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1. The following are features of achalasia cardia Type 2 except
100% failed peristalsis

DCl is >450 mmHg

Pan Esophageal pressurisation seen for atleast 20% swallows
IRP is > 15 mmHg

oo op

Ans. B DCI > 450 mmHg

(Ref Shackelford page 120)

Due to pan Esophageal pressurisaticrthe DCI cannot be measured in Aclesia cardia Type 2.
Type Il achalasia (with esophageal compression): It is defined as 100% failed contraction and
panesophageal pressurization for at least 20% of swallows

=A =

2. Regarding recurrent laryngeal nerve false statement is
a. Right RLN hooks around theight SCA and left RLN hooks around the Arch of aorta.
b. Non recurrent laryngeal nerve is seen in 0.1% cases on the right.
c. During cervical esophagus dissection we must use retractor to retract trachea.
d. Injury to both recurrent laryngeal nerve results inStridor

Ans. C. During cervical esophagus dissection we must use retractor to retract trachea

(Ref. Shackelford page 33)

1 The right nerve recurs posteriorly around the right subclavian artery, while the left nerve recurs
around the aortic arch.

1 Both reaurrent nerves ascend in the tracheoesophageal groove, although the left nerve comes closer to
the esophagus, since the cervical esophagus deviates to the left and the right nerve recurs around the
subclavian more laterally.

1 A nonrecurrent nerve occurs raely on the right with incidence of 0.1% of patients on the right, with
none on the left.

1 The fat in the tracheoesophageal groove containing the nerve should be sharply dissected from the wall
of the esophagus, and care should be taken to gently retract ttrachea medially with a finger to expose
the esophagus, avoiding the use of any metal retractors on the nerve.

3. During calculation of Demeester score z the following factors are used except
a. Total time pH<4
b. Upright time pH<4
c. Supine time pH< 4
d. Number of episodes > 10 minutes

Ans. D. Number of episodes >10 minutes

(Ref Shackelford page 45)

The following are factors are used in Demeester calculation
Total time pH < 4

Upright time pH<4

Supine pH <4

Number of episodes > 5 minutes

Number of episodes

= =4 =8 =4 =
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1 Longestepisode
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come under which grade
a. Grade B
b. Grade C
c. Grade D
d. Grade E

Ans. B. Grade C

(Ref. Shackelford Page 51)
Los Angeles Classification of Reflux esophagitis

Grade Findings

A One (or more) mucosal breako longer than 5 mm that does not
extend between the tops of two mucosal folds

B One (or more) mucosal breaknore than 5 mm long that does not
extend between the tops of two mucosal folds

C One (or more) mucosal break that is continuous between the tops (¢

two or more mucosal folds, but which involvedess than 75% of
the circumference

D One (or more) mucosal beak that involves at least 75% of the
esophageal circumference

5. False statement about the Pseudoachalasia is
a. Itis due to mural infiltration by tumors at GEJ
b. Diagnosis is suspected as the patients are older and rapid dysphagia seen
c. Many cases will haveno intramural mass on endoscopy or esophagogram
d 4EA 1 AT COE 1 £ "EOA8O0 ARAE EO OEI OOAO OEAT Al AO

1108 $8 4EA 1 ATCOE T £ "EOAGO0 AAAE EO OEI OOAO OEAT A

(Ref. Shackelford page 64)

1 Pseudo achalaia results from mural infiltration by malignancies at the GEJ.

9 Barium mimics Classical Achalasia and in many cases, no intraluminal mass is demonstrated by
esophagram or by endoscopy.

1 Inthese cases, the diagnosis is often suspected because of the ol of the patient and the rapid
onset of dysphagia.

 One paper suggests thatthe AT COE 1T £ OEA OAEOA80O AAAESG EO COAA(
than in those with classic achalasia.

1 When pseudo achalasia is suspected, CT of the chest and abdoméh intravenous contrast material
sometimes demonstrates the infiltrative intramural mass.

6. Asian investigators used the following zone junctions of veins using Narrow band imaging
endoscopy to identify the Esophago gastric junction
a. Truncal zone with perforating zone
b. End of perforating zone
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c. End of palisade zone

d. Gastric zone joining with perforating zone

Ans. C. End of palisade zone

(Ref Shackelford page 87)
9 Asian investigators use the end of the esophageal palisade vessels as their landmark forGiis)

1 Anatomic studies of the GEJ have revealed four distinct zones of venous drainage, including a gastric
Zone, a palisade zone, a perforating zone, and a truncal zofisee image)

1 The palisade zone comprises a group of fine, longitudinal veins locatkatgely within the lamina
propria of the distal esophagus.

1 The palisadevessels pierce the muscularis mucosae distally to join the submucosal vessels of the gastric
zone and proximally to join the submucosal vessels of the perforating zone.

Esophagus

Truncal zone

Perforating zone

Palisade zone

Gastric zone

Stomach

1 The palisade vessels can be difficult to visualize by conventional endoscopy, especially if there is
inflammation in the distal esophagus.

1 The appearance of these vessels can be enhanced by narrow band imaging endoscopy, which uses
primarily blue light that penetrates only the superficial layers of the mucosa (where the palisade
vessels are found) and that is absorbed by the hemoglobin within the vessels

7. Regarding LINX procedure z False statement is

Done by laparoscopic approach in a shorter time compared withISSEN wrap
The most important contraindication is the need of MRI > 1.5 tesla

LINX is ideal for patients with Sliding Hiatus hernia > 3cm also

LINXz the most common cause for failure or removal is recurrence of symptoms
,).8 EO 110 APDPOds€8AA £ O "1 22%430 #

PO TO

Ans. C LINX is ideal for patients with Sliding Hiatus Hernia >3cm also
The contraindications for LINX ( Exclusion Criteria)
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History of dysphagia,

Previous upper abdominal surgery,

Previous endoluminal anti reflux procedures,

Sliding hiatal hernia greater than 3 cm,

Esophagitis greater than grade A

Presence of histologically documented Barrett

Motility disorders in esophagus

= =4 =4 = -8 =8 =9

LINX is done by laparoscopy is a shorter time compared to 86EN ( average time< 1 hour)
The current contraindication to undergo scanning in MRI systems greater than 1.5 Tesla, and the potential
long-term consequences of a permanent foreign body implant.

8. Regarding reoperation for failed fundoplication procedure z which of the following is not the
corr ect statement?
a. Firsttime failure in non obese patient may undego redo fundoplication
b. Collis gastroplasty for shortened esophagus
c. Redo fundoplication can be advised for 1 time failed Obese patients
d. Esophageal resection advised if there is stricture seen lower esophagus

Ans. C. Redo fundoplication can be advised fbttime failed obese patients
(Ref Shackelfor Page 272, table 23.2)

As per the tablez even the Fttime failed OBESE patient must under gdroux en Y gastric Bypass or
Gastrectomy with Esophago jejunostomy

1
TABLE 23.2 Indications for Reoperative Procedures

Procedure Indication

Redo fundoplication First-time failure in a nonobese
patient (consider Toupet
fundoplication for patients with
esophageal dysmotility)

Collis gastroplasty or Any reoperation involving a short

wedge fundectomy esophagus or hiatal hernia (use
with caution in patients with
esophageal dysmotility)

Roux-en-Y gastric First-time failure in an obese
bypass or patient
gastrectomy/ Multiple prior antireflux procedures
esophagojejunostomy Impaired gastric motility
Esophageal or Esophageal stricture
gastroesophageal Barrett esophagus with high-grade
junction resection dysplasia

Severely scarred gastric fundus
from multiple prior operations

9. Regarding the Para Esophageal hernias - False statement is
a. Type 2 is the true paraesophageal hernia
b. Intype 2 hernia GE junction is inside the abdominal cavity and fundus herniates posterior to
esophagus.
c. Type 4 hernia may havesmall bowel , colon and pancreas in mediastinum
d. Giant Paraesophageal hernia is one where atleast 50% stomach in mediastinum.

Nov T'2020 rrmsnext@gmail.com rrmnext.com 4



RRM'S Next PG/SS

)
@pfé\:’lj Medical Coaching

N rorpassenmances | Institute

RRMG6 S N E BVbck &ent s i

Ans. B. In type 2 herniaGE junction is inside the abdominal cavity and fundus heraies posterior to
esophagus.

(Ref. Shackedbrd page 279)
Para Esophageal hernia:
1 Types I, lll, and IV hiatal hernias are the paraesophageal hernias
9 Paraesophageal hernia is a true hernia with a hernia sac.
1 Fundus of stomach located above GE junction is the most important key feature
T Typell,orOOT 11 ET C6 EEAOAI dga#&ro fukddsDérniatedahtérior totiieAT OE A
esophagus, with a normally positioned intraabdominal GE junction.
4UPA )) EO Al O OAEAOOAA O1 A0 A OOOOA6G DAOAAOIE
Type Il hiatal hernias are a combination btypes | and Il, in which both the GE junction and a portion of
the stomacte usually the gastric fundu® herniate into the mediastinum.
1 Type IV hiatal hernias contain stomach and other abdominal organs such as small bowel, colon,
pancreas, or spleen in thenediastinum.
1 The termgiant paraesophageal herniaefers to large hiatal hernias where at least 50% of the stomach
is in the mediastinum or the hernia measures at least 6 cm on endoscopy.

=A =4

10. As per AJCC manual the node present in Subcarinal region in canc er esophagus is given number
a. 3

coo
© 00

Ans. B .7

(Ref. Shackelford Page 371)
Based on the image, this is a repeat questioSubcarinal node is given number7 node station. 20 is
coeliac node. 20 Nodal stations are given for Esophagus cancer.

11. SANOapproach in Esophageal cancer is a approach used in which of the following patients
a. Patients who completed neoadjuvant CRT and residual tumor present
b. Patients who completed neoadjuvant Chemotherapy and residual tumor present
c. Patients who completedneoadjuvant CRT and no residual tumor seen
d. After Definitive CRT

Ans. A Patients who completed neoadjuvant JRand residual tumor present
(Ref. Shackelford page 411)

o Neoadjuvant CRT has a significant downstaging effect on both the primary tumor and the
regional lymph nodes.

12. All of the following are true regarding liver morphogenesis except?
a. Hepatic competence precedes hepatic induction during morphogenesis
b. Hepatic canpetence is facilitated through expression of genes FOXAL and FOXA2 along with Gata
binding protein 3 and 5
c. Both FGF and BMP expression is required for hepatic induction, former is must whereas latter aides
induction
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d. Both HHEX and PROX are the transcription factors required for hepatic morphogenesis once
induction and competence is done
Ans: b
Gata binding protein 4 and 6
Ref: Blumgart 8" edition chapter 1 page 39
13. Among the parameters for measuring liver function following Portal vein embolization, w hich
among the following is true?
a. Kinetic Growth Rate (KGR) is Degree of Hypertrophy (DH) divided by number of days following PVE
b. KGR > 2.66% correlates with decreased post hepatectomy liver failure
c. Post PVE sFLR predicts 90 day post hepatectomy mortality
d. Unlike cardiac stress test, PVE does not estimate liver capacity to tolerate stress post hepatectomy

Ans: b
Ref: Blumgart 8" edition chapter 3 page 87

14. False regarding liver function assessment tests:

a.

b.

Hepatobiliary scintigraphy and MRI with GAEOBDTPA give idea of post resection liver volume and
functional

99mTc- GSA binds to hepatocyte receptors; 99mTDA derivatives are metabolized by the liver;
poor uptake of either are indicative of liver dysfurction

Lidocaine and galactose are completely metabolized by Liver and poor clearance indicates liver
dysfuction

MRI with liver specific contrast does not correlate with liver function post resection

Ans: C
Small amount in not metabolized by liver
Ref: Blungart 6t edition table 3.1

15. Which of the following liver intrinsic vasoactive substances can cause both vasoconstriction and
vasodilatation of liver microcirculation through different pathways and target cells

a.

b.
c.
d

Hydrogen sulfide
Carbon monoxide
Endothelin 1
Prostaglandin b

Ans: C
Endothelin is a predominant vasoconstrictor, but it dilates when it acts on Sinusoidal endothelial

cells through ETB2 receptors
Ref: Blumgart 6" edition Table: 5.1

16. Not true regarding liver atrophy

a.
b.

Biliary atrophy is caused byboth oncosis non ischemic necrosis and Fas ligand mediated apoptosis
Arterial ligation does not lead to atrophy however radioembolization with Yttrium and holmium
causes lobar atrophy
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c. Compensatory hypertrophy following atrophy is induced by TNF alpha froratrophy side Kupffer

cells and HGF from contralateral side stellate cells
d. Hilar cholangiocarcinoma is the most common cause for biliary atrophy

Ans: c. TNF alpha from contralateral side and HGF from atrophic side
Ref: Blumgart 6 edition, Chapter 6 pagel37

17. Scoring system for fibrosis of liver - all are true except
a. Ludwig score applies for PBC and PSC
b. Kleiner score applies for NAFLD
c. Atleast one stage of fibrosis difference is found between biopsies taken from right and left lobe of
liver in case of HCV iad NAFLS related fibrosis
d. Knodell scoring has three stages and Ishak score has 5 stages

Ans: D
Knodell- 2 and Ishakz 6 stages
Ref: Blumgart 8 edition. Chapter 7 page 159

18. Which among the following is true regarding epidemiology of HCC?
a. 5 years cumulatve risk of developing HCC in HBV catrriers is twice as high as the risk with HCV
carriers
b. Aflatoxin and other contaminants in diet contribute to increased risk of HCC in HBV and HCV
carriers in Asia when compared to Western world
c. Women with NAFLD have higherisk for developing HCC than men
d. Relative risk of developing HCC is 120 fold with HBV and 5100 fold in HCV

Ans: B
Ref: Blumgart é edition Chapter 9D, page 216

19. Which of the following regarding liver immunology is false?
a. IL-2,4,5,13,17 are adaptivémmunity cytokines whereas IL- 1,6,10 belong to innate immunity
b. Programmed death receptorl have a role in immunetolerance and suppression and play an
important role in pathogenesis of Autoimmune hepatitis, HCC and obstructive jaundice
c. Hepatic tolerance s contributed by release of soluble MHQI components in portal circulation
d. TLR except TLR3 mediate ischemic reperfusion responses and is required for regeneration
following partial hepatectomy

Ans: G MHG | molecules
Ref: Blumgart 6 edition Chapter 10 Page 243

20. Nitric oxide produced by iINOS (induced NO synthase) following hepatic injury by one of the
following mechanism produces protective effects
a. Endotoxemia
b. Alcoholic liver injury
c. Ischemia/ reperfusion injury
d. Hemorrhagic shock

Ans: B

Nov F'2020 rrmsnext@gmail.com rrmnext.com 7
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Ref: Blumgat 6t edition Table 11.5

21. Liver metastases in ultrasound manifest as lesions with hypoechoic halo. This hypoechoic halo
corresponds to all of the following except

a

b.
c.
d.

Fibrosis

Compressed sinusoids
Selective fat sparing
Tumor neovascularity

Ans: C
Ref:Blumgart 6t edition page 322

22. In colorectal liver metastases, which among the following is not true regarding FDG PET CT?

a.

b.

Patients planning to undergo hepatic resection based on conventional imaging will be found to have
extrahepatic disease by FDG PET 118% to 32% of cases

MRI and PET CT are equivalent in identifying whether metastasis is present or absent in a given
patient

MRI identifies more subcentimetric lesions than PET CT

PET CT has a false positivity rate of2 percent warranting biopsy/ additional imaging before
definitive diagnosis

Ans: D False positivity rate is 8.4 percent
Ref: Blumgart @ edition Page 369

23. Which of the following is true regarding nutrition and metabolism in liver transplantation?

a.

b.

First 12 hours post transplantation, liveruses fat instead of glucose due to redox state of
mitochondria

Glucose should be administered in small quantity in immediate podtansplant period with insulin

to encourage peripheral fat mobilization

Intra portal insulin administration improves liver re generation during initial first week in LDLT
Glucose administration in donor increases the chance of free radical injury during cold preservation

Ans: C

Glucose in immediate postransplant period should be administered without insulin.
Preop glucose irdonors attenuates liver injury increasing glycogen stores

Liver uses fat for initial 6 hours following transplant

Ref: Blumgart 6 edition Page 547

24. Which is false regarding perioperative hepatectomy complications in recent years?

a.
b.
c.
d.

90 day mortality- 1.6%

Ascites 2.5%

Bleeding 9%

Post hepatectomy liver failure 0.5%

Ans: GBleeding only 0.9%, most common is bile leal3.2%
Ref: Blumgart é edition, Chapter 27, page 574 and table 27-8ast two recent studies

25. Which of the following is not an indication  for initiating HBV anti -viral treatment?

a.
b.
c.

Very high viral load with normal LFT
Viral load- not detectable by quantitative assay, but elevated transaminases
HBYV DNA guantitative assayundetectable, biopsy showing chronic inflammation

Nov F'2020 rrmsnext@gmail.com rrmnext.com 8
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d.

HBV DNA quantitative asay mildly elevated viral load, cirrhotic patient

Ans: A

Note- undetectable DNA does not mean absent. HBsAg positive patients can have test undetectable
DNA, if load is low

Ref: Blumgart 6" edition, chapter70, page 1284

26. Not a significant risk factor ¢ ontributing to death in a patient with pyogenic liver abscess

a.

b.
c.
d

Elevated prothrombin time
Elevated ALT

Decreased platelet count
Elevated BUN

Ans: A only PT and creatinine are significant risk factors
Ref: Blumgart @ edition Table 72.2

27. True regarding fasciola hepatica

a.

b

)y 060 A T AT AOT AA

)y 660 OEA 111U PAOAOEOAh xEEAE AAT DPAT AOGOAOA AI
liver through sphincter of Oddi

Treatment of choice is praziquantel

Biochemical picture is consistent with cholestasisind hepatitis

Ans: B
)y 06 O A OO0 Aficlab@riddzdle3 nohepétitis, only cholestasis
Ref: Blumgart 8 edition. Chapter 73 page 1323

28. Not a cause of intrahepatic non cirrhotic portal hypertension

a.

b.
c.
d

Nodular regenerative hyperplasia
Sarcoidosis

Alcoholic hepatitis

Arterio portal shunt

Ans: D

Ref: Blumgart @ edition, table. 76.2

29. Which among the following is not less common in children with portal hypertension?

a.

b.
c.
d

Hepatorenal syndrome
Ascites

Portopulmonary hypertension
Hepato pulmonary syndrome

Ans: b
Ref: Blumgart 8 edition, chapter 78, page 1414

30. Early renal failure is seen in following conditions causing acute liver failure except

a

b.
c.
d.

Acetaminophen poisoning
Wilsons disease

Auto immune hepatitis
Pregnancy related liver failures

Ans: C

Nov F'2020 rrmsnext@gmail.com rrmnext.com 9
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Ref: Blumgart 6 edition, chapte 79, page 1426

31. Which not the recommended primary prophylactic therapy for esophageal varices?

a.

b.
c.
d

No treatment for small varices with no red wale markings in CTP A

Beta blockers recommended for Small CTP class B or C or having red wale nragki

In compensated cirrhosis with medium or large varices without red wale markings, EVL is preferred
In decompensated cirrhotics, with medium or large varices, beta blockers and EVL have same
strength of recommendations

Ans: C Beta blockers is preferreth such situation
Ref: Blumgart 6 edition, table 82.3

o0 Inthe nCRTarm of the CROSS trial, a substantial number of patients (29% overall, 49% SCC,
23% AC) did not have any vital tumor left in the resection specimen.

o0 In this so-called SANO (Surgery As Nded in Oesophageal cancer patients) approach, surgical
resection would be offered only to patients in whom residual disease is highly suspected or
proven after nCRT.

32. False statement regarding Herpes simplex esophagitis is

a.
b.
c.
d.

Most common in Immunocompromisedpatients
It is less common than CMV esophagitis

May be associated with Eosinophilic esophagitis
Lesions are more common in lower esophagus

Ans. D. lesions are more common in lower esophagus ( ref. Shackelford page 487)

1 Herpes esophagitis, caused by theerpes simplex virus (HSV), is typically seen in
immunocompromised patients.

It occurs less frequently than CMV esophagitis

Acute herpes esophagitis in immunocompetent patients with &inophilic esophagitis many of
these cases were identified in the alehce of steroid therapy.

)l
)l

1 On endoscopy, lesions are composed of small vesicles, 1 to 3 mm in diameter, which slough to

leave welkcircumscribed ulcers with discrete edges

The lesions are most commonly found in the midto lower esophagus.

Biopsy shows Intranuclear inclusions may be large, eosinophilic and glassy, or powdery and

homogeneous.

9 Optimal histologic diagnosis requires sampling of ulcer edges, because the virus infects
squamous cells of intact epithelium

=a =

33. Black Esophagus- False statement is

a.

b.
C.
d

Hypoperfusion of esophagus is a common cause

Most commonly presents with Hematemesis or melena

Mortality is very high

Patients who survive the disease will develop late strictures after 3 months.

Ans. D. Patients who survive the disease will develop las¢rictures after 3 months.

Acute Esophageal Necrosis ( AEN) Black esophagus:

1 Hypoperfusion due to shock, atherosclerosis, thromboembolic disease, and cardiac arrhythmias have
been implied in the development of AEN.

Nov F'2020 rrmsnext@gmail.com rrmnext.com 10
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9 Surgical intervention is warranted incases where AEN progresses to perforation, or in the presence of
mediastinitis or a mediastinal abscess.

1 Patients who survive are at risk for esophageal strictures, which may occur as early as 1 week after the
initial diagnosis.

These strictures may rguire serial endoscopy with dilation.

In authors experience, the resulting strictures are frequently long segment, and endoscopic dilation is
less likely to be effective. Surgical management is often necessary.

= =4

34. True regarding imaging of Hydatid cyst except ?
a. CT or MRI should be considered while planning for surgery.
b. Both can demonstrate the size and depth of cysts, the presence of daughter cysts, and extrahepatic
involvement
c. CT and MRI define the surrounding anatomy and relationship to biliary and seular structures
d. MRI with magnetic resonance cholangiopancreatography (MRCP) offers no added benefit of
possible preoperative diagnosis of cystobiliary fistula

Ans D,
Shackelford p1425,
1 MRCP offers the added benefit of possible preoperative diagi® of cystobiliary fistula

35. In the following image, Brolin space is?

a. A

b. B

c. C

d. None
Ans C

Ref Shackelford page 859

In the above Image of RYGB Bariatric Surgery:
A- Transverse mesocolon defect
B- Space between Roux limb and Transverse mesocolon ( Peterddarnia)
G Jejuno Jejunostomy Mesentric defect ( BROLIN SPACE)
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36. Regarding the Mesh used in Hernias - False statement is

Light weight mesh has weight < 35gm/m2

Light weight mesh can cause central failure

Heavy weight mesh has a Tensile strength at >1200eWtons/ m2
ePTFE is a light weight mesh

aoop

Ans. D ePTFE is a light weight mesh ( ref Shackelford P&gs)

T
T

= =4

= =4

Lightweight mesh is also considered less than 35 g/ with large pores of up to 4 mm.

Midweight mesh is between 35 and 60 g/m2 and has larger calibditaments, is woven, and has larger
pores. Heavyweight mesh has a density of 60+ g/m2, and a knitted, monofilament PP mesh such as
Marlex has a weight of 95 g/m

Heavyweight mesh has higher tensile strength in the range of 1200 N compared with light (540 and
midweight mesh (560 N).

Past decade there has been trend away from using heavyweight for lighter weight mesh.

Recently data have suggested that quality of life does not suffer with heavyweight mesh57 and that
lightweight mesh can suffer catastropit central failure due to shearing forces, which can result in
inordinately high hernia recurrence rates of 8% at 1 year

Therefore the use of midweight and heavyweight mesh, especially for VHR , is now practiced
ePTFE is a heavy weight mesh

37. As per Privette et all, GIST is of three types - which is false statement regarding this types

a.

b
c.
d

Type 1 can be managed by Partial gastrectomy

Type 2 is present in distal stomach

Type3 is approached by Laparoscopic transgastric resection
Type 2 needs total gastrectom

Ans. Type 2 needs total gastrectomy(ref Shackelford page 955)

)l
)l

Type | tumors were located in the fundus or greater curvature and were treated using a laparoscopic
stapled partial gastrectomy.

Type Il tumors were located in the antrum/prepyloric regionand were approached using laparoscopic
distal gastrectomy.

Type IIl tumors were located in the lesser curvature near the gastroesophageal junction and were
resected by laparescopictransgastric resection
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Type |
Fundus and

Type lll greater
Lesser curvature
curvature
and near GEJ
(transgastric)

Type ll
Prepyloric and antrum

38. The following are the indications for permanen tileostomy except
a. Colonic dysmotility with poor anorectal function
b. Ulcerative colitis
c. lleocolonic ischemia
d. Lynch syndrome

Ans. C lleocolonic ischemia (ref. Shackelford page 992)
]

TABLE 84.1 Indications for lleostomy

Type Surgical Procedure and Disease Process

Permanent Proctocolectomy with end ileostomy
¢ Crohn disease
* Ulcerative colitis
¢ Polyposis (familial adenomatous
polyposis, Lynch syndrome, etc.)
Total colectomy or proctocolectomy
with end ileostomy
¢ Colonic dysmotility with poor
anorectal function
¢ Neurogenic bowel
Temporary Colectomy with ileostomy
¢ Crohn disease with subsequent
ileorectal anastomosis
¢ Ulcerative colitis as the first stage of
ileal pouch anal anastomosis
¢ Clostridium difficile colitis
* Gastrointestinal hemorrhage
Partial colectomy with ileostomy
¢ Right colon perforation/obstruction in
immunocompromised or morbidly ill
¢ |leocolonic ischemia
Diverting Colorectal anastomosis
* Low anastomosis
¢ Radiation
¢ High-risk patient
lleal pouch anal anastomosis
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39. False regarding the Staple principles is
a. Avoid tension on stapldines
b. 15 plus seconds of compression is needed before deploying stapler
c. For a stapler which functions abnormally give force and staple
d. Cross staple lines must be prophylactically support sutures

Ans. C. For a stapler which functions abnormally give foreand staple ( Ref. Shackelford Page 1011)

Very important points to be noted in Staplers:

1 Allow 15 (plus) seconds of compression before deploying the stapler. This allows for more
accurate formation of staples and more stable and hemostatic configuration.

9 If stapler appears to function abnormally, do not force the stapler to deploy. If creating a long
staple line, check for a crotch staple.

1 Be prepared to oversew or repair/re anastomose stapled material . Consider
prophylactically addressing staple line crosmgs. When completed, check the anastomosis for
integrity

40. Regarding the arterial pattern of Hepatic arteries by Hiatt etal - False statement is
a. Type 1 is normal anatomy
b. Type 2 is replaced or Accessory Left hepatic artery coming from LGA
c. Type 3 isreplaced or accessory Right Hepatic artery coming from RGA
d. Type 4 RHA arises from SMA and LHA from LGA

Ans. C. Type is replaced or accessory Right Hepatic artery coming from RGA

Hiatt et al., in the largest report to date on the surgical anatomy of the h  epatic arteries, observed six
arterial patterns as follows:

1 Type 1, normal anatomy;

1 Type 2, areplaced or accessory left hepatic artery arising from the left gastric artery;

1 Type 3, areplaced or accessory right hepatic artery originating from the SMA;

1 Type 4, both the right and left hepatic artery arising from the superior mesenteric and left gastric
arteries, respectively;
Type 5, the entire CHA arising as a branch of the SMA;
Type 6, the CHA originating directly from the aorta

=a =
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41. As per FULLEN Zoneswhich of the following is wrong?
a. Zone 1 is proximal to Inferior Pancreatico Duodenal Artery Branch
b. Zone 2 is between Inferior pancreatico duodenal to Middle Colic Vessels
c. Zone 3 corresponds to Middle colic vessels only
d. Zone 4 corresponds to Segmentakessels

Ans. C. Zone 3 corresponds to middle colic vessels ( Ref. Shackelford page 1058)
&O011AT80 :1TTAO Al OOAOPITAO O1 3-! ETEOOEAO
1 Zone | is the trunk proximal to the inferior pancreaticoduodenal artery.
1 Zone Il is the segment between the inferiopancreaticoduodenal artery and middle colic artery.
1 Zone lll is the segment distal to the middle colic artery.
1 Zone IV gives off the segmental branches.

42. PENGUIN trial is a trial done for Pancreatic necrosectomy management comparing
a. VARD vs open necrgectomy

b. VARD vs Endoscopic necrosectomy
c. Endoscopic necrosectomy vs Step up approach
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d. Open vs Endoscopic necrosectomy

Ans. B. VARD vs Endoscopic Necrosectomy ( Ref. Page 1082, Shackelford)

1 PANTER Triad Step Up approach Vs Open Necrosectomy
1 PENGUIN Triad VARD Vs Endoscopic hecrosectomy
9 TENSION Trial Endoscopic necrosectomy Vs Step Up approach

43. In which of the following type of Strasberg Classification of laparoscopic Biliary Injury ERCP has
normal findings?

a) TypeA
b) TypeB
c) TypeC
d) TypeD

Ans: B (Ref: Sabiston 20 edition page humber 1500 )

Strasberg Classification of laparoscopic Biliary Injuries

Type A

V Bile leaks from minor ducts still in continuity with the CBD

V Includes leakage from cystic duct stump and from the subvesical duct of Luschka

V  Most common cause of biliary leaks seen after laparoscopic cholecystectomy
Type B

V Occlusion of a part of the biliary tree almost always an aberrant right sectoral duct
V As there is no bile leak ERCP finding is normal
Type C

V Transection without ligation of an aberrant right sectoral duct
Type D

V A lateral injury to an extrahepatic duct
Type E1: Low common hepatic stricture, hepatic duct stump > 2cm

Type E2: Mid common hepatic duct stump <2cm
Type E3: Hilar stricture , no hepatic duct stump, confluence intact
Type E4: Destruction of the hilar confluence , right and left hepatic ducts are separated

Type E5: Involvement ofaberrant right sectoral hepatic ductalonewith or without a concomitanthepatic duct
stricture
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Right hepatic duct Left hepatic duct
Minor hepatic duct

Common hepatic duct
Cystic duct

Common bile duct

Aberrant %ystlc Aberrant
right
hepatic
duct

C

}> 2cm
E1 E2

Confluence of
hepatic ducts

E3 E4

44. What is the treatment for left side portal hypertension ?
a) Splenectomy
b) Medical management
c) Portocaval shunt
d) Distal splenorenal shunt

Ans : A ( Ref: Sabiston Page 1437)

+ Isolated splenic vein thrombosis (leftsided portal hypertension) is usually secondary to pancreatic
inflammation or neoplasm.

4+ This result is gastrosplenic venous hypertension, with superior mesenteric and portal venous pressures
remaining normal.

+ The left gastroepiploic vein becomes a major collateral vesl, and gastric rather than esophageal
varices develop.

=+ This variant of portal hypertension is important to recognize because it is easily reversed by
splenectomy alone.

45. What happens in duct of Luschka injury?
a) Bile leak
b) Bleeding
c) Chylous ascites
d) Pneumonia
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Ans: A (Ref: Love and Bailey 27edition page number 1189 )

Figure Showing Duct of Luschka :

Cystic duct

+ Duct of luschka is a duct draining directly from gallbladder to gallbladder bed directly
+ Crypt of Luschka: Indentations in mucosa of gallbladdenio the muscle coat

+ Sphincter of Lutkens: Sphincter around the cystic duct

+ Valves of Heister: Mucosal spiral folds in cystic duct

x  During laparoscopic cholecystectomy the duct of luschka may be injured resulting in bile leak. .

46. CEA is raised in how many percentage cases of colon cancer ?
a) 50 %
b) 70 %
c) 90%
d) 100 %

Ans: A (Ref: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5739691/)

+ Elevated serum CEA is found in I747% of colorectal cancer patients
+ Important Tumor markers :

Follicular thyroid Cancer : Thyroglobulin
Papillary Thyroid Cancer: Thyroglobulin
Medullary Thyroid Cancer : Calcitonin + CEA
Pancreatic Cancer : Ca 19.9

Gall bladder cancer : CEA

Bile duct cancer : CEA + Ca 19.9

HCC: AFP , PIVKA

Fibrolamellar HCCNeurotensin B

Carcinoid tumor : Chromogranin A

GIST: CD 117, CD 34, DAG

Malignant melanoma : HMBA45, MelanA

<LK LK LK LK LK LK LKL LK KL

47. Which of the following is true about Ulcerative colitis?
a) Risk of carcinoma is directly proportional to the duration of the disease
b) Anus is commonly involved in Ulcerative colitis patients
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c) Smoking is a risk factor
d) Most common skin manifestation is erythema nodosum

Ans: A(Ref: Love and Bailey 27 edition Page 1242)

+ |mportant points about ulcerative colitis :

Ulcerative colitis involves rectum to terminal ileum, anus is spared

MC Site of involvement is Rectum

IBD-2 locus present on chromosome 12q is found to be associated with ulcerative colitis
Most common presentation of the disease id diarrhea

Smoking has been found to bprotective for ulcerative colitis

MC Skin manifestation is pyoderma gangrenosum

Other extra intestinal manifestations are : Fatty liver, Primary Sclerosing Cholangitis and
Uveitis

IOC: Colonoscopy and biopsy

P-ANCA is associated with ulcerative colitis

Many patients can be adequately maintained for years on medical therapy

Toxic dilatation must be suspected in any colitic patient who develops severe abdominal pain;
missed colonic perforation is associated with a high mortality

Colitic patients are d increased risk of developing cancer; those with pancolitis of long
duration are most at risk.

< <<<K<K< <K<K

48. The duct located behind the left horn of umbilical recess is
a) SeglVv
b) Segll
c) Seglll
d) Segl
Ans: c
Discussion :

1 The umbilical fissure divides the left liver, passing between segment Il and segment IV, where it may
be bridged by a tongue of liver tissue.

1 The ligamentum teres passes through the umbilical fissure to join the left branch of the portal vein

1 The left hepatic duct drains the three segments I, lll, and I\ that constitute the left liver

1 The duct that drains segment Il is located slightly behind the left horn of the umbilical recess.

i Itis joined by the tributary from segment Ivb to form the left duct, vhich is similarly joined by the duct
of segment Il and the duct of segment IVa, where the left branch of the portal vein turns forward and
caudally.

1 The left hepatic duct traverses beneath the left liver at the base of segment 1V, just above and behired th
left branch of the portal vein; it crosses the anterior edge of that vein and joins the right hepatic duct to
constitute the hepatic ductal confluence.

49. Caudate lobectomy is a routine for hilar Cholangiocarcinoma because
a) In majority of patients caudateduct drains in to Right Hepatic
b) Caudate duct drains into right and left in majority
c) 15% drains into the right
d) 7% drains into the left

Ans: b

Discussion

1 The caudate lobe (segment I) has its own biliary drainage (Healey &Schroy, 1953).
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1 The caudate lobe is divided into right and left portions and a caudate process.

1 In 44% of individuals, three separate ducts drain these three parts of the lobe, whereas in 26% a
common duct lies between the right portion of the caudate lobe proper and theaudate process and an
independent duct that drains the left part of the caudate lobe.

The site of drainage of these ducts varies.

1 In78% of cases, drainage of the caudate lobe is into the right and left hepatic ducts

1 In 15% drainage is by the left hepati ductal system only.

1 In about 7%, the drainage is into the right hepatic system.

50.& A1 OA OACAOAET ¢ (AOOIi AT80O 01 OAE EO
a) Congenital outpouching of infundibulum
b) Acquired diverticulum
¢) Indicates prolonged gallbladder outflow obstruction
d) May lead to inflammat ion and perforation

Ans: a

9 Diverticula may occur in any part of the gallbladder and may vary greatly in size from 0.5to 9 cm in
diameter.

1 Complicationsz inflammation, perforation

9 Hartmann pouch is an acquired diverticulum of the infundibulum or neck athe gallbladder

9 This pouch projects from the convexity of the gallbladder neck and may be closely adherent to the
common bile duct.

I Hartmann pouch is associated with pathologic conditions of the gallbladder, especially those involving
prolonged obstruction to gallbladder emptying

51.7EEAE 1 &£ OEA EI 11T xET¢c EO 110 A ATAIATO ET OAOQOEOD
a) A 360 degree view of the cystic duct and artery needs to be demonstrated
b) The base of the gallbladder must be dissected off the liver bed (oystic plate)
c) Two structures (and only two, the cystic duct and artery) enter the gallbladder
d) Cystic duct/ CBD confluence needs to be delineated

Ans :d
Discussion
Three Elements:
0 The triangle of Calot must be dissected free of fat (without exposinge¢tcommon bile duct)
0 The base of the gallbladder must be dissected off the liver bed (or cystic plate)
0 Two structures (and only two, the cystic duct and artery) enter the gallbladder and these can be
seen circumferentially (360-degree view).
This creates o windows
0 one between the cystic duct and the artery and
o0 the other between the artery and the liver bed.
0 When exposing these windows, enough of the gallbladder should be taken off the liver bed

52. Which of the following is a important factor determining s  urvival in patient undergoing surgery

for hilar cholangiocarcinoma

a) Longituidinaltumor extend

b) Partial hepatectomy

c) Lymphnode involvement

d) Positive surgical margin

Ans:b

Discussion

Predictors of improved survival
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Well-differentiated tumors
Negativeresection margin
Performance of a concomitant hepatic resection
Patients with histologically positive margins of resection demonstrated survival outcomes
indistinguishable from those with locally advanced tumors undergoing operative exploration
without attempted resection.
1 5-year actuarial survival partial hepatectomy was 37%, compared with 0% with bile duct
excision alone.

= =4 =8 =9

53. Which of the following is not a acceptable surgical procedure for the management of
EXTRAHEPATIC cholangiocarcinoma
a) Hepatectomy
b) 7TEEDPDPI A6O0 PAT AOAAOCEAT AOI AAT AAOT I U
c) Orthotopic liver transplantation
d) Excision of extra hepatic biliary apparatus
Ans:d
Discussion:
Orthotopic liver transplant for cholangiocarcinoma
1 Mayo Clinic has demonstrated promising results
i Patients with confirmed cholangiocarcinoma who are felt to have technically unresectable disease and
no evidence of extrahepatic metastases

1 Neoadjuvant therapy begins with an initial period of EBRT with intragnousfluorouracil, followed by
transcatheter iridium -based brachytherapy, then subsequent maintenance therapy with oral
capecitabine

Saging laparotomy to confirm absence of extrahepatic disease.

29% of patients completing neoadjuvant chemoradiation were foudi to harbor extrahepatic disease
and 5-year actuarial survival has been 88% and 82%, respectively

=A =4 =9

54. True statement regarding classification of BBS
a) Isolated right hepatic duct is classified as type V bismuth stricture
b) Strasberg type B presents with bilioma
c) Strasberg type C is the most common type
d) Hannover classification includes vascular injury
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