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Morning Report Structure
·òPower Learningó (~8:00-8:20)

·~20 minutes of MKSAP questions & teaching

·Team Based Approach

·Case presentation (~8:20-8:45)

·Mix of Ambulatory, Gen Med & Subspecialty cases (M-W) and 
Fresh Case Friday

·Resident Presentation (8:45-8:50)

·Resident gives PowerPoint mini-lecture on òlearning pointsó of 
the case



MKSAP Question #1

·A previously healthy 32-year-old woman is hospitalized for 

community-acquired pneumonia and suspected empyema. Her 

temperature is 38.9 °C (102.0 °F) and her blood pressure is 

115/72 mm Hg. Laboratory studies show an elevated leukocyte 

count, decreased platelet count, blood urea nitrogen of 30 

mg/dL(10.71 mmol/L), and serum creatinineof 2.4 mg/dL

(212.21 ʈmol/L). The pleural space is drained via thoracotomy

tube. 



MKSAP Question #1

·Hypotension develops and does not resolve with fluid 

administration; vasopressorsupport is started. She now has 

anuricacute renal failure. Leukocyte count remains elevated, 

blood urea nitrogen is 110 mg/dL(39.28 mmol/L), serum 

potassium is 5.9 meq/L (5.9 mmol/L) (despite sodium 

polystyrene sulfonate), and serum bicarbonate is 15 meq/L (15 

mmol/L). Arterial blood pH is 7.24.



MKSAP Question #1
·Which of the following is the best approach to management for 

this patient?

·A: Alternate-day hemodialysis

·B: Daily hemodialysis

·C: Intravenous furosemide

·D: Intravenous bicarbonate infusion

·E: Fenoldopaminfusion
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In the medical and surgical ICU setting, 

daily HD is superior to alternate-day HD.
ÅIn-hospital mortality of 28% with daily HD, compared to 46% with 

alternate-day HD

ÅFaster recovery of renal fxnwith daily HD



MKSAP Question #1

·Which of the following is the best approach to management for 

this patient?

·A: Alternate-day hemodialysis

·Shown to be inferior to daily HD

·B: Daily hemodialysis

·Superior in terms of mortality benefit and return of renal function

·C: Intravenous furosemide

·Used to òconvertó to non-oliguricARF ðnot been shown to change outcomes

·D: Intravenous bicarbonate infusion

·May worsen acidosis, and likely not needed with pH 7.24

·E: Fenoldopaminfusion

·No indication for acute anuricrenal failure



MKSAP Question #2

·A 51-year-old man has a 4-month history of intermittent burning 

epigastricpain without nausea, vomiting, melena, hematemesis, 

or weight loss. Eating and taking over-the-counter H2-receptor 

antagonists provide minimal relief. The patient has degenerative 

joint disease treated with acetaminophen. Physical examination 

shows only mild pain on palpation of the epigastrium. Upper 

endoscopy is normal.



MKSAP Question #2
·Which of the following is the most appropriate next step in 

managing this patient?

·A: Another trial of an H2-receptor antagonist

·B: A prokineticagent

·C: A proton pump inhibitor

·D: Serologic testing for Helicobacter pylori

·E: An H. pyloristool antigen test
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Non-ulcer dyspepsia
ÅMainstay of treatment is acid suppression therapy

Role of H. pyloritreatment in non-

ulcer dyspepsia is controversial
ÅRecent meta-analysis indicates that symptoms resolve in 

only ~10% of patients treated for H. pyloriin this setting

ÅCurrently diagnostic testing and treatment are not 

routinely recommended for non-ulcer dyspepsia



MKSAP Question #2

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

managing this patient?

·A: Another trial of an H2-receptor antagonist

·Has already failed a trial of H2-receptor antagonists

·B: A prokineticagent

·No nausea, vomiting, early satiety

·C: A proton pump inhibitor

·Mainstay of treatment for non-ulcer dyspepsia

·D: Serologic testing for Helicobacter pylori

·Currently no role for dx/ tx of H. pyloriin non-ulcer dyspepsia

·E: An H. pyloristool antigen test

·Currently no role for dx/ tx of H. pyloriin non-ulcer dyspepsia



MKSAP Question #3

·A 40-year-old man with AIDS has a 1-day history of blurred 

vision of the right eye and a several-hour history of acute loss of 

vision on the right. For the past 6 months, his antiretroviral 

regimen has included a nucleoside reverse transcriptase inhibitor, 

a non-nucleoside reverse transcriptase inhibitor, and a protease 

inhibitor. The patient's most recent CD4 cell count was 355/ɛL

(0.35 × 109/L), and his plasma HIV RNA viral load was 15,000 

copies/mL.He has been unwilling to change therapy or to be 

more compliant with his drug regimen. Medical history is 

otherwise unremarkable. 



MKSAP Question #3

·On physical examination, vital signs are normal. Ophthalmologic 

examination discloses pupils that are equal and readily reactive to 

light. Examination of the right fundusshows a localized area of 

hemorrhagic necrosis of the fovea. There are no cotton-wool 

exudates and no uvealdisorders. The remainder of the 

examination is normal. 



MKSAP Question #3
·After hospitalizing the patient, which of the following 

intravenous agents is most appropriate?

·A: Pyrimethamineplus oral sulfadiazine

·B: Acyclovir

·C: Ganciclovir

·D: Penicillin

·E: A corticosteroid
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Acute retinal necrosis
ÅOccurs most commonly in pts with HIV/AIDS

ÅMost cases are attributed to varicella-zoster virus, and others 

to HSV, making acyclovir the treatment of choice



MKSAP Question #3
·After hospitalizing the patient, which of the following 

intravenous agents is most appropriate?

·A: Pyrimethamineplus oral sulfadiazine
·Treatment regimen for cerebral toxoplasmosis

·B: Acyclovir
·Treatment of choice, as VZV and HSV are the most common pathogens

·C: Ganciclovir
·Used for CMV retinitis ðunlikely given preserved immune fxnof this pt ð

floaters and photopsia(flashing lights) are also usually seen

·D: Penicillin
·Agent of choice for syphilis

·E: A corticosteroid
·No uvealdisease to suggest herpes zoster ophthalmicus



MKSAP Question #4

·Name that movie: òIõm your huckleberry.ó

·A: Back to the Future

·B: Dumb and Dumber

·C: Tombstone

·D: National Lampoonõs Christmas Vacation


