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3rd order multiple questions and four detailed teaching points to help you rapidly prepare and
achieve the best score possible. The questions are updated annually by 335 authors and 331
editors to improve your learning experience and to better match exam requirements.
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( Questions 727 - 847 )Section 8 ( Questions 848 - 968 )Section 9 ( Questions 969 -
1089 )Section 10 ( Questions 1090 - 1210 )About StatPearlsSection 1Question 1: A 16-year-old
girl presents to the clinic with her mother to establish care. She is a student at the top of her
class. Her cheeks have mildly swollen up lately. She admits binging on junk food once or twice a
week and then feels terribly guilty. She says that she forces herself to vomit after the binge eating
episodes because she does not want to gain weight. This has been going on for the past six
months. She denies difficulty with sleep, lack of concentration, or suicidal ideation. Vitals are
heart rate 89 bpm, blood pressure 119/81 mmHg, respiratory rate 17/min, oxygen saturation
100%, and BMI 25 kg/m2. On exam, she has bilateral parotid gland enlargement, eroded
enamel, and scarring of the calluses on the dorsum of her right hand. Which of the following
complications will most likely occur in this patient?Choices:1. Muscle weakness2. Menorrhagia3.
Hypocalcemia4. HyperkalemiaPhoto:Contributed by Wikimedia Commons, Office of Women's
Health (Public Domain)Answer: 1 - Muscle weaknessExplanations:This patient presenting with
episodes of binge eating, followed by an inappropriate compensatory behavior (vomiting)
stemming from the fear of gaining weight despite having a normal BMI likey has bulimia nervosa.
Bulimia nervosa and anorexia nervosa are both marked by the overvaluation of body image with
episodes of binge eating and inappropriate compensation. The key distinguishing feature
between both disorders is that patients with anorexia have a low BMI, and patients with bulimia
have a normal BMI.The DSM-5 diagnostic criteria for bulimia nervosa are A) recurrent episodes
of binge eating characterized by both of the following: 1) eating an amount of food that is larger
than what most people would eat in the same time period and under similar circumstances and
2) a sense of lack of control over eating during these episodes (feeling that one cannot stop
what or how much one eats), B) recurrent inappropriate compensatory behavior to prevent
weight gain (e.g. self-induced vomiting, misuse of laxatives, diuretics, enemas or other
medications, fasting or excessive exercise.), C) the binge eating and inappropriate
compensatory behaviors both occur at least once a week for three months, D) overvaluation of
body image.Patients with bulimia may develop medical complications affecting many organs. GI
complications include parotid gland enlargement (sialadenosis), and Mallory-Weis syndrome
(from excessive vomiting). Renal and electrolyte complications include dehydration,
hypokalemia, hypochloremia, and metabolic alkalosis secondary to volume depletion from
excessive vomiting.The hypokalemia may cause cardiac arrhythmias and muscle weakness.
Dental complications include enamel erosion due to excessive vomiting. The gastric acid in the
vomitus erodes the enamel. Skin complications include scarring of the calluses on the dorsum of
the hand (Russel sign) due to the pressure of the teeth against the dorsum of the hand while
inducing vomiting. The complications can be treated by discontinuation of the inappropriate
compensatory behavior (eg inducing vomiting).Go to the next page if you knew the correct
answer, or click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:Bulimia NervosaWe update eBooks quarterly and Apps daily



based on user feedback. Please tap flag to report any questions that need
improvement.Question 2: A 16-year-old female is brought to the emergency department after
being found on the streets. A friend states that the patient had attended a party where illicit
drugs and alcohol were being used. The patient is behaving wildly and complains of hearing
voices. She is confused, delirious, and appears paranoid. Her vital signs: temperature is 38
degrees Celsius, BP 128/87 mmHg, RR 18/min, and HR 98 bpm. Which of the following is the
best drug to treat this patient?Choices:1. Labetalol2. Naloxone3. Fluoxetine4.
HaloperidolAnswer: 4 - HaloperidolExplanations:Amphetamines related psychiatric disorders
include a psychotic state where the individual will present with confusion, delirium, paranoia,
and hallucinations.Because this patient presents with no life-threatening signs or symptoms, her
amphetamine-induced psychosis is best treated with a high-potency antipsychotic such as
haloperidol.Agitation can be treated with benzodiazepines such as lorazepam. Beta-blockers,
such as labetalol, can be used to treat elevated blood pressure and pulse and are also important
in the long term treatment of amphetamines-associated cardiomyopathy (e.g.
carvedilol).Antidepressants such as fluoxetine would not be indicated for these symptoms.
Opioid overdose is unlikely given her acute psychiatric symptoms. Most cases of amphetamine-
induced psychosis are self-limiting.Go to the next page if you knew the correct answer, or click
the link image(s) below to further research the concepts in this question (if desired).Research
Concepts:Amphetamine Related Psychiatric DisordersWe update eBooks quarterly and Apps
daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 3: A 32-year-old male with a history of chronic obstructive pulmonary
disease (COPD), type 2 diabetes mellitus, hypertension, and new-onset severe physiologic
tremor presents to the clinic with his wife. The wife is worried that the patient is misusing
alcoholic beverages to self-treat his tremors. He has begun missing their children's school
events and coming home late. He also has had more mood swings. Upon questioning the
patient, he admits to increasing his overall alcohol intake. However, he does not acknowledge
that he has a problem with alcohol and is in control. Vital signs are stable, and medications are
appropriately reconciled and refilled. Which of the following is a questionnaire criterion available
for use and at what stage of recovery does this patient stand?Choices:1. CAGE and he is in
relapse2. CAGE and he is in pre-contemplation3. CAGE and he is in action4. CAGE and he is in
contemplationAnswer: 2 - CAGE and he is in pre-contemplationExplanations:CAGE stands for
the following: (1) Have you felt the need to CUT down your drinking?, (2) Have people
ANNOYED you or criticized you about your drinking?, (3) Have you felt GUILTY about your
drinking?, (4) Have you ever used alcohol as an EYE opener? A max score is a 4 and a low is
0.The purpose of the CAGE criteria is for both the patient and the provider. It allows the patient to
self-reflect on their drinking if they have yet to do so and gives the provider perspective on how
advanced the patient's addiction is.Coordinated with the stage of recovery criteria, a provider
can categorize as to how willing a patient is to receive treatment and how to best treat them.
Patients in precontemplation have not recognized their drinking as an issue and need help to



reach that bridge. Those in contemplation recognize the issue but have not prepared a plan to
begin crossing the bridge towards recovery. When a patient is in the preparation stage, a
provider can help set up a plan of action, such as obtaining a doctors appointment. The action
stage is the joint effort of the doctor and the patient to come up with an appropriate plan. Finally,
in the phase of maintenance, it is the job of the interdisciplinary team to work with the patient to
maintain their remission.Overall, criteria such as CAGE and stages of recovery allow the team to
advise and treat patients appropriately.Go to the next page if you knew the correct answer, or
click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:AddictionWe update eBooks quarterly and Apps daily based on
user feedback. Please tap flag to report any questions that need improvement.Question 4: A 65-
year-old male with a past psychiatric history of bipolar disorder type one presents to your
outpatient clinic with his daughter. His daughter states that the patient's mood symptoms have
been well controlled on lithium, but for the past two weeks he has been observed to have
auditory hallucinations. The patient is observed to be internally preoccupied, responding to
internal stimuli. The patient denies any depressive or manic symptoms since the hallucinations
began. If you were to add a medication to his current regimen for the ongoing symptoms, which
of the following side effects would need to be monitored?Choices:1. Dyslipidemia2.
Hyperthyroidism3. Hair loss4. Raynaud phenomenonAnswer: 1 -
DyslipidemiaExplanations:Most atypical antipsychotics increase the risk of diabetes and
dyslipidemia. Atypical antipsychotics are the mainstay treatment for schizoaffective disorder and
schizophrenia.Hyperthyroidism is not commonly caused by antipsychotic medications which are
the mainstay treatment for schizoaffective disorder and schizophrenia.Hair loss is not commonly
caused by antipsychotic medications which are the mainstay of treatment for schizoaffective
disorder and schizophrenia. Hair loss is sometimes experienced in those taking valproic acid, a
mood stabilizer.Other common side effects of antipsychotics include dizziness, sedation, dry
mouth, nausea, and abdominal pain.Go to the next page if you knew the correct answer, or click
the link image(s) below to further research the concepts in this question (if desired).Research
Concepts:Schizoaffective DisorderWe update eBooks quarterly and Apps daily based on user
feedback. Please tap flag to report any questions that need improvement.Question 5: A 31-year-
old female presents to her clinician five days after cesarean delivery of a healthy male. She has
no previous children, and her cesarean delivery was scheduled and uncomplicated. She reports
no physical complaints and states that she is healing well. She has a history of menstrual-related
mood changes but denies any other psychiatric history. However, she reports some anxiety,
irritability, poor sleep, and a "low" mood. She is diagnosed with "baby blues." If her symptoms do
not resolve in two weeks and worsen, what is her new diagnosis?Choices:1. Persistent
postpartum blues2. Postpartum depression, or depressive disorder with peripartum onset3.
Chronic adjustment disorder with depressed mood4. Postpartum psychosisAnswer: 2 -
Postpartum depression, or depressive disorder with peripartum onsetExplanations:Postpartum
“blues” is defined as a low mood and mild depressive symptoms that are transient and self-



limited.Symptoms of postpartum blues include crying, dysphoric affect, irritability, anxiety,
insomnia, and appetite changes.The symptoms of postpartum blues should not meet the criteria
for major depressive disorder or postpartum depression.If the symptoms persist beyond two
weeks, the diagnostic criteria for postpartum depression are then fulfilled.Go to the next page if
you knew the correct answer, or click the link image(s) below to further research the concepts in
this question (if desired).Research Concepts:Postpartum BluesWe update eBooks quarterly and
Apps daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 6: A 16-year-old male presents with the complaint of failing grades in his
school. He had previously been a very good student. He states that over the past year he is not
able to concentrate due to a concern that he is being exposed to germs in the classroom. He
has to wash his hands 50-60 times a day as a response to this concern. Which of the following
medications can be used as first-line pharmacotherapy in this patient's condition?Choices:1.
Amphetamines2. Sertraline3. Atomoxetine4. VenlafaxineAnswer: 2 -
SertralineExplanations:Psychotherapy combined with pharmacotherapy is the usual treatment
for obsessive-compulsive disorder (OCD). Exposure and response prevention therapy, a form of
cognitive behavioral therapy, is commonly used.SSRIs are first-line pharmacotherapy.
Paroxetine, fluoxetine, fluvoxamine, and sertraline are FDA-approved for treating OCD.
Paroxetine is approved only for treating adults.SSRIs such as sertraline may have side effects
such as weight gain, decreased libido and epileptic seizures.Venlafaxine is a serotonin-
norepinephrine reuptake inhibitor (SNRI). SNRIs have been shown to be effective in treating
OCD but are not FDA-approved.Go to the next page if you knew the correct answer, or click the
link image(s) below to further research the concepts in this question (if desired).Research
Concepts:Obsessive-Compulsive DisorderWe update eBooks quarterly and Apps daily based
on user feedback. Please tap flag to report any questions that need improvement.Question 7: A
35-year-old female comes to the office with a history of major depressive disorder and systemic
lupus erythematosus for reevaluation. She has 3+ proteinuria on dipstick testing. She reports a
decrease in her appetite and energy level and a loss of interest in activities that normally bring
her pleasure. Which of the following medications needs readjustment?Choices:1. Trazodone2.
Paroxetine3. Imipramine4. PhenelzineAnswer: 2 - ParoxetineExplanations:Paroxetine is titrated
based on the patient's symptoms and tolerance to the medication. Once the patient can tolerate
the medication at a certain dose, the dose can be maintained to treat her major depressive
disorder symptoms.The dose of paroxetine must be adjusted in patients with renal and hepatic
impairment. In hepatic impairment, the plasma concentration is twice that which is seen with
normal liver function.Because the patient has systemic lupus erythematosus and 3+ proteinuria
on dipstick testing, she likely has renal impairment and needs a change in her dose of
paroxetine. If the renal creatinine clearance is less than 30 ml/min, then the patient needs to
increase the dose of paroxetine to have the same effect as her original dose.The administration
route of paroxetine is oral. The medication can be taken with or without food.Go to the next page
if you knew the correct answer, or click the link image(s) below to further research the concepts



in this question (if desired).Research Concepts:ParoxetineWe update eBooks quarterly and
Apps daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 8: A 45-year-old patient presents to the clinic for a follow up on his
depression. Recently, the patient has been sleeping for an average of 3 to 4 hours at night and
has lost 10 lbs. He feels as though his current medication, paroxetine, does not control his
depression. He is switched to venlafaxine 375 mg per day in divided doses but presents to the
clinic three months later for worsening depression. His provider decides to start the patient on
amoxapine to control his symptoms. Which of the following will be the best course of action for
the physician?Choices:1. Discontinue venlafaxine and commence treatment with amoxapine
immediately2. Increase the dosage of venlafaxine3. Discontinue venlafaxine and wait for 14
days before starting amoxapine4. Continue venlafaxine and add amoxapine to the current
medication regimenAnswer: 3 - Discontinue venlafaxine and wait for 14 days before starting
amoxapineExplanations:Serotonin-norepinephrine reuptake inhibitors (SNRI), selective
serotonin reuptake inhibitors (SSRIs) monoamine oxidase inhibitors (MAOIs), and tricyclic
antidepressants (TCAs) can cause serotonin syndrome if overdosed or taken together.SSRIs
and SNRIs should be halted for at least 14 days before switching to other antidepressants to
allow them to completely clear from the system. After the drugs have cleared from the system,
the patient can start on medications such as TCAs (amoxapine).Serotonin syndrome is a life-
threatening syndrome which presents as delirium, hyperthermia, tachycardia, and
hypertension.TCAs such as amoxapine should be reserved for second or third line treatment for
depression after trials of SSRIs and SNRIs have proven unsuccessful.Go to the next page if you
knew the correct answer, or click the link image(s) below to further research the concepts in this
question (if desired).Research Concepts:AmoxapineWe update eBooks quarterly and Apps
daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 9: A 54-year-old war veteran presents to the clinic complaining of anxiety
and agitation. His past medical history consists of liver failure due to hepatitis C and post-
traumatic stress disorder (PTSD). Vital signs and physical examination show no abnormalities.
Lab studies are significant for AST of 54 IU/L and ALT of 65 IU/L. The patient denies any other
symptoms or pain. He is currently taking an SSRI and vitamins. Which of the following is the next
best step in the management of this patient?Choices:1. Prescribe nortriptyline2. Prescribe
oxazepam3. Discontinue SSRI4. Prescribe flurazepamAnswer: 2 - Prescribe
oxazepamExplanations:Short-intermediate-acting benzodiazepines like oxazepam are in an
active form and undergo direct glucuronidation to produce inactive metabolites and are
associated with fewer side effects.Oxazepam is a short-acting benzodiazepine that is
metabolized via glucuronidation out the liver into its inactive metabolites, hence it is a preferred
drug in patients with hepatic impairment.The medication is eliminated via the renal pathway.
Oxazepam is not subject to CYP interaction and does not accumulate upon CYP inhibition.
Patients with hepatic impairment (such as this patient), are at lower risk of an overdose of
oxazepam compared to other benzodiazepines.Oxazepam has a variety of uses and can be



used outside of its approved indications such as for PTSD and insomnia. Long-acting
benzodiazepines are not recommended in treatment for patients with anxiety.Go to the next
page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:OxazepamWe update eBooks
quarterly and Apps daily based on user feedback. Please tap flag to report any questions that
need improvement.Question 10: A 28-year-old female presents to her healthcare provider's
office eight days after delivery of a healthy male infant. She reports no physical complaints and
states she is healing well. She is currently breastfeeding her infant. She lives with her 31-year-
old husband and three-year-old son. She was diagnosed with a major depressive disorder when
she was 19 and was treated with citalopram; she has been in complete remission with no
treatment for several years. Today, she reports anxiety, irritability, and poor sleep. She denies
suicidal ideation or homicidal ideation. How could her current condition have been prevented?
Choices:1. Treat depressive symptoms during pregnancy even if they are in remission2.
Prophylactically provide all women with antidepressants during pregnancy3. Postpartum blues
are extremely common, and its risk factors are relatively nonmodifiable4. Schedule cesarean
deliveries instead of vaginal deliveries when possibleAnswer: 3 - Postpartum blues are
extremely common, and its risk factors are relatively nonmodifiableExplanations:Postpartum
“blues” is defined as low mood and mild depressive symptoms that are transient and self-
limited.Symptoms of postpartum blues include crying, dysphoric affect, irritability, anxiety,
insomnia, and appetite changes. These symptoms, when present, should not meet criteria for
major depressive disorder or, when occurring in the postpartum period, of postpartum
depression.The risk factors for postpartum blues include a history of menstrual cycle-related
mood changes or mood changes associated with pregnancy, history of major depression or
dysthymia, a larger number of lifetime pregnancies, or family history of postpartum
depressionUnlike with other psychiatric disorders, however, most of the risk factors for
postpartum blues – such as parity, delivery status, history of depression or bipolar disorder, or
history of menstrual-related mood changes – are not modifiable.Go to the next page if you knew
the correct answer, or click the link image(s) below to further research the concepts in this
question (if desired).Research Concepts:Postpartum BluesWe update eBooks quarterly and
Apps daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 11: A 17-year-old male presents for psychiatric evaluation with distress
and anxiety due to experiencing intrusive images of running over animals while driving. To
reduce his feeling of tension, he frequently stops his car to check to make sure he did not hit
anything, or drives back to places he had recently driven to check. Due to spending over an hour
a day checking his car perimeter, he has been unable to return to work. He is likely to benefit
from what medication in addition to Exposure Response Prevention (ERP) therapy?Choices:1.
Alprazolam2. Venlafaxine3. Clomipramine4. ImipramineAnswer: 3 -
ClomipramineExplanations:The patient has obsessive-compulsive disorder (OCD).
Clomipramine was the first FDA-approved medication for OCD in 1989. Clomipramine is



presently the only FDA approved tricyclic antidepressant for OCD ages 10 and older. The only
other FDA approved medications for treatment of OCD are in the SSRI class: sertraline,
fluoxetine, fluvoxamine, and paroxetine.Clomipramine is the most serotonergic tricyclic
antidepressant (TCA). It is the only TCA that is FDA approved for the treatment of obsessive-
compulsive disorder (OCD).Clomipramine is administered orally and comes in 25, 50, and 100
mg capsules. The initial dose of 25 mg per day may be increased in increments of 25 mg every 4
to 7 days. The max dose for adults and children is 250 mg per day.Clomipramine can take 6 to
12 weeks to take effect.Go to the next page if you knew the correct answer, or click the link
image(s) below to further research the concepts in this question (if desired).Research
Concepts:ClomipramineWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 12: A 11-year-old boy
presents to the clinic for difficulty with learning language and communicating with peers. Patient
is reported to be inattentive and hyperactive at times. The patient’s mother states that she was
prompt with obstetrics visit during her pregnancy, has not used any substance, and there was no
abnormality in prenatal screening and at birth. The patient scores 62 on an IQ test. Which of the
following is least likely to be the etiology of this patient's intellectual disability?Choices:1.
Congenital hypothyroidism2. Fragile X syndrome3. Down syndrome4. Fetal alcohol
syndromeAnswer: 1 - Congenital hypothyroidismExplanations:Congenital hypothyroidism may
cause mild intellectual disability.Congenital hypothyroidism is a preventable cause of intellectual
disability.Congenital hypothyroidism is always screened in a neonate.Down syndrome, Fragile X,
and fetal alcohol syndrome may cause mild intellectual disability that is not apparent until school
age.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:Intellectual
DisabilityWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag
to report any questions that need improvement.Question 13: A 52-year-old man presents to the
emergency department with his wife due to recurrent falls. He fell an hour ago and hit his head
on the corner of a table. He did not lose consciousness after the fall and appears alert and
awake. His wife states that the patient has lost his balance often when walking straight, and has
recently started to become more irritable. His medical history includes hypertension and
depression controlled by medications. His father was diagnosed with Parkinson disease at the
age of 68. His blood pressure is 125/78 mmHg; heart rate is 60/min, and the temperature is 97 F.
On physical examination, the patient has a slight tremor of his hands, which resolves when he
moves them. Which of the following is the most likely cause of his symptoms?Choices:1.
Amoxapine2. Early-onset Parkinson disease3. Lithium4. CarbamazepineAnswer: 1 -
AmoxapineExplanations:Amoxapine is a tricyclic antidepressant (TCA) which is as a second or
third line medication for depression. One of the adverse effects of amoxapine is Parkinson-like
symptoms, known as 'parkinsonism.'Parkinsonism can present as a wide variety of symptoms in
patients taking amoxapine, including, but not limited to tremors, bradykinesia, muscle rigidity,
recurrent falls, and dementia.Parkinsonism most likely affects the elderly population who have



been prescribed amoxapine. Amoxapine can also precipitate symptoms in patients with
underlying Parkinson disease.The Parkinson-like symptoms gradually decrease once
amoxapine is discontinued; however, it may take up to a few months for all symptoms to
completely disappear.Go to the next page if you knew the correct answer, or click the link
image(s) below to further research the concepts in this question (if desired).Research
Concepts:AmoxapineWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 14: A 22-year-old
female presents for amenorrhea of 4 months. She denies being sexually active in the last 6
months. She studies business management, and she is a star of her university track team. She
only eats vegetables, so she can lose weight as she thinks she is holding excess body fat. She
also states that she is having difficulty concentrating in class. On physical examination, there are
calluses on the dorsum of her hands and fine hair on her arms. Temperature is 36.7 C; blood
pressure is 90/65 mmHg, and her pulse is 56/min. BMI is 16.3 Kg/m2. Which of the following
possibly contributes to this patient's condition?Choices:1. Temporal lobe dysfunction2. Frontal
lobe dysfunction3. Parietal lobe dysfunction4. Occipital lobe dysfunctionAnswer: 3 - Parietal lobe
dysfunctionExplanations:Anorexia nervosa is described by restriction of energy intake,
misperception of body weight, fear of gaining weight or becoming fat, and a significantly low
BMI.Amenorrhea is a common complication of anorexia nervosa.Body dissatisfaction and body
image distortions in patients with anorexia nervosa appear to be linked to the parietal lobe
function.Neuroimaging studies have found sub-optimal visual and tactile performance in
anorexia nervosa that suggests indirect associations of body image distortion with parietal lobe
dysfunction.Go to the next page if you knew the correct answer, or click the link image(s) below
to further research the concepts in this question (if desired).Research Concepts:Body Image
DistortionWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag
to report any questions that need improvement.Question 15: A 66-year-old man who is a law
partner at a private firm presents to the clinic for a follow up of a complaint of disturbed sleep.
The patient has trouble staying awake in the early evening to attend any of his post-work
gatherings and office dinners with the clients. When he goes to bed late, he is unable to get a
good seven hours of sleep and wakes up feeling frustrated and remains sleepy all day. His
avoidance of evening events has impacted his social life. The sleep log on his last visit is
consistent with the provided history. Which of the following is the next best step in the
management of this patient?Choices:1. Increase caffeine intake2. Melatonin supplementation3.
Bright light therapy4. Short napsAnswer: 3 - Bright light therapyExplanations:This patient is most
likely suffering from an advanced sleep-wake phase disorder. This disorder is characterized by
excessive evening sleepiness and early morning awakening. Treatment is primarily achieved
with evening bright light therapy. Pharmacotherapy is not indicated for this condition.Patients
may get adequate quality and quantity of sleep if no external pressures dictate that patients stay
awake in the evening, but often patients are distressed and sleep-deprived because societal
obligations require patients to stay awake longer than desired in the evening.It is hypothesized



that advanced sleep-wake phase disorder results from an intrinsic circadian cycle that is less
than 24 hours. Advanced sleep-wake phase disorder is more prevalent in older adults and
males. Diagnosis is made with history and sleep logs.Irregular sleep-wake rhythm disorder
represents a failure of the circadian rhythm system to consolidate sleep, leading to multiple short
periods of sleep and wakefulness. Delayed sleep-wake phase disorder is characterized by
delayed sleep and wake times relative to what is desired or expected. Not simply “night owls,”
those with delayed sleep-wake phase disorder may not prefer to have such a sleep schedule,
but find it difficult to adjust to desired sleep and wake times. Inadequate sleep and resultant
daytime functional impairment are hallmarks of the condition. The elderly are at risk for several
different sleep disturbances.Go to the next page if you knew the correct answer, or click the link
image(s) below to further research the concepts in this question (if desired).Research
Concepts:Sleeplessness And Circadian DisorderWe update eBooks quarterly and Apps daily
based on user feedback. Please tap flag to report any questions that need
improvement.Question 16: A 15-year-old boy presents to the family medicine clinic. He states
that over the past few months, he has been feeling down, having trouble sleeping, no longer
enjoys playing basketball, has lost his appetite, and is feeling guilty about his parent's divorce.
The provider would like to prescribe him escitalopram. What warning on the package insert must
the patient and parents be counseled on?Choices:1. Tendon rupture2. Increased risk of
myocardial infarction3. Increased suicidal thoughts and attempts4. Decreased bone
densityAnswer: 3 - Increased suicidal thoughts and attemptsExplanations:Escitalopram is a
selective serotonin reuptake inhibitor (SSRI).SSRI's have a black box warning for increased
suicidal thoughts and behaviors in adolescent patients.Black box warnings must be included in
the package insert of the medication.Black box warnings are not contraindications to the use of
a medication, but rather their purpose is to bring attention to potentially severe side effects of the
medication.Go to the next page if you knew the correct answer, or click the link image(s) below
to further research the concepts in this question (if desired).Research Concepts:Black Box
WarningWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag to
report any questions that need improvement.Question 17: A 27-year-old female presents to her
clinician's office one week after delivery of a healthy male infant. She reports no physical
complaints and is currently breastfeeding the neonate. She did not have similar symptoms after
the birth of her first child. She was diagnosed with a major depressive disorder when she was 19
and was treated with citalopram; she has been in complete remission with no treatment for
several years. Today, she reports anxiety, irritability, and poor sleep. She denies suicidal ideation
or homicidal ideation. What are the risk factors that predisposed her to the development of her
condition?Choices:1. Vaginal delivery versus cesarean delivery2. Past history of major
depressive disorder3. Lack of similar symptoms with previous deliveries4. BreastfeedingAnswer:
2 - Past history of major depressive disorderExplanations:Postpartum “blues” is defined as low
mood and mild depressive symptoms that are transient and self-limited.Symptoms of
postpartum blues include crying, dysphoric affect, irritability, anxiety, insomnia, and appetite



changes.The risk factors for postpartum blues include a history of menstrual cycle-related mood
changes or mood changes associated with pregnancy, history of major depression or
dysthymia, a larger number of lifetime pregnancies, or family history of postpartum
depression.The factors that, when present, do not predispose a patient to the development of
postpartum blues include low economic status, ethnic or racial background, gravidity status
(primiparous vs. multiparous), planned vs. unplanned pregnancy, spontaneous pregnancy vs. in
vitro fertilization, type of delivery (vaginal vs. cesarean), family history of mood disorders, or
postpartum depression in the past.Go to the next page if you knew the correct answer, or click
the link image(s) below to further research the concepts in this question (if desired).Research
Concepts:Postpartum BluesWe update eBooks quarterly and Apps daily based on user
feedback. Please tap flag to report any questions that need improvement.Question 18: A 33-
year-old male with a past medical history of opioid use disorder is entered into a novel treatment
program that utilizes biochemical pathway manipulation to curb addictions in 5 sessions. The
requirements for the study are single-drug misuse or abuse, greater than one year of use, and
commitment to attend and cooperate with all 5 treatment sessions. If successful, based on the
understanding of current research, which biochemical pathway involved in the pathophysiology
of addiction was manipulated and what else does this pathway manage in all humans?
Choices:1. CYPE21; metabolism of all drugs2. Kreb's cycle; rewards and motivation3. DYN/KOPr
system; mood/motivation4. Glycolysis; hungerAnswer: 3 - DYN/KOPr system; mood/
motivationExplanations:While current research still has much to uncover about the
pathophysiology of addiction and the predilection towards such behaviors, there is strong
literature for some biochemical pathways. Of note is the DYN/KOPr system that is normally
involved in mood and motivation.Research has shown that dysregulation within this system has
a profound impact on both the development and predilection towards addictive behavior.The
time required for this study is related to changes that can be appreciated. Much like long-term
potentiation changes occur over long periods of misuse/abuse, biochemical changes occur
slowly but are strengthened with time. Thus, a longer history of abuse will be more likely to have
these changes and allow the targeted treatment to be attempted.As literature expands, a
general understanding will allow providers to better understand and tailor treatments for their
patients. For example, much like DYN/KOPr systems are involved in mood and regulation, so are
the neurotransmitters glutamine and dopamine. For these reasons, treatments involving
changes in this system will likely have repercussions in other pathways. Further research is
required on how to manage the interplay between the different neurotransmitters and
pathways.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:AddictionWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 19: A 31-year-old female presents to the emergency
department with a 6-month history of back pain. She states she is allergic to many medications
and is requesting hydromorphone for the pain. The nurse approaches you because she believes



the patient is exhibiting drug-seeking behavior. According to the nurse, the patient became upset
when she told her that she could not receive any medication until evaluated by the physician.
When you enter the room, the patient is very friendly and compliments you on your bedside
manner. She tells you that she only comes to this hospital because “this is the best hospital
around” and other hospitals and doctors “treat me terribly and never listen to me.” You then
inform the patient you will not be prescribing any opioid medication due to the chronic nature of
her pain and hospital policy on pain management. She then throws her phone across the room
and begins yelling at you and making verbal threats. This patient is exhibiting behavior
consistent with which of the following disorders?Choices:1. Antisocial personality disorder2.
Substance use disorder3. Borderline personality disorder4. Histrionic personality
disorderAnswer: 2 - Substance use disorderExplanations:Substance use disorder and drug-
seeking behavior are common. This patient would best be referred to addiction medicine.Other
psychiatric disorders may coexist. The patient has some traits of borderline personality
disorder.Borderline personality disorder is a pervasive pattern of behavior characterized by
unstable relationships, impulsivity, recurrent suicidal behavior or gestures, marked reactivity of
mood, chronic feelings of emptiness, intense anger, or inability controlling anger. Patients will
often “split” providers, easily alternating between extremes of idealization and
devaluation.Bipolar disorder is a mood disorder characterized by the presence of either mania
or hypomania. Bipolar I must have at least one manic episode defined as a distinct period of
euphoric, expansive, or irritable mood. Manic patients will exhibit symptoms of grandiosity,
increased self-esteem and confidence, decreased need for sleep, pressured speech,
hypersexuality, distractibility, racing thoughts, and excessive involvement in pleasurable and
possibly dangerous activities. These symptoms must cause social or occupational dysfunction.
Bipolar II is defined as at least one hypomanic and one depressive episode. Hypomanic
symptoms are similar to manic episodes but are less severe and do not cause social or
occupation dysfunction.Go to the next page if you knew the correct answer, or click the link
image(s) below to further research the concepts in this question (if desired).Research
Concepts:Violent PatientsWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 20: A 6-year-old male
with a well-established past medical history of attention-deficit/hyperactivity disorder on
methylphenidate awoke in the middle of the night screaming "I didn't do it, I promise!" The
mother was unable to wake him up or console him. He eventually calms down and goes back to
sleep. He does not remember anything about the episode in the morning. What is the most likely
diagnosis?Choices:1. Adverse reaction to stimulant medication2. Night terror3. Nightmare4.
PsychosisAnswer: 2 - Night terrorExplanations:The description is classic for night terrors.There
is an episode in the middle of the night with autonomic arousal, no awareness of one's
surrounding, and no recollection of the event in the morning.This is not a typical side effect of
methylphenidate.Psychotic symptoms generally are not evident during the day.Go to the next
page if you knew the correct answer, or click the link image(s) below to further research the



concepts in this question (if desired).Research Concepts:Night TerrorsWe update eBooks
quarterly and Apps daily based on user feedback. Please tap flag to report any questions that
need improvement.Question 21: A female complains of fear and anxiety when she travels on the
subway or goes to shopping malls. These feelings, though distressing, do not cause any
physical symptoms. She often stays at home to avoid these feelings. What is the most likely
diagnosis?Choices:1. Generalized anxiety disorder2. Agoraphobia3. Panic disorder4. Social
anxiety disorderAnswer: 2 - AgoraphobiaExplanations:This patient's anxiety is limited to the
public situations described; she does not have excessive worry about a variety of different
situations or events.Agoraphobia can be diagnosed if a patient has intense fear in response to
or when anticipating entering into at least two of the five following situations: using public
transportation (automobiles, buses, trains), being in open spaces (marketplaces, parking lots),
being in enclosed spaces like theaters or malls, standing in lines or crowds, or being outside of
the home alone.Panic disorder can only be diagnosed in the presence of "panic attacks" of
physical symptoms (palpitations, shortness of breath, chest tightness, etc.) that occurs in the
setting of intense fear or anxiety.This patient's fear is not about embarrassing oneself or being
negatively judged in public situations, such as in social anxiety disorder, and is instead about
being in the situations themselves.Go to the next page if you knew the correct answer, or click
the link image(s) below to further research the concepts in this question (if desired).Research
Concepts:AgoraphobiaWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 22: A female with a
history of schizophrenia presents with uncontrolled movements of her tongue and jaw. The
patient reports that these movements started several weeks ago and have gotten worse. The
patient has writhing movements of her arms and neck, and she is unable to stand still. She was
started on olanzapine 6 weeks ago. She asks for a medication that is least likely to worsen her
motor symptoms. Which of the following could be prescribed?Choices:1. Clozapine2. Lithium3.
Chlorpromazine4. ChloroguanideAnswer: 1 - ClozapineExplanations:Tardive dyskinesia is very
difficult to treat. Even stopping the offending agent frequently does not help.For those who do
require a neuroleptic, clozapine has been recommended.Of all the neuroleptics, it is the one
least associated with this adverse effect.However, it does cause agranulocytosis; therefore,
CBC monitoring is highly recommended.Go to the next page if you knew the correct answer, or
click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:ClozapineWe update eBooks quarterly and Apps daily based on
user feedback. Please tap flag to report any questions that need improvement.Question 23: A 42-
year-old female with a past psychiatric history of major depressive disorder presents to inpatient
services voluntarily with her husband. Her husband states that the patient's mood symptoms
had been pretty constant for the past couple of years, but subsequently was observed with
worsening bizarre behaviors for the past year to the point that the patient is no longer attending
to her daily needs. The patient is observed to be internally preoccupied, responding to internal
stimuli. The patient also states that she must cleanse herself of all toxins and her husband notes



that she has stopped taking her medications. Additionally, he states that the patient has not had
depressive symptoms for the past month. Which of the following is the mechanism of action of
the primary pharmacologic treatment in this patient?Choices:1. Inhibit serotonin reuptake2.
Sodium-gated channel blockade3. Dopamine 2 receptor blockade4. Inhibit monoamine
oxidaseAnswer: 3 - Dopamine 2 receptor blockadeExplanations:Some antipsychotics due act
on serotonin but serotonin reuptake inhibitors are mainly used for major depressive disorder and
other mood disorders. This patient in question no longer has just major depressive disorder; the
patient now meets criteria for schizoaffective disorder and treatment should include an
antipsychotic. The primary treatment in schizoaffective disorder and schizophrenia are
antipsychotics which block dopamine 2 receptors. Antipsychotics are used to target the positive
symptoms of psychosis as well as stabilize affective symptoms.A mood stabilizer such as
valproic acid, which blocks sodium-gated channels should be considered if the patient
presented with manic symptoms. There are no manic symptoms mentioned in the question
stem. Therefore the patient should be an antipsychotics which block dopamine 2 receptors-the
primary treatment in schizoaffective disorder and schizophrenia. Antipsychotics are used to
target the positive symptoms of psychosis as well as stabilize affective symptoms.The primary
treatment in schizoaffective disorder and schizophrenia are antipsychotics which block
dopamine 2 receptors. There are some antipsychotics that have actions on other
neurotransmitters, but most block dopamine. There is a subsequent reduction in the positive
symptoms of psychosis as well as the stabilization of affective symptoms. Most practitioners
prefer to use second-generation antipsychotics for their favorable side effect profile which
include medications such as aripiprazole, risperidone, quetiapine, etc.The patient does not
present with only major depression, given her psychotic symptoms. The primary treatment in
schizoaffective disorder and schizophrenia are antipsychotics which block dopamine 2
receptors. Antipsychotics are used to target the positive symptoms of psychosis as well as
stabilize affective symptoms. Monamine reuptake inhibitors have fallen out of favor to selective
serotonin reuptake inhibitors due to having a less favorable side effect profile which includes
hypertensive crisis when eating tyramine-rich foods.Go to the next page if you knew the correct
answer, or click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:Schizoaffective DisorderWe update eBooks quarterly and Apps
daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 24: A 40-year-old female is diagnosed with akathisia. She is currently
taking paroxetine for depression, lisinopril for hypertension, atorvastatin for
hypercholesterolemia, and metformin for type 2 diabetes mellitus. Which medication that she is
currently taking could be causing akathisia?Choices:1. Paroxetine2. Metformin3. Atorvastatin4.
LisinoprilAnswer: 1 - ParoxetineExplanations:Paroxetine and other selective serotonin reuptake
inhibitors (SSRIs) have been reported to cause akathisia.Paroxetine may cause serotonin
syndrome if it is taken concomitantly with other serotonergic agents including triptans, tricyclic
antidepressants, fentanyl, tramadol, lithium, and buspirone.Abrupt discontinuation or



interruption of antidepressant therapy, including paroxetine, has been associated with
discontinuation syndrome. This may cause vomiting, nausea, diarrhea, dizziness,
lightheadedness, sweating, chills, paresthesias, fatigue, and somnolence.In patients with bipolar
disorder, paroxetine may worsen psychosis or precipitate a change to mania or hypomania.Go
to the next page if you knew the correct answer, or click the link image(s) below to further
research the concepts in this question (if desired).Research Concepts:ParoxetineWe update
eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 25: A 65-year-old male comes to the clinic with a
complaint of increasing fatigue for the past 2 months. He has lost interest in his daily life
activities and is not able to maintain concentration in his work. He has had a decreased appetite
for a year and is not able to catch on his sleep. He reports a weight loss of 10 kg over the past
year. His medical and family history is unremarkable. Which of the following is the mechanism of
action of the most suitable drug that would be prescribed to him?Choices:1. Alpha 2 receptor
antagonism2. Inhibitor of the serotonin transporter3. Inhibitor of sodium dependent serotonin
and noradrenaline transporter4. Serotonin receptor agonistAnswer: 1 - Alpha 2 receptor
antagonismExplanations:Mirtazapine works by blocking alpha-2 adrenergic receptors on the cell
bodies and nerve terminals, promoting the release of norepinephrine and serotonin into the
synapse.Mirtazapine antagonizes 5-HT2 receptors and inversely agonizes 5-HT2c receptors
which have been shown to increase norepinephrine and dopamine in the cortical regions of the
brain.Mirtazapine can be used in older people who are losing weight as it helps to increase
hunger and gain weight.Mirtazapine has a strong H-1 inverse agonist effect that helps in
producing sedative effects.Go to the next page if you knew the correct answer, or click the link
image(s) below to further research the concepts in this question (if desired).Research
Concepts:AntidepressantsWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 26: A healthy 25-year-
old male with no pertinent medical history presents with his female partner who reports
dissatisfaction with their sex life. The patient states he always ejaculates before his partner can
achieve climax, which causes him significant distress. Which of the following is an important
question to ask while taking the history from the patient to assess for potential pathology in his
female partner?Choices:1. Ask him about his personal relationships2. Ask how long does it take
the female partner to achieve orgasm3. Inquire as to how has this affected his sexual activity4.
Ask if there is anything that makes it worse or better (i.e., drugs, alcohol, etc.)Answer: 2 - Ask
how long does it take the female partner to achieve orgasmExplanations:Other conditions need
to be considered before a diagnosis of premature ejaculation can be made including severely
delayed orgasm in the female partner.The average time to climax in females varies between 12
to 25 minutes.In extreme cases of delayed orgasm in the female partner, almost any male would
be considered to have premature ejaculation, so the partner’s sexual response must always be
considered.Asking appropriate questions during the history-taking process is key to formulating
a comprehensive differential diagnosis.Go to the next page if you knew the correct answer, or



click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:Premature EjaculationWe update eBooks quarterly and Apps daily
based on user feedback. Please tap flag to report any questions that need
improvement.Question 27: A 21-year-old male presents to the emergency department (ED) with
his mother who states her son became violent at home earlier today. He recently returned home
from college and has been showing signs of racing thoughts, pressured speech, impulsivity, and
decreased need for sleep. He used her credit card to buy 5000 dollars worth of clothes, as well
as a television, game console, and sound system. When she confronted him about this charge,
he began screaming at her and punching walls. He has never exhibited this type of behavior in
the past. While speaking to him in the ED, he exhibits pressured speech, tangential thinking, and
significant agitation. He ultimately begins screaming, spitting, and pushing staff in the room.
What is the likely diagnosis?Choices:1. Attention-deficit/hyperactivity disorder2. Bipolar
disorder3. Major depressive disorder4. SchizophreniaAnswer: 2 - Bipolar
disorderExplanations:Bipolar disorder is a mood disorder characterized by the presence of
either mania or hypomania. Bipolar I must have at least one manic episode defined as a distinct
period of euphoric, expansive, or irritable mood. Manic patients will exhibit symptoms of
grandiosity, increased self-esteem and confidence, decreased need for sleep, pressured
speech, hypersexuality, distractibility, racing thoughts, and excessive involvement in pleasurable
and possibly dangerous activities.Bipolar symptoms must cause social or occupational
dysfunction.Bipolar II is defined as at least one hypomanic and one depressive episode.
Hypomanic symptoms are similar to manic episodes but are less severe and do not cause social
or occupation dysfunction.Schizophrenia is a change of behavior from previous functioning
causing social or occupation dysfunction with continuous disturbance for 6 months. Two or more
symptoms must be present, including hallucinations, delusions, disorganized speech, grossly
disorganized or catatonic behavior, and/or negative symptoms (diminished emotional
expression, avolition).Go to the next page if you knew the correct answer, or click the link
image(s) below to further research the concepts in this question (if desired).Research
Concepts:Violent PatientsWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 28: A 17-year-old
female presents complaining of cold intolerance and amenorrhea for 3 months. She has to wear
jackets in lectures though everyone else wears t-shirts. She reports losing 20 pounds in the past
4 months so she can run faster on her cross country team. Her BMI is 15. What abnormality is
not associated with this disease?Choices:1. Hypertension2. Osteoporosis3. Metabolic
alkalosis4. HypokalemiaAnswer: 1 - HypertensionExplanations:Patients with anorexia nervosa
have low blood pressure secondary to volume loss from diuretic abuse or self-induced vomiting
and diarrhea.Amenorrhea leads to hypoestrogenemia and bone resorption, leading to
osteoporosis.Loss of hydrochloric acid can occur in patients with anorexia nervosa binge eating/
purging type leading to hypochloremic metabolic alkalosis.Laxative abuse in anorexia nervosa
binge eating/purging type can lead to hypokalemia through loss of potassium in the stool.Go to



the next page if you knew the correct answer, or click the link image(s) below to further research
the concepts in this question (if desired).Research Concepts:Anorexia NervosaWe update
eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 29: A 36-year-old single female presents to the
mental health clinic with no previous psychiatric history after being told by her close friends and
family that she would benefit from an evaluation by a mental health professional. The patient
speaks with a soft voice and avoids eye contact during the evaluation. Throughout the interview,
the patient admits that she does not go on dates or go to parties due to fear of how she might be
judged. The patient states she has always wanted to get married but has difficulty interacting
with people she likes. Which of the following is the most likely diagnosis?Choices:1. Panic
disorder2. Social anxiety disorder3. Generalized anxiety disorder4. Specific mutismAnswer: 2 -
Social anxiety disorderExplanations:A diagnosis of social anxiety disorder includes marked fear
of social situations in which an individual is exposed to scrutiny by others.Individuals with social
anxiety disorder fear the act of embarrassing themselves in social situations, including parties or
when meeting new people.In social anxiety disorder, the fear is of the embarrassment that may
occur in the situation, not the situation itself.Some individuals with social anxiety disorder fear
offending others and may limit their eye contact and speak with an overly soft voice.Go to the
next page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:Social Anxiety DisorderWe update
eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 30: A 65-year-old male presents to you with
complaints of low mood, sleep disturbance and lack of interest in daily activities for one month.
His past medical history includes hypertension, angina, and diabetes. He added that he is not
doing well in his job as he is not able to concentrate and his hands and feet go numb at work,
sometimes accompanied by burning pain. He has a loving wife but he is concerned that his
sexual activity has gone down quite recently. He denies suicidal ideation but according to him,
his increase in appetite has resulted in high fasting sugar readings on home sugar monitoring.
His fasting sugar in the morning was 250mg/dl. His current medications include metformin,
aspirin, metoprolol, and statin. He does not smoke cigarettes or drink alcohol. Apart from
adjusting his diabetic medication you want to prescribe a drug that can control his symptoms of
depression and pain. However, this drug can increase the serum concentration of metoprolol by
inhibiting the activity of which of the following cytochrome P450 isoenzymes?Choices:1. 1A22.
2C93. 2D64. 3A4Answer: 3 - 2D6Explanations:Duloxetine is an SNRI prescribed for depression
and neuropathic pain. It inhibits the activity of the CYP2D6 enzyme.This inhibition could lead to
increased serum levels of other medications that are metabolized by CYP2D6, leading to
potential toxicity. One such example is metoprolol. Monitor closely for evidence of excessive
response to metoprolol (heart rate, PR interval, blood pressure). If the patient is experiencing
significant changes in these parameters, dose reductions may be required.Duloxetine does not
inhibit or induce the activity of CYP1A2, CYP2C9, or CYP3A4 systems.Carbamazepine is a well-



known CYP3A4 inducer, and smoking induces CYP1A2.Go to the next page if you knew the
correct answer, or click the link image(s) below to further research the concepts in this question
(if desired).Research Concepts:DuloxetineWe update eBooks quarterly and Apps daily based
on user feedback. Please tap flag to report any questions that need improvement.Question 31:
Police bring a 36-years-old schizophrenic widow and her 12-years-old daughter to the mental
health clinic after they accused their neighbours of putting poison in their food. They contacted
the local police and requested their intervention. The police did not find any indication of such
activity. They live alone in a rural area. For several years, the mother has been expressing
varying forms of paranoid ideas about the community and prevents her daughter from going to
school. Which of the following is the next best step in the management of these patients?
Choices:1. Admit them both and provide separation only2. Do not admit them but prescribe
antipsychotics to both3. Admit and treat the mother only4. Admit both and start antipsychotics for
bothAnswer: 4 - Admit both and start antipsychotics for bothExplanations:It has been reported
that patients who are diagnosed with the shared psychotic disorder should be offered separation
with medication.Untreated mental conditions such as schizophrenia should be offered
medications (antipsychotics). If the primary partner is untreated, they will be a risk for influencing
others within their social sphere.Recent studies reported that separation alone is not always
sufficient and combination therapy that includes medications to both partners helps in improving
the condition.Patients with the shared psychotic disorder should always be offered admission as
they lack insight.Go to the next page if you knew the correct answer, or click the link image(s)
below to further research the concepts in this question (if desired).Research Concepts:Shared
Psychotic DisorderWe update eBooks quarterly and Apps daily based on user feedback. Please
tap flag to report any questions that need improvement.Question 32: A 30 -year-old woman
presents to the emergency department with chest pain and agitation. She has no known
significant past medical history. Her vital signs show blood pressure of 160/90 mmHg, heart rate
of 130 beats /min, respiratory rate of 22 breaths/min, and a temperature of 98 F. Her oxygen
saturation is 98 percent on room air. On physical exam, her pupils are 5 mm dilated bilaterally
and reactive. There are multiple reddish skin marks all over her body. Poor oral hygiene,
including gum atrophy and cracked teeth. The patient is paranoid and becomes suspicious
about recommendations offered by the providers. Which of the following is the most critical
parameter to ask the patient about to rule out the stage where reached at the end of a drug
binge when methamphetamine no longer provides a rush or a high?Choices:1. Amount of the
drug she uses2. The route of the substance use3. The sleep pattern of the patient4. The number
of drugs currently used concomitantlyAnswer: 3 - The sleep pattern of the
patientExplanations:The last stage of methamphetamine abuse happens when the patient
becomes paranoid and irritable because of a lack of sleep for between 3 and 15 days.Usually,
the patient continues to require more methamphetamine to get to the original high that is difficult
to achieve, which causes frustration and irritability and unsteady behavior.Because those in the
state are unpredictable, they can behave violently, which can result in domestic arguments,



spontaneous offenses, and being a danger to others or themselves.The amount of the
substance is not the specific reliable indicator of the patient's side effects. The route of
methamphetamine use can have a different side effect but does not change the tweaking
presentation.Go to the next page if you knew the correct answer, or click the link image(s) below
to further research the concepts in this question (if desired).Research
Concepts:MethamphetamineWe update eBooks quarterly and Apps daily based on user
feedback. Please tap flag to report any questions that need improvement.Question 33: A 25-
year-old male presents after his parents found him exhibiting “odd behavior” at home. He came
home from a party tonight with his friends and appeared very energetic and agitated. He began
throwing food from the refrigerator all over the kitchen when trying to make a sandwich. When
his parents confronted him, be became increasingly angry and threatened them with the knife
he was using. The police brought him to the emergency department in handcuffs and report that
they had a very difficult time trying to subdue him at the scene. His parents deny any past
medical history or previous similar episodes. On exam, you note tachycardia, hypertension, and
nystagmus. His vitals and physical exam are otherwise unremarkable. What is the primary
mechanism of action of the suspected substance causing his violent behavior?Choices:1.
NMDA receptor antagonist2. Direct stimulation of catecholamine receptors3. Increased release
of catecholamines4. Increased reuptake of catecholaminesAnswer: 1 - NMDA receptor
antagonistExplanations:Phencyclidine (PCP) is a dissociative recreational drug. Patients exhibit
bizarre, agitated, violent behavior, increased strength, and diminished pain response. Patients
often are hypertensive and tachycardic.PCP is a noncompetitive NMDA receptor antagonist.
PCP also inhibits the reuptake of dopamine, norepinephrine, and serotonin.A key component of
the physical exam often includes vertical and/or horizontal nystagmus.Medical management
should focus on patient and staff safety and evaluation and monitoring for hyperthermia and
rhabdomyolysis. Haloperidol and benzodiazepines, and even restraints, often are required to
control the psychomotor agitation.Go to the next page if you knew the correct answer, or click
the link image(s) below to further research the concepts in this question (if desired).Research
Concepts:Violent PatientsWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 34: A 67-year-old male
presents with a vague history of not feeling well, anxiety, and restlessness. He has had several
admissions over the past few months for falls, hypoglycemia, and abdominal discomfort. He
simply is unable to provide any type of medical history, and his medical chart is not yet available.
On a physical exam, you note that he has tachypnea, marked gynecomastia, and spider
angiomas. What is the initial working diagnosis?Choices:1. Opioid abuse2. Testicular cancer3.
Alcohol use disorder4. Digoxin overdoseAnswer: 3 - Alcohol use disorderExplanations:When
people consume alcohol for at least 1 to 3 months or even consume large quantities for at least
7 to10 days, a withdrawal response can occur within 6 to 24 hours after cessation of alcohol
consumption. The withdrawal response is relieved immediately by consuming additional
alcohol.The signs and symptoms of alcohol withdrawal may range from a simple tremor to



delirium tremens characterized by autonomic hyperactivity, tachypnea, hyperthermia, and
diaphoresis. Acute withdrawal syndrome is marked by autonomic and central nervous system
instability,Other features of alcohol use disorder include ascites, hepatosplenomegaly, and
melena.Thinning of hair, spider angioma, and gynecomastia also are seen. IV drug users may
have scars and needle marks.Go to the next page if you knew the correct answer, or click the
link image(s) below to further research the concepts in this question (if desired).Research
Concepts:Alcohol Use DisorderWe update eBooks quarterly and Apps daily based on user
feedback. Please tap flag to report any questions that need improvement.Question 35: A 65-
year-old man has a memory deficit that involves both short-term and long-term memory. Clinical
characteristics and cognitive testing are suggestive for the diagnosis of mild cognitive
impairment (MCI) with memory difficulties (i.e., amnestic MCI). Which is the most appropriate
management for this patient?Choices:1. Donepezil 10 mg daily2. Rivastigmine transdermal
patch 4.6 mg/24 hour3. Galantamine 12 mg twice daily4. Cognitive training, lifestyle
improvement, physical activity, and social engagementAnswer: 4 - Cognitive training, lifestyle
improvement, physical activity, and social engagementExplanations:Multi-component cognitive
interventions encompassing computer-based cognitive training, lifestyle improvement, physical
activity, psychological approaches, and social engagement as well as control of vascular risk
factors can improve cognitive performances.Because subclinical infarcts can accelerate the
cognitive decline, control of vascular risk factors can be an effective strategy for reducing the risk
of progression from mild cognitive impairment to Alzheimers disease.Optimization of the
patient's general medical and functional status increases patient and caregiver well-being and is
helpful for the improvement of memory and cognitive tasks.While commonly prescribed in
patients affected by mild cognitive impairment (MCI), medications approved by the U.S. Food
and Drug Administration (FDA) to treat Alzheimers disease such as cholinesterase inhibitors
(donepezil, rivastigmine, and galantamine) are not useful for slowing-down MCI-related memory
decline.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:Short Term
Memory ImpairmentWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 36: A 47-year-old
female with schizoaffective disorder presents with a complaint of “dizziness” upon standing or
changes in position. Her blood pressure is 120/90 mmHg while sitting and 90/80 mmHg on
standing. Which of the following is responsible for her symptoms?Choices:1. Dopamine
antagonism2. Alpha-adrenergic antagonism3. Dehydration4. Cholinergic antagonismAnswer: 2 -
Alpha-adrenergic antagonismExplanations:This patient is on antipsychotic medication. Although
their primary therapeutic effect is through dopamine antagonism, these medications are
nonspecific and exert side effects through their actions on other receptors.Antipsychotic agents
have varying degrees of alpha-blockade. The most potent are risperidone, iloperidone, and
clozapine. This action causes orthostatic hypotension and reflex tachycardia.Orthostatic
hypotension is a common side effect of the antipsychotic medication this patient is prescribed. In



the absence of other complaints, medication effect is most likely.Anti-muscarinic activity can
contribute to symptoms such as tachycardia, dry skin, and mucous membranes, but orthostatic
changes are caused by adrenergic-blockade. Quetiapine, clozapine, and olanzapine have high
anticholinergic properties, whereas other atypical antipsychotics do not bind muscarinic
cholinergic receptors.Go to the next page if you knew the correct answer, or click the link
image(s) below to further research the concepts in this question (if desired).Research
Concepts:Atypical Antipsychotic AgentsWe update eBooks quarterly and Apps daily based on
user feedback. Please tap flag to report any questions that need improvement.Question 37: A 7-
year-old previously healthy girl is brought into the emergency department by her father with a
concerning episode in the middle of the night. She started screaming and seemed oblivious to
her surroundings and parents. The episode abruptly ended and she went back to sleep. She has
no recollection of the event. What is the most likely diagnosis?Choices:1. Nightmare2. Panic
attack3. Night terror4. Episodic dyscontrol syndromeAnswer: 3 - Night terrorExplanations:Night
terrors generally occur between the 3 and 12 years of age.They are characterized by autonomic
arousal, inability to interact with one's surroundings, and amnesia of the event.Episodic
dyscontrol syndrome involves biting, kicking, shouting, and scratching with a normal EEG.Panic
attacks generally occur during the day.Go to the next page if you knew the correct answer, or
click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:Night TerrorsWe update eBooks quarterly and Apps daily based
on user feedback. Please tap flag to report any questions that need improvement.Question 38: A
24-year-old pregnant woman is brought to the emergency department by her husband. He
states that she has been staying awake all night for the past five nights working on a "project to
save mankind." She has been openly hostile when her husband has tried to talk to her. The
patient is a chemistry major, and has skipped the last week of school and missed all of her
exams. Past medical history is positive for depression and hypothyroidism, for which the patient
takes amoxapine and levothyroxine, respectively. Family history is significant for bipolar disorder
in the patient's mother. The patient appears irritable and keeps shouting that she has to leave,
"or we will be in mortal danger." She states that she was chosen to save mankind and feels like
she is on top of the world. Her speech is pressurized, and she is easily distracted throughout the
conversation. Which of the following is the best course of action for this patient?Choices:1.
Discontinue amoxapine and observe the patient2. Discontinue amoxapine and administer
lithium3. Discontinue amoxapine and administer valproate4. Discontinue amoxapine and
administer haloperidolAnswer: 4 - Discontinue amoxapine and administer
haloperidolExplanations:Amoxapine is a tricyclic antidepressant (TCA) given as a second or
third line treatment for depression. One of the adverse effects of amoxapine is precipitating
hypomanic episodes in patients with bipolar disorder. Discontinuation of amoxapine is of prime
importance, but her symptoms of hypomania may not resolve without appropriate treatment. The
first-line treatment can be lithium or valproate, but as the patient is pregnant, it would be safe to
administer haloperidol.Hypomanic episodes present as increased irritability, pressured speech,



delusions, decreased sleep, increased risky behavior, and racing thoughts. These symptoms
must be present for at least 4 days to classify as a hypomanic episode.Amoxapine can trigger
hypomanic episodes in patients with either bipolar disorder or underlying bipolar disorder which
has not been diagnosed.In patients who have a family history of bipolar disorder, care must be
taken when prescribing amoxapine.Go to the next page if you knew the correct answer, or click
the link image(s) below to further research the concepts in this question (if desired).Research
Concepts:AmoxapineWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 39: After a suicide
attempt, a 25-year-old female is seen in the emergency department for a psychiatric
assessment. She swallowed 10 acetaminophen tablets in the presence of her boyfriend with
whom she was arguing. She tells the assessing psychiatrist that she has a long history of cutting
herself and has been working with a psychiatrist for the last 7 years. This is confirmed by
medical records. The patient currently is living in a women's residence where she has been for
the past 4 years and has a part-time job. She denies having any suicidal thoughts presently.
What is the best option for the assessing psychiatrist after she is medically cleared?Choices:1.
Discharge the patient back to outpatient therapy and the women's residence2. The patient
should be involuntarily committed3. The patient should be admitted voluntarily4. Discuss the
scenario with the boyfriend and have him take her to his residenceAnswer: 1 - Discharge the
patient back to outpatient therapy and the women's residenceExplanations:The patient in this
scenario will need ongoing outpatient care with her established psychiatrist.Her suicidal
gestures, as evidenced by self-harm, are chronic, and this attempt was not serious and occurred
during an argument with her boyfriend.Being admitted will not help her resolve the differences
with her boyfriend. This possibly will be accomplished with the help of her established
psychiatrist.When asked directly by the provider prior to departure to outpatient management,
she must be considered reliable and sincere in her denial of ongoing suicidal thoughts.Go to the
next page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:Suicide RiskWe update eBooks
quarterly and Apps daily based on user feedback. Please tap flag to report any questions that
need improvement.Question 40: A 14-year-old child comes in for a 2 week follow up on his
depression. He has been difficulty sleeping, concentrating, and controlling his appetite. He
complains he is still often sad and has not gone to school for 2 days. He was recently started on
25 mg of desipramine. He does not complain of any shortness of breath, chest pain, or
dizziness. Which of the following is the most important initial assessment on this visit?Choices:1.
EKG2. Blood desipramine levels3. Suicide risk assessment4. Recent use of MAOIsAnswer: 3 -
Suicide risk assessmentExplanations:Research has shown patients under 24 years experience
an increase in suicidal ideation when started on antidepressants. This patient has not attended
school for the last 2 days and he still feels sad. Overlooking such important steps in the follow up
on patients who start on desipramine can lead to fatal outcomes. It is imperative the provider
takes the time to assess the risk for suicide in this patient population.Desipramine in high doses



has been shown to have toxic effects on the cardiovascular system. An EKG should be done on
patients with a suspected overdose of this drug or symptoms of cardiac distress. This patient did
not complain of chest pain and was started on a low dose of desipramine.Drugs such as lithium
are often monitored for blood serum content to avoid toxicity. Blood levels of desipramine are not
routinely done and would not be beneficial in this scenario. This patient is on a low dose of
desipramine and is not presenting with any symptoms of toxicity.Recent use of MAOIs in
patients who are taking desipramine would lead to serotonin syndrome. This syndrome would
lead to hyperthermia, agitation, dilated pupils, dilated pupils, tremor, akathisia, muscle rigidity,
increased bowel sounds, flushed skin, and diaphoresis. Education and careful history should be
taken to exclude the use of MAOIs within 14 days of intake of desipramine.Go to the next page if
you knew the correct answer, or click the link image(s) below to further research the concepts in
this question (if desired).Research Concepts:DesipramineWe update eBooks quarterly and
Apps daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 41: A 67-year-old female with no significant medical history is brought in
by her son after reportedly acting “strangely” for the past few months. Urinary toxicology is
negative, and medical workup is within normal limits. The patient only takes medication for her
blood pressure. Which of the following, if reported by the patient, would be considered a non-
bizarre delusion?Choices:1. “Half of my neighborhood has tapped into my phone line and is
listening to everything I say”2. “Elvis Presley is stealing my money”3. “God has chosen me above
all others by planting a chip in my prefrontal cortex to tell the world about satanic injustices”4.
“My pet snake is publishing a book on fracking”Answer: 1 - “Half of my neighborhood has tapped
into my phone line and is listening to everything I say”Explanations:Delusions are fixed, false
beliefs for which a person lacks insight into, even in the face of evidence that proves contrary to
their validity. There are many types of delusions, with persecutory being the most common.Non-
bizarre delusions, although extraordinarily unlikely or ridiculous, are still technically within the
realm of possibility.Patients with delusional disorder experience non-bizarre delusions.Delusions
that would technically be impossible with the laws of the universe as we know them are
considered to be "bizarre" delusions.Go to the next page if you knew the correct answer, or click
the link image(s) below to further research the concepts in this question (if desired).Research
Concepts:PsychosisWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 42: A 26-year-old male
with a history of schizoaffective disorder is brought to the emergency department after being
found in an altered state by his family. Emergency medical services report several empty pill
bottles in the patient’s room. They report he has normal glucose, but was hypotensive en route
and is sometimes difficult to arouse. The family says that he recently had a change in
medication. Which of the following statements about the patient’s condition is most correct?
Choices:1. The patient’s hypotension is mediated through blockade of central cholinergic
receptors2. Many atypical antipsychotic agents cause sedation through antihistamine effect3.
Urinary retention is unlikely to occur in olanzapine toxicity4. Patients on atypical antipsychotic



agents have a higher risk of a neuroleptic malignant syndrome than patients on typical
agentsAnswer: 2 - Many atypical antipsychotic agents cause sedation through antihistamine
effectExplanations:Alpha-adrenergic blockade causes orthostatic hypotension and tachycardia
via vasodilation. Olanzapine, clozapine, aripiprazole, and quetiapine cause significant anti alpha-
adrenergic effects. Anticholinergic activity contributes to delirium.Many of the second-generation
antipsychotics cause significant sedation through antihistamine activity, and these agents are
aripiprazole, quetiapine, clozapine, and olanzapine.Quetiapine, clozapine, and olanzapine are
powerful anti-muscarinic agents and in toxicity can cause urinary retention, tachycardia,
hyperthermia, and delirium.By blocking dopamine receptors, second-generation antipsychotics
can cause extrapyramidal symptoms and neuroleptic malignant syndrome, although to a lesser
extent when compared to a typical antipsychotic.Go to the next page if you knew the correct
answer, or click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:Atypical Antipsychotic AgentsWe update eBooks quarterly and
Apps daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 43: A 16-year-old female is brought to the clinic for weight loss and
overall lethargy, especially in partaking in meals with the family. On questioning her she reveals
that she has amenorrhea. Physical examination reveals a BMI of 16.5 kg/m2, bradycardia,
hypotension, and delayed relaxation of her tendon reflexes. Anorexia nervosa is suspected.
Which of the following hormones is most likely to be elevated in this patient?Choices:1.
Thyroxine2. Estradiol3. Ghrelin4. IGF-1Answer: 3 - GhrelinExplanations:Ghrelin is an orexigenic
hormone (stimulates appetite).Ghrelin correlates inversely with BMI.Ghrelin levels decrease with
weight gain in anorexia nervosa.The increased ghrelin levels could be due to ghrelin resistance
since patients with anorexia nervosa do not have an increased appetite.Go to the next page if
you knew the correct answer, or click the link image(s) below to further research the concepts in
this question (if desired).Research Concepts:Biochemistry, GhrelinWe update eBooks quarterly
and Apps daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 44: A 21-year-old man is brought to the emergency department by his
mother for evaluation of abnormal behavior that began two weeks ago. The patient has only
slept 2 hours per night for the past week and has been skipping work. He has a past medical
history of major depressive disorder and chronic back pain. He normally drinks two beers per
week but has been drinking eight beers per day for the past two weeks. Current medications
include high doses of ibuprofen. His temperature is 98.8 F, pulse rate is 101/min, respirations are
19/min, and blood pressure is 120/85 mmHg. Physical examination shows no abnormalities. On
mental status examination, his speech is pressured, and he frequently switches between topics.
The patient also appears agitated. The complete blood count of the patient is within the
reference range, and his creatinine is 1.8 mg/dL. Toxicology screening is negative. Which of the
following treatments would be helpful for this patient in the long term for stabilizing the patient's
mood?Choices:1. Valproic acid2. Lithium3. Olanzapine4. LamotrigineAnswer: 4 -
LamotrigineExplanations:Patients with bipolar disorder require maintenance treatment with a



mood stabilizer. Lithium is the first-line treatment of bipolar disorder; however, not in patients
with renal dysfunction.Valproic acid is the most common mood stabilizer. Contraindications
include renal dysfunction, volume depletion, and thyroid disorder.Olanzapine a second-
generation antipsychotic medication that is sometimes used in acute manic episodes in bipolar;
however, it is not used as a maintenance treatment.Lamotrigine can be a useful agent in the
maintenance phase of bipolar disorder, especially in patients with renal dysfunction in whom
lithium and valproic acid would be contraindicated.Go to the next page if you knew the correct
answer, or click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:Mood StabilizersWe update eBooks quarterly and Apps daily
based on user feedback. Please tap flag to report any questions that need
improvement.Question 45: A 46-year-old woman presents to the clinic after her son was recently
diagnosed with attention-deficit hyperactivity disorder (ADHD). He has a lack of concentration,
disorganization, and lack of energy. She believes that she has also been suffering from ADHD
but was never diagnosed in her childhood. Upon history, she states that she always had
problems in maintaining her attention during her childhood, along with bad handwriting. At the
age of 30, the patient suffered a bout of depression, which was thereby treated with medication.
Currently, her mood is okay, and she does not feel depressed. Which of the following is the best
initial therapy for the woman?Choices:1. Fluoxetine and psychosocial interventions2.
Methylphenidate3. Psychosocial interventions and methylphenidate combined4.
FluoxetineAnswer: 3 - Psychosocial interventions and methylphenidate
combinedExplanations:Psychosocial interventions (CBT directed on the patient's behavior) and
methylphenidate together work as the most effective therapy for ADHD. Pharmacotherapy itself
can work for ADHD but the results are better with the help of psychosocial interventions.ADHD
was believed to be a diagnosis of childhood exclusively but research has shown that many
children may still have symptoms after transitioning to adulthood. It can present with overlapping
symptoms of depression and hence it is necessary to take a detailed history. Fluoxetine would
target depression but the real cause of ADHD would still not be countered.Some research has
identified psychosocial interventions only for ADHD but these are not sufficient enough for
adults who are suffering from the disorder. Therefore it becomes necessary to treat the disorder
with pharmacotherapy and the intervention.The hints of childhood impulsivity and bad
handwriting point towards a diagnosis of ADHD. Similarly, the depression that she suffered from,
later on, is also possibly due to the effects of ADHD.Go to the next page if you knew the correct
answer, or click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:Attention Deficit Hyperactivity DisorderWe update eBooks
quarterly and Apps daily based on user feedback. Please tap flag to report any questions that
need improvement.Question 46: A 22-year-old woman with borderline personality disorder is in
an inpatient psychiatric unit secondary to a recent heroin overdose. Upon a routine physical
exam, she is found to have superficial skin scratches on her forearm bilaterally. What is the most
appropriate management of this patient?Choices:1. Seclude and restrain her to prevent further



self-harm2. First aid, then a team conference to confront her3. First aid, then explore preceding
emotions and actions with her4. Restrict her to her room to provide an opportunity to reflect on
her behaviorAnswer: 3 - First aid, then explore preceding emotions and actions with
herExplanations:The most appropriate intervention is a non- judgmental approach focusing on
the circumstances, emotions, and behavioral choices.Punishments such as seclusion or
restraint will inadvertently reinforce and thereby increase the likelihood of the behavior. Patients
typically engage in self-harm because they cannot imagine any better way to change their
mental state.Thus, confrontation will be ineffective because it assumes the patient was aware of
other options at that moment.Often, understanding why someone hurt themselves will require
the clinician to 'rewind' the patient to a point where she or he was thinking clearly, rather than
asking only about the thoughts and emotions immediately preceding self-harm. This allows the
clinician to assess where a cascade of misunderstandings and overreactions may have
begun.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:Borderline
Personality DisorderWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 47: A 65-year-old
female presents complaining of chest pain and palpitations for the past two hours. She
describes the chest pain as "a funny feeling in my chest." She says she became dizzy a couple
of times during the past week. She says that her symptoms are not related to exertion. She
denies nausea, vomiting, vertigo, falls, numbness, weakness, or shortness of breath. She has a
past medical history of hypothyroidism and depression, for which she takes levothyroxine and a
selective serotonin reuptake inhibitor (SSRI), respectively. On examination, temperature is 36 C,
blood pressure is 115/81 mmHg, pulse is 200 beats/min, and respiratory rate is 16 breaths/min.
Electrocardiogram shows shifting sinusoidal waveforms. She was immediately started on
intravenous magnesium sulfate to treat her arrhythmia. It was concluded that the SSRI she is
currently receiving likely caused this event. Which of the following SSRI's is this patient most
likely using?Choices:1. Citalopram2. Fluoxetine3. Sertraline4. ParoxetineAnswer: 1 -
CitalopramExplanations:This patient complaining of palpitations with a heart rate of 200 beats/
min and shifting sinusoidal waveforms on electrocardiogram likely has torsades de
pointes.Torsades de pointes is a form of polymorphic ventricular tachycardia characterized by
shifting sinusoidal waveforms on ECG that occurs in the setting of a prolonged QT interval.The
QT interval can be prolonged due to congenital or acquired causes. Congenital long QT
syndrome is an inherited disorder of the myocardial potassium channels that leads to defects in
repolarization and, thus, prolongation in the QT interval. The QT interval can also be prolonged
from certain medications such as antiarrhythmics (e.g., class 1A and 3), antibiotics (e.g.,
macrolides), antipsychotics (e.g., haloperidol), antidepressants (e.g., tricyclic antidepressants,
SSRI's), and antiemetics (e.g., ondansetron).Of the SSRIs available, citalopram is the one that is
most likely to prolong the QT interval. Prolongation of the QT interval puts the patient at risk of
developing torsades de pointes. Intravenous magnesium is used to treat torsades de pointes.Go



to the next page if you knew the correct answer, or click the link image(s) below to further
research the concepts in this question (if desired).Research Concepts:Selective Serotonin
Reuptake InhibitorsWe update eBooks quarterly and Apps daily based on user feedback. Please
tap flag to report any questions that need improvement.Question 48: A 7-year-old boy is brought
to the clinic for a routine check-up with his grandfather. His grandfather states that the child has
had mental issues and he used to create problems at home and in his school. He is not aware
what the boy is suffering from but narrates that medication was prescribed to him, after which he
became much better. For the past two months, the child has been living with his grandfather, and
he has noticed that the boy is losing weight. On physical examination, the child is happy and
interactive with normal vitals. His grandfather does not remember the name of the medication.
Which of the following is the medicine that the child has most likely been taking?Choices:1.
Fluoxetine2. Clonidine3. Bupropion4. MethylphenidateAnswer: 4 -
MethylphenidateExplanations:Attention deficit hyperactivity disorder (ADHD) is treated by
stimulants or non-stimulants. The group of medications is chosen as per the criteria that fit the
patient. Methylphenidate falls into the category of stimulants and weight loss is one of its side
effects.The treatment therapy for ADHD targets dopamine and epinephrine and increases it. It
thereby improves cognitive function and the span of attention that the child can hold.Other side
effects of methylphenidate include insomnia, anxiety, headache, and a variation in the blood
pressure (usually an increase).The first-line therapy for children with ADHD is stimulant therapy,
however recent research has shown that psychotherapy along with stimulant therapy can be the
most effective method of dealing with individuals with ADHD.Go to the next page if you knew the
correct answer, or click the link image(s) below to further research the concepts in this question
(if desired).Research Concepts:MethylphenidateWe update eBooks quarterly and Apps daily
based on user feedback. Please tap flag to report any questions that need
improvement.Question 49: An 18-year-old male with no past medical or psychiatric history is
brought to the office by his mother for “depression.” The patient has had multiple recent
psychosocial stressors, including beginning college, starting a new job, and experiencing the
events surrounding his parent's divorce. The patient appears emotionless and is difficult to
acquire information from during the interview. He smiles at inappropriate times, and when asked
what is humoring him, he looks down at the floor and says, “nothing.” According to the mother,
the patient has had significant difficulty “expressing himself,” but he does mumble incoherent
statements to himself repeatedly. She states she has never heard some of these words before.
His mother further confirms that he has lost weight over the past two months and believes that
this is due to his decreased appetite. Which of the following is the next best step in the
management of this patient?Choices:1. MRI of the brain2. Urinary toxicology3. Citalopram4.
HaloperidolAnswer: 2 - Urinary toxicologyExplanations:It is only when a substance, medication-
induced, or other underlying medical causes have been officially ruled out that we can consider
a primary psychotic disorder.A urinary toxicology study may provide important information as to
why the patient has been experiencing these symptoms. Many substances, specifically



cannabis, cocaine, and amphetamines, can induce severe psychotic symptoms.It is extremely
common for primary psychotic disorders to present with negative symptoms that may be
confused as depression. Further history gathering is warranted when certain red flags present
themselves (disorganized thoughts, disorganized behavior). In this case, we will need more
information along with a sound medical workup before placing the patient on antidepressants.A
standard medical workup is warranted in this case, but certain specific studies (MRI of the brain,
EEG, lumbar puncture) are not required to make the diagnosis of a primary psychotic
disorder.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:PsychosisWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 50: A 34-year-old male presents to the office. He
has an extensive criminal record from very early on in adolescence, with multiple incarcerations.
He claims to have been diagnosed with some kind of conduct issue in childhood before the age
of 15, but does not remember the name and denies taking any medications. The individual does
not see the need to be seen by a psychiatrist and claims there is nothing wrong with him or what
he has done in the past. The individual's current girlfriend brought him to your office complaining
of recent signs of marked aggression, which has been interfering with his life, particularly with
their relationship, driving, and holding a job. What is the first-line treatment option for this
individual's marked aggression?Choices:1. Oxcarbazepine2. Fluoxetine3. Lorazepam4.
QuetiapineAnswer: 4 - QuetiapineExplanations:This individual's diagnosis can be assumed to
be antisocial personality disorder, with his childhood diagnosis of conduct disorder before the
age of 15, which did not require any pharmacotherapy, along with his extensive arrest record. He
also does not see a problem with his behavior, nor does he show any remorse.Many co-
occurring conditions are associated with antisocial personality disorder, including aggression.
The first-line therapy for treating aggression in those with antisocial personality disorder is a
second-generation antipsychotic, such as quetiapine or risperidone.Due to the increased risk of
addiction in those with antisocial personality disorder, highly addictive medications, such as
benzodiazepines, should be avoided.Second and third-line therapies for treating aggression
associated with antisocial personality disorder can include selective serotonin reuptake
inhibitors, such as sertraline and fluoxetine, and mood stabilizers, including lithium and
carbamazepine.Go to the next page if you knew the correct answer, or click the link image(s)
below to further research the concepts in this question (if desired).Research
Concepts:Antisocial Personality DisorderWe update eBooks quarterly and Apps daily based on
user feedback. Please tap flag to report any questions that need improvement.Question 51: A 45-
year-old man with a history of substance use presents to the emergency department (ED) with
complaints of difficulty breathing. After examination, his condition is deemed to be unstable for
which he is intubated. His family states that he had been restless, irritable, angry for the past few
hours, and he was not able to sleep for the past three days. He reportedly started threatening his
mother since yesterday, and the police were called a few hours back when he picked up the



knife. While the police tried to restrain him, he resisted and had to be medicated by the staff
present. Which of the following medication is the most likely cause for the condition of the
patient?Choices:1. Haloperidol2. Benzodiazepines3. Ketamine4. BenadrylAnswer: 3 -
KetamineExplanations:A long list of recent studies has evaluated the need for intubation
following administration of different first-line medications in the prehospital setting for acute
agitation. In this particular setting, ketamine unilaterally carries a higher likelihood of requiring
intubation in the ED, with rates varying between 11%-63% depending on the study.There is likely
some dose-dependence in this regard, as studies demonstrate substantially lower intubation
rates when ketamine is administered in the ED; typically in lower doses.Haloperidol and
benzodiazepines, independently or in combination, typically carry intubation rates of less than
2% in these studies.Haloperidol and droperidol carry a significant risk of QT prolongation and
associated cardiac events, especially in patients on psychiatric medication or electrolyte
abnormalities.Go to the next page if you knew the correct answer, or click the link image(s)
below to further research the concepts in this question (if desired).Research Concepts:Excited
DeliriumWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag to
report any questions that need improvement.Question 52: A 19-year-old female with a past
medical history significant for post-traumatic stress disorder, generalized anxiety disorder, and
major depressive disorder presents after experiencing seizure-like activity. This happened
approximately fifteen minutes prior to arrival. Her friend, who was present for the event,
describes convulsive motions in the patient's arms and legs, followed by a period of workup. Her
friend states that the patient was able to respond during the event and that when she tried to
open the patient's eyes, she was met by resistance. The patient denies any loss of continence,
injury, or tongue-biting. Her neurologic exam is unremarkable, and she is intermittently tearful.
Which of the following is most likely to be found on further work up?Choices:1. Epileptiform
abnormalities on electroencephalogram2. Elevated prolactin level3. Structural abnormality on
magnetic resonance imaging of the brain4. Induction of seizure-like activity after administration
of placebo during electroencephalogramAnswer: 4 - Induction of seizure-like activity after
administration of placebo during electroencephalogramExplanations:Seizure-like activity is one
of the most common presentations of conversion disorder.Patients with psychogenic seizures
are likely to have seizure-like activity during an electroencephalogram if a placebo is used, such
as the administration of IV saline or rubbing the patient's arm with an alcohol pad.Patients with
psychogenic seizures are more likely to have a psychiatric history.Psychogenic seizures are
often witnessed and not accompanied by self-injury.Go to the next page if you knew the correct
answer, or click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:Conversion DisorderWe update eBooks quarterly and Apps daily
based on user feedback. Please tap flag to report any questions that need
improvement.Question 53: A 25-year-old male is brought to the clinic by his sister for psychiatric
evaluation. He admits to previously being arrested multiple times in the past. He reports having a
psychiatric diagnosis as a child and always getting into trouble, but was never treated. He was



recently fired from his job and claims he outsmarted his own boss and that is why he was fired,
but he can easily get another job. For which of the following complications does the patient have
the highest risk?Choices:1. Viral infections, including hepatitis C and HIV2. Fractures3. Early-
onset Alzheimer disease4. Intellectual disabilityAnswer: 1 - Viral infections, including hepatitis C
and HIVExplanations:Those with antisocial personality disorders are more inclined to participate
in riskier and illegal behaviors, including drug abuse, promiscuous sex, and rape.Therefore,
commonly contracted viral infections could include hepatitis C and HIV.Increased mortality due
to suicide, homicide, and increased participation in high-risk behavior has been associated with
antisocial personality disorder.Co-occurring mental disorders of antisocial personality disorder
include attention deficit hyperactivity disorder, borderline personality disorder, major depressive
disorder, gambling disorder, anxiety disorders, and somatic symptom disorders.Go to the next
page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:Antisocial Personality DisorderWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 54: A 16-year-old male presents to the emergency
department with complaints of abdominal pain and vomiting for the past day. He states that he
was out partying with his friends and admits to consuming alcohol and taking a couple of
ecstasy tablets. His current vital signs show a heart rate of 115 beats/minute, blood pressure
150/80 mmHg, respiratory rate 18 breaths/minute, and oxygen saturation 97% on room air. He
appears anxious at the bedside, and his physical examination is notable for mild epigastric
tenderness. Electrocardiogram reveals a sinus tachycardia with a PR interval of 120 ms, QRS of
89 ms, and QT of 503 ms. His only medical problems include a gastric ulcer and chronic back
pain from a motor vehicle accident he had several years ago for which he takes over the counter
medication. He reports no allergies to medication but states that his doctor has told him to stay
away from a certain class of medication due to his ulcer. He states that his pain has been
recently acting up, and he admits to taking more of his over the counter medication than usual.
Which of the following is the next best step in the management of this patient?Choices:1.
Sodium bicarbonate2. Activated charcoal3. N-acetylcysteine4. OndansetronAnswer: 3 - N-
acetylcysteineExplanations:Out of the present answer choices, N-acetylcysteine should be
given to this patient.We can infer that the patient is likely taking acetaminophen for his chronic
pain and not ibuprofen due to his history of gastric ulcer.With his history of abdominal pain and
vomiting, liver toxicity must be considered in this patient's acute presentation.In acute
ingestions, sodium bicarbonate is reasonable to administer in cases where an EKG shows a
widened QRS. The classic drug class associated with increased QRS intervals is tricyclic
antidepressant. QRS duration greater than 100 ms has been associated with seizures. The
patient's EKG shows a QRS of less than 100 ms. Activated charcoal can be given for certain
drug overdoses in patients who present within 1 hour of ingestion. There is no mention of the
timeframe of ingestion. Also, treatment for MDMA toxicity is mainly supportive. Ondansetron is a
reasonable choice for a patient with vomiting. However, its use should be cautioned in this



patient with an already prolonged QT.Go to the next page if you knew the correct answer, or click
the link image(s) below to further research the concepts in this question (if desired).Research
Concepts:3,4-Methylenedioxy-MethamphetamineWe update eBooks quarterly and Apps daily
based on user feedback. Please tap flag to report any questions that need
improvement.Question 55: A 23-year-old woman was brought into the ER for a psychiatric
evaluation. The police report states that she was trespassing on her neighbors' lawn at 10 pm.
The patient becomes agitated when confronted with the situation. After obtaining further
information from her neighbor, it is known that she has been constantly bothering him for the
past 2 months. He states that they have never really talked in their lives and he is happily
married. Mental status examination reveals that the patient is alert and oriented. Her speech is
coherent and linear. The patient states that her mood is "fine" but she is irritable. She does not
complain of any auditory or visual hallucinations. Upon further questioning, the patient admits
that her neighbor is the 'love' of her life and 'people' do not want them to be together. Patient's
urine drug screen and alcohol level is negative. Vital signs and physical examination were
unremarkable. What is her likely diagnosis?Choices:1. Brief Psychotic Disorder2. Delusional
Disorder3. Substance Induced Psychotic Disorder4. SchizophreniaAnswer: 2 - Delusional
DisorderExplanations:The diagnosis of a delusional disorder occurs when a person has one or
more non-bizarre (situations that can take place in real life, although not real but are possible)
delusional thoughts for one month or more.Delusional Disorder can be diagnosed if there is no
other possible physiological or substance-induced cause of the condition. An individual's cultural
beliefs merit consideration before coming to the diagnosis. Cultural beliefs also impact the
content of delusions.Substance abuse can induce symptoms of delusions. They can also
present with paranoia, disorganized thought process, and hallucinations. This patient's vitals
and physical examination were unremarkable. In this example the patient's urine drug screen
and alcohol level is negative. This patient has been having non-bizarre delusions for over 1
month which immediately suggests the correct diagnosis is delusional disorder.Schizophrenic
patients have 2 or more of the following symptoms for a 1 month period. Delusions,
hallucinations, and disorganized speech. Also, they can be grossly disorganized or have
catatonic behavior. She did not present with any auditory or visual hallucinations.Go to the next
page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:Delusional DisorderWe update
eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 56: A 35-year-old female complains of emotional
lability, anhedonia, and difficulty concentrating for 10 days prior to her menstrual period. Her only
medication is an oral contraceptive pill. She also has premenstrual fatigue, breast tenderness,
and bloating. What is the best next step in the treatment of this patient?Choices:1.
Spironolactone2. Evening primrose oil3. Selective serotonin reuptake inhibitors4. Progesterone
supplementsAnswer: 3 - Selective serotonin reuptake inhibitorsExplanations:Approximately 3%
to 8% of women meet criteria for the diagnosis of premenstrual dysphoric disorder (PMDD).The



only medications that are consistently effective in treating the emotional symptoms of PMDD are
the selective serotonin reuptake inhibitors (SSRIs).Spironolactone has been used for
bloating.Evening primrose oil has been tried but is not as effective for PMDD as the SSRIs.Go to
the next page if you knew the correct answer, or click the link image(s) below to further research
the concepts in this question (if desired).Research Concepts:Premenstrual Dysphoric
DisorderWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag to
report any questions that need improvement.Question 57: A 26-year-old Hispanic male who
recently immigrated to the US presents to the clinic with the complaints of severe pain in his right
arm and shoulder for the past 2 weeks. He has also not been able to sleep properly but denies
any mood symptoms. His physical examination is unremarkable, and his laboratory work-up with
radiology also comes as negative. His past medical history is significant for an appendectomy.
He smokes a pack of cigarettes in a day. His family history is significant for hypertension and
diabetes mellitus. Which of the following aspects of his personality presents the greatest
difficulty in reaching a diagnosis?Choices:1. Family history2. Cultural identity3. Allergic history4.
Past medical historyAnswer: 2 - Cultural identityExplanations:Cultural identity forms an integral
part of health-related outcomes in the world today. Immigrants, in particular, are prone to certain
conditions where the provider has to be careful and manage the patient accordingly.Some cases
are culture-specific, and they need to be managed in accordance with the need of the individual.
People from different cultures own up to different values, whereby they have a coping
mechanism that is different than other people.Hispanic Americans tend to focus more on
somatic complaints when depressed compared to other populations. Like Hispanics, Asians will
often deny depressed mood but present with more somatic rather than psychological
complaints. People from different cultures consider mental health to be a topic that is not to be
discussed. It becomes important for the provider to realize this so that mental health can be
addressed in a way that the patient's health is not affected negatively.The threshold levels of
different cultures can also differ, and this patient may have a coping mechanism that is better
than other individuals. In this case, the patient may not even need treatment other than lifestyle
modification as he can cope up with the negative thoughts by himself.Go to the next page if you
knew the correct answer, or click the link image(s) below to further research the concepts in this
question (if desired).Research Concepts:Cultural Assessment And Treatment Of Psychiatric
PatientsWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag to
report any questions that need improvement.Question 58: A 17-year-old female presents with
confusion and agitation. Prescriptions for sumatriptan and phenelzine were discovered. An exam
shows a temperature of 39 C, pulse 110 beats/min, blood pressure 150/100 mmHg, and
respirations of 18. She was tremulous and hyper-reflexive without focal neurologic findings. Her
friends report that she took a recreational drug. Which drug most likely caused this reaction?
Choices:1. Heroin2. MDMA (ecstasy)3. Marijuana4. Gamma-hydroxybutyrate (GHB)Answer: 2 -
MDMA (ecstasy)Explanations:Phenelzine is a monoamine oxidase inhibitor used as an
antidepressant and can cause serotonin syndrome when used in combination with



sumatriptan.This patient tolerated the combination until she added MDMA, or ecstasy, and
developed this potentially life-threatening condition.Treatment is mainly supportive with fluids,
cooling blankets, and benzodiazepines. In severe cases, a serotonin antagonist is
used.Cocaine, MDMA (ecstasy) and amphetamines may cause serotonin syndrome.Go to the
next page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:Serotonin SyndromeWe update
eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 59: A patient presents to the emergency department
with his wife reporting that he does not feel good. The wife states that he has a history of
depression for four years, and it has gotten worse over the last four weeks. They have seen a
psychiatrist who has increased the medication dose, but she reports that it is not helping. She
states his depression has gotten so bad over the last day that he cannot rest and is agitated. He
has had two episodes of watery diarrhea since yesterday. On examination, the patient has a
flushed face, dilated pupils, and mildly annoyed. His temperature is measured to be 38.2 C. His
wife requests that her husband get help with his depression so that he can relax and get some
rest. Which of the following is the next best step in the management of this patient?Choices:1.
Increase the dose of the antidepressant2. Discontinue the antidepressant and prescribe a
different one3. Discontinue the antidepressant and observe4. Discontinue the antidepressant
and give diazepamAnswer: 3 - Discontinue the antidepressant and observeExplanations:This
patient is experiencing serotonin syndrome which is caused by an excess of serotonin in the
body, typically caused by two or more serotonergic drugs. It often presents with autonomic
instability, agitation, flushing, diarrhea, dilated pupils, hyperreflexia, and myoclonus.Treatment of
serotonin syndrome is symptomatic management but initially involves stopping the precipitating
drug(s).In this case, stopping the SSRI antidepressant is the most appropriate initial course of
action.Additional management of serotonin syndrome can involve serotonin antagonists and
supportive treatment for agitation, hyperthermia, and autonomic instability. He can be given a
benzodiazepine for his symptoms but right now the symptoms are mild enough to be observed.
The symptoms would fade away in the next 24 hours after discontinuing the offending agent.Go
to the next page if you knew the correct answer, or click the link image(s) below to further
research the concepts in this question (if desired).Research Concepts:Serotonin SyndromeWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 60: A 25-year-old female with depression and
migraines presents to the emergency department with a headache, diarrhea, and fever. She was
taking sumatriptan for her migraines. Recently, fluoxetine was added for her depression. Her
blood pressure is normal but she is tachycardic, mildly agitated, and diaphoretic. Exam shows
hyperreflexia but no rigidity and is otherwise normal. MRI of the brain is normal. What is the most
probable diagnosis?Choices:1. Opioid withdrawal2. Neuroleptic malignant syndrome3.
Serotonin syndrome4. Viral encephalopathyAnswer: 3 - Serotonin
syndromeExplanations:Evaluation should include a toxicology screen, but the symptoms are



consistent with serotonin syndrome.Neuroleptic malignant syndrome would show rigidity,
elevated blood pressure and elevated creatine phosphokinase. Medication history is important
in distinguishing neuroleptic malignant syndrome from serotonin syndrome.Serotonin syndrome
findings include anxiety, agitation tachycardia, sweating, shivering, and hyperreflexia. They may
progress to hyperthermia, hypertension, and multiorgan failure.The syndrome is secondary to
excessive central nervous system serotonin and can be seen in patients on SSRIs in
combination with tricyclic antidepressants, monoamine oxidase inhibitors, opioids, triptans,
herbs, and hallucinogens.Go to the next page if you knew the correct answer, or click the link
image(s) below to further research the concepts in this question (if desired).Research
Concepts:Serotonin SyndromeWe update eBooks quarterly and Apps daily based on user
feedback. Please tap flag to report any questions that need improvement.Question 61: A patient
with schizophrenia presents with involuntary and repetitive movements of her tongue, face,
trunk, and extremities. She admits to complying with her prescribed medication. What is the best
treatment?Choices:1. Administration of lithium2. Administration of levodopa3. Administration of
bromocriptine4. Decrease the dose of neurolepticAnswer: 4 - Decrease the dose of
neurolepticExplanations:Tardive dyskinesia is characterized by repetitive, involuntary,
purposeless movements and typically results after the use of antipsychotic drugs.The best
treatment for symptoms of tardive dyskinesia is using the lowest effective dose of a neuroleptic
for the shortest time.Valbenazine is a vesicular monoamine transporter 2 (VMAT2) inhibitor is
used to treat tardive dyskinesia in adults.Clozapine is the best medication for patients who
require antipsychotics and have simultaneous tardive dyskinesia.Go to the next page if you
knew the correct answer, or click the link image(s) below to further research the concepts in this
question (if desired).Research Concepts:Tardive DyskinesiaWe update eBooks quarterly and
Apps daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 62: A 7-year-old boy is referred by his schoolteacher for the evaluation of
problematic behaviors causing significant problems in the classroom. The school counselor
decided to use the child behavior checklist (CBCL) as an assessment tool to assist in identifying
the diagnosis. Which of the following class of disorders is most likely to be diagnosed by using
this tool?Choices:1. Schizophrenia spectrum and other psychotic disorders2. Disruptive,
impulse-control, and conduct disorders3. Bipolar and related disorders4. Trauma and stress-
related disordersAnswer: 2 - Disruptive, impulse-control, and conduct
disordersExplanations:There are multiple assessment tools available to assist clinicians in
identifying oppositional defiant disorder (ODD) and other disruptive disorders. Some of the
commonly used tools are the child behavior checklist (CBCL), conners child behavior checklist,
the behavior assessment for children (BASC - 2), and strength and difficulties questionnaire
(SDQ).The diagnosis should be made clinically, but assessment tools assist in the diagnostic
process.Parent management training is the treatment of choice for ODD.The child behavior
checklist (CBCL) does not help in identifying mood or psychotic disorders.Go to the next page if
you knew the correct answer, or click the link image(s) below to further research the concepts in



this question (if desired).Research Concepts:Oppositional Defiant DisorderWe update eBooks
quarterly and Apps daily based on user feedback. Please tap flag to report any questions that
need improvement.Question 63: A young woman with schizophrenia presented to the hospital
with her first acute psychotic episode. She has been on the unit for a month and has seen little
improvement in her symptoms, despite being prescribed olanzapine. What should the clinician
order next?Choices:1. Carry on prescribing olanzapine2. Switch the patient to clozapine3. Refer
the patient for psychotherapy4. Prescribe an alternative second-generation
antipsychoticAnswer: 4 - Prescribe an alternative second-generation
antipsychoticExplanations:Initially, the treatment for an acute psychotic episode requires a first
or second line antipsychotic, preferably second as they have less extrapyramidal side
effects.Olanzapine is a second-generation antipsychotic.As she has only been on olanzapine for
a month, the next stage is to switch to a different antipsychotic, perhaps haloperidol.If the
symptoms still persist after 6 weeks of therapy with two different antipsychotics, one of which is
a second generation, then clinicians will take it to the next stage and clozapine will be
prescribed.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:SchizophreniaWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 64: A 32-year-old female who recently immigrated
from Korea presents to the emergency department accompanied by her parents with complaints
of palpitations, chest pain, and shortness of breath for the past hour. She has never had these
symptoms in her life and believes it is because of the food that she had at a restaurant some
hours back. Her vital signs are unremarkable except for her heart rate, which is 95/min. Her
physical examination and baseline laboratory workup are unremarkable. Her parents are seen to
be agitated towards her in the ED, but they are counseled by her provider with regards to her
condition. Her family history is significant for depression and hypertension. She is given the most
appropriate medications and discharged. Which of the following is the most appropriate
recommendation for further management of this patient?Choices:1. Dialectical behavior
therapy2. Family therapy3. Electroconvulsive therapy4. YogaAnswer: 2 - Family
therapyExplanations:In order to treat a patient with panic disorder, it is important to note the
characteristics of the patient.This patient has migrated from Korea recently, and the family
values of a society should be taken into consideration when formulating a treatment plan.The
cultural values in individuals from Korea may cause an individual to be frustrated whereby the
patient is manifesting her symptoms physically. The most appropriate form of treatment, in this
case, would be family therapy as her parents are agitated on her condition in the emergency
department also.Hwa-Byung is the name that is used for this condition. The therapy should
target the inciting factor in the patient's life, which in this case seems to be her parents. Her
ethnicity makes the inciting parents related to her family more likely.Go to the next page if you
knew the correct answer, or click the link image(s) below to further research the concepts in this
question (if desired).Research Concepts:Cultural Assessment And Treatment Of Psychiatric



PatientsWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag to
report any questions that need improvement.Question 65: A married couple in their early 30s
presents to their primary care providers office with a chief complaint of infertility. The husband
states that the couple has had difficulty conceiving because he always ejaculates at the start of
sexual activity before penetration occurs. He has experienced this phenomenon dating back to
his first sexual experience. The husband is diagnosed with lifelong premature ejaculation. He is
initiated on treatment with a medication which will delay ejaculation by inhibiting the serotonin
transporter, thereby increasing serotonin's action at the postsynaptic cleft. Which medication
works via this mechanism of action?Choices:1. Sertraline2. Alprazolam3. Lamotrigine4.
QuetiapineAnswer: 1 - SertralineExplanations:Selective serotonin reuptake inhibitors (SSRI)
antidepressants, such as sertraline can successfully treat premature ejaculation.Inhibition of the
serotonin transporter increases serotonin’s action at the postsynaptic cleft.Other techniques for
treating premature ejaculation include behavioral modification, topical anesthetic creams, and
counseling.Medications such as antipsychotics, benzodiazepines, and anticonvulsants have no
role in treating premature ejaculation. The mainstay of pharmacological treatment is SSRIs.Go
to the next page if you knew the correct answer, or click the link image(s) below to further
research the concepts in this question (if desired).Research Concepts:Premature EjaculationWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 66: A 28-year-old female has had a 4-year history of
headaches, joint pain, chest pain, flatulence, abdominal pain, dyspareunia, and dysuria with no
objective findings after evaluation by multiple specialists. The patient reports that these
symptoms have interfered with her work and social life, and have caused her excessive worry.
Which of the following is the most probable diagnosis?Choices:1. Generalized anxiety
disorder2. Factitious disorder3. Somatic symptom disorder4. MalingeringAnswer: 3 - Somatic
symptom disorderExplanations:The patient meets the diagnostic criteria for somatic symptom
disorder.Somatic symptom is the manifestation of one or more physical symptoms accompanied
by excessive thoughts, emotion, and/or behavior related to the symptom, which causes
significant distress and/or dysfunction.Prior definition of somatoform disorder must have
symptoms including pain in at least four sites, two gastrointestinal symptoms other than pain,
and one sexual or reproductive symptom. These criteria no longer apply to the most recent
somatic symptom disorder defined by DSM-V.Patients with factitious disorder and malingering
have conscious control of their symptoms and benefit from assuming the sick role.Go to the next
page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:Somatic Syndrome DisordersWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 67: A 45-year-old is brought to the emergency
department for 'seeing people' that are actually not there. He was in good health three weeks
back when he suddenly started acting strangely. He was seen to be talking to people who were
not present, and his speech became jittery over time. On further probing, it becomes clear that



the patient was laid off from his job 4 weeks back. On physical examination, the patient is
irritable and disheveled. His family history is nonsignificant. Which one of the following is
considered to be a positive prognostic factor in this condition?Choices:1. Gradual symptom
onset2. Long course of symptoms3. Presence of a stressful trigger4. Presence of a personality
disorderAnswer: 3 - Presence of a stressful triggerExplanations:Brief Psychotic Disorder (BPD)
is characterized by delusions, hallucinations or disorganized speech for less than a month
without any associated condition or mood disorder.Acute onset of symptoms and short
symptom duration are considered to be positive prognostic factors in BPD.BPD is more
frequently seen in populations that are under high stress such as immigrants, refugees, and
military recruits.The incidence of brief personality disorder is noted to be much higher in
developing countries than in developed countries. Antipsychotics (second generation) such as
quetiapine are the first line agents for the treatment of BPD.Go to the next page if you knew the
correct answer, or click the link image(s) below to further research the concepts in this question
(if desired).Research Concepts:Brief Psychotic DisorderWe update eBooks quarterly and Apps
daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 68: A 13-year-old male presents to the clinic with a complaint of
abdominal pain, accompanied by his mother. He has missed school about twice a month over
the last year for abdominal pain. He describes his pain as crampy and involving his entire
abdomen. His symptoms are present nearly daily. He is not aware of any triggers, either dietary
or situational. Review of growth charts shows height following the 50th percentile line and weight
70th percentile for the last several years. On physical exam, vital signs are within normal limits.
The abdomen is soft with diffuse mild tenderness to palpation. No abdominal masses
appreciated. Of the following, which statement best represents an expected feature of this
patient’s condition?Choices:1. A specific psychosocial stressor is usually identified2. SSRIs are
the first-line treatment3. Guidelines and boundaries for school absences should be discussed4.
Abdominal imaging should be performed if the pain is chronicAnswer: 3 - Guidelines and
boundaries for school absences should be discussedExplanations:Though stressors may be
present, a specific psychosocial trigger is not typically identified for functional abdominal
pain.SSRIs are only used for functional abdominal pain if comorbid anxiety or depression can be
diagnosed.School absence can reinforce the pain, both increasing the significance of the pain
and potentially rewarding it. Guidelines for school absences should be discussed specifically
with objective reasons for absence (fever), and restrictions on the activity at home (bed rest, no
television, etc).Chronicity alone does not create a requirement for abdominal imaging but may
be indicated depending on the diagnoses under consideration.Go to the next page if you knew
the correct answer, or click the link image(s) below to further research the concepts in this
question (if desired).Research Concepts:Functional Abdominal Pain In ChildrenWe update
eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 69: A 17-year-old patient starts a new drug and now
presents with fever, muscle rigidity, altered mental status, and signs of autonomic instability.



Treatment is started with antipyretics, intravenous hydration, and dantrolene. What is the most
likely drug involved in this adverse reaction?Choices:1. Chlorpromazine2. Diazepam3.
Phenytoin4. LevodopaAnswer: 1 - ChlorpromazineExplanations:Chlorpromazine, a neuroleptic
drug, can cause neuroleptic malignant syndrome (NMS). NMS is a rare but potentially life-
threatening reaction seen with the administration of certain drugs.NMS is most often associated
with the administration of older neuroleptics, such as haloperidol and chlorpromazine.Less
commonly, NMS can be precipitated by any of the antipsychotic agents and some non-
neuroleptic drugs such as lithium, metoclopramide, and amoxapine.Although serious side
effects can be seen with SSRIs, phenytoin, and levodopa, they are not associated with NMS,
even at toxic levels.Go to the next page if you knew the correct answer, or click the link image(s)
below to further research the concepts in this question (if desired).Research
Concepts:Neuroleptic Malignant SyndromeWe update eBooks quarterly and Apps daily based
on user feedback. Please tap flag to report any questions that need improvement.Question 70: A
27-year-old woman presents to the clinic with an inability to feed her child. She feels guilty about
being not able to give time to her child and is losing interest in life. She delivered her baby 4
weeks ago and is having thoughts about hurting the baby. The provider informs the woman that
her condition is the most common cause of maternal mortality and affects 10 to 20% of women
worldwide. The provider discusses a breakthrough treatment for the associated condition. Which
of the following is the mechanism of action of the new medication?Choices:1. 5-HT2A and D2
receptor antagonist2. Positive allosteric modulator at GABA-A receptor3. NMDA antagonist4.
Selective serotonin receptor reuptake inhibitorAnswer: 2 - Positive allosteric modulator at GABA-
A receptorExplanations:Brexanolone is the first drug to be specifically approved for the
treatment of postpartum depression.Brexanolone received first FDA approval in March 2019. It is
a positive allosteric modulator at the GABA-A receptor.Postpartum depression is one of the
leading causes of maternal mortality, which ultimately affects the cognitive, behavioral,
emotional, and physical development of the infant and their siblings. Many women treated with
selective serotonin-reuptake inhibitors (SSRIs) for postpartum depression do not achieve
adequate response or full remission of symptoms.Therefore, the FDA has granted brexanolone
as a breakthrough therapy designation for the treatment of postpartum depression.Go to the
next page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:BrexanoloneWe update eBooks
quarterly and Apps daily based on user feedback. Please tap flag to report any questions that
need improvement.Question 71: A 6-year-old girl appears to "be in her own world," ignoring
adults and other children. She can entertain herself for hours by spinning around on the floor or
playing a specific game. She has never acquired language skills, and she is easily agitated by
loud noises. There are no physical deformities, and her physical exam is normal except for some
minor coordination issues. What is the recommended therapeutic intervention?Choices:1.
Applied behavior analysis2. Cognitive therapy3. Antidepressants4. Physical therapyAnswer: 1 -
Applied behavior analysisExplanations:For autism spectrum disorders (ASD) applied behavior



analysis can be used. It can be adapted for each individual, can be done at home or school, and
can include one-to-one play therapy.One out of 68 children has autism spectrum
disorders.According to the Diagnostic and Statistical Manual of Mental Disorders criteria,
patients must present with social communication and social interaction deficits and restricted,
repetitive patterns of behavior, interests, or activities.The primary treatment goals are to
decrease patient deficits and family distress while increasing functional independence.Go to the
next page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:Autism Spectrum DisorderWe update
eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 72: A 17-year-old patient presents 10 days after he
was started on a neuroleptic drug. His mother states that he has had a high fever and his mental
status is altered. He appears to be very stiff and is not verbally responsive. On physical exam, he
has a fever of 39.8 C, is extremely diaphoretic, tachycardic, and tachypneic. He appears rigid
and has a shuffling gait. He has no idea what is happening and appears very ill. Which of the
following is not associated with the patient's ongoing condition?Choices:1. Myoglobinuria2.
Elevated creatinine kinase3. Autonomic instability4. AkathisiaAnswer: 4 -
AkathisiaExplanations:Based on the clinical features and history, it appears that the patient has
the neuroleptic malignant syndrome.Akathisia is a movement disorder characterized by a feeling
of inner restlessness and a compelling need to be in constant motion.People with akathisia are
unable to sit or keep still, complain of restlessness, fidget, rock from foot to foot, and pace.In
neuroleptic malignant syndrome, there is no akathisia, which can also be caused by neuroleptic
drugs.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:Neuroleptic
Malignant SyndromeWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 73: A 68-year-old male
is in the intensive care unit after being in a severe motor vehicle accident. At 9 pm on the third
day of his hospital stay, he pulls out his intravenous line and urine catheter and begins
screaming that people are trying to hurt him. Later that evening, he is found to be disoriented
and sedated in appearance. What is the most likely diagnosis?Choices:1. New-onset
dementia2. Post-traumatic stress disorder3. Psychotic break4. DeliriumAnswer: 4 -
DeliriumExplanations:Delirium is very common in the hospital setting and includes a disturbance
of consciousness and changes in cognition.A diagnosis of delirium requires knowledge of an
individual's baseline cognitive function.By definition, delirium must be caused by an organic
process.Treatment of delirium requires treating the underlying cause.Go to the next page if you
knew the correct answer, or click the link image(s) below to further research the concepts in this
question (if desired).Research Concepts:DeliriumWe update eBooks quarterly and Apps daily
based on user feedback. Please tap flag to report any questions that need
improvement.Question 74: A patient reports that his new job will prevent him from attending his
usual group therapy session. When deciding which group to move him to, what factor is the most



appropriate deciding factor?Choices:1. The patient should be diagnosed with a similar condition
to the other members2. The patient should be similar in age to the other members3. The patient
should be a similar race to the other members4. The patient should have a similar occupation to
the other membersAnswer: 1 - The patient should be diagnosed with a similar condition to the
other membersExplanations:Organizing group therapy sessions with patients having similar
conditions can foster feelings of community and support within the group.Similar conditions can
be beneficial to patients as they develop a sense of universality. This can alleviate patients'
feelings of alienation and let them know that they are not alone.Similar conditions allow for
interpersonal learning between members. Acting as a teacher can benefit patients and facilitate
their treatment and recovery.Teaching and interacting with others can give patients experience
interacting with others and help them overcome social phobias.Go to the next page if you knew
the correct answer, or click the link image(s) below to further research the concepts in this
question (if desired).Research Concepts:Group TherapyWe update eBooks quarterly and Apps
daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 75: A 35-year-old female presents to the office for an annual check-up.
She tearfully states that she has been unable to go out with her friends because she gets very
"scared and nervous" in crowds, when taking the subway, in parking garages, and large
buildings. She states that her distress is so significant that she has not left her home in six
months, except to come to this appointment. What is the next best step in the management of
this patient?Choices:1. Referral to cognitive behavioral therapy2. Initiate amitriptyline or
imipramine3. Initiate sertraline or fluoxetine4. Initiate propranolol or prazosinAnswer: 3 - Initiate
sertraline or fluoxetineExplanations:This patient, who has intense fear and anxiety, about being
in public transportation, large and enclosed places, and open or crowded places, has
agoraphobia. Her agoraphobia also appears to be severe, based on the level of distress and
disability in her life.Agoraphobia is the intense fear in response to or when anticipating entering
into at least two of the five following situations: using public transportation (automobiles, buses,
trains), being in open spaces (marketplaces, parking lots), being in enclosed spaces like
theaters or malls, standing in lines or crowds, or being outside of the home alone. This fear,
which is out of proportion to the actual stimulus, must be accompanied by behavioral or
cognitive modifications to avoid placing oneself in situations where the exposure may occur.
These symptoms must be present for at least six months and must cause significant distress to
the patient and impairment in their lives.Patients with mild or moderate panic disorder or
agoraphobia can choose between psychotherapy and pharmacotherapy to achieve adequate
symptom management. For patients with more severe forms of agoraphobia, pharmacotherapy
is generally indicated as a first line intervention.Though SNRIs, TCAs, and benzodiazepines are
acceptable treatment modalities, SSRIs are generally favored over these other medications in
the treatment of agoraphobia because of side effect profile, affordability, and availability,
decreased potential for abuse, and better tolerability.Go to the next page if you knew the correct
answer, or click the link image(s) below to further research the concepts in this question (if



desired).Research Concepts:AgoraphobiaWe update eBooks quarterly and Apps daily based
on user feedback. Please tap flag to report any questions that need improvement.Question 76:
Three adolescent sisters living together for many years were reported to assault a homeless
person and were brought to the emergency department by the police. Their only caretaker, an
uncle, had died a year earlier. No other family members exist. The youngest sister has reported
that for several weeks she has been hearing voices from God who give her secret orders. She
believes she is the chosen one, and God directs her to lead the world. All of her sisters believe
her. Physical examination and laboratory investigations are unremarkable in all three patients.
Which of the following treatment options is the most essential in this case?Choices:1.
Separation only2. Multiple -conjoint therapies3. ECT4. Hallucination-focused integrative
treatment (HIT)Answer: 2 - Multiple -conjoint therapiesExplanations:In this case, psychotherapy
should be provided to all partners as a form of multiple-conjoint therapy that will help in resolving
the communication distortion, emotional reactions and restructuring the cognition that is vital for
a healthier relationship between them all.Potash and Brunell argued that multiple-conjoint model
is the most beneficial means of treatment because of poor parenting and dependency needs to
be noticed as a core element in folie a deux. There are several advantages in utilizing the
multiple-conjoint model in shared psychotic disorders. The presence of more than a therapist in
a session helps to heighten transference and more feelings about the mother and father.
Another reason could be if one therapist fails during the session, another one can fulfill the gap
and help to conduct the session.Treating joint patients together helps in resolving sibling rivalries
which are intense, usually. It also provides a better opportunity for the weaker partner and
eventually makes them more independent. This could be through resolving distortions of
communications through validation by therapists instead of being in defensive position if it was
individually conducted.Recent data suggest that separation by itself could be insufficient or
aggravate the condition. Combination with medication is important especially for the primary
(dominant) partner.Go to the next page if you knew the correct answer, or click the link image(s)
below to further research the concepts in this question (if desired).Research Concepts:Shared
Psychotic DisorderWe update eBooks quarterly and Apps daily based on user feedback. Please
tap flag to report any questions that need improvement.Question 77: A 26-year-old male is being
evaluated for mental health issues. He is currently being charged with attempted murder in the
second degree. This is only one of many criminal charges and that the individual has been
incarcerated multiple times in the past. The individual claims that the victim "had it coming" and
"deserved to be murdered." He suffered from attention deficit hyperactivity disorder (ADHD) in
childhood and was also seen by a psychiatrist when his parents realized he was lighting fires
around the neighborhood and torturing the neighbor's pets. Which of the following is most
consistent with this individual's diagnosis?Choices:1. Despite past hypotheses, psychopathy
has no association with this diagnosis2. The most closely associated personality disorders with
this diagnosis include borderline and paranoid personality disorders3. The cluster within the
DSM V that this disorder is classified into, is characterized by dramatic, emotional, and



unpredictable interactions with others4. DSM V classifies this diagnosis within the cluster A
personality disordersAnswer: 3 - The cluster within the DSM V that this disorder is classified into,
is characterized by dramatic, emotional, and unpredictable interactions with
othersExplanations:This individual is showing clear signs of antisocial personality disorder, with
his total lack of remorse for the serious criminal charges inflicted upon another, his childhood
behaviors, and his history of multiple incarcerations and extensive criminal record. He also
suffered from a childhood diagnosis of ADHD, which is a common, occurring co-morbidity with
antisocial personality disorder.Literature suggests that there is significant overlap between
antisocial personality disorder and psychopathy, with arguments that psychopathy is a subtype
of antisocial personality disorder.Antisocial personality disorder is classified into the cluster B
disorders within the DSM V.The other cluster B disorders include borderline, narcissistic, and
histrionic personality disorders.Go to the next page if you knew the correct answer, or click the
link image(s) below to further research the concepts in this question (if desired).Research
Concepts:Antisocial Personality DisorderWe update eBooks quarterly and Apps daily based on
user feedback. Please tap flag to report any questions that need improvement.Question 78: An
18-month girl presents with her parents for a health supervision visit. She and her family moved
into a newly built home and are new to your clinic. The parents are concerned about her temper
tantrums. She gets upset easily, such as crying, when the vacuum is running. She has tantrums
on a daily basis, sometimes with no identifiable trigger. Upon further questioning, they are
concerned about her hearing and vision. She does not look her parents in the eye and makes
unusual finger movements close to her eyes. What is the best next step?Choices:1. Screen for
autism spectrum disorder2. Obtain a lead level3. Advise that they enroll in parent management
training4. Prescribe hydroxyzine for anxietyAnswer: 1 - Screen for autism spectrum
disorderExplanations:Primary care providers can administer an autism spectrum disorder-
screening tool at the 18-month visit.Screening can accurately identify children with an autism
spectrum disorder. Children with autism spectrum disorder are hypersensitive to sounds.Autism
spectrum disorder features include deficits in social interaction and communication skills.
Tantrums can be triggered by communication problems.Children with autism spectrum disorder
have extreme difficulties in adjusting to transitions, as manifested by temper tantrums.Go to the
next page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:Temper TantrumsWe update eBooks
quarterly and Apps daily based on user feedback. Please tap flag to report any questions that
need improvement.Question 79: A 40-year-old male with a history of alcohol use disorder is
admitted to the hospital for skin lacerations following a motor vehicle accident. Urgent care is
given with intravenous fluids and sutures where required. On physical examination, the blood
pressure is 130/82 mmHg. The pulse is 86/min, respiratory rate is 18/min, and temperature is
98.7 F. After 5 hours, the nurse goes to draw blood, and the patient refuses, citing restlessness
and agitation. The patient yells and states that his heart is pounding and he would not let anyone
come close to him. He has a previous history of hepatitis C that has been treated. What is the



next step in management?Choices:1. Administer lithium2. Administer oxazepam3. Administer
lactulose4. Administer diazepamAnswer: 2 - Administer
oxazepamExplanations:Benzodiazepines bind as an allosteric modulator and increase the
number of chloride ions crossing the cell membrane. Once benzodiazepines bind to the
receptor, the gamma-aminobutyric acid (GABA) receptor changes conformation and thereby
begins to have an increased affinity for GABA.Oxazepam is an FDA-approved benzodiazepine
used for the treatment of alcohol withdrawal, management of anxiety disorders, and
agitation.The convention on psychotropic substances classifies oxazepam as a schedule IV
substance, meaning that oxazepam has a lower potential for abuse relative to substances in
schedule III substances (ex. ketamine).For alcohol withdrawal in adults, administer oxazepam 15
mg PO TID. Diazepam should not be used in this patient because it is metabolized in the liver.
Oxazepam, on the other hand, is excreted through the kidneys.Go to the next page if you knew
the correct answer, or click the link image(s) below to further research the concepts in this
question (if desired).Research Concepts:OxazepamWe update eBooks quarterly and Apps daily
based on user feedback. Please tap flag to report any questions that need
improvement.Question 80: A 17-year-old female with a past psychiatric history of bipolar I
disorder presents with a chief complaint of "I've been stressed out." The patient's mother is
sitting with a stroller in the waiting room as the patient is brought back for the appointment. The
patient presents unkempt, slightly malodorous, and wearing stained clothing. She recently gave
birth to a daughter and reports feeling "very anxious and confused" lately. She has been caring
for her newborn at home and states that her spouse has been working overtime recently, so her
mother flew in from another state to help out for a few days. The patient is guarded on evaluation
and provides minimal vague answers to questions. Before walking out of the office, the patient
whispers to the provider, "Doctor, I'm convinced that my child is a demon. I must do something,
or this world will end. She is evil". What would be the next best step in this case?Choices:1.
Bring the patient back into one of the rooms while you call the police and discuss the case with
them2. Consult a colleague who is seeing a patient in another room at this time3. Ask both
patient and her mother to come back into the office to discuss the patient's statement and
evaluate patient further for possible need of hospitalization4. Increase patient's medications and
follow up in two weeksAnswer: 3 - Ask both patient and her mother to come back into the office
to discuss the patient's statement and evaluate patient further for possible need of
hospitalizationExplanations:If the patient is agreeable to discussing the matter further with her
mother present, bringing both patient and her mother into the office allows you to obtain
collateral information from patient's mother and also involves the family in the care of the patient.
Once further information is collected, and the decision to hospitalize the patient is made, the
patient's mother may be able to care for the newborn while the patient is hospitalized.The APA
1987 guidelines state that a patient must express a clear threat (I must do something, or this
world will end) against an identifiable victim (patient's newborn) and have the ability to follow
through with their expressed threat (patient has 24/7 access to her newborn at



home).Confidentiality is a critical aspect of patient care; however, there may be instances where
it must be broken, such as protecting third parties from danger. Duty to warn and protect was
established following Tarasoff v. Regents of the University of California, specifically Tarasoff II
decision in 1976.Calling the police, consulting a colleague, increasing medications, and
increasing the frequency of appointments are all options of protecting third parties. However, in
this case, it is crucial to explore the patient's symptoms and obtain additional information first.Go
to the next page if you knew the correct answer, or click the link image(s) below to further
research the concepts in this question (if desired).Research Concepts:Duty to WarnWe update
eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 81: A 17-year-old male college student presents to
the emergency department appearing disheveled with poor hygiene and a bizarre, flat affect.
The patient is withdrawn, makes poor eye contact, and exhibits poor hygiene. His friend found
him in his room after noticing he had not been to class for the past two weeks. The friend states
he knows the patient has been experiencing a recent bout of depression but was unsure as to
how long has this been going on. The friend reports the room was messy and there were
numerous bible verses written all over the walls, along with elaborate drawings of
extraterrestrials. When he arrived, he saw the patient standing up, staring at the wall and
mumbling incoherently to himself. Upon questioning, the patient intermittently looks over his
shoulder. When asked if he was hearing any voices, he does not confirm, but whispers to the
interviewer: “The green people are after me.” He has no known history of psychiatric illnesses.
Family psychiatric history is notable for an uncle with schizophrenia. Urinary toxicology is
negative, and medical workup is within normal limits. A medication is prescribed, and the most
common side effects are explained; weight gain being one of the most common side effects.
Which of the following symptoms will this medication help with the most?Choices:1. Poor
hygiene2. Depression3. Paranoia4. Flat affectAnswer: 3 - ParanoiaExplanations:From the history
given, it appears as though this patient is experiencing a first psychotic break.Given that medical
workup was within normal limits, and urinary toxicology was negative, consider diagnosing the
patient with a primary psychotic disorder. Paranoia would fall under the category of a delusion,
and these are considered "positive" symptoms.Antipsychotic medications are known to best
treat positive psychotic symptoms.Poor hygiene, depression and flat, or blunted affect are
negative symptoms of schizophrenia.Go to the next page if you knew the correct answer, or click
the link image(s) below to further research the concepts in this question (if desired).Research
Concepts:PsychosisWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 82: A 25-year-old male
is admitted to the psychiatric unit. His medical condition is stable and he is not exhibiting any
acute psychotic features. He is not an imminent threat to anyone. He has a history of a long-
term, persistent pattern of disregard for or violation of the rights of others, lost jobs, and criminal
charges. Which of the following is an appropriate plan of action?Choices:1. Admit the patient to
his own room and encourage group therapy sessions2. Admit the patient and initiate



pharmacotherapy3. Early discharge as the prognosis is generally poor for these individuals4.
Early discharge as hospitalization is not recommendedAnswer: 4 - Early discharge as
hospitalization is not recommendedExplanations:Those with antisocial personality disorder
often exhibit a disregard for or violation of the rights of others, have trouble holding regular jobs,
and often have an extensive criminal record. Literature shows that hospitilization is not beneficial
in a patient with antisocial personality disorder, because not only is it a waste of resources, but it
causes a disruptive hospital environment to those other patients in need of therapeutic
treatment.Literature shows that medications can be used to treat co-occurring disorders with
antisocial personality disorder, but can be done on an outpatient basis.Early discharge is
encouraged for those individuals with antisocial personality disorder, but not solely because the
prognosis is poor.Early discharge is encouraged for those individuals with antisocial personality
disorder because hospitalization can actually worsen the patient's prognosis.Go to the next
page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:Antisocial Personality DisorderWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 83: A 30-year-old female with a history of
schizophrenia, hyperlipidemia, and diabetes mellitus returns to the clinic for a follow-up visit. She
has gained 28 pounds since her last visit. Her concomitant medications include lurasidone 160
mg/day and clonazepam 1 mg every eight hours as needed. What weight gain is associated with
lurasidone treatment?Choices:1. 3%2. 7%3. 10%4. 15%Answer: 2 - 7%Explanations:Long term
use of lurasidone is associated with modest weight gain when compared with other atypical
antipsychotics such as quetiapine and risperidone.It has been reported that lurasidone causes a
7% increase in baseline body weight.Clinical studies have shown that lurasidone's effect on
weight is not dose-related.Close monitoring of patients with comorbid conditions such as
diabetes mellitus, hypertension, and hyperlipidemia is essential with longterm use of
lurasidone.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:LurasidoneWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 84: A 7-year-old boy is brought by his parents for a
routine check-up at the clinic. The child is in a normal state of health but is reluctant in answering
the questions about his health. He is seen to be dwelling in thoughts and is looking tired. His
parents complain that he has been underachieving in his school academically and is known to
have fewer friends. He is amicable at home and is normally interactive with his parents at home,
but there are instances where he loses attention and cannot cope up with the pace of a
conversation. Which of the following is the most likely diagnosis?Choices:1. Oppositional defiant
disorder2. Attention deficit hyperactivity disorder3. Autism spectrum disorder4. DyslexiaAnswer:
2 - Attention deficit hyperactivity disorderExplanations:The child is suffering from attention deficit
disorder (ADHD) as he is unable to maintain his attention for a long period of time. He is seen to
be having problems in settings i.e. at home and at his school, which makes the diagnosis



certain.ADHD can present at a young age and usually, it is diagnosed before the age of 7.
TADHD is prevalent more in the boys than girls and thus this can also serve as a pointer towards
the diagnosis.The child does not have any problems when reading or writing and hence dyslexia
can be excluded. The child does not carry out repetitive tasks, avoids physical contact, or gets
upset on subtle changes which thereby excludes autism spectrum disorder.Go to the next page
if you knew the correct answer, or click the link image(s) below to further research the concepts
in this question (if desired).Research Concepts:Attention Deficit Hyperactivity DisorderWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 85: A 67-year-old male with benign prostatic
hyperplasia, well-controlled hypertension, and erectile dysfunction presents with acute-onset
depression. His medications are tamsulosin, lisinopril, and sildenafil. Upon questioning, he has
suicidal ideation, a plan, and means to carry out the plan. Following a full, in-hospital psychiatric
evaluation, and a home risk evaluation, it is decided that treatment is warranted. What is the best
next step in treating this patient?Choices:1. Electroconvulsive therapy2. Psychotherapy3.
Tricyclic antidepressant4. SSRIAnswer: 1 - Electroconvulsive
therapyExplanations:Electroconvulsive therapy (ECT) is an excellent treatment for acute
depression, particularly when there is a high risk of suicide. It produces improvement with
depression and suicidality much faster than drugs or psychotherapy.ECT does require brief
anesthesia and is relatively painless.Risks of ECT include post-ECT seizures, confusion, and
short-term memory loss. In patients with advanced age, cardiac and vascular risks are of
particular importance because ECT is cardiovascularly demanding.SSRIs are first-line treatment
for late-onset depression. In this case, the patient is at high risk for suicide, so ECT is the best
treatment option.Go to the next page if you knew the correct answer, or click the link image(s)
below to further research the concepts in this question (if desired).Research
Concepts:Electroconvulsive TherapyWe update eBooks quarterly and Apps daily based on user
feedback. Please tap flag to report any questions that need improvement.Question 86: A 37-
year-old male with a past psychiatric history of major depressive disorder presents to the
outpatient clinic with his wife. His wife states that the patient's mood symptoms had been pretty
constant for the past couple of months, but recently he has been having auditory hallucinations.
The patient is observed to be internally preoccupied, responding to internal stimuli. The patient
is looking down throughout most of the interview talking to himself. Which of the additional
following symptoms would help make the most likely diagnosis?Choices:1. Disorganized speech
for 10 days2. Psychotic features for 2 or more weeks in the absence of a mood episode3.
Psychotic features for 2 or more week with the mood episode4. Suicidal tendencies for a period
of 4 weeksAnswer: 2 - Psychotic features for 2 or more weeks in the absence of a mood
episodeExplanations:The criteria for schizoaffective disorder includes: A. 2 or more of the
following: Hallucinations, disorganized speech, delusions, disorganized behavior, and negative
symptoms in 1 month. One of these must be either hallucinations, disorganized speech or
delusions. B. Hallucinations or delusions for 2 or more weeks without a mood episode. C. A



major mood episode is present for most of the duration of the total illness. D. Symptoms are not
due to the effects of another medical condition or substance.Disorganized speech for 10 days
would not classify the individual as schizophrenia or schizoaffective disorder.Mood symptoms
are predominantly seen in an individual with schizoaffective disorder.The prognosis of
schizoaffective disorder is variable as some may have severe manifestations of the disorder
whereas some may be able to function better.Go to the next page if you knew the correct
answer, or click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:Schizoaffective DisorderWe update eBooks quarterly and Apps
daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 87: A 74-year-old diabetic male presents to the emergency department
for left-sided chest pain. His past medical history is significant for type 2 diabetes, major
depressive disorder, and congestive heart failure. A bedside EKG is performed and shows a left
bundle branch block. The patient takes doxepin for his depression. Which of the following is the
next best step in the management of this patient?Choices:1. Advise patient to continue current
antidepressant medication2. Advise patient to stop his antidepressant medication3. Increase the
dosage of doxepin4. Switch to another class of antidepressantAnswer: 4 - Switch to another
class of antidepressantExplanations:Tricyclics have serious side effects such as cardiotoxicity,
conduction abnormalities, orthostatic hypotension, syncope, dysrhythmias, bradycardia, and
tachycardia. Thorough history taking including ruling out coronary artery disease risk factors
should be gathered from a patient before prescribing an antidepressant. This patient has risk
factors such as diabetes and a history of heart failure. It is recommended that the patient stay
away from tricyclics as they can worsen his symptoms.Tricyclic antidepressants have serious
adverse effects especially in those patients who have cardiovascular risk factors. It has been
documented that TCAs can cause conduction abnormalities, heart blocks, as well as PR, QRS,
and QT interval changes.It is advised to stay away from these types of medications in patients
who have risks factors or coronary artery disease.Other antidepressants such as SSRIs are less
potent and toxic. Risks and benefits must be assessed as SSRI can still cause dysrhythmias like
atrial fibrillation, bradycardia or syncope.Go to the next page if you knew the correct answer, or
click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:DoxepinWe update eBooks quarterly and Apps daily based on
user feedback. Please tap flag to report any questions that need improvement.Question 88: A
banker was driving home after work and was pulled over by the police for erratic driving. He
tested negative for alcohol on the breathalyzer. On examination, the individual had a dry mouth,
was drowsy, and had difficulty in thinking clearly. He had active prescriptions for all the
medications he uses yet he was still given a ticket. He is currently being treated for diabetes,
hypertension, depression, and panic disorder. Which of the following drugs is most likely
responsible for his condition?Choices:1. Midazolam2. Fluoxetine3. Carbamazepine4.
AlprazolamAnswer: 4 - AlprazolamExplanations:Even if you have a prescription for a
benzodiazepine, you can still get ticketed and in legal trouble, you are found to have the



substance in your system while operating a vehicle. Patients should be warned that they should
avoid operating power equipment or driving while taking the medication.Alprazolam can
decrease your concentration, impair coordination, and cause dizziness, fatigue, drowsiness, and
lightheadedness. You should not operate a vehicle while under the influence of alprazolam.Use
of alprazolam with CYP3A4 inhibitors such as grapefruit juice and cimetidine and ketoconazole
may delay hepatic clearance of alprazolam and may cause the accumulation of
alprazolam.Mixing of alprazolam with alcohol, opioids, and sedatives will cause worsening of the
CNS depressive side effects of alprazolam.Go to the next page if you knew the correct answer,
or click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:AlprazolamWe update eBooks quarterly and Apps daily based on
user feedback. Please tap flag to report any questions that need improvement.Question 89: A 65-
year-old man presents to the clinic with complaints of tiredness for the past three months. He
states that he has not been able to actively involve in activities that he used to love previously.
He says that "I do not feel like meeting my friends anymore." He has not been able to get
adequate sleep for the past two months and believes that his time in this world is over. His vitals
and baseline blood workup is unremarkable. His family members are worried about him, and his
wife wants the provider to make sure that he does not indulge in self-harm. What is the most
appropriate measure that can be taken for this patient?Choices:1. A no-harm contract needs to
be signed2. Safety plans should be recommended to the patient3. A no-harm contract along
with safety plans should be highlighted for the patient4. A no-harm contract and safety plan are
both not recommended in such a situationAnswer: 2 - Safety plans should be recommended to
the patientExplanations:"Safety plans" are recommended evidence-based interventions for
people experiencing suicidal ideations.They are written collaboratively between the healthcare
professional and individual with suicidal ideations. There are six steps in the plan, including
recognizing triggers or warning signs, enacting internal coping strategies, using external
resources (distraction, social and professional supports), and reducing access to lethal
means.Safety plans have to be updated from time to time and should be treated as living
documents."Safety plans" are client-centered and incorporate strategies to prevent the intensity
of suicidal ideations from increasing during a crisis. They leverage the client's internal coping
strategies and external resources to address a crisis. A no-harm contract is not recommended in
this patient as it has not been shown to be effective.Go to the next page if you knew the correct
answer, or click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:Suicidal IdeationWe update eBooks quarterly and Apps daily
based on user feedback. Please tap flag to report any questions that need
improvement.Question 90: A 79-year-old man was admitted for elective cholecystectomy. His
surgery went uneventful, but the staff noticed changes in his behavior on post-op day 1. He had
on and off symptoms of impaired attention, altered behavior, confusion, agitation, altered sleep-
wake cycle, hallucinations, and delusions. He was subsequently diagnosed and managed with
low dose antipsychotic medications. Which of the following is the hallmark symptom of the



diagnosis this patient has?Choices:1. Agitation2. Hallucinations3. Impaired attention4.
DelusionAnswer: 3 - Impaired attentionExplanations:This patient has symptoms suggestive of
delirium. Delirium includes essential diagnostic signs (e.g., inattention, disorganized thinking),
core features that are consistent in presentation (e.g., sleep-wake cycle disturbances, motor
activity changes). The other features that are more variable (e.g., psychosis, affective changes)
reflect the influence of particular etiologies, comorbidities, medical treatments, or individual
patient vulnerabilities.Inattention is the hallmark symptom of delirium. It can be tested bedside
by asking the patient to count backward from 100 by serial 7's or by asking the patient to say
months backward or spell ‘WORLD’ backward.Delirium is a state of consciousness between
normal alertness/wakefulness and stupor or coma. The precise clinical delineation between
severe delirium and stupor is difficult when the delirium presents as hypoactive while emergence
from coma typically involves a period of diagnosable delirium before the normal cognitive
function returns. It can be diagnosed where a patient has a testable cognitive deficit that is
generalized and of acute/subacute onset.Disorganization of thinking (tangentiality) is a key
diagnostic indicator, but the frequency of different forms of thought disorder is less well
studied.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:Excited
DeliriumWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag to
report any questions that need improvement.Question 91: A 17-year-old patient presents to the
emergency department with the complaint of shortness of breath and chest tightness. He has
had these symptoms for the third time in the past two months, and he keeps on shouting, "I think
I will die." On physical examination, his blood pressure is 130/80 mmHg, the pulse is 90/min,
and respiratory rate is 16/min. His EKG and lab findings are unremarkable. He is prescribed the
appropriate medication and therapy for his condition. During the treatment of the condition,
which of the following would be recommended for this patient?Choices:1. The patient should be
encouraged to recreate conditions that would trigger the same symptoms2. The patient should
be told to report immediately to the hospital if similar symptoms occur3. The patient should be
encouraged to take medications for a long time4. The patient should be encouraged to
designate a friend or family member to call when another attack occursAnswer: 1 - The patient
should be encouraged to recreate conditions that would trigger the same
symptomsExplanations:A panic attack can be diagnosed by history and physical examination.
This patient has typical symptoms of panic attacks as he is feeling short of breath, a racing
heart, and has a feeling of doom.By recreating the attack, the patient can be shown that the
physical sensations associated with the attack are not dangerous.Patients often feel like they are
going to die or are going crazy during attacks, but it can be controlled with appropriate
medications and behavioral therapy.The point of behavioral therapy is to avoid medications and
continue a healthy lifestyle so that the patient does not have to take the medicines for a long
time.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:Panic DisorderWe



update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 92: A 37-year-old male patient presents with
continued difficulties with sleeping, anhedonia, decreased energy, difficulty concentrating,
disorganized speech, and auditory hallucinations. The patient is currently on risperidone and
fluoxetine. He has been on the risperidone intermittently over the past ten years and fluoxetine
similarly. The patient is switched to another antipsychotic. Which of the following is associated
with the most likely choice of his new antipsychotics?Choices:1. Pulmonary fibrosis2.
Agranulocytosis3. Anemia4. PolyuriaAnswer: 2 - AgranulocytosisExplanations:Clozapine is an
atypical antipsychotic medication.Clozapine is used in refractory schizophrenia after standard
antipsychotic treatment has been ineffective.Before initiating therapy with clozapine, patients
should obtain a baseline white cell count.About 1 percent of people will develop agranulocytosis
after initiating treatment with clozapine, which carries a black box warning for this adverse
event.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:ClozapineWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 93: A married couple in their early 30’s presents to
the clinic for infertility. The husband states that the couple has had difficulty conceiving because
he always ejaculates at the start of sexual activity before penetration occurs. Which of the
following is the most appropriate initial pharmacologic therapy in this patient?Choices:1.
Sertraline2. Alprazolam3. Lamotrigine4. QuetiapineAnswer: 1 - SertralineExplanations:SSRIs,
such as sertraline, can successfully treat premature ejaculation.Inhibition of the serotonin
transporter increases serotonin’s action at the postsynaptic cleft.Other techniques for treating
premature ejaculation include behavioral modification, topical anesthetic creams, and
counseling.Medications such as antipsychotics, benzodiazepines, and anticonvulsants have no
role in treating premature ejaculation. The mainstay of pharmacological treatment are SSRIs.Go
to the next page if you knew the correct answer, or click the link image(s) below to further
research the concepts in this question (if desired).Research Concepts:Premature EjaculationWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 94: A 16-year-old girl comes with her parents due to
recent weight loss and amenorrhea for the last two months. Her mother says, “she is eating one
small meal a day” and the patient interrupts her mother and says, “I don’t feel hungry, I eat only
because my mother will be angry if I don’t.” The patient also states that she feels “too fat,” and
her hips are “big.” She then notes that she has been more depressed and is having difficulty
concentrating in school. Physical examination shows a young girl with a thin body habitus with
dry skin. Her blood pressure is 90/60 mmHg, and her pulse is 55/min. A standardized self-report
measure is used to assess the patient further. Which of the following measures is less time
consuming and more appropriate for screening of this patient?Choices:1. Beck depression
inventory2. PHQ-9 depression Scale3. Eating disorder inventory-34. The SCOFF
questionnaireAnswer: 4 - The SCOFF questionnaireExplanations:Medical complications of



anorexia nervosa (AN) include bradycardia, hypotension, and amenorrhea.Anorexia nervosa is
characterized by body image distortion and fear of becoming fat. Several quantifiable measures
are available for body image assessment in children, adolescents, and adults.Numerous
standardized self-report measures and interview-based measures have been designed to
assess the patient, where an eating disorder is suspected. The administration of standardized
self-report questionnaires such as the eating attitudes test and SCOFF is less time consuming
and easy.Self-report measures such as eating disorder inventory (EDI-3) are longer, more time-
consuming, and is useful to collect precise information about the severity and the extent of
psychopathology, which is not needed at this time.Go to the next page if you knew the correct
answer, or click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:Body Image DistortionWe update eBooks quarterly and Apps daily
based on user feedback. Please tap flag to report any questions that need
improvement.Question 95: A 30-year-old male with a history of schizophrenia presents to the
clinic for a follow-up visit. He complains of hearing feeble voices when he is smoking. He
smokes two to three packs of cigarettes per day. His current regimen includes clozapine 500 mg
once daily at night time. Substitution with which of the following antipsychotic medication would
help to improve his symptoms and overall functional status?Choices:1. Olanzapine2.
Lurasidone3. Haloperidol4. ChlorpromazineAnswer: 2 - LurasidoneExplanations:Cigarette
smoking increases the metabolism of many antipsychotic drugs as it activates the cytochrome
P450, CYP1A2 enzyme. Due to the activation of the CYP1A2 enzyme plasma concentrations of
clozapine and olanzapine are reduced in smokers.Lurasidone is not metabolized by CYP1A2
enzyme. Therefore smoking does not affect lurasidone pharmacokinetics.Haloperidol clearance
is increased in smokers. Haloperidol is a substrate for CYP1A2.Chlorpromazine clearance is
also increased in smokers. Chlorpromazine is a substrate for CYP1A2.Go to the next page if you
knew the correct answer, or click the link image(s) below to further research the concepts in this
question (if desired).Research Concepts:LurasidoneWe update eBooks quarterly and Apps
daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 96: An 18-month-old is brought in by her biological parents for a well-
child visit. The child appears well-nourished, well-hydrated and has maintained her height and
weight in the seventy-fifth percentile. The parents describe her as fussy and prone to explosive
tantrums when they enter a noisy environment or a brightly lit room. The parents report that she
avoids physical contact and prefers to play alone. She is a picky eater and getting her dressed is
extremely difficult. She has not yet started talking but will point, grunt, or use signs to
communicate with others. What should be done next?Choices:1. Refer to a child psychiatrist for
medication evaluation focused on reducing fussiness and tantrums2. Refer for evaluations by a
child psychologist and a physical, occupational, and speech therapist3. Nothing because she is
only 18 months of age and is close enough to the “terrible twos” that the parents should not be
concerned about the behavior4. Make a referral to your state’s child protective services as it is
clear that the parents are not providing her with enough attentionAnswer: 2 - Refer for



evaluations by a child psychologist and a physical, occupational, and speech
therapistExplanations:Children on the autism spectrum often present with age-appropriate
behaviors, such as tantrums or explosive anger; however, the intensity, duration, and frequency
are more than age expected norms. Furthermore, the lack of spontaneous speech by 18 months
of age should raise concern for developmental delay.Behavioral difficulties, such as tantrums,
explosive behavior, or task avoidance can be manifestations of sensory processing difficulties
associated with developmental delays and autism spectrum disorder.Although parental
involvement is essential to maximizing a child's development, it would be difficult to ascertain
emotional neglect without a comprehensive psychological evaluation. Children on the autism
spectrum have difficulty expressing emotions and often are described as aloof and unwilling to
be hugged or touched.It is important to listen to the concerns of parents and refer children to
experts sooner rather than later to maximize the benefits from early intervention and prevent
delays in treatment. Children on the autism spectrum benefit from consistent treatment targeting
lagging skills.Go to the next page if you knew the correct answer, or click the link image(s) below
to further research the concepts in this question (if desired).Research Concepts:Autism
Spectrum DisorderWe update eBooks quarterly and Apps daily based on user feedback. Please
tap flag to report any questions that need improvement.Question 97: A 42-year-old male
presents for a follow-up. He has been abstinent from alcohol for three months. He was
diagnosed with an alcohol use disorder four months ago. The patient states, "I don't think I need
to go to alcoholics anonymous (AA) meetings or therapy anymore. I am just past alcohol and
ready to move on." Which of the following responses would be most helpful?Choices:1. Some
people do get the full benefit from therapy in a short period, but I think it would benefit you to
keep up with AA meetings for a while longer due to the social support2. It sounds like you may
be in the process of a mental relapse. Although you don't feel like drinking, I am concerned
about your ability to resist it in social gatherings3. You may be in the process of emotional
relapse. I am worried this prevents you from taking the needed steps to reduce the risk of
relapse and therapy, and AA can help you with this4. I think it would be best for you to stay in
therapy and AA for a few more months. Although you don't feel like drinking now, a relapse can
be a very sudden event if you are not watching for itAnswer: 3 - You may be in the process of
emotional relapse. I am worried this prevents you from taking the needed steps to reduce the
risk of relapse and therapy, and AA can help you with thisExplanations:Most people struggling
with addiction have occasional thoughts about using and cravings. It is essential to monitor for
these and merely trying to suppress the thoughts is not usually effective at preventing
relapse.An increased risk of relapse during social gatherings may occur during a mental relapse,
but this patient appears to be in denial of relapse risk, so he is more likely in the process of
emotional relapse.This patient is likely in the process of an emotional relapse and failing to
prevent a relapse actively may put him at an increased risk for progressing through a mental and
physical relapse.A relapse can appear to be sudden when focusing only on a physical relapse.
However, more attention needs to be paid to the gradual process of an emotional relapse



followed by a mental relapse and finally, a physical relapse.Go to the next page if you knew the
correct answer, or click the link image(s) below to further research the concepts in this question
(if desired).Research Concepts:Addiction Relapse PreventionWe update eBooks quarterly and
Apps daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 98: A 24-year-old female presents to the office complaining of abdominal
pain and fears she may have "stomach cancer," despite previous clinicians explaining that she
does not have any stomach disease. She is wearing a bright red revealing dress and matching
bright red lipstick. When she describes her abdominal pain, her description is vague, and she
begins crying hysterically. Upon physical examination, she begins to giggle flirtatiously during
abdominal palpitation stating she is "ticklish." Which of the following should be ruled out before
making a definite diagnosis in this patient?Choices:1. Major depressive disorder2. Generalized
anxiety disorder3. Illness anxiety disorder4. Bipolar disorder type I with psychotic
featuresAnswer: 3 - Illness anxiety disorderExplanations:The differential diagnosis for histrionic
personality disorder includes narcissistic personality disorder, borderline personality disorder,
dependent personality disorder, somatic symptom disorder, and illness anxiety disorder. Illness
anxiety disorder is correct as the patient described in this vignette is preoccupied with the idea
she may have stomach cancer.This patient is dressed in brightly colored, provocative clothing,
and exhibits rapidly shifting and shallow emotions, consistent with a histrionic personality
disorder.The patient becomes inappropriately flirtatious with the examining clinician, consistent
with a histrionic personality disorder.This patient has a histrionic personality disorder, and an
illness anxiety disorder should be ruled out as part of the differential diagnosis.Go to the next
page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:Histrionic Personality DisorderWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 99: A 30-year-old female, a 4th-year medical school
student was brought in by her family, after complaining of chest and abdominal pain. The patient
was attending a congratulation party for her cousin for completing law school. The patient also
reports shortness of breath and a choking feeling. All symptoms started as soon as her aunt
asked her how her residency application is coming along. The patient has been taking
tranylcypromine. Which of the following must the patient avoid while taking the prescribed
medication?Choices:1. French fries with ketchup2. Salt crackers3. Spinach salad4. Avocado
dipAnswer: 4 - Avocado dipExplanations:Certain foods and beverages are not allowed while
taking monoamine oxidase inhibitors (MAOIs) due to food-drug interactions. The ingredients of
prohibited foods and beverages usually have a high quantity of tyramine. Patients on MAOIs
must follow the diets low in tyramine foods to avoid toxicity.This patient had a panic attack;
feeling of choking, abdominal pain, chest pain, and being smothered. Panic attack disorder is
treatable with MAOIs.Tyramine helps regulate blood pressure. Patients that take MAOIs and
consume foods or drinks that also have tyramine will cause a high level in the blood since the
body absorbs tyramine. A high level of tyramine can cause a sudden increase in blood pressure,



which can trigger cerebral hemorrhage and risk of death. Even though it is rare, providers must
educate the patient about the importance of following the diet.Examples of food high in tyramine
are some fish, as well as types of meat and sausage-like turkey, liver, salami — also, certain
fruits like all overripe fruits, avocado, banana, raisins or figs. Furthermore, cheeses, alcohol, and
fava beans should be avoided even after two weeks of stopping MAOIs.Go to the next page if
you knew the correct answer, or click the link image(s) below to further research the concepts in
this question (if desired).Research Concepts:Monoamine Oxidase Inhibitors (MAOI)We update
eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 100: A 7-year-old boy is brought to the clinic with
excessive oral manipulation of objects, bulimia, and frequent manipulation of genitals. Which of
the following is the most common cause of his underlying problem?Choices:1. Head injury2.
Vasculitis3. Herpes simplex encephalitis4. Ischemic strokeAnswer: 3 - Herpes simplex
encephalitisExplanations:The most common pathology leading to the development of Kluver
Bucy Syndrome (KBS) in children is herpes simplex encephalitis.The most common pathologies
leading to the development of KBS in adults are head injury and stroke.KBS is a neuro-
psychiatric disorder due to lesions affecting bilateral temporal lobes, especially hippocampus
and amygdala.Vasculitis is a very rare cause of KBS.Go to the next page if you knew the correct
answer, or click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:Kluver Bucy SyndromeWe update eBooks quarterly and Apps
daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 101: A 16-year-old male presents to the emergency department with a
complaint of right leg weakness. He denies any trauma or other neurologic deficits. He reports
that his leg "does not feel part of" him. The patient states that he often feels his leg buckling
under him and dragging behind him. When inquiring about his social history, he reveals that he
recently failed his exams and is unable to go to the college of his dreams. Given the most likely
diagnosis, what is the most appropriate treatment for this patient?Choices:1. Physical therapy2.
Ibuprofen3. Exposure therapy4. GabapentinAnswer: 1 - Physical therapyExplanations:Patients
with conversion disorder often report symptoms of dissociation, where they feel disconnected
from themselves.Patients with conversion disorder that present with a chief complaint of
weakness will often report that the affected limb buckles or drags.Physical therapy is an
appropriate treatment for this patient, as it helps to encourage normal motor functions and to
avoid psychogenic deficits.Medications that treat pain are unlikely to be helpful for a patient with
motor symptoms associated with conversion disorder.Go to the next page if you knew the
correct answer, or click the link image(s) below to further research the concepts in this question
(if desired).Research Concepts:Conversion DisorderWe update eBooks quarterly and Apps
daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 102: A 42-year-old male presents to the clinic for a psychiatric
assessment. He reports feeling depressed for the past 2 years. He also complains of constant
symptoms of poor sleep, poor appetite, intense guilt, low energy, poor concentration, and



psychomotor agitation during these past 2 years. According to him, these symptoms completely
resolved for a 6 month period within those 2 years when he was living with his parents. What is
the most accurate diagnosis for this patient?Choices:1. Adjustment disorder2. Persistent
depressive disorder3. Dysthymia4. Major depressive disorderAnswer: 4 - Major depressive
disorderExplanations:This patient is currently experiencing a recurrent major depressive
episode as there was a period of remission.Major depressive disorder (MDD) is a mental health
disorder characterized by at least two weeks of persistently sad mood or loss of interest in
activities (anhedonia), causing a significant impairment in daily life functioning, accompanied by
five or more symptoms including depressed mood most of the time, loss of interest or pleasure
in activities, feelings of worthlessness or excessive guilt, lack of energy, insomnia or
hypersomnia, inability to concentrate or indecisiveness, decrease or increase in appetite,
psychomotor retardation or agitation and suicidal ideations.It is important to first rule out any
medical etiologies for depression. A general medical history, along with family medical and
psychiatric history, substance use history, medication history, social history should be evaluated,
and a complete physical examination should be performed. A mental status examination is very
helpful in recognizing a patient with major depressive disorder.If the symptoms for this patient in
the 2 year period had not been absent for greater than 2 months than this patient's diagnosis
would have been more accurately described as a persistent depressive disorder. Recall that to
meet the criteria for persistent depressive disorder. Symptoms cannot be absent for greater than
2 months. This patient had no symptoms for 6 months within that 2 year period, and hence, this
cannot be diagnosed as a persistent depressive disorder.Go to the next page if you knew the
correct answer, or click the link image(s) below to further research the concepts in this question
(if desired).Research Concepts:Major Depressive DisorderWe update eBooks quarterly and
Apps daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 103: A 42-year-old female with a past psychiatric history of major
depressive disorder is brought to your inpatient services voluntarily by her husband. Her
husband states that the patient's mood symptoms had been pretty constant for the past couple
of years, but subsequently patient was observed with worsening bizarre behavior for the past
year to the point that she is no longer attending to her daily needs. The patient is observed to be
internally preoccupied, responding to internal stimuli. The patient also states that she must
cleanse herself of all toxins and her husband notes that she has stopped taking her medications.
Additionally, he states that the patient has experienced depressive symptoms for the past
month. Which of the following describes the best management plan for the patient?Choices:1.
Inpatient admission, pharmacologic therapy, psychotherapy2. Follow up in 1 month,
pharmacologic therapy, psychotherapy3. Follow up in 1 week, pharmacologic therapy,
psychotherapy4. Inpatient admission, pharmacologic therapy, electroconvulsive therapyAnswer:
1 - Inpatient admission, pharmacologic therapy, psychotherapyExplanations:The patient meets
criteria for schizoaffective disorder. The criteria for the schizoaffective disorder include two or
more of the following: hallucinations, disorganized speech, delusions, disorganized behavior,



and negative symptoms in a 1 month period. One of these must be either hallucinations,
disorganized speech, or delusions; i.e. Hallucinations or delusions for 2 or more weeks without a
mood episode; A major mood episode is present for most of the duration of the total illness; or
Symptoms are not due to the effects of another medical condition or substance.As with all
mental disorders, special attention to should be taken in the consideration of the appropriate
level of care.The patient in question has not been attending to her daily needs, as described in
the question stem and inpatient hospitalization would be the appropriate level of care in the
interim. Pharmacologic therapy, in addition to psychotherapy, is the mainstay of treatment in
psychotic disorders such as schizoaffective disorder.Follow up in one month would not be
appropriate given that the patient is high risk for destabilization in a less restrictive setting. The
patient is high risk for destabilization in a less restrictive setting, thus office follow-up would be
inappropriate. Electroconvulsive therapy can be considered in refractory cases of schizoaffective
disorder if the patient has failed multiple trials of medication and therapy. There is nothing in the
patient's history that states this is the case, and therefore electroconvulsive therapy is incorrect
in this case.Go to the next page if you knew the correct answer, or click the link image(s) below
to further research the concepts in this question (if desired).Research Concepts:Schizoaffective
DisorderWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag to
report any questions that need improvement.Question 104: A 5-year-old male is brought to the
clinic for an ear infection. The parents mention that they also are concerned that he is no longer
talking and developing like he was the first few years of life. It is as if he "went backward." The
boy's mother says he no longer wants to play with her or his older brother. He was interested in
potty training like his older brother but now has completely lost all bowel control and is back to
wearing diapers daily. They had planned on enrolling him in school but are not sure if that is
possible. Which of the following is the most likely diagnosis?Choices:1. Depression2. Childhood
disintegrative disorder3. Tourette syndrome4. Intellectual disabilityAnswer: 2 - Childhood
disintegrative disorderExplanations:This child has autism spectrum disorder, a type sometimes
called regressive autism or childhood disintegrative disorder.There is normal development
through at least the first 2 years of life.Regression can vary and can occur between 2 and 10
years of age.It is a rare condition, with only 1.7 cases per 100,000. It must effect two of the
following six areas: expressive language skills, receptive language skills, social skills and self-
care skills, control over bowel and bladder, play skills, and motor skills.Go to the next page if you
knew the correct answer, or click the link image(s) below to further research the concepts in this
question (if desired).Research Concepts:Autism Spectrum DisorderWe update eBooks quarterly
and Apps daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 105: A 42-year-old married male presents to the clinic with the complaint
of low mood, difficulty sleeping, and a feeling of guilt for the past 6 months. He denies any
changes in his appetite, loss of energy, and suicidal thoughts. He believes that he has
"committed a sin" and is not able to get over it. His physical examination is unremarkable. Upon
further questioning, he states that he has not been able to satisfy his wife because he ejaculates



within 30 seconds every time he tries to copulate. He denies any previous complaints of low
mood and believes that he is having a 'mid-life' crisis because of things that he had done. Which
of the following is the most appropriate management of this patient?Choices:1. Fluoxetine2.
Sildenafil3. Lidocaine sprays4. Fluoxetine and psychotherapyAnswer: 4 - Fluoxetine and
psychotherapyExplanations:Premature ejaculation is defined in DSM V as ejaculation that
occurs during partnered sexual activity within approximately 1 minute following vaginal
penetration and before the individual wishes it, during all or almost all sexual activity (75% to
100% of the time).In order to diagnose premature ejaculation, it has to be present for six months
at least.Although the patient is not opening up about the stressors in his life, it is likely that he is
being haunted by things that he has done. His propensity towards depression is naturally
increased, and he could benefit from a selective serotonin reuptake inhibitor.Pharmacologic and
psychotherapy together are efficacious if done together and would likely provider with better
results in this patient.Go to the next page if you knew the correct answer, or click the link
image(s) below to further research the concepts in this question (if desired).Research
Concepts:Premature EjaculationWe update eBooks quarterly and Apps daily based on user
feedback. Please tap flag to report any questions that need improvement.Question 106: A 7-
year-old previously healthy female has had several awakenings in the middle of the night. During
the awakening, she is screaming, tachypneic, tachycardic, and her pupils are dilated. She is
unaware of her surroundings and is inconsolable during the episodes. She falls back to sleep
after five minutes and has no memory of this in the morning. What is the most probable
diagnosis?Choices:1. Hypnogogic hallucinations2. Achluophobia3. Night terrors4. Panic
attacksAnswer: 3 - Night terrorsExplanations:Night terrors are usually seen from 3 to 12 years of
age.The child awakens suddenly, is unaware of the environment, and is fearful.Night terrors can
be associated with sleepwalking.The parents should be asked about any stressors in the family,
but usually, the episodes are self-limiting without intervention.Go to the next page if you knew
the correct answer, or click the link image(s) below to further research the concepts in this
question (if desired).Research Concepts:Night TerrorsWe update eBooks quarterly and Apps
daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 107: A 27-year-old primigravida comes for a prenatal consultation. She is
a veteran who is recently back from a tour and has a history of post-traumatic stress disorder.
Her cousin had an episode of postpartum psychosis after delivering her first child. The patient is
concerned about her mental health and wants to find out if she too is at risk of developing
postpartum psychosis during or after pregnancy. Which of the following conditions is most likely
to be associated with postpartum psychosis?Choices:1. Posttraumatic stress disorder2.
Depression3. Bipolar disorder4. Borderline personality disorderAnswer: 3 - Bipolar
disorderExplanations:The most significant risk factor for postpartum psychosis is a family or
personal history of bipolar disorder.Although postpartum psychosis can occur in females with no
prior history of mental illness, a personal or family history of bipolar disorder is considered the
greatest risk factor for developing the condition.Patients should always be screened for bipolar



disorder during and after pregnancy in order to avoid a relapse.Primary care providers should
place emphasis on screening the patients for mental illness during the course of pregnancy and
after childbirth which is the most crucial period for a relapse of bipolar disorder and postpartum
psychosis.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:Postpartum
PsychosisWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag
to report any questions that need improvement.Question 108: A 6-year-old boy is brought to the
clinic with problems at school. He has been underachieving, and his teachers complain about
his attitude in the school. His teachers state that "he is often seen gazing" and not concentrating
on the task that is given to him. He is interactive, but he does not have many friends in the
school. On physical examination, the child is oriented to time, place, and person, but he is busy
playing with his toys. Upon further questioning, his parents reveal that he was born at 35 weeks
without any complications. His family history is not significant, except for his grandfather
suffering from brain cancer and depression. Which of the following is the best possible way to
diagnose the child?Choices:1. Depression scale2. Detailed history and physical examination3.
MRI brain4. Ultrasound of the headAnswer: 2 - Detailed history and physical
examinationExplanations:The child is suffering from attention deficit hyperactivity disorder
(ADHD) and the best possible way to diagnose it is with history and physical examination.
History can give further clues as to if the child is suffering from impulsivity in different settings,
which would help in diagnosing the subtypes of attention deficit disorders.In order to diagnose
the child with ADHD, it is important to note all the characteristics of the child. If he is the oldest
son, the possibility of him having ADHD would increase thereafter. Moreso, if the child has never
been an achiever in his class, it means that the problem is chronic and it went undiagnosed
earlier.It is necessary to know about two settings so that ADHD is diagnosed. The symptoms
should be persistent and found in two different settings such as home and school.The child
being a boy increases the propensity of the diagnosis being ADD. MRI would show signs of
brain damage or smaller size of the frontal cortex but it is still not considered to be diagnostic for
ADD.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:Attention Deficit
Hyperactivity DisorderWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 109: A 16-year-old
female is brought by her mother to see a primary healthcare provider because of disturbing
behavior. She complains that the patient had always been outgoing and friendly and used to
share everything with her, but now, she is cold and withdrawn. She has also recently been
caught with illicit drugs in her school where her grades have been plummeting. On being
privately questioned, the patient attributes her changes to the recent move to a new
neighborhood. She identifies as bisexual and says her mother is unaware of her sexual
orientation. On further questioning, she admits to having no friends and believes that "life is over-
rated anyway." During the interview, the provider notices parallel scars on her wrist. What is the



appropriate next step in the management of this patient?Choices:1. Utilize the patient health
questionnaire2. Utilize the suicide risk screen3. Immediate treatment with fluoxetine
commenced4. Mandatory inpatient surveillance and treatment with citalopramAnswer: 2 - Utilize
the suicide risk screenExplanations:The patient in the question is exhibiting symptoms of
depression such as social withdrawal, use of illicit drugs, loss of interest, and anhedonia.Risk
factors for the development of suicide in this patient are social isolation, substance abuse, and
life-changing events like moving to a new neighborhood.Some of the signs suggestive of
impending suicide are the loss of interest in activities, abusing drugs, social isolation, self-harm,
etc.One of the first steps in management is to determine the severity and intensity of
depression, along with the risk of suicide. This is done by the use of questionnaires and of the
two, the most appropriate is the suicide risk screen, which is especially helpful in assessing
young patients.Go to the next page if you knew the correct answer, or click the link image(s)
below to further research the concepts in this question (if desired).Research Concepts:Suicide
Screening and PreventionWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 110: A 60-year-old
homeless man with a history of alcohol use disorder presents to the emergency department
after the police found him wandering around downtown, confused, and agitated. He is afebrile
with normal vitals. The physical exam is significant for cachexia, disorientation, agitation, and
ataxic gait. He had a normal TSH, complete blood count, complete metabolic panel, negative
alcohol level, and negative urine drug screen. Head imaging with a CT and MRI were significant
for mamillary body atrophy. At that time he was admitted to the hospital with a diagnosis of
Wernicke encephalopathy and treated with thiamine. Over the next several days his agitation
and gait improve, but he is persistently disoriented. Staff notes that he is confabulating,
concerning for Korsakoff syndrome. What are the two types of confabulation that are seen with
Korsakoff syndrome?Choices:1. Primary and secondary2. Provoked and unprovoked3. Real and
imaginary4. Spontaneous and provokedAnswer: 4 - Spontaneous and
provokedExplanations:Confabulation is divided into categorizations of provoked and
spontaneous.Spontaneous confabulations are not brought on by a specific trigger and are less
likely to be identified in an interview.Provoke confabulations are brought on with cues or direct
questioning of the patient and commonly are identified during an interview with patients with
Korsakoff syndrome.The onset of confabulations can occur several days to weeks after the
diagnosis of Korsakoff syndromeGo to the next page if you knew the correct answer, or click the
link image(s) below to further research the concepts in this question (if desired).Research
Concepts:ConfabulationWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 111: A 65-year-old
male with a history of depression, diabetes, and lung cancer presents to your office for his
mental health follow up. He is currently undergoing chemotherapy for his lung cancer. His
depression has been in remission for 1 year now. His medications include fluoxetine, metformin,
glipizide, cisplatin, docetaxel, prochlorperazine, and oxycodone. On examination, his legs are



frequently moving and he is restless. Upon questioning, he replies "it's been horrible! Ever since
I've had cancer, I can't seem to sit still!". What is the most likely cause?Choices:1. Docetaxel2.
Cisplatin3. Oxycodone4. ProchlorperazineAnswer: 4 - ProchlorperazineExplanations:Although a
cancer diagnosis is anxiety provoking for many individuals - persistent restlessness should first
involve a review of medications to rule out adverse drug reactions as an iatrogenic cause.The
patient is describing a persistent subjective restlessness known as akathisia.Prochlorperazine is
an anti-emetic that exerts its effects via dopaminergic receptor antagonism in the
chemoreceptor trigger zone to prevent emesis. Given the non-specificity of systemic agents, it is
most likely the cause for the patient's concerns. Stop the medication and consider an
alternative.The long term use of prochlorperazine increases the risk of developing tardive
dyskinesia.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:AkathisiaWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 112: A 22-year-old female patient presents
accompanied by her mother with mental health complaints. She reports that she had been
diagnosed with persistent depressive disorder in the past but has noticed that her mood has
been fluctuating lately. On examination, the patient appears talkative and reports racing
thoughts. She reports she has a history of feeling depressed but has noticed her mood has been
elevated for the past week. She is easily distracted and admits that she has been spending more
money lately including paying for a new tattoo impulsively. She states she feels like she does not
need to attend classes anymore at the local college because she already has learned
everything there she needs to know. She reports she has been coming up with plans for multiple
businesses she would like to start. Blood is drawn, and CBC, comprehensive metabolic profile,
and thyroid stimulating hormone are all within normal limits. Urine drug screen is negative. She
states that she has been stable on her prescribed sertraline for the past year but is unsure if she
is on the right medication. Which of the following is true?Choices:1. This patient cannot be
diagnosed with persistent depressive disorder because she is too old2. This patient cannot be
diagnosed with persistent depressive disorder because she meets the criteria for a manic
episode3. This patient's previous diagnosis of persistent depressive disorder excludes her from
a new diagnosis of bipolar disorder4. These symptoms are likely not causing clinically significant
distress to the patientAnswer: 2 - This patient cannot be diagnosed with persistent depressive
disorder because she meets the criteria for a manic episodeExplanations:There are several
exclusion criteria to the diagnosis of persistent depressive disorder including meeting or having
ever met criteria for a manic episode.Other exclusion criteria for a persistent depressive disorder
diagnosis include symptoms that are better explained by a psychotic disorder or medical/organic
cause.Persistent depressive disorder which represents a chronic form of depression has a
correlate which is cyclothymic disorder which represents a chronic form of mood
fluctuation.Persistent depressive disorder has a higher prevalence in female patients than male
patients.Go to the next page if you knew the correct answer, or click the link image(s) below to



further research the concepts in this question (if desired).Research Concepts:Persistent
Depressive DisorderWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 113: A 65-year-old
female with an alcohol use disorder is brought to the emergency department by her sister who
says she found her at home with a knife in her hand, talking to herself. When inquired as to who
she was talking to, the patient said she "wanted the little demons to go away." The patient
appears unkempt, is quiet, and compliant with her physical examination. At first, she refuses to
talk and has poor eye contact. Later, she says she wants to stop the voices in her head and
often thinks of putting a bullet in her skull. "But I would never do that," she says, "because who
would take care of my dog after I'm gone?" The patient had lost her husband to cancer seven
years ago and has no children. Which of the following most increases her risk for self-harm?
Choices:1. Loss of spouse2. No children3. Alcohol use disorder4. Delusions and
hallucinationsAnswer: 4 - Delusions and hallucinationsExplanations:Mental health assessment
is used to evaluate the potential for self-harm in patients.This involves a thorough evaluation of
appearance, thoughts, affect, judgment, insight, intellect, memory, orientation, and physical
exam findings.Generally, patients at risk for self-harm may be unkempt, have evidence of self-
inflicted injury on physical examination, and have abnormal thoughts such as hallucinations,
obsessions, and delusions. They may have impaired decision-making ability and display
abnormalities in memory or orientation. These people may appear anxious or distressed. On the
other hand, they may also be detached and display a flat affect.Of the answer choices provided,
impaired judgment is most worrisome for self-harm and even completed suicide.Go to the next
page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:Suicide Screening and PreventionWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 114: A 28-year-old male is brought to the
emergency department by police. The patient was found in a parking lot yelling at passing cars.
The patient is partially cooperative, has fair hygiene and appears anxious upon evaluation. He
states that he has been hearing voices telling him that the world is ending for the past two
weeks. He denies any current medical problems or recent drug use, which is corroborated by a
negative drug screen and normal labs. He denies any history of medical or psychiatric illness.
What is the most likely diagnosis?Choices:1. Schizophrenia, paranoid type2. Brief psychotic
disorder3. Schizophreniform disorder4. Schizotypal personality disorderAnswer: 2 - Brief
psychotic disorderExplanations:Brief psychotic disorder is a sudden onset of psychosis which
has occurred for greater than 1 day but less than 4 weeks and then followed by full
recovery.Only 1 type of psychosis, either hallucinations, delusions, disorganized speech, or
grossly disorganized or catatonic behavior is required to make the diagnosis of a brief psychotic
disorder.Brief psychotic disorder cannot be diagnosed in the context of drug intoxication or
withdrawal.Brief psychotic disorder is often seen in patients with comorbid personality
disorders.Go to the next page if you knew the correct answer, or click the link image(s) below to



further research the concepts in this question (if desired).Research Concepts:Brief Psychotic
DisorderWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag to
report any questions that need improvement.Question 115: A 38-year-old man with a history of
major depression and intravenous drug use presents to the emergency department due to
progressively worsening restlessness and agitation for the last few hours. The patient appears
drowsy and is unable to provide any specific information but states he was recently hospitalized
for over a week due to a "serious infection" that required intravenous antibiotics. He remembers
that the antibiotics caused "kidney issues," and he was switched to a different antibiotic. He was
subsequently discharged on a 2-week course of oral antibiotics. On examination, he is noted to
have a temperature of 41 C, diaphoresis, tachycardia, hypertension, clonus, and hyperreflexia.
There are several needle marks on his arms and feet, one of which appears to be indurated but
healing. Which of the following combinations of oral medications was this patient most likely
taking at home?Choices:1. Fluoxetine and vancomycin2. Citalopram and ondansetron3.
Sertraline and cephalexin4. Paroxetine and linezolidAnswer: 4 - Paroxetine and
linezolidExplanations:This patient may be presenting with signs and symptoms consistent with
serotonin syndrome. The answer choices provided are asking about drug-drug interactions
between an antidepressant and an antibiotic. Therefore it is essential to narrow down which
combination of drugs can cause increased serotonin activity that may lead to serotonin
syndrome. Selective serotonin reuptake inhibitors (SSRIs) are contraindicated in a patient who is
currently taking linezolid due to the potential risk of serotonin syndrome.The question stem
describes a person who is depressed and uses intravenous illicit drugs, which may be
presenting with serotonin syndrome. It is important to identify which antidepressants have
serotonergic activity. Paroxetine, sertraline, and fluoxetine are all SSRIs. Buproprion is a
dopamine and norepinephrine reuptake inhibitor and therefore is not likely to cause serotonin
syndrome. Paroxetine has more anticholinergic activity and can be more likely to cause
autonomic dysfunction.Another approach to this question is understanding antibiotic use. This
patient may have been recently infected with MRSA bacteremia. The question stem states that
his initial intravenous antibiotic was discontinued due to adverse renal effects. Vancomycin is
often the first-line agent used to treat methicillin-resistant Staphylococcus aureus (MRSA) but is
also nephrotoxic. Therefore, vancomycin is unlikely the answer choice. Of the remaining choices,
only linezolid is indicated for treating MRSA. The combination of linezolid with SSRIs puts
patients at risk for developing serotonin syndrome.Concurrent use of linezolid and SSRIs is
contraindicated because of the development of serotonin syndrome.Go to the next page if you
knew the correct answer, or click the link image(s) below to further research the concepts in this
question (if desired).Research Concepts:Selective Serotonin Reuptake InhibitorsWe update
eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 116: A 55-year-old male presents to the emergency
department with complaints of excessive sweating, shortness of breath, and choking for the past
2 hours. He is accompanied by his wife, who describes the patient as being over-concerned



about the things that are happening in his life. On physical examination, the blood pressure is
130/80 mmHg, the pulse is 78/min, and the respiratory rate is 12/min. He is fearful of receiving
any medication as he previously stopped taking a prescription after his symptoms worsened
upon its initiation. Which of the following is the most appropriate treatment for this patient?
Choices:1. Escitalopram2. Clonazepam and paroxetine3. Fluoxetine4. Imipramine and
alprazolamAnswer: 2 - Clonazepam and paroxetineExplanations:Selective serotonin reuptake
inhibitors (SSRIs) are the treatment of choice for panic disorder. They can be given without
benzodiazepines, but they are also provided in select cases with benzodiazepines.Fluoxetine
may increase anxiety at first and can cause noncompliance in patients. It is thus recommended
that some patients should have a bridging of SSRIs with benzodiazepines.Given the presence of
persistent anxiety, a concomitant benzodiazepine would be appropriate until the SSRI takes
effect.A tricyclic antidepressant is not recommended as the first-line treatment for panic attacks.
Clonazepam acts as a long-acting benzodiazepine and can be very helpful in patients with
severe panic attacks.Go to the next page if you knew the correct answer, or click the link
image(s) below to further research the concepts in this question (if desired).Research
Concepts:Panic DisorderWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 117: A 5-year-old
previously healthy male is brought to the clinic because of severe nighttime episodes. Within one
hour of falling asleep his parents hear him screaming and thrashing in his bed. They try to
console him and wake him up, but he appears extremely sedated and abruptly falls back to
sleep. He does not recall the episodes. What is the best treatment for this disorder?Choices:1.
Diazepam2. Melatonin3. Reassurance4. Dopamine agonistsAnswer: 3 -
ReassuranceExplanations:Sleep terrors or night terrors rarely are treated pharmacologically and
are considered self-limiting. If it is affecting the patient's quality of life, then a low dose of
diazepam may be indicated. However, this is rare.Dopamine agonists and melatonin have not
been studied enough for the safe treatment of night terrors.The child should not be awakened
during the episode.Scheduled awakenings may decrease the occurrence of night terrors.Go to
the next page if you knew the correct answer, or click the link image(s) below to further research
the concepts in this question (if desired).Research Concepts:Night TerrorsWe update eBooks
quarterly and Apps daily based on user feedback. Please tap flag to report any questions that
need improvement.Question 118: A 54-year-old patient with a history of depression on
phenelzine had general anesthesia for an elective orthopedic procedure. She was given nitrous
oxide, isoflurane, cisatracurium, and meperidine and had a seizure in recovery. A drug screen
revealed the patient had methamphetamine in her system. She was diagnosed with serotonin
syndrome. Which two drugs were most likely responsible for her condition?Choices:1.
Phenelzine and nitrous oxide2. Isoflurane and cisatracurium3. Phenelzine and
methamphetamine4. Isoflurane and methamphetamineAnswer: 3 - Phenelzine and
methamphetamineExplanations:Both phenelzine and methamphetamine can affect serotonin
physiology.Isoflurane and cisatracurium could cause similar symptoms secondary to malignant



hyperthermia.Serotonin syndrome occurs following use of serotonergic drugs. The degree of
symptoms can range from mild to severe. Symptoms include hyperthermia, agitation, increased
reflexes, tremor, sweating, dilated pupils, and diarrhea. Temperature can increase to greater
than 41.1 C. Complications include seizures and extensive muscle breakdown.Treatment
consists of stopping the serotonin. In those who are agitated, benzodiazepines and a serotonin
antagonist such as cyproheptadine may be used. In those with hyperthermia, active cooling
measures may be needed. With treatment, the risk of death is less than 1%.Go to the next page
if you knew the correct answer, or click the link image(s) below to further research the concepts
in this question (if desired).Research Concepts:Serotonin SyndromeWe update eBooks
quarterly and Apps daily based on user feedback. Please tap flag to report any questions that
need improvement.Question 119: A 27-year-old female with a history of obsessive-compulsive
disorder (OCD) presents to her doctor after having a positive home pregnancy test. The patient
reports that her OCD has remained in remission for 4 years on clomipramine. Which of the
following should be advised to the patient in regards to the risk of clomipramine during
pregnancy?Choices:1. Clomipramine Increases the risk of Ebstein's anomaly2. Clomipramine
Increases the risk of cleft palate3. Clomipramine Increases the risk of neural tube defects4.
Clomipramine Increases the risk of congenital heart defectsAnswer: 4 - Clomipramine Increases
the risk of congenital heart defectsExplanations:Clomipramine has not been shown to increase
the risk of Ebstein anomaly. Lithium has the strongest relation to the development of this
anomaly.Clomipramine has not been shown to increase the risk of cleft palate. Anticonvulsant
drugs such as valproic acid and topiramate have shown to increase this risk.Clomipramine has
not been shown to increase the risk of neural tube defects. Methotrexate has shown to increase
this risk.Congenital heart defects, lethargy, and withdrawal are the adverse effects found in
infants exposed to clomipramine.Go to the next page if you knew the correct answer, or click the
link image(s) below to further research the concepts in this question (if desired).Research
Concepts:ClomipramineWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 120: A 14-year-old
African American female with no past psychiatric history is brought to the office for evaluation.
The school's counselor recommended evaluation after displaying concerning behavior of
skipping classes and not working well with others. On the initial interview, the patient claims that
she is perfectly fine and did not need to be there. Despite the patient's reluctance to be open,
which of the following observations from her appearance is most significant for a possible
psychiatric condition?Choices:1. Wearing a school uniform2. Parallel superficial cuts on
forearms3. Cast on the left leg4. Good hygieneAnswer: 2 - Parallel superficial cuts on
forearmsExplanations:A patient's appearance can give a significant amount of information
regarding the patient. It is important to note what they are wearing, their grooming and hygiene,
and if they have any tattoos or scars. The parallel superficial cuts on the forearms are seen in
patient's that self-harm and warrant further evaluation for such behavior.A patient's appearance
is evaluated through observation. This can be done within the first seconds of clinical



introduction as well as noted throughout the interview.Scars tell stories about old significant
injuries from accidental trauma, harm caused by another individual, or self-inflicted harm. Self-
inflicted injuries frequently include superficial cutting, needle tracks from IV drug use, or past
suicide attempts. If rapport and trust have been built with a patient, a practitioner may be able to
ask the patient about the story behind such scars.Grooming and hygiene can give an idea of a
patient’s level of functioning. Those with poor hygiene and grooming generally denote that in the
context of their mental illness that they currently have poor functioning. The way a patient
dresses can tell a lot about a patient's circumstances and their level of functioning.Go to the next
page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:Mental Status ExaminationWe update
eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 121: A 30-year-old female is being evaluated at her
primary care physician's office for insomnia, loss of pleasure, and poor concentration. Past
medical history includes anorexia nervosa. She has been in remission for one year and regularly
follows with a nutritionist and psychologist for dietary and cognitive behavioral therapies,
respectively. The patient takes a multivitamin, denies alcohol or illicit drug use, and is not
sexually active. Vital signs are stable, and the body mass index is 21 kg/m2. Physical
examination reveals a well-developed female in no acute distress without lid lag or resting
tremor. Cardiac auscultation reveals a regular rate without murmurs. Neurologic exam is
negative for focal deficits. Urine beta-hCG is negative, hemoglobin is 12.9 mg/dL (12-16 mg/dL),
and TSH is 2.5 IU/L (0.5-5.0 IU/L). Electrocardiogram demonstrates normal sinus rhythm with a
QT interval of 430 msec. In addition to continuing cognitive behavioral therapy, which of the
following is the most appropriate next step in management?Choices:1. Bupropion2.
Citalopram3. Clomipramine4. OlanzapineAnswer: 2 - CitalopramExplanations:Patients with
anorexia nervosa and comorbid psychiatric disorders may benefit from serotonin selective
reuptake inhibitors (SSRIs).Patients who do not respond to SSRIs may need a second-
generation antipsychotics such as quetiapine.Tricyclic antidepressants (TCAs) are less-
preferred due to concerns about cardiotoxicity, especially in malnourished patients. Bupropion is
contraindicated in patients with eating disorders due to the increased risk of seizures.For acutely
ill patients who fail to gain weight despite nutritional rehabilitation and psychotherapy, consider
olanzapine.Go to the next page if you knew the correct answer, or click the link image(s) below
to further research the concepts in this question (if desired).Research Concepts:CitalopramWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Section 2Question 122: A 46-year-old male comes to your
clinic stating that he feels he is useless to everyone around him. This feeling has caused him to
lose sleep, and now he averages only 2 to 3 hours a night. He is constantly getting scolded by
his boss at work for poor performance, which he attributes to difficulty concentrating. A former
competitive bodybuilder, he now does not enjoy going to the gym at all. He states that he always
feels tired and has no energy. He also states that he has felt this way for 1 month and is “sick of



feeling this way.” You decide to prescribe desvenlafaxine to treat his symptoms. Why would the
provider recommend this drug to treat this patient?Choices:1. To treat his panic disorder2. To
treat his posttraumatic stress disorder3. To treat his depression4. To treat his
schizophreniaAnswer: 3 - To treat his depressionExplanations:Desvenlafaxine is FDA approved
to treat major depressive disorder.The symptoms of major depressive disorder include suicidal
ideation, anhedonia, feelings of guilt or worthlessness, decreased energy, changes in sleep
pattern, decreased concentration, psychomotor agitation, and change in appetite.Patient must
have at least five symptoms for at least 2 weeks.The first line of medication used to treat major
depressive disorder are serotonin reuptake inhibitors (SSRIs) or serotonin-norepinephrine
reuptake inhibitors (SNRIs).Go to the next page if you knew the correct answer, or click the link
image(s) below to further research the concepts in this question (if desired).Research
Concepts:DesvenlafaxineWe update eBooks quarterly and Apps daily based on user feedback.
Please tap flag to report any questions that need improvement.Question 123: A female is
brought in to the emergency department with a complaint of feeling restless and intermittent
head tilting and stiffness. Upon review of the patient's electronic medical record, it is noted that
she was seen at the same emergency department earlier the same day for aggressiveness and
extreme agitation requiring chemical restraint with medications, and subsequently discharged
after psychiatric clearance. She is alert and oriented with no focal neurological deficits, but she is
noted to have muscle spasm of the neck and bizarre ocular movements. The medication of
choice to treat her symptoms works through which of the following mechanism?Choices:1. A
competitive antagonist of muscarinic acetylcholine receptors2. An antagonist of 5-HT
receptors3. An antagonist of ryanodine receptors4. An antagonist of D2 receptorsAnswer: 1 - A
competitive antagonist of muscarinic acetylcholine receptorsExplanations:This patient is
experiencing an acute dystonic reaction from the medication she received during her first
emergency department visit for agitation, which was likely an antipsychotic, which is due to
excess cholinergic activity, which can be blocked with diphenhydramine which has
anticholinergic properties.The H1 receptor is similar to muscarinic receptors. Therefore,
diphenhydramine also acts as an antimuscarinic; it is a competitive antagonist of the muscarinic
acetylcholine receptor.Diphenhydramine primarily works by antagonizing the H1 (histamine 1)
receptor, although it has other mechanisms of action as well. The H1 receptor is located on
respiratory smooth muscles, vascular endothelial cells, the gastrointestinal tract (GIT), cardiac
tissue, immune cells, the uterus, and the central nervous system (CNS) neurons. When the H1
receptor is stimulated in these tissues it produces a wide variety of actions including increased
vascular permeability, promotion of vasodilation causing flushing, decreased atrioventricular
(AV) node conduction time, stimulation of sensory nerves of airways producing coughing,
smooth muscle contraction of bronchi and GIT, and eosinophilic chemotaxis promoting the
allergic immune response.5-HT antagonists, like cyproheptadine, is an antiserotonergic agent
that is the treatment for serotonin syndrome, which presents with cognitive, autonomic, and
neuromuscular dysfunction. Classic features include agitation, altered mental status,



hyperthermia, diaphoresis, hyperreflexia, myoclonus, and muscle rigidity. Antagonizing
ryanodine receptors is the mechanism of action of dantrolene, which inhibits the release of
calcium from the sarcoplasmic reticulum, thereby causing smooth muscle relaxation. It is used in
patients with neuroleptic malignant syndrome. Antagonizing D2 receptors is actually what led to
the dystonia, as with medications like haloperidol.Go to the next page if you knew the correct
answer, or click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:DiphenhydramineWe update eBooks quarterly and Apps daily
based on user feedback. Please tap flag to report any questions that need
improvement.Question 124: A 7-year-old boy is brought to the office as the parents have
concerns about his behavior and performance in school over the past 6 months. His teacher has
noticed that he is disruptive in class, cannot sit still at his desk, inappropriately blurts out
answers to questions without being on, and has difficulty staying on task to complete his daily
assignments. His performance on school exams has dropped, which the teacher believes to be
due to making more careless mistakes. Also, his hockey coach has reported that he often
cannot wait his turn in line during drills. Which of the following is the best next step in the
management of this patient?Choices:1. Prescribe methylphenidate alone2. Behavioral therapies
such as social skills, parent management training, and psychotherapy only3. Prescribe
methylphenidate in combination with other behavioral therapies as this is more effective4.
Prescribe atomoxetine aloneAnswer: 3 - Prescribe methylphenidate in combination with other
behavioral therapies as this is more effectiveExplanations:The diagnosis of attention deficit
hyperactivity disorder (ADHD) requires at least 6 or more symptoms of hyperactivity/impulsivity
over the past 6 months and presents before the age of 12 years old. Symptoms must be present
in more than one setting or environment such as home, school, church, and sports
activities.Medication management with methylphenidate is most beneficial in controlling
systems when used along with other behavioral therapies, such as social skills training,
psychotherapy, and parent management training.Methylphenidate and stimulants, in general,
should not be administered to children under 6 years of age as its safety has not been fully
established and could lead to learning impairments.Atomoxetine, a norepinephrine reuptake
inhibitor, can be given as first-line treatment in combination with behavioral therapies for ADHD
in those with a family history of substance use, individuals with tics, or patients with co-morbid
anxiety disorders.Go to the next page if you knew the correct answer, or click the link image(s)
below to further research the concepts in this question (if desired).Research Concepts:Attention
Deficit Hyperactivity DisorderWe update eBooks quarterly and Apps daily based on user
feedback. Please tap flag to report any questions that need improvement.Question 125: A 16-
year-old boy from India is brought to the clinic for excessive oral manipulation of objects, bulimia,
and frequent manipulation of genitals. He tries to misbehave with ladies in the public and
engages in frequent masturbation. He is also complaining of frequent episodes of headache for
the past one month. Which of the following cranial nerves is most likely to be affected by the
patient's condition?Choices:1. CN-52. CN-63. CN-74. CN-8Answer: 2 - CN-6Explanations:The



patient is most likely to have Kluver Bucy Syndrome (KBS) secondary to central nervous system
(CNS) tuberculosis.KBS usually presents with hyperorality, hypersexuality, bulimia, placidity, and
visual agnosia.Tuberculous infection is common in India.The sixth cranial nerve is most
commonly affected in CNS tuberculosis.Go to the next page if you knew the correct answer, or
click the link image(s) below to further research the concepts in this question (if
desired).Research Concepts:Kluver Bucy SyndromeWe update eBooks quarterly and Apps
daily based on user feedback. Please tap flag to report any questions that need
improvement.Question 126: A 47-year-old male presents to the emergency department by the
paramedics with confusion, sweating, myoclonus, and increased heart rate. His wife explains
that his provider just switched his medication from phenelzine to clomipramine. What antidote
should be given to the patient?Choices:1. Flumazenil2. Cyproheptadine3. Naloxone4. N-
acetylcysteineAnswer: 2 - CyproheptadineExplanations:Cyproheptadine is the antidote for
serotonin syndrome due to clomipramine, not flumazenil. Flumazenil is the antidote for
benzodiazepine overdose.Cyproheptadine is the antidote for serotonin syndrome. In this case,
the patient was switched from monoamine oxidase inhibitor, phenelzine to a tricyclic
antidepressant (TCA), clomipramine. Clomipramine is the most serotonergic TCA, with a higher
risk of causing serotonin syndrome. Serotonin syndrome presents with a triad of altered mental
status, myoclonus, and autonomic dysregulation; which should be monitored in patients taking
clomipramine along with other serotonergic medications.Cyproheptadine is the antidote for
serotonin syndrome due to clomipramine, not naloxone. Naloxone is the antidote for opiate
overdose.Cyproheptadine is the antidote for serotonin syndrome due to clomipramine, not N-
acetylcysteine. N-acetylcysteine is the antidote for acetaminophen overdose.Go to the next
page if you knew the correct answer, or click the link image(s) below to further research the
concepts in this question (if desired).Research Concepts:ClomipramineWe update eBooks
quarterly and Apps daily based on user feedback. Please tap flag to report any questions that
need improvement.Question 127: Every morning a 5-year-old female refuses to go to
kindergarten. Her teacher meets her mother at the car in front of the school and brings the child
into the school. The girl sobs for 30 to 45 minutes before she settles down to start her day. She
often asks to call her mother throughout the day and sometimes her mother has been called due
to the child's fear that something bad has happened. The child also has trouble being left with
babysitters. These behaviors started when her parents went away on vacation 1 year ago and
got into a car accident. What is the most likely diagnosis?Choices:1. Social anxiety disorder2.
Generalized anxiety disorder3. Separation anxiety disorder4. Behavioral disorder not otherwise
specifiedAnswer: 3 - Separation anxiety disorderExplanations:The mean age of separation
anxiety disorder onset is 7.5 years of age. It is characterized by excessive anxiety when faced
with separating from the primary caregiver.The expressed anxiety is considered out of
proportion to what would be expected for a typically developing child of that age.Children with
separation anxiety often fear that some harm will come to their caregiver. They want to know
their caregiver's whereabouts more often than other children.According to the Diagnostic and



Statistical Manual of Mental Disorders (DSM-5), symptoms must last for at least 4 weeks and
occur before 18 years of age.Go to the next page if you knew the correct answer, or click the link
image(s) below to further research the concepts in this question (if desired).Research
Concepts:Separation AnxietyWe update eBooks quarterly and Apps daily based on user
feedback. Please tap flag to report any questions that need improvement.Question 128: A 25-
year-old white female presents to your office complaining of abdominal distention and vomiting
for the last two weeks. She has a past medical history significant for mild clinical depression.
She has a family history significant for alcohol use disorder in her father and hypertension in her
mother. Her only medications are a multivitamin and an ethinyl estradiol/levonorgestrel
combination birth control pill, which she reports taking at 8 pm nightly. She is sexually active with
one male partner, exercises four times a week, and drinks two glasses of wine per month. She
denies changes in her diet, recent travel, or sick contacts. After further evaluation and testing, it
is determined that she is nine weeks pregnant. She is shocked by this news as she continues to
claim consistency with her birth control bill. What herbal supplement has she most likely started
taking?Choices:1. Saffron stigma2. Folate3. St. John's Wort4. ZincAnswer: 3 - St. John's
WortExplanations:Saffron stigma has been reported to help treat mild to moderate depression
but would have no interaction with the efficacy of her birth control.Folate has been linked to
increasing the efficacy of anti-depressants and is also used to help with the prevention of neural
tube birth defects. This patient was not preparing for pregnancy and is not taking an anti-
depressant. Additionally, folate would have no interaction with the efficacy of this patient’s birth
control.St. Johns wort is an herb commonly used to treat depression and is also a cytochrome
P450 inducer which can decrease the efficacy of estrogen-based birth control pills by increasing
the rate of degradation by the liver.Zinc is best known for its claim in helping prevent the severity
of cold-like symptoms when taken early, but low levels of zinc have reported associations with
depression. Taking zinc supplements would not interact with the efficacy of this patient’s birth
control.Go to the next page if you knew the correct answer, or click the link image(s) below to
further research the concepts in this question (if desired).Research Concepts:St. John's WortWe
update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any
questions that need improvement.Question 129: A 12-year-old girl presents to the office for a
follow-up visit. One year ago, the patient had significant difficulty with school classes, socializing
with classmates, and scored 65 on an IQ test. The patient was diagnosed with mild intellectual
disability. During this visit, the patient reportedly has improved school grades and scores 90 on
the IQ test. What most likely caused the patient’s difficulty one year ago?Choices:1. Down
syndrome2. Rett syndrome3. Learning disability4. Family maltreatmentAnswer: 4 - Family
maltreatmentExplanations:Intellectual disability is irreversible and permanent.This child’s
dramatic cognitive improvement leads away from an intellectual disability.Childhood abuse and
untreated medical conditions must be investigated.Other choices cause permanent cognitive
impairment.Go to the next page if you knew the correct answer, or click the link image(s) below
to further research the concepts in this question (if desired).Research Concepts:Intellectual



DisabilityWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag
to report any questions that need improvement.Question 130: A 16-year-old female with no
significant medical history presents to the emergency department with generalized weakness.
She reports that for the past year, she has been using her fingers to force herself to vomit
approximately five times per week after eating abnormally large meals. On examination, she has
dry mucous membranes with poor skin turgor. Her vital signs are within normal limits. Which of
the following is the next best step in the management of this patient?Choices:1. Initiating
cognitive behavioral therapy2. Initiating omeprazole3. Initiating fluoxetine4. Initiating intravenous
normal salineAnswer: 4 - Initiating intravenous normal salineExplanations:This patient's history
is consistent with bulimia nervosa. Her symptoms are likely the result of metabolic
derangements and dehydration from self-induced vomiting. Excessive vomiting often leads to
metabolic alkalosis, due to loss of hydrogen ions and from volume contraction due to
dehydration. In this case, the physical exam is consistent with dehydration. In addition to the
cessation of self-induced vomiting, it is necessary to correct the metabolic abnormalities by
isotonic fluid replacement. The patient may also have developed hypokalemia, which should be
addressed if present.Normal saline infusion corrects the fluid volume depletion caused by
vomiting. In a hospital setting, this may be administered intravenously. In an outpatient setting,
the patient may be encouraged to maintain adequate hydration by taking an oral rehydration
solution.Patients in the hospital with bulimia nervosa who are administered intravenous fluids
should be monitored for signs of volume overload. Intravenous saline is not indicated for patients
with bulimia nervosa who demonstrate signs of volume overload.This patient presents with
complications caused by her self-induced vomiting. The most urgent step in this patient's
treatment is to address the metabolic abnormality. While a psychiatric evaluation is warranted
and fluoxetine with cognitive behavioral therapy is indicated for the treatment of her bulimia
nervosa, these should be pursued after the correction of her dehydration.
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