AMERICAN BOARD OF SURGERY CERTIFYING EXAMINATION

November 1, 1988

FIRST SESSION - Drs. Veidenheimer and Deckers

1. 87yo male presents with dysphagia, 30# weight loss and poor nutritional status:

a) Work-up: UGI - Large Zenker's diverticulum, small hiatal hernia with minimal gastroesophageal reflux.

b) Management: Two weeks pre-operative hyperalimentation, myotomy and resection of Zenker's.  Discuss approach and procedure.

c) Does well, one year later presents with marked reflux symptoms. Work-up? Upper endoscopy - stricture at GE junction with Grade V (malignant) changes on pathology.

d) Management: Esophagogastrectomy. Discuss approach and procedure.

2. Female with RUQ pain, jaundice, fever, rigors, leukocytosis, normal amylase, 15 years s/p cholecystectomy:

a) Work-up? Ultrasound - obstructed 2 cms duct with stones.

b) Management: Fluids, antibiotics, OR for CBDE.

c) Intraoperative findings - 5-6 primary CBD stones, characteristics?

d) Management: CBDE with choledochoduodenostomy. Indications for choledochoduodenostomy.

3. Patients seen in Head and Neck clinic, work-up and management of:

a) One cm. squamous cell CA of lip?

b) One cm. squamous cell CA of mid tongue with and without nodes?

c) One cm. squamous cell CA of retromolar trigone?

F/u: Presents after four years without recurrence with a RUL lung lesion, work-up?

a) Needle biopsy - Squamous cell CA, no other evidence of disease.

b) Management.

SECOND SESSION - Drs. Cleveland and Greenburg

1. Transmediastinal .22 caliber gunshot wound, hemodynamically stable:

a) Management and work-up: ATLS: ABC's with bilateral chest tubes (small hemopneumothoraces) and subdiaphragmatic IV access, aortogram - negative, OR-thoracotomy - esophageal injury with minimal devitalized tissue and leak - repair, superficial aortic adventitial injury - pledgetted buttress repair.

b) 24 hours post-op develops large left hemothorax, differential diagnosis and management? Pulmonary artery injury - repair.

c) Does well till 14 days post-op develops right pleural effusion, differential diagnosis? Esophageal leak.

2. Six days s/p uncomplicated AAA repair, develops SOB and chest pain:

a) Differential diagnosis and work-up: Pulmonary embolus.

b) Management: Heparin. Indications for and role of streptokinase?

c) Second PE while on therapeutic heparin, management? Greenfield filter.

d) Complications of Greenfield filters?

e) Two days later develops ileus and back pain, work-up?  Retroperitoneal bleed secondary to Greenfield filter claws tearing IVC.

3) Environmental hypothermia management.

4) Intraoperative coagulopathy following shotgun wound to liver:

a) Differential diagnosis.

b) Work-up of transfusion reaction?

c) Management of DIC.

d) Role of liver packing?

THIRD SESSION - Drs. Malt and Sloane

1. 55 yo banker with five block claudication without rest pain or tissue loss, but smokes:

a) Work-up? Role of noninvasive studies? Angiogram?

b) Management? Smoking cessation.

c) Indications for surgery?

2) Two years s/p aortobifemoral BPG, develops acute right leg pain:

a) Work-up? Right graft limb occlusion.

b) Management? Thrombectomy, good inflow and angiogram with good outflow.

c) Rethrombosis post-op day 1

Differential diagnosis and management? Intimal hyperplasia of anastomosis, patch angioplasty.

3) 22 yo female with RLQ pain, pre-op diagnosis - appendicitis:

a) Negative appendix, moderate amount of bloody fluid in pelvis, management?

b) Left proximal fallopian tube swollen, bloody, diagnosis? Ectopic pregnancy.

c) Management? Previous right salpingo-oophorectomy, management?

4) Elderly male with SBO, history of recurrent acute diverticulitis:

a) Differential diagnosis?

b) Management?

AMERICAN BOARD OF SURGERY CERTIFYING EXAMINATION

May, 1989

FIRST SESSION - Dr. Samuel Wells

1. 18 yo male with perforated ulcer vs. 45 year old male with perforated ulcer and preop Sx.

a) Choice of operation and technique.

2) Solitary lung mass.

Work-up, differential, operations

Determinants of resectability.

3) Acute pancreatitis

With pancreatic fistula with fever. Work-up and Rx?

With pancreatic phlegmon & abscess. Work-up and Rx?

4) Postop Staphylococcal wound infection

5) Acute suppurative cholangitis

All aspects of this problem.

6) Esophagus perforated by GI endoscopist

Dx, preop w/u, therapy, operation

Management of recurrent post-op leak

SECOND SESSION - Dr. Richard Dean

1) Perforated septic diverticulitis

Preop Dx, Tx, operation - resection. MI 2 months ago: hemodynamic support (Swan-Ganz). Septic shock.

ARDS - pulmonary criteria, + preop.

Ventilatory parameters + extubation criteria.

2) 14 year old woman, unconscious and hypotensive.

Pre-op evaluation, w/u, operation, Tx of splenic injury.

Post-op recurrent hypotension! – Tx.

3) Case of necrotizing fascitis.

Presentation, physical findings, therapy.

Causes, bacteriology.

THIRD SESSION - Dr. Harvey Bender

1) Indurated perianal mass

Differential Dx, Tx

2) Elderly female with weight loss and abdominal pain.

Work-up?

Dx consistent with chronic mesenteric ischemia.

Discuss evaluation, specific angio findings, surgical plan, physical findings, intestinal viability

3) Cecal mass

Work-up (BE/colonoscopy), Bx (-). Plan for TX, operation.

4) Strangulated femoral hernia.

Tx. Maneuvers, if unable to reduce.

Other questions asked during this session of other people:

1. 63 year old smoker, TIA that resolved.

PE: R carotid bruit.

Angio: 85% R carotid lesion

Rx?

2. 1 cm ulcerated R tongue lesion.

Work-up? Bx - SCCA

Total tooth extraction

Negative nodes Tx - hemiglossectomy + Regional LND

3. Colon CA 16 cm from anal verge

IVP, cysto?, CT scan + other w/u

Invasion into dome of bladder + (L) lobe liver met.

Rx?

4. 5 days post op from colectomy patient develops edematous, pale leg, but (+) pulses

Dx? Phlegmasia cerulea dolens.

Rx?

5. Stab wound of the base of R neck with R hemothorax.

6. Elderly female s/p hysterectomy develops partial bowel obstruction.

Rx?

5 days post-op develops wound drainage and SB fistula.

Evaluation and Rx?

Hyperalimentation - discuss composition

7. 50 year old EtOH abuser with abdominal pain

Dx: pancreatitis + fever up to 102°F

Choice of antibiotics, Rx?

Ranson's criteria (discuss)

8. Bilaterial femur fracture 20 MVA

Patient develops dyspnea on POD #2

Fat embolism syndrome - discuss evaluation + Rx.

9. Post-op from cardiac surgery - valve replacement, develops abdominal distention + pain

Evaluation

Differential Dx

Rx Plan

Discuss bowel viability assessment, 2nd look, etc.

10. Melanoma of frontal scalp.

Rx?

Role of parotidectomy

11. Discuss respiratory mechanics, PFT's

12. GSW of the abdomen with shock

13. MVA - ruptured diaphragm

14. Work-up hyperparathyroidism

15. Pelvic fracture + hypothermia

16. Crohns' disease with SB fistula (internal)

17. Esophageal lesion - w/u, Rx.

Post op esophageal leak - Rx.

18. Bloody nipple drainage.

Papillary CA in situ.

Rx - total mastectomy.

LCIS, ?management of the contralateral breast

19. Elderly woman presents with lower abdominal pain and confusion.

Work-up turns out to have NH3 of 100 and ruptured appendix.

Abdominal fistula, labs, ABG.

20. Discuss case of causalgia.

21. Toxic goiter in 70 yo white female.

Tx options

22. R colon CA with liver mets.

23. Trauma - liver, portal vein injury.

24. Pancreatic abscess.

25. Gastric outlet obstruction

Develops post-op leak. S/p Billroth I.

26. Compartment syndrome.

27. Pancreatic abscess.

AMERICAN BOARD OF SURGERY CERTIFYING EXAMINATION

December, 1989

FIRST SESSION - Dr. George Sheldon

1.Management of enterocutaneous fistula, post op, on patient s/p lysis of adhesions

2. Management of asymptomatic jaundice.

W/u? CT scan - mass in head of pancreas. ERCP - no lesion seen at ampulla, narrow distal CBD, ?? with proximal dilation

Preop drainage for bilirubin of 6?, for bilirubin of 12?

Rx?

a) Intraoperative assessment of resectability.

b) Bx? how? transduodenal vs direct.

c) Describe in detail (like dictating an op note) how to do a Whipple.

d) Would you do a Whipple without tissue dx?

3. Left 3cm mass angle of jaw.

W/u and dx?

a) Primary squamous cell cancer +/- mets

b) Lymphoma

c) Parotid

Tissue Dx preop?

Describe superficial parotidectomy in detail

How do you find facial nerve?

Rx of benign lesion engulfing branch of nerve

Rx of malignant

Resect nerve? if so free nerve graft?

Post-op: patient sweats on L side of face when eating

Dx - I think it is Frey's Syndrome?

Rx: I said reassurance.

SECOND SESSION - Dr. Olga Johanson

1. 49 year old woman with EtOH history, drunk, smoking in bed, found in bedroom with 60%, sparing only lower body 2nd and 3rd degree burns.

Management?

a) W/u of inhalation injury.

H & P, respiratory distress, intubated.

Ventilator management? Would it change with increase carboxyhemoglobin?

b) Initial fluid resuscitation? Parkland formula.

Hx of CAD, place Swan-Ganz catheter, watch UOP

c) Prophylactic antibiotics?

d) Tetanus

e) 6 hours later found to have decreased pulmonary compliance and increased airway pressure. Rx? Escharotomy

f) Management of wounds. Primary excision vs dressing changes and delayed closure.

g) We got into shunt fractions and O2 delivery but I brought it up because was comfortable with the subject and wanted to keep going.

h) Recognition of overwedged SG.

2. 14 year old MVA, unconscious and bruised. Left lower ribs fxs w/u. Rx ABC's

Rx: CHI, splenic injury, relatively stable.

CT of head - edema, no blood

CT of abdomen - fractured spleen, blood in abdomen initially stable wanted me to observe. Criteria for non-operative management (transfusion requirements) - then gets unstable.

OR:

a) Maneuvers of splenorrhaphy-methods used.

b) Incision for splenectomy.

c) Prophylactic antibiotics? Pneumonia Rx

d) Management of postsplenectomy sepsis: how does it present? Two most common organisms and systems most affected.

THIRD SESSION - Dr. Harvey Bender

1. Pregnant female with biliary colic.

a) 1st trimester-observed.

b) 2nd trimester-observed.

c) 3rd trimester-observed.  None of these trimesters had evidence of acute episodes.

d) Middle of third trimester-acute cholecystitis.

Rx - early operation, antibiotics, incision?

?Cholangiogram, she refuses, any other way to assess duct:

a) palpation, size, previous history, etc.

b) they suggested intraoperative ultrasound

2. Patient with a right colon cancer

Pre-op workup (don't forget CEA)

Bowel prep, antibiotics

OR, find single liver met, peripheral lesion

Rx? Right colectomy and excise met with margin

F/u postop? interval studies, H&P, colonoscopy

Returns two years later with elevated CEA

What w/u? 

3) Patient s/p aorto bifemoral BPG, develops cold pulseless leg 6 hours post surgery

Rx: OR (I did not get preop angio) (L) groin incision, assess anastomosis, embolectomy,

completion angio shows patient vessels to foot with occlusion of several distal foot vessels.

Rx: Heparinize

POD #4 groin wound infection, pus around graft

Rx: Couldn't decide whether to remove the whole graft, or just take out (L) groin graft.

End up removing (L) limb of graft, doing fem - distal fem extract anatomic, continuing

antibiotics and watching for continued sepsis, reassess, aortic graft with CAT scan. 

4) Patient with HTN, low K, high Na

Work-up and Rx?

a) Don't jump to primary hyperaldo too fast I tried trial of antihypertensives therapy unsuccessful. Then work-up to include a. urine metanephrine, VMA,

b) Aldosterone - renin levels

c) CT of abdomen

d) They asked how to do renins specifically, then: increased aldo, decreased renin,

Dx: Primary hyperaldosteronism, CT showed 3cm adrenal mass

Rx: OR for adrenalectomy

During OR- dark blood wells up from wound. Dx/Rx? Suspect renal vein or IVC.

Volume, blood, pack, expose- reflect right colon, kocher. Prox and distal control, repair.

AMERICAN BOARD OF SURGERY CERTIFYING EXAMINATION

June, 1990

FIRST SESSION

1 Sixty-two year old white female with previous MRM for breast cancer has an elevated serum calcium

a) Work up?

b) PTH is elevated; any further work up?

c) Explore the neck and find two large glands and two normal size glands; what do you do?

d) Or you find three normal glands but can't find the fourth which is the left inferior.

e) Where do you look for (ectopic) missing parathyroid glands?

f) How much does a normal PT gland weigh? .How much does a normal hyperplastic gland weigh?

2) Management of splenic trauma with a pediatric patient:

Rx: non-operative versus operative

a) Indications for surgery

b) Indications for splenic salvage

c) What is OPSS

d) Describe splenic salvage procedures 

3) You go to repair a ruptured AAA on a patient. Hemodynamically stable on induction.

Patient then drops her blood pressure to 0 mm during your exploratory laparotomy. You have found a large hematoma but nothing else.

a) What do you do?

b) Clamp the aorta. Blood pressure still zero

c) What's your differential? Hemorrhagic shock versus cardiac tamponade versus MI vs causes of EMD.

d) Resuscitate per ACLS - consider transdiaphraphmatic open heart massage.

Do you fix the aneurysm or just continue to resuscitate the patient?

SECOND SESSION 

1.Young patient (drinker) admitted with abdominal pain and fever of 100°.

a) What's your workup and labs?

b) Abdominal distension with fever and pain worsens over 24 hours. What's your workup?

c) Fluid tapped: increased glucose, increased protein, No organisms. What's your diagnosis?

d) Twenty-four hours later abdominal pain is severe, WBC 25K; T 103.

e) Explore abdomen: mass in head of pancreas.

What is it --> pancreatic abscess/infected pseudocyst.

f) Management? unroof/debride/external drainage. Describe in detail.

g) Patient then bleeds post op (too unstable for angio). You re-explore.

h) Blood is from a pseudo aneurysm in the abscess cavity. How to manage this patient?

2) Fourteen year old white man with no significant medical history presents with peritonitis and history of severe pain.

a) Workup?, Rx?

b) At operation he has a perforated anterior bulbar ulcer.

c) ?Management: oversew/omental patch.

d) Seventy-two hours post op he has an UGI bleed.

e) Endoscopy: can't see anything, too much blood in stomach. Patient continues to bleed post op you are forced to re-explore.

f) Patient has a kissing post bulbar ulcer which is bleeding - ? surgical management. 

THIRD SESSION

1. Explore a patient with a sigmoid colon cancer - colectomy. You palpate a mass deep (centrally) in the left lateral lobe of the liver.

a) What's your differential for this mass. and management

b) No preop CT scan.

c) You resect the left lobe of the liver.

d) Do you drain it? How? You get a subphrenic abscess postop. Workup?

e) How to drain it? Surgically or percutaneously?

f) Would you recommend post op chemo or radiation?

g) If chemo what kind and how to administer? 

2. Management of 8 cm AAA (asymptomatic) and a synchronous near obstructing sigmoid colon cancer.

3. Management of a symptomatic 8 cm AAA and a synchronous near obstructing colon cancer.

4. Management of a synchronous obstructive colon cancer and a ruptured 8 cm AAA.

AMERICAN BOARD OF SURGERY CERTIFYING EXAMINATION

February, 1992

OVERVIEW:

In general, although there is no way to avoid the stress of this sort of exam, I think things were run efficiently and I was fortunate to have even-tempered, fair and friendly examiners. Not everybody felt this way though. Beware, although I was scheduled to show up at 11:30 am for a general briefing session, my exams didn't start until 2:45 and I didn't finish until 4:15--keep this in mind when making flight reservations. However, if you are given a morning time, you will definitely be done by 11:30.

The exams all take place in the hotel rooms of the examiners. You are generally given a seat facing them at a small desk. Each session is run by a member of the board and local board certified surgeon (local examiners at my test included Giluliano, Hiatt, Ted O'Connell, Rodney White, Russell Williams, Stan Klein). You will not be tested by anyone who participated in your training or who knows you.

FIRST SESSION:

My first examiners were Drs. William Gay (Cardiothoracic surgeon from Utah) and Edward

Stemmer (? Specialty). The first question was posed by Stemmer and involved a 55 year-old man with a biopsy-proven adenoCA extending from the GE junction to 5 cm. proximally. He wanted me to proceed with a work-up (labs, x-rays) and then describe my operation of choice. Don't forget at the beginning of each case scenario to assess the patient's general health and medical condition. He was interested in a short discussion of adjuvant therapy for this lesion and the role of preoperative TPN.

All pretty reasonable I thought.  

Dr. Gay then presented an elderly women with cholangitis 1 year after cholecystectomy. After resuscitating her (he asked which antibiotic I would use and then asked me to describe the properties of that antibiotic), I got an ultrasound which demonstrated intra- and extrahepatic biliary dilation and nothing else. I got an ERCP which suggested an impacted distal common bile duct stone. After ascertaining that she didn't develop post-ERCP pancreatitis, I explored her. He asked me to describe my technique for a CBDE, including some technical details. He wanted me to detail my maneuvers for getting out an impacted stone and how I would do a transduodenal sphincterotomy. He also asked what my indications were for biliary-enteric bypass and what my bypass-of-choice was, and why. This scenario went well and he was as pleasant an examiner as you could ask for.

Dr. Stemmer then had me work-up a young woman with a neck mass. She ended up having a lymphoma and he wanted to know a little more than I knew about the ultimate therapy for lymphoma (after he asked me how to stage her). Additionally he asked me about the prognosis for different stages of lymphoma. I told him I didn't know the survival data. Who knows what he was really thinking, but he seemed to accept things well when I said I didn't know or that I wanted help from an oncologist and radiotherapist.

Dr. Gay then had me work up a middle-aged man with epigastric pain who had been treated for two months with cimetidine without a work-up by his internist, and with no relief of his pain. After determining that he was otherwise healthy and had no prior significant GI history, I questioned him about the quality of the pain. This was no help and I ordered an ultrasound. It was normal. I then had him scoped and they found a 2 cm. ulcer at the proximal upper curve and had it biopsied. Biopsy demonstrated only inflammation. I then said I'd operate. He asked what other tests I'd get first, and I said none. He asked if I wanted to do a gastric acid analysis and I said no. I did a distal gastrectomy to include the ulcer and waited for frozen sections. They were benign and I reconstructed him with a B1. He asked if I would do a vagotomy and I said no. Final path demonstrated a cancer. He asked if I'd do anything else. I said only to find out whether the patient was interested in any experimental adjuvant therapy. He asked me if I knew of any effective therapy for this lesion and I said no. He responded "me neither."

SECOND SESSION:

The next session was with Keith Kelly and Rodney White. I also found both of them to be

pleasant and reasonable, despite the fact that a friend of mine who had Keith Kelly last year (actually just several months ago in another region) found him to be mildly combative. Dr. White described a young man with blunt abdominal trauma, originally treated elsewhere and then transferred to me 24 hrs post-trauma. At this original exploration he was found to have a RUQ hematoma and nothing else. A drain was placed. He then developed a temp to 103 the next day and after an UGI was obtained, was transferred to me. Dr. White actually showed me a film from an UGI and asked me what it showed and what I'd do. It demonstrated a pretty obvious leak from the 2nd/3rd duodenum. I vigorously hydrated him, started antibiotics (he also asked which antibiotics and why) and reoperated. I re-explored the entire abdomen stating that I'd pay particular attention to the pancreas, looking for any suggestion of a duct disruption. He said there was no evidence of this. I Kocherized the duodenum and asked what it looked like. He said that there was a large hole (quarter to half-dollar size). I said that I'd try to close it around a tube and then perform a gastrotomy and close the pylorus, do a gastrojejunostomy, place a feeding jejunostomy and other jejunal tube that internally drained the duodenum, and place several sump drains around the duodenum after covering the area of the closure with some omentum. He asked what I'd do it I couldn't close the duodenum; I responded that depending on how bad it looked, I would either cover an attempted closure with a serosal patch, or it no closure was possible, at all, that I'd bring up a roux-en-y. He seemed to think that this OK. He then asked what I'd do when the patient respiked a temp to 103 on POD 3. I removed any central lines that had been placed at the original hospital, got a CXR, checked his urine, inspected the wound and broadened his antibiotic coverage. He said that I found nothing with those maneuvers and that adding another antibiotic didn't improve the fevers. I got an UGI. He asked me what my indications were to re-explore him. I was also about to mention getting CT if the fever persisted, but we never got that far.

Dr. Kelly then asked me how to handle a 65 year-old man 6 days s/p elective colectomy who

develops sudden hypotension, shortness of breath and chest pain. I gave him oxygen, started an I.V.,listened to his lungs to r/o a pneumothorax or obvious congestive failure, got an EKG and moved himto the ICU, got ABG's and sent cardiac enzymes. Dr. Kelly was certainly more reasonable aboutordering labs than Passaro rounds. The EKG demonstrated "right heart strain, the ABG's showedhypoxemia and a CXR was normal. After he told me that the EKG showed no ischemia and after Ielicited that the pain did not sound anginal, I bolused the patient with heparin and ordered a V/Q scan.He wanted to know the heparin dose. The V/Q was interpreted as "moderate to high" probability. Istarted a continuous heparin drip and observed the patient. He asked me if I wanted a pulmonaryangiogram and I said no. He asked how I wanted to monitor the heparinization. The following day thepatient was much better and I moved him back to the floor and started coumadin. He had anotherepisode that night. After getting another EKG which still showed no ischemia and after checking aPTT (which was therapeutic), I ordered an angiogram. It demonstrated bilateral PE's and I had theradiologist place a Greenfield filter. He asked me how they did that and where I'd want the filter tobe.

He then presented a 78 year old man 3 days after successful repair of a ruptured aneurysmwho became oliguric and bumped his creatinine. We then had a lengthy discussion about the work-upfor acute renal failure. He wanted to know possible causes (ATN from hypotension, aorticcross-clamping, drugs, hypovolemia, vascular accidents involving the renal arteries). He asked mewhich drugs. We discussed treatment with a Swan-Ganz catheter, rehydration, low dose dopamine,eliminating all nephrotoxins (he asked which drugs in particular I was looking for), attempting toconvert him to non-oliguric renal failure with Lasix, how to r/o vascular events (I eventually got anuclear flow scan), and what my indications for dialysis are. At one point he asked what Swan-Ganzvalues I thought were likely to be reasonable. I felt that this went well. Also, I've been told that the2nd room usually revolves around acute care ICU management, etc. As in the previous room, timeflew by once we got started.

THIRD SESSION:

In the last room, Dr. Freeark started by presenting a 4 day-old with a distended abdomen. Wewent through the work-up of a neonatal bowel obstruction. He asked me what was in my differentialand which was most likely. After rehydration, I got plan films demonstrating distended small and largebowel all the way to the rectum. I got a BE which demonstrated a moderately distended colon fromrectum to cecum and no flow into the ileum. I explored the baby and we then had a general discussionabout meconium ileus, atresias and Hirschprung's This went OK, not great. 

Dr. Block then presented a 60 year-old executive with bilateral calf pain ruining his golf game. Iestablished by history that he had claudication, and then asked about his general medical condition,weight, prior surgical history and smoking history. He had angina and was obese. I examined him andmentioned that I'd check his carotids, feel for an aneurysm and of course check his extremity pulsesand look for tissue loss in the feet. He had bilaterally weak femoral pulses and a question of ananeurysm. I got an ultrasound which was normal. I told the patient to lose weight, quit smoking andexercise. Dr. Bloch asked me if I'd get an angiogram and I said no. He then said that the patient wascompliant, but his symptoms markedly worsened over the next 6 months, where he couldn't walk tohis mailbox anymore. I re-examined him, asking specifically about signs of tissue loss and rest pain, hehad none. I sent him to the cardiologist for a Persantine/thallium scan, which was abnormal. Isuggested a cardiac cath which demonstrated 3-vessel disease. He underwent a CABG and did well.After he recovered, I got an aortogram with runoff which he said showed bilateral common iliac 1cm. stenoses. I had these ballooned.

Next, he showed me a mammogram with an obvious cancer in a 45 year-old woman. We talkedabout MRM vs. lumpectomy, chemotherapy vs. tamoxifen and oophorectomy. I said that moderndrugs had made oophorectomy almost obsolete. He asked me which agents I'd suggest for chemo(said CMF) and how they would affect her survival statistics. 

Next, Freeark presented a 75 year old man with an enlarging painful inguinal hernia. On historyI determined that he had worsening symptoms of BPH and I sent him to the urologist. Freearkseemed mildly annoyed and asked me what I thought it would cost for the urologic consult. He thenasked me what were the indications for a TURP. I dodged this a little and said that I thought someonewho was increasingly straining to void and in whom this made a hernia painful, should have a TURP.He then asked me how I might determine in my office if someone had significant BPH. I suggestedchecking a bladder residual, which Freeark liked, but unfortunately, I used the word Foley. He saidthis was too expensive and I said that I'd actually use a red rubbed catheter to do this in the office andthat seemed to be what he wanted to hear. He then asked what a significant PVR would be. 

Dr. Bloch then presented a young woman with a fairly obvious SBO. I admitted her, placed anNGT, hydrated her and check plain abdominal films and a WBC. When I re-examined her 8 hourslater, her pain was gone, but she had lost her bowel sounds. I rechecked a film which was unchangedand a WBC, which was worse. I said that I was somewhat confused as to why her pain was all gone,but that I'd operate. She had a dusky loop of small bowel twisted around an adhesion. I divided theadhesion, put the bowel in warm lap pads and said I'd watch it for improved color and the presence ofperistalsis. He asked what else I'd look for, I said I wasn't sure what he wanted (i.e., other ways toassess bowel viability, further exploration for other pathology) and we then ran out of time. 

SUMMARY COMMENTS:

My questions were all pretty general surgical, for which I felt fortunate. Other questions that

I've had friends asked in the last few years included lip and tongue cancers, how to handle transitionalcell CA of kidney, technique for radical nephro-ureterectomy, work-up of parotid mass, technique ofparotidectomy, work-up of adrenal mass, work-up of Cushing's syndrome, mycotic groin aneurysms indrug addict, liver trauma, technique for a BKA. 

American Board of Surgery Certifying Examination

December 15, 1993 

Overview:

This was day 3/3. There were two sessions in the morning, I was fortunate enough to be in the first one (8:00-9:30 am). There were three 30 min sessions in a row with no time to void in between (i.e. limit your coffee consumption that morning or wear a Texas cath). I was given four scenarios during each session. The tone was cordial, non-confrontational. 

First Session: J. David Richardson, M. Kathleen Reilly

1st scenario (JD): 57 yo man, 6 week hx of dysphagia, emesis of undigested food, no other UGI sx's, no sig pmh, no meds. I ordered UGI with esophagram: Zenker's. We discussed Zenker's, then the scenario changed epiphrenic diverticulum then stricture. Bx's (multiple) (-) for malignancy or dysplasia.....Nissen. 

2 (Reilly): KSW to left supraclavicular fossa, hemodynamically stable.....angio: prox L carotid and subclavian a. Esophagram (-). Uneventful repair, POD #3 - clear fluid from wound.....thoracic duct injury...NPO and Hyperal (I did not have to repair it). 

3 (JD): 28 yo female in ER with RUQ pain. U/S already obtained which showed liver mass. I obtained no hx of oral contraceptives. I did serology for echinococcus (-) and ameba (-). Technetium RBC scan (-) for hemangioma. CT guided needle (+) for pus with gm + and -'s. I left a pigtail in the cavity. Broad spectrum abx. Further discussion of the CT notable for RLQ fat stranding. BaE did not visualize the appendix. I explored her for old perforated appendix.

4 (Reilly): 82 yo female in ER with abd pain, N/V, fever. I was shown a Polaroid picture of an abdominal XR that had air/fluid levels in mult loops of SB, and air in the biliary tree. I obtained (-) hx for prior biliary enteric surgery or sphincterotomy. I did a RUQ u/s...couldn't see anything due to air. I explored her with the preop dx of gallstone ileus. I could disimpact the stone and milk it to healthy bowel and remove it. I did not repair the fistula. On POD 2 she re-obstructed and I had to re-explore her and performed cholecystectomy and repair of the duodenum. 

So far, nothing out of the ordinary. 

Session 2: William Gay Jr., Kenneth Sharp

1. (Gay): 45 yo male, smoked in bed, 60% TBSA burn, sparing the perineum and lower

extremities.....ABC's: I fiberoptically viewed the cords, and intubated over the scope. Parkland resus (2cc/kg/%burn, 1/2 over 1st 8 hours). I also performed thoracic and BUE escharotomies. I dressed the wounds with silvadene, but used sulfamyolon over cartilage. I discussed complications of topical agents, I did not use i.v. abx, and I discussed early tangential excision and STSG.

2 (Sharp): 25 yo man, MVA, hemodynamically unstable, no fx's....ABC's, large bore access, crystalloid...still tachy, sbp=110....uncrossed matched blood. DPL - grossly pos.....crashes on skin inciscion......manually compressed aorta at hiatus......anesthesia catching up.....bad liver......compressed, pringle....anesthesia catching up......ligate major bleeders....pack and get out......TICU still bleeding....can't keep up....had to go back to O.R. after 6 hours. 

3 (Gay): Having completed a difficult APR on a 72 yo man (needed 4 u prbc during case),

called to PACU for 15cc urine/2 hours. No cardiac hx....fluid bolus....no improvement....central line CVP=10....more fluid...slight increase. I also sent off a u/a: + hemoglobin, few rbc's. I worked up transfusion reaction and gave bicarb and mannitol. I also placed a swan....PAOP-16, CI - 1.4. I gave dopamine initially and ultimately used dobutamine. I also worked up ROMI.

4(Sharp): 18 hours s/p complex debridement of crush injury to 18 yo man, bleeding from

everywhere. Large bore access, w/u for DIC (+), massive transfusion of coag factors. Examined extremity - brown fluid...gm stain mixed bag. I gave PCN G 10 million units followed by amp/clinda/gent. To OR for probable amputation, possible limb salvage.

O.K, these were not bad....one more to go. 

Session three: Palmer Q. Bessey, William H. Edwards

1(Bessey): 63 yo man, LLQ pain, fever, leukocytosis, rigidity. Ex-lap....an inflammatory monster in LLQ. I identified the ureter and proceeded to dissect out the mess. I was told that it was a brick. I indicated that my fall back was to drain, perform an end colostomy and get out, but I said I would patiently continue a careful dissection. Bessey came back and said that after chiseling the thing out, I thought I saw the ureter! (This was a source of despair...on the one hand I said I would bail out if I had to, but now I was told that I may have bagged the ureter) I injected indigo carmine and did not see a leak.

2(Edwards): Obese 55 yo female with SBO and tender R inguinal ?mass....I explored via the

preperitoneal approach and found an incarcerated R fem hernia. I was quizzed on the anatomy. I had to cut the lacunar ligament to release the hernia and I opened the sac to find a black area on the antimesenteric surface of sb. While repairing the hernia (details), I applied moist warm packing to the bowel. After repair, I had to do a wedge resection. 

3(Bessey): 44 yo premenopausal anchorwoman on local TV station with 2 cm mass

LUOQ....needle+CA. Discussed lump/RT and mastectomy. Had her meet with a radiation oncologist to discuss schedule of RT (because of her busy schedule). She said she would do either, whatever I thought. We went with lump/RT. After resecting, while doing the axillary dissection, path calls into the room saying there were multiple foci of invasive CA in the specimen. I elected to perform mastectomy. The circulating R.N. argued that the consent did not read mastectomy. I proceeded anyway indicating that given my rapport with the patient, I knew she would agree and accepted responsibility. Discussed adjuvant chemo.

4(Edwards): 55 yo smoker 1.5 block claudicator....ABI.8 rest, .6walk. I said quit smoking, and discussed exercise program....I also indicated 1% /year limb loss rate. 2 mo later...gangrene of the forefoot!......Angio-occluded sfa with bk pop intact, 2 vessel runoff to foot. I did preop u/s of B saphenous systems 3-4 mm vein. I explored the saphenous system and as advertised, 3-4mm vein. I used it anyway. 

Well, that was it. I had no idea how I did during this last session, or any of them - since they are expressionless. However, this stuff was all fair and mainstream general surgery. No examiner was malignant. I think this examination is not as bad as it used to be, or mabe I was just lucky!.......Good luck!

American Board of Surgery Certifying Examination

June 5, 1996

Chicago

Session 1: John Daly, Local M.D.

1. 42 yo male with 1.5 cm mass located on lesser curve. On and off H2 blockers for 6 weeks. Not very religious in taking medication. I did an EGD with biopsies. These were negative. I gave 4 weeks of H2 blockers and rescoped. No change. Biopsies negative. I did subtotal gastrectomy with roux-en-y reconstruction. Postop leak from duodenal stump. How to manage? Path comes back with positive margins and 20/30 nodes. I did nothing else. 

2. 45 yo with symptomatic reflux sent from GI doctor for operation. On H2 blockers for years. Old upper GI study from one year ago. How to workup? I did EGD, pH probe, and manometry. Mild esophagitis, pH 35% reflux (what is normal?), normal peristalsis. I did a Nissen. What size wrap? How many sutures? How do you take care of hiatal hernia? What if it is larger? Ok how about foreshortening of the esophagus. Can not deliver EG junction into abd to wrap. I did a Collis Nissen, then wrapped.

3. 37 yo female with RUQ mass and pain. U/S shows 8 cm liver mass that was homogeneous and solid. I did CT scan which shows solid mass in liver, lateral rt lobe and medial left lobe. CT biopsy shows stromal cells only, No Ca. Patient quit oral contraceptives one year ago. I should of checked AFP, etc, but did not. I operated and found mass as described. Incisional biopsy not helpful. I did trisegmentectomy. Have to describe procedure in detail. Path came back fibronodular hyperplasia. What do you tell patient? (she's cured, if she lived..., big lump in my throat at this point......)

4. Postop colon resection with leaking fluid from inferior part of wound and cellulitis. I took staples out and probed wound with sterile Qutips. They did not let me out that easy. I have to open it further. I stuck my finger in and got out brownish fluid and bowel in the bed. To OR for wide debridement of necrotizing fasciitis (sp?). How to manage debridement and closure of abd. Very difficult b/c local examiner did not like vicryl mesh. He gave me problems with a hernia in a 37 year old. I told him I would tell the patient he is lucky to be alive and we would fix the defect at later time. He accepted this explanation, I think?

Session 2: Anthony Meyers, Local M.D. 

1. Young patient with electrical injury with entry in left hand and exit out right leg. How to manage this patient. Resuscitation ? How to handle fluids. I put a foley and when that did not work, I swanned him. Developed bilateral LE swelling and decreased pulses. I needed to do fasciotomies. Explain in detail how to do this... Four compartment in bilateral LE. Luckily he did not ask about UE, I did not know at the time.

2. Young MVA with bruise on RUQ and hypotensive. Responded to fluid an 2 units PRBC's. Stabilized and got CT abd/ pelvis. Show liver injury and stellate laceration on dome of liver. Only perihepatic blood. No blood in pelvis. I watched him in ICU with nonoperative mgmt. He got hypotensive and did not respond to fluids or blood. I had to crash him to the OR to stabilize. I packed and found large stellate lac as described. It did not slow with packing. I did pringle and it still bleed. I packed tighter and resuscitated him. He started to respond and I closed and got out. Next maneuver was shrock shunt but did have to say it.. He would of asked me how to place it no question...

3. GSW to LLQ. Tried to stabilize and could not, patient's pressure to 60's. To OR and found large sigmoid injury only. I did colostomy and hartmann's. Then asked what to do if I found a large retroperitoneal hematoma in LLQ. I explored this and found iliac vein injury that he let repair primarily. Next, found ureter injury. How to manage this? I could not obviously fix this over a double j stent. He would not let me do a bladder hitch. Therefore, I said I would bring it over to other side or bring it out to the skin and repair it at a later time.  

4. Elderly female with COPD and steroid dependent. I had done a lap for SBO. She had abd wall dehiscence. I had to take her back and reclose. I used external retention sutures. Had to give bolus of steroids. What kind and how much? Any abx, what kind and how much? 

Session 3: Jack Pickleman, Local M.D 

1. Elderly man with rectal bleeding. Found mass on rectal exam a 3 cm. Colonoscopy to cecum shows not other lesions. LFT's ok, CEA normal. Mass freely mobile with no side wall involvement. Biopsies shows adenoca. I decided I did not need a CT scan and recommended APR. I did preop cardiac workup and found three vessel CAD. Dobutamine echo positive and needed cath. Required CABG. He refused any procedure. What do you do? I tried to talk him into it.. He refused.. What are his alternatives? Trans-sacral approach. XRT and chemo. 

2. Young female with 2 cm mass Rt UOQ breast. Biopsy shows malignancy. I did lumpectomy with combined axillary dissection. Path came back DCIS. What should I do next? I did XRT and followed patient. The scenario changed to 1 cm breast mass. I did lumpectomy and axillary dissection again.

Now it came back adenoca, with no nodes present. What to do next. I radiated breast and followed her. I was asked about S phase and aneuploidy. I said if she had a high S phase and aneuploid I would upgrade her and given chemotherapy with XRT. 

3. I can't remember this question, believe it or not.... 

4. Elderly male with lower GI bleeding. I admitted, stabilized, IV's etc. I did Colonoscopy after prep. Neg. I did EGD, neg. I did small bowel enteroclysis, neg. I did small bowel enteroscopy, neg. I followed him. He came back 1 month later again bleeding. I did nuclear scan, neg. Angiogram, neg. EGD, Colon, and small bowel entero, small bowel enteroscopy, all neg. I did subtotal colectomy. He bleed one month postop. Oops....... Should have done meckel's scan, but too old I thought. Intraop enteroscopy was probably right answer I guess. I told them I thought it was an AVM, but I couldn't find it, I thought I failed this for sure. YOU NEVER KNOW....

AMERICAN BOARD OF SURGERY CERTIFICATION EXAMS

February, 1997

First Session

The first question I was asked was "If a family practioner sends you a patient with upper GI suggestive of gastric ulcer, how would you manage the patient?" I stated "I would perform an upper endoscopy with biopsy." I was then asked, "Biopsy where?" I stated 6-8 random biopsies from the periphery and in the center of the ulcer. I also include biopsies for H. pylori." These, of course, were negative. He told me the ulcer was about 2 cm high on the lesser curve and stated that the pathology report revealed inflammation only. I managed the patient with H2 blockers and stated I would see him in 6-8 weeks. Dr. Cameron responded that the patient returns feeling fine, what do you want to do now? I said I wanted to repeat the endoscopy. He told me the ulcer was healing nicely, and I stated I would repeat the biopsies, these again demonstrated inflammation only. I then continued with my regimen of acid suppression since this appeared to be working, and said I would see the patient in 2-3 months. At this time he said that the patient returns feeling fine, does not want another endoscopy, and just wanted to let me know that he was doing well. I stated that he needed another endoscopy.

We went back and forth on this subject for a while, and I was concerned of an underlying gastric cancer. At this time the ulcer is present, but 98+% healed, what do you want to do? I stated I would continue the current management since this appeared to be working, however, he then stated that the patient returns to me now some 6 months after I first began to see him, and on repeat biopsy there is gastric cancer. He then asked me if this was the appropriate management of this problem. I responded no. My answer should have been repeat endoscopy at 6 weeks, and 12 weeks, and if the ulcer had not completely healed, then excisional biopsy in the operating room was warranted to rule out cancer. He liked that answer, he then asked me if there was anything else that could be done to have know that this was a gastric cancer. I did not come up with a reason and he then stated, "What if on gastric acid analysis, there was minimal gastric acid?" I stated that would be consistent with achlorhidria, and increased risk of gastric carcinoma.

We then went on to the next question, "A 60 y/o gentleman with dysphagia." We went through some history and physical very quickly, and I stated wanted an upper endoscopy. The examiner then pulled out of his side pocket a small photograph of a chest x-ray and asked me to interpret it. I stated there appeared to be a cystic structure in the mediastinum consistent with para-esophageal hernia or perhaps something like a pericardial cyst. He then pulled out another picture of an upper GI and asked me to interpret this. I stated it looks consistent with a paraesophageal hernia. He then asked me how do you characterize paraesophageal hernias from sliding hernias. I stated that these probably were really a continuum of the same process, that being loosening of the phreno-esophageal ligament and dilatation of the esophageal hiatus, and I went through the four classification types of hiatal hernias, Type I sliding hernia with the GE junction above the esophageal hiatus. Type II—Paraesophageal hernia; Type III--mixed hernia; Type IV--other organs in the hernia sack. He then asked me how I would repair this. I stated an abdominal approach, reducing the hernia contents, excising the sack, closing the hiatus, and performing a floppy Nissen for anti-reflux and gastropexy.

He then pulled out a small photograph, which was a CT scan, of the abdomen and asked me to interpret it. I told him that it appeared there was a mass in the tail of the pancreas. He asked me my differential. I stated adenocarcinoma, islet cell tumor. I also stated the mass looked continuous with the posterior aspect of the stomach. I said it could be a leiomyo sarcoma. He asked me if it could be chronic pancreatitis, I said that this did not look like pancreatitis, and that I was concerned about its appearance. He asked me what I would do, and I said a distal pancreatectomy. He then asked me to describe how to a distal pancreatectomy, so I went through the steps of that procedure.

My next question was how to manage a cystic duct leak. This began as a question of laparoscopic cholecystectomy and post-op pain and elevated bilirubin, and ultrasound demonstrating biloma. Eventually, ERCP demonstrating a cystic duct leak. I managed this with drainage and an endoscopically placed stent.

My next question had to do with a neck mass which ended up being a thyroid nodule. I was asked how to evaluate this pre-operatively, which essentially was a fine needle aspiration. He then asked me how I would manage the nodule if the FNA returned papillary carcinoma. I stated a total thyroidectomy. He then asked what if it was follicular hyperplasia. I stated that follicular carcinoma cannot be determined by an FNA since it has to do with capsular and vascular invasion, and I responded with a lobectomy and removal of the isthmus. If this is benign, end of procedure, if it is positive proceed with the total thyroidectomy. He then told me two days later the initial benign specimen was found to have cancer. I stated, return to the operating room, completion total thyroidectomy. He then wanted to know the management of indeterminate FNA. I stated repeat FNA, and thyroidectomy lobectomy if a clear diagnosis could not be determined.

He then gave me a patient with right upper quadrant pain, jaundice and fever, and asked me how I would manage the patient. I told him I though the patient had cholangitis, went through the management in IV fluid hydration and broad spectrum IV antibiotics and drainage. He asked me how I wanted to drain the patient, I stated an ERCP. He then told me that the patient had a previous gastric resection and B2 reconstruction and that an ERCP was not feasible. I then stated that I would operate on the patient and have to drain his common duct intraoperatively. He asked me if there were any other solutions, and I said a percutaneous trans-hepatic drainage. He seemed to like that answer.

Second Session

In my Second Room I was told a patient, after a left colon resection was dressing himself to leave for his discharge when he feel to the floor. I was then asked what my management would be. I stated that I would assess the patient's airway, breathing, and circulation. They told me that the patient had no pulse, and for all practical purposes he just died. I stated that I would institute CPR and ACLS resuscitation. They told me I got the patient back and I then said I would have the patient in the ICU, and was concerned for a pulmonary embolus, for ventricular arrhythmia /MI. I went through fluid resuscitation and various tests that I wanted to obtain. I then said that I wanted a VQ scan, he told me that it was of moderate probability. I then said I wanted a pulmonary angiogram, he told me there was large pulmonary saddle embolus. I said I was going to anti-coagulate the patient with 100 units/kilo of heparin, and I would make arrangements for a vena cava filter. He asked me why I wanted a filter for when the patient hasn't failed anti-coagulation. I stated that he had such a massive pulmonary embolus that claimed his life essentially that I did not want to wait for a failure of anti-coagulation, because I did not think he was going to be coming back the next time. He thought that was OK. He also wanted to know what type of filter. I said Greenfield or a venatech and then discussed the risks of filter placement/function. He also asked about lytic therapy. I told him I did not think that was wise only one week after colon resection. He then gave me an elderly patient with hernia and we went through the pre-operative assessment. Afterwards he told me the patient was tachypneic and tachycardic and asked me what I thought, and we went through cardiac and pulmonary causes, and he asked me if I thought this could be a PE, and I said yes.

My next question was on gastric outlet obstruction in a patient with hypokalemic and hypo-chloric and metabolic alkaloses. He asked me how I would manage this patient, and I said NG tube decompression and resuscitation with isotonic fluid. He asked me which one, and I stated normal saline. He said why not LR since that was what surgeons like, and I told him it was a chloride dependent alkaloses. He wanted to know the pathophysiology, and I told him that the patient was fluid depleted and in response we increased renin-angiotensin system and increased aldosterna output. The distal renal tubules are resorbing sodium ions and excreting hydrogen and potassium ions. I then talked about how these patients become depleted of potassium and have to exchange more hydrogen ions for the sodium, and this causes paradoxical aciduria. We talked also about the response of ADH from the posterior pituitary and how this opens up channels in the distal tubules so water can be resorbed along with the flux of sodium ions. He then asked me to explain hypokalemia and I stated that these patients are alkalotic and intra-cellular hydrogen ions are moving to the extracellular spaces and potassium is moving intra-cellular, that that was one mechanism, and also the loss of potassium in the kidney to absorb the sodium. He then asked me to explain the chloride dependency of the alkaloses, and I was coming to the limit of my knowledge. I told him that there was also an exchange of chloride and bicarbonate in the distal tubule, and that bicarbonate will be reabsorbed as long as chloride ions are depleted.

He then asked me how to manage a patient with a stab wound to Zone I. I went through trauma resuscitation with careful detail to physical exam findings of pneumothorax. I obtained a pre-operative chest x-ray, I also ascertained whether the brachial plexus was injured. I initially obtained an arteriogram. He told me this demonstrated an injury to the middle portion of the subclavian. I then operated on the patient, and talked about obtaining proximal control through the left thoracotomy, controlling the subclavian and its origin, and distal control obtained at the axillary artery below the clavicle and then dissected through Zone I of the neck, a transverse incision identifying the artery, repaired it primarily vs. interposition saphenous vein if needed.

He then told me after performing a bloody APR in which the patient required packed red cell transfusion. Post-operatively there was no urine output. I went through serial hematocrit and placed a central venous line monitoring fluid resuscitation, EKG, and cardiac troponin vs. MB bands and fluid bolus and resuscitation. He told me there was minimal improvement in urine output. I told him I was concerned about a bilateral ureter injury, and that I wanted an IVP. He said that could not be performed. I told him I wanted an ultrasound to look for hydronephrosis. He said the tech was not available. Also of note, at the beginning of this question, I told him I would recheck and irrigate the Foley and he told me it wasn't going to be that easy, that the Foley was correctly positioned. He then asked me if this could be a transfusion reaction, and I said yet it could since the patient received packed red cells. We went through the management of increasing the intravascular volume, diuretics, and Mannitol.

Third Session

I was asked to name all the objective tests I could think of to identify a bleeding source in a patient with rectal bleeding. I went through placing an NG tube looking for bile as well as blood, an upper and lower endoscopy, a tagged red blood cell scan, and sulfur collide scan, angiography, and an Meckel scan. They seemed to like the Meckel scan.  

The next question was a post-partum patient with inflamed appearing breast, and I treated it for a week with antibiotics, it did not resolve, and I biopsied it. They asked in detail how I would biopsy the mass. They told me this returned inflammatory tissue only. I said I would continue to follow-up on the patient, they said a week later the patient returned with a more localized mass. I said I would biopsy this again, and this time they stated I entered an abscess cavity. I said that I would drain the abscess.

Next, they asked me about a patient with rectal pain. I went through the differential, including anal fissure. They showed me a picture of a person's anal verge and asked me how I would manage this. All that I could see were external tags. I stated that I would like to do an endoscopy procedure and they asked me what about anoscopy, and I said that would be perfect. They then showed me a picture of the anal canal with an anoscope present, and asked me for a diagnosis. I told them there was an anal fissure. They wanted management, and I went through conservative management with Sitz baths, stool softeners, pain control, Tuck's pads. They stated that this did not improve, the patient was still symptomatic. I then explained that I would perform an internal closed sphincterotomy. They wanted to know how I would do this and I described identifying the intersphincteric groove and placing the knife into the groove using a finger in the anal canal as a guide and dividing about 2/3 of the internal sphincter. They then wanted to know about the pathophysiology, and I explained that local trauma, combined with ischemia is felt to be the pathophysiology of an anal fissure, and that blood flow studies had been performed and increased blood flow to the region of the fissure has been demonstrated with a sphincterotomy, this is what helps promote healing. We also talked a little about Lord's stretch.

They then gave me a patient who had a laparoscopic cholecystectomy, and a swollen leg. I went through differential of unilateral swollen leg, and since this was most likely a DVT, I talked about Virchow's triad. Indeed, they said it was a DVT and I stated I would heparinize the patient with 100 U/kg of heparin. I then talked about the long-term anti-coagulation for DVT and how anti-coagulation would be monitored. We touched on post-phlebitic syndrome and the importance of a graded compression stocking upon discharging the patient. He also asked me about DVT management in pregnancy, which I responded was high dose subcutaneous heparin, no coumadin.

Things were going well in this room and they then asked me to name the first surgeon to win a Nobel prize. I was drawing a blank, on my way out the door, I turned and said it was Dr. Carrel for the Carrel patch. He stated that was incorrect and I should go read on it. After I left the room, I realized it was probably Kocher.

American Board of Surgery Certifying Exam

February 10, 1997

Phoenix, AZ

The exam is administered over three consecutive days. Each day has two morning sessions and two afternoon sessions. You will be assigned to one of these sessions. Each session consists of three consecutive 1/2 hour oral examinations. The exams are conducted in the hotel rooms. There are two examiners in each room: a member of the ABS (the Board Examiner) and a local surgeon (the Associate Examiner). The two examiners take turns presenting clinical scenarios. The day started with an orientation by Dr. Wallace Ritchie (ABS Exec Director). He describes the format of the exam and distributes the room assignments. He told us that the examination is intended to assess the depth and breadth of your clinical skills as a surgeon. There are no trick questions. Just tell the examiners what you would actually do in your practice. Pretend like you are discussing a case with a colleague. He makes a lot of wisecracks and actually is very funny. This is all designed to put the examinees at ease...it doesn't work. The tension in the room is absolutely overwhelming. Following the orientation, 1/2 the group reports to their first room and the other 1/2 has to wait around for 3 hours for the second session.

Session #1: John L. Cameron ("Gulp"), Michael B. Farnell

Scenario #1 Dr. Cameron: He presents a 48 yr man referred by family doc with postprandial

epigastric pain x 1 month refractory to antacids. I tell him I'd start with an H&P. I then say my working diagnosis is peptic ulcer and I list a few other possible DX. I then do an EGD and find a 1.5 cm ulcer on the lesser curve which I biopsy multiple times. Path benign so I start PO H2 blocker and see patient in 6 weeks. Patient gets immediate and lasting relief with H2 blocker. At 6 week follow-up, I order EGD but patient protests since he's feeling better. I discuss the need to document healing and rule-out CA. Repeat EGD shows smaller ulcer. I biopsy again and it's benign. I repeat 6 weeks H2 blocker then repeat EGD. Ulcer smaller but still present. I treat him for an additional 4 weeks and repeat EGD. (I don't think Cameron liked this. I should have operated after his 12 week follow-up) I biopsy again, it's benign. I prepare the patient for surgery stating that the majority of benign ulcers would have healed by now. I suggested that I'd assess the patients overall medical condition before going to OR but Cameron didn't want to go there. So next ,he says, I'm in the OR and I can palpate the ulcer on the midpoint of the lesser curve. I say I'd do an antrectomy and a Billroth 1. A Billroth 1, he asks. I backpeddle and say that I would wait for the frozen section diagnosis. But I thought you already did a B-1, he asks. No, I tell him, I would want a tissue diagnosis before deciding on the type of reconstruction. He lets me off the hook and tells me the path is gastric CA with negative margins so I do a B-2. He asks if I'd do a vagotomy and I say I would, to prevent marginal ulceration. He asks me if I assessed gastric acid production pre-op. No, I reply, she epishly. Suppose you had checked and the patient was achlorhydric what would that mean, he asked. I mumble some nonsense about H2 blockers and Cameron ends it. I guess he was looking for: 1) detection of achlorhydria would have suggested malignant, leading to earlier resection and 2) no need to do vagotomy if achlorhydric. Who knows...the examiners are absolutely poker-faced.

Scenario #2 Dr. Cameron:

He presents a 50 yr woman with a solitary thyroid nodule. I get a T4, TSH and a FNA for cytology. He asks me to list the possible FNA results. I tell him insufficient specimen, benign, indeterminate, and malignant. He says its indeterminate. I say that 20% of indeterminate lesions are CA so I operate. Wait, he asks, isn't there something you would do before operating? He suggested a repeat FNA. I repeat the FNA and it is indeterminate so I operate. I find a solitary nodule in the right lobe and do a right lobe and isthmus and send for frozen. Frozen shows follicular neoplasm but can't call CA vs adenoma. He asks me how come pathologist is unable to call CA. I say that decision that follicular lesion is CA is based on gross findings such as capsular invasion and extension into surrounding structures. I also mentioned microvascular invasion. (OK so far...) Now, he asks, what are you going to do? (watch closely, I'm going to try and flunk this question) I say the I can't rule-out CA so I'll do a subtotal resection of the remaining left lobe. He asks if I'm leaving any thyroid tissue. I change my plan and say that I'd really do a total thyroidectomy. He informs me the final path is adenoma and she's got a recurrent nerve injury (in other words "wrong answer"). What else could you do, he asks. I tell him I could close and wait for the final path. If positive then I'd do a left total lobe. What if it was papillary CA? I'd do a total thyroidectomy. We then had a detailed discussion of lymph node dissection for thyroid cancer. Basically I said I'd do a central node dissection at the time of thyroidectomy in all my patients with thyroid CA and only do rad neck in patients with palpable nodes.

Scenario #3 Dr. Farnell

He presents a 50ish woman with postprandial epigastric and substernal chest pain, I think. (I nearly missed the chief complaint because my mind was still on the previous question. This is a bad mistake. Don't do it. When a question is ended by the examiner, forget it. The examiner will often end the question abruptly. Don't worry about it. Immediately concentrate on the next scenario.) I did a H&P, EKG, and CXR. He then shows me a photograph of a CXR and tells me to describe what I see. I describe an air filled mass above the left hemidiaphragm. He asks for a diagnosis. I say given her symptoms it is probably a paraesophageal hiatal hernia. What else? I mention diaphragmatic hernia, sliding hiatal hernia, esophageal pulsion 'tic. What next? I get a barium swallow and he just happens to have a photo of one in his jacket pocket. I say it shows a paraesophageal hiatal hernia. What would you do? I would recommend urgent repair. Why? Because high risk of significant complications such as gastric volvulus and strangulation. He asks me how I would prepare the patient for the OR. I say I'd place NG tube, give IV fluids, place Foley catheter, and give antibiotics. He then asked me to describe, in detail, what I would do in OR. I started with an upper midline incision and explored abdomen. Next I reduced the hernia and excised as much of the sac as could be done safely. Next I examined the hiatus. He asked what I expected to find. I said it would be dilated. What would I do? I would close the defect. What tissue would you reapproximate? The right and left crus. How tight? He asked one, two, three fingers or just big enough for esophagus. I said just big enough for the esophagus (probably too tight). So that's what you'd do? I said I'd place a bougie to avoid narrowing the hiatus. Anything else? I said I would pex the stomach in the abdomen by doing a gastrostomy.

Scenario #4 Dr. Cameron

He presents a 58 yr woman seen 6 years following cholecystectomy. She has RUQ abdominal pain and jaundice. He asks for differential diagnosis. I said choledocholithiasis, benign biliary stricture, and malignant obstruction. Which is most likely, he asked. I said I didn't think it was a post-chole benign stricture because they usually present earlier. He says, she been having symptoms ever since her surgery. I ask him for the exam. Afebrile, nontoxic, mildly icteric. He then asked how I would do her work-up. I said admit to hospital, IV fluid, and check some labs. OK, he says, 6 hours later she's febrile to 103, and her blood pressure is 90. I bolus her with fluid and take her to the unit, and give her amp/gen/flagyl. Her labs show increased bili, alk phos, and leukocytosis. I say I'd get a stat ERCP for biliary drainage. No GI doctors, he says. I say I'd operate. What else could you do? Initially I drew a blank but after some prodding I said percutaneous transhepatic drainage (I was asked about management of cholangitis twice and could not get an ERCP either time. Percutaneous transhepatic biliary drainage seemed to be emphasized as an initial drainage procedure).

Scenario #5 Dr. Farnell

He's got a 58 yr man with jaundice and a mass in the head of the pancreas by CT. I say my working DX is pancreatic CA and we discussed the preoperative work-up. First I said I determine resectability for cure. How? Look at the CT for liver mets, peritoneal mets, involvement of the SMA and SMV. He says no mets, SMA is free, and you can't tell about the SMV. I then ask about his overall medical condition. He says he's in great shape. I say I'd get the patient ready for a possible-Whipple . How? I would get a mesenteric angiogram. What would you be looking for. I said variations in the hepatic arteries. Specifically which one, he asked. A replaced right hepatic, I said. Where does a replaced right hepatic come from? The SMA. He asked if a replaced R hepatic usually went behind or through the pancreas. I said it usually goes behind and thru the pancreas but almost never in front of pancreas. He asked what else I'd look for on the angio. I said I'd look for involvement of the SMA and on the portal phase I'd look at the SMV. He says their both OK. Now what? I would operate. He asked what I would tell the patient about the plan for surgery. I said I would see if the tumor was removable with a reasonable chance for cure. If it was then I'd resect. If not then biliary bypass. How would you do that? Roux-en-Y choledochojejunostomy. He asked if I'd do a gastric bypass. I said yes. He asked the incidence of gastric outlet obstruction if bypass not done. I said around 20%. So now we are in the OR. I look for peritoneal implants, liver mets. Both negative. Next I'd look for nodal mets outside of my planned resection. He asked for one example. I said, celiac nodes. Now what? I said I'd assess for evidence of local extension and unresectability. He says, "Whoa! Don't you need a diagnosis?" (Uh...oh yeah.) I say I'd biopsy the mass. He asked how. I said transduodenal biopsy. I end up having to do multiple biopsies and path can't make diagnosis. He asks if I would ever consider Whipple without tissue diagnosis. I said yes, since this patient was young and otherwise healthy and clinically looked like a resectable pancreatic CA I would resect even without DX. If the operation had been proceeding well to that point, I would go ahead and resect.  

Session #2 Ronald G. Tompkins, John W. Hallett, Jr. 

Scenario #1 Dr. Hallett

Elderly woman seen 2 months after MI with bleeding rectal cancer. I almost immediately enter a discussion of her cardiac management (this was the theme for the entire question). I talk about her increased risk of periop MI and that the risk will go down with time but we have to act on her CA. He agreed that we couldnt wait. I did H&P focused on cardiac. She had exertional angina. I said I'd get an EKG (showed old MI), CXR(normal), and a Persantine-Thal. What would you look for? A reversible defect. What would that represent? Myocardium at risk. Her P-thal is positive so I cath her and she's got nothing fixable. I say I'd get her ready for OR. He asked how. I said I'd start her on nitro, place a Swan and might use intra-op TEE. He then asks what I'd do if she develops ST changes at end of resection. I give NTG, finish operation quickly and take to ICU. Next he gives me Swan numbers and she's in CHF. I increase her NTG and give her lasix. She doesn't improve and her ST elevation worsens. Her CPKs suggest myocardial damage. I say it sounds like she's having an acute MI and I take her back to the cath lab to look for something fixable. 

Scenario #2 Dr. Tompkins

Called to ER for young male MVA awake, alert, BP 110, with obvious pelvic fracture. I start with ABCs. His airway and breathing are fine. I start large IVs and bolus with 2 liters LR. Send type and cross and order O negative. Still hypotensive after third liter so I give O negative. Still hypotensive and I get CXR and pelvis. CXR negative. He describes a pelvic fracture with posterior involvement. I do an abdominal exam and he's tender so I do a supraumbilical DPL. This shows 100,000 rbc so I do ex-lap (wrong...should have gone to angio, only a grossly positive tap could have accounted for this patient's shock). In the OR, I find a huge retroperitoneal hematoma extending out of the pelvis to the level of the aortic bifurcation. I pack his pelvis, rapidly close, and go directly to angio. He asked what I'd do in angio. I'd look for a bleeding vessel to embolize. I find a bleeding hypogastric branch and embolize. I take him to the ICU and he starts to bleed from the rectum. I resuscitate him and take him to OR looking for a rectal injury from his pelvic fracture. How would you do that? I say that I'd scope him. The scope shows a tear in the rectum. I then do a diverting sigmoid loop colostomy, washout of the rectal stump, and place presacral drains. He asks how. I do incision between anus and coccyx and dissect posterior to rectum and place drains. 

Scenario #3 Dr. Hallett

He presents a patient who underwent AAA repair 4 days ago who now is oliguric and the BUN and creatinine are elevated. He asks me for the possible causes. We then have a long discussion on the differential diagnosis of acute renal failure. I mention the terms prerenal, post renal, and renal. I say that prerenal causes would include hypovolemia, low cardiac output from MI or CHF, renal artery occlusion, intra-op atheroembolism. I ask if the AAA was infrarenal. He said that the cross clamp was infrarenal. He says the U/A shows casts. I said sounds like ATN. He asked what that was. I said it's an intrinsic renal dysfunction due to tubular injury. Like what? I said he could've had an ischemic injury while he was hypotensive in the OR. I also mentioned nephrotoxic drugs. What would you do? I said I'd try to optimize his volume status and C.O. and stop any nephrotoxic drugs. He says that doesn't work. I said I'd give him lasix to try and convert him to nonoliguric renal failure. I also consider renal dose Dopa. He says that doesn't work and his K+ is 5.5. How can you lower his K+? I say for 5.5 I'd give kayexelate. He asks how else. I mention insulin/glucose, bicarb, Ca++, and dialysis (I forgot hyperventilation if intubated). He says that none of this works and the patient is volume overloaded. I suggest hemodialysis. He asks how I would get dialysis access. I said I'd use a temporary intravenous catheter. He asked me to describe how the catheters work. I said dual lumen central venous catheter with a staggered tip. He asks where I would place catheter. I said first choice was right IJ. He asked why. And I said it's a straight shot to the SVC/RA. He asked where else. I said subclavian, femoral. So now the patient is getting dialyzed and the patient decides he doesn't want to "undergo" dialysis. He asks me what I would do. I asked if the patient was competent. He was. I said if he was competent and refused dialysis I would not dialyze him. I added that I would attempt to persuade the patient to have dialysis. I said I would explain that ATN usually resolves and it is unlikely to be permanent. He then tells me that the patient's family insists that he be dialyzed. I say that I'd still honor the patient's wishes. He then asked me when I would consider placing a long term access. I said that since ATN was likely to resolve I would wait. He asked how long. I said at least one month. I pointed out that temporary catheters can last weeks. He says I examine the patient's abdomen and it's tensely distended. I mention abdominal compartment syndrome. How would you diagnose? I say physical exam and measure intra-abd pressure with Foley. He says it's 40. I say that I'd take the patient to the OR, open his incision, and close him with a big patch. He asked what kind of patch. I said Dexon mesh.

Scenario #4 Dr. Tompkins

I'm called to the ER to see an elderly patient with shock and jaundice (another cholangitis). He is unresponsive and there is no family and nobody else to give any history. I say my working diagnosis is cholangitis and I start with the ABCs. His resp rate is 30. I intubate him and he has good breath sounds. He asks me for vent settings. I say tidal volume 10cc/kg, 100% 02, rate 10 and 5 PEEP. He said that the patient was big, 100 kilos and asked again about the tidal volume. I said I'd stick at 10cc/kg to start and adjust based on ABG. (I'm not sure what he was looking for) I then start a couple IVs and bolus him with a liter and give him antibiotics. "Which ones?", he asks. I give amp, gent, and flagyl. (every time you say the word antibiotic the examiner will ask you "which one?" I gave all sick patients triples) I ask for labs. He asks me which ones. I say CBC, renal, LFTs, amylase, and coags. His WBC is 20 his bili and alk phos are up and his amylase is normal. He remains shocky and oliguric with a heart rate of 140. I cardiovert the patient. He asks me why I shocked him. I say because he was in rapid a-fib and was hypotensive. So I shock him once and he doesn't convert and I shock him again. He converts and his BP gets a little better. I give more fluid and take him to the ICU. I ask for ERCP. He says the GI doc won't go near the patient...he's too unstable. I float a Swan and he gives me low PCWP, reasonable cardiac output, and very low SVR. I say it's septic shock and give fluids to drive up wedge. I get his wedge up and his cardiac output gets a little better but he's still hypotensive and oliguric and his SVR is low. So I say that he needs a pressor but I wanted to be sure that he was fully resuscitated. He says he is and asked which pressor I would use. I said I'd start with dopamine. The patient goes back into a rapid a-fib and his pressure is 90. I shut-off the dopamine and he's still in a-fib so I shock him again and he converts. His pressure is 90 so I say I would try phenylepherine next and I mentioned that it was a weak pressor. He agreed, saying the phenyl was weak and it did not help this patient. I then said I'd start levophed. He asked how I would dose the levo. I couldn't remember the exact dose so I said that I would start at a low dose and titrate it according to the patient's BP and urine output. He then asks how I'm going to deal with the underlying problem. I say that I needed to get biliary drainage and I would order an urgent ERCP. He says there are no GI docs around (hey...what happened...notice a pattern here?). So I get a perc cholangiogram and drainage. He has 5-6 stones in his CBD and remains sick so I take him to the OR. I do a CBD exploration and get out a few stones but he has an impacted distal CBD stone. He asks me what I'd do. I say choledocho-duodenostomy. 

Room #3 Donald D. Trunkey, Michael B. Farnell

Scenario #1 Dr Trunkey

He starts with a 48 year old internist who's my golf buddy. He presents to the ER one night with LLQ pain and fever. I examine him and he is febrile and tender in the LLQ without peritoneal signs. I order labs and abdominal series. His WBC is 14,000 and his films show an ileus pattern. I say my working DX is diverticulitis and I admit the patient to the hospital, NPO, start IV fluids, and antibiotics (triples).

He asks when I would see the patient again. I said in 6 hours. He says in 6 hours he's still febrile, looks sicker and his WBC is now 20,000. I say I'd get an abdominal CT. He says I see inflammatory changes around the sigmoid with extraluminal gas. I said it sounded like an abscess and I'd place a CT guided perc drain. I get back 150 cc of pus and he starts to get better. Four days later he spikes a fever and the drainage stops. I repeat the abd CT to look for undrained abscess. There is another abscess and I ask for another perc drain. He says the radiologists can't do it. I operate. Incision? Lower midline. I find a large inflammatory mass in the LLQ consisting of abscess with inflamed sigmoid and overlying adherent ileum. I said I would try and resect the sigmoid. He wanted to know how I would deal with the ileum. I said I would sharply dissect it if possible. He says I do and now I've got a second hole in the underlying sigmoid. He asks how much colon I'd resect. I said I'd resect the grossly abnormal bowel. So he tells me that I resect the sigmoid and I look down and see yellow fluid pooling in the wound and I notice that 8 cm of the distal ureter is gone. What do I do? I said it didn't sound like I would have enough length to do an end-to-end repair and he agreed. I said I would first try a psoas hitch. It doesn't work. What else? I then mentioned a Boari flap, and transureteroureterostomy. He asked for more, so I said I could bring it out as a cutaneous ureterostomy or as a last choice I could ligate the ureter and do a percutaneous nephrostomy. He asked why that would be my last choice. I said I thought it would make subsequent reconstruction more difficult. He asked if I'd do a primary colon anastomosis. I said no, I'd do a descending colostomy and a mucous fistula or Hartman procedure. He asked how I would close. I said I'd run the fascia and leave the skin open. Post-op the path shows a perforated colon cancer (could be dinged for not considering this possibility during surgery...it may have altered my resection). He asked me to Dukes stage the cancer. I ask about lymph nodes and liver mets. He says both negative. I said Dukes C-2. He said, OK, what treatment do you recommend. I said chemo and radiation. He asked which chemo. I said 5-FU with levamasole or leukovorine. He asked why I wanted rad therapy. I said since he perforated I wanted to try and improve local control.  

Scenario #2 Dr. Farnell

The medicine service consults you on a 75 year old man who is hospital day #4 with hematochezia (and apparently no work-up...hmmm). He is stable and his HCT is 30. I insert NG tube to rule out UGI bleed. He says I get back clear fluid so I advance the NG until I see bile. He says I do that and don't see any blood. What next? I say I'd get a colonoscopy. He asks if I would prep and how. I say if I had time I'd try to prep from above but in this situation I'd use enemas. He says that I scope him and he has red blood all the way into the cecum. He says there is so much blood in the cecum that I can't see the ileocecal valve and I can't tell if the blood is coming from the small bowel. I can't identify a bleeding source. I say that he sounds like he's got alot of blood in the colon and is bleeding briskly and I take him to angio. He says I find an angiodysplasic lesion in the cecum but its not bleeding. He says the patient stops bleeding and remains stable. I elect to observe him in the hospital. A couple of days later he rebleeds and I get a tagged-RBC scan which lights-up in the RLQ. I take him straight to angio and the AVM is bleeding. I say that I'm taking him to the OR. He says, "Oh yeah, I just remembered that the colonoscopy also showed a lot of 'tics." I asked where the 'tics were. He said all left-sided. He then asked what operation I'd do. I said I'd do a right hemicolectomy. He asks if I'm leaving the 'tics. I said yes, they are asymptomatic. He says I didn't bowel prep and asks if I'd do a primary anastomosis. I say that the safest thing to do was an ileostomy and mucous fistula. Trunkey: Is that what you would do? Me: yes sir. 

Scenario #3 Dr. Trunkey

He presents a 54 year old woman who had an MI 8 months ago and now presents with acute onset of epigastric pain and abdominal distention. I examine the patient and she's in a lot of pain and her abdomen is distended but only mildly tender. I check some labs and her WBC is elevated, her bicarb is a little low, her amylase is a little elevated, LFTs normal. CXR OK and EKG is sinus with occasional PVCs. I mention mesenteric ischemia and say I'd get a mesenteric angio. Trunkey says, "Are you sure you need an angio on this patient?" And I say yes. So then, he shows me a photograph of a mesenteric arteriogram and I say it shows a cut-off in the SMA distal to it's first few branches. I say if looks like an embolus, probably from her heart. He asks what I would do and I said I would Swan her then take her to the OR (this is wrong, these patients should be taken to the OR without delay). He asks why I want a Swan. I say cause she has had an MI and that she was old, around 70. He says she is not 70 she's 54 (uh...oh yeah). I say I would not delay taking patient to OR, I'd place Swan in OR. He asks which incision. I said midline (usually a safe answer). He says I find an isolated segment of jejunum that is infarcted and the adjacent intestine is dusky. I cover the bowel with a warm moist lap and inspect the remainder of the gut and it is well perfused. I feel for a pulse in the mesenteric arcades and in the root of the small bowel mesentery and their both present. I say I'd do an SMA embolectomy. He asks how I'd find the SMA. I say I hold up on the transverse colon and retract the small bowel inferiorly and open the peritoneum and... Then he says, "OK so you see the middle colic artery and you follow it down to the SMA and expose it." I say I'd place a couple of vessel loops and make an arteriotomy in the SMA. Which way, longitudinal or transverse? I say transverse. Now what? I'd pass a Fogarty catheter. Exactly what size Fogarty? I have no idea but I say I'd use a 2. I add that I'd start small and work up to a larger size if needed. He asked which direction I would pass the Fogarty. I said distal. He says I open the SMA and there is good back-bleeding but he reminded me that the angio showed the proximal SMA branches had been spared. He says I insert a Fogarty but it only goes in a short way before hitting an obstruction. I said I would first try and manipulate the catheter. He says I'm able to get the catheter in blow up the balloon and I get back thrombus with a white platelet plug and the back-bleeding is strong. He then asks what I'd do with the bowel. I re-examine the intestine and he tells me that "the infarcted segment is still infarcted." I say I'd resect what looked grossly involved and do a primary anastomosis. He asked what I'd do next. I said that I had to decide on whether to do a second look. He asks, "Well would you or wouldn't you?" I said I would and that I would stick to my decision even if she looked great the next day (always do a second look in this situation). 

Scenario #4 Dr. Farnell

He presents a 70 yr man who is awakened from sleep by acute abdominal and back pain. He has a syncopal episode. He awakens in the ambulance and has been conscious with a BP of 90. I ask if he has a history of AAA. Nope. I examine him and he has a pulsatile LUQ mass. I put in two large IVs, draw blood for type and cross, and order O neg blood. We go to the OR and he asks me to describe exactly what I'd do starting with positioning. I say supine, and prep from chin to knees, and drape so I have access to his chest and both groins. He asks me if the patient was asleep yet. I said no, that I'd prep him awake. He then crashes and I open thru a midline incision. I find a huge contained retroperitoneal hematoma. I say that I'd get proximal aortic control at the hiatus. He asked me to describe, in detail, how. I said I'd mobilize the left lobe of the liver by dividing the triangular ligament, then retract the stomach inferolaterally and enter the lesser sac thru the gastrohepatic ligament. Then I'd retract the GE junction to the left and divide the crura to expose the aorta. He says I get a clamp on the aorta and the BP improves. I then mention reflecting the left colon to expose the neck but say that I would directly approach the AAA anteriorly. He says I move my clamp down below the renal arteries and asks how I'd control the iliacs. I say I'd dissect them and clamp. Alternatively, I said, I could control them from inside the AAA with Foley catheters. I scooped out the thrombus and sutured the lumbars. He then asked what my preferred operation would be. I said I'd try and put in a tube graft. He said I sew in a tube graft and I notice that there is a large IMA with very poor back-bleeding. I said I would reimplant the IMA. How? I said I would create a Carrell patch and sew it end-to-side to my aortic graft. That’s all folks.

Self-induced anxiety is your biggest enemy. The stress level among your colleagues is overwhelming and infectious. I wasn't that nervous until the day of the exam and I felt that the more time I spent with the other examinees, the more anxious I became. Many were studying or pimping each other. Don't try and study the day of the exam, it will only make you nervous. Try and relax as much as possible. The examiners were all very nice and they're really not out to get you (unless, of course, you are an unsafe surgeon). And remember, once you get started, it's over before you know it. Good luck. 

American Board of Surgery Certifying Exam

June 1998

San Francisco, California

I studied for the oral boards by reading Cameron, and reviewing the 'Safe answers for the boards' handout. I think this was enough, but it wouldn't hurt to review a few old exams. The night before the exam I think it is important to relax, eat a good meal, have a couple of beers and get a good night's sleep. 

In my first room, my examiners were Frank Lewis, Jr, and Gerald Sydorak. 

Dr. Lewis: For your first patient you have a 78 year old woman who normally lives at home alone. She was found down on her living room floor with vomit around her mouth. Her blood pressure is 86/60. She is brought to the emergency room - what are you going to do?

I went through the ABC algorith, intubated her, resuscitated her, drew labs, etc. On exam, she had an old midline surgical scar on her abdomen from some unknown abdominal surgery and a distended abdomen. I obtained a CXR to confirm ETT placement and look for evidence of aspiration. A KUB showed 5-6 cm dilated loops of small bowel. With the diagnosis of a small bowel obstruction, probably from adhesions, I placed an NGT tube, Foley catheter and admitted her to ICU for Swan placement and continued her resuscitation. She was not really a candidate for prolonged observation because of her mental status, but she still needed to be resuscitated. After an hour or two her hemodynamics had improved, however, she was still acidotic. I took her to the operating room were I found several feet of gangrenous bowel twisted from the single adhesive band. The bowel was resected and reanastomosed with an end to end stapled anastomosis. 

Dr. Sydorak: Your next patient is a 44 year old business man who was found on routine labs to have an elevated calcium of 11.5. The patient is completely asymptomatic, how are you going to work this up?

Fir st, I repeated the calcium level and drew a parathyroid hormone level and a 24 hour urine calcium level.

Dr. Sydorak: Okay, so you have established the diagnosis of primary hyperparathyroidism, what are you going to tell the patient?

I reviewed the patient's symptoms and made sure the patient did not have a history of urinary stones, hypertension, or other abdominal or bone pains. I told him I would get plain films of the patient's hands, clavicles and skull to look for evidence of diminished bone mass. If that was all negative and the patient wanted to observe his asymptomatic hyperparathyroidism, we could do so by checking calcium levels and plain films looking for loss of bone density every six months. I could not remember if there was an exact cutoff for asymptornatic hyperparathyroidism, but 11. 5 didn't seem like it was terribly high at the time.

He asked me if there was anything else I wanted to follow?

I told him I would follow the renal function. How? I told him by 24 hour urine creatinine clearance.

He then presented me with three different scenarios. In first scenario, he said I explored the right side and I see one enlarged gland and one smaller gland.

I told him I would biopsy the enlarged gland and then proceed with exploration of the left side. The biopsy came back consistent with hyperplasia and in fact, there was four gland hyperplasia. found on exploration. I told him I would do a 3 1/2gland excision and I would not re-implant the parathyroid gland.

The next scenario he presented was a patient who had two normal glands on the left, one normal gland in the right upper pole, and I did not find the right lower pole gland.

I proceeded with the algorithm for finding a missing 4' parathyroid gland. I Initially looked at the contralateral gland, since they will typically mirror eachothers position. I also followed the inferior thyroid branches to see if I could find gland. All this being unsuccessful, I excised the thymus gland, examined the tracheoesophageal groove, the retropharyngeal space, opened the carotid sheath and examined the contents from the level of the common carotid artery to the internal carotid artery. This all being unsuccessful, I excised the right thyroid gland; I sent it for a permanent section asking the pathologist to evaluate for a 0' parathyroid gland. At this point, I told them I would not proceed with mediaatinal exploration, but marked the three parathyroid glands with clips and closed. I told them I would follow the patient's calcium levels postoperatively.

The third scenario was a patient that had two normal parathyroid glands on the left and one enlarged right lower pole gland and I did not find the right upper pole gland.

I told him I would proceed with the same algorithm, searching for the 4' parathyroid gland and if I could not find it, I would stop short of a mediastinal exploration. I would excise the enlarged right lower lobe gland and follow the calcium levels postoperatively.. 

Dr. Lewis next presented an alcoholic patient with a several month history of postprandial gastric abdominal pain. The patient was admitted for an episode of mild pancreatitis which resolved. The work-up included an EGD to rule out ulcer disease, a CT scan showing calcifications within the pancreas, as well as mild edema. This patient also has steatorrhea and had fecal fat tests which documented the steatorrhea and pancreatic exocrine insufficiency. I ordered an ERCP which demonstrated dilated pancreatic duct with a chain of lakes appearance of the pancreatic duct. He asked me what I would do with the patient.

I told him I would initially try replacing his pancreatic enzymes, but this usually will not work. If the duct was at least 8 mm, I would proceed with a longitudinal pancreaticojejunostomy.  If the ducts were small distally and the pancreas shrunken, you can do a distal pancreatectomy. He asked me how to do a pancreaticojejunostomy. I told him I would access the peritoneal cavity with a vertical mid-line incision and enter the lesser sac through the gastocolic ligament.

Dr. Lewis: Is there any other way to enter the lesser sac?

You can enter it through the foramen of Winslow by the porta hepatis, or by the caudate lobe of the liver and GE junction, but for this procedure, the best way to enter the lesser sac is through the gastrocolic, ligament. After that, I would mobilize the small intestine to create a Roux limb, and open up the pancreatic duct longitudely from the tail to the neck. I would then anastomose the bowel with a two layer, hand sewn, side to side pancreaticjejunostomy. He asked me how to find the pancreatic duct, and I couldn't remember. He was looking for me to tell him to insert a needle into the duct. I told him I would drain the anastomosis.

Dr. Lewis: What if it leaks? How -~vould you treat it?

If it was early I would reexplore the patient, and repair the leak, make sure the area was adequately drained and close. If it was late, I would obtain an abdominal CT scan to make sure it was adequately drained. If not I would attempt percutaneous drainage. 

Dr. Sydorak: the next patient is a 50-ish year old woman complaining of difficultly swallowing. What is her differential diagnosis?

The differential diagnosis would include achalasia, vigorous achalasia, esophageal tumors, esophageal diverticulum, diffuse esophageal spasm, and other non-specific esophageal dismotility disorders. He asked me how I would work it up. Initially, I would obtain a banum swallow which showed a tapered distal esophagus with a bird beak appearance, classic for achalasia. Next I obtained an EGD to rule out mucosal lesions. This was unremarkable. Esophageal manometry was consistent with achalasia; the lower esophageal sphincter failed to relax. He asked me how I would treat this. I initially went through the medical treatments, which are typically unsuccessful, such as calcium channel. blockers and followed this by esophageal dilation which is successful in the large majority of patients. He asked me what the risks of dilatation were and I responded that it could cause a rupture of esophagus or it could fail or the achalasia could recur. He asked me if it recurred, what would I do? I told him I would dilate it a second time, but if it failed after that I would perform a esophageal myotomy. He asked my how I would do the esophageal myotomy. I told him I would first double check to make sure the patient had no symptoms consistent with esophageal reflux. If the patient did, I would get a 24 hour PH probe to evaluate that. I would then proceed through a left posterolateral thoracotomy through the 5' innerspace, which I realized later was incorrect. I should have said 7h, but at that point we had already moved on. I told him I would excise the muscle down to the mucosa and clear off a centimeter of mucosa in each direction. I would extend the myotomy one centimeter onto the cardia, being careful not to mobilize the gastroesophageal. junction and cause reflux. He asked me if there was any other way I would approach this. I told him that it could be done thoroscopically. If I was going to do that I would need someone to assist me that was experienced with that technique since I did not have a lot of experience with it. He asked me how I would perform it? I told him I would position the patient similarly and insert the scope in the 7' interspace and proceed as I had done for the open technique. He asked me if the patient had reflux symptoms, what would I do? I told him either a laparoscopic toupe wrap or a Bellsey fundoplication, but if I were to proceed with a Bellsey, I would also need assistance with that technique because I do not have a lot experience with it.

At this point the examiners stood up, thanked me and wished me luck with the rest of my day and instructed me to move on to my second room. 

In the second room, I had Drs. Josef Fischer and Theodore Schrock. 

Dr. Fischer: The first patient is a 36 year old electric lineman who was in one of those cherrypickers working on the telephone line. He gets shocked and falls 20 feet to the ground. He is brought into the emergency room, what do you do?

I went through the ABC's. Essentially, the guy had a dead right arm from electrocution and mild myoglobinurea. I treated his myoglobinurea. After he was resuscitated, I took him to the OR to perform fasciotomies in the arm. All the muscle was dead in the arm and I debrided it. The bone was dead, everything was dead, and I told him that he would eventually need an amputation but I would not do it at that time because the patient was not consented. I would take the patient back to the ICU with moist packing of the wound, and schedule him for amputation soon. The patient also developed hyperkalemia with peak t-waves and they asked me how to treat it. I went through the whole hyperkalemia algorithm of initially calcium, followed by fluids and lasix, once the patient was resuscitated, an amp of D50, insulin, Kayexalate. He asked me what else I would do if the patient did not respond. I told him the patient could be dialyzed. He asked me another 3-4 times what else I could do besides that, but I could not think of anything else to do and his persistence only increased my level of anxiety. 

Dr. Schrock: A 26 kg young boy who is playing on a jungle gym and falls. He breaks his 7', 8', and 9' ribs on the left and presents to the emergency room hypotensive.

I go through the ABC algorithm and the patient responds to fluid boluses initially, but quickly becomes hypotensive afterwards. This occurs several times during the resuscitation and the CT scan revealed a lacerated spleen that looks like it goes through the hilum. There are no other obvious injuries except for a lot of fluid in the left upper quadrant. Since the patient only briefly responds to fluid boluses, I took the patient to the operating room for attempted splenorraphy. He asked me how I would do it. I would access the peritoneal cavity through a vertical midline incision, packed off all the quadrants and slowly remove the packs leaving the left upper quadrant for last. I mobilized the spleen up into the wound and examined it. There was a laceration running down the middle of the spleen into the hilum. I told him if it was at all possible, I would attempt to salvage at least half of the spleen if it looked like it could be done without excessive blood loss. If the patient became hypotensive or was perfusely bleeding, I would proceed immediately with a splenectomy. Would I drain it? Only if there was a question of an injury to the tail of the pancrease. What would indicate an injury? I would visually inspect the area, and if there was any question in my mind, I would drain. He asked me what I would do postoperatively. I told him I would give the patient pneumococcus, meningococcus, and H. flu vaccinations. 

Dr. Fischer: You have a 78 year old man which you just completed an APR, and a couple times during the operation there was quite a bit of blood loss, and the patient was under-resuscitated. The patient was hypotensive for a short periods of time during the operation, but at the conclusion of the operation, there had been adequate hemostasis. In the recovery room, the patient is mildly hypotensive with low 90's systolic pressure and no urinary output. What are you going to do?

This is a common scenario at the oral boards and it is important to know the algorithms for diagnosing and taking care of a hypotensive post-op patient. Initially I confirmed the airway and breathing were okay. After several liters of IV fluid, the patient was hemodynamically resuscitated, but still had low urine output, about 15 cc's per hour. I placed a Swan in the patient. Cardiac output was okay, but the patient still had low urine output. I sent out for labs, CBC, blood gas and electrolytes and renal panel. There was no evidence of myoglobinera, malignant hyperthermia or a transfusion reaction since the urine was clear. The patient's hemoglobin was stable and the patient was hemodynamically resuscitated at this point, but still had low urine output. At this point, I started giving the patient Lasix for presumed ATN. Dr. Fischer asked me if there was any test I should have gotten before I gave Lasix to confirm the ATN. I told him yes, I should have gotten a FENA. He asked me what a FENA was, what I would expect it to be, and what I would expect the urinary sodium level. I told him the FENA would be greater than 1.0 and the urine sodium would be greater than 10 milli equivalents per liter. He asked me how I would manage the ATN. I told him I would basically support the patient, closely monitor the electrolytes, BUN and creatinine and try to maintain urine output. If the patient developed any indications for hemodialysis, then patient would need to be dialyzed; such as hypervolemia, hyperkalemia, or uremia. 

Dr. Schrock: Your next patient is an 18 year old man who was shot in the right chest. The bullet traversed through the right chest and exited around the 5hinnerspace and the left chest in the mid-axillary line. He presents to the emergency room, His blood pressure is in the 90's, mildly tachycardic. What do you do?

I went through the ABC's. On breathing, I told him I would palpate the chest wall for any crepitance, listen to the breath sounds and if there were diminished breath sounds or crepitance, I would put a chest tube in, followed by a chest x-ray to confirm placement. Dr. Schrock: the breath sounds are okay on the right, but there is diminished breath sounds on the left side. I told him I would put a 36 French chest tube in the 5' inner space, just anterior or posterior to the gunshot wound.  I would check the placement with an x-ray.

Dr. Schrock: So you would put the chest tube in before the x-ray to confirm this? He told me I got out 400 cc of blood and a little bit of air, and the chest x-ray confirmed good position of the chest tube with an adequately drained chest cavity. 

Once I completed the resuscitation, I to ok4the patient to the operafing room for a subxiphoid pericardial window. This was negative. At this point, I was waffling on how to rule out a diaphragmatic injury. I told him I would extend the subxiphoid pericardial window incision into the peritoneal cavity to rule out a diaphragmatic injury. I told him that CT scan and DPL were not adequately sensitive to r/o a diaphragmatic injury if there was a high index of suspicion. He asked me if there was anything else I would do. Dr. Fischer mentioned there was a little bit of air coming through the chest tube. At this point, a sinking feeling developed in my stomach, because I had not yet ruled out esophageal injury. I told him I would get a gastrografen swallow, if this was negative I would get a barium swallow. Gastrografen swallow showed a leak in the distal esophagus and I Was asked how I would repair this. I told him through a left posterior lateral thoracotomy through the 7'

innerspace. On exploration, there was a small transverse laceration in the anterior distal esophagus. I repaired this with interrupted single layer sutures closing the wound transversely over a bougie to prevent stricture. I placed an NGT in the stomach across the repair. They asked me if I would place it across the repair, or just proximally. I told them across the repair. I also told them I would drain the repair with a chest tube. 

At this point, Dr. Fischer still wanted more blood. He presented an alcoholic patient who had multiple episodes of bleeding esophageal varices. He said that I had sclerosed, sclerosed, sclerosed and the patient continued to bleed. I sclerosed, sclerosed, sclerosed, and finally, I did an end to side portacaval shunt. Post-op day nine the patient went in to a coma, what do I do? 

I told him the patient probably had hepatic encephalopathy and I would check an ammonium level to confirm it, which it did. He asked me how I would treat it. I said initially, I would took at the patient's medications and make sure there are no other medications which could be attributing to it. There were none. I started the patient on lactulose through an NG tube, as well Neomycin. He asked me what else I would do, and I told him I would make sure the patient was not having GI hemorrhage and there was none. I ruled out any septic source and made sure the patient was hemodynamically optimized by placing a Swan. He then proceeded to pimp me about hepatorenal syndrome and how I can make the diagnosis. I told him basically it was a clinical diagnosis and that if the patient had renal failure and liver failure, he had hepatorenal syndrome. He asked me what tests I could order to confirm this. I told him I suppose you could check the FENA and he asked me what I would expect the urine sodium to be. I told him it would probably be greater than 10 if it was hepatorenal and less than 10 if the patient was not, as most cirrhatics are in a prerenal state. He asked me what else I could do. I honestly could not think of anything else, but he was persistent. I asked him once again what sort of shunt was performed, thinking that if was a h-graft shunt, I could perhaps convert a total shunt to a partial shunt. Since it was a end to side portacaval shunt, this was not an option. He continued to asked me what else I would do for this patient that was in a coma, and I briefly looked around the room for a hole to hide in. Finding none, I answered him that I could not think of anything else to do. With that, this session mercifully came to end.  The third room was considerably more pleasant The examiners were Drs. Patricia Numarm and Jeffrey Norton. 

Dr. Numann: Your first patient is a 64 year old man who was at home and had an episode of passing large amount of red blood through his rectum. The patient was hemodynamically stable enough that he drove himself into the hospital and presents to the emergency room. What do you do?

Once again, I went through the ABC's. Type and crossed the patient, resuscitated the patient and I ruled out hemorrhoidal bleeding. I passed an NGT, lavaged the patient and got back clear bilious fluid. I took the patient for a tagged red blood cell scan which on the delayed images indicated that the bleeding might be coming from the right colon. I tried to obtain a mesenteric arteriogram, but the Radiologists balked. I explained the importance of localization and they told me they could do it in an hour. I told her if that was the best they could do, I would have to accept it. The angiogram showed no bleeding and I observed the patient in the ICU, prepped his bowel and performed a colonoscopy the next day. The colonoscopy showed some diverticulum on the right side but no evidence of ongoing or recent hemorrhage. The patient stayed in the hospital for several more days and he had no recurrent bleeding. The patient was discharged with home instructions to return for recurrent bleeding. The patient called me back with a second episode of lower GI bleeding, once again hemodynamically stable at home. I instructed the patient to call for an ambulance to bring him to the hospital. He did and we went through the same work up. This time the tag red blood cell scan on the early images showed bleeding coming from the right colon. I told her that I would still get arteriogram and this was negative. I told her I would still not perform a colon resection based on a tag red blood cell scan and unless I could get a better localization study, either through colonoscopy or arteriography. 

Dr. Norton: A 65 year old woman presents in shock to the emergency room with a pulsatile, expansile abdominal mass. 

I told them this was a ruptured AAA and the patient needed to go to the operating room. He asked me what the differential diagnosis was. I told him it included ruptured AAA, myocardial infarction, acute mesenteric ischernia or acute pancreatitis. Other than getting an EKG, the patient needed to go to the operating room. He said okay, how would you proceed. I accessed the peritoneal cavity through a vertical midline incision and saw a ruptured AAA. I obtained control of the supraceliac aorta by mobilizing the left lobe of the liver, made sure the patient had an NGT in place, dissected out the supraceliac aorta and placed a clamp. I followed this by dissecting down on top of the aneurysm, then laced a clamp on the infrarenal aorta and removed the supraceliac clamp. I dissected out the common iliac arteries. These were not aneurysmal. I placed clamps on these and proceeded with a tube graft repair. I closed the old aneurysmal wall around the graft and then closed the abdomen with retention sutures. The patient did fine until post-op day #5. The patient started complaining of left lower quadrant pain. I obtained an abdominal CT scan; it was consistent with an ischerrtic left colon. I performed a flexible sigmoidoscopy. This revealed areas of deep ischernia in the colon consistent with grade 1H or IV ischernia. I took the patient back to the operating room and performed a left hemicolectomy. He asked me what my margins would be. I told him that would be largely based on the level of ischemia, as well as the blood supply to the remaining colon, but that I would probably excise the splenic flexure and base the blood supply of my colostomy on middle colic artery. I would excise the colon distally down to the rectum. 

Dr. Numann: A 44 year old woman presents with a palpable left breast mass. The patient had obtained mammograms which showed a suspicious left breast mass and an area in the right breast deep to the nipple areolar complex suspicious for malignancy. 

I told her I would proceed with a history looking for risk factors for breast cancer. Regardless of what was revealed, both of these lesions would need biopsy. I performed a physical exam. She asked me how I would manage these lesions. I told her I would perform either an FNA or core needle biopsy on the palpable breast mass and a stereotactic biopsy of the right mammographic abnormality. The left breast mass came back as cancer and the right mass came back as DCIS, noncomedo. They got multiple biopsies in the area and all were consistent with DCIS. She asked me how I would manage this woman with bilateral breast cancer. The left breast cancer was amendable to conservative therapy. So I explained to her that I would try to include the oncologists, radiation therapists, surgeons in a muth-disciplinary discussion with the patient regarding her options of lumpectomy, axillary lymph node sampling and radiation therapy or a left modified radical mastectomy, as both of these are equivalent treatments. For the right breast lesion, she would need wide local excision and probably radiation therapy. The patient opted for lumpectomy with axillary lymph node dissection. On the left side, the patient had a 2 cm tumor with negative lymph nodes. On the right side the patient had non-comedo MIS with clear margins. She asked me what adjuvant therapy should be given to the patient. I told her that if the patient was premenopausal she should get radiation therapy to both breasts, as well as chemotherapy and hormonal therapy. If the patient was post-menopausal, she should get radiation therapy to both breasts, as well as hormonal therapy regardless of the receptor status, although in her case her receptors were ER PR positive. She asked me how I would follow the patient postoperatively. I told her the patient should get a mammogram three months after the surgery and then yearly thereafter. She should get CBC, LFT, and a physical therapy by a ISJD every three months for the first two years and she should continue doing self breast exams every month. She should get a chest x-ray once a year. After the first two years, these could be spread out to every six months and then annually. On follow-up about six months later, the patient developed a new mammographic abnormality in the left breast. She asked me how I would approach this. There were no other masses or lesions. I told her I would do a stereotactic breast biopsy. When she asked me why I would do this rather than a needle directed biopsy; I was thinking to myself 'because I hate doing breast surgery', but decided that she may be a breast surgeon. I told her that if this woman had another breast cancer, she would most likely need a mastectomy and that I did not want another incision on her breast to include in the resection. She appeared to accept this. 

Dr. Norton: a 21 year old man presents to your office with a right testicular mass. How are you going to work this up?

I would start with a history and physical exam looking for inguinal adenopathy. There was no inguinal lymphadenopathy. I would obtain an ultrasound of the testicular mass. The mass was solid. I got alpha-fetoprotein and HCG levels, which were elevated. I told him this patient has a testicular cancer and would need a radical orcectomy on that side. He asked me how I would proceed with it. Using the standard hernioraphy incision, I would excise the entire testicle and testicular cord. He asked me how far up I would go, and I told him as far as I could toward the internal ring. The path came back seminomatous and he asked me how I would treat this patient. I told him I would obtain an abdominal pelvic CT scan looking for a retroperitoneal lymphadenopathy. The patient had retroperitoneal lymphadenopathy on CT. I told him that I would treat this with radiation therapy followed my another abdominal pelvic CT scan to evaluate for resolution of the lymphadenopathy. He asked what if the path came back as a nonseminomatous tumor? I told him the patient should be treated with chemotherapy. He asked me which chemotherapy regimen, and I told him that I did not know. At this point I figured if he was asking me about chemotherapy regimens, I probably had gotten the question right. 

Dr. Numann: Believe it or not you are done with your oral board examinations, you are free to go. I wish you luck. A week later, I found out I passed. 

                    American Board of Surgery, Certifying Exam

                              November 4, 1998

                                Syracuse, NY 

Station 1: Thomas M. Krummel and Eddie L. Hoover 

1. Hoover: 32 yo woman with crampy abdominal pain, mostly in RLQ with associated diarrhea with blood and mucous, and the recent onset of arthritis. She had low grade fever, and on exam was tender in RLQ but no peritoneal signs.

I said I was concerned about Crohn's disease, and was asked what else it could be. I gave my difterential, including PUD, ulcerative colitis, appendicitis, GYN, etc. Nothing additional on history and physical exam, and WBC was -16000. 1 admitted her for observation and no changes. Abdominal films nonspecific. Upper and lower endoscopy normal. Enteroclysis normal. Pelvic US normal. I said the diagnosis of Crohn's was a difficult one to make, but I would observe her and treat her for flare-ups. I mentioned AzuIfidine and steroids as medical management, as well as dietary manipulation.

He wanted to know when I would operate on someone with Crohn's, and I said only if there

were obstruction, fistula, or intraabdominal abscess.

He said what would I do if I found a 7cm stricture? I said that seems too long to do a stricturoplasty and would resect the segment and do an end to end anastomosis. What if there was a 3cm stricture? I would do a stricturoplasty. How? Incise longitudinally and close transversely. 

What would you tell her about her future? I said about 75% of patients with Crohn's who have and operation will need to have another operation. 

2. Krummel: 65 year old woman being seen by primary physician for workup of osteoporosis found to have elevated calcium. Otherwise healthy except recently feeling fatigued Worked up for cancer by her internist but everything was clean. He checked her PTH level and it was elevated (well above normal). He sends her to you.

I asked what the calcium levels were and they were 11-12. 1 took a brief history and physical and nothing remarkable. I said with an elevated Calcium and elevated PTH the diagnosis is primary hyperparathyroidism. The only other thing I would check is urinary calcium. What would you expect her urine calcium to be? Elevated.

I said I would offer her parathyroidectomy. He said the patient is very savvy and she looked up on the internet and saw that there are special studies that you can do to detect the abnormal parathyroid. I said that technically you don't need to get any preop localization studies, but if she requests it, I think it's perfectly reasonable and after discussing with her I would get it.

It shows a large right inferior gland. I would do a parathyroidectomy, first exploring the right side. You find a large lower gland (-1.5cm). I would biopsy it. Pathologist tells you that it is parathyroid hyperplasia. I would resect it and explore the other glands. The superior gland  is 0.6cm and biopsy is parathyroid tissue. I would explore the left side. You explore the left and only find a normal superior gland I would look for the inferior gland. Where? Along the jugular vein and carotid sheath, in the retroesophageal space, and in the thymus. How do you check the thymus? Through the neck, I would pull up the thymic tissue and look for the parathyroid, Instead of finding a single large gland you find four large glands. I would do a 3 and 1/2 gland parathyroidectomy. How do you do that? I take half of the first gland and then explore and remove the other glands while I check to make sure the first half gland is still viable. ff it looks OK, I just leave it there, otherwise I remove it and place it in the sternomastoid or the brachioradialis.

Post op she is complaining of some perioral numbness and tingling. I would examine her and check calcium level. Around 6.5. At what level do you get these symptoms? Less that 8. 1 would give her calcium gluconate IV. How much? I would start with one amp and give more as needed What else can you give her9 Oral calcium and Vitamin D. How long do you keep her on this? Until her calcium levels normalize, but at least 1-2 months.

3. Hoover: Young woman 6 days after uneventful lap choly without cholangiogram because her labs were normal preop, now with low grade fever, nausea, and RUQ pain.

Is she jaundiced? No.

I'm concerned about a cystic or common duct leak with biloma, or possible missed stone in common duct. Labs-- Alk phos and bih mildly elevated, otherwise unremarkable.

I admit her and get CT scan. Indeed it shows a fluid collection in RUQ I would have the radiologist percutaneously drain it. You get -400cc bile. My next test would be ERCP. This shows a cystic duct leak. I would ask the gastroenterologist to place a stent in CBD across the cystic duct.

How long would you keep it in? I'm not sure but most cystic duct leaks will stop after about 2 weeks.

OK, your ERCP instead shows a leak from the common bile duct. I would explore her and if the injury was small, I would debride it and try to close it around a T-tube. You would put the T-tube in the same hole? If the hole was small and I thought I could do that I would. Otherwise I would transect the duct and dissect to mobilize the ends and repair primarily over a T-tube. If the injury was very large, I would bring up a loop of jejunum and do a choledochojejunostomy. What if the injury involved 75% of the wall of the CBD? Then I would do a choledochojejunostomy. What % of the circumference would you consider repairing primarily? I said I wasn't sure, I would have to evaluate at surgery, but about less than 30%. In what configuration do you do your choledochojejunostomy? End to side.

If you closed with a T-tube, how do you manage your T-tube? I would check a T-tube cholangiogram at about 6 weeks and if everything looked OK I would pull it out. You just pull it out? Yes. 

4. Krummel: The gastroenterologist is doing pneumatic dilatation on a 50 year old patient with long-standing achalasia. He's been watching the patient in recovery and he's very concerned because the patient is complaining of severe chest pain. He got and X-ray and it shows a small pleural effusion and a small amount of air in the mediastinum.

He has a perforated esophagus, and I would get a gastrograffin swallow to see what it looks like. Sure enough, there is a leak from the left distal esophagus with gastrograffin in the left chest. He needs emergent exploration. The GI doctor says he's been reading that you can manage these without surgery-what do you tell him? I said these can be managed conservatively only if the leak is small, it is contained within the mediastinum, and the patient is not symptomatic. This patient needs emergent exploration.

What approach? Left posterolateral thoracotomy. What interspace? 6th intercostal space. I would explore the esophagus. There is a small amount of inflammation around the tear which is about 2cm long. I would debride and close the injury in 2 layers. What suture? 3 -0 Vicryl. I would do a pleural patch and place a chest tube. Is there anything else you would do? She has achalasia, so I would do a myotomy. Where would you do it? I would be hesitant to do it in the area of injury, so I would probably roll the esophagus over and do it on the opposite side.

OK, she does well, but comes back with saliva coming out of her chest tube. She feels fine otherwise and is not septic. I would get a gastrografin study. The contrast goes directly out of the esophagus and through the chest tube. She's not septic, so I would make her NPO, place NGT, and start TPN. OK, she gets better.

What if she comes back with the same scenario but is obviously septic? Then I would operate and do a resection with gastrostomy and cervical esophagostomy and plan on reconstruction in the future. 

Station 2. J. David Richardson and Patrick A- Dietz 

L Richardson: 65 year old woman who had an N41 2 months ago, referred to you for a rectal cancer, 2cm from anal verge.

I would do a history and physical exam, and examine the tumor. The tumor is small, -2cm in size, and seems mobile and confined to mucosa.

In this case, with a woman who had a recent NU, I would not offer APR and would consider local treatment, either transanal excision, fulgaration, or radiation.

What would you do about her heart? Well, I would work her up first. How would you do that?

I would check an EKG. It shows Q waves, consistent with recent Nil. I would get a persantine thallium. How does that work? I described p-thal, and he said it shows and irreversible defect at the apex, consistent with scar. I said in that case I would still treat her locally given the scenario you described.

What data do you use, or what do you tell patients about their prognosis with a recent Nfi? I said that if operated on within 3 months of an N11, the risk of another NH is about 27%. Between 3 and 6 months, the risk is about 11%. After 6 months the risk falls to about 51/6, which is the general risk in anyone who had an NH before. I said that there are other reports that show different numbers, but these are the numbers that I use. 

2. Dietz: 35 yo man fell 30 feet off of a scaffold and landed on his right side. He is complaining of RUQ pain and his SBP is -95. You place a foley catheter after doing rectal exam and confirming no blood at the meatus and there is gross hematuria.

I went through the ABC's and his blood pressure stabilized with 2 liters of saline. C-spine and pelvis were negative but CXR showed some right sided rib fractures and a small effusion with some haziness to the lung. Breath sounds only slightly diminished.

CT scan showed small hemothorax on upper cuts. There was fluid around the right kidney and the kidney did not light up. I placed a chest tube and 400cc of blood from the tube.

I then got an angiogram. He said why get an angio when you already know the kidney doesn't light up on the CT scan. I said that I was concerned about renal pedicle injury and wanted to delineate it with angiogram before I went in to fix it. He asked what else am I worried about. I said liver injury, bowel injury, pancreatic injury, pulmonary contusion, etc.

He said the angio shows a renal artery injury. I would explore the patient and get control of the renal artery. How? I would lift up the transverse colon and pack the small bowel to the right and incise the peritoneum over the aorta and identify the renal vein and then the renal arteries and clamp the renal artery. Then what? Then I would explore the injury and repair it primarily if able or do a renal artery bypass with vein. I would explore the kidney hematoma and if there was extensive injury to the parenchyma and collecting system I wouldjust do a nephrectomy. He says you explore the kidney and it looks fine and you do the bypass. What do you tell the family about the success of this operation? I said I wasn't sure but it probably has about a 50-75% chance of success.

Then he asks what if you noticed a large contusion on the cecum? I said I would explore it. I said if it was just a contusion I would try to oversew it. If it was full thickness I would do an ileocecectomy with primary anastomosis, or if there was extensive spillage, concomitant injuries, or the patient was unstable, I would do a resection with ileostomy and mucus fistula. What would you really do? I would do a resection and ileostomy with mucus fistula. 

3. Richardson: 65 year old lady 6 days after low anterior resection for rectal CA- She has severe COPD and is on Prednisone l0mg/day for many years, and received IV steroids perioperatively. He asks how I usually close skin-- I said staples. He said now you notice some serosanguinous fluid coming from the wound in between the staples.

I said I would take out some of the staples at the bedside and examine the wound He says now the wound splits apart and she actually eviscerates at the bedside. I said I would bring her to the operating room emergently. Anything before going to the OR? I would give fluids and antibiotics (triples) and also a stress dose of steroids.

In the OR you find a small contained leak around the rectal anastomosis, with some inflammation and some omentum stuck down around it. I said I would bring some omentum down to protect the anastomosis and would do a transverse loop colostomy. He says the wound had some necrosis of skin and fascia and after I debrided it I couldn't close the abdomen. I said I would try to cover the bowel with omentuni and suture it to the fascial edges, He said you can't do that, it doesn't work. I said I would then use an absorbable mesh .

He said what if you did have enough fascia to close, but the sutures just tore right through it? I said then I would use retention sutures. How? Number one Nylon through the full thickness of the abdominal wall tied over with red rubber tubing. He asks if I just use retentions or do I use any fascial sutures. I said if I could I would try to use figure of eight 0 prolenes through the fascia.

4. Dietz: 55 year old man had an Nff 2 weeks ago, now with LLQ abdominal pain, with fevers, elevated WBC and tenderness in RLQ

After a history and physical, during which he mentions a history of diverticular disease, I admit the patient to the ICU and make him NPO, start IV fluids, give Unasyn, and place a pulmonary artery catheter. I got a CT scan of the abdomen which showed inflammation in the LLQ with a localized abscess. I had the radiologist percutaneously drain it.

He asked what if the Swan showed a low Cl, low wedge, and high SVR? I said the patient was hypovolemic and I would give IV fluids. He says you do that and basically there is no change. I said I would start some Dobutamine. He then gives a wedge of 16, still with low index and high SVR. I said I would continue Dobutamine and consider some Lasix. He then says what ff the index was high, with a low SVR. I said the patient is septic and I would have to take care of the underlying cause. I said if he had frank peritonitis I would explore him and do a colostomy and mucus fistula. Otherwise I would get a CT scan.

He asked what other parameters do you look for fi-om the Swan besides the ones he mentioned? I said oxygen consumption and oxygen delivery, and then the scenario ended. 

Station 3: Kirby L. Bland and M. Bernadette Ryan

1. Bland: 85 year old nursing home patient presents to the emergency room obtunded with a distended abdomen. The nursing home attendant could give no other information. What are you concerned about?

I'm concerned about Ogilvie's, and he asked me to explain what that was. I'm also concerned about sigraoid or cecal volvulus, etc. How would you approach this?

I would call the nursing home to get some history. He gives me a long list of medications including opiates for analgesia. Physical exam is otherwise unremarkable except for distention.

I check labs, including WBC, electrolytes, Ca++, glucose, ABG. WBC was elevated with left shift and K+ was 2.6, but otherwise unremarkable.

I place NGT and start IVF and get abdominal films. Films show large dilated colon with air filled loops of small bowel but no air in the rectum. I was suspicious for sigrnoid volvulus and did a siginoidoscopy to try to detorse the sigmoid He said you pass the scope and see some bluish spots in the siginoid and then you can't pass the scope any further. I said I would explore the patient.

He said at operation you find a siginoid volvulus. Which way do you untwist it? I said I wasn't sure, I would look at it and figure it out. He said you detorse the sigmoid and the signioid looks pink and viable, but the colon is very dilated. I said I would place a rectal tube and close, then plan to prep the patient and do a sigmoid resection with primary anastomosis during this admission.

He said what if the signioid was not viable? I said I would do a colostomy and mucous fistula.

2. Ryan: 50 year old banker with asymptomatic carotid bruit. Duplex shows 50% internal carotid stenosis.

I took a history regarding smoking, HTN, diabetes, etc., and asked for any symptoms of amaurosis, numbness, weakness, etc., and all negative. Did physical exam checking all pulses, and abdomen. Normal pulses.

I said I would place him on aspirin and repeat Duplex in 6 months.

3 months later he has a stroke, and his symptoms resolve over 72 hours. CT scan shows a small stroke on the side of his stenosis. Repeat Duplex now shows high grade stenosis. I said even though his symptoms resolved, I would wait about 6 weeks and plan on doing carotid endarterectomy after obtaining an angiogram. In the meantime I would keep him on aspirin. Anything else? No.

She then asked how I do CEA and I discussed the procedure. She also asked what I tell the patient preop about the procedure and the complications.

3. Bland: -40 year old woman comes to you because she is unhappy with her previous surgeon.

She had a breast lump that was biopsied and the surgeon recommended mastectonry and she didn't like that. Her mother died of breast cancer and she is very concerned The lump was in the upper outer quadrant of the left breast.

I said I wanted to review the path report and slides. He said you trust the pathologist, and she actually has the slides with her, and the report is DCIS, -0.8cm, with comedonecrosis. He asked what DCIS was, and what comedonecrosis was.

After ftuther history for risk factors and an unremarkable exam, I said I would offer wide excision and radiation. The patient was concerned about radiation and asked if she really needed that. I said yes. He said what if there was no comedonecrosis? I said I would still radiate. She said she heard you also have to take the lymph nodes. I said you don't have to do lymph node dissection for DCIS.

He said you do your wide excision with 1-2cm margins and on frozen section all margins are positive for DCIS. I said in this case I would do total mastectomy. He said would you still do radiation? No.

He said what if she asked about immediate reconstruction and asked me about skin sparing mastectomy. I said I would certainly offer her that. He asked if she can keep her nipple with skin sparing mastectomy and I said no and explained the procedure. 

4. Ryan: You are doing a spIcnectomy for ITP on a 45 year old woman, and you notice a 5cm solid appearing mass of the left ovary. What do you do?

I said I would do washings for cytology, biopsy the diaphragms and omentum, but otherwise leave the ovary alone and do the splenectonry. I explained that I have no exposure to the pelvis and I am operating on someone with M. I would plan on working her up for her ovarian tumor and plan on taking her back.

How would you work her up? CT scan of the abdomen and pelvis, CXR, platelets, LFr's, CA125, possible bone scan. CT scan shows the solid mass, some inflammation in the LUQ from your splenectomy, and no evidence of metastasis. CA- 125 is 40. Do you know what normal is? No.

 I asked if my previous biopsies showed anything and they were negative. I said the treatment of ovarian CA is TAH-BSO, and I would ask for the help of the GYN-oncologist. She said where you practice there is no GYN and you are the only surgeon.

I said I would do washings again with biopsies, and would do a salpingo-oopherectomy on that side and get frozen section. She said there is no question about the frozen section and it is adenocarcinoma. I said I would complete the TAH-BSO, do omentectomy, and lymph node dissection. Which nodes? Paraaortic and pelvic lymph nodes.

This time the biopsies show small foci of metastasis. She needs chemotherapy. What chemotherapy? Cis-platinum and cyclophosphamide.

                       General Surgery Oral Boards 1998

My first room involved board examiner Lawrence Cheung and a local examiner named John Roberts.

The first question dealt with management of small bowel obstructions. They wanted to know the difference between partial and complete bowel obstructions and the differences in management. They went on to present a case of postoperative enterocutaneous fistula, and how I would manage that. Their second scenario dealt with a young woman with an elevated calcium level and the workup involved in that, ultimately leading to a parathyroid adenoma. They wanted to know the surgical approaches and management. The third scenario involved the differential diagnosis of a liver mass found incidentally in a young, healthy man. Finally, they showed me a barium esophogram of an apple core lesion in the mid-esophagus and we went through the entire workup of esophageal cancer. I was asked to describe an esophagectomy in fair detail, including the type of reconstruction and anastomosis.

My second room involved a board examiner named David Heimbach and a local examiner named Jeffrey Peters. This room largely dealt with critical care and trauma. The first scenario was very straightforward and was basic ventilatory management. They started with a patient who was already on a ventilator and went through several different scenarios, discussing different ventilatory problems, ultimately taking a patient down a road of severe ARDS with increasing peak pressures and the management of this problem. Next was a scenario of a postoperative patient of one of my partners who developed an evisceration while on the floor, and the management of this. Interestingly, this patient was severely hyperkalemic and they wanted to know the treatment options for hyperkalemia and any anesthetic concerns. The following scenario involved a young trauma patient with a handlebars injury of the abdomen, who was vomiting and presented over 24 hours after the injury. The diagnosis of duodenal hematoma was suspected and confirmed on gastrografin esophagram. They then asked about the management of a duodenal hematoma in young child. Next was a profoundly hypothermic patient who was agonal and they asked about different options for warming the patient, and which one I would use. Finally, they presented a scenario of intraoperative coagulopathy, and the differential diagnosis and management thereof. My third room involved a board examiner named George Sheldon and a local examiner named Karen Deveny. This room was pretty much straightforward bread and butter general surgery. The first scenario involved a rectal cancer. The lesion was moved throughout the exam from 4-5cm up to 8 or 9cm, and the management options for different levels, the preoperative workup and postoperative course. I know they like the preop use of an endorectal ultrasound for staging purposes. The second scenario was a patient who was several weeks out from a small acute myocardial infarction who developed a cold leg and needed a workup, and ultimately a femoral thrombectomy under local. The third scenario was a breast cancer. Again, the examiner would change the size of the lesion and the nodal status, asking the treatment of various lesions and all the surgical and adjuvant therapy options. The final scenario was young woman, otherwise healthy, with right lower quadrant pain, the differential diagnosis involved, and preoperative workup. 

My general impression of the exam was that it was very fair, although I felt that the exam I took the first time was very fair, as well. Obviously, being prepared for the exam is the ultimate key. I did not feel the examiners at any time attempted to trick or lead me down the wrong road. Nervousness is obviously a huge factor, and for some reason I was much more relaxed during the second time. I would encourage the residents to hone in on basic general, vascular, trauma, and critical care, and not spend an inordinate amount of time studying pediatric surgery, head and neck, GYN, or urology. Hopefully, these scenarios will be somewhat helpful. If you ever get the opportunity to visit Montana, please don't hesitate to give me a call. 

                                 Oral Boards

                                  12/16/98

                            Raleigh-Durham, NC

Room One: Donald Kaminski and Leslie Taylor

Question 1.

LT: You have a patient who is four days s/p ex lap, LOA for SBO now with drainage from the upper aspect of the midline wound.

Me: Is there any other relevant history?

LT: None.

Me: I would do a physical, concentrating on lung and abdominal exam, and obviously looking at the wound.

LT: The patient was febrile; now she is afebrile after the wound was opened by the intern on the floor. Otherwise she is non-toxic, VSS. The upper part of the incision is open, draining bilious-appearing fluid. There is no erythema or other evidence of wound infection. Rest of PE is unremarkable.

Me: It sounds like an entero-cutaneous fistula; the key is nutrition. I would place a feeding tube, start elemental tube feeds, and check fistula output.

LT: The fistula output which was initially about 2L increases to 3L with TF.

Me: I stop TF, start TPN, somatostatin, H2-blockers. What happens?

LT: Fistula output remains 1.5 to 2L/day. Pt. is complaining that the skin around the wound is sore, irritated. Do you want to do anything about that?

Me: Oh. [Realize I forgot to address skin care with initial management] Place duoderm around wound to protect skin; place ostomy bag to protect skin and quantitate fistula output.

LT: What is your assessment?

Me: High-output fistula, does not appear to be resolving with non-operative management. My nutritional support is adequate?

LT: How do you assess?

Me: Check pre-albumin, albumin, UUN.

LT: They're okay.

Me: If fistula not responding to non-operative management, must operate to take down fistula. [I wanted to say I would try more conservative management, but she seemed to be pushing me to operate.]

LT: Anything you want to do before surgery?

Me: Fistulogram.

LT: UGIS with SBFT shows a proximal jejunal fistula.

Me: Okay, I will take the patient to OR because non-operative management does not seem to be working, assuming nutritional support is adequate. No evidence of cancer or Crohn's at first laparotomy?

LT: No.

Me: Then needs OR.

LT: What are you going to do?

Me: Re-explore through midline laparotomy, identify the fistula.

LT: You see in the proximal jejunem a stitch used to close on prior laparotomy.

Me: Oh. [Realize I did not state differential dx of enterocutaneous fistulae: FB, Ca, Crohn's, distal obstruction etc. Think, did they ask?] I remove the stitch, take down the fistula, resect that portion of small bowel.

LT: Then what?

Me: End-to-end anastamosis, double-layer hand-sewn.

LT: What do you tell the pt?

Me: Fistula was result of technical error during first surgery.

Question 2.

DK: A forty-year-old man presents to your office, sent from his internist with a suspicious pigmented lesion on his left temple.

Me: History: how long? recent changes? sun exposure? previous similar lesions? previous surgeries for lesions? etc.

DK: Several month duration, recently maybe gotten bigger. Nothing else.

Me: More history: hx of dysplastic nevus syndrome, family hx, hx radiation.

DK: Nothing.

Me: Complete PE: especially lesion itself, LN; disrobe pt, examine all the skin.

DK: Fair-skinned male, no other lesions; 1 cm pigmented irregular lesion on L temple; one enlarged L neck node.

Me: At the office at this time, excisional bx under local, FNA of neck node.

DK: Okay, bx shows malignant melanoma, superficial spreading type with depth of 2 mm. FNA of

neck node positive for melanoma. What do you want to do?

Me: Re-excision of primary lesion area with 1 cm margins, primary closure if possible without tension.

DK: Too much tension.

Me: Then full-thickness skin flap from behind the ear.

DK: From the same side?

Me: No, the other side.

DK: Anything else?

Me: Excisional bx of neck node with frozen section, plan on radical neck dissection and superficial parotidectomy if positive.

DK: Where would you make incision for bx?

Me: In line of potential radical neck dissection incision.

DK: Describe the surgery.

Me: [Gulp] Re-excision of primary. Superficial parotidectomy with preservation of facial n through pre-aurical incision. [Showed them on my face where] and extend the incision to incorporate radical neck with extension medial mandible, short vertical incision and then another curvilinear incision from anterior border of trapezius to sternal notch.

DK: How are you going to spare the facial n?

Me: Identify the main trunk at its origin, dissect out its five branches.

DK: How?

Me: Posterior flap toward mastoid. Cartilaginous portion of ear as landmark to main trunk of facial n.

DK: Do you have to do a radical neck dissection?

Me: Probably modified radical neck dissection is sufficient, however, I have not done one before, could not describe as well.

DK: [Little smile] Okay, surgery goes well, two positive nodes. What else can you do for patient?

Me: Interferon, IL-2. However that would be on protocol basis.

DK: Okay, on your post-op CXR you see a solitary nodule in the lung.

Me: [Kicking myself. I can't believe I forgot to mention pre-operative staging.] Of course I would have done that pre-op [pathetic grin on my face]. Needs tissue diagnosis: metastatic melanoma vs second primary. CT-guided needle bx.

DK: Needle bx shows melanoma. What do you want to do?

Me: If I have controlled the primary, and there is no other evidence of any other metastatic disease, I would resect. 

Question 3.

LT: You have a forty-year-old woman who comes back to your office 2-3 days after uneventful lap chole c/o same type vague pain in RUQ, not feeling well.

Me: Any other history? Fever/chills, type of pain@

LT: [Interrupts] Nothing, except for what I said.

Me: Physical, looking at sclera for icterus, breath sounds, abdominal exam, check incisions, obviously.

LT: Nothing except vague RUQ tenderness. Incisions are fine.

Me: Lab tests: CBC, LFTS, CXR.

LT: WBC 16, LFT's okay, except bili is 2.

Me: RUQ US

LT: Fluid collection consistent with biloma.

Me: ERCP.

LT: ERCP shows leak from cystic duct stump, like your clip fell off.

Me: I tell endoscopist to do a sphincterotomy, place a stent.

LT: [Slightly surprised look on her face?] Really? How would that work?

Me: With spincterotomy and stent, would allow bile to follow path of least resistance into duodenum.

LT: And the open cystic duct?

Me: Would place stent past cystic duct stump, and with stent and sphincterotomy, bile would preferentially go into duodenum, allow cystic stump to close on its own.

LT: Okay, lets change the scenario. ERCP shows common duct injury.

Me: I would repair primarily over T-tube as a stent.

LT: Describe that to me.

Me: Ex lap, Kocherize the duodenum, dissect hepatoduodenal ligament, identify the injury in the duct, if possible, repair primarily with T-tube as stent.

LT: And if the common duct is completely transected and there is a lot of inflammation?

Me: I would do a Roux-y choledocho-jej.

LT: How many cm is your Roux limb?

Me: Forty cm. 

Question 4.

DK: You have a seventy-year-old woman who come to your office c/o vague substernal chest pain, maybe some reflux [?], occaisonal regurgitation of undigested food.

Me: History: I want to rule out cardiac etiology of pain; duration of symptoms, characteristic of pain.

DK: History is as I told you. Pain does not seem cardiac in origin.

Me: Physical, especially lungs to rule-out aspiration pneumonia, heart sounds, abdominal exam.

DK: PE does not show much.

Me: Gastrografin swallow. [I meant Ba, but before I could say so, DK hands me an x-ray]

Me: It looks to me like a type II esophageal hernia with stomach in the chest. Assuming that she has no other medical conditions precluding surgery

DK: She's okay.

Me: I would tell the patient that she needs surgery because of the potential for gastric volvulus or incarceration which is a potentially fatal thing.

DK: Anything you want to do before surgery?

Me: [Thinking hard] No.

DK: How do you do the surgery?

Me: Laparotomy. First step is reduction of the hernia, second dissection and ligation of the sac, third repair of the hernia defect.

DK: Okay, so you have dissected the gastrohepatic ligament, and both crura of the diaphragm, reduced the hernia and dissected the sac. When you attempt to repair the defect, on the left side you have no good diaphragm fibers to work with. There's just a large hole.

Me: I would use mesh then.

DK: Where would you put it?

Me: I would stitch it into place peripherally, and then approximate it to the right crus posteriorly to re-establish a tight hiatus.

DK: Anything else? How would you keep the stomach in the abdomen.

Me: Presumably if the open in the reconstructed hiatus is small, it should not be a problem.

DK: Anything else?

Me: [Thinking hard] I could put a suture from the stomach to the abdominal wall.

DK: What kind of suture?

Me: Heavy silk.

DK: What are you going to do about her reflux symptoms?

Me: [Somewhat stunned] Oh, I did not realize she had reflux symptoms. [That must have been the chest pain he was describing] If she had reflux then pre-op I would have gotten 24-hour pH studies to correlate her symptoms with reflux. And if she had reflux, I would also do a fundoplication. This would also help keep the stomach in the abdomen. [I realized at this point that this is what he had been getting at.]

DK: Good luck.

Me: Thank you. [I need luck?!] 

Room Two: Bradley Rogers and Douglas Tyler

Question 1.

DT: You have a seventy @year-old pt that you have just done a AAA on. The operation went well and you are in the cafeteria having a cup of coffee when the nurse calls and tells you that the patient, who had been fine, is hypotensive, BP 80's, HR 120's.

Me: I tell her to give a liter bolus of LR, and I go evaluate the patient. Presumably before I operated I knew the patient's history. Any cardiac history, or other medical history that is important?

DT: Maybe a little cardiac history, nothing much; nothing on history that is remarkable.

Me: [?] I am with the pt now, what do I see on physical? I look at the monitor, I listen for breath sounds I look at the abdomen.

DT: The pt has received the liter bolus and BP and HR have responded a little to SBP 100's, and HR 100's. Monitor shows some nonspecific ST changes. Breath sounds are clear, abdomen is non-distended.

Me: Is the patient extubated? Alert?

DT: He's extubated, alert.

Me: Okay, his A and B are fine, however, he is still somewhat hypotensive. I want to check his urine output.

DT: Well he's only been in the recovery room for about fifteen minutes. You can't tell if the urine is from the case or from the RR.

Me: Okay, I want the nurse to send off a CBC, renal panel, CPK with MB fraction. I want an EKG. I want to make sure he is not bleeding; I want to review the anesthesia record to see if there was anything that happened during the case that I did not know about, if the patient was under resuscitated during the case.

DT: You do those things, I while this is happening, the patient drops his pressure again. CBC shows his Hct is 38, which is what it was pre-op. EKG shows some non-specific ST changes. Everything else is normal.

Me: At this point I am worried that the patient is hypotensive again. I do not want to keep bolusing a seventy-year-old with more monitoring. I would place a Swan.

DT: Okay, you put your Swan in, and you see that the wedge is four, the SVR is 1800 and the CO is 2.

Me: These are all consistent with severe hypovolemia. Since the abdomen is not distended, and the Hct is unchanged I will assume that he is not exsanguinating, but just under resuscitated. I will give him another liter bolus.

DT: Okay, you do this, and his wedge comes up to twelve.

Me: In a seventy-year-old, I would probably push the wedge up to fifteen.

DT: Okay, you give him fluid until his wedge is fifteen. What if he is still hypotensive, and his cardiac output are still low?

Me: Then, especially with the EKG changes, I am worried that there is a cardiogenic component to his shock, and that he may have had an MI. I would also start a nitroglycerin drip.

DT: What do you want to do about the cardiogenic shock?

Me: The only choice you have if the cardiac output is still low and the patient is resuscitated, at least according to the Swan, is to start pressors.

DT: Which one?

Me: Dobutamine. 

Question 2.

BR: You are in the emergency room when a twelve year-old boy comes in. He fell off his bike yesterday, hitting his abdomen against the handlebars. He initially felt okay, but since then has been complaining of progressive abdominal pain. Overnight he was unable to eat, and he vomitted once. What is your differential diagnosis?

Me: Given what you have described, I would say he could have a duodenal hematoma, a pancreatic injury, a small bowel injury, or it could be as simple as an abdominal wall hematoma.

BR: What test would you use to distinguish?

Me: Well, assuming there is no more relevant history, and there is nothing obvious on physical exam.

BR: He has some moderate epigastric tenderness.

Me: Since he is a while out from his injury, I assume that he is hemodynamically stable enough to get an abdominal CT.

BR: Abdominal CT? With contrast?

Me: With IV and po contrast.

BR: Okay, you get the contrast and it shows po contrast getting past the pylorus, but stopping between the second and third portion of the duodenum because of a compressing duodenal hematoma.

Me: Okay, at this point I would place an NG tube and attempt to treat this non-operatively to see if this resolves on its own.

BR: How would you do that?

Me: I would check NG residuals daily.

BR: Okay they are 250, then 200, then 200.

Me: I want an UGI.

BR: The UGI shows the same thing: contrast stops between the second and third portion of the duodenum.

Me: This is the fifth day after the accident, with no resolution of the duodenal hematoma. This to me is a failure of non-operative management. At this point, especially based on the UGI, I would operate.

BR: What would you do?

Me: Exploratory laparotomy, Kocherize the duodenum, identify the hematoma.

BR: The hematoma is where you would expect based on the x-rays.

Me: Then I would evacuate the hematoma. I would do a longitudinal duodenotomy over the hematoma and

BR: You would open up the mucosa of the duodenum?

Me: No. I misspoke. I would evacuate the hematoma without entering into the duodenal lumen.

BR: Let's change the scenario. The CT shows a pancreatic injury in the body of the pancreas.

Me: I want to know how bad the injury is on CT.

BR: What do you mean?

Me: I want to know if the duct is disrupted.

BR: You can't tell on the CT.

Me: Then I would get an ERCP.

BR: Pediatric ERCP?

Me: Yes.

BR: Okay, the ERCP shows the duct is disrupted, and the pancreas is nearly transected.

Me: Then I would perform a distal pancreatectomy.

BR: What about the spleen?

Me: In a child I would preserve the spleen.

BR: How would you do that?

Me: It would mean a fairly extensive dissection of the pancreas off the splenic artery. 

Question 3.

DT: You finished the first case, and now you have just done an LAR on a sixty-year-old man. During the case, there was a period when anesthesia was not in the room and you lost a little blood, and the patient was hypotensive for about fifteen minutes. Anesthesia came back, resuscitated the patient, and everything else was fine. You are in the cafeteria having a cup of coffee when the nurse calls you and tells you since the patient arrived in the recovery room an hour ago, he has made 5-10 cc of urine.

Me: Everything else is fine? The pt's stable, extubated?

DT: Aside from what I told you everything is fine. Pt's extubated, alert, stable. He just hasn't made urine since the case.

Me: First I would tell the nurse to flush the Foley to make sure there was no mechanical obstruction of the Foley.

DT: She puts in 20cc and gets back 22.

Me: Okay, by this time I am at the pt's bedside. I assume there's nothing else of importance in the history: no cardiac or renal history?

DT: No.

Me: Then I would do a physical exam, listening for breath sounds, heart sounds, looking at the abdomen for distension.

DT: What are you looking for?

Me: If the patient is oliguric now, before I bolus with fluid, I want to make sure that the patient is not in fluid overload.

DT: There's no evidence of fluid overload.

Me: Then I would give a liter fluid bolus.

DT: You do this, and you return to the cafeteria, and the nurse calls you back an hour later, and tells you that the pt has made only ten cc of urine over the past hour.

Me: How is the physical exam now?

DT: Now you hear some rales in the bases bilaterally, and the patient is complaining of some SOB.

Me: I would place a Swan at this point.

DT: You place the Swan, and as you would expect, the wedge is high, twenty, with a CO of 3. What are you thinking at this point?

Me: At this point, I'm worried that even though the pt is resuscitated, that he is still not making adequate urine. Especially given the episode of hypotension in the O.R., I'm worried that he is in acute renal failure. The oliguria could be pre-renal, renal, or post-renal in origin. The way I would differentiate pre-renal from intrinsic renal ATN would be to obtain serum and urine lytes and creatinine. Post-renal cause would be bilateral ureteral injury, which is fairly unlikely; if there were a strong suspicion of that, you could get an IVP which would demonstrate extravasation.

DT: Labs are consistent with early renal failure, now what?

Me: I would attempt to convert it from oliguric to non-oliguric renal failure. I would start renal dose dopamine and give high-dose Lasix, 100mg; I would decrease the IVF and remove the potassium, as well as adjusting drug doses and stopping any potentially nephrotoxic drugs.

Question 4.

BR: An eight-year-old boy is injured after falling from a swing. On arrival to the ER he is lethargic, with a SBP of 70, HR 120's. He has this CXR. [He hands me a picture of CXR that I interpret as a L diaphragmatic rupture with a gastric air bubble in the L chest.]

Me: This looks to me like a ruptured L hemidiaphragm.

BR: How would you know for certain?

Me: Repeat the CXR after placing an NG tube, which I would do, assuming there were no facial fractures; it should show up in the chest.

BR: Okay, you place the NG and it goes into the abdomen.

Me: [Surprised. I look carefully at the photo] This could also represent a hemothorax or a massive pulmonary contusion. [I don't see any obvious pneumo. The CXR clearly shows increased density in the L hemithorax, with what appears to be a gastric air bubble in the L chest.] Are the breath sounds decreased on that side?

BR: Yes, the breath sounds are decreased on the left.

Me: [Still looking at the photo] Then I would put a chest tube on the left.

BR: Would you do anything else?

Me: With this CXR, decreased breath sounds, and the patient in shock, I would place a L chest tube.

BR: What size?

Me: In an eight-year-old, a 24 or 28 French, depending on how big the kid was.

BR: You place the chest tube, and you get 250 cc of blood as well as a large continuous air leak.

Me: 250 cc of blood represents a significant amount in an eight-year old. And the air leak you're describing sounds to me like a bronchopleural fistula, so I'm worried about an airway injury. I would take the patient to the OR.

BR: Anything else before the OR?

Me: I want to do a bronchoscopy to see if I can identify the injury.

BR: Where?

Me: In the OR.

BR: You do the bronchoscopy and you see a stellate laceration of the LLL bronchus.

Me: So I definitely need to operate.

BR: How are you going to position the patient?

Me: Before that I have to rule out intraabdominal injury, which I would have done with an abdominal ultrasound. If I saw no intraabdominal fluid, and I was certain that there was no intraabdominal injury, I would place the pt in the right lateral decubitus position and do a posterolateral thoracotomy in the 6th interspace.

BR: How are you going to ventilate?

Me: I don't think they make pediatric double-lumen ETT. During the bronchoscopy I would place a bronchial blocker into the L mainstem and selectively ventilate the R lung. Or you could use jet ventilation.

BR: You perform the thoracotomy and you identify a laceration in the distal trachea and in the LLL bronchus. How are you going to repair it?

Me: Primarily, with interrupted absorbable sutures.

BR and DT: Good luck.

Me: Thank you. [I need luck?!] 

Room Three: Stanley Dudrick and Jeffrey Fair 

Question 1.

SD: A sixty-year old man comes to your office because his internist was concerned about a new rectal mass. He doesn't have any other medical problems, just this mass.

Me: No other relevant history?

SD: No.

Me: I would do a complete physical exam, concentrating on abdominal exam, looking for any signs of adenopathy, and obviously rectal exam.

SD: On rectal you feel a 4 cm mass on the anterior aspect of the rectum, approximately six cm from the dentate line, with a harder central area within the mass itself.

Me: I would do a rigid sigmoidoscopy at that time and try to obtain an incisional biopsy.

SD: You do this. Anything else?

Me: Not with unprepped bowel. While I was waiting for the path, I would have the pt's bowel prepped and have him undergo a full colonoscopy to rule out synchronous lesions.

SD: Okay, there's nothing else in his colon. The path comes back. He has a 4 cm sessile villous adenoma with a small portion that has carcinoma-in-situ. What do you want to do?

Me: I would obtain an endorectal US for staging, looking for depth of invasion and enlarged perirectal lymph nodes.

SD: US shows this is a superficial lesion. There are no enlarged nodes.

Me: I would also get a CEA and LFT's.

SD: Normal.

Me: I would do an LAR.

SD: [Slight look of surprise?] You do the LAR and the final path comes back as I said; it was a four cm villous adenoma with a focus of carcinoma in situ. Could you have done anything else?

Me: I suppose you could have done a transanal excision, but with a four cm lesion six cm from the dentate line I still would have done the LAR.

SD: [Looking at his fingers] This is four cm, not so big. Is there anything magical about 4 cm?

Me: I have never done a TAE on anything bigger than two cm. I would be worried about creating a stricture if I did a four cm lesion.

SD: [Slight smile] Okay. What if the final path shows an area of invasive carcinoma within the specimen? Does this change your management?

Me: [?] No.

Question 2.

JF: You did an otherwise uneventful AAA repair on a 60 year-old man. On POD 2 he c/o increased abdominal pain and he passes some guaic positive stool.

Me: Is there any other pertinent historical information? No problems with the surgery?

JF: The history is as I told you. The patient is otherwise fine, extubated, alert.

Me: Then I would proceed with physical exam, listen to breath and heart sounds, concentrating on abdominal exam.

JF: He has a low-grade temp, heart and lung sounds are fine; on abdominal exam he has bowel sounds, some mild to moderate tenderness in the LLQ.

Me: I want to do a rigid sigmoidoscopy.

JF: You see several patchy areas of erythema and duskiness in the sigmoid colon.

Me: It sounds to me like you're not describing full thickness necrosis of the bowel wall. At this time I want to get a CBC; I would start a second-generation cephalosporin and attempt to manage this non-operatively, with serial abdominal exams, CBC's and close observation.

JF: On the second day the pt c/o ongoing abdominal pain, low grade fever and he passes some more guaic positive stool.

Me: And his physical exam?

JF: He still has LLQ tenderness.

Me: If it the same, or better, I would continue antibiotics and treat him expectantly.

JF: Let's say the tenderness is slightly worse.

Me: Then I would take him to the OR for ex lap.

JF: On ex lap you see that the sigmoid colon is somewhat dusky.

Me: I would do a sigmoid colectomy with an end colostomy and Hartman's pouch.

JF: On this pt with low-grade fever and a fresh AAA repair, do you want to examine the graft?

Me: Yes. [Thinking] No. In fact, I would make an effort not to disturb the aneurysm sac with a fresh graft in it, since I am doing a contaminated case. 

Question 3.

SD: A 36 year-old woman comes to your office because she has noticed a mass in the upper inner quadrant of her L breast. She comes with a mammogram that also shows the mass. Want do you want to do?

Me: First I would start with a history. I want to know low long the mass has been there; I want to know specifically about things that would increase her risk factors for breast cancer. I would also do a complete history, looking at other medical problems.

SD: She had a maternal aunt who had breast cancer; otherwise the rest of the history is unremarkable.

Me: If there is no other relevant history, I would move on to physical exam. I would examine both breasts, supine and sitting. I want to palpate for adenopathy. I would also do an abdominal exam.

SD: Why?

Me: I want to feel for hepatomegaly.

SD: The physical reveals the mass in the breast. The other breast is normal, and there is no adenopathy.

Me: I would do an FNA of the mass at this visit.

SD: The FNA comes back with malignant cells.

Me: I would do an excisional biopsy; this could be cancer or DCIS.

SD: You do the biopsy and it comes back infiltrating ductal ca. ER/PR positive, PR more strongly than ER. What are you going to tell the patient?

Me: I would tell her that she has two options: she could have breast conservation, which would mean an axillary dissection, and post-op radiation; or she could have a modified radical mastectomy.

SD: She wants breast conservation. What if on the pathology, one of the margins is close?

Me: Presumably at the time of biopsy I would orient the specimen, ink the margins, so that I would know which margin was close. I would reexcise, taking care to stay out of the seroma cavity.

SD: You do this, and the path comes back negative. Now what?

Me: Then I would do the axillary dissection.

SD: How?

Me: A curvilinear incision between the pec major and the latissimus, removal of all the node-bearing tissue in the axilla, taking care to preserve the thoracodorsal n. and Bell's n.

SD: Are you familiar with sentinal lymph node biopsy?

Me: Only in the literature.

SD: Okay, you do the ALND, and it comes back with two positive nodes.

Me: I forgot, is the pt pre- or post-menopausal?

SD: Pre-.

Me: I would tell the patient that she needs chemotherapy.

SD: You would give the pt surgery, radiation and chemo?

Me: Yes.

SD: What kind of chemo?

Me: CAF: cytoxan, adriamycin and 5-FU.

SD: The patient says that she has been reading about breast cancer on the Internet, and she read that Adriamycin can cause heart damage.

Me: I would tell her that in an otherwise healthy young woman, her chances of having a problem are very small. However, if she were very concerned about it, you could substitute methotrexate for adriamycin.

SD: She tells that she has been reading on the Internet about Tamoxifen.

Me: I would tell her that Tamoxifen has never been proven to be of benefit in pre-menopausal women with breast cancer. 

Question 4.

JF: You are doing an appendectomy on an otherwise healthy 20 year-old woman. Everything you did before the case pointed to appendicitis. You do it through a McBurney incision, and you find a normal appendix.

Me: Everything in the history was negative?

JF: Everything in the history and physical pointed to acute appendicitis.

Me: I got a urine pregnancy test which was negative?

JF: Yes.

Me: What else do I see besides a normal appendix. The tube and ovary are normal? There's no creeping fat around the terminal ileum?

JF: You see a normal appendix. There's no creeping fat. The R tube and ovary are normal. There is a small amount of turbid fluid.

Me: If everything is normal, at this point I would do the appendectomy, close, and perform a laparoscopy.

JF: [Somewhat surprised] A laparoscopy? What else could you do?

Me: [Seeing what he wanted] Well before the laparoscopy, I would do as much as possible through the McBurney incision. I would run the small bowel, looking for a Meckel's; I would stick my hand in and feel the stomach and duodenum; I would try to feel the tube and ovary on the left.

JF: Okay, you do all that and do not find anything. So you do the laparoscopy and you see PID involving the L tube.

Me: If it's just PID, and there's no TOA, I would close at that point and start the pt on antibiotics.

JF: And if it was a TOA?

Me: The I would do a L salpingo-oophorectomy.

JF: In what situation would you do that rather than conservative management?

Me: If it is just PID, with inflammation, or even a hydrosalpinx, I would treat with antibiotics. If it is a large TOA, however, I would do the unilateral salpingo-oophorectomy. 

Question 5.

SD: [Looking at his watch] I think we have time for one more question. You have a forty-year old man who comes to your office. He c/o rectal pain and burning with defecation, and occaisonally some blood in his BM. On exam he has this. [Hands me a photo]

Me: This looks to me like anal condyloma. Anything else on history or physical?

SD: What do you want to know?

Me: I want to know how long this has been present, if he has any constitutional symptoms, if he engages in any sort of anal sexual activity.

SD: He denies it.

Me: I would also do a rigid sigmoidoscopy. [The third one in this room]

SD: You see some similar lesions in the rectum, nothing else.

Me: I would do an incisional biopsy of the lesion; and I would begin treatment with podophyllin.

SD: You would apply podophyllin to the rectal lesions?

Me: No. Those I would have to fulgurate.

SD: Okay, the patient comes back two weeks later very angry because the podophyllin burns. The path from the incisional biopsy comes back condyloma.

Me: Have they responded to the podophyllin?

SD: They are still there.

Me: I want to know exactly what happened with the podophyllin, whether they did not respond at all, whether they regressed and then came back. If they did not respond at all, I would be worried, despite the initial biopsy results, that I was dealing with some sort of anal cancer.

SD: Some of the lesions went away, some persist.

Me: I would take another incisional biopsy, and give another course of podophyllin.

SD: Okay, he comes back two weeks later, even more angry. He really complains about the burning with the podophyllin. What else could you do?

Me: I guess if the podophyllin did not work, I would cauterize the lesions.

Tips

This is essentially a verbatim (as much as I could remember) transcript of my board exam. In retrospect, there were many things I knew that I either forgot to say, or said in a sort of disorganized way. The key to the exam is to stay organized, and the key to staying organized in this sort of stressful situation is to have practiced, many times before, orally, before actually taking the test. I did pass.

My preparation consisted of:

Reading the latest edition of Cameron essentially cover-to-cover. Parts of Cameron were weak; those chapters needed to be supplemented by a good surgery textbook such as Greenfield.

Reading the Safe Answers for the American Board of Surgery Certifying Exam cover-to-cover. This was an extremely helpful, concise book to study from.

Reading the MD Anderson Surgical Oncology Handbook cover-to-cover. This was a nice, slightly dated summary of essentially everything in surgical oncology. It is very well-organized and easy to read.

Reading and answering a stack of old oral exam questions. There are many questions that recur; recognizing a question immediately obviously helps.

Doing mock orals with multiple attendings. Listening to questions and practising oral responses to those questions is a must. Regardless of how well you know the material, it is another thing altogether to be able to speak about it in an organized, systematic way.

This is a guideline, reportedly written by David Feliciano,MD about how the examiners organize The Orals.

Room 1

A

B

C

D

Stomach

H&N

Liver

Esophagus

Duodenum
Thyroid

Biliary tract
Lung

Small bowel
Sarcoma GB
Diaphragm
Pancreas

Room 2

A

B

C

D

Burn

Organ injury
Electrolytes
Shock

Cardiac dysfx
Extremity injury
Nutrition
Sepsis

Pulm dysfx
Organ failure
Multitrauma
Pre/post-op care/Trauma priorities

Room 3

A

B

C

D

Colon

Arteries/Veins
Breast

Appendix

Rectum

Anus

Hernia

Endocrine

Grades: 3 - 7:
3 = critical fail; 4 = clear fail; 5 = indeterminate; 6 = clear pass; 7 = high pass

Must pass 2 out of 3 rooms: automatic fail if no grade >5; any grade 3 mandates discussion, reappraisal

Qualities of candidate: Recognizes basic problems; gathers, analyses data; uses an organized, logical approach to arrive at diagnosis; realistic, safe, effective solutions; prompt but flexible solutions, ie management of complications; demonstrates knowledge of technical aspects/anatomy; establishes priorities rationally, and select viable options.

