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MKSAP: Question #1

ÁA 22-year-old man was discovered to have 

atrial fibrillation following an episode of 

palpitations while playing soccer 2 hours 

ago. He is currently in sinus rhythm and 

asymptomatic. 



MKSAP: Question #1

ÁPhysical examination demonstrates blood pressure 

of 148/86 mm Hg in both upper extremities. The 

apical impulse is prominent and laterally displaced. 

An ejection click is noted at the left sternal border 

and a grade 2/6 early systolic murmur is also noted 

at the left sternal border. An apical S 4 is present. 

The femoral pulses are reduced, and there is a 

delay between the radial and femoral arterial 

pulses. The lungs are clear, but a systolic murmur 

can be heard over the posterior left side of the 

chest. A chest radiograph is shown.





MKSAP: Question #1

Á This constellation of findings suggests which of the 

following diagnoses?

ÁA. Ventricular septal defect 

ÁB. Atrial septal defect 

ÁC. Mitral valve regurgitation 

ÁD. Aortic coarctation 

ÁE. Patent ductus arteriosus



ÅSevere obstruction of 
blood flow in the 
descending thoracic aorta.
ÅCollaterals through the 
intercostal arteries.



Coarctation:
ÅòFigure 3ó sign
ÅRib notching
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MKSAP: Question #1

ÁPhysical examination demonstrates blood pressure 

of 148/86 mm Hg in both upper extremities. The 

apical impulse is prominent and laterally displaced. 

An ejection click is noted at the left sternal 

border and a grade 2/6 early systolic murmur is 

also noted at the left sternal border. An apical S4

is present. The femoral pulses are reduced, and 

there is a delay between the radial and femoral 

arterial pulses. The lungs are clear, but a systolic 

murmur can be heard over the posterior left side of 

the chest. A chest radiograph is shown.

Coarctation:
ÅSystemic HTN

ÅRadial -femoral delay

Bicuspid aortic valve: 
Åpresent in >50% of 
pts w/ coarctation



MKSAP: Question #1

Á This constellation of findings suggests which of the following 

diagnoses?

ÁA. Ventricular septal defect 

Á+SM; doesnõt explain radial-femoral delay & CXR

ÁB. Atrial septal defect 

Á+SM; doesnõt explain radial-femoral delay & CXR

ÁC. Mitral valve regurgitation 

Á+SM; doesnõt explain radial-femoral delay & CXR

ÁD. Aortic coarctation 

ÁHTN, radial-femoral delay, bicuspid AV, 3 -sign, rib notching

ÁE. Patent ductus arteriosus

ÁContinuous murmur without an ejection click



MKSAP: Question #2

ÁA 32-year-old woman is evaluated for amenorrhea of 

4 months' duration. She had monthly menses while 

taking oral contraceptives from age 22 for irregular 

menses and contraception until age 30 when she 

wanted to have a child. She became pregnant within 

2 months but miscarried, and she had dilation and 

curettage 9 months ago. She experienced irregular 

bleeding until 4 months ago when menses stopped, 

and she still wants to become pregnant. Her 

medical history includes hypothyroidism treated 

with levothyroxine.



MKSAP: Question #2

ÁPhysical examination shows normal blood pressure, 

a small thyroid gland, full visual fields, Tanner stage 

5 breast without galactorrhea, and no bruising or 

striae. Her BMI is 30. Laboratory studies show a 

serum prolactin of 11 ng/mL (11 mg/L), thyroid -

stimulating hormone of 1.3 µU/mL (1.3 mU/L), and 

follicle -stimulating hormone (FSH) of 2.0 mU/mL 

(2.0 U/L). A random estradiol is 100 pg/mL (367.1 

pmol/L); the urine human chorionic gonadotropin is 

undetectable.



MKSAP: Question #2

ÁWhich of the following is the most appropriate next step 

in the management of this patient's amenorrhea?

ÁA. Medroxyprogesterone acetate, 5 -10 mg for 10 days 

ÁB. Further evaluation in 6 months 

ÁC. Metformin, 500 mg/d 

ÁD. Clomiphene citrate, 50 mg for 5 days 

ÁE. Measurement of serum total testosterone





MKSAP: Question #2

ÁA 32-year -old woman is evaluated for amenorrhea 

of 4 months' duration. She had monthly menses 
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hypothyroidism treated with levothyroxine.

Overall reproductive system 
normal until age 30



MKSAP: Question #2

ÁA 32-year-old woman is evaluated for amenorrhea of 

4 months' duration. She had monthly menses while 

taking oral contraceptives from age 22 for irregular 

menses and contraception until age 30 when she 

wanted to have a child. She became pregnant 

within 2 months but miscarried, and she had 

dilation and curettage 9 months ago. She 

experienced irregular bleeding until 4 months 

ago when menses stopped, and she still wants to 

become pregnant. Her medical history includes 

hypothyroidism treated with levothyroxine.

Asherman's syndrome:
ÅOnly uterine cause of 2° amenorrhea
ÅResults from acquired scarring / damage of the 
endometrial lining, usually following D&C 
ÅLeads to uterine outflow tract obstruction 



MKSAP: Question #2

ÁPhysical examination shows normal blood pressure, 

a small thyroid gland, full visual fields, Tanner 

stage 5 breast without galactorrhea, and no 

bruising or striae. Her BMI is 30. Laboratory 

studies show a serum prolactin of 11 ng/mL (11 

mg/L), thyroid -stimulating hormone of 1.3 µU/mL 

(1.3 mU/L), and follicle -stimulating hormone 

(FSH) of 2.0 mU/mL (2.0 U/L). A random estradiol 

is 100 pg/mL (367.1 pmol/L); the urine human 

chorionic gonadotropin is undetectable.



MKSAP: Question #2



MKSAP: Question #2

Á Which of the following is the most appropriate next step in the 

management of this patient's amenorrhea?

ÁA. Medroxyprogesterone acetate, 5 -10 mg for 10 days 

ÁIf bleeding after withdrawal: chronic anovulation w/ estrogen 

present (i.e., androgen excess state)

ÁIf no bleeding after withdrawal: outflow tract obstruction

ÁB. Further evaluation in 6 month

ÁIncorrect; history suggests Ashermanõs syndrome

ÁC. Metformin, 500 mg/d 

ÁTreatment for PCOS

ÁD. Clomiphene citrate, 50 mg for 5 days 

ÁOvulation stimulator

ÁE. Measurement of serum total testosterone

ÁOnly if bleeding following progestin 

withdrawal



MKSAP: Question #3

ÁAn otherwise healthy 56 -year-old man has a 6-

week history of burning epigastric discomfort 

and mild nausea without vomiting, melena, or 

hematochezia. The discomfort is sometimes 

improved with meals and over -the-counter 

antacids. Physical examination shows mild 

epigastric tenderness to palpation. Upper 

endoscopy is normal except for an 8 -mm 

polypoid lesion. Biopsy specimens document 

that the lesion is a fundic gland polyp.



MKSAP: Question #3

ÁWhich of the following is the most appropriate next step 

in managing this patient?

ÁA. CT scan of the abdomen 

ÁB. Endoscopic ultrasonography

ÁC. Surgical consultation 

ÁD. Annual surveillance upper endoscopy

ÁE. No additional diagnostic studies or treatment
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MKSAP: Gastric Polyps

ÁFundic gland polyps 

ÁMost common type of non-neoplastic polyp 

found in the stomach

ÁAsymptomatic; usually incidental finding

ÁLow risk for malignant transformation

ÁAdenomatous or dysplastic polyps

ÁRequire referral for possible resection

ÁRequire surveillance EGD 1 year after polyp 

removal
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2/16/09: Presidentõs Day

ÁPresident Obamaõs salary is $400,000.  What was 

the salary of our 1 st President, George Washington?

ÁA. $10,000

ÁB. $25,000

ÁC. $50,000

ÁD. $100,000

ÁE. $200,000

Washington was already a 
wealthy man and refused to 
accept his salary; however, he 
asked for his living expenses 
to be covered.



2/16/09: Presidentõs DayPresident Obama:
ÅSalary = $400,000
ÅNontaxable travel account = $100,000
ÅExpense Account = $50,000
ÅEntertainment = $19,000



Clinical Image of the Day
ÅIdioventricular Rhythm 

Å30 BPM 
ÅLAD



Case Presentation



Morning Report

Trey James



Meckelôs Diverticulum

ÅThe most common congenital anomaly of the 
small intestine.
ÅDescribed in detail by Johann Meckel in 1809.
ÅResults from incomplete closure of the vitelline 

duct.
ÅSince the cells within the vitelline duct are 

pluripotent, there is often tissue types other 
than illeum within the duct.
ï50% of cases have gastric tissue which can produce 

acid.
ï5% of cases have pancreatic tissue.


