prolactin. No treatment is required if empty sella
syndrome is present without other abnormalities.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:1179.

156. Which of the following medications would improve
survival following a myocardial infarction?

A) Metoprolol
B) Hydrochlorothiazide

C) Warfarin



D) Nitroglycerin

E) Morphine

Answer and Discussion

The answer is A. 12-Blockers reduce mortality during both
acute and long-term management of myocardial infarction.
Administration of intravenous T12-blockers within 12 to 24
hours of infarction, followed by oral therapy, has been found
to significantly reduce the mortality rate within the first week
of infarction. The most marked reduction occurs in the first 2
days after infarction. Initiation of T2-blocker therapy within
days to weeks after infarction and continuation of therapy
has been shown to reduce total mortality, nonfatal
myocardial infarction and sudden death. This has been shown
regardless of the patient's age or sex, infarct location, and
initial heart rate, or the presence or absence of ventricular
arrhythmias. The greatest benefit occurs in high-risk
patients, including the elderly and those with large anterior
infarctions, arrhythmias, or left ventricular dysfunction.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:1452, 1455.

157. A 72-year-old female presents to the emergency room
with the acute onset of right-sided hemiplegia. She is
conscious but confused and agitated. Blood pressure is
measured at 210/110. She has no cardiac findings.
Appropriate management at this time should be

A) the administration of IV Ilabetatolol

B) oral administration of clonidine



C) additional dose of her calcium channel blocker
D) sublingual nifedipine

E) observation

Answer and Discussion

The answer is E. Unless systolic blood pressure =20 mm Hg
or diastolic pressure =120 mm Hg (sustained on repeated
measurement), elevated blood pressure should not be treated
within the first days after ischemic stroke. The reason is that
perfusion is directly linked to mean arterial pressure. Acute
elevations in blood pressure are often transient, and
spontaneous declines are common. Aggressive treatment of
hypertension following acute ischemic stroke can convert
vulnerable areas of the brain into an infarct. The two
exceptions to this general recommendation are (1) after use
of tissue plasminogen activator (tPA), blood pressure should
be maintained below 185/110 mm Hg; and (2) in the
presence of myocardial infarction, heart failure, or aortic
dissection, elevated blood pressure should be treated
aggressively. If antihypertensive therapy is necessary,
agents that have a rapid onset and predictable response
should be used.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:23734€“2375.

158. Which of the following medications should be avoided
in patients with hypertrophic obstructive cardiomyopathy?

A) Aspirin

B) Digoxin



C) Disopyramide
D) Acetaminophen

E) Atenolol

Answer and Discussion

The answer is B. Hypertrophic obstructive cardiomyopathy
iIs an autosomal-dominant transmitted disorder that is
characterized by an enlarged cardiac septum, which obstructs
blood flow from the left ventricle. Symptoms include
dizziness, light-headedness, palpitations, chest pain,
dyspnea, or syncope with physical exertion. The most
important complication of the disease is sudden death. The
condition has an annual incidence of 4% to 6% in children
and 2% of adults affected. Signs include pulses that are bifid
and brisk in upstroke and a systolic-ejection-type murmur
positioned along the left sternal border, which becomes
louder with movements that decrease venous return
(afterload), such as standing or Valsalva's maneuver.
Movements that increase venous return (afterload), such as
squatting, reduce the murmur. ECG usually shows evidence
of left ventricular hypertrophy and septal Q waves in the
lateral leads. Diagnosis is accomplished by echocardiogram.
First-line treatment is accomplished with the use of 12-
blockers. Disopyramide (Norpace) may be used as an
alternative. Verapamil has also been used frequently on an
empiric basis especially in atrial fibrillation but its effect is
unpredictable and acute hemodynamic collapse is described
in patients with substantial gradients or severe diastolic
dysfunction. Digoxin should be avoided. Because of the risk
for sudden death, extreme physical exertion should be
avoided.



Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:1410.

159. Which of the following statements regarding
aminoglycosides is true?

A) Liver function should be followed closely during
administration.

B) Volume of distribution is increased in obese patients.
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C) Nephrotoxic effects can occur with administration.

D) Lupus-like syndrome can occur with prolonged use.

E) Respiratory depression is not associated with
aminoglycosides.

Answer and Discussion

The answer is C. Toxicity associated with the use of
aminoglycosides (e.g., gentamycin) includes ototoxicity with
clinically apparent hearing loss (<1% of cases), tinnitus, and
vertigo, as well as nephrotoxic effects (6% to 10% of adults
who receive therapy for 10 to 14 days), including renal
failure. Rarely, respiratory depression can occur. Drug levels
should be followed after a steady state is achieveda€’every 3
to 5 days or more often if increases in serum creatinine are
noted. Patients with decreased renal function may need an
adjustment of medication based on their creatinine clearance.
Some data suggest that once-daily administration may cause
less nephrotoxicity. Aminoglycosides have low solubility in
lipids; therefore, the volume of distribution is decreased in
obese patients. Patients with trauma, burns, cancer, and



postoperative septic shock have increased volumes of
distribution. Neuromuscular depression from aminoglycosides
is caused by reduced acetylcholine activity at postsynaptic
membranes and can result in rare but severe respiratory
depression. This can be largely avoided if the aminoglycoside
is given intravenously over 30 minutes or by intramuscular
injection. If respiratory depression does occur, it can be
reversed by the administration of calcium.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill;  2005:8014€“802.

160. Which of the following best describes migraine
headaches?

A) Aura following the resolution of the headache
B) Recurrent headaches lasting less than 4 hours
C) Unilateral, throbbing headache

D) Bilateral band-like headache

E) Rhinitis with facial pain

Answer and Discussion

The answer is C. There are basically two types of migraine
headaches: those with an aura (classic migraine) and those
without an aura (common migraine). A classic migraine is
characterized by recurrent attacks of a moderate to severe
unilateral, throbbing headache that is usually preceded by
visual prodrome, which may include scotomata, zigzag lines,
photopsia, or visual distortions. Patients also report nausea,
vomiting, photophobia, mood swings, food cravings, and
heightened perception of smell. The unilateral
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with

a€cethrobbingé€«= headache may become generalized and
usually lasts 4 to 72 hours. Patients usually report a positive
family history. Migraines usually begin at 10 to 40 years of
age and are more common in women. The pathophysiology is
not fully understood. Whether vasodilation or
vasoconstriction is a cause or an effect of the migraine is
unclear.

Tryptans such as sumatriptan (Imitrex) that activate
serotonin receptors (5-hydroxytryptamine) block neurogenic
inflammation and can abort migraine pain in approximately
70% of patients. Additionally, wvasoconstrictors, such as
ergotamines, have also been used to treat migraines. Other
medications used include NSAIDs and narcotic analgesics.
Migraine attacks may be triggered by emotional or physical
stress, lack of sleep, specific foods (e.g., chocolate, cheese),
alcohol, oral contraceptives, or menstruation. Migraines
usually disappear during pregnancy. Antiemetics and
intravenous hydration may be needed if associated vomiting
is severe. T12-Blockers, low-dose amitriptyline, topiramate
(Topamax) and other antiseizure medications, and calcium-
channel blockers may be used for prophylaxisa€”particularly
if patients have more than one migraine per week. Most
patients experience a decrease in the number and intensity of
headaches as they age. Common migraines are identical to
classic migraines except the patient does not have an aura,
and the headache may last longer.

Aukerman G, Knutson D, Miser WF. Management of acute
migraine. Am Fam Physician. 2002;66:2123a€“2130,
21404a€%2141.

Which of the following can improve survival in patients
severe COPD?

A) Supplemental oxygen



B) Beta agonist
C) Inhaled corticosteroids
D) Smoking cessation

E) Pulse antibiotic therapy

Answer and Discussion

The answer is A. For patients with the diagnosis of severe
COPD only the administration of supplemental oxygen has
been shown to positively affect survival, reduce dyspnea, and
reduce pulmonary artery pressure. B agonist and inhaled
corticosteroids can lower the rate of exacerbations but have
no direct effect on survival. Discontinuation of smoking can
slow the decline in lung function but has no effect on
survival. Pulse antibiotic therapy does not directly affect
mortality.

Sin DD, McAlister FA, Man SF, et al. Contemporary
management of chronic obstructive pulmonary disease:
Scientific  review. JAMA. 2003; 290(17):23014€“2312.

162. Which of the following sequences represents how a
typical anteroseptal myocardial infarction progresses on
ECG?

A) Q-wave development, peaked T-waves, ST-segment
elevation, T-wave inversion

B) T-wave inversion, Q-wave development, ST-segment
elevation, peaked T-waves

C) Peaked T-waves, ST-segment elevation, Q-wave
development, T-wave inversion

D) Peaked T waves, Q-wave development, ST-segment



elevation, T-wave inversion

E) ST-segment elevation, T-wave inversion, Q-wave
development, peaked T-waves

Answer and Discussion

The answer is C. The natural progression of ECG changes
seen with myocardial infarction include peaked hyperacute T
waves to ST-segment elevation, to Q-wave development, and
to T-wave inversion. In anteroseptal infarction, ECG changes
are usually noted in leads V1 through V3. Q waves indicate a
transmural infarct.

Schroeder SA, Krupp MA, Tierney LM Jr, et al. Current
Medical Diagnosis and Treatment. Norwalk, CT: Appleton &
Lange; 1990:259.

163. The presence of a a€cebamboo spined€«= on spine
radiographs, elevated erythrocyte sedimentation rate (ESR),
and a positive test for HLA-B27 support the diagnosis of

A) multiple myeloma
B) Reiter's syndrome
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C) ankylosing spondylitis

D) rheumatoid arthritis

E) Pott's disease

Answer and Discussion

The answer is C. Ankylosing spondylitis is an inflammatory



condition that usually affects the axial skeleton of young
men. The exact cause is not known. Symptoms include low-
back pain or stiffness that radiates to the posterior thighs,
decreased range of motion in the back or hips, and decreased
range of motion of the chest wall. Sacroiliitis is usually one of
the earliest manifestations. Other joints may be painful or
swollen. Patients often report that the symptoms are worse
with rest and improve with activity. Radiographs show
periarticular destructive changes, destruction of the sacroiliac
joint, development of syndesmophytes on the margins of the
vertebral bodies, and bridging of osteophytes between the
vertebral bodies, giving rise to the appearance of a
a€cebamboo spine.a€= Acute anterior uveitis (iritis) occurs in
approximately 20% of these patients. Laboratory tests show
an elevated ESR and a positive test for HLA-B27 antigen in
approximately 90% of those affected. The course of the
disease is variable. Some patients may have no symptoms or
only mild stiffness, whereas others may experience chronic
pain and significant disabilities. Most patients with ankylosing
spondylitis can remain gainfully employed. Treatment
includes the use of NSAIDs and physical therapy. Attacks of
iritis are effectively managed with local glucocorticoids in
conjunction with mydriatic agents. In severe cases, systemic
steroids or immunosuppressive drugs may be used.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill;  2005:1993.

164. Which of the following statements is a common feature
of fibromyalgia?

A) Men are more commonly affected than women.
B) Alcohol abuse is commonly associated.

C) Joint inflammation and erythema



D) Aggravation of the condition with lack of sleep, trauma, or
cold exposure

E) Normal autonomic and neuroendocrine regulation

Answer and Discussion

The answer is D. Fibromyalgia/fibromyositis is characterized
by generalized pain, tenderness, and muscle stiffness. Pain at
the point of tendon insertion (&€cetrigger pointsé€«) and
surrounding soft tissue may also be present. Inflammation of
joints is not characteristic. Although the etiology remains
unclear, characteristic alterations in the pattern of sleep and
changes in neuroendocrine transmitters such as serotonin,
substance P, growth hormone, and cortisol suggest that
dysregulation of the autonomic and neuroendocrine system
appears to be the basis of the syndrome.

The condition may be aggravated by stress (both physical
and mental), lack of sleep, trauma, exposure to cold, and
sometimes infection. Primary fibromyalgia syndrome is more
likely to affect young women who are tense, depressed, or
anxious. Symptoms of stiffness and pain are usually diffuse
and have an a€occachya€e quality that comes on gradually.
Localized symptoms tend to occur more abruptly. Other
diseases (e.g., rheumatoid arthritis, hypothyroidism,
polymyositis, polymyalgia rheumatica) must be excluded
before the diagnosis is made. Myofascial pain syndrome is
very similar to fibromyalgia/fiboromyositis; however, the
painful areas are usually regional, and men are as equally
affected as women. In addition, fatigue is not a major
finding. Treatment for fibromyalgia/fibromyositis includes
low-dose tricyclic antidepressants (e.g., amitriptyline),
acupuncture, and muscle relaxants (e.g., cyclobenzaprine).



NSAIDS, although commonly used, have not been shown to
be effective. Stress reduction counseling, exercise programs,
and improved sleep habits can also be beneficial. American
College of Rheumatology criteria for classification of
fiboromyalgia are as follows:

Widespread pain for at least 3 months, defined as the
presence of all of the following:

Pain on the right and left sides of the body

Pain above and below the waist (including shoulder and
buttock pain)

Pain in the axial skeleton (cervical, thoracic, or lumbar
spine; anterior chest)

Pain on palpation with a 4-kg force in 11 of the following
18 sites (9 bilateral sites, for a total of 18 sites):

o Occiput: at the insertions of one or more of the
following muscles: trapezius, sternocleidomastoid,
splenius capitis, semispinalis capitis

o Low cervical: at the anterior aspect of the interspaces
between the transverse processes of C5&€“C7

o Trapezius: at the midpoint of the upper border

o Supraspinatus: above the scapular spine near the
medial border

o Second rib: just lateral to the second costochondral
junctions
o Lateral epicondyle: 2 cm distal to the lateral

epicondyle

o Gluteal: at the upper outer quadrant of the buttocks
at the anterior edge of the gluteus maximus muscle



o

o Greater trochanter: posterior to the greater
trochanteric  prominence

o Knee: at the medial fat pad proximal to the joint line

Adapted with permission from Wolfe F, Smythe HA, Yunas
MD, et al. The American College of Rheumatology 1990
criteria for the classification of fibromyalgia. Report of the
Multicenter Criteria Committee. Arthritis Rheum.
1990;33:160a€“172.

Millea PJ, Holloway RL. Treating fibromyalgia. Am Fam
Physician. 2000;62:1575a€%“1582, 1587.

Myofascial pain syndrome is similar to
fibromyalgia/fiboromyositis; however, the painful areas are

usually regional, and men are as equally affected as women.

165.
with

A known HIV-positive patient presents to your office
a violaceous skin lesion. Further examination shows

generalized lymphadenopathy. Microscopic examination of a

skin

punch biopsy shows spindle cells mixed with vascular

tissue. The most likely diagnosis is

A) malignant melanoma
B) Kaposi's sarcoma
C) tinea corpora

D) cherry hemangioma

E) cryptococcal granuloma

Answer and Discussion

The answer is B. Kaposi's sarcoma is a malignant skin



lesion that was once rare but is now seen more commonly in
AIDS patients. The
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lesion is characterized histologically by spindle cells mixed
with vascular tissue. Before the detection of AIDS, the
disease was predominantly found in Eastern Europe, Italy,
and equatorial Africa and affected mostly Italian or Jewish
men. Symptoms include pink, violaceous, or red papules or
plagues that affect any body surface and become widely
disseminated with time and give rise to generalized
lymphadenopathy. Serious cases can progress to visceral
involvement. Treatment involves excision, cryotherapy, laser
ablation, intralesional chemotherapy, external beam
radiation, and the use of vincristine. Unfortunately,
successful treatment and remission of Kaposi's sarcoma does
not affect the overall survival of AIDS patients.

Rose LC. Recognizing neoplastic skin lesions. Am Fam
Physician. 1998;58:873.

166. A 3l-year-old woman presents with high fever, dysuria,
flank pain, nausea, and vomiting. The most appropriate
treatment is

A) hospitalization with administration of intravenous fluids
and antibiotics

B) oral rehydration and oral antibiotics for 10 days
C) surgical consultation for exploratory laparotomy
D) extracorporeal shock wave lithotripsy

E) nothing given orally and nasogastric suction

Answer and Discussion



The answer is A. Acute pyelonephritis is an infection of the
upper urinary tract. It affects the kidneys' collecting system
and renal parenchyma. The most common causative agent is
E. coli. Other causative agents include Proteus,
Pseudomonas, Enterobacter, Klebsiella, Staphylococcus, and
Enterococcus. Symptoms include lower abdominal pain, flank
tenderness, fevers, chills, nausea, and vomiting. Physical
findings include tenderness of the costovertebral angle and
the abdomen. Laboratory findings include elevated white
blood cell count, elevated ESR, pyuria, bacteriuria,
hematuria, proteinuria, and possible white blood cell cast.
Severe cases may cause bacteremia (20% of patients).

Treatment is accomplished with antibioticsa€”usually
ampicillin  and gentamicind€”’directed at gram-negative
organisms, third-generation cephalosporins for inpatients,
and TMP-SMX or fluoroquinolones for outpatients. Patients
with mild to moderate symptoms can be managed as
outpatients. Hospitalization is required if the patient has a
high fever, dehydration, or other complicating medical
conditions (e.g., pregnancy, diabetes). Duration of antibiotic
therapy depends on clinical response but should be at least
10 to 14 days. Intravenous antibiotics should be continued
until the patient is afebrile. Repeat cultures after treatment
should be performed; if the patient has had repeated
infections, further workup, including an intravenous
pyelogram or voiding cystourethrogram, may be necessary.

Orenstein R, Wong ES. Urinary tract infections in adults. Am
Fam Physician. 1999;59:12255€“1234.

167. Which of the following is the medication of choice for
the treatment of Legionnaire's disease?

A) Penicillin

B) Cefuroxime



C) Azithromycin
D) Gentamycin

E) Amphotericin

Answer and Discussion

The answer is C. Legionnaire's disease is caused by
Legionella  pneumophila. It was discovered after an outbreak
in Philadelphia in 1976 that affected many American Legion
members. The condition represents one of the atypical
pneumonias that wusually affects immunocompromised
patients, diabetic patients, patients with renal disease,
smokers, and patients with chronic lung disease. It also is a
relatively common nosocomial infection. Most affected
individuals are middle-aged or elderly men. Although the
disease can strike healthy individuals, risk factors include
immunosuppression, cigarette smoking, COPD, cardiac or
renal disease, or diabetes. The Legionella bacteria are found
in water supplies, air conditioners, showers, condensers, and
aerosol nebulizers. Transmission occurs by inhalation of
aerosolized bacteria. Symptoms include a nonproductive
cough that becomes productive, high fevers with relative
bradycardia, pleuritic chest pain, diarrhea, and a toxic
appearance. Laboratory tests usually show a moderate
leukocytosis (10,000 to 15,000 per mm3), hyponatremia
(50% of patients), hypophosphatemia, and elevated liver
function tests. Sputum smears often show many
polymorphonuclear neutrophils but do not show organisms.
Chest radiographs show patchy infiltrates, which may
progress to consolidations in the lobes. Pleural effusions are
common. Diagnosis is achieved by culture, serologies, and
direct and indirect antibody assays. The treatment of choice



is typically oral erythromycin or similar macrolide antibiotic.
More severe cases may require intravenous antibiotics and
the addition of rifampin. Alternative medication includes
clarithromycin, azithromycin, doxycycline, TMP-SMX,
tetracycline, and ciprofloxacin.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:1464.

168. Which of the following statements about babesiosis is
true?

A) The disease is transmitted by fecal-oral contamination.
B) The disease is caused by a rickettsial organism.

C) Affected patients without spleens usually have a better
prognosis.

D) Diagnosis is made with a peripheral blood smear.

E) Generalized paralysis occurs in those affected.

Answer and Discussion

The answer is D. Babesiosis is a tick-borne disease caused
by Babesia microti and rarely affects humans. Most reported
cases in the United States have been mild and were found on
islands off the New York and Massachusetts coasts. Isolated
cases have also been reported in Wisconsin, Georgia, and
California. The disease is caused by a parasite that attacks
the red blood cells. The symptoms of the disease resemble
Falciparum malaria and include high fevers, hemolytic
anemia, hemoglobinuria, jaundice, and renal failure. Those
patients without spleens have a more severe course of
symptoms. The diagnosis is obtained by observing the



parasites (tetrad forms) in peripheral blood smears.
Serologies can also be used for diagnosis. Treatment is
usually unnecessary for those with intact spleens; however,
for severe cases or cases that affect splenectomized patients,
intravenous clindamycin and oral quinine are used for
treatment.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:1571a€“1572.

169. The drug of choice for cold-induced urticaria is
A) verapamil
B) cimetidine
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C) diphenhydramine

D) cyproheptadine

E) hydroxyzine

Answer and Discussion

The answer is D. Urticaria is defined as an erythematous,
pruritic rash that is often raised and occurs as discrete
wheals and hives. The condition affects approximately 20% of
the population. The rash involves the superficial layers of
skin. The center of the wheal is usually pale, and the rash
blanches with pressure. Involvement of the deeper layers is
referred to as angioedema. The causes include allergen
exposure; heat, cold, or sunlight exposure; and trauma. In
many cases, a cause is never detected. The response is
thought to be mediated by an IgE antibody. Those affected
by cold may have cryoglobulins or cryofibrinogen, which



become activated. In extreme cases, bronchoconstriction and
anaphylaxis can occur. Unfortunately, an underlying cause is
identified in only approximately 20% of cases. Treatment
involves avoiding factors that trigger the response. Other
treatment involves the use of antihistamine (H1) medications
and histamine blockers (H2) such as cimetidine. Doxepin may
also be beneficial. The drug of choice for cold-induced
urticaria is cyproheptadine. Other causes of urticaria include
medication use, malignancy, endocrinopathies, autoimmune
diseases, insect bites, and infestations; psychogenic causes
should also be investigated in complicated or persistent
cases. Severe cases may require systemic steroids or the use
of danazol.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:886.

170. In most situations, which of the following screening
tests would be recommended for an otherwise healthy
woman older than 50 years?

A) Chest radiograph

B) Mammogram

C) Treadmill exercise test
D) Urinalysis

E) CA 125 level

Answer and Discussion

The answer is B. Routine screening tests during general
examinations should be focused according to the patient's
age and gender. Annual mammograms should be performed
for women older than 40 years. Chest radiographs (even for



smokers), the treadmill exercise test, and urinalysis are not
cost-effective for screening purposes. For cervical cancer
screening, most organizations recommend a Papanicolaou
test and pelvic examination at least every 3 years in patients
between 20 (or when a woman first becomes sexually active)
and 65 years of age. Annual fecal occult blood testing, or
flexible sigmoidoscopy at 5 intervals or colonoscopy every 10
years are the standard recommendations for colorectal
cancer screening in patients older than 50 years. Screening
for prostate cancer remains an issue of debate. Some
organizations recommend digital rectal examination and a
serum prostatea€“specific antigen test for men older than 50
years, whereas others do not. In the absence of compelling
evidence to indicate a high risk of endometrial cancer, lung
cancer, oral cancer, and ovarian cancer, almost no medical
organizations have developed cancer-screening guidelines for
these types of cancer.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:1150.

171. A 28-year-old man with no history of allergy to
Hymenoptera stings presents to the emergency room after
being stung by a yellow jacket. Other than local swelling at
the site, he has no other symptoms. The most appropriate
treatment involves

A) administration of epinephrine and antihistamine as well as
hospitalization

B) ice therapy, administration of antihistamine, and
observation at home

C) meat tenderizer sprinkled over the sting site, warm-water
soaks, and aspirin



D) administration of steroids, epinephrine, intravenous
hydration, and 122 agonist

E) immediate removal of the stinger using tweezers

Answer and Discussion

The answer is B. Stings by a Hymenoptera (e.g., bees,
wasps, yellow jackets, hornets, and ants) may be fatal in a
hypersensitive patient. Each year in the United States, more
patients die of bee stings than of snakebites. Patients with a
history of hypersensitivity may experience severe swelling at
the site of the sting with the development of shock, often
within minutes. Treatment should be immediate and includes
application of ice to the sting site, administration of
intramuscular epinephrine and oral antihistamine, and prompt
transfer to the hospital. Removal of the stinger by tweezers
is usually avoided because of the possibility of injecting
further venom at the site. All patients with Hymenoptera-
sting hypersensitivity should receive a prescription for an
epinephrine kit and carry this with them whenever they are
outdoors. Patients should also be counseled to receive
hymenoptera desensitization immunotherapy. Individuals
with no history of anaphylaxis may be treated by application
of ice to the sting, administration of oral antihistamine, and
observation at home. Large local reactions may be treated
with glucocorticoids. Application of meat tenderizer
containing papain is of no proven value.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:2605.

172. A 72-year-old farmer is admitted to the emergency



room with symptoms of palpitations and shortness of
breath. He denies chest pain. ECG findings show a rapid and
irregular rhythm measured at 130 beats/minute.
Appropriate treatment at this time includes

A) nifedipine
B) amiodorone
C) adenosine
D) diltiazem

E) flecainide

Answer and Discussion

The answer is D. Atrial fibrillation (AF) is the most common
sustained arrhythmia. The following recommendations do not
apply to patients with postoperative or post-MI AF, class IV
heart failure, existing antiarrhythmic-drug therapy, or
valvular disease. The majority of patients with newly
detected AF should be managed with pharmacologic rate
control (rather than rhythm control) plus ongoing
anticoagulation therapy. (The expense and risk of
antiarrhythmic drugs give rate control a slight advantage,
despite equivalent efficacy.) Rhythm control is appropriate
for specific subgroups, including patients with severe
symptoms and those with a preference for this strategy.
Recommended drugs for rate control
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are atenolol, metoprolol, diltiazem, and verapamil. Because
digoxin is effective for rate control only at rest, it should be
considered second-line therapy. Unless contraindicated,
adjusted-dose warfarin should be used for ongoing
anticoagulation therapy in AF patients with stroke risk



factors. If a patient elects to undergo acute cardioversion to
sinus rhythm, electrocardioversion and pharmacologic options
are each appropriate. The most effective drugs are ibutilide,
flecainide, dofetilide, propafenone, and amiodarone. Two
anticoagulation strategies are appropriate for preventing
thromboembolism: (1) 3 to 4 weeks of anticoagulation before
and after cardioversion; and (2) early cardioversion guided
by transesophageal echocardiography plus 3 weeks of
anticoagulation after cardioversion. Most patients who
undergo cardioversion should not receive long-term
antiarrhythmic maintenance therapy. However, such therapy
is indicated in some patients, based on symptoms and patient
preference. The most effective maintenance drugs are
amiodarone, disopyramide, propafenone, and sotalol.

Snow V, Weiss KB, LeFevre M. et al. Management of newly
detected atrial fibrillation: A clinical practice guideline from
the American Academy of Family Physicians and the American
College of Physicians. Ann Intern Med. 2003;
139:10094€“1017.

McNamara RL, Tarariz LJ, Segal JB, et al. Management of
atrial fibrillation: Review of the evidence for the role of
pharmacologic therapy, electrical cardioversion, and
echocardiography. Ann Intern Med. 2003;139:10184a€“1033.

173. A 58-year-old secretary presents with asthenia and
hyperpigmented changes on her elbows and inner cheek.

She also has noted her blood pressure is low and she is
dizzy when she stands. She has lost 10 pounds and has
some nausea but no vomiting. A recent test for
coccidioidomycosis was positive. Appropriate testing at this

includes
A) CT of the abdomen

B) esophagoduodenoscopy



C) glucose tolerance test
D) ACTH stimulation test

E) colonoscopy

Answer and Discussion

The answer is D. Addison's disease results from a
progressive destruction of the adrenal glands, which must
involve the majority of the glands before adrenal

insufficiency appears. The adrenal is a frequent site for
chronic granulomatous diseases, predominantly tuberculosis
but also histoplasmosis, coccidioidomycosis, and
cryptococcosis. Although infection with tuberculosis at one
time was the most common cause of Addison's disease, now
the most frequent cause is ideopathic atrophy, related to an
autoimmune mechanism. Adrenocortical insufficiency caused
by gradual adrenal destruction is characterized by a gradual
onset of fatigability, weakness, anorexia, nausea and
vomiting, weight loss, skin and mucous membrane
pigmentation, hypotension, and in some cases hypoglycemia
depending on the duration and degree of adrenal
insufficiency. The manifestations vary from mild chronic
fatigue to life threatening shock associated with acute
destruction of the glands. Asthenia is the major presenting
symptom. Early in the course it may be sporadic, occurring at
times of stress. Late in the course the patient is continuously
fatigued. Hyperpigmentation can occur. It commonly appears
as a diffuse brown, tan, or bronze darkening of parts such as
the elbows or creases of the hand and pigmented areas such
as the areolae around the nipples. Bluish-black patches may
appear on the mucous membranes. Some patients develop
dark freckles and a persistent tan following sun exposure can



occur. Hypotension with orthostasis is frequent, and blood
pressure may be in the range of 80/50 mm Hg or less.
Abnormalities of the gastrointestinal tract are often the
presenting complaint. Symptoms include anorexia with weight
loss to severe nausea, vomiting, diarrhea, and vague and
sometimes severe abdominal pain. Patients may also exhibit
personality changes, usually consisting of excessive
irritability and restlessness. Axillary and pubic hair may be
decreased in women due to loss of adrenal androgens. The
diagnosis of adrenal insufficiency is made with the ACTH
stimulation testing to assess adrenal reserve capacity for
steroid production. The best screening test is the cortisol
response 60 minutes after cosyntropin is given
intramuscularly or intravenously. Cortisol levels should
increase appropriately. If the response is abnormal, then
primary and secondary adrenal insufficiency can be
distinguished by measuring aldosterone levels from the same
blood samples. In secondary, but not primary, adrenal
insufficiency the aldosterone level is normal. In primary
adrenal insufficiency, plasma ACTH and associated peptides
are elevated because of loss of the usual cortisol-
hypothalamic-pituitary feedback loop, whereas in secondary
adrenal insufficiency, plasma ACTH values are low or
a€ceinappropriatelya€= normal.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:2097a€%2099.

174. A 17-year-old surfer presents to your office
complaining of an intensely pruritic, serpinginous type rash
that has formed on the sole of his foot. The rash appears to
be spreading and is forming bullae at the affected site. The
most likely diagnosis is



A) tinea pedis

B) bathing suit dermatitis
C) leishmaniasis

D) ascariasis

E) cutaneous larva migrans

Answer and Discussion

The answer is E. Cutaneous larva migrans, also known as
the creeping eruption, is a common, self-limited, parasitic
infection seen in patients who live in warm climates or have
recently traveled to tropical regions, particularly if they have
been to beaches and shady areas. The most common
infective agent is a dog and cat hookworm, Ancylostoma
caninum and Ancylostoma  braziliense, respectively. Familial
outbreaks of cutaneous larva migrans have been noted where
the infection began with the household pet. When the animal
defecates, the hookworms are shed and the larvae are picked
up by humans through breaks in the skin, hair follicles, and
even through intact skin. The areas most often affected
include the feet, hands, buttocks, thighs, and chest. The
eruption begins as a pruritic lesion at the site of entry and
progresses within a few hours into an inflamed papular or
papulovesicular eruption. Serpinginous tracks left by the
larvae's migration may also be seen. The eruption may
spread up to 1 to 2 cm per day. Severe pruritus, vesicular
and bullous lesions, local swelling, erosions, and folliculitis
may be seen. Biopsy is generally not useful, and blood tests
rarely show eosinophilia or elevated immunoglobulin E levels.
Destructive therapies, such as cryotherapy, are often
ineffective. Isolated cutaneous cases are treated with topical
thiabendazole, especially when applied ahead of the



advancing lesions. Because of the risk of systemic infection
and the ease of oral treatment, some recommend routine
systemic treatment with oral thiabendazole,
P.54
albendazole, or ivermectin. Although thiabendazole has
significant side effects that include nausea, vomiting,
diarrhea, and dizziness, albendazole and ivermectin are
reliable and have fewer adverse effects. Ivermectin may be
given as a single dose with no known toxic side effects.

Loughrey MB, Irvine AD, Girdwood RW, et al. Cutaneous larva
migrans: the case for routine oral treatment. Br J Dermatol.
1997;137:1554€“156.

Van den Enden E, Stevens A, Van Gompel A. Treatment of
cutaneous larva migrans. N Engl J Med.
1998;339:124648€“1247.

175. The most common cause of a community-acquired
pneumonia in a 45-year-old otherwise healthy man is

A) Streptococcus pneumoniae
B) Haemophilus influenzae
C) Mycoplasma pneumoniae
D) Legionella  pneumoniae

E) Klebsiella pneumoniae

Answer and Discussion

The answer is A. In young adults, causes for pneumonia
include Mycoplasma, Chlamydia pneumoniae (formerly termed
the TWAR strain), influenza, adenovirus, Pneumocystis carinii
(in  immunocompromised patients), and other community-



acquired organisms including Streptococcus, Haemophilus,
and, occasionally, Legionella. Pneumonia in adults with no
underlying disease is usually caused by S. pneumoniae,
representing more than 50% of community-acquired
pneumonias that require hospitalization. Other causes in this
patient group include H. influenzae, Legionella, Mycoplasma
(more commonly seen in young adults), and influenza
viruses. If the patient is older than 60 years and has other
significant medical problems (e.g., diabetes, COPD, heart
disease, alcoholism), the most common pathogens include
the previously mentioned organisms as well as Klebsiella,
Enterobacteriaceae, Chlamydia, and S. aureus. For patients
with aspiration or nosocomial infections, the causative
organisms include the previously mentioned organisms and
the gram-negative organisms (including Pseudomonas) and
anaerobes.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:6528€“660.

@Pneumonia in adults with no underlying disease is usually
caused by Streptococcus pneumoniae, representing more
than 50% of community-acquired pneumonias that require
hospitalization.

176. Which of the following factors is NOT associated with
diabetic ketoacidosis?

A) Hyperglycemia

B) Acidosis

C) Dehydration

D) Hyperkalemia

E) Hyperosmolarity



Answer and Discussion

The answer is D. Diabetic ketoacidosis occurs in diabetics
when a severe lack of insulin leads to (1) a breakdown of
free fatty acids and (2) the production of acetoacetic acid, 12-
hydroxybutyric acid, and acetone, resulting in severe and
life-threatening acidosis. The condition wusually occurs in
patients with type | diabetes mellitus and is often seen as the
initial presentation. Triggering factors include infection,
trauma, poor compliance with insulin administration,
myocardial infarction, cerebrovascular accident, alcohol
intoxication, or dehydration. Diabetic ketoacidosis is
characterized by the following conditions:

Hyperglycemia

Acidosis

Dehydration (secondary to osmotic diuresis)
Hyperosmolarity

Potassium loss

Symptoms include mental status changes, tachypnea, fruity
breath (secondary to acetones), and nausea and vomiting
with abdominal pain. In severe cases, coma may occur.
Treatment involves the administration of insulin to lower
glucose levels, fluid rehydration (usually =5 L), and
replacement of potassium and other electrolyte losses. If the
condition is severe, cardiovascular collapse may occur. Close
follow-up with frequent monitoring of serum pH, electrolytes,
and urine output is necessary during treatment. Further tests
should be conducted to rule out infection as a precipitating
cause. Unfortunately, the white blood cell count is not a



reliable indicator for the presence of infection in those with
diabetic ketoacidosis, because the stress of the illness often
causes the white blood cell count to increase to 15,000 to
30,000 cells/ApL.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:2558€“256.

177. Which of the following findings is consistent with the
syndrome of inappropriate ADH secretion (SIADH)?

A) Hypernatremia

B) Hypertonic urine

C) Hypovolemia

D) Increased glomerular filtration rate

E) Hyperosmolality

Answer and Discussion

The answer is B. SIADH is defined as less than maximally
dilute urine in the presence of plasma hypoosmolality and
hyponatremia. The condition is associated with a number of
disorders, including small cell carcinoma of the lung, Guillain-
BarrA© syndrome, acute intermittent porphyria, other
pulmonary disorders (e.g., pneumonia, tuberculosis), and
neurologic disorders (e.g., meningitis, tumors, trauma,
stroke). In many cases, the condition may be idiopathic. The
cause is the inappropriate release of ADH with respect to the
body's fluid osmolality. Findings include

. Hyponatremia and hypoosmolality of body fluids

. Normal glomerular filtration rate



. Urine hypertonicity (usually >300 mOsmol/kg) despite a
subnormal plasma osmolality and serum sodium
concentration

. Isovolemia or hypervolemia without the presence of
edema
. Urinary sodium wasting that increases with salt loading

Symptoms include confusion, anorexia, lethargy, and muscle
cramps. Treatment involves fluid restrictiona€”often <1 L
daily. More severe cases may require replacement of sodium
and potassium deficits. Care should be taken not to replace
deficits too quickly because of the risk of central pontine
myelinolysis. Other treatments involve the long-term use of
demeclocycline,
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which antagonizes the effect of ADH on the kidney and
produces a nephrogenic diabetes insipidus and helps to
correct hyponatremia.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:1239,1240.

178. A 40-year-old woman complains of diffuse symmetric
joint pain that is worse in the morning but improves as the
day progresses. Examination shows inflammation of the
proximal interphalangeal and metacarpophalangeal (MCP)
joints. The most likely diagnosis is

A) Reiter's syndrome
B) Rheumatoid arthritis
C) polymyalgia rheumatica

D) Ilupus erythematosis



E) osteoarthritis

Answer and Discussion

The answer is B. Rheumatoid arthritis is a chronic,
symmetric, and inflammatory condition that may involve
multiple joints. Women are affected two to three times more
often than are men, and family members of affected
individuals are at increased risk. Onset is usually between
the fourth and sixth decade, but may occur at any age.
Synovial inflammation leads to the destruction of articular
and periarticular structures and proliferation of the synovial
tissue (termed pannus), all of which causes chronic joint
pain. In 30% to 40% of patients, subcutaneous rheumatoid
nodules may form at sites subject to trauma and are usually
associated with more severe conditions. Patients often
complain of multiple joint pain, low-grade fever, fatigue,
weight loss, and depression. Symmetric swelling of the hands
(especially the proximal interphalangeal and MCP joints),
wrists, elbows, shoulder, neck, and ankles is typical;
however, any joint may be affected. Patients usually report
morning stiffness that involves the small joints of the hands.
This stiffness improves as the day progresses. Carpal tunnel
syndrome may also occur. Other manifestations, including
vasculitis, pericarditis, and interstitial fibrosis, may be found
in more severe cases. Laboratory findings include elevated
ESR (90% of cases), mild anemia, and a positive rheumatoid
factor (85% of cases). Radiographs show periarticular
osteoporosis, joint-space narrowing, and joint erosion in
more severe cases. However, no laboratory test, histologic
finding, or radiographic feature confirms the diagnosis.
Treatment consists of NSAIDs (first-line therapy),
interarticular and systemic steroids, etanercept (Enbrel) (a



tumor necrosis factor T=-blocker), disease-modifying
antirheumatic drugs, and antimalarials (primarily
hydroxychloroquine, which requires eye examinations every 6
months because of the risk of vision loss), sulfasalazine,
azathioprine, cyclosporine, and methotrexate with folate
supplementation (which requires close monitoring of liver and
renal function). Other agents (e.g., penicillamine,
cyclophosphamide, gold compounds) are less widely used
because of side effects. Traditional drug combinations for RA
commonly include an NSAID, a disease-modifying
antirheumatic drug, and short intermittent courses of oral
corticosteroids. The use of etanercept and methotrexate has
been effective and promising in the treatment of rheumatoid
arthritis. Other associated conditions include Felty's
syndrome (arthritis, splenomegaly, lymphadenopathy,
anemia, neutropenia, and thrombocytopenia) and SjAfgren's
syndrome (arthritis; dry eyes and mucous membranes).

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:88a€“89.

179. A high urinary sodium concentration in the presence of
a low plasma osmolality is most closely associated with

A) syndrome of inappropriate antidiuretic hormone (SIADH)
B) third-degree burns

C) hyperglycemia

D) prolonged diarrhea

E) water overload

Answer and Discussion

The answer is A. Hyponatremia is a common electrolyte



abnormality seen in patients. Common causes include
medications (e.g., diuretics, SSRIs) and SIADH syndrome.
Hyponatremia can be classified according to the volume
status of the patient as hypovolemic, hypervolemic, or
euvolemic. Hypervolemic hyponatremia may be caused by
congestive heart failure, cirrhosis, and kidney disease.
Distinguishing between euvolemia and hypovolemia can be
determined by measurement of plasma osmolality.
Hyponatremia with a high plasma osmolality is caused by
hyperglycemia, whereas a normal plasma osmolality indicates
pseudohyponatremia. The urinary sodium concentration helps
in diagnosing patients with low plasma osmolality. High
urinary sodium concentration in the presence of low plasma
osmolality can be caused by renal disorders, endocrine
deficiencies, reset osmostat syndrome, SIADH, and
medications. Low urinary sodium concentration is caused by
severe burns, gastrointestinal losses, and water overload.
Management includes emergent treatment in patients with
acute severe hyponatremia because of the risk of cerebral
edema and hyponatremic encephalopathy. In patients with
chronic hyponatremia, fluid restriction is the mainstay of
treatment, with the use of demeclocycline in persistent
cases. Rapid correction of hyponatremia should be avoided to
reduce the risk of central pontine myelinolysis. Loop diuretics
are useful in the treatment of edema in hyponatremic states
and in chronic SIADH. In all cases, identifying the etiology of
hyponatremia remains an important part of treatment.

Goh KP. Management of hyponatremia. Am Fam Physician.
2004;69:2387a€%2394.

180. When comparing Bell's palsy with a CNS lesion (e.g.,
stroke, tumor), the distinguishing feature of Bell's palsy is

A) involvement of the forehead muscles



B) involvement of the extremities
C) lack of involvement below the eyes

D) slurred speech

Answer and Discussion

The answer is A. Bell's palsy is characterized by a sudden
onset of unilateral facial paralysis. It is thought to be the
result of an infection (usually viral) affecting the facial nerve,
which involves compression of the nerve within the temporal
bone. Symptoms usually develop as pain behind the ear
preceding the facial paralysis. In some cases, the patient
cannot close the affected eye because of widening of the
palpebral fissures. In 80% to 90% of cases, the physical
findings resolve completely within weeks to months after
onset; however, in some isolated cases, permanent deficits
may occur. The distinguishing feature between Bell's palsy
and CNS lesions (e.g., strokes, tumors) is that Bell's palsy
involves the entire face (including muscles of the forehead),
whereas CNS lesions tend to affect the face below the eyes
and other areas including the arms and legs. Treatment
involves the use of steroids, but they are somewhat
controversial and are of questionable proven benefit. If
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the patient has difficulty closing the affected eye, it should
be patched for protection against excessive drying.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:120.

181. A 30-year-old woman from Minneapolis presents to
your office complaining of paresthesias, weakness, lack of
coordination, and difficulty with gait. Her symptoms are



worse after a hot shower. Examination of the cerebral spinal
fluid shows oligoclonal bands of immunoglobulin G (I1gG).
The most likely diagnosis is

A) multiple sclerosis
B) Huntington's disease
C) Parkinson's disease
D) neurofibromatosis

E) amyotrophic lateral sclerosis (ALS)

Answer and Discussion

The answer is A. Multiple sclerosis is a slowly demyelinating
disease that affects the CNS. It is characterized by
remissions and exacerbations that are separated in time and
involve different areas of the CNS. A second form identified is
progressive. The cause is unknown but may be related to a
combination of genetic factors and perhaps infection with a
slow or latent virus. Women are affected more than men
(2:1), and there appears to be a geographic predominance,
with those in the northern United States affected more than
those in the southern United States. The onset is usually
between 20 and 40 years of age, and the geographic factor is
present even if the individual relocates to a tropical climate
(as long as they spent their first 15 years in the north). The
pathology involves multiple plaques of demyelination that are
found throughout the CNS. Symptoms include paresthesias,
including Lhermitte’'s symptom (sensation of a momentary
electrical current or shock when the neck is flexed),
weakness, loss of coordination, or visual disturbances
(monocular visual loss), initially followed by emotional
lability, gait disturbances, and spasticity in more severe



cases. Signs include optic neuritis, speech difficulties,
cranial-nerve palsies, increased deep tendon reflexes,
nystagmus, tremor, urinary incontinence, and impotence.
Symptoms increase with exposure to heat. Diagnosis is
usually made by the history, appearance of oligoclonal bands
of 1IgG in the CSF, and MRI scans showing plaques of
demyelination in the paraventricular white matter. Evoked
potential nerve tests may also be abnormal. Treatment is
usually supportive; however, steroids and
immunosuppressive drugs have been used. Newer
medications include interferon 12-1b (Betaseron), interferon
T12-1a (Avonex), and glatiramer acetate (Copaxone), which
are interferon-type medications used in the relapsing-
remitting forms. In addition, antispasmodic drugs such as
Baclofen have been used to treat the spasticity.

Johnson KP, Baringer JR. Current therapy of multiple
sclerosis. Hosp Pract. 2001;36(4):21a€“22, 25a€“28;
discussion  28a€“29.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:2461.

182. A 17-year-old boy is seen in the emergency room. He
has miosis, bronchoconstriction, and diarrhea. He is also
sweating, excessively salivating, and vomiting. His breath
has a garlic odor. The most likely diagnosis is

A) alcohol overdose

B) organophosphate poisoning
C) cyanide ingestion

D) diabetic ketoacidosis

E) cocaine overdose



183.
vera

Answer and Discussion

The answer is B. Organophosphate insecticides are
inhibitors of acetylcholinesterase and result in an
accumulation of acetylcholine at the synaptic junction.
Organophosphate poisoning is characterized by miosis,
bronchoconstriction, sweating, salivation, headache,
vomiting, diarrhea, muscle weakness, and convulsions. The
patient's breath typically has a garlic odor. Treatment
involves gastric lavage followed by activated charcoal or
adequate cleansing if skin exposure occurs. Parasympathetic
stimulation can be counteracted by the administration of
atropine sulfate until symptoms disappear or until signs of
atropine use occur (e.g., dilated pupils, dry mouth). Also,
pralidoxime helps remove the organophosphate from the
cholinesterase.

Kasper DL, Braunwald E, Fauci AS, et al., eds. Harrison's
principles of internal medicine, 16th ed. New York: McGraw-
Hill; 2005:226.

Which of the following statements about polycythemia
is true?

A) It is a chronic myeloproliferative disorder that is
associated with increased levels of hemoglobin (Hb)
concentration and red blood cell mass (erythrocytosis).

B) It is associated with a neurodegenerative condition of the
thalamus.

C) Physical examination usually shows decreased peripheral
reflexes.

D) Leukopenia and thrombocytopenia are common.



E) The disease is associated with an increased life span of
the red blood cell.

Answer and Discussion

The answer is A. Polycythemia vera is a rare, chronic
myeloproliferative disorder that is associated with increased
levels of hemoglobin concentration and increased red blood
cell mass (erythrocytosis). The cause is unknown, and the
condition is seen more commonly in men older than 60 years
and in the Jewish population. The condition is associated with
an increased production and turnover of red blood cells. As
many as one-fourth of those affected develop a reduction in
the red blood cell life span, an associated anemia, and
sometimes myelofibrosis. Symptoms are associated with an
increased viscosity and volume of blood and include
headaches, visual disturbances, shortness of breath,
weakness, and fatigue. Patients may also report generalized
pruritus, particularly after bathing in warm water.
Hepatosplenomegaly is common. Associated conditions
include peptic ulcer disease, thrombosis, bone pain, renal
lithiasis, and gout. The diagnosis should be considered when
the hematocrit is >54% for men and >49% for women.
Elevations in all three blood components (i.e., red blood
cells, white blood cells, and platelets) are common. If the
condition goes untreated, as many as 50% of those affected
die within 1.5 years. Thrombosis is the most common cause
of death, followed by complications of myeloid dysplasia,
hemorrhage, and leukemia. With therapy, survival time is
between 7 and 15 years. Treatment involves phlebotomy
(especially for pregnant women and individuals younger than
the age of 40 years) and, in some cases, myelosuppressive
agents, including hydroxyurea. Hyperuricemia may also be



treated with allopurinol.
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Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co., 2006:11025€“1105.

184. Which of the following drugs is commonly used in the
treatment of congestive heart failure (CHF) related to
systolic dysfunction?

A) Verapamil
B) Diltiazem
C) Ramipril
D) Nifedipine

E) Isoproterenol

Answer and Discussion

The answer is C. The causes of CHF are numerous and
include CAD (most common), dilated cardiomyopathy arising
from toxins such as alcohol and doxorubicin, idiopathic
causes, infection, and collagen vascular disorders. Other
causes include hypertension, cardiac arrhythmias, cardiac
valvular disorders, hypertrophic cardiomyopathy, and
restrictive cardiomyopathies (caused by disorders such as
amyloidosis, hemochromatosis, and sarcoidosis). CHF occurs
when there is a decrease in cardiac contractility, which leads
to decreased cardiac output that does not keep up with the
body's physiologic demands. Initially, this inability to keep up
with physiologic demands may only be seen with exercise.
However, as the disease progresses, signs may also occur at
a resting state. Symptoms include shortness of breath;



paroxysmal nocturnal dyspnea, which awakens the patient
and causes severe shortness of breath and diaphoresis,
causing the patient to sit up for prolonged periods; orthopnea
(dyspnea in the recumbent position); and peripheral swelling.
Signs include jugular venous distention more than 4 cm
elevated from the sternal angle with the patient's head
elevated at a 45-degree angle, hepatomegaly, hepatojugular
reflux, S3 heart sound, peripheral edema, and pulmonary
rales (the most common finding).

Treatment consists of a low-sodium diet, diuretics, ACE
inhibitors (ramipril, enalapril, lisinopril) or angiotensin
I1&€“receptor Dblockers (losartan, candesartan) if unable to
tolerate ACE inhibitors, T12-blockers (carvedilol, long-acting
metoprolol succinate), digoxin (particularly in CHF
complicated with atrial fibrillation), and other afterload-
reducing medications (e.g., hydralazine, isosorbide dinitrate).
Calcium-channel blockers, especially verapamil, should be
avoided because of their negative inotropic effect on the
heart; however, they are useful in cases of CHF caused by
diastolic dysfunction and hypertrophic cardiomyopathy.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:2115€“213.

185. Which of the following statements about influenza is
true?

A) Symptoms rarely include cough and coryza.
B) Influenza C is the most common cause of the epidemic flu.
C) Diagnosis requires acute and convalescent titers.

D) Immunization for healthy adults should begin at 65 years
of age.

E) Neuroaminidase inhibitors can shorten the course of illness



if given within the first 48 hours of the onset of symptoms.

Answer and Discussion

The answer is E. Influenza is an acute viral illness
characterized by fever, cough, coryza, headache, myalgias,
and fatigue. The usual symptoms last 3 to 7 days. On
average, illnesses tend to cause 5 to 6 days of restricted
activity, 3 to 4 days in bed, and 3 days lost from work or
school. Residual symptoms (nonproductive cough, weakness)
may last for several weeks. Epidemics usually occur in the
winter months. The disease usually spreads through school-
age children first. Those with underlying medical problems
(e.g., diabetes, COPD, CHF, chronic renal disease,
immunodeficiencies) are at higher risk. The causative agent
is an RNA orthomyxovirus. There are three different types of
influenza:

Influenza A is the most common cause of the flu.

Influenza B is usually caused by paramyxovirus,
rhinovirus, or echovirus.

Influenza C is an endemic virus that occasionally causes
mild respiratory disease.

Only types A and B cause epidemics.

Diagnosis is usually made clinically; however, rapid tests are
now readily available. Treatment is usually symptomatic. In
severe cases, antimembrane drugs [amantadine (Symmetrel)
or rimantadine (Flumadine)] are used for influenza A (not
influenza B), but are effective only if administered early in
the course of the disease. Newer drugs (neuraminidase
inhibitors) zanamivir (Relenza) and oseltamivir (Tamiflu),



approved in 1999, work by inhibiting neuraminidase, a
protein found on the surface of the virus that plays a role in
the release of progeny virus from infected cells, and are
effective for both influenza A and B. Zanamivir and
oseltamivir shorten the duration of the influenzal febrile
illness by 2 days and cause a reduction in viral titers within 2
days of administration, resulting in decreased transmission
rate. Neuraminidase inhibitors appear to be more effective
(compared to antimembrane drugs) for the treatment of
influenza virus infection when given within 48 hours from the
onset of symptoms. Unfortunately, however, antiviral agents
are only slightly effective in preventing confirmed influenza
or influenza-like illness. When given in the first few days of
illness, the M2 ion blockers [amantadine (Symmetrel) and
rimantadine (Flumadine)] and neuraminidase inhibitors
[zanamivir (Relenza) and oseltamivir (Tamiflu)] reduce the
duration of illness by approximately 1 day. Vaccination
should begin at age 50 years and earlier in patients at high
risk or with underlying medical problems. Young children
should also receive vaccination.

Ferri F. Ferri's Clinical Advisor, Instant Diagnosis and
Treatment. Philadelphia: Elsevier/Mosby; 2006:453&8€“454.

In severe cases, antimembrane drugs amantadine
(Symmetrel) or rimantadine (Flumadine) are used for

influenza A (not influenza B) but are only effective if administered
early in the course of the disease.

186. Which of the following medications is the most
appropriate to use in the emergent treatment of
anaphylaxis?

A) Diphenhydramine

B) Isoproterenol



C) Epinephrine
D) Prednisone

E) Atropine

Answer and Discussion

The answer is C. Anaphylaxis may be caused by a variety of
factors, including ingestion of certain foods, insect bites or
stings,
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drugs, and contrast dyes. Symptoms include urticaria,
angioedema, dyspnea, cough, hoarseness, wheezing, a sense
of impending doom, abdominal pain, hypotension, and
syncope. Death occurs in 3% of patients. The cause is a
massive IgE-mediated response, which results in the release
of large amounts of histamine from mast cells. Treatment
must be prompt and includes

Securing the patient's airway
Administering intravenous fluids

Administering epinephrine, 0.2 to 0.5 mL of 1:1,000
subcutaneously, every 15 to 20 minutes, repeated three
times if the patient is stable; if the patient is unstable,
epinephrine should be administered intravenously

After the administration of epinephrine, diphenhydramine
(H1-receptor blocker) should also be initiated; in severe
reactions, cimetidine or ranitidine (H2-receptor blockers)
should be initiated. All patients with anaphylaxis should be
hospitalized and monitored for 24 hours. Corticosteroids have
no role in the acute treatment of anaphylaxis but should be



initiated to prevent a late-phase reaction. Bronchodilators
such as albuterol and theophylline (if necessary) should also
be used. Studies show that atopic individuals are not at
increased risk for the development of IgE-mediated
anaphylaxis as a result of drug reactions or insect stings.

Rakel RE, Bope ET. Conn's Current Therapy 2005.
Philadelphia: Elsevier/Saunders; 2005:8634€“865.

187. Calcium supplementation appears to reduce the risk of
which of the following conditions?

A) Ovarian cancer
B) Lung cancer
C) Breast cancer
D) Colon cancer

E) Prostate cancer

Answer and Discussion

The answer is D. Dietary calcium supplementation appears
to reduce the risk of colon cancer in some studies. Combined
evidence from two clinical trials of calcium supplementation
lasting for several years revealed a reduced rate of recurrent
colorectal adenoma. However, evidence is insufficient to
recommend supplementation with dietary calcium for patients
who have never had an adenoma. Although it would be
beneficial to identify a simple, inexpensive, and safe dietary
supplement to prevent colon cancer, comprehensive
programs for healthy living are more likely to be effective.
For prevention of colon cancer, the American Cancer Society
recommends increasing the intensity and duration of physical
activity; eating more vegetables and fruits; limiting intake of



red meat; avoiding obesity; and avoiding excess alcohol
consumption.

Weingarten MA, Zalmanovici A, Yaphe J. Dietary calcium
supplementation for preventing colorectal cancer and
adenomatous polyps. Cochrane Database Syst Rev.
2004;(3):CDb00354s8.

Martinez ME, Willett WC. Calcium, vitamin D, and colorectal
cancer: a review of the epidemiologic evidence. Cancer
Epidemiol Biomarkers Prev. 1998;7:1638€“168.

Byers T, Nestle M, McTiernan A, et al. American Cancer
Society guidelines on nutrition and physical activity for
cancer prevention: reducing the risk of cancer with healthy
food choices and physical activity. CA Cancer J Clin.
2002;52:924€“119.

188. A 10-year-old boy is brought to the emergency room
after suffering a bee sting on the hand. The patient
complains of dizziness and shortness of breath. The
appropriate course of action should be

A) to reassure patient and family and discharge patient with
antihistamines

B) to intubate immediately, remove stinger with forceps, and
monitor patient in an intensive care unit

C) to administer intravenous epinephrine, antihistamines, and
fluids and observe closely

D) to provide ice therapy, sprinkle meat tenderizer on the
sting site, and elevate the affected extremity

E) to prescribe an oral steroid taper, discharge the patient,
and follow up with the child the following day in the office



Answer and Discussion

The answer is C. Bee stings are common, particularly in
children. Each year, bee stings cause 3 to 4 times more
deaths because of anaphylaxis than snakebites. The average
person can safely tolerate 10 stings per Ib of body weight;
the average adult can withstand >1,000 stings, whereas 500
stings can kill a child. However, 1 sting can cause a fatal
anaphylactic reaction in a hypersensitive person. Symptoms
include local pain, swelling, and redness. In some patients,
bee stings can lead to anaphylaxis with bronchoconstriction
and shock. These patients require immediate attention with
life-supporting measures and the administration of
epinephrine. These patients should also be prescribed an
epinephrine kit, which contains injectable epinephrine and
diphenhydramine tablets, to carry with them whenever they
are outdoors. For patients with mild reactions (local swelling
and pain), ice should be applied, and the site should be
gently rubbed to remove the stinger; the person removing
the stinger should be careful not to pinch or grasp the stinger
with forceps, because it may inject more venom at the site.
Most symptoms increase over 24 to 48 hours but subside in 5
to 7 days. Antihistamines and anti-inflammatories may help
to decrease reactions.

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:26398€“2640.

189. Which of the following relationships between toxin
exposure and symptoms is correct?

A) Vinyl chlorided€”behavioral changes
B) Mercury, lead, and pesticides&d€’acroosteolysis

C) Iron, lithium, and leada€”pulmonary fibrosis



D) Chromate and cocainea€”’nasal septal perforations

Answer and Discussion

The answer is D. Ingestion of toxins can cause a multitude
of symptoms. However, there are specific symptoms
particularly associated with specific toxins. The following are
some toxins and their common identifiable symptoms:

. Mercury, lead, and pesticidesa€’change of behavior
. Asbestos exposurea€”’pulmonary fibrosis

. Vinyl chloride&€”acroosteolysis

. Chromate and cocainea€’nasal septal perforations

Beers MH, Porter RS, eds. The Merck manual of diagnosis and
therapy, Merck Research Laboratories, 18th ed. Whitehouse
Station, NJ: Merck & Co.; 2006:26518€“2695.
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190. Side effects of 3-hydroxy-3-methylglutaryl coenzyme A
(HMG CoA) reductase inhibitors include

A) chronic rhinitis

B) infertility

C) rhabdomyolysis

D) orthostatic hypotension

E) cataracts

Answer and Discussion



The answer is C. HMG CoA reductase inhibitors (also
referred to as statins) are used for the treatment of
moderate to severe hypercholesterolemia. The drugs
(atorvastatin, pravastatin, cerivastatin, fluvastatin,
lovastatin, simvastatin) inhibit HMG CoA reductase, the rate-
limiting step in cholesterol production. Statin drugs decrease
the patient's total and LDL cholesterol and increase the
patient's HDL cholesterol. The drugs can cause elevation of
liver function tests; therefore, serum transaminases should
be performed before the initiation of treatment, and 12
weeks after initiation of therapy, or at increase of dose and
periodically thereafter. Elevations more than three times the
normal levels are an indication to discontinue the drug.
Statin drugs should be used with caution in patients with
underlying liver dysfunction and heavy alcohol use.
Rhabdomyolysis with renal failure is also a potential side
effect. Routine eye examinations for the detection of lens
opacities are no longer recommended.

Rakel RE, Bope ET. Conn's Current Therapy 2005.
Philadelphia: Elsevier/Saunders; 2005:407a€“408, 670, 692.

191. Which of the following statements about rheumatic
fever (RF) is correct?

A) It is a complication of a group B streptococcal infection.
B) It most commonly affects the aortic valve.

C) It is most commonly seen in patients younger than 4
years.

D) Prophylaxis against recurrent attacks with monthly
penicillin administration is indicated after an acute attack.

E) It usually follows a streptococcal skin infection.



Answer and Discussion

The answer is D. Rheumatic fever is an inflammatory
complication of a group A streptococcal pharyngitis. In the
early 1900s, it was not uncommon; however, since the
advent of antibiotics, the condition is seen much less
frequently. More virulent strains of streptococci appear to be
returning to the United States, and the incidence may
increase in the next few years. The condition continues to
flourish in developing countries. Rheumatic fever can give
rise to

Migratory  polyarthritis
Chorea
Carditis
Subcutaneous  nodules

Erythema marginatum

Rheumatic fever affects mostly school-age children and is
rare before age 4 y