
A 76-year-old woman comes to the office for a routine checkup. Her medical history is significant for 

hypertension, type 2 diabetes mellitus, and hypothyroidism that are treated with oral agents. The patient 

had a stroke a year ago and has mild residual weakness in the right arm. Otherwise, she has no physical 

symptoms but is concerned about becoming more forgetful, especially because her mother died of 

Alzheimer disease. She says, "Sometimes I can't remember people's names, and occasionally during 

conversations, I can't seem to find the right word." The patient is widowed and lives alone. She drives 

herself to the grocery store weekly and manages her own finances. She describes her mood as "just 

okay," misses her husband, and regrets that she lives far from her children and grandchildren. The patient 

plays cards with her close friends regularly and is looking forward to a trip to visit her family. Her appetite is 

good, but she falls asleep earlier in the evening than before, awakening earlier in the morning and having 

less energy during the day. Blood pressure is 135/76 mm Hg and pulse is 65/min. Finger-stick glucose is 

94 mg/dl and TSH is 2.4 µU/ml. She scores 26/30 on the Montreal Cognitive Assessment. Which of the 

following is the most likely diagnosis in this patient? 

O A. Alzheimer disease (0%) 

O B. Depression-related cognitive impairment (3%) 

O C.Hypothyroid-induced cognitive impairment (0%) 

O D.Mild cognitive impairment (11%) 

✓O E.Normal aging (81%) 

O F. Vascular dementia (2%) 

Omitted 
Correct answer 
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• Slight decrease in fluid intelligence (ability to process new 

Normal aging information quickly) 

• Normal functioning in all activities of daily living 

Mild neurocognitive disorder 
• Mild decline in >1 cognitive domains 

• Normal functioning in all activities of daily living with 
(mild cognitive impairment) 

compensation 

• Significant decline in >1 cognitive domains 

Major neurocognitive disorder • Irreversible global cognitive impairment 

(dementia) • Marked functional impairment 

• Chronic & progressive, months to years 

• Reversible mild-moderate cognitive impairment 

Major depression • Features of depression (mood, interest, energy) 

• Episodic, weeks to months 

As patients age, they tend to have a lower energy level and slower processing speed that affects memory 

and executive functioning (eg, planning, working memory, mental flexibility) to a small degree. This patient 

-with well-controlled diabetes, hypertension, and hypothyroidism and no new focal neurologic deficits 

(baseline right arm weakness is due to prior stroke)-likely has normal age-related changes. 

Such changes do not impact activities of daily living (ADLs) (eg, self-care, finances, medication 

management) and are associated with normal scores on objective measures of cognition (eg, Montreal 

Cognitive Assessment [MoCA] score >26/30). Patients can have occasional word-finding difficulty 

(expressive aphasia) or mild memory loss but are able to provide details about incidents of forgetfulness. 

Changes in sleep pattern, including lighter sleep and phase advance (ie, falling asleep earlier in the 

evening and awakening earlier), are also common. 

By contrast, with mild cognitive impairment (MCI), there is a objective evidence of impairment (eg, 

MoCA score <26/30) and modest but notable decline in cognitive function (eg, complex attention, 

executive function, learning and memory, language). Although independence is generally preserved, ADLs 

take greater effort, time, and/or compensatory strategies. 

This patient does not demonstrate impairment in ADLs, does not need to compensate to function, and 

shows no objective evidence of impairment on neuropsychological screening (Choice D). 

(Choices A and F) Dementia (also known as major neurocognitive disorder) may be differentiated from 

MCI by the severity of cognitive dysfunction as well as by the functional impairment of ADLs. Alzheimer 

disease presents with insidious onset and gradual progression of memory impairment (particularly memory 

for recent events or of specific events at specific times). Vascular dementia manifests with prominent 

executive dysfunction and mild memory impairment, focal neurologic findings, and signs of cerebrovascular 

disease on brain imaging. 

(Choice B) Depression is a common cause of reversible cognitive impairment in the elderly and is 

sometimes referred to as pseudodementia. This patient's lack of core depression symptoms (dysphoria or 

anhedonia) makes pseudodementia an unlikely explanation for her symptoms. 

(Choice C) Overt hypothyroidism (ie, elevated TSH with low free T4) may be associated with a reversible 

hypothyroid-induced cognitive impairment characterized by deficits in short-term memory and 

concentration. This patient has no evidence of hypothyroidism on laboratory testing. 

Educational objective: 

Normal age-related cognitive changes include occasional forgetfulness, word-finding difficulty, and sleep 

pattern changes that do not impact activities of daily living. 

References 

• Normal cognitive aging. 

• What is normal in normal aging? Effects of aging, amyloid and Alzheimer's disease on the cerebral 

cortex and the hippocampus. 
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A 10-month-old boy is brought to the office by his mother for a routine well-child visit. She says, "I'm 

planning on returning to work next month, but I'm worried about dropping him off at day care. Whenever 

someone tries to hold him, he cries and has screaming fits. He's gotten very clingy with me and my 

husband." The patient crawls, pulls to a stand, and says "Ma." The mother tries to feed him a range of 

foods, but he often refuses to eat certain vegetables. She says, "He just seems a bit fussier in general

my 4-year-old daughter was more easygoing at his age." The family moved from out of town 3 weeks ago 

for the mother's new job. During the evaluation, the patient sits quietly on his mother's lap but cries when 

he is picked up and weighed by the nurse. When the physician calls the patient's name, he turns his head 

away from the physician and looks at his mother. Physical examination is normal, and growth is at the 55th 

percentile. Which of the following is the most likely explanation for this patient's behavior? 

O A. Adjustment disorder (0%) 

O B.Autism spectrum disorder (1%) 

✓O C.Normal development (85%) 

O D.Reactive attachment disorder (1%) 

O E.Separation anxiety disorder (10%) 
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Correct answer 
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This patient's behavior is most consistent with stranger anxiety, a normal part of early child development 

that is associated with learning to distinguish the familiar from the unfamiliar. Stranger anxiety typically 

starts at age 6 months, peaks at 8-9 months, and resolves by age 2 years. Children with stranger 

anxiety typically cry when an unfamiliar person approaches, even in the presence of the primary 

caregiver (as in this patient who cries in response to handling by the nurse even though the mother is 

present). 

This mother should be reassured that the patient's behavior is not pathologic and should improve over time; 

his stranger anxiety, fussiness compared with this sister, and food preferences are all within a normal range 

of behavior. 

(Choice A) Adjustment disorders are diagnosed when a behavioral or emotional response to a stressor is 

excessive or outside the realm of what is expected. Although stranger anxiety can be exacerbated by 

stress, such as with this family's move, it is a normal developmental milestone that would have occurred 

independently of the move. 

(Choice B) Although early signs of autism spectrum disorder may be present at this age, there is no 

evidence that this patient has deficits in social interaction or communication. He sits on his mother's lap, 

clings to her, and calls her "Ma," suggesting normal attachment and language development. In addition, 

there is no evidence that he has the restricted, repetitive patterns of behavior required for this diagnosis. 

(Choice D) Reactive attachment disorder occurs in children who have experienced neglect or abuse and 

develop insecure attachment to caregivers. It is characterized by a pattern of emotional and social 

withdrawal (eg, not crying in response to an unfamiliar person or separation from a parent). This patient's 

stranger anxiety is consistent with a normal, secure attachment to his mother. 

(Choice E) Separation anxiety (ie, anxiety when separated from the primary caregiver) is also part of 

normal development and typically resolves by age 2. It occurs only when separating from the parent, 

unlike stranger anxiety in which the distress occurs when the primary attachment figure is still present. 

Separation anxiety disorder is diagnosed in older children who exhibit extreme and persistent anxiety with 

separation and excessive worry about losing major attachment figures. 

Educational objective: 

Stranger anxiety is a normal part of development characterized by crying when an unfamiliar person 

approaches. It typically peaks at age 8-9 months and resolves by age 2 years. 

References 

• The development of stranger fear in infancy and toddlerhood: normative development, individual 

differences, antecedents, and outcomes. 
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A 4-year-old girl is brought to the office due to "picky eating." Her mother says, "She insists on eating the 

same thing for dinner every night. First it was fish sticks for a few weeks, and now she's switched to pasta 

with cheese. She starts crying if I suggest trying something different." The patient eats yogurt for breakfast 

and takes peanut butter sandwiches and apple wedges to preschool for lunch; she refuses to eat unless 

the sandwich is cut into triangles and the apple skin is peeled. The patient's teacher has reported that she 

interacts with other children for group activities but tends to play with one specific girl during free time. She 

is toilet-trained and able to tie a knot but cannot tie her shoelaces or dress herself. The patient can draw a 

square and catch a ball. Vital signs and physical examination are normal. She is tracking on the 70th 

percentile for weight and 60th percentile for height. The patient makes intermittent eye contact with the 

physician, and when asked about her favorite foods, she smiles and tells a story about how owls are the 

smartest animals in the forest. What is the most likely explanation for this patient's behavior? 

O A. Autism spectrum disorder (32%) 

O B.Avoidant/restrictive food intake disorder (4%) 

✓O C.Normal child development (58%) 

O D.Obsessive-compulsive disorder (2%) 

O E. Oppositional defiant disorder (0%) 

O F. Social-emotional developmental delay (1 %) 
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Although this child has specific food preferences, she generally eats a variety of foods (yogurt, cheese, 

pasta, fish, peanut butter, apples) and is tracking adequately on her growth curves. Young children often 

have certain preferences for individual foods or food groups or have sensitivities to the taste, shape (eg, 

cutting up sandwiches into triangles), texture (eg, peeled apple skin), or smell of foods. This, together with 

a growing sense of autonomy, may result in picky eating, which can manifest as a preference for a 

particular food or an aversion to trying new foods. Offering the child a variety of fresh foods and eating 

the same meals as the child can be helpful. 

If picky eating is accompanied by rigid behaviors, poor growth, weight loss, or developmental delay, 

then further evaluation for an underlying disorder is indicated. 

(Choice A) In autism spectrum disorder, certain foods may be avoided due to sensory sensitivity. This is 

accompanied by repetitive behaviors, fixed interests, and difficulty interacting with others, which this patient 

does not display. 

(Choice B) In avoidant/restrictive food intake disorder, there is a dislike of eating due to the sensory 

experience of eating or a fear of the consequences of eating (such as fear of vomiting or choking); it is 

associated with significantly poor growth or weight loss. 

(Choice D) Obsessive-compulsive disorder may be associated with food-related obsessions or 

compulsions, such as the need to separate food items on a plate (with no contact between different items), 

eat a precise amount of food, or count a certain number of times before eating. The behaviors are often 

repetitive, distressing, and disabling, with patients having little control over them. This patient's refusal to 

eat apples that are unpeeled and sandwiches that are not cut in triangles is a reflection of her picky eating. 

(Choice E) Oppositional defiant disorder (ODD) presents with a pattern of irritability or anger together with 

defiant behavior. This child does not have an angry or irritable mood, and her refusal to comply with her 

mother's requests is isolated to food choice and not pervasive as in ODD. 

(Choice F) Four-year-olds are able to play imaginatively with others and tell stories (eg, about owls being 

the smartest animals in the forest). They tend to be self-centric and may not be interested in answering 

other people's questions, as in this case. They often have a preferred friend, developing a group of friends 

around age 5. If a child has poor eye contact, lack of social engagement, or lack of imaginative play or 

storytelling, then a social-emotional delay could be considered. 

Educational objective: 

Young children often prefer particular foods or food groups, which is consistent with normal development. 

However, when picky eating is accompanied by behavioral rigidity, poor growth, weight loss, or 

developmental delays, further evaluation is indicated. 

References 

• Time to re-think picky eating?: a relational approach to understanding picky eating. 

• A narrative review of childhood picky eating and its relationship to food intakes, nutritional status, and 

growth. 

• Picky eating in children: causes and consequences. 
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A 6-year-old girl is brought to the clinic for evaluation of "strange behavior." Her parents have noticed that 

she seems to have conversations with herself when no one else is there, especially when she is alone in 

her room. In addition, when the girl dropped a plate at dinner, she said that "Mudsie did it" and that Mudsie 

was a friend who went to school with her. She states, "Mudsie is my invisible friend who is a bit clumsy, but 

I am teaching her to go slowly so that she gets better." The patient has no chronic medical conditions and 

has reached all her developmental milestones on time. Her maternal aunt was recently diagnosed with 

bipolar disorder. The patient has friends at school and gets along well with her 2 older siblings. She plays 

basketball, although she worries that she is not a good player because she drops the ball often. On mental 

status examination, the patient is friendly, cooperative, and responds appropriately to questions. She says 

that she can see and hear Mudsie but reports no other auditory or visual hallucinations. At one point in the 

interview, she looks over her shoulder and says, "Shhh, Mudsie, not now." Her parents are concerned that 

her behavior is abnormal and will interfere with her ability to make real friends. Which of the following is the 

most appropriate response? 

✓O A. Having imaginary friends is normal at this age and may help with social relationships. (77%) 

O B. Having imaginary friends is normal; however, their presence can adversely affect the development 

of real friendships. (15%) 

O C. Having imaginary friends is often associated with mood disorders; starting cognitive-behavioral 

therapy should be considered. ( 1 % ) 

O D.Your daughter may be experiencing early signs of psychosis; she requires further evaluation. (2%) 

O E. Your daughter will likely no longer need her imaginary friend once she feels more confident 

playing basketball. (3%) 

Omitted 
Correct answer 
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Having an imaginary friend is most common in children age 3-6 but can be seen throughout school-age 

years. Although parents may become concerned when children report imaginary friends or when these 

relationships persist, this stage of development is considered healthy and normal. It aids a child's 

creativity and helps the child to navigate social relationships as a form of rehearsal. There is no evidence 

that imaginary friends negatively impact real friendships (Choice B). 

Other normal creative behaviors in this age group include pretend play, dress-up, and storytelling with 

fanciful details. 

(Choice C) A child may use imaginary friends to master anxiety and develop competence (eg, this child 

teaching her friend to be less clumsy) in a developmentally appropriate fashion. This girl has friends, gets 

along with her siblings, and interacts well with the physician. There is no indication of an anxiety disorder, 

and therapy is not necessary. 

(Choice D) This child's behavior is normal for her age, and she shows no other signs concerning for 

psychosis (eg, disorganized behavior/speech, social isolation, regression of milestones). Psychiatric 

referral would be appropriate for an older child or adolescent with auditory or visual hallucinations. 

(Choice E) Although this child may be using "Mudsie" as a way to master anxiety, imaginary friends play 

many roles (eg, companionship, social rehearsal). It is premature to suggest that the imaginary friend will 

not be needed when the girl becomes more confident in her basketball skills. 

Educational objective: 

Normal creative and healthy behaviors for young children include imaginary friends, pretend play, and 

storytelling with fanciful details. 

References 

• Chinese children's imaginary companions: relations with peer relationships and social competence. 

• A good story: children with imaginary companions create richer narratives. 
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A 12-year-old girl is brought to the office by her mother for an annual examination. The mother is 

concerned about her daughter's weight and restrictive diet, frustrated that "she won't eat certain things that 

I prepare for the rest of the family." The patient has not eaten red meat since age 11. Six months ago, she 

decided to stop eating chicken and fish after becoming involved with an animal rights group. The patient 

spends time researching vegetarian recipes to ensure she obtains all the nutrients she needs and prepares 

most of her own meals. She has fruit for breakfast and prepares her own lunch and dinner, typically eating 

foods such as beans, tofu, yogurt, and vegetables with rice or pasta. The mother adds that her daughter's 

room is "always a complete mess," and that her daughter can be moody and irritable at times, especially 

when they argue about her diet or the way she dresses. The patient maintains average grades, plays in 

the school band, and practices regularly with a dance team. She has no medical issues and takes a daily 

multivitamin. Menarche has not occurred. She weighs 55 kg (121.2 lb) and is 162.5 cm (5 ft 4 in) tall. Vital 

signs are normal. Examination shows a muscular build, Tanner stage 4 secondary sexual characteristics, 

and no abnormal findings. When seen without her mother, the patient says she is not concerned about her 

weight and feels good about her health. She is angry that her family is not more supportive of her beliefs 

and diet. Which of the following is the most appropriate next step? 

O A. Advise the patient to keep a food diary and review it in 1 week (4%) 

O B. Obtain serum electrolytes and amylase levels (2%) 

✓O C.Reassure the mother that the daughter's behavior is normal (75%) 

O D.Recommend family therapy (13%) 

O E. Recommend individual cognitive-behavioral therapy (0%) 

O F. Recommend nutritional counseling (2%) 

O G.Schedule monthly visits to monitor the patient's weight (1 %) 

Omitted 
Correct answer 
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Explanation 
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Well-planned vegetarian diets can provide balanced nutrition. Although some adolescents may choose a 

vegetarian diet as a means of weight control and later develop inappropriate dietary restrictions and other 

disordered eating behaviors, there is no evidence that this is the case with this patient who has a positive 

body image and whose diet includes a broad range of foods. Her vegetarianism appears to be rooted in 

her concern for animals rather than a desire to be thin and lose weight. 

The patient's BMI (20.8 kg/m2) is within normal range and her vital signs, physical examination, and Tanner 

stage are normal. Amenorrhea would become a concern only if she did not menstruate by age 15. In 

addition, the patient has no behavioral symptoms that raise concern for psychiatric disorders. She 

functions well at school, is physically active, and participates in social activities. Her disorganized, messy 

room and irritability with her mother are characteristic of normal adolescent behavior. 

Therefore, reassuring the mother that the daughter is getting adequate nutrition and developing normally is 

appropriate. In contrast, an adolescent who has a significantly low weight for age and developmental 

stage along with a history of inappropriate dietary restriction, distorted body image, and/or physical 

findings suggestive of an eating disorder is a candidate for further evaluation. 

(Choice A) Asking the daughter to keep a food diary is not required since her weight is normal and she 

eats a range of nutritional foods. This intervention would likely result in unnecessary frustration for the 

patient and impair the physician-patient relationship. 

(Choices B and G) These interventions could be indicated if there is evidence raising concern for an 

eating disorder (eg, parotid hypertrophy, knuckle callouses). Dietary restriction and self-induced vomiting 

can cause electrolyte disturbances such as hypokalemia, hypochloremia, and hyperamylasemia. 

(Choice D) Disagreements between adolescents and their parents are common. Separating and 

developing one's own identity is typical of normal adolescent development, and this patient is functioning 

well socially and academically. If the mother's concerns and family tensions do not improve with the initial 

intervention of education and brief reassurance, then family therapy could be considered. 

(Choices E and F) Cognitive-behavioral therapy and nutritional counseling are first-line treatment for 

eating disorders, which are not demonstrated in this patient. 

Educational objective: 

Well-balanced vegetarian diets can meet the nutritional needs of adolescents. However, patients with low 

BMI, evidence of excessively restrictive diets, or distorted body image should be evaluated for eating 

disorders. 
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A 5-year-old girl is brought to the office due to behavioral changes. The mother says, "We took her to a 

magic show a few months ago and bought a toy wand from the gift shop. Now she thinks she has special 

powers." The patient brings the wand to school each morning so that "bad things don't happen." A week 

ago, she forgot to bring her wand home, and that night, her father was in a motor vehicle collision that 

resulted in a fractured wrist. The patient says, "Dad got hurt because of me. It was my fault." She has 

become more protective of the wand and no longer shares it with her classmates because "it will lose its 

power." Each night before falling asleep, the patient closes her eyes and taps her wand in the air 3 times to 

make sure she and her family stay safe. Vital signs are within normal limits; growth curves are tracking 

consistently. Physical examination shows no abnormalities. Which of the following is the most likely 

diagnosis? 

O A. Adjustment disorder (2%) 

✓O B.Age-appropriate development (82%) 

O C.Obsessive-compulsive disorder (10%) 

O D.Schizotypal personality traits (2%) 

O E. Separation anxiety disorder (1 %) 

Omitted 
Correct answer 

I I, I 82% 
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This girl's belief that her magic wand can directly influence events around her is characteristic of magical 

thinking, a normal phase of cognitive development in children age 2-7. During this phase, children often 

combine fantasy elements taken from toys and entertainment with real life events. They can have strong 

beliefs in the magical powers of objects and the existence of imaginary characters (eg, tooth fairy, fantasy 

characters, imaginary friends). This girl's belief that she directly caused her father's injury by forgetting her 

wand is also an example of the egocentric thinking that characterizes normal cognitive development during 

these years; young children often see an event as it relates to themselves only and may feel responsible 

when something bad happens. 

This girl should be reassured that her behavior in no way caused her father's accident. The parents 

should be reassured that magical thinking is a normal developmental stage that may help children face 

their fears, resolve conflicts, and develop their imagination and creative thinking. 

(Choice A) Adjustment disorders are characterized by emotional or behavioral disturbances that are out of 

proportion to precipitating stressors and are functionally impairing. This child's behavior is age appropriate, 

and there was no obvious precipitant stressor that preceded her belief in the wand's magic powers. Her 

reaction to her father's accident is also consistent with normal cognitive development. 

(Choice C) Pediatric obsessive-compulsive disorder (OCD) is characterized by time-consuming repetitive 

compulsions performed in response to obsessional thoughts. This girl's bedtime ritual is performed only 

once and is connected to her age-appropriate magical thinking. In addition, onset of pediatric OCD is 

typically in middle, rather than early, childhood. 

(Choice D) Although magical thinking can be seen in patients who go on to develop schizotypal 

personality disorder, it would typically be accompanied by a persistent pattern of unusual perceptual 

experiences, eccentric behavior, and excessive social anxiety. This child's magical thinking is 

developmentally appropriate and likely to be outgrown. 

(Choice E) Although separation anxiety disorder involves fears of harm to major attachment figures, this 

patient is attending school without difficulty and does not have excessive distress with separation. 

Educational objective: 

Young children often engage in magical thinking, involving beliefs in the magical powers of objects and the 

existence of imaginary characters. It is a normal phase of cognitive development in children age 2-7. 

References 
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A 7-year-old girl is brought to the office due to 6 months of increased school refusal since starting first 

grade. The patient has been prolonging her morning routine and argues when it is time to leave for 

school. The mother says, "She refuses to get out of the car when we arrive and starts crying about how the 

other kids laugh at her. I know she misses kindergarten because she keeps asking to go back." Her 

teacher reports that the patient gets frustrated easily, has difficulty following directions, and either makes up 

words rather than trying to sound them out or angrily refuses to read at all. The patient participates in 

dance class after school and plays with other kids in the neighborhood on the weekends. Growth curves, 

vital signs, and physical examination are normal. Which of the following is the most likely explanation for 

this patient's behavior? 

O A. Age-appropriate behavior ( 11 % ) 

O B.Attention deficit hyperactivity disorder (3%) 

O C. Intellectual disability (2%) 

O D.Oppositional defiant disorder (3%) 

O E. Social anxiety disorder (3%) 

✓O F. Specific learning disorder (75%) 

Omitted 
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This patient's behavioral difficulties at school coincident with starting first grade are most likely due to a 

specific learning disorder. A learning disorder is characterized by difficulty in acquiring and using core 

academic skills (eg, reading, writing, and/or mathematics), which typically manifests at school age but can 

worsen as academic expectations increase (eg, moving from kindergarten to first grade). 

Reading disorders manifest with difficulty in fluency, comprehension, and/or accuracy. A common learning 

disorder is dyslexia, which involves a pattern of difficulty with word recognition, decoding (ie, producing 

sound associated with letters or words), or spelling, affecting both reading and writing. This can affect the 

ability to follow directions and be associated with behavioral problems and reluctance to engage in 

learning due to negative self-concept (eg, this patient's worry that her classmates will laugh at her). 

Manifestations may not be apparent in other, nonacademic social settings (eg, after-school dance classes, 

playing with children in the neighborhood). 

Learning disorders are more common in children with social adversities and chronic medical, neurologic, or 

chromosomal conditions (eg, epilepsy, diabetes mellitus, fragile X syndrome). These disorders are 

commonly comorbid with other psychiatric disorders including attention deficit hyperactivity disorder 

(ADHD), depression, and disruptive behavior disorders. Standardized testing can confirm the diagnosis 

and lead to early intervention, which is essential for improving outcomes. 

(Choice A) This patient's difficulty should not be dismissed as age-appropriate. Without further 

intervention, learning disorders can contribute to poor self-esteem, anxiety, depression, disruptive behavior, 

and academic difficulty. 

(Choice B) ADHD is characterized by a pattern of inattention and/or hyperactivity-impulsivity across at 

least 2 settings. There is no indication that this child struggles in the home setting. 

(Choice C) Intellectual disability includes deficits in intellectual as well as adaptive functioning (eg, 

dressing or feeding self, communicating, socializing), both of which this patient's mother does not describe. 

(Choices D and E) School refusal can be seen in oppositional defiant disorder, which is characterized by 

a pervasive pattern of angry/irritable mood, defiance, and vindictiveness. Fear of being scrutinized by 

others can be seen in social anxiety disorder. However, this patient's defiance is limited to going to and 

participating at school; she has no other behavioral difficulties at home, is not vindictive, has no difficulty 

playing with neighborhood kids, and readily participates in dance class. Her argumentative behavior and 

school refusal are likely related to her struggle with reading and subsequent teasing. 

Educational objective: 

Learning disorders present in school-aged children as difficulties with academic skills (eg, reading, writing, 

and/or mathematics) and may result in anxiety, behavioral difficulties, and school refusal. Early detection 

and intervention are essential for improving outcomes. 
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A 79-year-old woman comes to the office for her yearly checkup. She reports feeling well physically but 

mentions some sleep issues. The patient used to sleep 8-9 hours a night. Now, she wakes up in the 

middle of the night and arises an hour earlier than she used to, around 5:30 AM. She has little difficulty 

falling asleep and does so most evenings while sitting and watching television. She gets a total of 6½ to 7 

hours of sleep and often awakens 1 or 2 times to go to the bathroom, returning to sleep within 10-15 

minutes. The patient's husband says that she snores softly but reports no breathing pauses, gasping, or 

choking. During daytime hours, the patient has energy in the morning but often takes a 30- to 45-minute 

nap in the afternoon. She reports no persistent anxiety or depression. She has a good appetite and is able 

to follow television programs, concentrate on crossword puzzles, and likes to go out with friends in the 

morning. Medical conditions include osteoporosis and arthritis. Medications include alendronate and 

ibuprofen as needed. The patient does not use alcohol or illicit drugs. Blood pressure is 124/82 mm Hg, 

pulse is 66/min, and respirations are 14/min. BMI is 27 kg/m 2 • In addition to sleep hygiene education, 

which of the following is the next best step regarding this patient's sleep? 

0 A. Lorazepam (0%) 

O B. Low-dose zolpidem (2%) 

0 C.Melatonin (8%) 

O D.Polysomnogram (2%) 

O E. Ramelteon (3%) 

✓O F. Reassurance (75%) 

O G.Sleep restriction therapy (7%) 
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This patient's sleep pattern is consistent with normal aging. Changes in sleep architecture that can occur 

with age include increased nighttime sleep onset latency, decreased REM latency, and decreased slow

wave sleep. Patients can experience decreased total sleep time, peak sleepiness earlier in the evening, 

nocturnal awakenings, reduced sleep during early-morning hours, and daytime napping/reduced 

daytime sleep latency, as seen in this patient. Due to these changes, elderly patients may experience 

difficulty falling asleep and/or maintaining sleep. 

Provided that patients do not have significant impairment in activities of daily living or cognition, no further 

workup is necessary, and they should be reassured that these changes are normal. However, when 

insomnia is functionally impairing, nonpharmacologic interventions and cognitive-behavioral therapy are 

used first line. Pharmacotherapy is generally limited to short-term management. 

(Choices A and B) Benzodiazepines (eg, lorazepam) and nonbenzodiazepine hypnotics (eg, zolpidem) 

are not indicated in this patient with normal, age-related sleep changes. The elderly are at a particularly 

high risk of adverse effects from hypnotic medications. Therefore, these medications should be avoided if 

possible because they are associated with an increased risk of delirium, impaired cognition, over sedation, 

falls, and fractures. 

(Choices C and E) Although these medications could be considered for patients with diagnosed insomnia, 

they are not indicated for this patient with normal sleep changes and no evidence of daytime impairment. 

Melatonin may have some, albeit limited, efficacy in the treatment of some circadian rhythm disorders (eg, 

delayed sleep-wake phase disorder) and sleep onset insomnia in the elderly. This patient does not have 

any sleep onset insomnia. Ramelteon, a melatonin agonist used for sleep onset insomnia, has 

demonstrated safety in older adults and could be considered when nonpharmacological interventions are 

ineffective. 

(Choice D) Polysomnography may help rule out possible underlying etiologies of disrupted sleep when the 

cause is less clear. However, this patient has classic symptoms of normal, age-related sleep changes and 

does not snore loudly or have breathing pauses. 

(Choice G) Sleep restriction therapy is a nonpharmacologic treatment for patients with insomnia who 

spend too much nonsleeping time in bed; this patient does not have insomnia and does not spend 

excessive time in bed. 

Educational objective: 

Normal, age-related sleep changes include decreased total sleep time; increased nighttime awakenings; 

sleepiness earlier in the evening with early morning awakening; and increased daytime somnolence 

(napping). 

References 

• Aging and sleep: physiology and pathophysiology. 

• Modelling changes in sleep timing and duration across the lifespan: changes in circadian rhythmicity or 

sleep homeostasis? 
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A 16-year-old boy is brought to the office by his mother due to behavioral concerns. The patient has been 

coming home after curfew most nights and arguing with his parents more than usual. The mother notes 

that he has been spending most of his time at home alone in his room with the door closed and seems less 

interested in attending family get-togethers. The mother also shares that she found a marijuana joint under 

the patient's bed last week; when asked about the joint, he stated it belongs to a friend and he does not 

use drugs. The patient maintains a B average in school and plays in the high school band. When 

interviewed alone, the patient states he has tried marijuana a few times and lied to his mother because he 

was afraid that she would tell his father. The patient says he would rather avoid talking to his father for as 

long as possible and shares that his father refers to him as a disappointment. He has no chronic medical 

conditions and takes no medications. Vital signs are normal; growth curves are tracking consistently. 

Physical examination shows no abnormalities. Which of the following is the most appropriate next step in 

management of this patient? 

O A. Encourage the patient to communicate more with his father (8%) 

O B. Provide reassurance that the patient's behaviors are age-appropriate (26%) 

✓O C.Recommend family therapy (60%) 

O D.Recommend trial offluoxetine (0%) 

O E. Refer for drug counseling (2%) 

Omitted 
Correct answer 

C 

I 1,1 60% 
L!!!!. Answered correctly 
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This adolescent's behavioral concerns appear to center around his relationship with his parents (ie, lying to 

his mother, breaking curfew rules, increased arguing, avoiding conversations with his father). When seen 

individually, he expresses fear about his father's judgments and reactions. The most appropriate approach 

is to conceptualize the patient's behavior in a family context and to recommend family therapy with the 

goal of improving communication between the patient and his parents and resolving family conflict. 

Rather than pathologizing the adolescent as the identified patient, this approach is a means of helping the 

entire family improve their communication and conflict resolution skills and develop mutual understanding 

and respect. 

Family therapy is conducted by a trained family therapist and focuses on changing dysfunctional patterns of 

interaction among family members to enhance family functioning. The therapist can help family members 

resolve disagreements about rules and expectations and develop strategies to defuse escalating 

arguments. Family therapy has been shown to increase positive outcomes in adolescent behavioral 

problems, substance use disorders, and depression. 

(Choice A) This patient is having significant difficulty communicating with his father. Simply encouraging 

the patient to communicate more with his father places the burden on the patient to resolve the family 

dysfunction. In addition, this would likely lead only to the patient and his father reenacting their conflicts. 

Family therapy, in which a therapist can observe the interactions and facilitate communication between 

family members, would be more likely to resolve the conflict. 

(Choice B) This patient's behavior (eg, avoidance of the father, withdrawal from the family) is not normal, 

and the current dysfunctional interaction between the patient and his parents is unlikely to improve without 

therapeutic intervention. 

(Choice D) Fluoxetine is a selective serotonin reuptake inhibitor indicated for the treatment of moderate to 

severe pediatric depression. This patient lacks key features of depression (eg, loss of interest, sleep and 

appetite disturbance, lethargy, suicidality); his change in behavior appears to be in response to a strained 

relationship with his father. 

(Choice E) This patient has been open with the physician about his experimentation with marijuana and 

shows no signs of drug abuse or dependence that would necessitate referral for drug counseling. This 

approach would mistakenly conceptualize the concern as a substance use issue and fail to address the 

dysfunctional family dynamics. 

Educational objective: 

Family therapy is a type of counseling that focuses on changing dysfunctional patterns of interaction among 

family members to enhance family functioning. It has been shown to increase positive outcomes in 

adolescent behavioral problems, substance use disorders, and depression. 

References 

• The effectiveness of functional family therapy for adolescent behavioral and substance misuse 

problems: a meta-analysis. 

• Overview of the evidence base for family interventions in child psychiatry. 
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A 22-year-old man comes to the office due to fatigue, poor appetite, and weakness. The patient recently 

emigrated from India and has few social supports. He feels tired throughout the day despite sleeping 8-9 

hours every night. He is worried about his new job and thinks that his coworkers don't like him. The patient 

reports no significant medical history but is very worried that he is losing semen when he urinates. 

Temperature is 36.7 C (98 F), blood pressure is 110/78 mm Hg, pulse is 62/min, and respirations are 

14/min. BMI is 24 kg/m2 • Physical examination is unremarkable. The patient is alert and oriented. His 

thought process is organized, linear, and coherent. He does not appear to be responding to internal 

stimuli. Which of the following would be the most appropriate initial response to the patient's concerns? 

O A. Do you ever hear voices when you're alone? (6%) 

O B. Do you think you might be depressed? (2%) 

O C. Have you lost your ability to enjoy your usual interests? (31 % ) 

O D. I can reassure you that you're not losing semen when you urinate. (1 %) 

✓O E. What do you think is causing your illness? (55%) 

O F. Your physical examination is reassuring, but it may be helpful to meet with a counselor. (2%) 

Omitted 
Correct answer 
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Explanation 
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This patient's somatic symptoms (eg, fatigue, weight loss), anxiety, cultural background (ie, South Asia), 

and belief that he is losing semen during urination are consistent with Dhat syndrome. Dhat syndrome is 

a culture-bound syndrome found in South Asian cultures in which sufferers attribute a range of 

psychological and somatic complaints to the loss of semen via various methods (eg, loss in urine, excess 

masturbation). Culture-bound syndromes are illnesses or explanations of illnesses that are unique to 

specific cultures. Due to the challenge of becoming familiar with all the various cultural manifestations of 

illness, physicians must approach the treatment of unfamiliar culture-bound syndromes from a patient

centered approach. 

Patient-centered cross-cultural care empowers patients to educate the physician on beliefs about their 

illness. Physicians facilitate this education by adopting an open and inquisitive communication style that 

explores the cultural explanations, manifestations, and consequences of the illness. This patient has 

provided a description of his illness but has not been given an opportunity to share his beliefs about its 

causes. Therefore, the most appropriate next step would be to ask an open-ended question to explore 

these beliefs. 

(Choices A, B, and C) Although further assessment of specific depressive and psychotic symptoms is 

necessary, the most appropriate initial step is to engage the patient by conveying the physician's 

willingness to understand the patient's cultural perspective. Subsequently, open-ended questions that ask 

the patient to describe his experience would be preferable to close-ended questions that can be answered 

yes or no. 

(Choices D and F) At this point in the physician-patient relationship, reassurance is unlikely to be an 

effective intervention, and it may even be perceived as invalidating the patient's concerns. Once a 

complete patient-centered evaluation has been completed, it would be appropriate to provide reassurance 

and discuss treatment options, including referral to a counselor. 

Educational objective: 

Dhat syndrome is a culture-bound syndrome of South Asia that manifests with psychological and somatic 

symptoms that are attributed to loss of semen. When evaluating culture-bound syndromes, it is important 

to take a patient-centered approach and allow the patient to explain the cultural explanations, 

manifestations, and consequences of a given syndrome. 

References 

• Relevance of culture-bound syndromes in the 21st century. 
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A 4-year-old boy is brought to the office for a routine visit. He has no medical problems and started 

preschool 3 weeks ago. The mother is concerned about his adjustment to school as he wants to stay 

home like his baby sister, frequently takes a long time to get dressed, and becomes upset when dropped 

off at school. On the first day of school, she was embarrassed when her son stomped his feet, yelled, 

"Take me home," and wrapped his arms around her legs, physically preventing her from leaving the 

classroom. The teacher reports that the boy settles down a few minutes after the mother leaves. He is shy 

but plays with the other children and participates in all class activities. The boy's sleep and appetite are 

normal, although he refuses to eat anything with peas in it. His growth and developmental milestones are 

within normal range. Which of the following is the most likely explanation for the boy's behavior? 

O A. Adjustment disorder (3%) 

✓O B. Normal development (76%) 

O C.Oppositional defiant disorder (0%) 

O D.Parent-child relational problem (0%) 

O E.Separation anxiety disorder (19%) 

O F. Social anxiety disorder (0%) 

0 G.Stranger anxiety (0%) 

Omitted 
Correct answer 

I I, I 76% 
L!!!!. Answered correctly 
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This boy's initial protests and clinging behavior when he is dropped off at preschool are age-appropriate. 

Separation anxiety commonly develops at age 9-18 months and tends to improve with time, but it can 

recur during times of transition that require separation, such as attending school. Although this child is 

initially upset when being dropped off, he is able to settle down quickly, engages with other children, and 

participates in school activities. The transition to preschool can take some time, and the patient's desire to 

have his mother's attention at home and sibling rivalry with his baby sister are normal. 

(Choice A) Diagnosis of an adjustment disorder requires that symptoms exceed what would be expected 

given the nature of the stressor and result in impaired functioning. Neither is the case in this child. 

(Choice C) Oppositional defiant disorder involves a recurrent pattern of angry/irritable mood, 

argumentative/defiant behavior, or vindictiveness lasting at least 6 months. 

(Choice D) Parent-child relational problem is diagnosed when conflict in the parent-child relationship is 

beyond that seen in normal development and causes significant distress requiring clinical intervention. 

(Choice E) This patient has no evidence of separation anxiety disorder. Children with this disorder have 

extreme and persistent anxiety with separation and excessive worry about losing major attachment figures. 

They may have physical symptoms (eg, stomach aches, headaches), repeated nightmares involving the 

theme of separation, difficulty sleeping alone, and school refusal. 

(Choice F) Although this child is shy, he is able to interact with other children and participate in school 

activities. Children with social anxiety disorder are more avoidant and persistently anxious when having to 

engage throughout the day. 

(Choice G) Stranger anxiety is the fear of being around unknown people rather than fear of separation 

from parents and can occur with the parents in the room. It is developmentally appropriate beginning 

around age 6-12 months. 

Educational objective: 

Transient distress on initial separation from major attachment figures is age appropriate in children age 9-

18 months and then again at times of transition, such as going to preschool. Children with persistent 

anxiety and distress at separation, repeated somatic complaints, or school refusal warrant further 

assessment. 
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A 29-year-old primigravida at 30 weeks gestation comes to the office accompanied by her husband. She is 

concerned that she has not felt the baby move or kick for the past day. The pregnancy was planned, and 

her prenatal tests and fetal growth have been normal. The patient has no chronic medical conditions and 

takes a prenatal vitamin daily. On ultrasound, no fetal heartbeat is detected. The physician informs the 

parents about the loss of the fetus. They appear to be in shock, and the patient cries, "I can't believe this is 

happening. I was following all the recommendations, and I only missed one appointment. I should have 

come in sooner." Which of the following is the most appropriate response by the physician? 

O A. "I know this is very distressing; you will get through this and feel better in time." (1 %) 

O B. "I'm sorry for your loss; we will need to discuss an induction of labor as soon as possible." (2%) 

O C. "I'm sorry you have to go through this, but there is every reason to expect a healthy baby in the 

future." (2%) 

O D."There's nothing you did wrong; let's discuss the options you have for further testing." (8%) 

O E. "Unfortunately, there is a chance of fetal loss in all pregnancies, even healthy ones." (21 %) 

✓O F. "You did everything you could for your baby, and this loss was not your fault." (64%) 

Omitted 
Correct answer 

F 

Explanation 
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More than half of late fetal deaths occur in uncomplicated pregnancies, requiring physicians to convey the 

diagnosis of stillbirth to a mother/parents who is/are completely unprepared for this devastating news. 

Sensitive, patient-centered care includes empathic listening combined with verbal and nonverbal 

expressions of emotional support. This includes direct eye contact, acknowledging the loss and 

validating feelings in a private setting, and remaining with the patient and spending as much time as 

needed to listen to grief and answer questions. 

Because parents may blame themselves for the baby's death, it is important for the physician to respond 

with a clear statement that it is not their fault and there is nothing they could have done to prevent the 

loss. The physician should also avoid prematurely changing the focus of discussion to medical 

management and reassurance about future pregnancies. Referring to the fetus as their "baby" and 

avoiding medical terminology (eg, fetal demise) are helpful. 

(Choices A and C) Although these responses begin with empathic statements, they do not allow the 

parents time to process the news and grieve because they focus on the future. Providing reassurance 

about feeling better in time and future pregnancies may be perceived as dismissive and a failure to 

understand the devastating impact of the current loss. 

(Choice B) This statement does not allow the patient to process the news and quickly jumps to the next 

step in medical management. There is no urgent indication to perform an induction of labor. 

(Choice D) Although this response attempts to alleviate possible self-blame, it prematurely directs the 

conversation to obtaining further diagnostic tests and does not respond to the patient's acute emotional 

distress. 

(Choice E) A general statement that fetal loss occurs in otherwise normal pregnancies may help the 

parents feel they are not alone. However, this response fails to empathize with the patient's personal 

experience and emotional reactions and uses medical terminology. 

Educational objective: 

The loss of a fetus is a traumatic experience for parents that requires a direct and empathic response from 

the physician that alleviates self-blame. The physician should be prepared to stay in the room and tend to 

emotions that arise without prematurely providing reassurance or discussing medical management. 

References 

• Providing meaningful care for families experiencing stillbirth: a meta-synthesis of qualitative evidence. 
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A 5-year-old boy is brought to the office by his mother due to "concerning behavior." The patient's mother 

says that he is doing well and enjoying first grade, but for the past month she has noticed him talking to 

himself and insisting that he can see an angel. Earlier today he told his mother, "Angels can be nice or 

they can be angry, and if I speak too loudly the angel could sit on my sister's head." His mother reports no 

problems with the patient's appetite or sleep. She mentions that 6 weeks ago he fell off a balance beam 

during gymnastics class and says, "He bruised his arm but was okay otherwise. He's more cautious in 

class now but still seems to enjoy tumbling." The patient spends time with his cousins and siblings but 

tends to be shy around strangers. He tells the physician about his new toy car and a schoolteacher he 

likes. The patient has no prior medical conditions; family history is notable for a paternal uncle with 

schizophrenia. Vital signs are normal, and the patient's height and weight are tracking on the 60th 

percentile. Physical examination reveals no abnormalities. The patient turns to his left at one point and 

whispers something under his breath. He then looks at the physician and says, "Can't you see the angel? 

He's waving at you." Which of the following is the most likely diagnosis in this patient? 

O A. Acute stress disorder (0%) 

O B.Adjustment disorder (0%) 

✓O C.Age-appropriate behavior (91%) 

O D.Autism spectrum disorder (0%) 

O E. Early-onset psychosis (7%) 

Omitted 
Correct answer 
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Having an imaginary friend, such as this child's invisible angel, is a developmentally appropriate aspect 

of childhood. An imaginary friend may be human, animal, or a fantasized figure and is common in the 

preschool and early school-aged years, decreasing in frequency after age 6. It is a form of creative play 

that can help a child explore new ideas and develop social competence through the rehearsal of social 

roles in a safe way. An imaginary friend can also provide comfort in times of distress or fear or give voice 

to a child's otherwise unacceptable thoughts and feelings. 

A child's interaction with an imaginary friend can be quite vivid and include visual, auditory, and tactile 

components. There is no evidence that having an imaginary friend results in social or academic 

dysfunction; it may in fact contribute to the development of self-esteem by increasing creative, emotional, 

and relational skills. 

(Choice A) Acute stress disorder is characterized by intrusive reexperiencing of a traumatic event together 

with symptoms of avoidance and hyperarousal. This child is more cautious at gymnastics, which is a 

natural response to a fall, but he is still attending and enjoying class. He does not have problems with 

sleep or concentration, which would indicate a state of hyperarousal. 

(Choice B) An adjustment disorder is diagnosed when an emotional or behavioral response is out of 

proportion to a stressor and causes impairment. This child's invention of an imaginary friend is 

developmentally appropriate. 

(Choice D) This child does not show the deficits in social interaction or repetitive behaviors seen in autism 

spectrum disorder. 

(Choice E) In addition to hallucinations, early-onset psychosis would present with other psychotic 

symptoms such as delusions, confused speech, and/or behavior and negative symptoms (eg, lack of 

motivation, social withdrawal). Children with psychosis would be expected to have marked changes in 

functioning across multiple domains, including a decline in social interaction and academic performance. In 

contrast, this child does well in school, engages with family members, and interacts appropriately with the 

physician. 

Educational objective: 

Having imaginary friends is developmentally appropriate in preschool and school-aged children. It 

represents a form of creative play, aiding in the development of emotional and social competence, as well 

as providing comfort in times of distress. 
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