
482.  

Q) Oh, your call night is just NOT ENDING...another kid comes in 
presenting like OTITIS MEDIA, but the attending looks inside the ear 

and says, NO! This is OTITIS EXTERNA. What did he see?  
 

 
A) OK, Sir Sherlock Holmes, or Lady Shirleylock Holmes...you usually 

see a NORMAL tympanic membrane and just touching the outer lobe of 
the ear is painful in OTITIS EXTERNA!  

 
 

483.  
Q) YUP, another patient with OTITIS MEDIA (ascertained by attending) 

comes waddling in. He KEEPS GETTING OTITIS MEDIA (MOA is 
DECREASED TONE of the EUSTACHIAN TUBE which drains that middle 

ear and so fluid comes right back up, I forgot to quiz you on that!) 

But, now, the mother was told of a common surgery to correct her 
son's problem.  

What is it?  
 

A) The very common surgery for chronic OTITIS MEDIA is placement 
of a tympanostomy tube.  

484.  

Q) Cont. on with OTITIS MEDIA, there is possible hearing loss from 
rupture of the tympanic membrane. But what dx do you immediately 

worry about when the bugs move into the INNER EAR...(Hint: Starts 

with a "L")  
 

 
A) Labyrinthitis...  

 
 

485.  
Q) CIA...Connections/Imaginations/Associations...let's look closer at 

Streptococcus pyogenes. (I won't ask, but do you recall ALL the 
structures of this bug?) This bug is the most common cause in 

clinics/tests for "strep throat". What is another common term for this 
dx which involves the anatomical region most affected? (hint: ans 

starts with a "p")  
 

 

 
 



A) Pharyngitis. Students mix up Strep pyogenes, which IS THE SAME 

AS Group A beta-hemolytic streptococci. The clinics/board exams use 
BOTH NAMES...and then students mix this bug with Strep 

pneumoniae!!!! FATAL TEST AND CLINIC MISTAKE!  
 

 
486.  

The Group A beta hemolytic strep (Strep pyogenes), causes Strep 
pharygitis. [students also mix this up...like thinking Strep pharyngitis 

is another different bug entirely instead of the disease that it IS!...like 
Strep pneumo is a BUG, not a dx... it is still Strep pyogenes that 

CAUSES Strep pharyngitis. ONCE MORE, the dx is Strep pharyngitis, 
the bug is Strep pyogenes.] We will come back to this, but think as 

simple as possible first...so think that pharyngitis=sore throat. Just 
start there first....  

 

Q) If this bacterial pharyngitis is suppurative, what common very bad 
dx can it lead to? (starts with letters r... a......)  

 
 

A) Retropharyngeal Abscess!!!! (Remember this closed space, can you 
ID it on a side view Radiograph?)  

 
 

487.  
Q) Now, we said S. pyogenes (what is the other name I JUST 

mentioned the boards exams uses?) causes the dx Strep pharyngitis. 
The suppurative consequence is retropharyngeal abscess. Very bad! 

But equally bad is the NON-suppurative consequences!  
Give me four VERY IMPORTANT dxs you will see in clinics and Step 1! 

This is hard, so look at the mnemonic below:  

 
A) LISTEN UP! CAN YOU IMAGINE "PRetty SCarlet" O'Hara in the 

American movie classic Gone With the Wind? Look at the two words 
"PRetty SCarlet", NOW look at the first two letters... "PR... SC..." Now 

connect them like this:  
 

P oststreptococcal glomerulonephritis (kidney damage)  
R heumatic fever (heart damage amongst other stuff)  

 
S carlet fever  

C ellulitis  
 

NOTE: The PR involves two organs that are lesioned...the kidneys and 



heart. The SC involves the organ called the skin! Link images like 

Scarlet O'Hara loving Rhett (Rheumatic) Butler (hero) with all her 
HEART, and Rhett replying "I do not give a damn." and urinating over 

her HEART with with his KIDNEYS which are emptying. Then SCARLET 
(heroine) feels terrible at being ignored and has a fever and faints and 

injures her skin which causes CELLULITIS of the skin. Repeat this often 
used, invented by me, so the copyright is ValueMD, mnemonic! 

Remember, the PR>>>SC is Strep pyogenes only. What a nasty bug!!!  
 

 
488.  

Q) Quickly, is Strep pyogenes Bacitracin sensitive or Optochin 
sensitive? Does Strep pyogenes have a capsule?  

 
 

 

A) Remember, don't mix up these two bugs which are ALWAYS mixed 
up...Strep pneumoniae is sensitive to OPTOCHIN, and Strep pyogenes 

is sensitive to BACITRACIN! And Strep pyogenes has NO capsule like 
Strep pneumoniae!  

 
 

489.  
Q) Students on clinics and board tests confuse a typical VIRAL 

pharyngitis with Strep pharyngitis caused by Strep pyogenes. What is 
so UNIQUE and SPECIFIC for making the different diagnosis?  

 
 

 
 

A) For bacterial Strep pyogenes, the pharyngitis pharynx is tender, 

and THERE ARE NO URI signs like coughing and rhinorrhea!!!! This is 
crucial and HY.  

 
 

490.  
Q) As the previous concept said, VIRUS PHARYNGITIS and Strep 

pyogenes pharyngitis is similar. ONE other bug causes similar 
symptoms. It is from EBV infection. The SUPER HYer is, "What does a 

confused intern order as a test to confirm Strep pyogenes?"  
 

 
 

 



A) I must have ordered this on a thousand kids....you order a Rapid 

Strep Test which is an antigen detection test for Strep pyogenes/group 
A strep/Beta hemolytic non-group B strep. [HORRIFIC, I heard all 

three names interchanged everywhere for this SUPERBUG] This test is 
awesome...it comes back in 30 minutes while a throat culture will take 

days while you wonder if it is a viral or bacterial cause. This way, you 
know right away if you need to administer antibiotics!  

 
 

491.  
Q) What is the tx for this Strep pyogenes pharygitis? [REMEMBER, THE 

BUG THAT CAUSES THIS CAUSED THE FAMOUS EUROPEAN STORIES 
OF SCARLET FEVER WHICH IN EPIDEMICS KILLED ONE OF FIVE 

INFECTED PEOPLE. BAD. BAD. BUG...]  
 

 

 
A) Pick up or pick out of answer choices: Penicillin G!!!  

 
 

492.  
Q) OH NO! For the Strep pyogenes, you found your patient is allergic 

to Penicillin G! What do you grab now?  
 

 
 

 
A) Choose Erythromycin for pts. allergic to Penicillin here.  

 
 

493.  

Q) The Strep pyogenes pharygitis pt comes back five weeks later with 
a sudden heart murmur, ECG shows prolonged PR interval, arthralgias, 

and blood in the urine. What happened to him/her?  
 

 
A) For some unlucky ones, you still get the acute rheumatic fever and 

acute poststreptococcal glomerulonephritis (presents as above)! This is 
an IMMUNOLOGIC REACTION/PROCESS. That is why prophylaxis is 

needed. You may need diuretics to control the kidney dx!!!!!!!!!!!!!  
 

 
494.  

Q) After the Strep pyogenes infection, you think you see scarlet fever 



from skin abruptions, but this time you get a clue that points in a 

different dx. You see RED conjunctiva on PE. What is this?  
 

 
 

A) This is the much milder Rubeola/Rubella infection. Remember, are 
you retaining while studying? Can you tell me the EXACT structure of 

virus?  
 

495.  
Q) Another patient steps in for a follow up for Strep pyogenes 

pharyngitis follow up (6 weeks ago). She looks like she has scarlet 
fever...but a dermatologist attending comes in and says OH NO! We 

got tests positive for an exotoxin called SPEA, and her mortality rate 
for this is up to 70%!!!  

What deadly disease is this? What tx?  

 
 

A) Slightly different clinically presenting from scarlet fever is TSS or 
Toxic Shock Syndrome. It will crush multiple organ systems and is 

very violent and faster acting then the scarlet fever. There may be 
DIC, ARDS, Massive fluid loss, Terrible skin rashes, and so on. The 

NBME, if they ask, must describe a test coming back with an 
EXOTOXIN from the Strep. KNOW that Staph aureus can also cause 

TSS from a woman who did not change her tampons inside her. The 
TSS from Staph is less deadly, but since you initially do not know, you 

must treat TSS for BOTH Strep and Staph with Penicillin and Nafcillin 
for the Staph coverage. Consider also giving Clindamycin as well. 

SErious disease that you cannot afford to miss.....  
 

 

496.  
Q) OK OK, listen up.. Another patient walks in with the initial 

presentation of pharyngitis. But now all bacterial workup is NEGATIVE. 
And as I mentioned, you are seeing massive lymphocytosis, 

lymphadenopathy, malaise...what OTHER virus IN THE SAME FAMILY 
OF VIRUSES AS EBV causes this dx called INFECTIOUS MONO? And 

please give exact structure?  
 

 
 

A) CMV virus may cause MONO, so do the serology with heterophil 
antibody tests. CMV and EBV are both from the HERPES virus family. 

And they are DNA, Double stranded, linear, WITH an envelope.  



 

 
497.  

Q) Another, I said another case of pharygitis. This patient is a 12 yo 
boy named Toby who came in with his mom in the early summer. 

There is bad fever and the pharynx is so swollen, Toby does not wish 
to drink and has to be placed on IV fluids. Again, all cultures are 

negative for bacteria. Serological tests for viruses NOW exclude ALL 
Herpesvirses. Hmm.. you wonder as the PE reveals malaise, mild 

diarrhea, and lesions on the rear end, feet, and palms of the hand. 
What is the exact structure of the virus? The dx name? The virus 

family? Drug Tx? (This is a great connecting question)  
 

 
A) The presentation variation of pharyngitis is known as Hand, Foot, 

and Mouth disease. Also known as HERPANGINA, this disease is 

caused by Coxsackie A virus (not the Coxsackie B=heart). This is part 
of family Picornavirus, an RNA virus, which is SQUARE, single strand 

positive sense, linear with NO envelope. The treatment is...NOTHING. 
Unless the airway is blocked by swelling, this very infective enterovirus 

comes and goes within a week. Did you get it???? Please say you did! 
We are LUMPING ALL THE PHARYNX inflammation dxs together to 

catch the subtle but DISTINCT differences...  
 

 
498.  

Q) YOU WILL SEE ON USMLE.....sinusitis (sinus pain, headaches) 
because it is so common. In this imaginary patient with sinusitis, there 

is NO INVOLVEMENT OF ALLERGENS THUS ELMINATING ALLERGIC 
RHINITIS FROM THE CHOICES/Differential. Also, serology is negative 

for viral etiology. Give me the usual common bacterial bugs that cause 

this dx (BIG HINT: We spoke of them before!) Drug tx?  
 

 
 

A) Sinusitis is usually caused by the same bugs as those which cause 
OTITIS MEDIA! Use the same drugs.  

 
 

499.  
Continuing with sinusitis,  

 
Q) As a newborn, you have the maxillary and ethmoid sinuses. What 

other sinus cavities develop? Do they develop at the same time as the 



maxillary and ethmoid sinuses?  

 
 

 
A) NO! The frontal and sphenoid sinuses develop later in childhood. 

Watch out, you must KNOW that for this young sinus sufferers, you 
must be aware of possible orbital cellulitis!  

 
 

500.  
Q) You see coming into your clinic another child with a sore throat. 

Could it be again the pharyngitis? NO! Because here, you note the 
highly specific stridor (barking like a seal) sound. Three questions. 

What is a severe consequence of this dx and what can you give as 
treatment?  

Also, TELL ME THE EXACT STRUCTURE OF THE BUG!??????????  

 
 

 
 

A) This is Classic Croup, from parainfluenza virus. You may have to 
inject epinephrine if airway is blocked! And this virus for STEP 1 is...  

Family Paramyxovirus, Single stranded, HELIX shaped, negative sense, 
linear, WITH an envelope, and this virus is nonsegmented (which 

allows for better vaccines since segmentation increases the number of 
serotypes)!!!!!!!!! YOU GOT IT! YOU KNOW IT ALL!!!! 

501.  
Q) HY Concept 500 spoke of croup from parainfluenza. NOW, there are 

exactly three other bugs/viruses within the same family. YOU MUST 
LUMP. What are they?  

 
A) They are the same family, Paramyxovirus!! Measles, Mumps, and 

RSV. On my call last night, there were so many patients with RSV!! We 

will discuss the subtle difference between RSV and croup from 
parainfluenza next time if I am still alive. I am on call TONIGHT TOO! 

Coffee, anyone???  

 
503.  

Q) Again, you will see this on tests and in clinics every 
second...patient will come in with signs of a "cold". But what are you 

most afraid of? A common coronavirus (Strucure? please? RNA or 
DNA?), will resolve without duress in a immunocompetent person. So 



the NBME/attendings will "pimp" you on whether the person is 

immunocompromised (HIV), or has a BAD Bacterial/Fungal infection 
and also if the virus could compromise the airway. So, moving along:  

Case: You see a patient named Clarence Day who is a 6 year old 
female patient who looked like your previous patient with a "cold"...but 

you are ALARMED because in addition to tachycardia, she is leaning 
forward and slightly gasping for air..PLUS, she is DROOLING (Key!). 

Dx, and BUG, and Rx please?  
 

 
A) Here, the disease is EPIGLOTTITIS, often caused by H. Flu, (but 

also S. pneumo and Group A Strep). This is a medical EMERGENCY b/c 
it can block the airway, so you call ETN and consider a 

CRICOTHYROTOMY and INTUBATE!  
 

504.  

Q) Case: You now have a patient named Edgar Poe who is six months 
old. His mother brings him in and your med student sees him. He 

comes out of the exam room and says that all the family had the 
"common cold" so he will send Edgar home with Tylenol only. But 

when YOU do your exam, you hear crackles and mild rhonci on lung 
exam, and the child seems to be gasping for breath. Your attending 

comes in and tells you this IS a virus, but in patients this young, it can 
cause deadly hypoxic events and infects the bronchioles and is VERY 

contagious. The month is December...  
Bug and Drug and Structure of Bug please?  

 
A) This is classic RSV virus infection, part of PARAMYXOVIRUS family 

with RNA, HELIX shaped, Enveloped, single stranded negative polarity. 
The drugs are ONLY given for serious hypoxia. You may be asked to do 

a trial of albuterol to rule out asthma (similar presentation), and a 

rapid antigen test for RSV. Some like to tx with ribarvirin (MOA please) 
and a monoclonal drug called synergin (an RSV antibody)  

 
505.  

Case: Similar presentation of a young child, female, named Edith 
Wharton. This patient has NOT had her immunization shots. Her 

mother is coming to you after her daughter has had fits of coughing 
that has waxed and waned for a year now. PE is notable for an 

extended stridor after taking a deep breath. Her CBC has marked 
elevated white count, and your attending tells you this is a serious 

NON-viral illness (you can R/O RSV) so that goes though phases. Bug 
and drug and dx please?  

 



A) This is the famous "Whooping Cough". The INTERVALS AND 

PHASES of strong coughing differentiate it from the other common 
illnesses. Since she had no immunization shots, she did not get her 

Pertussis shot. The bug is Bordetella pertussis and is a gram neg 
bacteria. You need a two week course of ERYTHROMYCIN. (Note, a 

culture and fluorescent antibody staining can pinpoint your dx).  
 

506.  
Case: Well, I won't put one here except to say know the most common 

bugs of pneumonia, a favorite of clinics/boards due to its severity. But 
tell me, how can I tell the diff. between say, S. pneumoniae 

pneumonia and a viral pneumonia?  
 

A) So key, LISTEN...both viral and bacterial bugs can cause 
pneumonia, but understand that a viral (or mycoplasma) source has 

USUALLY more BILATERAL, diffuse, crackles, rhonchi, wheezing of this 

LOWER respiratory tract infection(s). BUT...a bacterial source points to 
a more focal or UNILATERAL source, with dullness to percussion, 

absent breath sounds.  
If you suspect a bacterial origin, treat with Penicillin or amoxicillin. But 

if you think you have S. aureus or H. flu, you need a second or third 
generation cephalosporin. Recall that "walking pneumoniae" from 

Mycoplasma needs different coverage like Erythromycin.  
 

507.  
Case: Regarding the pneumonia cases, what outcome are you most 

afraid of (don't answer death..)? And what is the treatment?  
 

A) The most common complication of the pneumonias is a pleural 
effusion bad enough to compromise respiration. If you "drain" their 

lungs with pleurocentesis (you could get out a 1 liter or MORE), you 

can help with this outcome.  
 

508.  
Case: A female woman, Mrs. Stevenson comes running into your office 

with twins with signs and symptoms of meningitis. Both twins are male 
and four years old. One male, named Robert, had a prodromal stage 

that was not specific and included fever chills nausea. The other male, 
named Louis, had a very high fever throughout and missed a 

prodromal phase. He also has some mild seizures. Which one has the 
bacterial origin? And what is the bug most common? What is the most 

specific test? What drug will you grab?  
 

A) The bacterial meningitis is life threatening while the viral is usually 



not. The bug most common depends on the age of the patient.. but 

cover/choose S. pneumoniae as a common cause. The bacterial 
etiology usually has an absent prodromal phase. Do a lumbar puncture 

to pinpoint bug. Tx with a 3rd gen. ceph. like ceftriaxone which moves 
into the CSF easily.  

 
509.  

Q) Really quick, you see a young patient with diarrhea, vomiting, and 
low grade fever. All bacterial cultures come back negative. There is no 

history of travel and the patient is taking no medications. The time of 
the year is February. What is the most likely VIRAL etiology? 

Structure?  
 

A) Rotavirus. It is NOT enveloped, is square shaped, double stranded, 
and segemented.  

 

510.  
Case: You have a young patient who keeps returning to the clinics 

after all infectious etiologies for bugs are ruled out! Name a few NON-
infectious causes of diarrhea in your young patient! VERY IMPORTANT!  

 
A) IBD like ulcerative colitis, cystic fibrosis, anti bacterial meds, and 

conditions such as celiac sprue or gluten sensitive disease could do 
this.  

 
511.  

Case: You see another young patient in your clinic. This time, she also 
has bad diarrhea. So after a history, your medical student grabs some 

Immodium (anti-diarrheal). There is blood and yellow sticky "goop" 
from the GI, and you see WBCs on wet mount.  

1) Is this a good idea to give anti diarrheals?  

2) Rapid Rotavirus Antigen Testing is Negative, and so is Clostridum 
difficile toxin detection for possible antibiotic use..NEGATIVE. Other 

baceterial cultures are negative. Hmm.. you sit there wondering... But 
then your attending says she she CYSTS in the stool sample. What bug 

and drug?  
 

A1) No, do NOT give antidiarrheals here, treat instead with oral 
hydration and replace and manage the electrolytes as necessary.  

 
A2) Most commonly, this is Giardia. Treat with Metronidazole.  

 
 

512.  



Case: A young patient of yours comes in with diarrhea. All common 

bacterial and virla tests come back negative. So your attending says 
consider a paraiste like Camyplylobacter jejuni. What drug will you 

reach for?  
 

A) Erythromycin  
 

513.  
Case: Still stickin' with diarrhea and stomach pains...now you see a 

young patient who was on Clindamycin therapy for a while...(what are 
your thoughts?)...your attending says he found Clostridium difficile 

TOXIN. DOC, please?  
 

A) Meronidazole, given ORALLY  
 

514.  

Case: Now, you are still seeing diarrhea and stomach pains...but this 
time your patient is a young African American male who has 

associated symptoms of headache, fever, and muscle, and bone pain. 
What is the bug now?  

 
A) Consider SALMONELLA.  

 
515.  

Case: Still going...another young patient wtih diarrhea and stomach 
pains. You get a good history and it does not seem like anything 

normally seen...there is some blood in the fecal material...he has 
isolated pockets of nerve damage, LOW platlets on a CBC, and 

hemolytic anemia. Bad, bad disease. Your attending hints this is 
caused by a TOXIN spills by a couple of different bacteria. What is the 

disease, bugs?  

 
 

A) This is the infamous HUS, or hemolytic uremic syndrome. Very 
deadly. Two bugs..E COLI 0157:H7 and Shigella dysenteriae are seen 

to cause this in young patients.  
 

516.  
Case: Still diarrhea is facing you....you see another young male age 10 

with fever, some blood in feces, diarrhea. You are thinking the answer 
choices/differentials...E coli, Shigella, Salmonella, 

Entamoeba...Hmm..hard one but the GI attending stops by and hints 
this is NOT parasitic, and the patient has a history of taking H2 

blockers and he loves eating raw pork hot dogs. The labs come back 



and the bug is oxidase negative, non lactose fermenting. What is the 

bug and drug?  
 

A) You are on your way to becoming a doctor if you got this one right.. 
this is Yersinia entercolitica (Y. pestis causes the PLAGUE!). As long as 

hypovolemic shock is avoided, you are in good shape. Give TMP-SMX 
as treatment since this bug is becoming resistant.  

 
517.  

Case: We move on briefly to hepatitis...since everyone in the US 
receives regular vaccines, you should not encounter HBV for example 

in your young patient population too often. But, please understand the 
HY facts which address when and where you see the different antigens 

and antibodies for each of the Hepatitis viruses...A, B, C, D and E. For 
Hep B, for example, understand that about 1 in 10 patients WILL have 

a chronic carrier state which IS INFECTIVE. They remain HBsAg (+), 

so they can infect others. Do you know the difference between 
HBV/HDV and HAV/HEV?  

 
KNOW that anti-HB core antibodies are seen after HB surface antigen 

has been eradicated, and understand that this may occur before anti 
Hep B surface antigen antibodies appears! You must review Hep B core 

antigen/antibody detection!  
 

518.  
KNOW: That even though the attendings/NBME probably know that 

you are familiar that penicillin is the DOC for TREPONEMA PALLIDUM, 
and that you need VDRL and RPR for diagnosis, tell me...what is the 

specific test that is used for treponemal tests?  
 

A) FTA-ABS test. Just understand that a patient who is young and has 

persistent jaundice, heptosplenomegaly and lymadenopathy is a 
classic presentation of syphillis obtained through "vertical" 

transmission, ie, from mother to child.  
 

519.  
Case: You have a young woman, say 21 years of age, which presents 

with a positive culture for Chlamydia and Neisseria. She is 
sadly...become infertile...  

Q) What is the dx? What two bugs are commonly implicated? And what 
is the treatment? Can she have another common sequelae?  

 
A) Since one in six or one in five with PID develop permanent 

infertility, you must be familiar with this. The two bugs (trick 



questions) ARE Chlamydia and Neisseria. The treatment for Chlamydia 

is Doxycycline or Azithromycin (Zithromax). For Neisseria, give a 
single dose of Ceftriaxone or a quinolone if you wish. The common bug 

Neisseria causes accompanied muscle pain in both males and females.  
 

520.  
Case: Your poor patient who has PID (pelvic inflammatory disease) is 

now coming back to you after two years with the triad of arthritis, red 
conjunctiva, and inflammation of the urethra. What is the disease?  

 
A) Untreated PID can progress to Reiter's syndrome.  

 
521.  

Case: You see a 23 year old female patient with painless growths on 
her vulva. She has a sexual history with multiple partners. Diagnostic 

tests demonstrate that this is a VIRAL etiology. What is the bug and 

tx?  
 

A) Among the MOST COMMON of the sexually transmitted diseases, 
you must know and understand all about HPV or human pap. virus. 

They can often cause these painless chancres that you can treat with 
CO2 laser ablation, scalpel excision, or laser therapy. MEDICAL 

pharmacotherapy consistents of interferon therapy, 5-FU, or 
Podophyllin (an anti mitotic). You must make this patient come for 

ANNUAL pap smears! Why??  
 


