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PREFACE

The Membership of the Royal College of Physicians (MRCP) is a mandatory exam for trainees in
the UK intending to enter a career in a medical speciality. The MRCP exam has three parts: MRCP
Part 1 (written paper); MRCP Part 2 (written paper); and MRCP Part 2 Clinical Examination
(PACES).

The MRCP (UK) Part 1 Examination is designed to assess a candidate’s knowledge and
understanding of the clinical sciences relevant to medical practice and of common or important
disorders to a level appropriate for entry to specialist training. Candidates must sit two papers,

each of which is three hours in duration and contains 100 multiple choice questions in ‘best of five’
format. These are designed to test candidates’ core knowledge, the ability to interpret information,
and clinical problem solving. The MRCP Part 1 requires a huge breadth of information to be revised.

Whilst books and resources are available, there is a huge variation in the number and quality of
practice questions available. Online revision websites can be very expensive and impractical for
busy junior doctors in clinical posts. These three volumes have been written with these busy junior
doctors in mind and are designed to be studied one volume at a time. The three volumes together
cover the full syllabus of the MRCP part 1 exam, and the number of questions per speciality is
proportional to that seen in the exam. It is suggested that doctors preparing for the exam should
carry one of the books into work each day and use every opportunity to study, even if it is for brief
intervals. When time permits a more detailed review of the subject should take place to ensure full
understanding of each topic.

The questions have been written and reviewed by experts in their respective fields and | would like
to use this opportunity to thank each and every one of them for their excellent contributions.

Igbal Khan
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NEPHROLOGY

QUESTIONS

What is the prevalence of Alport’s syndrome?
A. 1in 10000

B. 1in 5000

C. 1in 2500

D. 1in 1000000

E. 1in 100000

A 62-year-old man on chronic haemodialysis for the management of
end-stage renal failure secondary to polycystic kidneys is seen for review.
His current medication include alfacalcidol, simvastatin, lanthanum
carbonate, and felodipine. X-ray of his hands shows changes of osteitis
fibrosa cystica. His blood tests show: serum calcium 2.6 mmol/l, serum
phosphate 1.7 mmol/l, alkaline phosphatase 321 1U/l, PTH 86 pmol/l
(normal range 1-9 mmol/l). What is the most appropriate treatment for
his hypercalcaemia?

A. Stop alfacalcidol

B. Discontinue lanthanum carbonate

C. Start cinacalcet

D. Refer for parathyroidectomy

E. Increase alfacalcidol
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NEPHROLOGY | QUESTIONS

A 63-year-old man sustained a myocardial infarct. Echocardiography
showed poor left ventricular function and he was started on perindopril,
furosemide in addition to aspirin and simvastatin. His serum creatinine on
admission to the coronary care unit was 134 micromol/l. He was seen in
follow-up two weeks post discharge as he had felt unwell. Routine blood
tests showed a serum creatinine of 356 micromol/l and serum potassium
was 5.9 mmol/l. What is the next most appropriate investigation to
determine the aetiology of his deteriorating renal function?

A. Coronary angiography

B. Echocardiography

C. Renal arteriography

D. Renal ultrasound

E. Renal biopsy

What is the commonest form of glomerulonephritis in adults
worldwide?
A. Minimal change nephropathy

. Focal segmental glomerosclerosis

B
C. Mesangiocapillary glomerulonephritis
D. IgA nephropathy

E.

Antiglomerular basement membrane disease

A 38-year-old diabetic with type | diabetes (diagnosis at the age of 12)
presents with right loin pain and investigations reveal urea 32 mmol/l
and serum creatinine 521 micromol/l with a serum potassium of
6.7 mmol/l. She had previously had a left nephrectomy following trauma.
She was catheterized and found to be anuric. A plain abdominal X-ray
showed no urolithiasis. What is the cause of her renal failure?
A. Bladder tumour

Diabetic nephropathy
. Papillary necrosis
. Renal vein thrombosis

monNw

Retroperitoneal fibrosis

You have been asked to see a 43-year-old man because of electrolyte
disturbance. He had a past history of multiple sclerosis and suffered
from ataxia, numbness of his left leg, and trigeminal neuralgia.
Investigations: serum sodium 121 mmol/l, serum potassium 3.7 mmoll/l,
urea 2.9 mmol/l, serum creatinine 99 micromol/l. What is the cause of
his electrolyte disturbance?

A. Adrenal insufficiency

B. Psychogenic polydipsia

C. Renal tubular acidosis

D. Salt depletion

E. Syndrome of inappropriate secretion of antidiuretic hormone
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A 32-year-old woman who is being managed by her GP for joint
pains and lethargy comes to the renal clinic. On examination she is
hypertensive at 165/90 and looks pale. Investigations: haemoglobin
10.2 g/dl (11.5-16.5), white cell count 12.3 x 10°/ (4-11), platelets
151 x 10°/1 (150-400), serum sodium 139 mmol/l (135-146), serum
potassium 4.9 mmol/l (3.5-5), creatinine 154 micromol/l (79-118);
urine: blood ++, protein +; renal biopsy: positive staining for
complement, IgM, and IgG. Which of the following is the most likely
diagnosis?

A. IgA nephropathy

B. Minimal change disease

C. Post streptococcal glomerulonephritis

D. Systemic lupus erythematosis

E. Wegener’s granulomatosis

A 35-year-old man presents with hypertension, but is otherwise well.

His father died of a cerebral bleed at the age of 46 but his mother is
alive and well on no medication. Investigations: urea 12 mmol/l, serum
creatinine 231 micromol/l, and haemoglobin 14.4 mg/l. What is the likely
cause of his renal impairment and hypertension?

A. Adult polycystic kidney disease.

B. Focal segmental glomerulosclerosis

C. IgA nephropathy

D. Reflux nephropathy

E. Tuberose sclerosis

A 70-year-old man has multiple medical problems including epilepsy,
atrial fibrillation, and left ventricular failure. He is admitted after an
acute diarrhoeal illness and has a rapid rise in his creatinine to 220
micromol/l. The protein binding of which of the following drugs is likely
to be significantly altered?

A. Bisoprolol

B. Phenytoin

C. Felodipine

D. Indapamide

E. Atorvastatin
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10. You are asked to see a 71-year-old man who has a history of benign
prostatic hypertrophy and was admitted 24 hours previously with a
urinary tract infection. He also has a history of type 2 diabetes and takes
a range of medication including gliclazide, pioglitazone, ramipril, and
amlodipine. He is initially treated with gentamycin and you are asked to
review his renal status. His BP on examination is 105/63, his pulse is 88
and regular. Investigations: Hb 11.7 g/dl, WCC 14.3 x10°/l, PLT 232 x107/l,
Na+ 138 mmol/l, K+ 5.4 mmol/l, creatinine 262 micromol/l
(151 some 3 weeks earlier), urinary sodium 7, glucose 10.4 mmol/l,
trough gentamicin level 2.6 mg/l. Which of the following is the most likely
cause of her renal impairment?

A. Acute tubular necrosis
. Interstitial nephritis

B
C. Renal vein thrombosis
D. Pre-renal failure

E.

Post-renal failure

11. A 75-year-old man has a productive cough with specks of blood in the
sputum. Chest X-ray reveals a mass lesion in the L lower zone. Na
110 mmol/l (137-144), K 4.0 mmol/l (3.5-4.9), bicarbonate 24 mmol/l
(20-28), U 3.0 mmol/l (2.5-7.5), Cr 80 micromol/l (60-110). Which of
the following suggests a diagnosis of syndrome of inappropriate anti-
diuretic hormone (SIADH)?

A. Presence of ascites

B. Plasma osmolality 236 mOsm/kg (278-305)
C. Urine flow rate 20 ml/h

D. Urine osmolality 250 mOsm/kg (350—1000)
E. Urine sodium 110 mmol/I

12. A 22-year-old man presents to the emergency department complaining
of left loin pain. He tells you his GP has recently started investigating
him for hypertension and that his father has chronic renal failure. On
examination he has obvious bilateral renal masses, pain on the left-hand
side to palpation and a raised BP of 155/90. Investigations: haemoglobin
10.9 g/dl (13.5-17.7), white cell count 8.0 x 10°/1 (4-11), platelets
222 x 10°/1 (150-400), serum sodium 142 mmol/l (135-146), serum
potassium 4.7 mmol/l (3.5-5), creatinine 139 micromol/l (79-118),
urine: haematuria ++. Which of the following is the most likely cause of
his pain?

A. Renal artery embolus
. Renal vein thrombosis

B
C. Haemorrhage into a renal cyst
D. Interstitial nephritis

E.

Acute tubular necrosis
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13. A 52-year-old man is receiving cisplatin-based chemotherapy for colonic
carcinoma with hepatic metastases. He has begun to feel rather tired
and has been suffering from increasing muscle cramps and palpitations.
Bloods reveal a mild anaemia with a haemoglobin of 9.9 g/dl, but his
routine U&E are normal. Which one of the following deficiencies is most
likely to be responsible for his symptoms?

A. Magnesium
B. Sodium

C. Chloride
D. Phosphate
E. Thyroxine

14. A 33-year-old man who is under investigation by his GP for a chronic
cough comes to the clinic for review because he is developing pitting
oedema of both lower limbs, he also feels increasingly nauseous. On
examination his BP is elevated at 155/92, his pulse is 80 and regular. There
are fine crackles on auscultation of the chest, splenomegaly, and bilateral
pitting oedema. Investigations: haemoglobin 12.5 g/dl (13.5-17.7), white
cell count 9.0 x 10°/1 (4-11), platelets 181 x 10°/1 (150-400), serum sodium
140 mmol/l (135-146), serum potassium 4.6 mmol/l (3.5-5), creatinine
130 micromol/l (79-118), calcium 3.1 mmol/l (2.2-2.6); ultrasound: two
normal-sized kidneys; CXR: interstitial fibrosis; 24-hour urinary protein
2.5 g (<300 mg). Which of the following is the most likely cause of his
proteinuria?

A. Minimal change disease

B. Membranous nephropathy

C. Crescenteric glomerulonephritis
D. Sarcoidosis

E. Wegener’s granulomatosis

15. A 72-year-old man is admitted to the hospital with acute urinary
retention. He has a history of previous inferior myocardial infarction
and hypertension but is otherwise well. On examination he has a BP of
155/92, a pulse of 90 regular, and is in some pain. He has a large bladder
on palpation of his abdomen and a smoothly enlarged prostate on PR.
Investigations: Hb 12.9, WCC 8.9, PLT 203, Na 139, K 5.4, Cr 192. He is
catheterized. Which of the following is the most appropriate next step?
A. Early transurethral prostatectomy
B. Initiation of alpha blockade
C. Initiation of anti-androgen therapy
D. Removal of catheter after three days
E. Teaching on managing a permanent catheter
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16.

17.

18.

19.

Which one of the following statements is true with respect

to renal carcinoma?

A. It often presents with haematuria

B. More than 25% of patients present with the classic triad of haematuria, flank pain, and a
palpable abdominal mass

C. Anaemia is observed in up to 20% of patients at presentation

D. Itis commonly associated with secondary amyloidosis

E. Patients with von Hippel-Lindau syndrome, tuberous sclerosis or Peutz—Jeghers syndrome
are at increased risk of renal cell carcinoma

A patient with hepatitis B develops nephrotic syndrome. He has a
renal biopsy, which reports thickening of the glomerular capillary wall,
and subepithelial immune complex deposition. Which of the following
conditions fits best with this picture?

A. Minimal change glomerulonephritis (GN)

B. Mesangiocapillary GN

C. Medullary sponge kidney

D. Membranous GN

E. IgA nephropathy

You are reviewing a 71-year-old man with CKD stage 5 who has suffered
an inferior myocardial infarction. You are reviewing his cardiovascular
drugs. His BP is 155/92, his total cholesterol is 7.1. You decide to start
additional medication for blood pressure and cholesterol lowering.
Which of the following drugs is used at potentially submaximal dose in
CKD-5, but need not be avoided completely?

A. Atorvastatin

B. Pravastatin

C. Simvastatin

D. Rosuvastatin

E. Doxasosin

A 62-year-old man with chronic renal failure comes to the clinic for
review. He has type 1 diabetes and has been under the management
of the renal physicians for the past four years. Current symptoms
include nausea and lethargy. On examination his BP is 155/82, pulse
is 78 and regular. Chest is clear and abdomen is soft and non-tender.
Investigations: Hb 11.0, WCC 7.0, PLT 181, Na 137, K 5.3, Cr 220,
Ca 2.25, PO, 1.9. Which of the following is the most appropriate
treatment to reduce his phosphate?

A. Sevelamer

B. Risedronate

C. Resonium

D. Cinacalcet

E. Calcium carbonate
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21.

22.

23.
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When assessing patients with renal stones which of the following
abnormalities are regarded as protective against renal stone formation?
A. Hypercalcaemia

B. Hypercalciuria

C. Hyperuricaemia

D. Hypercitraturia

E. Hyperuricosuria

A 39-year-old woman who has been treated for heavy proteinuria
secondary to idiopathic membranous glomerulonephritis presented
with right flank pain and haematuria. The renal function was mildly
impaired. While in hospital she developed acute shortness of breath and
haemoptysis. The most likely cause of the respiratory complaint is?

A. Pulmonary embolism

B. Primary bronchial carcinoma

C. Idiopathic pulmonary haemosiderosis

D. Pulmonary tuberculosis

E. Staphylococcus pneumonia

Struvite kidney stones are invariably associated with urinary tract
infections, specifically urease-producing bacteria. Which of the following
bacteria is often implicated?

A. Proteus

B. Escherichia coli

C. Streptococci

D. Enterococci

E. Citrobacter

A man has developed end-stage renal failure at the age of 30. He is also
found to have sensorineural deafness. The ophthalmologist detected a
regular conical protrusion on the anterior aspect of the lens on slit lamp
examination. What is the likely diagnosis?

A. Ehler’s Danlos syndrome

B. Marfan’s syndrome

C. Polycystic kidney disease

D. von Hippel-Lindau syndrome

E. Alport’s syndrome
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24. A 47-year-old man with a long-standing history of severe back pain

25.

26.

27.

and stiffness presents with ankle swelling. Investigations are: urea

8.8 mmol/l, serum creatinine 143 micromol/l, total protein 47 g/l,
albumin 21 g/l, other liver function tests normal. What is the cause of
his hypoalbuminaemia?

A. Amyloidosis

B. Coeliac disease

C. Membranous glomerulonephritis

D. Myeloma

E. Protein-losing enteropathy

A man has developed end-stage renal failure at the age of 30. He is also
found to have sensorineural deafness. The ophthalmologist detected
regular conical protrusion on the anterior aspect of the lens on slit lamp
examination. Which type of collagen does the genetic mutation affect?
A. Typel

B. Type ll

C. Type lll

D. Type IV

E. TypeV

A 24-year-old man is seen in the renal clinic for resistant hypertension.
He is currently managed with an ACE inhibitor, indapamide, and
felodipine. His BP in the clinic is 159/92. There are bilateral ballotable
masses on palpation of the abdomen. His creatinine is elevated at

184 micromol/l and there is haematuria ++ on dipstick testing. Which
of the following conditions may also be seen in the presence of his renal
diagnosis?

A. Pancreatitis

B. Cirrhosis

C. Diabetes mellitus

D. Mitral valve prolapse

E. Aortic regurgitation

A 35-year-old woman with chronic renal failure related to diabetic
nephropathy from long-standing type 1 diabetes comes to the clinic for
review and possible intervention for her anaemia. A most recent Hb was
9.8 g/dl and creatinine 187 micromol/l. According to NICE guidelines on
anaemia management, which of the following is?

A. Maintain Hb in the 11-13 range

B. Consider another cause for anaemia if the GFR is >60 ml/min

C. Prescribe concomitant vitamin C. for treatment of anaemia

D. Measure Epo levels as a marker of successful treatment

E. Blood transfusion is an important option in those who may undergo a renal transplant
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A 67-year-old man with known amyloidosis (secondary to ankylosing
spondylitis) presents with severe left loin pain. Investigations

reveal: urea 15.4 mmol/l, serum creatinine 212 micromol/l, serum
albumin 18 g/l. What is the likely cause for his pain?

A. Acute pyelitis

B. Perinephric haematoma

C. Renal amyloidosis

D. Renal artery thrombosis

E. Renal vein thrombosis

A 78-year-old woman is admitted after being found on the floor by her
home help. She has apparently been lying there for a number of hours
after suffering a stroke. On admission she is drowsy, with obvious evidence
of a left-sided hemiparesis. She has bilateral basal crackles on auscultation
of the chest. Investigations: Hb 12.3g/dl (11.5-16.0), WCC 12.5 x10°/l
(4-10), PLT 233 x 10°/1 (150-400), sodium 142 mmol/l (134-143),
potassium 5.9 mmol/l (3.5-5), creatinine 237 micromol/l (60-120), urine
blood +++. Chest X-ray reveals some evidence of fluid accumulation,
although this is not particularly marked. Which of the following is the best
initial way to treat her renal impairment?

A. Alkaline diuresis

B. Furosemide

C. Normal saline

D. Haemofiltration

E. Haemodialysis

A 51-year-old publican with alcoholic liver disease comes to the clinic
with a deterioration, suffering from increasing nausea over the past few
days. He is currently managed with high-dose propranolol for portal
hypertension and spironolactone for ascites. On examination his BP is
100/60, his pulse is 85 and regular. He has extensive ascites and multiple
signs consistent with chronic liver disease. Investigations: haemoglobin
10.1 g/dl (13.5-18), white cell count 7.2 x 10°/1 (4-10), platelets

104 x 10°/1 (150-400), sodium 141 mmol/l (134-143), potassium

5.3 mmol/l (3.5-5), creatinine 182 micromol/l (60-120). He is
catheterized but only passes 80 ml of urine over the course of four
hours. Urine sodium is <10 mmol/l. Which of the following is the most
likely diagnosis?

A. Hepatorenal syndrome

B. Spontaneous bacterial peritonitis

C. Acute Gl haemorrhage

D. Acute tubular necrosis

E. Renal tubular acidosis



