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3. Which one of the following is the MOST appropriate screening test for renal artery stenosis in this patient?

(A) Duplex ultrasound.

(B) Magnetic resonance angiography (MRA).

(C) Computerized tomographic angiography (CTA).

(D) Digital subtraction angiography.

(E) ACE-inhibitor augmented renogram.

4. According to recommendations from the NKF, which one of the following measurements is NOT indicated 
to assess for metabolic consequences of CKD?

(A) Hemoglobin/hematocrit.

(B) Parathyroid hormone (PTH).

(C) Thyroid stimulating hormone.

(D) Serum calcium.

(E) Vitamin D.

5. Which one of the following statements is INCORRECT regarding the use of ACE-inhibitors in this patient?

(A) They would be likely to reduce progression of urinary albumin excretion over the long term.

(B) They may cause a short-term decrease in glomerular filtration rate.

(C) They may lead to significant hyperkalemia.

(D) They should be initiated only after better blood pressure control is attained.

(E) They have not been studied as widely as angiotensin receptor blockers (ARBs) in patients with type 2
diabetes and CKD.

6. If diuretic therapy is to be added to improve blood pressure control, according to guidelines from the 
American Diabetes Association (ADA) which one of the following is the MOST appropriate diuretic class 
to use in this patient?

(A) Thiazide-type diuretic.

(B) Loop diuretic.

(C) Aldosterone Antagonist.

(D) Other potassium-sparing diuretic.

7. A 67-year-old man with type 2 diabetes, hypertension, and dyslipidemia presents to your office for routine 6-month
follow-up. Past surgical history is notable for a right carotid endarterectomy 3 years prior. At his last visit 6 months
ago his BP was 128/78 mm Hg and his serum creatinine was 1.2 mg/dL (eGFR = 64). Now his BP is 144/86 mm Hg
and serum creatinine is 1.5 mg/dL. Examination is notable for a peri-umbilical mixed systolic-diastolic bruit.

You obtain a magnetic resonance angiogram that demonstrates the following:
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29. Which one of the following statements is CORRECT regarding use of beta blockers in this patient?

(A) They should be avoided in this patient due to the risk of masking hypoglycemia after starting glucose
lowering medications.

(B) They are contraindicated in this patient given her history of heart failure.

(C) They are not indicated in this patient because BP is already 130/80 mm Hg.

(D) They are indicated to reduce mortality.

30. According to the Adult Treatment Panel (ATP) National Cholesterol Education Program (NCEP) recommenda-
tions, which one of the following is NOT recommended to lower LDL-C?

(A) Dietary fiber.

(B) Plant stanol or sterol supplements.

(C) Omega-3 supplements.

(D) Diet with 7% of calories from saturated fat.

(E) No trans fat diet.

31. You are seeing a 43-year-old Caucasian man with known hypertension and type 2 diabetes. Blood pressure in the
office has been on average 135–140/85–90 mm Hg. He has been on the same medications over the last few visits.
He states that his blood pressure at home, when taken on an automated device, is usually 120–125/70–75 mm Hg,
but he brings with him no documentation. Renal function has been normal and there is no history of heart failure.

Medications include:

You obtain a 24-hour ambulatory BP monitor that demonstrates the following:

31. Based on the results of his 24-hour ambulatory monitor, which one of the following alterations in medication would
be MOST appropriate at this time?

(A) No change in medications.

(B) Add amlodipine 5 mg/day.

(C) Add verapamil 240 mg/day.

(D) Change HCTZ to furosemide 20 mg/day.
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Item 45 Answer C

The ADA states that a graded exercise test with electrocardiogram (ECG) monitoring should be seriously considered
before undertaking aerobic physical activity with intensity exceeding the demands of everyday living (more intense than
brisk walking) in previously sedentary patients with diabetes whose 10-year risk of a coronary event is likely to be 10%.
A diet prescription that focuses on the foods the patient is used to eating should also be implemented.

This patient’s 39-year-old sister does not have a 10-year risk of coronary event 10% (her risk is 5%) and, therefore,
a stress test is not recommended. In regard to treatment, the ADA recommends early intervention with metformin in
combination with lifestyle changes (Figure 1). The ADA does not recommend low-carbohydrate diets (restricting to
total carbohydrate ( 130 g/day). The long-term effects of these diets are unknown, and although such diets produce
short-term weight loss, maintenance of weight loss is similar to that from low-fat diets and the impact on cardiovascular
disease risk profile is uncertain. Monitoring carbohydrate, whether by carbohydrate counting, exchanges, or experience-
based estimation, remains a key strategy in achieving glycemic control. For individuals with diabetes, the use of glycemic
index and glycemic load may provide a modest additional benefit for glycemic control over that observed when total
carbohydrate is considered alone. Therefore, there is not sufficient evidence to recommend use of glycemic index 
or glycemic load for prevention of diabetes, although foods high in fiber are encouraged.

Figure 1. Algorithm for the Metabolic Management of Type 2 Diabetes

Reinforce lifestyle intervention at every visit and check A1C every 3 months until A1C is 7% and then at least every 6 months. The interventions should be
changed if A1C is 7%.

a Sulfonylureas other than glybenclamide (glyburide) or chlorpropamide.
b Insufficient clinical use to be confident regarding safety.

American Diabetes Association. Diabetes Care 2009 Jan;32:193–203.

Sulfonylurea and glitazone are recommended as add-on therapy to metformin if the A1C is 7.0%. Even though this
patient has low HDL and glitazone has diabetic dyslipidemic benefits and sulfonylurea lowers glucose rapidly, the
primary initial therapy should be metformin due to cost considerations, the absence of hypoglycemia, and evidence 
of benefit.
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Tier 1: Well-validated core therapies

At diagnosis:

Lifestyle
+

Metformin

Lifestyle + Metformin
+

Basal insulin

Lifestyle + Metformin
+

Intensive insulin

Lifestyle + Metformin
+

GLP-1 agonistb

No hypoglycemia
Weight loss

Nausea/vomiting

Lifestyle + Metformin
+

Pioglitazone
No hypoglycemia

Oedema/CHF
Bone loss

Lifestyle + Metformin
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Tier 2: Less well-validated therapies

STEP 3
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