5 b. EXAMPLE OF VIGNETTES TO TEST COMPETENCE 
Individual scores of answer corrected should be totaled and averaged by question and then added to the evaluation summary for the CME event.  ATS encourages Chapters to add this type of evaluation to their repertoire. 

Name:  ___________________________________________ Date:  _________

Nuts and Bolts of Obstructive Pulmonary Diseases (Practical Management of COPD & Asthma)
September 29, 2007

Please read each questions carefully and circle the best answer, some questions may have multiple answers.  

Mr. Smith is a 65 year old man with a history of hypertension who presents to your office for routine check-up.  He has been doing well but on review of systems admits to noticing increased breathlessness while walking in the mall with his wife.  He denies associated chest pain or diaphoresis.  He has a 60-pack year smoking history but quit 10 years ago.  Patient had a recent stress echocardiogram that was normal.  To better characterize his lung condition, you order pulmonary function tests and suggest he return in 2 weeks for results.
1.  What are the initial tests you may order to better diagnose the cause of his dyspnea?

a) PA and lateral chest X-ray.

b) CAT scan of the chest.

c) Spirometry with lung volumes and diffusion capacity.

d) Pulse-oximetry at rest.

e) All except b.

2.  You obtain result of the pulmonary function tests which document FEV1/FVC ratio of 45% predicted, FEV1 of 30% of predicted, and a low diffusion capacity at 40% of predicted.  Your next management plan would be to:

a) Send patient home with a prescription for prednisone 10 mg/day. 

b) Prescribe an inhaled corticosteroid with as needed albuterol/atrovent rescue inhaler.

c) Evaluate patient for at-rest and exertional oxygen supplementation needs.

d) Consider pulmonary referral.
e) All except a.

3.  Acceptable criteria for long-term oxygen supplementation therapy include: 
     (Circle all that apply)
a) Dyspnea with exertion.
b) Hypoxemia with non-invasive pulse-oximetry 88% or less at rest or with exercise.
c) PaO2 on arterial blood gas measurement in a Medicaire-qualified laboratory of 56-59 mm Hg or less or pulse-oximetry of 89% with subsequent blood gas measurement in 60 to 90 days to reassess medical necessity.

d) Pneumonia.

4.  When interpreting and evaluating a pulmonary function test (spirometry), what are important factors to consider?

a) Time since last bronchodilator treatment.

b) Quality of start of exhalation.

c) FEV1/FVC ratio.
d) Patient’s age, height, and weight.

e) All of the above.

5.  Strategies for increasing the likelihood of smoking cessation include:
a) Counseling patient to quit.

b) Prescribing nicotine replacement therapy.

c) Setting a quit date.

d) Asking patient to call when they are smoke-fee.

e) First three of the above.

6.  Which of the following is a true statement about asthma:

a) Asthma is a chronic inflammatory disease of  the bronchial airway 

b) The airway obstruction is partially or completely reversible

c) Persistent inflammation may result in cellular damage, airway remodeling and worsening lung function

d) Inflammation causes bronchial hyperresponsiveness

e) Treating acute symptoms and targeting chronic inflammation is essential to successful asthma management

f) All of the above

JP, your 37 year old patient, is in your office today for asthma follow-up.  He has been doing quite well since you prescribed fluticasone 110ug 2 puff bid  2 months ago after his ED visit.  He has not presented to ED since his last visit.   He has been using   Albuterol at least once a day and has had nocturnal coughing and wheezing 1-2 times a week.   Physical examination revealed mild diffuse expiratory wheezing.  His spirometry today shows FVC 93% of predicted, FEV1 75% of predicted and FEV1/FVC 80% of predicted.  
7.  You decide that his asthma is still not well controlled and his medications should be modified.  How?  
a) Add oral corticosteroids

b) Prescribe a combination treatment adding LABA (long-acting beta-agonist) to his current ICS (inhaled corticosteroid)

c) Further increase ICS to higher dose

d) Prescribe a combination of a leukotrine antagonist  and LABA

8.  Patient returns 6 weeks later for follow up after medication changes.  He has adhered to his asthma medications and doing very well with his asthma.  His FVC is 96% of predicted, FEV1 80% of predicted and FEV1/FVC 95% of predicted.  However he has had increasing nasal congestion and feels miserable.  He requires albuterol use once every 2 weeks and has had nocturnal awakening 2 times a week, not due to asthma but his severe nasal congestion and sneezing.  You also learn that, for years, he has had severe nasal and asthma symptoms during certain time of the year when he often had ED visits.  You then decide to: (circle all that apply):
a) Add inhaled nasal corticosteroids 

b) DC inhaled corticosteroids since he is doing well with asthma and has a normal spirometry today

c) Add  oral antihistamine
d) Refer to specialist for allergy evaluation and further management of his asthma

9.  After consultation with the specialist last year, patient was started on immunotherapy to various allergens and has done very well with his allergic rhinitis and asthma.  He didn’t return for follow-up until today, 1 1/2 year later, because of increasing asthma symptoms.  You learn that he has been off his asthma medications since 4 months ago because “I thought my asthma was cured”.  He has been using albuterol 1-2 times a day for the past 3-4 months and waking up at night due to wheezing and cough once a week.  Which of the following would be the best recommendations: (circle all that apply): 
a) Resume ICS and continue as needed albuterol

b) Prescribe Leukotrine modifier as monotherapy and continue as needed albuterol

c) Prescribe LABA as monotherapy and continue as needed albuterol

d) Asthma educations including treatment goal, pathophysiology, pharmachotherapy, proper use of inhaler, environmental control, importance of avoidance of triggers, adherence to asthma medications and follow-up visits.

( Developed for CME jointly sponsored with the Ohio Thoracic Society and submitted to ATS in 2007 by Dr. Amy Chuang.) 
5.c A discontinued vignette about pulmonary care

Pulmonary Disease
12137
Medical Content: Infectious Diseases and Asthma

Topic: Pneumonia (multilobar, community-acquired) in 80-y-o man with asthma who is responding well to treatment – therapy (continue current regimen)

 ADVANCE \u 7

You are asked to see an 80-year-old man who was hospitalized four days ago because of pneumonia.  Three weeks prior to admission, the patient developed an upper respiratory tract infection.  The infection was improving until five days ago, when high fever and purulent sputum production developed.  Chest radiograph revealed multilobar pneumonia.  On admission, ceftriaxone was begun.  Since then, the patient has improved clinically but has a persistent low-grade fever.  Blood cultures have shown no growth, and sputum cultures have grown only mixed flora.  Medical history is otherwise unremarkable, except for intermittent asthma for which he uses inhaled beclomethasone and albuterol by metered-dose inhaler as needed.  His beclomethasone inhaler therapy has continued since admission, and he has not used his as-needed albuterol inhaler.

On physical examination the patient is alert and appears fit.  He is coughing well.  Temperature is 37.8 C (100.0 F).  Mild prolongation of forced expiration and scattered crackles are noted.  The remainder of the examination, including mental status examination, is normal.  Repeat chest radiograph is unchanged.

Which of the following should you recommend?


(A)

Continue the current regimen unchanged


(B)

Add chest physiotherapy to the current regimen


(C)

Add an aminoglycoside to the current regimen


(D)

Add prednisone, 40 mg daily, to the current regimen


(E)

Perform fiberoptic bronchoscopy with culture of bronchoalveolar lavage fluid


Answer: A
Relevance: 4.6  (high)

Rationale:
The patient is progressing reasonably with his community-acquired pneumonia.  Bronchoscopy would not be appropriate because he has a multilobar pneumonia and is responding to clinical treatment.  Fever can persist for 5 to 6 days in an otherwise uncomplicated pneumonia in the elderly.  Adding a macrolide is likewise inappropriate; there is nothing in the history to suggest Legionella, and the patient is improving.  Likewise, chest physiotherapy has not been shown to be helpful in reducing the duration of pneumonia.  Finally the patient's asthma has not exacerbated significantly enough to justify adding steroids at this time.
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