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MKSAP Question #1

·A 70-year-old woman is evaluated for a 4-week history of aching 

bilateral pain and morning stiffness around the proximal muscles 

of her arms and shoulders and the hip and upper thigh. She does 

not have rash, neck pain, visual symptoms, cough, headache, or 

jaw stiffness or claudication. Although her muscles are sore and 

she feels fatigued, she does not have muscle weakness. 



MKSAP Question #1

·On musculoskeletal examination, muscle strength is normal and 

range of motion of the shoulders is full. There is no discrete 

tenderness on palpation of the shoulder joint, subacromialbursa, 

or surrounding muscles. The remainder of the examination is 

unremarkable. On laboratory studies, erythrocyte sedimentation 

rate is 55 mm/h. 



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

this time?

·A: Corticosteroid injection into the glenohumeraljoint

·B: Amitriptyline; aerobic exercise program

·C: Prednisone

·D: Ibuprofen

·E: Acetaminophen with codeine
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Polymyalgiarheumatica
ÅOlder population

ÅElevated ESR

ÅProximal muscle pain/soreness/stiffness

ÅNot associated with objective weakness

Mainstay of treatment is corticosteroids
Å10-20mg/day usually alleviates symptoms in 24 hours

ÅProlonged taper usually required (up to 1 year)



MKSAP Question #1

·Which of the following is the most appropriate management at 

this time?

·A: Corticosteroid injection into the glenohumeraljoint

·Symptoms not c/w isolated glenohumeraljoint involvement

·B: Amitriptyline; aerobic exercise program

·Treatment regimen for fibromyalgia

·C: Prednisone

·Symptoms resolve quickly in PMR

·D: Ibuprofen

·NSAIDs are not as effective as corticosteroids in PMR

·E: Acetaminophen with codeine

·No benefit in inflammatory disorders



MKSAP Question #2

·A 55-year-old woman is evaluated during a routine visit. Her 

medical history includes osteopenia. She does not smoke, have 

any other medical problems, or take any medications. Her 

mother had a myocardial infarction at age 70 years. 

·On physical examination, the blood pressure is 132/80 mm Hg, 

fairly typical for this patient during previous office visits. The 

remainder of the examination is unremarkable. 



MKSAP Question #2



MKSAP Question #2

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

management of this patient?

·A: Diet rich in plant stanolsor sterols

·B: Statintherapy

·C: Niacin therapy

·D: Repeated serum cholesterol measurement in 5 years



MKSAP Question #2
What is the LDL target?

Step 1:  Does the pt have CAD or CAD equivalents?
ÅMI, USA, positive stress, etc.

ÅDM

ÅCarotid artery disease/PAD

ÅAAA

ÅSystemic inflammatory conditions (RA, SLE)



MKSAP Question #2
What is the LDL target?

Step 2:  What other cardiac risk factors are present?
ÅAge (males>45, females>55)

ÅSmoking

ÅHTN

ÅHDL<40

ÅFamily history of early CAD
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MKSAP Question #2

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

management of this patient?

·A: Diet rich in plant stanolsor sterols

·Lifestyle modification option for higher risk CAD patients

·B: Statintherapy

·Not recommended given her LDL level and risk factor assessment

·C: Niacin therapy

·Not recommended given her LDL level and risk factor assessment

·D: Repeated serum cholesterol measurement in 5 years

·Only 1 CAD risk factor, goal LDL < 160



MKSAP Question #3

·A 64-year-old woman is evaluated in the emergency department 

6 hours after the onset of severe crushing chest pain associated 

with diaphoresis, nausea, and vomiting. Her medical history is 

significant only for mild hyperlipidemia; her medications include 

atorvastatinand aspirin. 



MKSAP Question #3

·Her blood pressure is 140/88 mm Hg, and her pulse rate is 

88/min. The lungs are clear; she has no murmurs; examination 

of the abdomen and extremities is normal. Electrocardiogram 

shows a 3-mm ST-segment elevation in leads II, III, and aVF, with 

occasional premature ventricular contractions. The hospital does 

not have cardiac catheterization facilities, and the patient is 

therefore given fibrinolytictherapy and transferred to another 

hospital's intensive care unit. In transit, the chest pain resolves. 

The patient has two episodes of 6- to 10-beat ventricular 

tachycardia and stable hemodynamic parameters. 

Electrocardiogram now shows a <0.5-mV ST-segment elevation. 



MKSAP Question #3
·In addition to heparin and aspirin, which of the following 

approaches is the most appropriate next step?

·A: Coronary angiography

·B: Clopidogrel

·C: ɼ-blocker

·D: Amiodarone

·E: Dobutaminestress echocardiography
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Reperfusion following fibrinolytictherapy is 

evidenced by:
ÅResolution of chest pain

ÅResolution or marked decrease in ST elevations

ÅReperfusion arrhythmias (accelerated idioventricularrhythm)

Following successful fibrinolytictherapy:
ÅCardiac cathis typically done, but does not need to be done emergently

ÅReperfusion arrhythmias do not need anti-arrhythmic treatment

ÅMaximize medical therapy �² anticoagulation, ASA, BB, statin, nitrates


