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50 Sample Questions

These sample questions and answers are purposed to clarify the nature and format of the
FRCS part 1 exam.

Importantly single “best answer” is different to a multiple-choice format with often multiple
answers being reasonable but arguably one being the best choice. In devising these sample
questions, the JCIE have endeavoured to provide an accurate reflection of the exam and the
reasoning behind the choice of “best answer”. However, these sample questions have not
been subjected to the standard setting process, which is a vital part of each exam, and allows
for questions to be challenged by an expert panel in the light of current evidence. As such it is
expected that aspects of these sample questions may be challenged.

The sample questions are here to help explain the nature of the exam and should not be
considered definitive answers.



QUESTION 1 REFER TO THE FOLLOWING INFORMATION




1. Which surgical instrument is shown in the exhibit?

A. Cobbett skin graft knife
B. Goullian skin graft knife
C. Humby skin graft knife
D. Silver skin graft knife
E. Watson skin graft knife



QUESTION ONE ANSWER

D. Silver skin graft knife
Reasoning: A, C and E are longer-bladed knives

B is a fixed-blade knife with interchangeable guards to adjust skin graft thickness



QUESTION 2 REFER TO THE FOLLOWING INFORMATION

Ulna Radius

Right Wrist cross-section viewed end-on looking towards the elbow



2. A 65-year-old man fractured his distal radius 20 years ago.

Which of the tendons labelled A to E in the exhibit are now most at risk of attrition rupture?

A A
B.B
C.C
D.D
E.E



QUESTION TWO ANSWER

C.C

Reasoning: The extensor pollicis longus (EPL) tendon is vulnerable to rupture following
a distal radius fracture due to several factors associated with the injury and its healing
process. Here are some key reasons for this increased vulnerability:

Anatomical Position and Blood Supply
* The EPL tendon wraps around the Lister’s tubercle (a small prominence on the
dorsal surface of the distal radius), making it susceptible to injury when the radius is
fractured.
* It has a relatively poor blood supply, particularly where it crosses the distal
radius.This limited vascular supply can delay healing and increase the risk of tendon
degeneration or rupture.

Direct Trauma from Fracture Fragments
* In some distal radius fractures, sharp bone fragments can impinge on the EPL
tendon, leading to partial tears or abrasions.
* Even if no immediate rupture occurs, microtrauma caused by these fragments can
weaken the tendon and predispose it to rupture later.
Tendon Attrition Due to Callus Formation
» During the healing process, bony callus (new bone formation) can develop around
the fracture site. If callus forms near the EPL tendon, it may create friction or
pressure on the tendon as it moves, leading to tendon attrition and possible rupture
over time.

Tendon Ischemia and Necrosis
» Following the initial trauma, inflammation and swelling around the fracture site can
compress the EPL tendon, further compromising its blood supply.
» This restricted blood flow can lead to ischemia (lack of oxygen) and
even necrosis (cell death) in parts of the tendon, making it more prone to delayed
rupture, sometimes weeks or months after the fracture.

Repetitive Motion or Stress
» After a distal radius fracture, especially in cases of conservative treatment, tendon
irritation can occur due to repetitive motion or excessive use of the hand and wrist.

The EPL tendon is highly active in movements like thumb extension and lifting objects.
Repetitive stress over a weakened area can lead to a delayed rupture, often occurring 4-8
weeks post-injury



QUESTION 3 REFER TO THE FOLLOWING INFORMATION




3. The exhibit shows a lesion measuring 2 cm x 3 cm on the forehead of a 10-year-old child

Which treatment is most appropriate for this lesion?

A. Carbon dioxide laser

B. Curettage and cautery

C. Excision after tissue expansion
D. Excision and direct closure

E. Excision in stages



QUESTION THREE ANSWER

E. Excision in stages

Reasoning: A & B — if done deep enough to remove the lesion, would leave significant
wounds that would heal by secondary intention with unpredictable scarring

C —technically possible, but over complex — multiple GA'’s, risks of tissue expansion,
psychology of living with an expanded forehead

D — defect would not close
Other points to note:

1. Carbon dioxide laser - typically used for superficial lesions, but it may not penetrate
deeply enough to fully remove a naevus sebaceous.

Curettage and cautery - risks incomplete removal and may lead to recurrence.



QUESTION 4 REFER TO THE FOLLOWING INFORMATION




4. The exhibit is an intraoperative photograph of a 40-year-old woman'’s right little finger.
She developed a very painful fingernail. The patient has type | neurofibromatosis. She
cannot recall an injury other than a minor finger prick from a sewing needle. The surgeon
removed a 5 mm grey translucent tumour (shown resting on the finger of the lead hand).
What is the most likely diagnosis of the finger lesion?

A. Dermal neurofibroma
B. Glomus tumour

C. Inclusion cyst

D. Mucous cyst

E. Plexiform neurofibroma



QUESTION FOUR ANSWER

B. Glomus tumour

Reasoning: a glomus tumour should be suspected from the nature of the pain, the classical
location, the lesion’s morphology and a recognised association with NF

A — Subungal location unusual and not typically very painful

C — Although patients often describe minor trauma before finding a tumour, location is not
typical of inclusion cyst

D — Mucous cyst is a ganglion — The lesion is translucent but not cystic. A mucous cyst is
cystic and typically found proximal to the nail fold over the DIPJ

E — Morphology incorrect



5. A 40-year-old woman with neurofibromatosis has discovered that her paternal
grandmother died from breast cancer aged 41. She is worried about this and wants to
know if she is more likely to develop breast cancer than other women.

What should you advise her?

A. She has an increased risk, but only after the age of 50 years

B. She has an increased risk of anaplastic large cell ymphoma only
C. She has an increased risk with an early age of onset

D. She has less risk than the general female population

E. She has the same lifetime risk as the general female population



QUESTION FIVE ANSWER

C. She has an increased risk with an early age of onset
Reasoning: She has an increased risk with an early age of onset.
Here is why:

Women with neurofibromatosis type 1 (NF1) are known to have an increased risk of
developing breast cancer, particularly at an earlier age, compared to the general population.
Studies have shown that women with NF1 have a significantly higher risk of breast cancer,
particularly before the age of 50. This is likely due to mutations in the NF1 gene, which
functions as a tumour suppressor.

Key Points:

+ NF1 and Breast Cancer Risk: Women with NF1 have an increased risk of breast cancer,
with the onset often occurring before the age of 50. Some studies suggest the risk is 2
to 4 times higher compared to the general population in younger women.

Given these factors, she should be considered at higher risk for early-onset breast cancer
and would likely benefit from enhanced screening (e.g., starting mammograms or MRI
screening at an earlier age) and a genetic counselling referral for further risk assessment
based on her family history.



QUESTION 6 REFER TO THE FOLLOWING INFORMATION




6. The exhibit shows the area of reduced light touch sensibility (marked in red) in a woman
who complains of forearm pain and numbness. She has type |l diabetes and neck pain.
She is receiving Vitamin B12 injections and takes metformin.

What is the most likely diagnosis?

A. C6 radiculopathy

B. Carpal tunnel syndrome
C. Diabetic neuropathy

D. Peripheral neuropathy
E. Pronator syndrome



QUESTION SIX ANSWER

A. C6 radiculopathy
Reasoning: Dermatomal distribution, proximal to carpal tunnel.

Pronator syndrome typically causes vague forearm pain and does not affect the dorsum of
the hand and forearm.

Diabetes and B12 deficiency can be associated with peripheral neuropathy, but the
distribution is usually in a glove pattern.

Carpal tunnel syndrome spares the palm and does not involve the dorsum of the hand or
forearm.



7. A 65-year-old woman has a two-year history of progressively increasing pain in her
dominant thumb, particularly at night. Examination demonstrates significant discomfort
with simultaneous rotation and compression of the thumb base.

What is the most likely diagnosis?

A. Carpal tunnel syndrome

B. de Quervain’s tenosynovitis
C. Flexor carpi radialis tendonitis
D. Kienbock's disease

E. Osteoarthritis



QUESTION SEVEN ANSWER

E. Osteoarthritis

Reasoning: The most likely diagnosis is E. Osteoarthritis.

Here is why:

Key Features:

Age: Osteoarthritis (OA) commonly affects older adults, especially post-menopausal
women.

Progressive pain: The patient's two-year history of progressively worsening pain is
consistent with the chronic nature of OA.

Thumb involvement: OA frequently affects the base of the thumb (the carpometacarpal
or CMC joint), also called basal thumb osteoarthritis.

Night pain: OA can cause pain that worsens with activity and sometimes increases at
night due to joint stiffness and inflammation.

Examination findings: Pain with rotation and compression of the thumb base (often
called the grind test) is a hallmark of CMC joint OA. This manoeuvre compresses the
joint surfaces, exacerbating the pain in the affected joint.

Review of Other Options:

A. Carpal tunnel syndrome: This usually presents with numbness, tingling, and
weakness in the hand, especially in the thumb, index, and middle fingers, but it typically
does not cause pain localized to the thumb base.

B. de Quervain’s tenovaginitis: This condition involves inflammation of the tendons at
the first dorsal compartment (extensor pollicis brevis and abductor pollicis longus),
causing pain along the radial wrist, but it does not usually cause pain with compression
of the thumb base.

C. Flexor carpi radialis tendonitis: This would cause pain more localized to the wrist,
along the course of the flexor carpi radialis tendon, and not specifically the base of the
thumb.

D. Kienbock's disease is avascular necrosis of the lunate bone in the wrist, which would
cause pain in the wrist, not the thumb base.



8. A 40-year-old woman with breast asymmetry attends the clinic. On examination, you
notice her right humerus is shorter than the left. Her right anterior axillary fold is absent,
and her right breast is very small with a small nipple-areolar complex. Her left breast is an
A-cup. Her BMI is 24. She is otherwise well and would like her right breast to match the
left side. She is a keen tennis player.

Which breast reconstruction technique is most appropriate for this patient?

A. DIEP flap

B. Expander-implant

C. Extended latissimus dorsi flap

D. Lipomodelling

E. Pedicled muscle-sparing TRAM flap



QUESTION EIGHT ANSWER

D. Lipomodelling

Reasoning: The patient has Poland syndrome, which is characterized by asymmetry due to
underdevelopment or absence of chest muscles (particularly the pectoralis major) and breast
tissue on one side. Given her active lifestyle as a keen tennis player, choosing a
reconstruction method that preserves her shoulder and upper body muscle function is crucial
while achieving a natural result.

Key considerations:

o Desire for natural appearance: Lipomodelling involves using the patient’s fat
(harvested from other parts of the body through liposuction) to restore breast
volume. It provides a very natural look and feel, which is a key goal for this
patient.

o Active lifestyle: Since she is an athlete, avoiding using muscles that could impair
shoulder or upper limb movement (such as the latissimus dorsi), which are
important for tennis and other activities requiring upper body strength.

¢ Minimal breast volume needed: Since her left breast is an A cup, a significant
amount of volume is not required, and fat grafting can gradually build up the
necessary volume over time, making it an appropriate solution.

o BMI: With a BMI of 24, she likely has sufficient fat stores for lipomodelling. This
procedure can be performed in multiple sessions to achieve symmetry.

Review of Other Options:

A. DIEP flap: While this free flap procedure offers a natural result using abdominal fat
and skin, it is typically used for larger reconstructions and would be unnecessary for the
smaller volume needed here. Additionally, it is a more invasive surgery with a longer
recovery.

B. Expander-implant: While implants can be an option, they tend to feel less natural than
lipomodelling and might be less suitable for someone who prefers a natural look and
feel.

C. Extended latissimus dorsi flap involves transferring muscle from the back, which may
compromise shoulder function in an active tennis player. The muscle is used to replace
missing pectoralis major, but in it could impact performance or range of motion.

E. Pedicled muscle-sparing TRAM flap: Like the DIEP flap, this method uses abdominal
tissue, but it is more invasive and likely unnecessary for a smaller-volume reconstruction
like this one.






9. A 32-year-old woman presents requesting cosmetic improvement of her face. On
examination, she has minimal scarring from resolved cheek acne, some early wrinkles of
her upper lip, minimal jowls, and some signs of sun damage to the skin.

Which treatment is most appropriate?

A. Intense pulsed light

B. Dermabrasion

C. Erbium-YAG laser resurfacing

D. Minimal access cranial suspension facelift
E. Phenol chemical peel



QUESTION NINE ANSWER

C. Erbium-YAG laser resurfacing

Reasoning: The patient has a combination of minor skin concerns, including minimal acne
scarring, early wrinkles, and sun damage. Erbium-YAG laser resurfacing is particularly well-
suited for treating superficial wrinkles, sun-damaged skin, and mild acne scarring with
precision. This laser type is ideal for patients with lighter skin types who need skin
resurfacing and rejuvenation with less downtime and fewer risks of hyperpigmentation
compared to other techniques.

How Erbium-YAG laser resurfacing addresses her concerns:

* Wrinkles: The laser effectively removes the thin layers of damaged skin, helping to
smooth out fine lines and wrinkles, especially around the mouth (upper lip wrinkles in
this case).

* Acne scarring: It can reduce superficial acne scars, giving a smoother appearance to
the cheeks.

* Sun damage: The resurfacing can improve the texture and appearance of skin affected
by sun damage.

Review of Other Options:

* A Intense pulsed light (IPL): IPL is effective for treating vascular lesions (e.qg.,
rosacea), hyperpigmentation, and superficial sun damage, but it is not ideal for
improving acne scars or early wrinkles, which are part of this patient's concerns.

+ B. Dermabrasion: This technique can treat acne scars and wrinkles, but it is a more
aggressive procedure with a higher risk of complications and longer recovery time
compared to Erbium-YAG laser resurfacing. It might be more suited for deeper scars,
which this patient does not have.

+ D. Minimal access cranial suspension facelift (MACS facelift): This is a surgical
procedure aimed at lifting the midface and jowls, but it would not be appropriate for
someone with minimal jowls and early wrinkles. The patient's signs of ageing are too
mild to warrant an invasive facelift procedure.

» E. Phenol chemical peel: This is a deep peel used for severe wrinkles and deep skin
damage. It involves a significant recovery period and potential complications, which
would be excessive for the patient's relatively mild concerns.



10. A patient wishes to be considered for bilateral lower blepharoplasty. She is 71-years-old,
wears glasses for reading and tells you she suffers from hay fever. On examination, you
find:

* Loose lower eyelid skin

» Deep tear troughs

* Malar mounds

» Levator excursion of 15 mm

* Lower lid traction test of 15 mm

» Palpebral Fissure of 15 mm

Which modification of a standard blepharoplasty is necessary?

A. Arcus marginalis release and septal reset
B. Lateral canthopexy

C. Orbicularis oculi plication

D. Skin excision only

E. Transconjunctival incision



QUESTION TEN ANSWER

B. Lateral canthopexy

Reasoning: This patient is 71 years old and has several signs of ageing around the eyes,
including loose lower eyelid skin, deep tear troughs, and malar mounds. Of note is
the lower lid traction test of 15 mm, which indicates significant laxity of the lower eyelid.
This is important because excessive laxity can increase the risk of ectropion (outward
turning of the eyelid) following a standard lower blepharoplasty.

Lateral canthopexy:

* Indicated for lower eyelid laxity: A lateral canthopexy tightens and supports the lower
eyelid by securing the lateral canthus. This prevents or minimizes the risk of
postoperative ectropion and other complications related to poor eyelid tone, which is
particularly relevant for this patient with a traction test of 15 mm (indicating significant
eyelid laxity).

+« Commonly used in older patients: Due to age-related changes, the lower eyelid often
becomes lax in elderly patients, so lateral canthopexy is a common adjunct to lower
blepharoplasty to support the lid.

Review of Other Options:

* A. Arcus marginalis release and septal reset: This technique is used to reposition fat to
address tear trough deformities and reduce hollowing or bulging under the eyes. While
this may address some of her tear-trough concerns, it does not address the primary
issue of lower eyelid laxity, which is key in this case.

« C. Orbicularis oculi plication: This is used to tighten the orbicularis muscle and improve
the contour of the lower eyelid, but it is less effective in cases of significant lid laxity like
this one. Lateral canthopexy would be more beneficial for structural support.

» D. Skin excision only: This would address the loose skin, but it could worsen the risk of
postoperative ectropion without addressing the underlying laxity.

« E. Transconjunctival incision: This approach is used for fat removal or repositioning
without cutting the skin and is typically employed for younger patients or those with good
skin tone. It does not address eyelid laxity and would not be sufficient for this patient.



11. A patient's foot pulses become impalpable after surgery to reduce an open tibial fracture
with skin loss. He is well-hydrated and has no constricting dressings. His observations
are otherwise satisfactory.

Which of the following would be the next most appropriate action?

A. Catheter angiography

B. Estimation of digital toe pressures

C. Handheld Doppler examination

D. Measurement of compartment pressures
E. Magnetic resonance angiography



QUESTION ELEVEN ANSWER

C. Handheld Doppler examination

Reasoning: The patient has impalpable foot pulses after surgery to treat an open tibial
fracture, which could be due to several factors including vascular injury or swelling.

However, the patient is otherwise stable, well-hydrated, and does not have constricting
dressings. The priority at this point is to quickly assess whether there is blood flow to the foot
before more invasive or advanced imaging is considered.

o Handheld Doppler examination:

o Non-invasive and quick: The handheld Doppler is a simple, fast, and non-
invasive tool to check for arterial flow in the lower extremities. It can help
determine whether pulses are present but not palpable, or if there is a more
significant vascular issue.

o Initial assessment tool: In trauma or post-operative situations, the Doppler is
typically used to assess peripheral circulation when pulses are difficult to
palpate, particularly in swollen or bandaged limbs.

Review of Other Options:

A. Catheter angiography: While this is the gold standard for diagnosing arterial injury, it
is invasive and typically reserved for cases where there is a confirmed or high suspicion
of arterial damage after initial non-invasive assessment (such as a Doppler).

B. Estimation of digital toe pressures: This is another non-invasive method of assessing
arterial flow. However, it is more specialised and less commonly used than a first-line
assessment than a Doppler exam. The Doppler is faster and more accessible.

D. Measurement of compartment pressures: This is done to evaluate compartment
syndrome, which is a concern after trauma or surgery, but the patient shows no
symptoms of this (e.g., intense pain, swelling, sensory changes). A Doppler should be
done first to rule out arterial compromise before considering compartment pressures.

E. Magnetic resonance angiography (MRA): This is a noninvasive imaging technique for
assessing blood vessels, but it is more time-consuming and costly than using a
handheld Doppler.



12. A 23 year old man has sustained an open fracture of the left leg after a motorcycle
accident. After surgical debridement, he has a soft tissue defect in the mid-part of the leg
with an underlying complete tibial defect measuring 3.7 cm in length.

Which of the following would be the most appropriate management plan?

A. Acute shortening of the leg and direct closure of the wound

B. External fixation of the leg, soft tissue cover and secondary bone grafting
C. Free osseo-fasciocutaneous flap and external fixation

D. Internal fixation, primary bone grafting and free flap repair of the wound
E. Circular frame, soft-tissue cover and distraction osteogenesis.



QUESTION TWELVE ANSWER

E. Circular frame, soft-tissue cover and distraction osteogenesis.

Reasoning: Given the scenario of a 23-year-old semi-professional footballer with a 3.7 cm
complete tibial defect following an open fracture, the most appropriate management plan
is E. Circular frame, soft-tissue cover and distraction osteogenesis.

Rationale for the Management Plan:
e Circular Frame (e.g., llizarov Technique):

o A circular external fixator is highly effective for stabilizing fractures and
allowing for distraction osteogenesis, especially in cases of significant bone
loss like this 3.7 cm defect.

o This method facilitates gradual bone lengthening and provides stable fixation,
which is essential for healing and a young athlete's functional recovery.

e Soft Tissue Cover:

o Early soft tissue coverage prevents infection and ensures optimal healing.
The defect in the mid-part of the leg suggests a need for careful planning for
soft tissue reconstruction, which can involve local or free flaps based on the
size and condition of the surrounding tissue.

o Distraction Osteogenesis:

o This technique is particularly suited for defects of this length. The distraction
osteogenesis allows for the gradual lengthening of the bone, which is crucial
given the patient's athletic background and the need to maintain limb function.

Review of Other Options:

A. Acute shortening of the leg and direct closure of the wound: Acute shortening is
generally suitable for smaller defects and may lead to significant limb length
discrepancy and functional impairments, which is not ideal for a semi-professional
athlete.

B. External fixation of the leg, soft tissue cover and secondary bone grafting: While this
is a reasonable option, secondary bone grafting might not adequately address a
defect of this size, and distraction osteogenesis is more effective for large segmental
defects.

C. Free osseo-fasciocutaneous flap and external fixation: This approach could address
both bone and soft tissue loss, but it can be complex and is typically not the first-line
treatment for this size of defect.

D. Internal fixation, primary bone grafting and free flap repair of the wound: Internal
fixation with primary bone grafting is not ideal in open fractures, especially with
significant soft tissue involvement and a risk of infection. The acute phase is not
suitable for primary grafting due to contamination risks.



13. A 45-year-old patient has maturing burn scars affecting the hands, upper limbs, neck,
side of the face and eyes.
He has functional difficulties with hand contractures and bilateral upper and lower lid
ectropion.
What is the priority in the management of this case?

A. Facial resurfacing

B. Release of the hand contractures

C. Release any neck contractures

D. Release of upper and lower eyelid contractures
E. Steroid injections into the contractures



QUESTION THIRTEEN ANSWER

D. Release of upper and lower eyelid contractures
Reasoning: Rationale for Prioritizing Eyelid Contracture Release:
e Functional Importance:

o The eyelids play a critical role in protecting the eyes, maintaining moisture,
and enabling proper vision. Ectropion can lead to significant complications
such as exposure keratitis, conjunctivitis, and visual impairment.

o Releasing eyelid contractures is essential for restoring normal eyelid function,
protecting the cornea, and preventing long-term ocular damage.

¢ Immediate Concerns:

o Ectropion not only affects aesthetics but also compromises eye safety and
function. Addressing this issue promptly can prevent further complications,
such as chronic dryness and potential vision loss.

e Timing of Interventions:

o While hand contractures and other areas like the neck also require attention,
the urgency of ocular health makes eyelid contracture release a higher
priority. Delaying treatment for eyelid issues could lead to irreversible
damage.

Review of Other Options:
A. Facial resurfacing:

This may improve aesthetics but does not address the functional issues related to eyelid
contractures or hand function.

B. Release of the hand contractures:

Hand contractures are also significant for function, but they do not pose an immediate risk to
health like eyelid ectropion does.

C. Release any neck contractures:

Neck contractures can impact head and neck mobility, but they are less immediately critical
compared to the need for eyelid function.

E. Steroid injections into the contractures:

While steroid injections can help with scar management and reduction, they are not an
immediate solution for ectropion or contractures that require surgical intervention.



14. A 25-year-old male builder has a 4 cm diameter defect on the plantar surface of his heel
after the excision of a malignant melanoma.
What flap reconstruction is most appropriate in this case?

A. Distally based saphenous neurocutaneous flap
B. Distally based sural neurocutaneous flap

C. Dorsal pedis flap

D. Medial plantar flap

E. Proximally based lateral calcaneal flap



QUESTION FOURTEEN ANSWER

D. Medial plantar flap

Reasoning: The medial plantar flap can cover defects in the plantar aspect of the heel with
like tissue

» Like tissue is particularly important on the foot where it is subject to great low. The
tissue needs to be thin and stable over the calcaneum

* The anatomy is reliable

* Donor site morbidity is low

Review of Other Options:
A. Distally Based Saphenous Neurocutaneous Flap:

While this flap can be used for defects in the medial leg and ankle region, it is less optimal
for plantar surface coverage, especially on the heel.

B. Distally based sural neurocutaneous flap
This flap would cover the defect, but it is not like tissue and would not be stable under load
C. Dorsal Pedis Flap:

The dorsal pedis flap is primarily used for defects on the dorsum of the foot and is unsuitable
for plantar surface defects.

E. Proximally Based Lateral Calcaneal Flap:

While this flap can be used for heel defects, it may not provide sufficient length or mobility for
a 4 cm defect as effectively as the distally based sural flap.



15. A two-month-old child presents to your craniofacial clinic A 3D craniofacial CT shows
elevation of the superolateral corner of the orbit (harlequin sign).
Which is the most likely diagnosis?

A. Deformational plagiocephaly
B. Hemifacial atrophy

C. Hemifacial microsomia

D. Tessier 10 cleft

E. Unicoronal synostosis



QUESTION FIFTEEN ANSWER

E. Unicoronal synostosis

Reasoning: Harlequin sign is a radiological finding characterised by the elevation of the
superolateral corner of the orbit, which is often seen in unicoronal craniosynostosis.

¢ Unicoronal synostosis involves the premature fusion of one of the coronal
sutures, leading to asymmetric skull growth, flattening of the forehead on the
affected side, and compensatory bossing of the contralateral side.

e The elevated superolateral corner of the orbit is a hallmark feature of this
condition, seen on craniofacial CT.

Review of Other Options:

A. Deformational plagiocephaly — This is caused by external pressure on the skull and does
not show the harlequin sign. It typically presents with occipital flattening.

B. Hemifacial atrophy (Parry-Romberg syndrome) — Progressive atrophy of the facial tissues,
affecting skin, fat, and sometimes muscle and bone, but not associated with the harlequin
sign.

C. Hemifacial microsomia — Characterised by underdevelopment of the tissues on one side
of the face but does not cause orbital elevation.

D. Tessier 10 cleft is a rare craniofacial cleft that affects the upper face but is not associated
with unicoronal synostosis or harlequin sign.



16. A 72-year-old has presented to a colorectal surgeon with a recurrent 5 x 5cm fungating
squamous cell carcinoma of the anus extending onto the perianal skin. His original
tumour was treated with chemoradiotherapy. Twenty years earlier, he underwent mesh
repair of a large ventral hernia. There is no evidence of disseminated disease. He is
otherwise well and smokes ten cigarettes per day. His BMI is 23. After MDT discussion,
the treatment plan is for abdominoperineal excision of the anus and rectum.

Which option is most appropriate to reconstruct the excision defect?

A. IGAP flaps

B. Omental flap

C. Pedicled DIEP flap

D. Posterior thigh flap

E. Vertical rectus abdominis myocutaneous (VRAM) flap



QUESTION SIXTEEN ANSWER

A. IGAP flaps

Reasoning: A is correct — adequate bulk and availability, low donor site morbidity. Typically,
it is viable despite the radiated field

B — Omental flap - unpredictable volume and reach, possibly affected by previous surgery

C — Pedicled DIEP flap - Complex dissection, likely affected by mesh, previous mid-line scar
reduces the volume of tissue available, perforators potentially compromised by previous

surgery

D — Posterior thigh flap: While viable, the posterior thigh flap is less commonly used for
perineal reconstruction and may not offer as much bulk or reliable vascularity

E — Vertical rectus abdominis myocutaneous (VRAM) flap - While viable, the previous mesh
for a large ventral hernia — would make dissection challenging. In addition, the patient has a
weak abdominal wall, which would be further weakened by harvesting a VRAM flap. The
pedicle may have been injured.



17. A 90-year-old male sustained a 2% TBSA full-thickness scalp burn. The burns team
debrided the burn three days post-injury. At that time, pericranial viability was uncertain,
but the surgeon applied a split-thickness skin graft to the wound. On graft inspection a
week later, a portion of the skin graft had not taken, leaving a denuded area of bone over
the vertex of the skull measuring 3 x 4 cm.

Which of the following is the most appropriate course of action?

A. Conservative management

B. Outer table excision and skin graft
C. Pericranial transposition flap

D. Scalp rotation flap

E. Scalp transposition flap



QUESTION SEVENTEEN ANSWER

A. Conservative management

Reasoning: A is correct — older patient, significant defect in the centre of a skin graft
Why Other Options Are Less Appropriate:

B — A potentially morbid procedure in this age group

C — impractical.

D & E — sizeable defect, large flaps needed, geometry may not work anyway, may need to
use burnt tissue



18. While operating for Dupuytren's disease, you divide some light grey, transversely
orientated fibrous bands in the most distal part of the palm to expose a neurovascular
bundle to the ring finger.

What are these fibres likely to be?

A. Cleland's ligament

B. Distal commissural ligament

C. Grayson's ligament

D. Natatory ligament

E. Transverse intermetacarpal ligament



QUESTION EIGHTEEN ANSWER

D. Natatory ligament

Reasoning: Why other options are incorrect:
A & C are in the finger, not the palm

B is in the first web

D is correct

E — is deep and between volar plate



19. After bariatric surgery, A 39-year-old man has been referred for abdominal reshaping.
His height is 2.0 m, and his weight is 120 kg. What is his BMI?

A 24
B. 26
C.28
D. 30
E. 32



QUESTION NINTEEN ANSWER

D. 30

Reasoning: To calculate BMI, the formula is:
BMI = weight (kg) / height (m)2

For this patient:

Weight = 120 kg

Height =2.0 m
BMI  =120/(2.0)2
=120/4

=30



20. A five-year-old child suffered a scald from hot tea. The area was cooled immediately, but
he developed blisters, prompting his parents to bring him to hospital. On examination, the
burn involves the dorsum of his right forearm. The affected area measures 5 x 5cm and
is moist and pink, with broken blisters and brisk capillary return.

Which initial primary dressing would be the most suitable?

A. Acticoat™
B. Bactigras™
C. Jelonet™
D. Kaltostat™
E. Mepitel™



QUESTION TWENTY ANSWER

E. Mepitel™
Reasoning:

o Mepitel™ is a soft silicone dressing that is particularly well-suited for burns. It
is designed to minimize trauma to the wound upon dressing changes, which
is crucial in a paediatric patient to reduce pain and discomfort.

e Moist Environment: Mepitel™ maintains a moist wound environment, which is
beneficial for the healing process and helps prevent scab formation,
promoting faster recovery.

¢ Non-Adherent: The silicone layer of Mepitel™ prevents adherence to the
fragile wound bed, which is important since the area has blisters and is likely
to be sensitive.

e Versatility: It can be used on partial-thickness burns (which is likely in this
case, given the description of the wound) and protects against infection while
allowing for gas exchange.

Why Other Options Are Less Suitable:

A. Clingfilm™: While cling film can provide a moisture-retentive environment, it does not
offer any cushioning or protection from external trauma. Cling-film would be impervious to
fluid, which would collect underneath it.

B. Bactigras™: This is a medicated dressing containing antibacterial properties but is
typically used for clean, non-bleeding wounds and may not be the best initial choice for an
open burn wound with blisters; it may adhere to the blistered area and can cause pain upon
removal.

C. Jelonet™: This is a paraffin gauze dressing that helps to keep the wound moist; however,
it may adhere to the blistered area and can cause pain upon removal.

D. Mepore™: While Mepore™ is a self-adhesive dressing, it does not provide the same non-
adherent properties as Mepitel™ and may stick to the wound, causing discomfort during
changes.



21. A 28-year-old man presents to your outpatient clinic complaining of breast enlargement
over the last 12 months. On examination, he has symmetrical gynaecomastia that is
tender on palpation. His BMI is 26. What is the most likely explanation for his condition?

A. ACTH deficiency

B. Drug side effect

C. Ductal carcinoma in situ
D. Klinefelter syndrome

E. Obesity



QUESTION TWENTY-ONE ANSWER

B. Drug side effect
Reasoning:

e Tenderness: The presence of tenderness associated with gynaecomastia often
suggests hormonal imbalances or drug-induced changes rather than benign
enlargement due to obesity alone.

o Age Group: While gynaecomastia can be seen in obesity, a 28-year-old man with
symmetrical, tender gynaecomastia suggests a more acute or pathological cause
rather than just increased fatty tissue.

o This age group often participates in bodybuilding, a group with increased
usage of anabolic steroids

¢ Medications: Many medications and some non-prescription drugs can cause
gynaecomastia as a side effect, particularly those that affect hormone levels, such
as:

o Anabolic steroids

o Anti-androgens (e.g., finasteride, spironolactone)

o Certain antihypertensives (e.g., calcium channel blockers)

o Psychotropic medications (e.g., antidepressants, antipsychotics)

o Cannabis

Why Other Options Are Less Likely:

A. ACTH deficiency: This typically leads to adrenal insufficiency and is less commonly
associated with gynecomastia.

C. Ductal carcinoma in situ: This is very rare in men and would not typically present with
tender gynaecomastia; it is more associated with palpable masses rather than symmetrical
enlargement.

D. Klinefelter syndrome: While this genetic condition can cause gynaecomastia, it usually
presents with additional features such as hypogonadism and infertility and may not typically
arise in a previously healthy adult male without a prior diagnosis.

E. Obesity: While obesity can contribute to gynaecomastia due to increased conversion of
androgens to oestrogens in adipose tissue, the tenderness and acute onset in this patient
suggest a more immediate cause rather than gradual enlargement due to body weight.



22. A 32-year-old woman presents with a 1cm diameter lesion suspicious of a superficial
spreading malignant melanoma on the anterior scalp. Following excision biopsy, the
dermatologist dresses the wound pending histology. The histology confirms the clinical
diagnosis with a Breslow thickness of 0.8mm. The patient is otherwise well.

What is the most appropriate reconstruction following wide local excision of this lesion?

A. Dermal skin substitute
B. Full-thickness skin graft
C. Scalp rotation flap

D. Scalp transposition flap
E. Direct closure



QUESTION TWENTY-TWO ANSWER

C. Scalp rotation flap

Reasoning:

e Wide Local Excision Margin: For a melanoma with a Breslow thickness of 0.8
mm, the recommended margin for wide local excision is typically 1 cm. After
excision, this would result in a defect around 3 cm in diameter.

o Location on the Scalp: The scalp has limited elasticity, especially for a defect
around 3 cm, which can make direct closure challenging without tension.

e Cosmetic Outcome: A 3cm defect on the scalp in a young woman is ideally
reconstructed with hair-bearing scalp skin. Although a more invasive procedure,
the cosmetic/functional advantages are likely to benefit this patient.

Other Options Considered:

A. Dermal skin substitute: Not typically used alone for small scalp defects, as it does not
provide adequate coverage or aesthetic outcome compared to a scalp flap.

B. FTSG - simple procedure but would leave a bald patch and a contour deformity that a
unlikely to be well-accepted by the described patient

D. Scalp transposition flap: While feasible, it would leave an undesirable secondary defect
that would need a cosmetically unacceptable SSG.

E. Direct closure: Likely impractical for a 3 cm defect on the scalp



23. A photograph was taken during an emergency NHS operation with the express written
consent of a patient. The patient informed you that he would subsequently pursue a
personal injury claim.

The photograph is the property of which of the following?
A. Department of Health
B. The patient
C. The patient’s named consultant
D. The photographer
E. The treating hospital



QUESTION TWENTY-THREE ANSWER

E. The treating hospital
Reasoning:

¢ NHS and Institutional Ownership: In the UK, photographs and other medical
records taken during a patient's treatment are typically considered the property of
the NHS or the treating hospital. This is because the photograph is created as
part of the medical record and documentation of the treatment provided.

o Patient Consent: While the patient has given consent for the photograph to be
taken, this does not confer ownership of the photograph to the patient. Consent is
primarily about the use of the image rather than ownership.

o Copyright Considerations: In medical settings, the copyright of a photograph
typically lies with the entity that employed the photographer (the hospital or
institution), not the individual photographer unless otherwise agreed.

o Legal Implications: If the patient pursues a personal injury claim, the hospital may
be required to provide relevant medical records, including photographs, as part of
the legal process.

Why Other Options Are Less Appropriate:

A. Department of Health: The Department of Health does not own photographs taken in
individual cases; ownership resides with the treating institution.

B. The patient: The patient does not own the photograph merely by consenting to its capture
during treatment.

C. Th The patient's named consultant: While the consultant may be responsible for the
patient's care, they do not own the photograph.

D. The photographer: The photographer may have copyright over the artistic aspects of the
photograph, but the ownership regarding patient records and medical documentation
typically resides with the institution.



24. A 30-year-old woman is referred to you with a change in shape in her left breast
following breast augmentation ten years previously. On examination, you find that her left
breast is firmer than the right, and the implant can be palpated but is not visible.

What Baker grade of capsular contracture is present?

A. Grade 0
B. Grade |

C. Grade Il
D. Grade I
E. Grade IV



QUESTION TWENTY-FOUR ANSWER

C. Grade Il

Reasoning: The Baker Grading System is used to classify the severity of capsular
contracture around breast implants. Capsular contracture occurs when the body forms a
tight, fibrous capsule around the implant. This grading system helps to assess the degree of
firmness, pain, and aesthetic distortion of the breast.

Baker Grades of Capsular Contracture

Grade I

The breast is soft and appears normal in shape.

There is no visible or palpable firmness, and the implant feels natural.

Grade I

The breast is slightly firm to the touch but still appears normal in shape.
There is minimal discomfort, and the firmness is only detectable on palpation.
Grade Il

The breast is firm and begins to show visible distortion.

The shape is visibly altered, with an unnatural round or misshapen appearance.
Patients may start experiencing discomfort.

Grade IV:

The breast is hard, painful, and severely distorted.

Significant contracture causes visible deformity and discomfort or pain, even at rest.



25. A five-year-old child presents to the Emergency Department with a 30% TBSA scald.
Their estimated weight is 20 kg.
What is the minimum acceptable hourly urine output during the first 24 hours following
injury?

A. 10 mi
B. 20 ml
C. 30 ml
D. 40 ml
E. 50 mi



QUESTION TWENTY-FIVE ANSWER

B. 20 ml

Reasoning: For paediatric burn patients, the minimum acceptable urine output is based on
body weight:

Children (<30 kg): The target is 1 ml/kg/hr.
Adults and older children (>30 kg): The target is 0.5 ml/kg/hr.

In this case:
The child weighs 20 kg.

The minimum acceptable urine output would therefore be: 20 kgx1 ml/kg/hr = 20 mi/hr



26. A 12-year-old girl presents with a history of hypernasality.
What is the best modality to diagnose an occult submucous cleft palate?

A. A full speech evaluation
B. Electropalatography

C. Lateral videofluoroscopy
D. MRI

E. Nasendoscopy



QUESTION TWENTY-FIVE ANSWER

E. Nasendoscopy

Reasoning: For a day-one plastic surgery consultant, the key to this question is
distinguishing between functional assessment (how the palate moves during speech) and
anatomical diagnosis (identifying the physical defect causing the dysfunction).

When you see the word "Occult" in this context, think: "If | can't see it from the mouth, | have
to look from above." Nasendoscopy provides that superior view to check for the midline
deficiency.

Why Nasendoscopy is the Correct Answer

While a classic submucous cleft palate (SMCP) presents a bifid uvula, midline translucent
zone, and a notch in the hard palate, an occult SMCP is hidden from a standard oral
examination.

Nasendoscopy allows for the direct visualisation of the nasal surface of the soft palate. The
"gold standard" diagnostic sign for an occult SMCP is the absence of the Musculus Uvulae
bulge. In a normal palate, this muscle creates a convex midline bulge during
speech/contraction; in an occult SMCP, you will instead see a central "ditch" or concavity,
indicating the levator muscles are misaligned and inserting into the hard palate rather than
forming a functional sling.

Review of Other Options
A. A full speech evaluation

A speech evaluation is essential to confirm Velopharyngeal Dysfunction (VPD) and
hypernasality, but it is a functional assessment, not a diagnostic one for anatomy. It tells you
that there is a problem, but it cannot confirm the presence of an occult cleft.

B. Electropalatography (EPG)

EPG uses a custom palatal prosthesis with sensors to record tongue-to-palate contact
during speech. While useful for speech therapy and identifying compensatory articulation
(like "glottal stops"), it does not visualize the internal musculature or the nasal surface of the
palate.

C. Lateral videofluoroscopy

This is a dynamic X-ray used to assess the length of the palate and the degree of closure
against the posterior pharyngeal wall. While it provides excellent information on the "gap"
size and the "knee" of the palate during speech, it cannot visualize the specific muscle
deficiency (the musculus uvulae) that defines an occult SMCP.

D. MRI

MRI can show the levator muscle anatomy and is used in some research centres. However,
in clinical practice, it is not the "best" or primary modality because it is expensive, static
(unless specialized dynamic MRI is used), and often requires sedation in younger children.






QUESTION 27 REFER TO THE FOLLOWING INFORMATION




27. A 75-year-old male patient who has previously undergone right orbital exenteration for
an invasive cutaneous BCC presents with a new BCC on his nose. After tumour excision,
the right lower lateral alar cartilage is exposed with no perichondrium covering it (area
shaded blue in the exhibit).

Which flap would be the most appropriate to reconstruct the whole defect (red and blue
shaded areas)?

A. Bilobed flap

B. Converse scalping flap

C. Contralateral paramedian forehead flap
D. Ipsilateral Washio flap

E. Nasolabial flap



QUESTION TWENTY-SEVEN ANSWER

C. Contralateral paramedian forehead flap

Reasoning: In cases where extensive tissue loss on the nasal tip and exposed cartilage
without perichondrium are present, a contralateral paramedian forehead flap is often
the most appropriate choice for reconstruction. This flap provides robust, well-
vascularized tissue that is ideal for covering the nasal tip and reconstructing areas with
exposed cartilage, particularly when perichondrium is missing.

The paramedian forehead flap is frequently used in nasal reconstruction because it:
o Offers sufficient tissue to cover large defects, especially on the nasal tip.

e Has areliable blood supply from the supratrochlear artery, allowing the tissue to
survive well on the nose. In this case, an ipsilateral forehead flap is inappropriate
because the ipsilateral supratrochlear artery will be absent following the previous
xenteration.

e Matches the skin colour and texture of the nose, which is cosmetically important
in facial reconstruction.

Review of other options:

A. Bilobed flap: A bilobed flap is commonly used for smaller defects on the nasal tip or
ala. It may not provide adequate coverage for the entire nasal tip with exposed
cartilage and is less suitable for larger defects.

B. Nasolabial flap: The nasolabial flap can be used for reconstructing defects on the
nasal ala or sidewall but is generally not the best option for full nasal tip reconstruction.
In male patients it would be hair-bearing, and this is undesirable in nasal tip
reconstruction

C. Converse scalping flap: The Converse scalping flap is a surgical technique that uses a
pedicle of hair-bearing scalp to move forehead skin onto the nose. While it has many
advantages, including the ability to minimize visible scars, there are some
disadvantages to consider: The treatment can be lengthy, and patients may
experience a partial limitation of their visual field for up to three weeks. Other
disadvantages are like the Washio flap (see below).

D. Ipsilateral Washio flap: The Washio flap is based on the temporal artery and is useful
for difficult nasal reconstructions in young individuals. It provides thin skin and cartilage
that can be adapted for different types of defects. However, it has several
disadvantages, including the need for general anaesthesia, multiple stages, complex
planning and execution; in older patients, the superficial temporal artery can be
affected by atherosclerosis, and there is a need for a temporary SSG to the donor site.



Both the Converse and Washio flap (and the forehead flap) provide a significant
psychological challenge to the patient).



28. A three-year-old child is brought to your clinic by her parents. She has prominent ears,
which her parents would like you to correct before she starts school.
What is the most appropriate response to the parent's request?

A. After discussion, agree to operate on the child

B. Agree to operate on the child when she reaches eight years old
C. Defer treatment until ear growth is complete

D. Defer treatment until the child expresses concerns about her ears
E. Refer to a colleague for a second opinion



QUESTION TWENTY-EIGHT ANSWER

D. Defer treatment until the child expresses concerns about her ears

Reasoning:

o Age Considerations: Otoplasty (ear surgery) is typically not recommended until
children are around 8 - 10 years old because by this age, the ears have reached
about 80% of their adult size, and the child is more likely to be able to understand
and cooperate with the process.

e Psychological Readiness: Waiting until the child is psychologically more mature
and able to participate in the decision-making process, thus reducing anxiety
related to the procedure and fostering a sense of ownership over her body.

e Timing of Surgery: Performing surgery too early may not be ideal since the child’'s
ears are still developing, and changes can occur as they grow.

¢ Parental Concerns: A response that acknowledges the parents' concerns about
surgical intervention is both respectful and medically appropriate. However, the
child's wishes are paramount in a cosmetic operation like otoplasty, and surgery
should be deferred until the child expresses a wish for an operation and has the
capacity to fully consent to the procedure.

Review of Other Options:
A. After discussion, agree to operate on the child: Performing surgery at such a young
age (three years old) is generally not recommended unless there are significant
functional or medical concerns.
B. Agree to operate on the child when she reaches eight years old. While some eight-
year-old children may have the capacity to request and understand the implications of
surgery most will not. An age-based approach is not appropriate in isolation.
C. Defer treatment until ear growth is complete: This option is vague and could lead to
indefinite postponement, waiting until the child is more mature is a better approach.
E. Refer to a colleague for a second opinion: A second opinion may be necessary in

occasional cases, but if a psychologically mature child has capacity to consent to surgery
it is not necessary.



29. A 12-year-old boy presents with bilateral conchal-type microtia. He and his parents are
keen on reconstruction. What is the most appropriate option for reconstruction?

A. Pinnectomies and osseointegrated implant-retained prostheses

B. Staged reconstruction followed by insertion of bone-anchored hearing aids

C. Staged reconstruction with costal cartilage frameworks, temporoparietal fascial flaps
and skin grafts

D. Staged reconstruction with costal cartilage frameworks and expanded skin flaps

E. Staged reconstruction with porous polyethylene implants and local skin flaps



QUESTION TWENTY-NINE ANSWER

C. Staged reconstruction with costal cartilage frameworks, temporoparietal fascial
flaps and skin grafts

Reasoning: The "conchal-type" microtia is the key anatomical clue. Grade Il (Conchal-
type) Microtia is a moderate congenital deformity where the pinna is present but vertically
shortened. While the upper ear structures are often recognisable, the hallmark features
include a constricted or underdeveloped conchal bowl and a typically stenotic or absent
external auditory canal.

Why Answer C is Correct

Autologous reconstruction remains the "gold standard" for paediatric ear reconstruction.
At age 12, the child has sufficient costal cartilage (usually ribs 6, 7, and 8) to carve a
high-definition framework.

o Costal Cartilage Framework: This provides a durable, biological structure that grows
slightly with the child.

o Temporoparietal Fascial (TPF) Flaps: In cases of conchal-type microtia or secondary
revisions, the TPF flap provides a highly vascularized layer to cover the cartilage
framework, ensuring its survival and providing a base for the skin graft.

o Staged Approach: This typically involves a first stage for framework insertion and a
second stage for ear elevation and creation of the retro-auricular sulcus.

Explanation of Incorrect Answers
A. Pinnectomies and osseointegrated implant-retained prostheses

Prosthetics are generally reserved for older patients, those with poor local tissue (e.g.,
post-radiation or trauma), or those who have failed autologous reconstruction. In a
healthy 12-year-old, s pinnectomy to place an implant is considered a "last resort" rather
than the "most appropriate" first-line option.

B. Insertion of bone-anchored hearing aids (BAHA)

While hearing restoration is vital, BAHA is an adjunct for hearing, not a method of ear
reconstruction. Furthermore, BAHA placement is often timed independently of the soft
tissue/cartilage stages.

C. Staged reconstruction with expanded skin flaps (D)

Tissue expansion is a recognised technique, but it carries a higher complication rate
(extrusion and infection) than standard framework and flap techniques. In a conchal-type
microtia, there is usually enough local skin or a need for TPF coverage, making
expansion less frequently the "most appropriate" primary choice.

E. Staged reconstruction with porous polyethylene (Medpor)

Porous polyethylene (e.g., Medpor) eliminates donor-site morbidity from rib harvest but
introduces a lifelong risk of foreign-body complications, specifically exposure and
infection. A 2022 systematic review in the Journal of Craniofacial Surgery highlighted this



disparity: Medpor frameworks demonstrated a 15% complication rate (extrusion or
infection), significantly higher than the 2% rate observed in autologous reconstructions.

30. You performed an endoscopic brow lift and upper blepharoplasty on a 50-year-old
woman. The day after surgery, you notice she has 3 mm of lagophthalmos. The patient
complains that it feels "tight" to close her eyes.

Which course of action is most appropriate at this stage?

A. Aggressive treatment with steroids to reduce any swelling
B. Reassurance and eye lubrication

C. Release of the brow fixation

D. Removal of the upper eyelid sutures

E. Temporary lateral tarsorrhaphy



QUESTION THIRTY ANSWER

B. Reassurance and eye lubrication

Reasoning:

Postoperative Lagophthalmos: Mild lagophthalmos can occur after upper eyelid
surgery and brow lifting due to swelling and changes in the anatomy of the
eyelids. In many cases, this is a temporary issue.

Reassurance: It is important to reassure the patient about the temporary nature
of this condition for their peace of mind. Most patients will improve as the swelling
resolves.

Eye Lubrication: Lubricating eye drops or ointments are crucial to protect the
cornea and prevent exposure keratitis until the eyelids can close properly again.
This will help alleviate discomfort and protect the surface of the eye.

Monitoring: It is essential to monitor the situation, as lagophthalmos can resolve
as swelling decreases over time.

Review of Other Options:

1. A. Aggressive treatment with steroids to reduce swelling: While steroids can reduce
swelling, aggressive treatment is not usually indicated at this stage, especially since the
swelling is expected to resolve

2. C. Release of the brow fixation: This is usually not warranted unless there is significant
brow tension or malposition, which is not indicated by just a mild lagophthalmos.

3. D. Removal of the upper eyelid sutures: This may be appropriate if there is a clear
indication that the sutures are contributing to the lagophthalmos, but it is not the first-line
treatment for mild lagophthalmos post-surgery.

4. E. Temporary lateral tarsorrhaphy: This is typically reserved for more significant cases
of exposure and lagophthalmos where the cornea is at risk. It would be excessive for
mild lagophthalmos without evidence of corneal exposure.



31. You treated a 35-year-old woman with dynamic forehead wrinkling using botulinum toxin
injections to her central forehead and glabellar areas. Three weeks later, she returns for
review with a peaked appearance of the lateral eyebrows ("Mephisto sign") and some
residual wrinkling on animation.

How should you manage this patient?

A. Administer further botulinum toxin injections to the central frontalis

B. Administer further botulinum toxin injections to the forehead supplemented with a
dermal filler

C. Administer further botulinum toxin injections to the lateral fibres of orbicularis oculi

D. Administer further botulinum toxin injections to the mid-part of the lateral forehead

E. Reassure her that the appearance will be temporary



QUESTION THIRTY-ONE ANSWER

D. Administer further botulinum toxin injections to the mid-part of the lateral forehead
Reasoning:

o The "Mephisto sign" or peaked appearance of the lateral eyebrows can occur after
botulinum toxin treatment when the central forehead muscles are relaxed but the
lateral frontalis muscle remains active, causing the lateral brows to elevate
excessively. This imbalance creates a "peaked" or exaggerated arch.

¢ To manage this appearance:

¢ Injecting small amounts of botulinum toxin into the mid-part of the lateral
forehead helps to relax the remaining active fibres of the frontalis muscle laterally.
This approach balances muscle activity across the forehead, reducing the peaked
effect without causing brow ptosis.

Review of Other Options:

A. Administer further botulinum toxin injections to the central frontalis: Additional injections to
the central forehead would not address the lateral frontalis muscle activity causing the
peaked brow. This could worsen brow ptosis without alleviating the peaked appearance.

B. Administer further botulinum toxin injections to the forehead supplemented with a dermal
filler: Filler is generally not used in the forehead to correct muscle-induced asymmetry or
peaked brows. Additional botulinum toxin injections alone are usually sufficient to restore
balance.

C. Administer further botulinum toxin injections to the lateral fibres of orbicularis

oculi: Injecting the orbicularis oculi would not address the issue, as this muscle does not
contribute to the elevation of the brow. Treating orbicularis oculi might address the crow’s
feet but would not impact the brow's peak.

E. Reassure her that the appearance will be temporary: While the effect of botulinum toxin is
temporary, this patient likely expects aesthetic correction, and the Mephisto sign can be
effectively managed with targeted lateral injections.



32. A woman has undergone breast reconstruction with a pedicled latissimus dorsi
myocutaneous flap and a silicone breast implant. The flap has become engorged six
hours postoperatively.

What is the most appropriate immediate action?

A. Apply leeches

B. Explore the pedicle of the flap

C. Arrange an USS to exclude a haematoma

D. Remove the implant and exchange it for a deflated expander-prothesis
E. Remove the implant and return the flap to its donor site



QUESTION THIRTY-TWO ANSWER

B. Explore the pedicle of the flap
Reasoning:

¢ In the context of a pedicled latissimus dorsi myocutaneous flap becoming
engorged six hours postoperatively, the correct and most appropriate immediate
action is to B. Explore the pedicle of the flap.

e The rationale for exploring the pedicle

o Compromised Vascularity: Engorgement of the flap soon after surgery
typically indicates venous congestion or compromised blood supply.
Immediate exploration can help identify if there is a problem with the
pedicle, such as kinking, twisting, or thrombosis.

o Time Sensitivity: Flap viability is time-sensitive, and the sooner any issues
are addressed surgically, the better the chances of salvaging the flap.

o Urgency: Given the short postoperative interval (six hours), any signs of
engorgement warrant prompt surgical intervention rather than observation
or further imaging, especially specially if the flap's viability is at risk.

Why Other Options Are Less Appropriate:

A. Apply leeches: While leeches can be useful for venous congestion, they are not the first-
line intervention in this scenario, particularly when there may be a more urgent problem with
the pedicle.

C. Arrange an USS to exclude a haematoma: imaging would delay necessary intervention.
Direct exploration is more effective in addressing vascular compromise.

D. Remove the implant and exchange it for a deflated expander-prothesis: This step would
not address the primary issue with the flap and would be unnecessary without first assessing
the pedicle.

E. Remove the implant and return the flap to its donor site: This is an extreme measure and
is not indicated without first attempting to resolve any issues with the flap.



33. A 70-year-old woman has come to your clinic. Twenty years ago, she underwent a right
modified radical mastectomy with postoperative chest and axillary radiotherapy for breast
cancer. She has a chronically swollen right arm. She takes warfarin for atrial fibrillation
but is otherwise well. She has recently noticed three purple areas on her right chest that
have become raised. The affected areas vary in size from 1 to 2cm.

What is the most likely diagnosis?

A. Angiosarcoma

B. Kaposi’'s sarcoma

C. Lympho-venous malformation
D. Post-phlebitic syndrome

E. Warfarin-related ecchymosis



QUESTION THIRTY-THREE ANSWER

A. Angiosarcoma
Reasoning:

¢ History of Radiotherapy: The patient's history of chest and axillary radiotherapy
significantly increases her risk of developing secondary angiosarcoma.
Angiosarcoma is a well-known late complication of radiation therapy, particularly
in patients who have undergone treatment for breast cancer.

e Characteristics of Lesions: The raised, purple areas are characteristic of
angiosarcoma, which often presents as reddish-purple nodules or plaques that
can develop in areas previously exposed to radiation.

o Age: The patient's age (90 years) aligns with the typical demographic for
radiation-associated angiosarcoma, which tends to occur decades after the initial
radiation exposure.

Why Other Options Are Less Likely:

B. Kaposi's Sarcoma: While this can present with raised purple lesions, it typically has a
more systemic involvement and is associated with immunocompromised states, such as
HIV/AIDS.

C. Lympho-venous malformation: This would generally present differently, typically
characterized by soft tissue swelling rather than discrete purple raised areas.

D. Post-phlebitic syndrome: This condition is more related to chronic venous
insufficiency and swelling than to the presentation of raised, pigmented lesions.

E. Warfarin-related ecchymosis usually presents as flat bruising rather than raised areas
and would not be expected to form distinct purple nodules.



34. A steel girder falls onto a 63-year-old man while he is working on a large construction
project. He has significant chest and lower limb injuries, with a large area of degloving
below the right knee. X-ray shows a crushed hindfoot and distal tibia.

The right forefoot is vascularised but insensate. The thoracic surgeons are performing
urgent chest surgery while you are assessing his leg injuries.

During surgery, his clinical condition becomes unstable, with worsening acidosis,
elevated creatinine kinase, and steady bleeding from the soleus.

Which is the most appropriate management of his limb injury?

A. Amputation through the tibial fracture site

B. Debridement of the fracture and POP

C. Debridement of the wounds and internal fixation of the fracture

D. Rigid bony fixation and free flap reconstruction

E. Stabilisation of the fracture with external fixation and temporising NPWT



QUESTION THIRTY-FOUR ANSWER

A. Amputation through the tibial fracture site
Reasoning:
e This patient is critically unstable and shows signs of a severe crush injury, including:

e Worsening acidosis and elevated creatine kinase (CK), which suggests significant
muscle damage and likely rhabdomyolysis, putting him at risk for acute kidney injury
(AKI).

e Continued bleeding from the soleus muscle, which is difficult to control, suggests
extensive soft tissue trauma.

¢ Insensate forefoot with vascular compromise, indicating severe nerve and potential
vascular injury.

¢ In such cases, early amputation is often the best course of action for limb injury
management, especially when:

o Systemic instability (e.g., acidosis, rhabdomyolysis, coagulopathy) is worsening due
to the injured limb.

e The limb is unlikely to be functionally viable, given the extensive degloving, nerve
damage, and crushed hindfoot and distal tibia.

¢ Delaying amputation could lead to further systemic complications, including sepsis
and multi-organ failure.

e An amputation through the tibial fracture site would reduce the metabolic demands
and systemic complications associated with the injured limb, allowing a faster focus
on resuscitation and stabilization.

Review of Other Options:

B. Debridement of the fracture and POP (Plaster of Paris cast): While debridement could
control some soft tissue infection risk, it would not adequately address ongoing bleeding,
acidosis, and systemic instability. POP immobilization would not relieve the metabolic
burden caused by the severely compromised limb.

C. Debridement of the wounds and internal fixation of the fracture: Internal fixation is
inappropriate in this scenario due to the high risk of infection, ongoing systemic instability,
and non-viability of the limb. The limb injuries are extensive, with poor tissue condition that
would compromise fixation success.

D. Rigid bony fixation and free flap reconstruction: Given the patient's critical condition,
reconstruction with free flaps is not feasible. This approach would be too complex and would
not address the immediate need to reduce systemic instability.



E. Stabilization of the fracture with external fixation and temporizing NPWT (Negative
Pressure Wound Therapy): External fixation with NPWT may be suitable in some cases to
stabilize fractures and control soft tissue damage, but it is not ideal in this context where the
limb is severely compromised and unlikely to regain function. Immediate amputation is more
appropriate to address systemic complications quickly.

35. A 26-year-old man comes to your outpatient clinic. His left leg is larger than the right,
with a cutaneous capillary malformation on his foot and multiple varicose veins.
Which complication is he at risk of developing?

A. Consumptive coagulopathy
B. Developmental delay

C. Epilepsy

D. Heart failure

E. Thromboembolic disease



QUESTION THIRTY-FIVE ANSWER

E. Thromboembolic disease

Reasoning: The patient’s presentation is consistent with Klippel-Trenaunay Syndrome
(KTS), a vascular malformation disorder characterized by:

e Cutaneous capillary malformation (often a port-wine stain)
e Limb hypertrophy (often affecting one leg, making it larger)
¢ Venous malformations (such as multiple varicose veins)

e Patients with KTS are at an increased risk of developing thromboembolic
disease due to the presence of venous malformations and varicose veins, which
can lead to blood pooling, venous stasis, and an increased risk of deep vein
thrombosis (DVT) or pulmonary embolism (PE).

Review of Other Options:

A. Consumptive coagulopathy: This is more associated with conditions like Kasabach-Merritt
syndrome.

B. Developmental delay: Developmental delay is not typically associated with KTS, as this
condition primarily affects the vascular and limb systems, not neurological development.

C. Epilepsy: Epilepsy is not a known complication of KTS. Epilepsy is more commonly
associated with vascular malformation syndromes involving the brain, such as Sturge-Weber
syndrome.

D. Heart failure: Heart failure may develop in cases with very large vascular malformations
that create significant arteriovenous shunting; such a condition is Parkes-Weber syndrome,
where limb hypertrophy is associated with high-flow AV malformations.



36. A patient presents 15 years after a breast augmentation with pain and hardening of the
right breast. She thinks her initial implants are smooth silicone placed over the muscle.
On examination, she has a Baker 3 capsule on the right and a Baker 2 capsule on the
left. Her upper pole pinch test is 1 cm. Her nipple to infra-mammary fold distance is 12
cm bilaterally, and her nipples sit 1 cm below the infra-mammary fold on both sides.
Which of the following describes the most appropriate management plan?

A. Bilateral capsulectomy and exchange for polyurethane-coated implants

B. Capsulectomies and bilateral reaugmentation-mastopexy with new implants
C. Radial capsulotomy and exchange for a polyurethane-coated implant

D. Replace implants with surface-textured silicone implants in dual-plane pockets
E. Right capsulectomy and reagumentation with a silicone implant



QUESTION THIRTY-SIX ANSWER

B. Capsulectomies and bilateral reaugmentation-mastopexy with new implants
Reasoning:

e The patient presents with a Baker 3 capsule on the right and a Baker 2
capsule on the left. A Baker 3 capsule indicates severe capsular contracture,
which is causing pain and hardening of the breast.

¢ In this case, the right breast is affected by significant capsular contracture
(Baker 3), whereas the left breast has less severe fibrosis (Baker 2). This
condition often necessitates a capsulectomy to remove the hardened capsule,
restore normal tissue dynamics, and replace the implants.

¢ Moreover, the patient has a nipple to infra-mammary fold distance of 12 cm,
and the nipples sit 1 cm below the infra-mammary fold bilaterally, which
suggests ptosis (drooping of the breast). Given the sagging and potential loss
of volume in the breast tissue, a reaugmentation-mastopexy (breast lift with
implant exchange) is the most appropriate approach. This procedure will
address the capsular contracture and the ptosis, restoring a youthful breast
contour and volume.

Review of Other Options:

A. Bilateral capsulectomy and exchange for polyurethane-coated

implants: Polyurethane-coated implants have been shown to reduce the risk of capsular
contracture but are not the first-line choice for this patient, as she also requires

a mastopexy due to ptosis. Polyurethane implants alone would not address her sagging
breast tissue.

C. Radial capsulotomy and exchange for a polyurethane-coated implant: Radial
capsulotomy is a technique used to loosen a contracted capsule, but it may not be as
effective as full capsulectomy in cases of severe capsular contracture (Baker 3).
Additionally, this approach would not address the ptosis and the need for a breast lift.

D. Replace implants with surface-textured silicone implants in dual-plane pockets: While
textured implants might help reduce capsular contracture risk, they do not address the
severe contracture on the right side or the patient's ptosis. Additionally, dual-plane
placement without addressing the ptosis would result in a significant waterfall problem.

E. Right capsulectomy and reaugmentation with a silicone implant: This would only
address the right breast, and the patient also has ptosis that a simple reaugmentation
would not address. The left breast with a Baker 2 capsule might benefit from a more
conservative approach, but bilateral management (with a mastopexy) is preferred for
symmetry.






37. A two-year-old girl sustained mixed-depth burns estimated at 35% of TBSA 24 hours
ago.
She has had appropriate fluid resuscitation and surgical debridement and is doing well.
How should you manage her nutrition at this stage?

A. Commence nasogastric feeding

B. Commence TPN

C. Encourage oral intake with a high-protein supplement
D. Starve, in case urgent surgical intervention is required
E. Radiologically inserted gastrostomy



QUESTION THIRTY-SEVEN ANSWER

A. Commence nasogastric feeding

Reasoning: At 24 hours after a mixed-depth burn injury in a two-year-old with 35% TBSA
involvement, the focus of management shifts toward nutritional support. Nutritional
support is critical in burn patients to support healing, prevent muscle wasting, and
optimize the immune response.

¢ Commence nasogastric feeding is the most appropriate strategy at this stage
because:

o Although oral feeding is the preferred route if the patient is stable and able to
tolerate food, at this age with a large burn, children have low tolerance of
nutritional deprivation.

o The child would have had a GA for debridement so nasogastric tube to
deflate the stomach likely to be in situ.

o EMSB recommends nasogastric feeding in children with burns >10%BSA

Review of Other Options:

e B. Commence TPN (Total Parenteral Nutrition): TPN is usually reserved for cases
where enteral feeding (oral or tube feeding) is not possible or not well tolerated.
Since the patient is stable and there are no contraindications to enteral feeding, TPN
is not the first choice.

e D. Starve, in case urgent surgical intervention is required: This is incorrect. Starving a
burn patient is detrimental. They have increased energy requirements, and fasting
can impair wound healing, immune function, and recovery. Nutritional support is
essential, even if surgery is anticipated.

o E. Radiologically inserted gastrostomy: This is generally considered for patients who
will require long-term enteral feeding or have difficulty with oral feeding. However, in
this case, there is no indication for a gastrostomy tube, and the patient is expected to
tolerate oral feeding.



38. A patient requires leech treatment for venous congestion in a replanted finger. She is
already prescribed flucloxacillin.
Which additional antibiotic is most appropriate in this scenario?

A. Benzylpenicillin
B. Cefuroxime

C. Ciprofloxacin
D. Clindamycin

E. Flucloxacillin



QUESTION THIRTY-EIGHT ANSWER

C. Ciprofloxacin
Reasoning:

o Leech therapy is used to help with blood flow and tissue viability in replanted fingers
with venous congestion. One significant concern with leech therapy is the risk of
infection from Aeromonas species, which are commonly found in leeches' saliva.

¢ In this patient, flucloxacillin is already prescribed, which is effective for
Staphylococcus aureus) and other Gram-positive cocci. However, flucloxacillin does
not cover Aeromonas species, a major risk in leech therapy. An additional antibiotic
that is effective against Aeromonas hydrophila should be used to address this.

o Ciprofloxacin: The most recommended antibiotic because studies have shown that
Aeromonas strains isolated from leeches are 100% sensitive to it.

Review of Other Options:

A. Benzylpenicillin: Benzylpenicillin is effective against Gram-positive bacteria but does not
provide coverage for Aeromonas species, making it insufficient as the sole additional
antibiotic.

B. Cefuroxime: Cefuroxime is a second-generation cephalosporin with broad-spectrum
activity against Gram-negative and Gram-positive bacteria, but it has limited activity
against Aeromonas species, making it an incomplete option in this case.

D. Clindamycin is typically ineffective against Aeromonas species

E. Coamoxiclav (Amoxicillin/clavulanate): While coamoxiclav has broad-spectrum
activity (covering both Gram-positive and Gram-negative organisms), it does not provide
optimal coverage for Aeromonas species, which is the key concern in this case.



39. A 14-year-old girl with severe developmental delay attends your hospital with her carer.
She is in acute pain from a grossly infected epidermoid cyst in the submandibular
region. She is distressed and pyrexial. She requires general anaesthesia for incision and
drainage of the cyst and concurrent tooth extraction.
Who can give consent for the procedure?

A. A court-approved guardian

B. An accompanying carer

C. Her 18-year-old brother

D. Her estranged mother at work by email
E. Her stepfather



QUESTION THIRTY-NINE ANSWER

A. A court-approved guardian
Reasoning:

o Capacity to Consent: The girl is 14 years old with severe developmental delay,
which may impact her ability to understand the nature and consequences of the
procedure. In cases where the patient lacks the capacity to give informed
consent, the responsibility typically falls to a legal guardian.

o Court-Approved Guardian: If the individual is recognized legally by a court as her
guardian, they would have the authority to make medical decisions on her behalf.

Other Options:

B. An accompanying carer: Unless the carer has been given legal authority (such as through
power of attorney or guardianship), they cannot provide valid consent.

C. Her 18-year-old brother: Siblings do not have the legal authority to provide consent for
medical procedures unless specifically appointed by a court.

D. Her estranged mother at work by email: Consent should ideally be obtained in person or
through proper legal means; an email from an estranged parent is not considered valid.

E. Her stepfather: While step-parents can sometimes have legal rights to make decisions, it
depends on whether he has been granted legal guardianship. Without that, he may not have
the authority to consent.



40. Three weeks after undergoing a bilateral breast reduction, a 20-year-old woman returns
to outpatients with skin breakdown at the junction of the vertical and inframammary
scars. The area of breakdown measures 3 x 2cm. There is no cellulitis, but a wound
swab grows MRSA.

What is the most appropriate management of this wound?

A. Admission for debridement and split skin grafting

B. Admission for intravenous anti-MRSA antibiotic therapy

C. Debride to bleeding fat and re-suture the wound

D. Oral linezolid

E. Start MRSA de-colonisation regimen and outpatient dressings



QUESTION FORTY ANSWER

E. Start MRSA de-colonisation regimen and outpatient dressings
Reasoning:

¢ In this scenario, the patient has skin breakdown at the junction of the vertical
and inframammary scars following a bilateral breast reduction, and the wound
culture shows MRSA (Methicillin-resistant Staphylococcus aureus), which is a
common pathogen in post-surgical wound infections. The management of this
wound involves addressing the wound microbiology, controlling the breakdown,
and preventing further complications.

¢ Since the wound has no cellulitis and there is no indication of deep tissue
involvement (e.g., no systemic signs of infection), it is not urgent to perform
debridement or admit the patient for IV antibiotics. There are no clinical signs of
infection. MRSA is a common skin pathogen and, in the scenario presented,
likely represents colonisation rather than a wound infection.

e Oral antibiotics:
Linezolid is a first-line oral antibiotic for treating MRSA infections. It is effective
against Gram-positive organisms, including MRSA, and is well-suited
for outpatient management of skin infections without systemic involvement.
Oral linezolid would be an option if the wound was infected. Other antibiotics
are recommended and would depend on local microbiology guidelines.

Other options:

A. Admission for debridement and split skin grafting:

There is no indication of extensive tissue necrosis or deep wound involvement that would
necessitate debridement and grafting at this stage. The wound is small (3 x 2 cm), and
there is no cellulitis or abscess formation. Debridement and skin grafting would be more
appropriate for larger, deeper wounds or those with significant necrosis.

B. Admission for intravenous anti-MRSA antibiotic therapy:
The patient does not show systemic signs of infection (e.g., fever, elevated white blood
cell count), and there is no indication of extensive tissue involvement.

C. Debride to bleeding fat and re-suture the wound:

While debridement may be necessary if there is necrotic tissue, this wound appears to
be relatively superficial with no evidence of deep infection or necrosis. Re-suturing a
wound with significant colonisation could potentially worsen the problem, as it may seal
in bacteria, leading to an abscess.






41. A two-month-old child presents to your craniofacial outpatient clinic with scaphocephaly
and a closed anterior fontanelle.
What is the most helpful investigation to carry out at this stage?

A. CT head

B. Fundoscopy
C. Genetic testing
D. MRI head

E. Skull X-ray



QUESTION FORTY-ONE ANSWER

A. CT head
Reasoning:

e Scaphocephaly: This condition often indicates craniosynostosis, where one or
more of the sutures in the skull fuse prematurely. Scaphocephaly is specifically is
associated with premature closure of the sagittal suture.

¢ Need for Detailed Imaging: A CT head is particularly useful in assessing the
cranial sutures, the shape of the skull, and the overall cranial anatomy. It
provides a clear view of any suture fusion and can also help in evaluating the
brain's condition.

Comparison with Other Options:

B. Fundoscopy: Craniosynostosis can be associated with raised intracranial pressure
(ICP), which can pose deleterious effects on the brain and vision if untreated. Raised
ICP can lead to papilloedema, which can be seen on fundoscopy. However, estimating
ICP in children is challenging, clinical history, visual acuity, visual field testing,
radiological examination, and fundus examination are all poor screening methods for
diagnosing raised ICP.

C. Genetic testing: While genetic syndromes can be associated with craniosynostosis,
imaging is a more immediate step to assess the structural abnormalities.

D. MRI head: While MRI provides excellent soft tissue detail, CT is generally preferred in
the evaluation of cranial sutures due to better bone detail.

E. Skull X-ray: This may provide some information about skull shape but is not as
definitive or informative as a CT scan in this context.



42. An 18-month-old girl attends your outpatient clinic with a 10mm diameter subcutaneous
lump in the midline of the proximal nasal dorsum. The lump has been present since birth
and has not changed or caused any problems. The child is well and developing normally.
The lump feels smooth, hard and immobile. The overlying skin is normal, and there is no
punctum. Her parents are keen to avoid any surgery.

What is the next most appropriate step in her management?

A. MRI or CT scan of the head

B. Ophthalmology opinion

C. Reassure the parents and discharge the patient
D. Recommend excision of the lesion

E. Refer to the clinical genetics team



QUESTION FORTY-TWO ANSWER

C. Reassure the parents and discharge the patient

Reasoning:

e The description of the lesion in this 18-month-old child suggests a nasal dermoid
cyst (also called a dermoid sinus). These cysts are congenital and are typically found
along the midline of the nasal dorsum. They often present as a smooth, hard,
and immobile lump, which is non-tender and has been present since birth, as in this
case. These cysts are usually benign and do not cause problems unless they
become infected or grow significantly.

o Key features in the case:

O

10mm subcutaneous lump: Size and location are characteristic of a nasal
dermoid cyst.

Present since birth: Dermoid cysts are congenital.
No change in the lesion: Suggests that it is stable and not an acute issue.

Normal overlying skin: There is no indication of infection, inflammation, or a
sinus tract (which would indicate a dermoid sinus).

No punctum: This further suggests a benign dermoid cyst rather than a
sebaceous cyst or a different type of cyst with a drainage opening.

e Management:

O

Observation and reassurance: Since the lump has been stable and
asymptomatic, and there are no signs of infection or complication, the next
step is to reassure the parents and monitor the lesion. These cysts typically
do not require intervention unless they cause symptoms such as infection,
abscess formation, or cosmetic concerns.

Surgery is often not immediately required unless there is concern about
infection, growth, or cosmetic appearance. Given the child's age and the
absence of symptoms, discharging with reassurance is appropriate.

Review of Other Options:

A. MRI or CT scan of the head: Imaging is generally not necessary for a stable,
asymptomatic lesion like this one. Imaging is typically reserved if there are concerns about
the lesion's depth, extent, or any associated complications (such as intracranial extension or

infection).

B. Ophthalmology opinion: There is no indication of any ocular involvement (e.g., visual
changes, eye displacement, etc.), so an ophthalmology opinion is not required in this case.

D. Recommend excision of the lesion: Surgical excision is not immediately necessary. These
cysts are usually benign, and unless there are issues such as infection, significant growth, or
cosmetic concerns, excision is generally deferred.



E. Refer to the clinical genetics team: While some congenital conditions may be linked to

genetic syndromes, there is no indication in this case that this is part of a broader genetic
issue. A nasal dermoid cyst is typically a isolated finding and does not warrant referral to

genetics unless there are other associated anomalies (e.g., in a syndrome like Goldenhar
syndrome), which is not suggested in this case.



43. An eight-week-old baby presents with a 10cm rapidly proliferating, red vascular lesion in
her perineum, which is bleeding profusely. Under general anaesthetic, you control the
bleeding and take a biopsy, as excision and closure are impossible. Histopathology
shows a vascular lesion with mast cells and GLUT-1 positivity.

Which next step in the management of this case is most appropriate?

A. Excision and skin graft
B. Neodymium-YAG Laser
C. Observation

D. Oral propranolol

E. Sclerotherapy



QUESTION FORTY-THREE ANSWER

D. Oral propranolol
Reasoning:

¢ Diagnosis: The histopathological findings indicate a haemangioma, which is
common in infants and characterized by GLUT-1 positivity. The presence of mast
cells can be associated with these lesions.

¢ Management of haemangiomas: The management of problematic
haemangiomas, particularly those that are large, rapidly proliferating, and causing
bleeding, often includes the use of oral propranolol. Propranolol has become the
first-line treatment for infantile haemangiomas, especially in cases where the
haemangioma is causing functional impairment or bleeding.

Review of Other Options:

A. Excision and skin graft: This is generally not the first line of treatment for haemangiomas
due to the risk of complications and the potential for regression over time.

B. Neodymium-YAG Laser: This may be considered for superficial haemangiomas, but in
this case, the lesion is bleeding profusely and likely too large for laser treatment alone to be
effective immediately.

C. Observation: While many haemangiomas can be observed, this case is actively bleeding
and requires intervention.

E. Sclerotherapy: This is typically reserved for specific types of vascular malformations and
is not standard treatment for haemangiomas in infants.



44. A patient has severe facial injuries following a road traffic accident. He has midface
crepitus, facial lengthening, bilateral epistaxis, infraorbital paraesthesia and buccal,
periorbital and subconjunctival bruising.

Which facial fracture is this patient most likely to have?

A. Lefort |

B. Lefort Il

C. Lefort lll

D. Nasoethmoidal

E. Orbital floor blowout



QUESTION FORTY-FOUR ANSWER

B. Lefort Il
Reasoning:

o Midface crepitus: This suggests instability in the midface region, which is
consistent with Le Fort fractures.

o Facial lengthening: This is indicative of a significant disruption of the midfacial
skeleton, typical in Le Fort fractures, particularly Le Fort I, which can lead to a
change in facial height.

o Bilateral epistaxis: Bleeding from both nostrils can occur with fractures involving
the nasal complex and maxilla, which is characteristic of Le Fort Il.

¢ Infraorbital paraesthesia: This is likely due to injury to the infraorbital nerve, which
is commonly affected in Le Fort Il fractures as they involve the maxilla.

e Bruising (buccal, periorbital, and subconjunctival): Extensive bruising around the
midface and orbits further supports the diagnosis of a Le Fort fracture.

Review of Other Options:

A. Le Fort I: Typically involves horizontal fractures of the maxilla; while it can cause midface
mobility, it does not typically cause facial lengthening or significant epistaxis.

C. Le Fort llI: Involves craniofacial dissociation and is more extensive than Le Fort Il, which
usually presents with more severe findings, including possible loss of vision if the optic canal
is involved.

D. Nasoethmoidal: This type of fracture can involve the nasal bones and may cause some of
the described symptoms, but the specific combination of findings points more towards a Le
Fort fracture.

E. Orbital floor blowout: This would primarily cause enophthalmos and diplopia due to
muscle entrapment but would not typically cause facial lengthening or the full range of
symptoms seen here.
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45. A systematic review and meta-analysis of complications following primary repair of non-
proximal hypospadias included 44 studies involving 10,666 subjects. The overall
complication rate was 8%. The exhibit shows a chart of percentage complication rates on
the y-axis and the five commonest complications represented by the letters A to E on the
X-axis.

Which percentage complication rate represents urethral-cutaneous fistula? Choose the
appropriate letter.

A A
B.B
C.C
D.D
E.E



QUESTION FORTY-FIVE ANSWER

A A

Reasoning: Fistula is commonest complication at 4%



QUESTION 46 REFER TO THE FOLLOWING INFORMATION




46. For head and neck cancer staging and therapeutic planning, the lymph nodes in the
neck are divided into at least six anatomic neck lymph node levels. The illustration shows
these lymph node levels labelled A to F.

Which structure defines the boundary between levels C and D?

A. Anterior edge sternocleidomastoid
B. Great auricular nerve

C. Inferior border cricoid cartilage

D. Inferior thyroid artery

E. Thyrohyoid muscle



QUESTION FORTY-SIX ANSWER

C. Inferior border cricoid cartilage
Reasoning:

¢ In the classification system used for neck lymph node levels in head and neck
cancer staging, the neck is divided into distinct levels to guide staging and treatment.
Each level corresponds to a particular region where lymph nodes are commonly
found, and these regions are delineated by specific anatomical landmarks.

e Level lll nodes are in the mid-jugular chain, typically between the hyoid bone and
the cricoid cartilage.

e Level IV nodes are in the lower jugular chain and extend from the cricoid cartilage to
the clavicle.

o The inferior border of the cricoid cartilage serves as the key anatomical landmark
dividing Level Ill from Level IV.

Review of Other Options:

A. Anterior edge of the sternocleidomastoid: This structure is used to help define the anterior
and posterior borders of some neck levels but does not specifically divide Levels Ill and IV.

B. Great auricular nerve: This nerve is not used as a boundary in defining neck lymph node
levels.

D. Inferior thyroid artery: This artery does not serve as a boundary for any neck lymph node
levels.

E. Thyrohyoid muscle: This muscle is located at the level of the hyoid bone, marking the
upper part of Level Il but is not involved in the boundary between Levels Il and IV.



47. You are reviewing the histology of biopsy taken from a tumour on the face of a ten month
old child. The pathologist has concluded that the tumour is of vascular origin and
immuno-histochemistry has shown GLUT-1 positivity.

What is the most likely diagnosis?

A. Haemangioma of infancy

B. Kaposiform haemangioendothelioma

C. Non-involuting congenital haemangioma (NICH)

D. Rapidly involuting congenital haemangioma (RICH)
E. Spindle cell haemangioma



QUESTION FORTY-SEVEN ANSWER

A. Haemangioma of infancy
Reasoning:

e GLUT-1 positivity is a hallmark immunohistochemical marker for haemangioma of
infancy.

e GLUT-1 (glucose transporter protein-1) is a highly specific marker for haemangiomas
of infancy and helps distinguish them from other vascular anomalies.

Review of Other Options:

B. Kaposiform haemangioendothelioma — A rare, locally aggressive vascular tumour
often associated with Kasabach-Merritt phenomenon (consumptive coagulopathy). It is
GLUT-1 negative.

C. Non-involuting congenital haemangioma (NICH) — Present at birth and does not
involute. It is GLUT-1 negative.

D. Rapidly involuting congenital haemangioma (RICH) — Present at birth and rapidly
involutes within the first year of life. It is GLUT-1 negative.

E. Spindle cell haemangioma — A rare vascular tumour that presents later in childhood or
adulthood. It is GLUT-1 negative.



48. A 70 year old man has been referred to your clinic with a chronic ulcer over his right
great toe that resulted from minor trauma from his shoes. He is diabetic; his HBA1c is
90mmol/mol. He has osteoarthritis and a painful right hip despite a total hip replacement.
His weight is 100 kg and height is 1.80m. There is no intermittent claudication. The
ulcer discharges malodourous fluid and has not responded to conventional dressings.
He has trouble sleeping because of pain in his foot; he gets relief by hanging his leg out
of bed. He is on metformin, NSAIDs and allopurinol. He does not smoke. On
examination, there is 2 cm chronic ulcer; his foot is red and cool to palpation. He has
varicose veins. His foot is oedematous. No foot pulses are palpable. His foot goes
white on elevation but becomes pink with dependency. His ABPI is 1.0.

Which diagnosis is most likely?

A. Atherosclerotic ulcer
B. Gouty ulcer

C. Neuropathic ulcer
D. Pressure ulcer

E. Venous ulcer



QUESTION FORTY-EIGHT ANSWER

A. Atherosclerotic ulcer

Reasoning: This patient presents with a chronic ulcer on the great toe with several key
clinical findings pointing to critical limb ischemia due to peripheral arterial disease (PAD):

Key Features Supporting Atherosclerotic Ulcer:

Diabetes with Poor Glycaemic Control: HbA1¢c = 90 mmol/mol indicates poor control,
contributing to microvascular and macrovascular complications.

Ischemic Rest Pain: Pain worsens at night and is relieved by hanging the leg out of
bed — a hallmark sign of rest pain from ischemia.

Absence of Palpable Foot Pulses: Suggests arterial insufficiency.

Dependent Rubor and Pallor on Elevation: Pallor on elevation and pink with
dependency (Buerger's sign) is a classic sign of severe ischemia.

Ulcer on the Toes: Atherosclerotic ulcers often occur on pressure points like toes,
heels, or areas subjected to trauma.

Malodorous Discharge: Suggests superadded infection, common in ischemic ulcers.

Review of Other Options

B. Gouty ulcer — Gout can cause tophi and ulceration, but it typically presents with
recurrent, acute inflammatory attacks. This patient’s clinical picture is dominated by
ischemia, not gout.

C. Neuropathic ulcer — Often painless, located over pressure points (e.g., metatarsal
heads), with surrounding callus. This patient has painful ischemic rest pain, which is
not typical of neuropathic ulcers.

D. Pressure ulcer — Common in immobile patients and found over bony prominences,
often associated with prolonged pressure. This patient’s ulcer was trauma-
induced and shows features of ischemia.

E. Venous ulcer — Usually located around the gaiter region (medial malleolus),
associated with varicose veins, oedema, and haemosiderin staining. The location
(toe) and ischemic features make this unlikely.

Next Steps:

Urgent Vascular Assessment — Despite an ABPI of 1.0 (which may be falsely normal
due to calcified vessels in diabetics), the clinical findings point to severe ischemia.

Consider Doppler ultrasound, CT angiography, or MR angiography to assess
vascular status.

Referral to Vascular Surgery for possible revascularisation.






49. A 24-year-old professional cricketer has suffered a closed dislocation of his right index
finger proximal interphalangeal joint. The dislocation has been reduced and confirmed on
X-ray. The X-ray shows an undisplaced 3mm fracture of the volar lip of the middle
phalanx.

Which is the most appropriate way to manage this case?

A. Buddy taping and early mobilization

B. Mobilise in a dorsal extension blocking splint for three weeks
C. Extension block K-wiring of the joint

D. Open reduction and reattachment of the volar plate

E. Volar resting splint for six weeks



QUESTION FORTY-NINE ANSWER

B. Mobilise in a dorsal extension blocking splint for three weeks

Reasoning:

The patient has a closed PIP joint dislocation with an undisplaced 3 mm fracture off
the volar lip of the middle phalanx, which is a small volar plate avulsion fracture.

Since the fracture is undisplaced and involves a small fragment (< 40% of the
articular surface), it is typically managed non-operatively.

Dorsal extension block splinting prevents hyperextension and allows controlled
flexion, facilitating proper healing of the volar plate while avoiding stiffness

Review of Other Options:

Buddy taping and early mobilisation — Insufficient protection for an avulsion fracture.

Open reduction and reattachment of the volar plate — Indicated for large fractures
(>40%) or unstable joints post-reduction, which is not the case here.

Extension block K-wiring of the joint — Reserved for unstable dislocations or large
volar lip fractures that compromise joint stability.

Volar resting splint for six weeks — Dislocation is stable to all but hyperextension.
Prolonged immobilisation is likely to lead to unnecessary stiffness



50. An edentulous, unfit, 72 year old male presents with a TINOMO squamous cell
carcinoma at the junction of the anterior two-thirds and posterior one-third of the tongue.
After MDT planning, he undergoes external beam radiotherapy. Following radiotherapy,
he has a persistent yellow painful slough in the treated area that persists and fails to
improve over a two-month period.

What would be the most appropriate next step in the management of this patient?

A. Biopsy the area

B. Monitor fortnightly with biopsy only if further signs and symptoms develop
C. Prescribe fluconazole tablets

D. Refer for hyperbaric oxygen

E. Review in eight weeks



QUESTION FIFTY ANSWER

A. Biopsy the area

Reasoning:

Persistent yellow slough and pain in the irradiated area for over two months raises
concern for persistent or recurrent disease.

Post-radiotherapy changes can mimic malignancy, but recurrence is a serious
concern, especially in the absence of improvement after two months.

Biopsy is the gold standard to distinguish between radiation-induced
changes and tumour recurrence.

Review of Other Options:

B. Monitor fortnightly with biopsy only if further signs and symptoms develop — Delay
in biopsy risks missing early recurrence. Prompt biopsy is needed after two months
of persistent changes.

C. Prescribe fluconazole tablets — Fluconazole is used for oral candidiasis, but
persistent slough and pain post-radiotherapy is more likely due to recurrence, not
fungal infection.

D. Refer for hyperbaric oxygen — Indicated for osteoradionecrosis or poor wound
healing post-radiotherapy, not for persistent suspicious mucosal changes.

E. Review in eight weeks — Further delay in follow-up is inappropriate when
recurrence is suspected.



