
A 47-year-old male with diabetes presents as a new patient to your 

clinic. He does not recall any abnormal blood pressure readings. You find 

his blood pressure to be 138/86 on two readings during this visit. You 

should

A. Start HCTZ 12.5 mg every day

B. Provide lifestyle counseling and start HCTZ 12.5 mg every dayB. Provide lifestyle counseling and start HCTZ 12.5 mg every day

C. Provide lifestyle counseling and recheck blood pressure within a few 

months

D. Do nothing now and recheck blood pressure within one year

E. Do nothing now and recheck blood pressure within a few months



Answer: C. 

Although drug therapy is indicated for diabetics with high normal 

blood pressure (i.e., 130–139/85–89), it is first necessary to 

establish the diagnosis of hypertension, which requires elevated 

readings on at least two office visits, not just two readings during readings on at least two office visits, not just two readings during 

one office visit. Lifestyle counseling, however, should begin

immediately.



A 48-year-old woman presents to the emergency room with headache and a

blood pressure of 192/104. She has a long history of hypertension, for which she has been 

treated in the past with benazepril, hydrochlorothiazide, and metoprolol. She does not have a 

history of coronary artery disease. After careful interviewing, you determine that she stopped 

taking her antihypertensive medications approximately two months ago because she was 

feeling well and “did not want to be dependent on medications.” She reports no other 

symptoms. On examination, she appears comfortable and is fully alert and oriented. 

Funduscopic examination reveals arteriovenous crossing changes but no papilledema. The 

cardiac examination is notable for a fourth heart sound and a grade 2 systolic ejection 

murmur at the left lower sternal border. The chest x-ray shows a mildly increased 

cardiothoracic ratio and aortic calcifications. The electrocardiogram shows increased QRS 

voltage consistent with left ventricular hypertrophy. Urinalysis reveals 1 proteinuria with no voltage consistent with left ventricular hypertrophy. Urinalysis reveals 1 proteinuria with no 

cells or casts. Blood urea nitrogen, creatinine, and electrolytes are all within normal limits. 

Head CT is unremarkable.

Appropriate management of this patient would include:

A. Admission to the intensive care unit and administration of intravenous

Nitroprusside

B. Admission to the intensive care unit and administration of intravenous esmolol

C. Admission to the hospital ward and resumption of her usual medications

D. Administration of short-acting nifedipine 30 mg po, observation in the

emergency room for six hours, and resumption of her usual medications

E. Resumption of her usual medications and follow-up in the outpatient clinic within one 

week



Answer: E. 

Although this patient presents with stage 2 hypertension and evidence of end-

organ damage (i.e., proteinuria and left ventricular hypertrophy), she has no

evidence of acutely progressive organ damage. Additionally, there is a good

explanation for her hypertension: nonadherence. She should respond well to

resumption of her usual medications. The primary focus of management of

this patient should be maintaining adherence to her medication regimen. The

use of short-acting nifedipine to lower her blood pressure rapidly does notuse of short-acting nifedipine to lower her blood pressure rapidly does not

decrease her risk of acute complications and may, in fact, be hazardous.



A 32-year-old woman presents with a 10-month history of an intermittent

burning sensation in the epigastrium that is sometimes related to eating. She has

heard about bacteria that can cause gastrointestinal (GI) symptoms. She has had no

change in her weight and denies dysphagia. Her laboratory tests are normal. Which

of the following would you recommend?

A. Serum qualitative test for H. pylori

B. Refer for endoscopy

C. Obtain an upper GI series

D. Treat her for H. pylori infection

E. Obtain a CT scan of the abdomen



Answer: A. 

The patient presents with dyspepsia. In individuals who are under the age of 45 years and

present with no other warning signs (e.g., anemia, weight loss, or dysphagia), a serum

qualitative test for H. pylori can be obtained to document H. pylori infection, provided that

the patient has no prior history of being treated.

A serum IgG can remain positive even after antibiotic eradication. In H. pylori–positive

individuals who do not respond to therapy, an upper endoscopy would be the next

test.test.

An upper GI series cannot detect H. pylori and is less sensitive than endoscopy

in detecting lesions of the esophagus, stomach, and proximal small bowel.

Empiric therapy for H. pylori is never recommended.



A 35-year-old male patient presents with right upper quadrant pain, fever for

the past 48 hours, preceded by new onset jaundice over the past few weeks. He

states that he has had diarrhea on and off for several years but never had this

investigated. A liver ultrasound is negative for gallstones or evidence of cholecystitis.

His lab tests reveal total bilirubin 6.2, alkaline phosphatase 450, AST 150, ALT 120, 

albumin 2.6. The next diagnostic test of choice would be:

A. Liver biopsy

B. Magnetic resonance cholangio-pancreatographyB. Magnetic resonance cholangio-pancreatography

C. Hepatitis B surface antigen and hepatitis C RNA assay

D. Colonoscopy with biopsies



Answer: B. 

Magnetic resonance cholangiopancreatography to diagnose intrahepatic strictures

associated with primary sclerosing cholangitis, and to exclude other causes of intrahepatic

cholestasis. The patient likely has undiagnosed ulcerative colitis. If confirmed, an urgent

endoscopic retrograde cholangiopancratogram may be helpful to drain any pockets of

obstructed bile flow.obstructed bile flow.

Liver biopsy is nondiagnostic in PSC, and should not be performed in the setting of acute

cholangitis.



A 23-year-old woman with type 1 diabetes presents to the emergency room

with abdominal pain, lethargy, polydipsia, and polyuria. She tells you that she ran

out of insulin three days ago. Labs reveal a glucose of 755, creatinine of 4.0, and

potassium of 7.1. In addition, her hematocrit is 43.5 and WBC count is 11,000.

Which of the following statements is most accurate?

A. A reasonable first-line treatment for her hyperkalemia would be a sodium

polystyrene sulfonate resin

B. No ECG is needed because her potassium will improve once insulin is

AdministeredAdministered

C. Total body potassium is probably low despite high serum levels

D. She probably has a pseudohyperkalemia because of her high WBC count



Answer: C. 

The lack of insulin in this patient (as well as the acidosis) results in

shifts of potassium from the intracellular to extracellular space, where it is then

excreted by the kidney. Therefore, this patient probably is total-body-potassium

depleted despite her high serum levels. A sodium polystyrene resin is a

reasonable treatment for chronic (not acute) hyperkalemia. Although her

hyperkalemia should improve rapidly with insulin administration and correction

of her acidosis, one should always perform an ECG. The high serum potassium

may lead to changes that predict a lethal arrhythmia. Finally, her WBC count ismay lead to changes that predict a lethal arrhythmia. Finally, her WBC count is

not high enough (i.e., greater than 70,000) to produce pseudohyperkalemia.



A 55-year-old Caucasian male presents for evaluation of dyspnea, hemoptysis, weight loss, 

and fatigue. The patient has a history of one to two packs of cigarettes a day for 10 years but 

quit five years ago. The patient denies fever or chills but does complain of muscle weakness 

and unspecified weight loss. He has noticed decreased urine output of dark-colored urine. 

Past history is negative for hypertension or renal disease. Physical exam reveals blood 

pressure of 175/105, pulse of 78, respiratory rate of 20, oxygen saturation on room air of 91%. 

His weight is 150 pounds and his temperature is 37.1° C. Physical exam is only notable for 

rhonchi in both lung fields and lower extremity edema. Urinalysis performed in the office 

reveals a specific gravity of 1.025, and dipstick reveals 4+ heme and 3+ protein. There are 

numerous RBC casts noted, including a BUN of 125 mg/dL and a creatinine of 3.1 mg/dL. 

Which of the following is (are) the most likely diagnosis in this patient?

A. FSGS

B.  ANCA-associated GN

C. Membranous GN

D. Anti-GBM

E. A and C

F. B and D



Answer: F. 

This patient presents with a pulmonary renal syndrome, characterized by

hemoptysis and acute renal failure. Renal involvement is indicative of

glomerulonephritis. FSGS and membranous GN typically present with nephrotic

syndrome and would be unlikely in this individual. With evidence of both

pulmonary and renal involvement, consideration should be given to vasculitis

(such as Wegener’s granulomatosis or micropolyangiitis; SLE would be less likely)(such as Wegener’s granulomatosis or micropolyangiitis; SLE would be less likely)

or Goodpasture’s syndrome. Evaluation of this patient would typically include

complement levels, ANCA testing, and testing for anti-GBM antibodies.

Low complement would suggest SLE, but should be normal with

micropolyangiitis, Wegener’s granulomatosis and Goodpasture’s syndrome.

ANCA will be positive in Wegener’s granulomatosis and micropolyangiitis, but

negative in Goodpasture’s syndrome.

Evaluation should also include renal biopsy.



An 80-year-old man has a 50-year pack-a-day smoking history and a 12-year

history of COPD. He presents with two days of worsening dyspnea, yellow-

green sputum, and cough. He has not been able to sleep for two nights and is 

unable to lie flat. Arterial blood gases are: pH 7.32, PO2 of 53 mm Hg, and 

PCO2 of 58 mm Hg.

You admit him to the hospital. Chest radiograph does not reveal an infiltrate. 

Which of the following would you not prescribe?

A. Intermittent positive pressure breathing treatments by face maskA. Intermittent positive pressure breathing treatments by face mask

B. Nebulized albuterol

C. High-dose inhaled corticosteroids

D. An oral macrolide antibiotic

E. 28% oxygen by Venturi mask



Answer: C. 

Inhaled corticosteroids are not useful for severe exacerbations of COPD. Oral or

parenteral steroids should be administered. The other treatments are acceptable

modes of initial therapy for an acute COPD exacerbation with acute, albeit

mild, respiratory failure. Noninvasive mask ventilation has been shown to reduce

the need for intubation in patients with COPD exacerbations.

Nebulized albuterol is not more effective than use of a metered dose inhaler and

reservoir but is an acceptable mode of treatment. Macrolides may be taken

orally for patients who are able to take them. Antibiotics may shorten the courseorally for patients who are able to take them. Antibiotics may shorten the course

of an exacerbation.

Venturi mask delivery of oxygen is the preferred method of delivery for patients

who are acutely ill and may be at risk for hypercapnia.



A 45-year-old man arrived in the emergency room with complaints of two days

of swelling and tenderness of the left arm. He had no respiratory complaints. He 

was recovering from a course of chemotherapy for a recently diagnosed 

lymphoma. 

On examination, he had a low-grade fever and his left arm was mildly 

erythematous and edematous up to the shoulder. The site of a tunneled left 

subclavian catheter was unremarkable. The remainder of the examination, 

including stool occult blood, was normal. A chest x-ray was normal except for a 

small right pleural effusion. Blood work was obtained revealing a leukocyte count 

of 2000 cells/mm3; the platelet count was 80,000/mm3. The emergency room of 2000 cells/mm3; the platelet count was 80,000/mm3. The emergency room 

resident ordered a compression US of the left arm, which was performed in the 

emergency room and found to be unremarkable. As the admitting physician, the 

next step should be:

A. Draw blood cultures, apply heat, and elevate the arm

B. Contact interventional radiology to pull the intravenous catheter

C. Start intravenous unfractionated heparin by weight-based protocol

D. Admit to inpatient service, order an MRI of the left shoulder

E. Admit to inpatient service, order a venogram of left arm



Answer: C. 

The patient has significant risk factors for upper extremity DVT (cancer and

central venous catheter) and compatible exam findings.

Thrombocytopenia does not provide protection against the development of DVT.

Although the symptoms and signs exhibited here could be consistent with

cellulitis, upper extremity DVT can be complicated by pulmonary emboli and

thus has to be ruled out. In the presence of significant upper extremity DVT risk

and no contraindication to anticoagulation, full-dose anticoagulation should be

initiated if definitive testing cannot be immediately performed. Compressioninitiated if definitive testing cannot be immediately performed. Compression

ultrasound of the upper extremity is sensitive and specific enough to be the

initial test of choice for upper extremity DVT. Nevertheless, subclavian vein

thrombosis can be missed if present behind the clavicle.

Venography and MRI are reasonable secondary studies.



A 52-year-old man who is complaining of intense fatigue, dyspnea, and

diarrhea of 2 months duration comes to your office. He reports losing about 15

pounds over the past few months. He has no past medical history. He reports

drinking a glass of wine every night. He takes no medications. His physical

examination reveals pallor and tachycardia to 105 beats per minute. He has a

blood pressure of 130/80. You obtain blood work that shows the following:

Hemoglobin 8.2 g/dL

Hematocrit 25%

MCV 115 fL

Reticulocyte index 1.2

Platelets 101 K/μL

Which of the following statements is correct?Which of the following statements is correct?

A. The absence of anti-intrinsic factor antibodies would rule out pernicious anemia.

B. The normal methylmalonic acid level would essentially rule out folate deficiency.

C. If this patient had vitamin B12 deficiency from celiac sprue and malabsorption,

the urinary excretion of radiolabeled B12 would be low even after administration of

oral intrinsic factor (stage II).

D. A peripheral smear in this patient is likely to reveal target cells and

schistocytes.

E. A bone marrow examination should be done immediately to rule out

myelodysplastic syndrome.



Answer: C.

This patient presents with a diarrhea and a macrocytic anemia.

The differential diagnosis of macrocytic anemia includes vitamin B12 deficiency,

folate deficiency, myelodysplastic syndrome, and hypothyroidism. Multiple

myeloma, aplastic anemia, and alcohol abuse can also cause macrocytosis and

anemia. With this degree of macrocytosis, vitamin B12 or folate deficiency are the

most likely. Intrinsic factor antibodies are specific but not sensitive for pernicious

anemia (PA). If they are positive, the diagnosis of PA is virtually assured. In folate

deficient patients with normal renal function, methylmalonic acid levels aredeficient patients with normal renal function, methylmalonic acid levels are

typically normal but homocysteine levels are increased. The diarrhea and

macrocytic anemia suggest the possibility of a malabsorptive process such as

sprue. If this is the diagnosis the Schilling test is likely to be abnormal even after

administration of intrinsic factor, because the vitamin B12 deficiency is not due to

a deficiency in intrinsic factor. If the Schilling test were repeated after a few weeks

on a gluten-free diet (stage III) it should be normal. The peripheral smear of this

patient should not show schistocytes, because the low reticulocyte count rules out

hemolysis. Given the likelihood of vitamin B12 or folate deficiency with this

presentation, a bone marrow examination does not need to be done at this time.



A 57-year-old woman undergoes mitral valve replacement for rheumatic heart

disease. Postoperatively, she is placed on heparin. Five days later, the patient

develops a left lower extremity DVT. Laboratory examination shows the following:

aPTT ratio: 2.4; PT: 1.2; hematocrit 30.1%; WBC 9000; platelets 97,000.

Fibrinogen is normal, and D-dimer is negative. Blood work is unchanged from two 

days ago, except that thrombocytopenia is new. Which of the following is the most 

likely explanation for this clinical presentation?

A. Subtherapeutic dosing of heparinA. Subtherapeutic dosing of heparin

B. Antiphospholipid antibody syndrome

C. Disseminated intravascular coagulopathy

D. Antiheparin/platelet antibodies



Answer: D. 

This patient’s presentation is suggestive of heparin-induced thrombocytopenia

(HIT). HIT develops in predisposed individuals when exposed toheparin, and takes

one of two forms. Type 1 HIT is nonimmune mediated, occurs a few days after

initiation of heparin, results in thrombocytopenia, but no thrombosis. Type 2 HIT

usually begins 5 to 10 days after initiation of heparin, is due to antibodies against

the heparin/platelet combination, and thrombocytopenia and thrombosis develop.

Treatment for HIT is discontinuation of heparin.

If thrombosis is present, other forms of anticoagulation will be needed. Otherwise,

this patient is therapeutic on heparin, and has no prior history suggestive ofthis patient is therapeutic on heparin, and has no prior history suggestive of

antiphospholipid antibody syndrome.

Her blood work is not suggestive of DIC.



A 21-year-old woman presents with malaise, fever, and sore throat of four days’

duration. On physical examination, she is febrile (T 38.3° C), and bilateral

exudates are noted in her pharynx. Anterior and posterior cervical adenopathy is

noted. There is no nuchal rigidity. Lungs are clear and cardiac examination is

normal. On examination of the abdomen, mild splenomegaly is noted. Laboratory

examination shows transaminases to be two times the upper limit of normal.

A complete blood count shows a normal hematocrit and platelet count; her

lymphocyte count is mildly elevated with a predominance of atypical

lymphocytes. The most likely cause of this patient’s clinical presentation is:

A. Group A β-hemolytic streptococcusA. Group A β-hemolytic streptococcus

B. Group D streptococcus

C. Acute retroviral syndrome

D. Epstein-Barr (EBV) infection

E. Lymphoma



Answer: D. 

This patient demonstrates the classic presentation of mononucleosis, due to

infection with EBV. Patients with EBV commonly develop malaise, fevers,

exudative pharyngitis, and lymphadenopathy. Additional findings may include

splenomegaly, a mild elevation of transaminases, and a predominance of atypical

lymphocytes.

Bacterial infection would be unlikely to explain all the findings in this

patient.

Acute HIV infection, which may result in the acute retroviral syndrome, is

not associated with exudative pharyngitis or splenomegaly. However, acute HIVnot associated with exudative pharyngitis or splenomegaly. However, acute HIV

infection should always be considered in a patient who presents with a viral

syndrome.

Lymphoma is much less common than EBV infection, and although it

could explain much of this patient’s presentation, it would not be the most likely

explanation for her presentation.



A 68-year active smoker with long-standing chronic obstructive pulmonary

disease and five admissions to the hospital in the past two years is admitted to 

the intensive care unit because of respiratory failure. He had complained of 

worsening respiratory symptoms and cough for one week but claimed to 

experience no fevers. Admission chest radiograph shows new infiltrates in left 

upper and right lower lobes.

Purulent sputum is obtained immediately following intubation that shows 

greater than 25 PMN's/hpf and small gram-negative bacilli. Which of the 

following statements regarding treatment is true?

A. Antibiotic selection should include coverage for Pseudomonas aeruginosa

B. The lack of fevers suggests that aspiration pneumonia is highly likely

C. Legionella rarely affects patients with COPD, and therapy with a 

cephalosporins

drug such as cefotaxime or ceftazidime should be sufficient

D. Bronchoscopy should be ordered to rule out an obstruction because of this

patient’s smoking history

E. Streptococcus pneumoniae is the most likely cause of pneumonia in this 

patient



Answer: A.

Patients admitted to the intensive care unit should have antibiotic coverage 

covering resistant pathogens such as P. aeruginosa, especially if they have 

structural lung disease (COPD) and have had recent prior courses of antibiotics. 

Though bilobar pneumonia increases the likelihood of the pneumococcus, the 

gram stain suggests otherwise. Bronchoscopy is normally not required for initial 

diagnosis in the nonimmunocompromised patient. Persisting infiltrates beyond diagnosis in the nonimmunocompromised patient. Persisting infiltrates beyond 

six weeks or recurrence of pneumonia in the same lobe in a smoker should 

prompt considerationof an obstruction.


