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From Specialty Ownership to Strategic Clinical Mastery

USMLE Step 3 represents a decisive turning point in medical training. It is no longer an examination of what you recognize, but of what you do—when to act, how to prioritize, and how to manage patients whose problems unfold across multiple systems at once. It tests whether the physician in front of the patient is ready to assume responsibility.

This book was created to reflect that reality.

Most review resources approach Step 3 as an extension of prior exams, emphasizing diagnosis recognition within isolated specialties. Yet real clinical medicine does not operate in silos. Patients arrive with overlapping conditions, interacting medications, procedural complications, and incomplete information. Decisions must be made before certainty is achieved. Safety, timing, and judgment matter as much as knowledge.

For this reason, the structure of this book follows the natural progression of clinical mastery. It begins with specialty ownership, allowing the reader to independently command Internal Medicine, Pediatrics, Surgery, Obstetrics and Gynecology, Psychiatry, and Neurology. Mastery at this stage means understanding not only diagnoses, but management priorities, complications, and longitudinal care.

From there, the book deliberately advances into complex scenario reasoning, where boundaries between specialties blur. Diagnoses may be delayed or only partially revealed. Clinical reasoning must rely on physiology, trajectory, and risk rather than labels alone. This mirrors the hospital environment where most Step 3 decisions are made.

Finally, the book culminates in advanced multispecialty strategic scenarios, where diagnoses are intentionally withheld from the vignette. These cases demand that the reader act on buzzwords, hallmark signs, instability, and response to intervention—exactly as occurs on high-stakes shifts in real practice. The focus is no longer on identifying what a condition is called, but on determining what must be done now, and what must follow next.

Throughout the book, emphasis is placed on the distinction between the best initial step and the best next step in management. This sequencing—often overlooked—is central to Step 3 success and to patient safety. Explanations are concise, strategic, and focused on why one action is correct at a given moment, and why others, though plausible, are inappropriate.

This book is intended for learners who are ready to move beyond memorization and toward judgment. It is designed not only to help you pass USMLE Step 3, but to prepare you for the responsibilities that follow—when you are the physician coordinating care, making decisions under uncertainty, and ultimately accountable for outcomes.

If used thoughtfully, this book will not only sharpen your exam performance, but also strengthen the way you think as a clinician.







How to Use This Book

This book is designed to be used intentionally and progressively. It is not meant to be skimmed, nor approached as a random collection of questions. Its structure mirrors the natural development of clinical responsibility—from specialty ownership to multispecialty strategic decision-making—and should be used accordingly.

Begin With Specialty Ownership

The opening sections of the book are organized by individual specialties, with two 50-question blocks per discipline (three blocks for Neurology). In these blocks, diagnoses are clearly stated or readily identifiable, allowing you to solidify foundational management principles within each specialty.

Use this section to:


	Identify and correct knowledge gaps

	Reinforce standard management pathways

	Rebuild confidence in discipline-specific decision-making

	Develop fluency with common presentations and complications



At this stage, accuracy matters more than speed. Read the explanations carefully, paying attention to management priorities and common pitfalls.



Progress to Diagnostic-Independent Reasoning

In the subsequent sections—beginning with Toxicology and advanced Endocrinology—the book intentionally shifts its approach. Diagnoses are no longer explicitly stated in the vignette. Instead, you are guided by buzzwords, hallmark signs, physiologic patterns, and risk profiles.

Here, your goal is to:


	Act on incomplete information

	Recognize dangerous trajectories early

	Decide when immediate intervention is required before confirmation

	Become comfortable managing uncertainty



Resist the urge to “name the diagnosis” first. Instead, ask:

What is the most dangerous problem right now, and what action protects the patient?



Master System-Based Complex Scenarios

The organ-system sections (Pulmonology, Cardiology, Nephrology, Gastroenterology/Hepatology, Rheumatology, Hematology/Oncology, and ICU) are presented as 25-question blocks that emphasize severity, complications, and escalation of care.

These sections simulate:


	Inpatient and ICU medicine

	Post-procedural complications

	Multimorbidity and polypharmacy

	Floor-to-ICU transitions



Work through these blocks as if you are the primary physician managing deterioration. Focus on sequencing decisions rather than identifying every abnormality.



Approach the Multispecialty Blocks Last

The final multispecialty blocks represent the highest level of difficulty in the book. In these sections:


	No specialty boundaries exist

	No diagnoses are provided in the vignette

	Multiple systems fail simultaneously

	Management decisions must be prioritized and sequenced



These blocks should be used once you are comfortable with all earlier sections. They are best reviewed slowly, ideally with time to reflect on why a particular action is correct at that moment and why others—even if correct in isolation—are unsafe or premature.



Focus on Decision Sequencing

Across all sections, particular attention should be paid to the distinction between:


	Best initial step in management

	Best next step in management



Many Step 3 errors arise not from lack of knowledge, but from choosing the right action at the wrong time. This book is structured to train correct sequencing, not rote recall.



Use Explanations Strategically

Explanations are intentionally concise and focused. Diagnoses are revealed at the explanation level when appropriate, along with the reasoning behind the correct answer and the rationale for rejecting alternatives.

Do not rush through explanations. They are where the real learning occurs.



Recommended Study Strategy


	Work through blocks sequentially

	Review explanations daily

	Revisit multispecialty blocks during the final weeks of preparation

	Use the ICU tables and critical values section for rapid review

	
In the final days before the exam, focus on pattern recognition, prioritization, and timing






This book is not simply a test-preparation resource. It is a guide to thinking clearly when responsibility is real and time is limited. Used properly, it will sharpen not only your performance on USMLE Step 3, but also your clinical judgment beyond the exam.







How Step 3 Thinks

USMLE Step 3 does not test whether you can recognize diseases in isolation. It evaluates whether you can manage patients as the responsible physician, often in the presence of uncertainty, competing priorities, and evolving clinical instability.

At its core, Step 3 asks one question repeatedly:

“What should be done now to best protect this patient?”

Step 3 Prioritizes Action Over Labels

Unlike earlier examinations, Step 3 frequently withholds complete diagnostic clarity. Vignettes may contain overlapping features, partial data, or distracting details. This is intentional. The exam rewards candidates who recognize that management often precedes diagnosis, especially when patient safety is at stake.

You are expected to act on:


	Physiologic instability

	Trajectory of illness

	Risk of deterioration

	Consequences of delay



Not on academic certainty.



Step 3 Thinks in Sequences, Not Single Answers

Many incorrect responses on Step 3 are not wrong actions—they are correct actions chosen at the wrong time.

The exam differentiates between:


	
What must be done immediately


	
What should follow once stabilization has occurred


	What can safely wait



For this reason, Step 3 heavily emphasizes the distinction between the best initial step and the best next step in management. Understanding this sequencing is far more important than memorizing guidelines.



Step 3 Assumes You Are the Physician of Record

Step 3 questions are written from the perspective of a physician who:


	Decides whether a patient is admitted, discharged, or escalated to ICU

	Initiates treatment before consultants arrive

	Recognizes complications early

	Balances risks of intervention against risks of inaction



You are not being tested as a trainee waiting for instruction. You are being tested as the clinician responsible for outcomes.



Step 3 Rewards Safety and Judgment

The exam consistently favors:


	Stabilization before confirmation

	Empiric therapy in high-risk situations

	Avoidance of unnecessary or harmful interventions

	Recognition of iatrogenic complications

	Conservative management when appropriate



Overly aggressive testing, premature procedures, or unnecessary escalation are common distractors.



Step 3 Integrates Specialties

Patients on Step 3 do not belong to a single discipline. A surgical patient may develop renal failure, arrhythmia, delirium, and infection simultaneously. A psychiatric medication may precipitate cardiac instability. An endocrine disorder may present as a neurologic emergency.

Step 3 expects you to integrate across specialties, even when the vignette appears to belong primarily to one domain.

This is why later sections of this book deliberately remove specialty boundaries.



Step 3 Tests Clinical Leadership Under Pressure

Ultimately, Step 3 evaluates whether you can:


	Identify the most dangerous problem first

	Choose an action that stabilizes the patient

	Anticipate what will be needed next

	Avoid errors caused by delay, overtesting, or misprioritization



It is an exam of judgment, timing, and responsibility.

This book is structured to train exactly that mindset.







Best Initial Step vs Best Next Step

One of the most critical distinctions tested on USMLE Step 3 is the difference between the best initial step and the best next step in management. Many incorrect answers on the exam are not wrong actions, but correct actions chosen at the wrong time.

Understanding this distinction is essential not only for passing Step 3, but for safe clinical practice.



The Best Initial Step

The best initial step addresses what must be done immediately to protect the patient from harm. It prioritizes stabilization, safety, and prevention of imminent deterioration.

Initial steps commonly include:


	Airway protection or respiratory support

	Hemodynamic stabilization

	Immediate treatment of life-threatening electrolyte abnormalities

	Stopping a harmful medication

	Initiating empiric therapy when delay would be dangerous



The initial step is often simple, decisive, and time-sensitive. It may occur before the diagnosis is fully established, and it frequently does not require additional testing.

On Step 3, choosing an initial step that stabilizes the patient is almost always favored over diagnostic confirmation when instability is present.



The Best Next Step

The best next step assumes that the initial, stabilizing action has already been taken. It advances care toward:


	Definitive diagnosis

	Source control

	Long-term management

	Prevention of recurrence



Next steps often include:


	Targeted diagnostic testing

	Definitive procedures

	Specialty consultation

	Medication optimization

	Disposition decisions (ICU vs floor vs discharge)



A next step may be correct only after the patient has been stabilized. When chosen prematurely, it becomes incorrect.



Common Step 3 Pitfall

A frequent error on Step 3 is selecting a “smart” or definitive answer too early.

Examples include:


	Ordering imaging before stabilizing airway or circulation

	Performing confirmatory tests before treating a life-threatening abnormality

	Initiating long-term therapy before correcting acute derangements

	Calling for surgery before addressing shock



Step 3 tests whether you recognize when action must precede certainty.



How Step 3 Frames the Question

Step 3 questions often subtly signal which step is being asked:


	
Phrases such as “most appropriate initial step” or “best immediate management” indicate stabilization.


	
Phrases such as “after stabilization”, “once the patient improves”, or “best next step” indicate progression.




In many cases, the exam will ask both questions within the same clinical scenario—testing your ability to sequence decisions correctly.



How This Book Trains This Skill

Throughout this book:


	Initial and next steps are intentionally separated

	Linked questions reinforce proper sequencing

	
Explanations clarify why a correct action is right now but wrong later, or vice versa


	Diagnoses may be withheld to force prioritization based on physiology



The goal is to train you to think in time-ordered decisions, not isolated facts.



Key Principle to Remember

If a patient is unstable, do not look for the diagnosis first.

If a patient is stabilized, do not stop at temporary measures.

Correct management is not just about knowing what to do—it is about knowing when to do it.







Avoiding Pattern Bias & Common Exam Traps

Pattern recognition is a powerful clinical tool—but on USMLE Step 3, it is also one of the most common sources of error. The exam is designed to exploit automatic thinking, rewarding candidates who slow down, reassess context, and prioritize safety over reflexive responses.

Step 3 does not test whether you recognize a pattern.

It tests whether you can override the wrong pattern at the right moment.



What Is Pattern Bias?

Pattern bias occurs when a candidate:


	Identifies a familiar presentation

	Immediately selects a management step associated with that pattern

	Fails to reassess acuity, timing, contraindications, or competing risks



This often leads to choosing an answer that is generally correct, but incorrect in this specific scenario.

Step 3 questions are deliberately written to trigger these reflexes.



The Most Common Step 3 Pattern Traps

1. Treating Before Stabilizing (or Stabilizing Forever)

Candidates often jump to:


	Imaging

	Confirmatory testing

	Definitive therapy



before addressing airway, breathing, circulation, or immediate threats.

Conversely, some candidates continue temporary measures without progressing to definitive management once the patient stabilizes. Step 3 penalizes both errors.



2. “Always Image First” Bias

Imaging is frequently an attractive distractor.

Step 3 often presents:


	Unstable patients

	Clear clinical diagnoses

	Situations where imaging delays life-saving intervention



If the patient is unstable, intervention beats confirmation.



3. Over-Aggressive Intervention Bias

More action is not always better.

Common traps include:


	Intubating when noninvasive ventilation is appropriate

	Dialyzing before medical stabilization

	Operating before correcting shock or coagulopathy

	Escalating to ICU without indication



Step 3 frequently rewards judicious restraint.



4. “Rare Diagnosis” Bias

Candidates may overvalue:


	Exotic conditions

	Zebras

	Esoteric syndromes



when the vignette actually describes a common complication of:


	Medications

	Procedures

	Chronic disease

	Hospitalization itself



On Step 3, iatrogenic and common complications are far more likely than rare diagnoses.



5. Misreading the Question Stem

A subtle but critical trap is failing to identify what is actually being asked.

Examples:


	Answering “best next step” when the question asks for “best initial step”

	Providing long-term management when acute management is needed

	Choosing outpatient therapy for an inpatient scenario



Always anchor your answer to:


	Patient location (clinic, floor, ICU, OR)

	Time course

	Stability

	Question wording





How Step 3 Uses Distractors

Incorrect answer choices on Step 3 are rarely random. They are often:


	Correct in a different patient

	Correct at a different time

	Correct after stabilization

	Correct if one detail were different



The exam tests whether you can say “not yet”, not just “yes” or “no.”



How This Book Trains Against Pattern Bias

This book is intentionally structured to break automatic thinking:


	Answer choices are balanced to prevent letter bias

	Diagnoses are delayed or withheld in advanced sections

	Linked questions force proper sequencing

	
Explanations emphasize why an answer is wrong now, not just wrong overall




In the multispecialty and advanced strategic sections, pattern bias becomes dangerous by design—mirroring the exam and real clinical practice.



A Final Guiding Principle

When an answer feels “obvious,” pause and ask:


	Is the patient stable?

	Is this the right time?

	
Does this action protect the patient now?




On Step 3, the correct answer is often the one that feels less clever, but more clinically responsible.

Mastering Step 3 requires learning not just what to do—but when not to do it.
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To the patients we serve,

and to the physicians who prepare seriously

so they can act correctly when it matters most.
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“Good answers are common.

The best next step is not.”



	[image: ]

	 
	[image: ]





[image: ]


PREFACE

[image: ]




The USMLE Step 3 exam marks a transition.

It no longer asks whether you recognize disease, but whether you can manage it safely, effectively, and independently.

This book was written to address that shift.

Rather than emphasizing memorization or isolated facts, Master Algorithmic Reasoning Q&A for the USMLE Step 3 Exam focuses on physician-level decision-making: prioritization, escalation, de-escalation, longitudinal care, and risk-benefit judgment in complex patients.

Every question is designed to reflect how real decisions are made—under time pressure, with comorbidities, and with multiple reasonable options competing for attention.



HOW TO USE THIS BOOK

This is not a passive review book.

For each question:


	Read the vignette once.

	Identify patient stability, setting, and time course.

	Decide the best next step before reviewing the choices.

	Choose the answer.

	Study: 
	Why the correct answer is correct

	Why the others are wrong

	The teaching points and board strategy







Do not memorize answers.

Memorize decision logic.



EXAM SCOPE & TARGET AUDIENCE

This book is designed for:


	USMLE Step 3 examinees

	Interns and early residents

	Physicians seeking to strengthen management-level reasoning



Content reflects:


	Longitudinal patient care

	Outpatient vs inpatient decisions

	Safety and cost-effectiveness

	Systems-based practice

	Ethics and professionalism





ABOUT THE AUTHOR

Felix Lopez, MD

is a physician and medical educator.

His work focuses on algorithmic clinical reasoning,

patient safety, and evidence-based decision-making.

He is committed to training physicians

to think clearly and act decisively

in real-world clinical settings.

BLOCK I — INTERNAL MEDICINE

(Step 3–Level Management & Longitudinal Care)

Focus:

Independent physician decision-making

What to do now, next, and over time



Block I Scope

Core Domains Tested


	Acute vs chronic management

	Inpatient → outpatient transitions

	Medication optimization

	Risk–benefit judgment

	Cost-effective care

	Avoiding harm



Systems Covered


	Cardiology

	Pulmonology

	Nephrology

	Endocrinology

	Infectious Disease

	Gastroenterology / Hepatology

	Hematology

	Preventive Care





QUESTION FORMAT (STEP 3 STYLE)

Each question includes:


	Board-style vignette

	Multiple comorbidities

	5 answer choices

	Best next step

	Explanation

	Teaching points

	Board strategy note





BLOCK I — SAMPLE QUESTIONS



Q1. Heart Failure — Longitudinal Management

A 64-year-old man with HFrEF (EF 30%), type 2 diabetes, and CKD stage 3 is seen in clinic 2 weeks after hospitalization for acute decompensated heart failure.

He is currently euvolemic. Medications include lisinopril, metoprolol succinate, and furosemide. BP 118/72, HR 68, potassium 4.6, eGFR 42.

What is the best next step in management?

A. Increase furosemide dose

B. Add digoxin

C. Add an SGLT2 inhibitor

D. Switch ACE inhibitor to ARB

E. Start amiodarone prophylactically

✅ Correct Answer: C

Why: SGLT2 inhibitors improve mortality and HF outcomes independent of diabetes and are appropriate at this eGFR.

Board strategy: Step 3 favors disease-modifying therapy over symptom control once stable.



Q2. Diabetes — Outpatient Escalation

A 58-year-old woman with type 2 diabetes, obesity, and hypertension is seen for routine follow-up.

HbA1c is 9.2% despite maximized metformin and lifestyle counseling. She has no history of pancreatitis or medullary thyroid cancer.

Best next step?

A. Add sulfonylurea

B. Start basal insulin

C. Add GLP-1 receptor agonist

D. Add pioglitazone

E. Continue current therapy

✅ Correct Answer: C

Why: GLP-1 agonists improve glycemic control and promote weight loss with cardiovascular benefit.

Board strategy: Prefer agents with cardiometabolic benefit before insulin when safe.



Q3. Atrial Fibrillation — Anticoagulation Decision

A 71-year-old man with hypertension and diabetes is diagnosed with atrial fibrillation during a routine visit.

He is asymptomatic. CHA₂DS₂-VASc score is 3. No bleeding history.

Best next step?

A. Aspirin therapy

B. Rate control only

C. Start anticoagulation

D. Rhythm control with cardioversion

E. Observe and reassess in 6 months

✅ Correct Answer: C

Why: Stroke prevention is mandatory at this risk level regardless of symptoms.

Board strategy: Step 3 prioritizes preventing future harm, not treating symptoms only.



Q4. CKD — Medication Safety

A 67-year-old woman with CKD stage 4 and osteoarthritis presents for pain management.

She takes lisinopril and furosemide. Creatinine is stable.

Best pharmacologic option for chronic pain?

A. NSAIDs

B. Acetaminophen

C. Tramadol long term

D. High-dose opioids

E. Corticosteroids

✅ Correct Answer: B

Why: Acetaminophen is safest in CKD for chronic pain.

Board strategy: Avoid nephrotoxins; safety > potency.



Q5. Preventive Care — Step 3 Favorite

A 52-year-old man with well-controlled hypertension presents for annual exam.

He has a 30-pack-year smoking history and currently smokes.

Most appropriate screening?

A. Chest X-ray annually

B. CT chest with contrast

C. Low-dose CT chest annually

D. PET scan

E. No screening indicated

✅ Correct Answer: C

Why: USPSTF recommends annual low-dose CT for eligible smokers.

Board strategy: Step 3 loves evidence-based preventive care.



TEACHING PHILOSOPHY OF BLOCK I

This block trains you to:


	stabilize first

	optimize long-term outcomes

	
choose therapies that change survival, not just labs


	avoid unnecessary testing and harm

	Q6A. Acute Dyspnea — Competing Diagnoses

	
A 69-year-old man with COPD, HFrEF (EF 35%), and CKD stage 3 presents with acute dyspnea.
He is tachypneic, SpO₂ 88% on room air. Exam shows bilateral crackles, JVP elevation, mild wheezing. BNP elevated. CXR shows pulmonary congestion.


	Best initial management?

	
A. High-dose albuterol nebulizations
B. IV loop diuretic
C. Systemic steroids
D. Broad-spectrum antibiotics
E. Noninvasive ventilation only


	
✅ Answer: B


	
Why: Volume overload is the dominant physiology; diuresis improves outcomes.
Board strategy: Treat the primary driver, even when multiple diagnoses coexist.


	









	Q6B. After diuresis, dyspnea improves but wheezing persists. What is the best next step?

	
A. Continue diuresis only
B. Add inhaled bronchodilators
C. Intubate
D. Stop diuretics
E. Start chronic steroids


	
✅ Answer: B


	
Teaching point: Step 3 rewards sequencing—treat HF first, then COPD.


	









	Q7A. Atrial Fibrillation — CKD + GI Bleed History

	
A 76-year-old woman with AF, CKD stage 4, and a remote GI bleed is seen after new diagnosis of AF. CHA₂DS₂-VASc = 5. No active bleeding.


	Best management?

	
A. Aspirin alone
B. No anticoagulation due to bleeding risk
C. Anticoagulation with careful agent selection
D. Rhythm control only
E. Observe


	
✅ Answer: C


	
Why: Stroke prevention outweighs bleeding risk; choice must be individualized.


	









	Q7B. Which anticoagulation strategy is MOST appropriate?

	
A. Dabigatran full dose
B. Rivaroxaban full dose
C. Warfarin with INR monitoring
D. Dual antiplatelet therapy
E. No therapy


	
✅ Answer: C


	
Board strategy: Severe CKD → warfarin remains safest and adjustable.


	









	Q8A. Diabetes — CKD + ASCVD

	
A 61-year-old man with T2DM, CAD, and CKD stage 3 has HbA1c 8.8% on metformin.


	Best next medication?

	
A. Sulfonylurea
B. Basal insulin
C. GLP-1 receptor agonist
D. Pioglitazone
E. Sitagliptin


	
✅ Answer: C


	
Why: CV benefit + glycemic control.


	









	Q8B. If eGFR declines to 28, what is the most appropriate adjustment?

	
A. Stop GLP-1 agonist
B. Switch to sulfonylurea
C. Add SGLT2 inhibitor if allowed
D. Start pioglitazone
E. No change


	
✅ Answer: C


	
Teaching point: Step 3 favors organ-protective therapy.


	









	Q9A. Chest Pain — CKD + Anemia

	
A 72-year-old man with CKD stage 4, anemia, and CAD presents with chest pain. Troponin mildly elevated.


	Best next step?

	
A. Thrombolytics
B. PCI immediately
C. Medical management with antiplatelet + anticoagulation
D. Observe only
E. Stress testing


	
✅ Answer: C


	
Why: NSTEMI management is medical unless unstable.


	









	Q9B. Hemoglobin is 6.8 g/dL. Best next step?

	
A. Ignore anemia
B. Transfuse PRBCs
C. Stop antiplatelets
D. Start erythropoietin
E. Discharge


	
✅ Answer: B


	
Board pearl: Severe anemia worsens ischemia.


	









	Q10A. Cirrhosis + Confusion + AKI

	
A 58-year-old man with cirrhosis, CKD, and diabetes presents with confusion. Ammonia elevated. Creatinine rising.


	Best initial therapy?

	
A. IV fluids only
B. Lactulose
C. Broad-spectrum antibiotics
D. Dialysis
E. Steroids


	
✅ Answer: B


	









	Q10B. Mental status does not improve. Best next step?

	
A. Increase lactulose
B. Add rifaximin
C. Stop lactulose
D. CT head
E. Intubate


	
✅ Answer: B


	
Teaching point: Refractory hepatic encephalopathy → add rifaximin.


	









	Q11A. Hypertension — CKD + Diabetes

	
A 63-year-old woman with T2DM, CKD stage 3, and hypertension remains uncontrolled on amlodipine.


	Best next medication?

	
A. Thiazide
B. ACE inhibitor
C. Beta-blocker
D. Hydralazine
E. Alpha-blocker


	
✅ Answer: B


	









	Q11B. Creatinine rises 20% after ACE-I. Best action?

	
A. Stop ACE-I
B. Continue and monitor
C. Switch to NSAID
D. Add potassium supplement
E. Start dialysis


	
✅ Answer: B


	
Board pearl: ≤30% rise is acceptable.


	









	Q12A. Fever — Prosthetic Valve + CKD

	
A 70-year-old man with prosthetic valve, CKD, and fever.


	Best initial step?

	
A. Start antibiotics immediately
B. Draw blood cultures ×3
C. TEE immediately
D. ESR/CRP
E. Discharge


	
✅ Answer: B


	









	Q12B. Cultures positive for Enterococcus. Best therapy?

	
A. Ceftriaxone alone
B. Vancomycin + gentamicin
C. Ampicillin + ceftriaxone
D. TMP-SMX
E. Oral antibiotics


	
✅ Answer: C


	
Teaching point: Renal-safe synergistic therapy.


	









	Q13A. Syncope — AF + Beta-blocker

	
A 75-year-old with AF, beta-blocker use, and syncope. HR 38.


	Best next step?

	
A. Increase beta-blocker
B. Stop beta-blocker
C. Add digoxin
D. Observe
E. Start anticoagulation


	
✅ Answer: B


	









	Q13B. Bradycardia persists. Next step?

	
A. Temporary pacing
B. Permanent pacemaker
C. Amiodarone
D. Cardioversion
E. No intervention


	
✅ Answer: B


	









	Q14A. COPD Exacerbation — HF + Diabetes

	
A 66-year-old with COPD, HFpEF, and diabetes presents with dyspnea.


	Best initial treatment?

	
A. Diuretics only
B. Bronchodilators + steroids
C. Antibiotics only
D. Intubation
E. Beta-blocker


	
✅ Answer: B


	









	Q14B. Glucose rises to 420 mg/dL. Best next step?

	
A. Stop steroids
B. Sliding-scale insulin only
C. Basal-bolus insulin
D. Metformin
E. Ignore


	
✅ Answer: C


	









	Q15. Preventive Care — Step 3 Favorite

	
A 55-year-old smoker with HTN and diabetes.


	Best screening?

	
A. Chest X-ray
B. Colonoscopy
C. PSA
D. Low-dose CT chest
E. Echocardiogram


	
✅ Answer: D


	Q16A. Septic Shock — CKD + Cirrhosis

	
A 63-year-old man with alcoholic cirrhosis, CKD stage 3, and type 2 diabetes is admitted to the ICU with septic shock from pneumonia.
He is hypotensive despite 2 L IV fluids. MAP 58 mm Hg. Lactate 4.8 mmol/L. Urine output is declining.


	Best next step?

	
A. Give additional crystalloid bolus
B. Start norepinephrine infusion
C. Start dopamine
D. Start phenylephrine
E. Initiate dialysis


	
✅ Correct Answer: B


	
Why right: Norepinephrine is first-line vasopressor in septic shock after adequate fluids.
Why others: More fluids worsen cirrhosis; dopamine increases arrhythmias; phenylephrine reduces cardiac output; dialysis is not first.


	
Teaching point: Step 3 prioritizes MAP restoration with norepinephrine.


	









	Q16B. After norepinephrine, MAP improves but lactate remains elevated.

	Best next step?

	
A. Add vasopressin
B. Increase norepinephrine dose aggressively
C. Stop vasopressors
D. Give bicarbonate
E. Transfuse PRBCs


	
✅ Correct Answer: A


	
Teaching point: Vasopressin is added as a second-line agent in refractory septic shock.


	









	Q17A. Acute Hypoxemic Respiratory Failure

	
A 71-year-old woman with COPD, HFpEF, and CKD is intubated for hypoxemic respiratory failure.
CXR shows bilateral infiltrates. PaO₂/FiO₂ ratio is 110.


	Best ventilator strategy?

	
A. High tidal volume ventilation
B. Low tidal volume ventilation
C. High PEEP with large tidal volumes
D. Immediate extubation
E. CPAP only


	
✅ Correct Answer: B


	
Why: ARDS → lung-protective ventilation improves mortality.


	









	Q17B. Plateau pressures remain elevated. Best next step?

	
A. Increase tidal volume
B. Neuromuscular blockade
C. Decrease PEEP
D. Add diuretics only
E. Switch to pressure support


	
✅ Correct Answer: B


	
Teaching point: Short-term paralysis improves oxygenation in severe ARDS.


	









	Q18A. Altered Mental Status — ICU

	
A 58-year-old woman with SLE, CKD, and hypertension is admitted to the ICU with seizures and coma. EEG shows continuous epileptiform discharges despite benzodiazepines and levetiracetam.


	Best next step?

	
A. Increase levetiracetam dose
B. Add valproic acid
C. Initiate continuous IV anesthetic infusion and intubate
D. Obtain MRI before treatment
E. Give steroids only


	
✅ Correct Answer: C


	
Why: Refractory status epilepticus requires general anesthesia.


	









	Q18B. Which agent is MOST appropriate?

	
A. Fentanyl
B. Propofol
C. Morphine
D. Haloperidol
E. Dexmedetomidine


	
✅ Correct Answer: B


	
Teaching point: Propofol is standard for refractory status epilepticus.


	









	Q19A. Post-Stroke Cerebral Edema

	
A 54-year-old man with HTN, diabetes, and AF develops malignant cerebral edema 36 hours after a large MCA infarct.
He has declining consciousness and midline shift on CT.


	Best next step?

	
A. Mannitol only
B. Hypertonic saline only
C. Decompressive hemicraniectomy
D. High-dose steroids
E. Observe


	
✅ Correct Answer: C


	
Why: Surgical decompression improves survival in malignant MCA infarction.


	









	Q19B. Which patient benefits MOST from surgery?

	
A. Age >80
B. Bilateral infarcts
C. Surgery within 48 hours
D. Extensive hemorrhagic conversion
E. Brainstem involvement


	
✅ Correct Answer: C


	
Teaching point: Timing matters—early surgery saves lives.


	









	Q20A. SAH — ICU Complication

	
A 60-year-old woman with aneurysmal SAH is in the ICU on day 6.
She develops new focal deficits and confusion. TCD velocities are elevated.


	Most likely cause?

	
A. Rebleeding
B. Hydrocephalus
C. Cerebral vasospasm
D. Infection
E. Medication effect


	
✅ Correct Answer: C


	









	Q20B. Best management?

	
A. Mannitol
B. Nimodipine discontinuation
C. Induced hypertension
D. Immediate surgery
E. Anticoagulation


	
✅ Correct Answer: C


	
Teaching point: Delayed ischemic neurologic deficit → hemodynamic augmentation.


	Q21A. Post–tPA Stroke + ACS Physiology Conflict

	
A 67-year-old man with ESRD on HD, HFrEF (EF 25%), and CAD presents with acute left MCA ischemic stroke and receives IV alteplase. Six hours later, he develops crushing chest pain and diaphoresis. ECG shows inferior STEMI. BP 96/58.


	
Best next step?
A. IV heparin + DAPT immediately
B. Emergent coronary angiography/PCI with careful antithrombotic strategy
C. Thrombolysis for STEMI
D. High-dose beta-blocker + observe
E. Delay all ACS therapy for 24 hours


	
Q21B. If he develops severe pulmonary edema during transfer, what is the best immediate stabilization?
A. Large crystalloid bolus
B. Noninvasive ventilation + IV loop diuretic (or ultrafiltration planning)
C. Morphine only
D. Immediate intubation without NIPPV trial
E. Stop nitrates; give fluids


	









	Q22A. Stroke After Recent ACS in PCU

	
A 74-year-old woman with AF, CKD stage 4, and recent NSTEMI (treated medically 3 days ago) suddenly develops aphasia and right arm weakness. CT head: no hemorrhage. Last known well 50 minutes ago.


	
Best next step?
A. IV alteplase immediately
B. Determine tPA eligibility considering recent MI/antithrombotics; obtain CTA for LVO and activate thrombectomy pathway if indicated
C. Start IV heparin for stroke
D. Aspirin only and observe
E. LP to rule out SAH


	
Q22B. CTA shows a left M1 occlusion. What is the best reperfusion plan?
A. tPA only
B. Mechanical thrombectomy ± tPA if eligible
C. Warfarin initiation now
D. Carotid endarterectomy
E. No intervention due to recent MI


	









	Q23A. Post-CABG ICU: AKI on CKD + Hypotension

	
A 72-year-old man with T2DM, CKD stage 3, and HFrEF (EF 30%) is POD#1 after CABG. He is oliguric, creatinine rising, MAP 58, lactate 3.9. CVP is low.


	
Best next step?
A. High-dose IV furosemide
B. Judicious fluid resuscitation + vasopressor support as needed (guided by hemodynamics)
C. Start ACE inhibitor
D. Dialysis immediately
E. Stop all pressors and reassess later


	
Q23B. After fluids, CVP rises and lungs become wet with worsening oxygenation. Next best step?
A. More fluids
B. Start norepinephrine and stop fluids; evaluate cardiogenic component (echo)
C. Start dopamine for renal perfusion
D. Give sodium bicarbonate
E. Immediate extubation


	









	Q24A. POD#3 CABG → Collapse on Floor: VT → VF

	
An 83-year-old with CAD, ESRD, COPD, and HFrEF is stepped down to the floor after CABG. He collapses; telemetry shows monomorphic VT degenerating into VF. No pulse.


	
Best immediate action?
A. Synchronized cardioversion
B. Unsynchronized defibrillation + CPR
C. IV amiodarone before shocks
D. Carotid massage
E. Adenosine


	
Q24B. After ROSC, EF is 25% and QTc is prolonged. Best next step to prevent recurrence in-hospital?
A. Start dofetilide infusion
B. Maintain electrolytes (K/Mg), initiate amiodarone if appropriate, evaluate ischemia and reversible causes
C. Start verapamil
D. No further action if stable
E. Immediate ICD implantation same day with no evaluation


	









	Q25A. Post-CABG Step-Down → Acute Stroke

	Same 83-year-old (CAD, ESRD, COPD, HFrEF) is POD#4, now on the floor. He develops acute right hemiplegia and aphasia. CT head negative. Last known well 70 minutes. He is on aspirin.

	
Best next step?
A. IV alteplase automatically
B. CTA head/neck to assess LVO and activate thrombectomy pathway; determine tPA eligibility with surgical timing/bleeding risk
C. Start IV heparin immediately
D. Observe for 24 hours
E. Give mannitol


	
Q25B. CTA confirms L M1 occlusion. Best next step?
A. Mechanical thrombectomy
B. Carotid endarterectomy
C. Warfarin now
D. Nimodipine
E. LP


	









	Q26A. Post-CABG → ACS After Step-Down

	
A 79-year-old with DM, HFrEF, and CKD is POD#6 CABG and develops new chest pain with ST depressions, rising troponin.


	
Best next step?
A. Treat as anxiety and observe
B. Treat as postoperative MI: optimize oxygenation, hemodynamics, start anti-ischemic therapy and consult cardiology for urgent angiography if unstable
C. Thrombolysis
D. Full-dose IV heparin with no discussion
E. Stop aspirin


	
Q26B. If he becomes hypotensive with cool extremities and low urine output, best next step?
A. More nitrates
B. Evaluate for cardiogenic shock (echo), start vasopressor/inotrope as indicated, consider mechanical support
C. High-dose beta blocker
D. Discharge to rehab
E. Give steroids


	









	Q27A. Acute Encephalopathy Post-CABG: Uremia vs Sepsis vs Stroke

	
A 76-year-old with CKD stage 4, DM, and CAD is POD#5 CABG on the floor, now acutely confused and somnolent. BUN 110, Cr rising. Temp 38.3°C. No focal deficits.


	
Best next step?
A. Haloperidol and restraints
B. Full delirium workup + focused neuro exam, labs/cultures, consider CT head and urgent dialysis if uremic features
C. Start benzodiazepines
D. Start high-dose steroids
E. Discharge home


	
Q27B. If asterixis and pericardial rub are present, best next step?
A. Continue observation
B. Urgent dialysis
C. Start rifaximin
D. Start carbamazepine
E. Lumbar puncture


	









	Q28A. Sustained VT With Pulse on the Floor

	
A 68-year-old with prior MI, EF 20%, and ESRD develops sustained monomorphic VT at 170 bpm. BP 82/50, altered mental status.


	
Best immediate action?
A. Adenosine
B. Synchronized cardioversion
C. Unsynchronized defibrillation
D. IV metoprolol
E. Vagal maneuvers


	
Q28B. After conversion, what is the best next step to address the underlying issue?
A. Ignore electrolytes
B. Check K/Mg, ischemia evaluation, consider amiodarone and EP consultation
C. Start dofetilide
D. Start verapamil
E. Start digoxin


	









	Q29A. Post-VT Arrest → ICD Decision

	
A 70-year-old with HFrEF (EF 25%), ischemic cardiomyopathy, and CKD stage 3 had VF arrest, now stabilized. Coronary angiography shows no acute culprit lesion. This is >40 days post MI.


	
Best next step for secondary prevention?
A. No therapy needed
B. ICD placement after stabilization and reversible causes addressed
C. Permanent pacemaker only
D. Aspirin only
E. CABG


	
Q29B. If the VF was clearly due to severe hypokalemia (K 2.6) from diuretics, best next step?
A. ICD immediately anyway
B. Correct reversible cause; reassess need for ICD based on recurrence risk
C. Maze procedure
D. Dofetilide infusion
E. Carotid endarterectomy


	









	Q30A. AF with RVR + Low Output in ICU

	
A 77-year-old with EF 20%, COPD, and CKD develops AF with RVR (HR 160). BP 78/45, cold extremities, pulmonary edema.


	
Best immediate action?
A. IV diltiazem
B. IV metoprolol
C. Synchronized cardioversion
D. Adenosine
E. Oral amiodarone


	
Q30B. After cardioversion, what is the best next step regarding anticoagulation if onset time is unclear?
A. No anticoagulation
B. Anticoagulate and plan TEE-guided strategy if cardioversion needed again
C. Aspirin only
D. Stop all anticoagulation forever
E. Warfarin without monitoring


	









	Q31A. Atrial Flutter: Overdrive vs Cardioversion

	
A 64-year-old with HFrEF (EF 25%), CKD, and recent CABG develops atrial flutter with 2:1 conduction (HR 150). BP 110/70, mild dyspnea.


	
Best next step?
A. Defibrillation
B. Rate control (beta-blocker carefully) or amiodarone; consider synchronized cardioversion if symptomatic
C. Vagal maneuvers only
D. Carotid endarterectomy
E. Underdrive suppression pacing


	
Q31B. Best long-term strategy if recurrent flutter despite meds?
A. Chronic dofetilide infusion
B. Catheter ablation (CTI ablation)
C. Permanent pacemaker
D. CABG revision
E. No follow-up


	









	Q32A. Sick Sinus Syndrome vs AV Block After CABG

	
A 81-year-old post-CABG with CAD, DM, and CKD has recurrent dizziness and pauses on telemetry up to 6 seconds, alternating bradycardia and tachyarrhythmia.


	
Best next step?
A. Increase beta-blocker
B. Permanent pacemaker for symptomatic sinus node dysfunction (tachy-brady)
C. Dofetilide infusion
D. Defibrillation
E. Carotid sinus massage


	









	Q33A. Pulmonary Embolism vs HF Post-op

	
A 73-year-old POD#4 CABG with COPD, HFrEF, and CKD develops sudden dyspnea and pleuritic chest pain. HR 120. O₂ sat 86%. CXR not remarkable.


	
Best next step?
A. CT pulmonary angiography immediately with no prep
B. Start IV heparin without diagnosis
C. Bedside echo + leg ultrasound; choose imaging mindful of CKD (V/Q scan if needed)
D. High-dose diuretics only
E. Discharge


	
Q33B. If he becomes hypotensive with RV dilation on echo, best next step?
A. Thrombolysis automatically
B. Consider reperfusion strategy (systemic thrombolysis vs catheter-directed) weighing bleeding risk post-surgery
C. Aspirin only
D. Beta-blocker
E. No intervention


	









	Q34A. NSTEMI in ESRD: Antithrombotic Balance

	
A 66-year-old with ESRD, prior stroke, and CAD presents with NSTEMI. Platelets 95k. He is hemodynamically stable.


	
Best next step?
A. Full-dose anticoagulation + DAPT without adjustment
B. Risk-stratify and individualize antithrombotics; consult cardiology; consider early invasive strategy if high risk
C. Thrombolysis
D. Warfarin
E. No antiplatelets ever


	









	Q35A. Acute Stroke on Heparin Post-ACS

	
A 71-year-old with AF, CKD, and recent ACS is on heparin infusion and develops acute focal deficits. CT head shows small ICH.


	
Best next step?
A. Continue heparin
B. Stop heparin and reverse as needed; control BP; neurosurgery consult
C. Start tPA
D. Start DAPT
E. Start warfarin immediately


	









	Q36A. Post-CABG Ventricular Arrhythmia + Electrolytes

	
A POD#2 CABG patient with EF 25%, CKD, and diuretics develops runs of polymorphic VT with prolonged QT.


	
Best next step?
A. Give dofetilide
B. Correct electrolytes (Mg/K), stop QT-prolonging meds, consider IV magnesium
C. Give verapamil
D. Start digoxin
E. Give adenosine


	









	Q37A. Cardiogenic Shock After ACS

	
A 62-year-old with DM, CKD, and prior MI develops cardiogenic shock after STEMI despite PCI. EF 15%. Lactate rising.


	
Best next step?
A. More nitrates
B. Vasopressor/inotrope support + consider mechanical circulatory support (IABP/Impella/VA-ECMO as appropriate)
C. Discharge
D. Antibiotics only
E. High-dose beta blocker


	









	Q38A. Post-Cardioversion Anticoag Strategy

	
A 69-year-old with HF, CKD, and new AF undergoes urgent cardioversion for instability. Onset unknown.


	
Best next step after stabilization?
A. No anticoagulation needed
B. Anticoagulate long-term per CHA₂DS₂-VASc; document onset uncertainty; consider TEE strategy if future cardioversion
C. Aspirin only
D. Stop all meds
E. Repeat cardioversion daily


	









	Q39A. ICU: Recurrent VT Despite Amiodarone

	
A 74-year-old with ischemic cardiomyopathy (EF 20%), CKD, and COPD has recurrent monomorphic VT despite amiodarone and electrolyte correction.


	
Best next step?
A. Increase beta-blocker to maximal despite hypotension
B. EP consult for catheter ablation / advanced therapies; evaluate for ischemia and ICD candidacy
C. Dofetilide infusion
D. Aspirin only
E. No escalation


	









	Q40A. Large Ischemic Stroke → Cerebral Edema in ESRD

	
A 60-year-old with ESRD, HFrEF, and AF has a large MCA stroke and develops malignant edema with midline shift in ICU.


	
Best next step?
A. High-dose steroids
B. Decompressive hemicraniectomy evaluation + hyperosmolar therapy as bridge
C. LP
D. Warfarin
E. Nimodipine


	
Q40B. If he is on dialysis and develops severe hyponatremia during management, best next step?
A. Rapid correction to normal immediately
B. Controlled correction with hypertonic saline strategy and dialysis adjustments
C. Free water bolus
D. No monitoring needed
E. Give loop diuretics only




Q41A. DKA in ESRD — Fluid Trap

A 59-year-old man with type 1 diabetes, ESRD on hemodialysis, and HFrEF (EF 30%) presents with nausea, vomiting, and altered mental status.

Labs: glucose 680 mg/dL, pH 7.12, bicarbonate 10, anion gap 28, potassium 6.1.

Best initial management?

A. Large-volume isotonic fluid bolus

B. IV insulin infusion with careful potassium monitoring

C. Immediate dialysis before insulin

D. Sodium bicarbonate bolus

E. Subcutaneous insulin only

✅ Answer: B

Why: ESRD patients do not tolerate large fluid loads; insulin corrects acidosis and hyperkalemia.

Board pearl: DKA algorithms are modified in ESRD.



Q41B. After insulin, potassium drops to 4.0 and mental status improves, but volume overload worsens.

Best next step?

A. Give more IV fluids

B. Emergent hemodialysis

C. Stop insulin

D. Give oral potassium

E. Observe only

✅ Answer: B

Teaching point: Dialysis is used selectively, not reflexively.



Q42A. HHS + AKI on CKD

A 72-year-old woman with type 2 diabetes, CKD stage 4, HTN, and CAD presents with confusion.

Labs: glucose 980 mg/dL, serum osmolality 345, pH 7.36, creatinine 4.2 (baseline 2.6).

Best initial step?

A. IV insulin bolus

B. Careful isotonic fluid resuscitation

C. Dialysis immediately

D. Sodium bicarbonate

E. Intubation

✅ Answer: B

Why: HHS is primarily a volume problem, even in CKD (careful monitoring required).



Q42B. After fluids, mental status improves but urine output remains low.

Best next step?

A. Start insulin infusion

B. Start ACE inhibitor

C. Give NSAIDs for renal perfusion

D. Dialysis automatically

E. Observe without insulin

✅ Answer: A



Q43A. Metformin-Associated Lactic Acidosis

A 66-year-old man with T2DM, CKD stage 4, and HFpEF presents with weakness and dyspnea.

Labs: lactate 8.2, pH 7.08, creatinine 5.1. He is taking metformin.

Best next step?

A. IV fluids only

B. Stop metformin + initiate dialysis

C. Insulin infusion

D. Sodium bicarbonate only

E. Antibiotics

✅ Answer: B

Board pearl: Severe lactic acidosis + renal failure → dialysis.



Q44A. Hypoglycemia in ESRD

A 74-year-old woman with T2DM, ESRD, and cirrhosis is found unresponsive.

Glucose 34 mg/dL. She takes long-acting insulin and glyburide.

Best immediate treatment?

A. Subcutaneous glucagon

B. IV dextrose

C. Oral glucose gel

D. Stop insulin only

E. Dialysis

✅ Answer: B



Q44B. Best long-term medication adjustment?

A. Continue sulfonylurea

B. Switch to insulin sliding scale only

C. Stop sulfonylurea; simplify insulin regimen

D. Add metformin

E. No changes needed

✅ Answer: C

Teaching point: Sulfonylureas cause prolonged hypoglycemia in ESRD.



Q45A. AKI in Diabetic ICU Patient on Pressors

A 61-year-old man with T2DM, septic shock, and CKD stage 3 is on norepinephrine.

Creatinine rises from 2.1 to 4.0, urine output declining.

Best next step?

A. Start dopamine for renal perfusion

B. Optimize hemodynamics and volume status

C. Immediate dialysis

D. Stop insulin

E. Give NSAIDs

✅ Answer: B

Board pearl: Dopamine for renal protection is wrong.



Q46A. Contrast-Induced AKI in Diabetic CKD

A 68-year-old diabetic with CKD stage 4 undergoes coronary angiography.

Creatinine rises 48 hours later.

Best preventive strategy that should have been used?

A. High-dose diuretics

B. Isotonic saline hydration

C. N-acetylcysteine only

D. Metformin continuation

E. NSAIDs

✅ Answer: B



Q47A. Hyperkalemia in ESRD + Diabetes

A 70-year-old man with ESRD, T2DM, and AF presents with weakness.

K⁺ = 7.2, ECG shows peaked T waves.

Best immediate step?

A. Oral potassium binder

B. IV calcium gluconate

C. Insulin alone

D. Dialysis without stabilization

E. Furosemide

✅ Answer: B



Q47B. After stabilization, what definitively corrects the problem?

A. Repeated calcium

B. Beta-agonists only

C. Hemodialysis

D. Sodium bicarbonate

E. Observation

✅ Answer: C



Q48A. Diabetic Foot Infection + ESRD

A 65-year-old with poorly controlled diabetes, ESRD, and PAD presents with a necrotic foot ulcer and fever.

Best initial step?

A. Oral antibiotics

B. Broad-spectrum IV antibiotics + surgical evaluation

C. Tight glucose control only

D. Amputation immediately without imaging

E. Discharge

✅ Answer: B



Q49A. Insulin Dosing in ESRD

A 60-year-old man with ESRD is admitted for pneumonia. He has recurrent hypoglycemia on his home insulin dose.

Best adjustment?

A. Increase insulin dose

B. Reduce basal insulin dose

C. Add sulfonylurea

D. Stop all insulin permanently

E. Ignore glucose readings

✅ Answer: B



Q50A. Diabetic Ketoacidosis + Stroke

A 64-year-old with T2DM, ESRD, and AF presents with DKA and then develops acute aphasia. CT head negative.

Best next step?

A. Delay stroke evaluation until DKA resolves

B. Parallel management: continue DKA treatment and activate acute stroke pathway

C. Stop insulin

D. Dialysis first

E. LP

✅ Answer: B

Teaching point: Step 3 rewards parallel management, not tunnel vision.



🔑 WHAT THIS BLOCK TESTS


	Modified algorithms in ESRD

	Fluid vs insulin vs dialysis sequencing

	Avoiding classic traps (dopamine, fluids, sulfonylureas)

	Parallel critical care thinking



––––––––
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	CARDIOLOGY (1–7)

	Q1. Mixed Shock: Septic + Cardiogenic

	
A 78-year-old man with ischemic cardiomyopathy (EF 20%), ESRD on HD, and T2DM presents with pneumonia and hypotension. MAP 54, HR 118, lactate 5.6. Extremities cool. CVP 18. Bedside echo: severely reduced LV function, plethoric IVC. CXR: bilateral infiltrates.


	
Best next step?
A. 2–3 L crystalloid bolus
B. Norepinephrine infusion alone
C. Norepinephrine + dobutamine (or other inotrope) with hemodynamic guidance
D. Dopamine infusion
E. Immediate dialysis as first intervention


	









	Q2. Electrical Storm: Recurrent VT with ICD

	
A 66-year-old man with prior MI, EF 25%, CKD stage 3, and an ICD is in the ICU for recurrent monomorphic VT with frequent ICD shocks despite IV amiodarone and electrolyte repletion. He is anxious, BP 98/62, K 4.2, Mg 2.1.


	
Best next step?
A. Increase beta-blocker to maximal dose immediately
B. Add IV lidocaine
C. Deep sedation/analgesia + sympathetic suppression and urgent EP consultation for ablation strategy
D. Turn off ICD therapies
E. Start dofetilide infusion


	









	Q3. AF with RVR + Cardiogenic Shock

	
A 74-year-old woman with EF 15%, COPD, and CKD stage 4 develops AF with RVR (HR 165) and acute pulmonary edema. BP 76/44, altered mental status, cool extremities.


	
Best immediate management?
A. IV diltiazem
B. IV metoprolol
C. IV digoxin loading
D. Synchronized cardioversion
E. Oral amiodarone


	









	Q4. Post-CABG Low Cardiac Output Syndrome

	
A 72-year-old man with T2DM, CKD stage 3, and EF 30% is POD#1 after CABG. He has rising lactate, oliguria, MAP 58 on norepinephrine 0.12 mcg/kg/min. Bedside echo: globally poor LV function. Lungs are wet, CVP 16.


	
Best next step?
A. Give 1 L crystalloid bolus
B. Increase norepinephrine further as sole intervention
C. Add inotrope (e.g., dobutamine) and reassess hemodynamics; consider mechanical support if refractory
D. Start ACE inhibitor
E. Immediate intermittent hemodialysis


	









	Q5. Critical Aortic Stenosis + NSTEMI + CKD

	
An 82-year-old with critical AS, CAD, and CKD stage 4 presents with NSTEMI and flash pulmonary edema. BP 92/60, lungs wet, troponin rising. Murmur is harsh systolic. She is in respiratory distress.


	
Most appropriate management strategy?
A. Aggressive nitrates to reduce preload
B. High-dose beta-blocker for demand reduction
C. Stabilize (oxygen/vent support), cautious preload/afterload management, urgent cardiology evaluation for invasive strategy considering valve pathology
D. Systemic thrombolysis
E. Treat with aspirin only and discharge once pain resolves


	









	Q6. Mechanical Complication After MI

	A 69-year-old man develops sudden severe dyspnea and hypotension 48 hours after an anterior STEMI. Exam shows a new loud holosystolic murmur and pulmonary edema. He is tachycardic, cool, and oliguric.

	
Best next step?
A. IV diuretics and reassess
B. Emergent bedside echocardiography
C. High-dose nitrates
D. Start warfarin
E. Observe—likely anxiety


	









	Q7. ICD Decision: Reversible vs Non-reversible Cause

	
A 71-year-old with ischemic cardiomyopathy (EF 28%) has VF arrest in the ICU during profound hypokalemia (K 2.4) from aggressive diuresis. After correction, no further arrhythmias occur. It has been >40 days since his last MI.


	
Most appropriate next step?
A. ICD placement immediately for secondary prevention
B. Permanent pacemaker placement
C. Correct reversible cause and reassess; ICD decision based on recurrence risk and persistent substrate
D. Dofetilide infusion
E. No further evaluation or follow-up needed


	









	🫁 PULMONOLOGY (8–14)

	Q8. Acute Dyspnea: COPD vs HF vs PE

	
A 73-year-old with COPD, HFpEF, and CKD stage 3 presents with acute dyspnea, wheezing, mild leg edema, and hypoxia. JVP is borderline high. CXR is nonspecific. D-dimer is elevated. He is tachycardic.


	
Best initial diagnostic step?
A. CT pulmonary angiography immediately
B. BNP alone
C. Bedside ultrasound (lung + cardiac) to rapidly phenotype (volume overload, RV strain, B-lines)
D. D-dimer repeat
E. Trial bronchodilators only and discharge if improved
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