
CME Credit Quiz
In association with Dalhousie University

This test offers the opportunity to assess your
knowledge and retention of the information

presented in the articles in this issue. Physicians
who complete the quiz will receive a statement
from Dalhousie University, Continuing Medical
Education (CME) indicating their participation
and their score.

Dalhousie University is fully accredited by
the Committee on Accreditation of Canadian
Medical Schools and, by reciprocity, the
Accreditation Council for Continuing Medical

Education of the United States to offer continu-
ing medical education to physicians.

Where applicable, physicians may report their
participation in this CME activity to the appro-
priate professional and health organizations. 

Each quiz may be submitted only once for
consideration and must be submitted within six
months after the date of issue.

Correct answers will be published in the
journal six months after the quiz appears.

SELECT THE BEST ANSWER(S) FOR EACH OF THE FOLLOWING:

The Canadian Journal of Diagnosis / August 2002 79

1. Decreased or loss of olfactory function is

estimated to be present in what percent-

age of the American population under the

age of 60?

a) 1%
b) 4%
c) 8%
d) 10%

2. Smell receptors are located in the olfac-

tory neuroepithelium. This is found:

a) Over the cribriform plate
b) The inferior turbinate
c) The superior septum
d) A and C
e) All of the above

3. The olfactory system is unique amongst

the sensory symptoms in that it sends

fibres directly to the cortex without

synapsing in the thalamus.

a) True
b) False

4. Which cranial nerve mediates somatosen-

sory overtones of odorants, such as a burn-

ing, cooling, sharpness and irritation?

a) Cranial Nerve V
b) Cranial Nerve IX
c) Cranial Nerve X

5. Which of the following is (are) among

the most common causes of anosmia or

hyposomia?

a) Head trauma
b) Postviral upper respiratory tract infections
c) Pharyngitis
d) A and B
e) All of the above

6. The most common and treatable cause of

olfactory dysfunction is:

a) Post-upper respiratory tract infection
b) Nasal sinusitis +/- polyposis
c) Head trauma
(Olfactory Dysfunction; page 55)
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7. In the U.S., the incidence of sarcoidosis

is greater in the black population com-

pared with Caucasians.

a) True
b) False

8. Sarcoidosis is more severe in the black

population.

a) True
b) False

9. Arthropathy is present in what percent-

age of sarcoid patients?

a) 10%
b) 18%
c) 25%
d) 30%

10. The chronic form of sarcoidosis can

affect which of the following:

a) Lungs
b) Hands
c) Knees
d) Ankles
e) All of the above

11. The first-line treatment of sarcoidosis is:

a) Methotrexate
b) Corticosteroids
c) Infliximab
(Sarcoidosis; page 73)
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