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MKSAP Question #1

·Ten days ago, a 60-year-old man underwent 
endoscopic retrograde cholangiopancreatography
and sphincterotomyfor removal of a common 
bile duct stone. Five days after stone removal, he 
had an uneventful laparoscopic cholecystectomy. 
Three days postcholecystectomy, the patient 
continued to have fever, and a CT scan showed a 
2-cm hepatic lesion consistent with an abscess. 
Percutaneousaspiration was done. The abscess 
was drained and cultured. Cultures grew 
Escherichia coli, and cefotaximewas begun. 



MKSAP Question #1

·Two days after beginning the antibiotic, the 
patient comes for a follow-up office visit. He 
feels well and has been afebrilesince drainage 
of the abscess. Physical examination discloses 
a normal temperature and well-healing 
laparoscopy scars. Complete blood count is 
normal. Liver enzyme studies are also normal 
except for a serum alkaline phosphatasevalue 
of 135 U/L (decreased from the preoperative 
alkaline phosphatasevalues). 



MKSAP Question #1
·Which of the following is most appropriate at 

this time?
ƁA: Discontinue cefotaximenow

ƁB: Add gentamicinto the current regimen

ƁC: Place a percutaneousdrainage tube in the abscess 
cavity

ƁD: Repeat the CT scan in 2 weeks

ƁE: Schedule endoscopic retrograde 
cholangiopancreatography
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Cholangitisis the most common 

cause of liver abscesses.



MKSAP Question #1

·Two days after beginning the antibiotic, the 
patient comes for a follow-up office visit. He 
feels well and has been afebrilesince drainage 
of the abscess. Physical examination discloses 
a normal temperature and well-healing 
laparoscopy scars. Complete blood count is 
normal. Liver enzyme studies are also normal 
except for a serum alkaline phosphatasevalue 
of 135 U/L (decreased from the preoperative 
alkaline phosphatasevalues). 

Bacterial liver abscesses
ÅPercdrainage is crucial for diagnosis and treatment

ÅUsually good response to drainage and directed abx

ÅDuration of abxusually 2-4 weeks

ÅRepeat scanning in ~2 weeks to ensure clearance of 

abscess (sometimes repeat drainage is needed)



MKSAP Question #1
·Which of the following is most appropriate at 

this time?
ƁA: Discontinue cefotaximenow
¶A 2-4 week course is typical

ƁB: Add gentamicinto the current regimen
¶No need to broaden coverage given clinical response

ƁC: Place a percutaneousdrainage tube in the abscess 
cavity
¶Simple drainage is as effective as percutaneoustubes

ƁD: Repeat the CT scan in 2 weeks
¶Needed to ensure that repeat drainage is not required

ƁE: Schedule endoscopic retrograde 
cholangiopancreatography
¶No concern for retained stones or cholangitisat this point



MKSAP Question #2

·A 34-year-old asymptomatic man is seen for a physical 
examination. He has no personal or family history of 
cardiovascular disease. He jogs 2 to 3 miles three times 
per week. On physical examination, he has no fever, his 
heart rate is 70/min, and his blood pressure is 140/58 
mm Hg. There is no jugular venous distention. Lungs 
are clear and there is no pedal edema. Cardiovascular 
examination reveals a point of maximal impulse that is 
displaced 1 cm from the midclavicularline and is 
diffuse. There is an early decrescendo diastolic murmur 
heard at the left parasternalthird intercostalspace that 
does not radiate. 



MKSAP Question #2

·There are brisk, prominent distal pulses 
throughout the extremities, with a òpistol shotó 
sound heard when auscultatingover the 
peripheral arteries. 

·A transthoracicechocardiogram is obtained. The 
aortic valve is bicuspid and there is moderate to 
severe aortic regurgitation. The left-ventricular 
end-systolic diameter is 45 mm and the ejection 
fraction is 62%. The caliber of the proximal 
ascending aorta is normal. No other valvular
abnormalities are detected.



MKSAP Question #2

·What is the most appropriate treatment?

ƁA: Aortic valve replacement

ƁB: Digoxin

ƁC: Nifedipine

ƁD: Metoprolol

ƁE: Hydrochlorothiazide
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