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PART I: ASTHMA MANAGEMENT

1. Persistent changes in airway structure that occur in some
patients, including sub-basement fibrosis, mucus hyper
secretion, injury to epithelial cells, smooth muscle
hypertrophy, and angiogenesis are known as:
A. Airway transforming
B. Airway remodeling
C. Airway rebuilding
D. Airway reconstructing

2. According to NHBLI Expert Panel 3, what is the strongest
identifiable predisposing factor for developing asthma?
A. Atopy
B. Gene-by-environment
C. Respiratory Syncytial Virus (RSV)
D. Rhinovirus (HRV)

3. How many asthma-related Emergency Room visits occur
annually in the U.S.?
A. 500,000
B. 970,000
C. 1,400,000
D. 1,800,000

4. Which of the following is NOT an advantage of spirometry?
A. Objective documentation of severity of obstruction
B. Possible identification of “poor perceivers”
C. For optimal results need good effort and technique
D. Documentation of response to acute and chronic therapy

5. According to NHBLI Expert Panel 3, asthma is well
controlled in a child from 0-4 years of age when nighttime
awakenings occur:
A. Once per month
B. Three times per month
C. Once per week
D. Twice per week

6. Of the adjunctive therapies available, LABA is the preferred
treatment to combinewith ICS in:
A. Children 0-4 years of age
B. Children 5-11 years of age
C. Youths ≥ 12 years of age and adults
D. Only adults over age 25

7. According to the NHLBI National Asthma Education and
Prevention Program, the only disease modifying treatment
for allergic asthma is:
A. Omalizumab
B. Montelukast
C. Leukotriene antagonists
D. Allergen Immunotherapy

8. In youths > 12 years of age and adults the preferred
controller medicine is:
A. Long-acting beta-agonist
B. Inhaled corticosteroid
C. Omalizumab
D. Theophylline

PART II: CHRONIC OBSTRUCTIVE PULMONARY DISEASE
(COPD)

1. In Dr. Anzueto's experience, how many COPD patients are
treated by primary care physicians?
A. 50%
B. 60%
C. 75%
D. 90%

2. In what year did the mortality rate for women with COPD
first surpass the mortality rate of men?
A. 1987
B. 1992
C. 2000
D. 2005

3. What three factors should be taken into consideration
when diagnosing COPD?
A. Age, ethnicity, gender
B. Symptoms, exposure to risk factors, spirometry result
C. Age, weight, geographical location
D. Ethnicity, gender, allergies

4. What ratio of FEV1 to FVC indicates severe COPD?
A. 30%
B. 50%
C. 70%
D. 80%

5. Which of the following antidepressives has demonstrated
efficacy in clinical studies of smoking cessation?
A. Buproprion
B. Citalopram
C. Fluvoxamine
D. Sertraline

6. What is the only one long-acting anti-cholinergic?
A. Albuterol
B. Formoterol
C. Salmeterol
D. Tiotropium

7. Patients' TDI Focal Scores were better when the patients
were treated with ipratropium in combination with which
form of pharmacotherapy?
A. Long-acting beta2-agonists
B. Long-acting anti-cholinergics
C. Short-acting beta2-agonists
D. Corticosteroids

8. The TORCH study showed that patients who use inhaled
corticosteroids alone may have what result?
A. Slight improvement
B. Significant improvement
C. Worsening
D. No change
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