roblem. After reading the siem, you
é_hould answer each question sequen-
fally. One or more answers may be
rrect for each gquestion. After you
have answered each question, and be-
fore going to the next, you should turn
(e answer page and review the re-
onses to your choices while covering
¢ ANSWers to the next question. Repeat
is process until all five questions have
cen answered.

29-vear-old married male, who is a
iew patient, comes to your office com-
lning of intermittent epigastric pain
 iwo months’ duration. He is not a
ery good historian and cannot tell you
Vhether or not there is any particular

1, OF o N
‘abo- Gsociation of the pain with meals or
of relief from eating. However, he does
‘

lies tecall that the pain has awakened him
os of Teveral times in the early morning.
mily
rodel

this
help
NINE
- tifi-
is Cer-
dards
aifice
cient,
peet-

The next thing that you would do
would be to:

A. Order an upper Gl series.

B. Perform a physical examination.
C. Prescribe an uvlcer diet and ant-
. acids. .

D. Inquire about the patient’s mari-
. tal relationship.

'E. Inquire about the nature of his
employment and his job satisfac-
tion,

: Following this, you would:

L ‘A, Order an upper GI series.
FN, et
raining
C. Obtain a hematocrit.
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D. Examine a stool specimen for oc-
cult bloed.
E. Advise the patient to find another
job.
3 With this information in hand, you
would now:

A. Order an upper GI series.
B. Order an overnight acid secretion

d to present cliniczﬂ problems
solving, and other ele-
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A 59-year-old housewife presents with
increasing fatigability over 114 vyears,
together with exireime myalgia involv-
ing the upper and lower litmbs and a
50-1b weight loss over the past year.
For two months, the patient had com-
plained of right temporal, pounding
headaches with tenderness in the area
of the femple. A blood pressure re-

. B. Perform a physical examination.
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corded in January 1975 was reported
as normal in the left arm, but was un-
obtainable in the same arm three
months later.

6. The most likely diagnosis is:
A. Pancoast fumour
B. Multiple sclerosis
C. Giant cell arteritis
D. Glioma of temporal lobe
E. Subclavian steal syndrome

fest.
C. Order a histamine test.
D. Order a serum amylase.
E. Admit the patient to the hospital.

4. After this, you would:
A. Prescribe an ufcer diet.
B. Advise frequent small feedings.
C. Prescribe an anticholinergic drug.
. Advise the patient to use any ant-
acid that he finds palatable.

E. Prescribe a specific antacid. .
7 The most likely laboratory findings

are:

A. Elevated WBC

8. Elevated seram creatine phospho-
kinase

C. Normal ESR

5. You would now:
A. Referthe patienttoa psychiatrist.
B. Request that the patient and his
wife come to your office for coun-

seling.
C. Advise the patient to seek other D. Elevated protein in C.S.F.
employment. o "E. None of the above
D. Order another upper Gi §er1es m 8. The diagnosis can be confirmed by:
three weeks.
A. Pneumoencephalogram

E. Discharge the patient when he is
free of symptoms.

B. Temporal artery biopsy with se-
rial sectioning

C. Muscle biopsy

D. Upper GI

9. Treatment is:
A. Oral steroids
B. ASA and physiotherapy
C. Supportive
D. Imuran

The next clinical situation is followed
by four multiple cheice questions with
only one correct answer for each. An-
swer all questions before turning to the
answer page to assess your responscs. -
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Answers:

1.

A. Incorrect. You have not yet ob-
tained a complete history, partic-
ularly in the psychosocial sphere.

B. Incorrect. You should obtain a more
complete history before perform-
ing a physical examination.

C. Incorrect. Treatment should not be
prescribed prior to the establish-
ment of a diagnosis.

D. Correct. The symptoms are sugges-
tive of a peptic ulcer. Many indi-
viduals with this disease have
frusirations that seem to be caus-
ally related.! In this particular
case, the patient and his wife
have a great deal of conflict cen-
tered around his wife’s continu-
ing to work and her desire to
postpone starting a family.

E. Correct, See “ID” above. The patient
is very unhappy in his job as a
traveling salesman with a feed
supply company. This necessi-
tates his being away from home
frequently. He also has trouble re-
lating to his immediate superior.

2.

A. Incorrect. You should examine the
patient prior to ordering diagnos-
tic studies.

B. Correct. No explanation necessary.

C. Correct. A hematocrit should be per-
formed to ascertain whether or
not there has been any significant
loss of blood from the gastroin-
testinal tract.

D. Correct. See “C”" above.

E. Incorrect. It is premature to make
any such suggestion to the patient.

3.

A. Correct. The upper GI series shows
a small ulcer crater in the first
portion of the duodenum.

B. Incorrect. Gastric analysis is gener-
ally unnecessary in patients with
a typical duodenal vlcer unless
one suspects Zollinger-Ellison
Syndrome.?

C. Incorrect. See “B” above.

D. Incorrect. A serum amylasis is only
of value in the diagnosis of acute
pancreatitis. The duration of the
patient’s symptoms militate
against this diagnosis.

E. Incorrect. The severity of the pa-
tient's symptoms do not warrant
this action. Diagnosis and treat-
ment can adequately be per-
formed on an ambulatory basis
without loss of time from work.

4,
A. Incorrect. Controlled observations
indicate that there is no clear-cut

therapeutic effect of diet ther-
apy.2

B. Correct. Frequent smail feedings do
relieve the symptoms of peptic
ulcer.2

C. Incorrect. The doses necessary to
produce the desired gastric ac-
tion also have undesirable sys-
temic effects.2 Furthermore, there
is no good evidence that these
agents actually accelerate the
healing of a duodenal ulcer.2

D. Incorrect. There is a tremendous
difference between in vivo and
in vitro ability of the various
commercially available antacids
to neutralize hydrochloric acid.?

E. Correct. See “D” above.

5.

A. Tncorrect. You have not yet demon-
strated that the patient’s psycho-
pathology is severe enough to
warrant such a course of action.
This is likely to be interpreted as
rejection by the patient. Psycho-
therapy has no proven beneficial
effect on the healing or recur-
rence of duodenal ulcer.? In fact,
intensive psychotherapy during
phases of acute activity of a du-
odenal ulcer is probably confra-
indicated, because it may result
in exacerbations.2

B. Correct. A warm and sympathetic
attitude on the part of the physi-

cian, reassurance, and supportare .-

important aspects of the care of
the ulcer patient? The family
physician should be in the best
position to counsel the husband
and wife concerning their mari-
tal problem.

C. Incorrect. This type of action is sel-
dom watranted, The patient must
be assisted in working through
the various alternatives. In the
final analysis, however, he must
make his own decisions.

D. Incorrect. Most duodenal ulcers
take from several weeks to
months to heal.2 If the patient is
improving clinically with a radio-
logically proven duodenal ulcer,
a repeat Gl series is not usually
required.

E. Incorrect. 50 to 95 percent of duode-
nal ulcers will recur in five years.
Active therapy should be con-
-tinned for 2 to 3 months in all
patients. Furthermore, patients
should be informed of the recur-
rence rate and told to return at
the first sign of recurrent symp-
toms.
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Answers:
6.C,7.E,8.B,9. A

Giant Cell Arteritis

Giant cell arteritis is not an uncom-
mon disorder but is frequently oyer
looked for several reasons. Firstly, the
constitntional manifestations are Often“
vague, non-specific, and identifianjs

with many other disorders, including

functional problems. Secondly, the o
cal changes it induces through oblitera: .
tive arteritis, such as a stroke or coro..
pary occlusion, are commonly regarded.
as primary, local phenomena, and not'
part of a systemic disorder. Thirdly,
there are no “typical” laboratory
changes. Fourthly, the vascular changes -
may be segmental and easily missed in
a random biopsy. Fifthly, the highest:
incidence is in the older age group, and’

it is easy to make the mistake of re-".

garding the patient’s complaints as per-
sonal and situational in origin, or due
to degenerative, neoplastic or infec-
tfious disease.

It is now evident that polymyalgia:
rheumatica is frequently part of the:

clinical spectrum of giant cell arteritis.
Tt may dominate all the other manifes-
tations of arteritis.

Too often, giant cell arteritis i

thought of in terms of temporal arteri-’
tis, and only then if the patient gives 2
pointed history and if there are local
physical indications of an active ar

teritis.

While one should biopsy an artery -

which is deemed most likely to show’
abnormal changes, either due to its lo-
cation or its physical changes, many
times a positive biopsy is obtained frem
vessels which clinically appear normal.
The histological changes arc highly
segmental and therefore easily missed,’
hence, the need for serial sectionmng of
the specimen. »
The treatment of choice is an initie!
dosage of prednisone, 40-50 mg pet
day, to prevent a disabling or £atal blow
to the patient, even though i
the course is relatively benign.
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