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Board Review: 270 Questions

Module 1 — Quiz





Surgical Oncology

Principles — 30 Questions

Pablo Lozano Lominchar MD, PhD, EBPSM

Basic Level

Q1. What does an R0 resection indicate in surgical oncology?


A. Macroscopic residual tumour at the margin

B. Microscopic tumour at the resection margin

C. No residual tumour (negative margins microscopically)

D. Margin status unknown or not evaluable

E. Tumour present in regional lymph nodes



Q2. Which biopsy technique is the preferred standard for diagnosing a suspected soft tissue sarcoma?


A. Fine needle aspiration cytology (FNAC)

B. Excisional biopsy

C. Core needle biopsy (CNB)

D. Punch biopsy

E. Shave biopsy



Q3. What is the minimum number of lymph nodes that should be retrieved for adequate staging in colorectal cancer (AJCC 8th edition)?


A. 6

B. 10

C. 12

D. 16

E. 20



Q4. The ERAS (Enhanced Recovery After Surgery) protocol was first described by:


A. Kehlet (1997)

B. Clavien (2004)

C. Dindo (2004)

D. Balch (2001)

E. Guillem (2005)



Q5. In the TNM staging system (AJCC 8th edition), the prefix "yp" indicates:


A. Clinical staging before any treatment

B. Pathological staging after surgery without neoadjuvant therapy

C. Pathological staging after neoadjuvant therapy

D. Staging at autopsy

E. Recurrent disease staging



Q6. Sentinel lymph node biopsy (SLNB) in breast cancer: according to ACOSOG Z0011, axillary lymph node dissection can be OMITTED when:


A. SLN is negative

B. 1-2 positive SLNs with planned mastectomy

C. 1-2 positive SLNs with planned BCS + whole breast RT

D. 3 or more positive SLNs

E. Extranodal extension is present



Q7. Which of the following is a key component of the ERAS protocol for VTE prophylaxis after major oncological abdominal surgery?


A. VTE prophylaxis for 7 days only

B. Extended thromboprophylaxis for 28 days

C. VTE prophylaxis only during hospitalisation

D. Aspirin alone is sufficient

E. No pharmacological prophylaxis needed if early mobilisation achieved



Q8. In the AJCC 8th edition for differentiated thyroid cancer, the age threshold that changes the staging is:


A. 40 years

B. 45 years

C. 50 years

D. 55 years

E. 60 years



Q9. What does TME (Total Mesorectal Excision) refer to in rectal cancer surgery?


A. Removal of the entire mesocolon

B. Complete sharp dissection of the mesorectal envelope along embryological planes

C. Extended pelvic lymphadenectomy

D. Removal of the levator ani muscles

E. Circumferential resection of all pelvic organs



Q10. The correct sequence for biopsy of a suspected breast lesion is:


A. Excisional biopsy as first step

B. FNAC followed by excisional biopsy

C. Core needle biopsy (14G) under image guidance

D. Incisional biopsy with frozen section

E. Open surgical biopsy without imaging



Intermediate Level

Q11. A patient with a 6 cm deep-seated thigh mass undergoes excisional biopsy at an outside institution. The biopsy confirms high-grade undifferentiated pleomorphic sarcoma, R1 margins. The MOST important next step is:


A. Observation with serial imaging

B. Adjuvant radiotherapy to the biopsy site

C. Referral to a sarcoma centre for wide re-excision

D. Immediate amputation

E. Systemic chemotherapy before any further surgery



Q12. Regarding sarcoma biopsy principles, which of the following rules is CORRECT?


A. The biopsy tract direction is irrelevant for definitive surgery

B. Transverse incisions are preferred for extremity sarcomas

C. The biopsy tract must be placed longitudinally and in line with the planned definitive incision

D. Drain sites do not need to be excised with the specimen

E. Biopsy should always be performed at the referring hospital



Q13. In the MSLT-II trial for melanoma, completion lymph node dissection (CLND) after a positive sentinel node biopsy:


A. Improved overall survival significantly

B. Improved disease-free survival but not overall survival

C. Showed no benefit in DFS or OS

D. Was only beneficial for ulcerated melanomas

E. Was only beneficial for head and neck melanomas



Q14. Intraoperative frozen section analysis is MOST appropriately used for:


A. Definitive histological diagnosis of lymphoma

B. Grading of soft tissue sarcomas

C. Assessment of surgical resection margins

D. Receptor status determination in breast cancer

E. Molecular subtyping of glioblastoma



Q15. Complete Mesocolic Excision (CME) with central vascular ligation in colon cancer surgery refers to:


A. Removal of the sigmoid mesentery only

B. Sharp dissection along embryological planes with ligation of feeding vessels at their origin

C. Standard colectomy without mesocolic consideration

D. Extended lymphadenectomy beyond D2

E. Laparoscopic-only technique



Q16. In the AJCC 8th edition for melanoma, M1d substage indicates metastasis to:


A. Skin, subcutaneous tissue, or distant lymph nodes

B. Lung

C. Non-CNS visceral organs

D. Central nervous system (CNS)

E. Bone



Q17. The minimum number of axillary lymph nodes required for adequate breast cancer staging after axillary lymph node dissection is:


A. 6

B. 8

C. 10

D. 12

E. 15



Q18. In the AJCC 8th edition for HPV-positive oropharyngeal squamous cell carcinoma (p16+), the staging system differs from HPV-negative tumours because:


A. HPV-positive tumours are always Stage IV

B. HPV-positive tumours have a separate, more favourable staging system reflecting better prognosis

C. HPV status has no impact on staging

D. HPV-positive tumours are excluded from TNM staging

E. Only T-stage differs; N-stage is the same



Q19. Which ERAS protocol component is MOST directly associated with reduced postoperative ileus?


A. Preoperative carbohydrate loading

B. Avoidance of nasogastric tubes and early oral nutrition

C. Preoperative bowel preparation

D. Epidural analgesia only

E. Prophylactic antibiotics



Q20. R2 resection is defined as:


A. Microscopically negative margins

B. Microscopic residual tumour at the margin

C. Macroscopic residual tumour left in situ

D. Margin status not assessable

E. Close margins (<1 mm) but negative



Q21. The minimum number of lymph nodes required for adequate gastric cancer staging according to AJCC 8th edition is:


A. 10

B. 12

C. 15

D. 16

E. 25



Q22. An incisional biopsy is MOST appropriately indicated when:


A. A breast lump is palpable

B. A skin lesion is <2 cm

C. Core needle biopsy is non-diagnostic and tissue architecture is needed for diagnosis

D. Sentinel node biopsy is positive

E. The tumour is easily excisable with wide margins



Advanced Level

Q23. A 45-year-old woman presents with a 4 cm palpable breast mass (BIRADS 5 on imaging). Core needle biopsy shows invasive ductal carcinoma, ER+, PR+, HER2-, Ki-67 15%. Axillary ultrasound shows suspicious nodes. The MOST appropriate next step is:


A. Proceed directly to mastectomy with axillary clearance

B. Sentinel lymph node biopsy

C. Ultrasound-guided core needle biopsy of the suspicious axillary nodes

D. PET-CT before any further intervention

E. Start neoadjuvant chemotherapy immediately



Q24. A 50-year-old patient with a cT3N0M0 mid-rectal adenocarcinoma undergoes neoadjuvant chemoradiotherapy. Restaging shows excellent clinical response. At surgery, TME is performed and pathology reports ypT0N0 (0/14 nodes). The R-classification and staging prefix are:


A. R0, pT0N0

B. R0, ypT0N0 (pathological complete response)

C. RX, ypT0N0

D. R1, ypT0N0

E. R0, cT0N0



Q25. A melanoma patient has a Breslow thickness of 2.5 mm, ulcerated, no mitoses identified, no satellite lesions. According to AJCC 8th edition, the T-stage is:


A. T2a

B. T2b

C. T3a

D. T3b

E. T4a



Q26. A patient with a 5 cm retroperitoneal mass undergoes CT-guided core needle biopsy. The pathologist reports "spindle cell neoplasm, cannot distinguish between leiomyosarcoma and schwannoma." The MOST appropriate next step is:


A. Repeat CNB with more cores and request immunohistochemistry

B. Proceed to excisional biopsy

C. Start empiric chemotherapy for sarcoma

D. Perform incisional biopsy via laparotomy

E. PET-CT to differentiate benign from malignant



Q27. A 62-year-old undergoes D2 gastrectomy for gastric adenocarcinoma. Pathology: pT3N2 (8/28 nodes positive), R0, intestinal type. The lymph node ratio (LNR) is 0.29. Which of the following statements about node counts and ratios is CORRECT?


A. The 28 nodes retrieved is below the minimum required for adequate staging

B. N2 stage requires 3-6 positive nodes

C. The LNR of 0.29 is associated with intermediate prognosis and the node harvest exceeds the minimum of 16

D. Node counts do not affect survival outcomes

E. Only the total number of positive nodes matters, not the ratio



Q28. A 38-year-old woman with a 1.2 cm papillary thyroid carcinoma, no extrathyroidal extension, no nodal metastases, and no distant disease. According to AJCC 8th edition, her stage is:


A. Stage I

B. Stage II

C. Stage III

D. Stage IVA

E. Cannot be staged without molecular testing



Q29. A surgeon performs a wide local excision for a high-grade soft tissue sarcoma of the anterior thigh. Final pathology shows tumour 0.5 mm from the deep fascia margin, with all other margins >2 cm. The R-classification and recommended management are:


A. R0; observation only

B. R1; immediate re-excision mandatory

C. R0 (close margin); adjuvant radiotherapy to the tumour bed

D. R2; amputation required

E. RX; repeat biopsy needed



Q30. A 65-year-old patient undergoes anterior resection with TME for rectal cancer after neoadjuvant CRT. Pathology: ypT2N1a (1/15 nodes), R0, circumferential resection margin (CRM) 3 mm, distal margin 2 cm, mesorectal excision graded "complete." ERAS protocol compliance was 85%. Which statement about this case is CORRECT?


A. The CRM is positive (involved) and re-excision is needed

B. The node harvest is inadequate for staging

C. The CRM is negative (>1 mm), ERAS compliance exceeds the 70% threshold, mesorectal excision quality is optimal, and extended VTE prophylaxis for 28 days is indicated

D. ERAS compliance of 85% has no impact on outcomes

E. A distal margin of 2 cm is inadequate after neoadjuvant CRT Module 2 — Quiz







Surgical Oncology

Esophagogastric — 30 Questions

Pablo Lozano Lominchar MD, PhD, EBPSM

Basic Level

Q1. Which imaging modality is MANDATORY for locoregional staging of oesophageal cancer?


A. CT chest/abdomen/pelvis

B. Endoscopic ultrasound (EUS)

C. PET-CT

D. MRI thorax

E. Barium swallow



Q2. What is the standard neoadjuvant regimen for locally advanced oesophageal cancer (cT3+ or N+)?


A. FOLFOX

B. FLOT

C. CROSS (carboplatin/paclitaxel + 41.4 Gy)

D. Cisplatin/5-FU

E. Pembrolizumab monotherapy



Q3. What is the minimum number of lymph nodes required for adequate gastric cancer staging according to AJCC 8th edition?


A. 10

B. 12

C. 15

D. 16

E. 25



Q4. Which lymphadenectomy is the standard of care for curative gastric cancer surgery?


A. D1

B. D1+

C. D2

D. D3

E. Para-aortic



Q5. What is the standard perioperative chemotherapy regimen for resectable locally advanced gastric cancer?


A. ECF/ECX

B. FOLFOX

C. FLOT (5-FU/leucovorin/oxaliplatin/docetaxel)

D. CAPOX

E. Cisplatin/5-FU



Q6. HER2 testing in gastric/GOJ adenocarcinoma is:


A. Only needed in metastatic disease

B. Optional based on histological subtype

C. Mandatory for ALL gastric/GOJ adenocarcinoma

D. Only for intestinal-type Lauren

E. Not recommended by NCCN



Q7. A Siewert Type I tumour of the gastro-oesophageal junction should be treated as:


A. Gastric cancer

B. Oesophageal cancer

C. Either approach is acceptable

D. Colonic cancer

E. Small bowel tumour



Q8. The pathological complete response (pCR) rate for SCC in the CROSS trial was approximately:


A. 10%

B. 23%

C. 35%

D. 49%

E. 65%



Q9. Diagnostic laparoscopy before neoadjuvant therapy in locally advanced gastric cancer (cT3-T4/N+) is:


A. Optional based on surgeon preference

B. Only indicated if ascites present on CT

C. Mandatory (detects occult peritoneal disease in 20-30%)

D. Not recommended by NCCN

E. Only for diffuse-type Lauren



Q10. The Lauren classification divides gastric cancer into which two main types?


A. Well-differentiated and poorly differentiated

B. Intestinal and diffuse

C. Proximal and distal

D. Superficial and invasive

E. Mucinous and non-mucinous



Intermediate Level

Q11. In CheckMate-649, nivolumab plus chemotherapy showed an OS benefit in gastric cancer patients with PD-L1 CPS of:


A. CPS >= 1

B. CPS >= 5

C. CPS >= 10

D. CPS >= 20

E. All patients regardless of CPS



Q12. CheckMate-577 established adjuvant nivolumab after neoadjuvant CRT + surgery for oesophageal cancer in patients who:


A. Achieved pathological complete response

B. Did NOT achieve pathological complete response

C. Had SCC histology only

D. Were PD-L1 positive only

E. Had node-positive disease only



Q13. Which surgical approach is most appropriate for a middle-third oesophageal SCC?


A. Transhiatal oesophagectomy

B. Ivor Lewis oesophagectomy

C. McKeown (three-field) oesophagectomy

D. Left thoracotomy only

E. Endoscopic submucosal dissection



Q14. A 62-year-old patient with a cT3N1 gastric adenocarcinoma (intestinal type). CT shows no distant metastases. The NEXT step should be:


A. Start perioperative FLOT immediately

B. Proceed to surgery with D2 lymphadenectomy

C. Perform diagnostic laparoscopy with peritoneal washings

D. Check HER2 status first

E. Perform PET-CT



Q15. MSI/dMMR testing in gastric cancer is important because MSI-H tumours:


A. Have worse prognosis and need more aggressive surgery

B. Are resistant to all chemotherapy

C. Have better prognosis and respond well to immunotherapy

D. Require D3 lymphadenectomy

E. Are always HER2-positive



Q16. The CROSS trial radiation dose is:


A. 30 Gy in 10 fractions

B. 41.4 Gy in 23 fractions

C. 45 Gy in 25 fractions

D. 50.4 Gy in 28 fractions

E. 54 Gy in 30 fractions



Q17. Which of the following is NOT a component of the FLOT regimen?


A. 5-Fluorouracil

B. Leucovorin

C. Oxaliplatin

D. Docetaxel

E. Cisplatin



Q18. In the ToGA trial, the overall survival benefit of adding trastuzumab to chemotherapy in HER2-positive gastric cancer was:


A. 1.2 months

B. 2.7 months

C. 5.0 months

D. 8.3 months

E. 12.0 months



Q19. ESD (endoscopic submucosal dissection) for early gastric cancer (T1a) is appropriate when ALL of the following criteria are met EXCEPT:


A. Well-differentiated histology

B. Tumour < 2 cm

C. No ulceration

D. No lymphovascular invasion

E. Signet ring cell histology



Q20. The Dutch D2 trial at 15-year follow-up showed that D2 lymphadenectomy compared to D1:


A. Had no difference in outcomes

B. Had higher perioperative mortality but no long-term benefit

C. Reduced cancer-related mortality (HR 0.75)

D. Only benefited N2 disease

E. Was inferior due to higher complication rates



Q21. KEYNOTE-590 demonstrated a benefit for pembrolizumab + chemotherapy in advanced oesophageal cancer, particularly in:


A. Adenocarcinoma only

B. SCC with CPS >= 10

C. All histologies, with greatest benefit in SCC

D. Only GOJ tumours

E. Only after failure of CROSS protocol



Q22. A T2 N0 oesophageal adenocarcinoma. According to NCCN, the preferred approach is:


A. Definitive chemoradiotherapy alone

B. Oesophagectomy (surgery preferred, CRT acceptable)

C. Neoadjuvant CROSS then surgery (mandatory)

D. Endoscopic resection

E. Observation



Advanced Level

Q23. A 58-year-old patient with a Siewert Type II GOJ adenocarcinoma, cT3N2, has completed 4 cycles of neoadjuvant FLOT. Restaging shows partial response with no distant disease. The most appropriate surgical approach is:


A. Transhiatal oesophagectomy

B. Subtotal gastrectomy with D2

C. Total gastrectomy with D2 and transhiatal extension OR Ivor Lewis oesophagectomy

D. Endoscopic assessment only

E. Definitive chemoradiotherapy



Q24. A gastric cancer patient has MSI-H, HER2-negative, PD-L1 CPS 45 metastatic disease. First-line treatment should be:


A. FOLFOX alone

B. Trastuzumab + chemotherapy

C. Nivolumab + chemotherapy (CheckMate-649)

D. Pembrolizumab monotherapy (as for MSI-H)

E. Best supportive care



Q25. Which THREE biomarkers must be tested in every gastric/GOJ adenocarcinoma before treatment?


A. KRAS, NRAS, BRAF

B. HER2, MSI/dMMR, PD-L1 CPS

C. EGFR, ALK, ROS1

D. ER, PR, HER2

E. BRCA1, BRCA2, PALB2



Q26. During D2 gastrectomy for a proximal gastric cancer, which lymph node stations are included in D2 but NOT in D1?


A. Stations 1-6

B. Stations 7-12 (along named arterial trunks)

C. Stations 13-16 (para-aortic)

D. Only stations 7 and 8

E. Stations 1-3 only



Q27. A patient completes CROSS neoadjuvant CRT + Ivor Lewis oesophagectomy for a cT3N1 lower-third adenocarcinoma. Pathology shows ypT2N1R0. The next step is:


A. Observation only

B. Adjuvant FOLFOX for 6 months

C. Adjuvant nivolumab for 1 year (CheckMate-577)

D. Adjuvant radiotherapy

E. Second-line immunotherapy



Q28. A 55-year-old with a T1b N0 M0 oesophageal SCC at 30 cm from incisors. The best initial management is:


A. Endoscopic mucosal resection

B. Definitive chemoradiotherapy (dCRT)

C. Oesophagectomy without neoadjuvant therapy

D. CROSS neoadjuvant CRT then surgery

E. Endoscopic submucosal dissection



Q29. The FLOT4 trial showed superiority of perioperative FLOT over ECF/ECX. Which of the following results is CORRECT?


A. OS 35 vs 50 months favouring ECF

B. OS 50 vs 35 months favouring FLOT; pCR 16% vs 6%

C. OS 50 vs 35 months favouring FLOT; pCR 30% vs 15%

D. PFS benefit only, no OS difference

E. Equal efficacy but less toxicity with FLOT



Q30. A gastric cancer patient undergoes D2 gastrectomy after neoadjuvant FLOT. Pathology: ypT3N2 (6/22 nodes positive), R0, intestinal type, HER2 negative, MSS, CPS 2. Adjuvant management should include:


A. Observation (completed perioperative FLOT)

B. Complete remaining 4 cycles of adjuvant FLOT

C. Switch to adjuvant nivolumab

D. Adjuvant capecitabine

E. Chemoradiotherapy (MacDonald protocol) Module 3 — Quiz







Surgical Oncology

Colorectal & Anal Canal — 30 Questions

Pablo Lozano Lominchar MD, PhD, EBPSM

Basic Level

Q1. What is the minimum number of lymph nodes required for adequate colorectal cancer staging according to AJCC guidelines?


A. 6

B. 10

C. 12

D. 16

E. 20



Q2. MSI/dMMR testing in colorectal cancer is:


A. Only indicated in metastatic disease

B. Only for patients under 50 years

C. Mandatory for ALL stages of colorectal cancer

D. Optional based on family history

E. Only for right-sided tumours



Q3. RAS (KRAS/NRAS) and BRAF testing in metastatic colorectal cancer is required BEFORE prescribing:


A. Bevacizumab

B. Anti-EGFR therapy (cetuximab/panitumumab)

C. FOLFOX

D. Irinotecan

E. Capecitabine



Q4. Complete mesocolic excision (CME) in colon cancer surgery refers to:


A. Removal of the colon only without mesentery

B. Sharp dissection along embryological planes with intact mesocolic envelope and central vascular ligation

C. Extended hemicolectomy with para-aortic lymph nodes

D. Segmental colectomy with local nodes only

E. Laparoscopic approach exclusively



Q5. Tumour sidedness in metastatic colorectal cancer is clinically important because:


A. Left-sided tumours respond better to anti-EGFR therapy in RAS wild-type patients

B. Right-sided tumours always require bevacizumab

C. Sidedness has no impact on treatment selection

D. Left-sided tumours are always MSI-H

E. Right-sided tumours respond better to anti-EGFR therapy



Q6. The MOSAIC trial established adjuvant FOLFOX for colon cancer. Which stage benefited the most?


A. Stage I

B. Stage II low-risk

C. Stage III

D. Stage IV after R0 resection

E. All stages equally



Q7. Total mesorectal excision (TME) quality is assessed by the pathologist grading the mesorectal fascia as:


A. R0 or R1

B. Complete, nearly complete, or incomplete (Quirke grading)

C. Good or poor only

D. T stage and N stage

E. CRM positive or negative only



Q8. MRI of the pelvis in rectal cancer is mandatory because it provides:


A. Only T staging

B. Accurate assessment of CRM (circumferential resection margin), T stage, N stage, and EMVI

C. Only distant metastasis assessment

D. Only lymph node evaluation

E. Tumour grade and molecular profile



Q9. Anal squamous cell carcinoma is primarily caused by:


A. Inflammatory bowel disease

B. Human papillomavirus (HPV)

C. Alcohol consumption

D. Hereditary factors (Lynch syndrome)

E. Chronic constipation



Q10. The standard first-line treatment for anal squamous cell carcinoma is:


A. Abdominoperineal resection (APR)

B. Local excision

C. Definitive chemoradiotherapy with 5-FU + mitomycin C + 45-54 Gy

D. FOLFOX chemotherapy alone

E. Immunotherapy with pembrolizumab



Intermediate Level

Q11. KEYNOTE-177 demonstrated first-line pembrolizumab versus chemotherapy in MSI-H/dMMR metastatic colorectal cancer. The PFS hazard ratio was:


A. HR 0.40

B. HR 0.50

C. HR 0.60

D. HR 0.75

E. HR 0.90



Q12. The BEACON-CRC trial established the treatment for BRAF V600E-mutated metastatic colorectal cancer as:


A. FOLFOX + bevacizumab

B. Encorafenib + cetuximab (doublet)

C. Vemurafenib monotherapy

D. FOLFIRI + anti-EGFR

E. Immunotherapy alone



Q13. The RAPIDO trial for locally advanced rectal cancer evaluated total neoadjuvant therapy (TNT). The pathological complete response (pCR) rate was approximately:


A. 10%

B. 15%

C. 28%

D. 40%

E. 55%



Q14. The watch-and-wait approach for rectal cancer after neoadjuvant treatment is appropriate when:


A. Any partial response is observed

B. Clinical complete response (cCR) is confirmed by DRE, endoscopy, and MRI

C. The patient refuses surgery

D. Only if the tumour was T1 initially

E. After any chemoradiotherapy regardless of response



Q15. In the ACT II trial for anal squamous cell carcinoma, which regimen was compared to 5-FU + mitomycin C?


A. 5-FU + cisplatin

B. Capecitabine + oxaliplatin

C. Pembrolizumab + CRT

D. 5-FU alone

E. Mitomycin C alone



Q16. Response assessment after chemoradiotherapy for anal SCC should be performed at:


A. 2-4 weeks after CRT

B. 8-12 weeks after CRT completion

C. 6 months after CRT

D. Only if symptoms persist

E. Immediately after last radiation fraction



Q17. A circumferential resection margin (CRM) in rectal cancer is considered positive when the tumour is within:


A. 5 mm

B. 2 mm

C. 1 mm

D. 0.5 mm

E. Direct contact only



Q18. In the PRODIGE-23 trial, the TNT approach for locally advanced rectal cancer consisted of:


A. Long-course CRT followed by surgery

B. Short-course RT (5x5 Gy) followed by consolidation chemotherapy then surgery

C. Induction FOLFIRINOX followed by CRT then TME surgery

D. Immunotherapy followed by CRT

E. CRT followed by adjuvant FOLFOX



Q19. Stage II colon cancer with MSI-H status. The recommended adjuvant treatment is:


A. FOLFOX for 6 months

B. Capecitabine for 6 months

C. Observation alone (excellent prognosis, no chemotherapy benefit)

D. Pembrolizumab for 1 year

E. FOLFIRI for 3 months



Q20. Extramural venous invasion (EMVI) detected on MRI in rectal cancer indicates:


A. No clinical significance

B. High risk of distant metastases and worse prognosis, neoadjuvant treatment recommended

C. Only local recurrence risk

D. Need for immediate surgery

E. Benign finding that resolves spontaneously



Q21. Salvage abdominoperineal resection (APR) for anal SCC is indicated ONLY for:


A. All patients after CRT as consolidation

B. Persistent or recurrent disease after definitive CRT

C. As primary treatment for T1 tumours

D. All T3/T4 tumours before CRT

E. As prophylactic surgery in high-risk patients



Q22. The IDEA collaboration for stage III colon cancer demonstrated that 3 months of adjuvant CAPOX was non-inferior to 6 months in:


A. All stage III patients

B. Low-risk stage III (T1-3 N1) patients

C. High-risk stage III (T4 or N2) patients

D. Only MSI-H patients

E. Only left-sided tumours



Advanced Level

Q23. A 62-year-old patient with a mid-rectal adenocarcinoma. MRI shows cT3c N2, CRM threatened (tumour 0.5 mm from mesorectal fascia), EMVI positive. The most appropriate initial treatment strategy is:


A. Upfront TME surgery

B. Standard long-course CRT (capecitabine + 50 Gy) then surgery

C. Total neoadjuvant therapy (TNT): induction chemotherapy + CRT then surgery

D. Short-course RT (5x5 Gy) then immediate surgery

E. Palliative chemotherapy



Q24. A patient with metastatic colorectal cancer: RAS wild-type, BRAF wild-type, MSS, left-sided primary. First-line treatment should be:


A. FOLFOX + bevacizumab

B. FOLFOX or FOLFIRI + anti-EGFR (cetuximab or panitumumab)

C. Pembrolizumab monotherapy

D. Encorafenib + cetuximab

E. Best supportive care



Q25. A patient completes TNT (RAPIDO approach) for a low rectal cancer. Post-treatment assessment at 8 weeks shows clinical complete response (cCR) on DRE, endoscopy, and MRI. The best management option is:


A. Proceed to TME surgery regardless

B. Offer watch-and-wait with strict surveillance protocol

C. Repeat CRT for consolidation

D. Start palliative chemotherapy

E. Perform local excision only



Q26. A 70-year-old patient with a right-sided colon cancer. Pathology after right hemicolectomy with CME: pT3 N0 (14 nodes examined), well-differentiated, no LVI, no perforation, MSI-H. Adjuvant management should be:


A. FOLFOX for 6 months

B. CAPOX for 3 months

C. Capecitabine for 6 months

D. Observation alone (low-risk stage II, MSI-H)

E. Pembrolizumab for 1 year



Q27. A patient with metastatic CRC: RAS wild-type, BRAF V600E-mutated, MSS, right-sided primary, second-line treatment after progression on FOLFOX + bevacizumab. The best option is:


A. FOLFIRI + cetuximab

B. Encorafenib + cetuximab (BEACON-CRC)

C. Regorafenib

D. TAS-102 (trifluridine/tipiracil)

E. Best supportive care



Q28. A 55-year-old woman with anal SCC cT2 N0. She completes definitive CRT (5-FU + MMC + 50.4 Gy). At 12-week assessment, there is a persistent 1.5 cm ulcerated mass at the anal verge. Biopsy confirms residual SCC. The most appropriate next step is:


A. Repeat chemoradiotherapy

B. Observation for 6 more months

C. Salvage abdominoperineal resection (APR)

D. Local excision only

E. Systemic immunotherapy alone



Q29. A patient with synchronous liver metastases from a left-sided colon cancer (RAS wild-type, BRAF wild-type, MSS, CPS 3). The liver metastases are potentially resectable after downsizing. The optimal first-line conversion chemotherapy regimen is:


A. FOLFOX + bevacizumab

B. FOLFOX or FOLFIRI + cetuximab (for highest response rate)

C. Pembrolizumab monotherapy

D. Capecitabine monotherapy

E. Encorafenib + cetuximab



Q30. A rectal cancer patient undergoes TME after TNT. Pathology shows ypT0 N0 (pCR) with 15 nodes examined, complete TME specimen (Quirke grade: complete). Which of the following statements is CORRECT regarding this patient?


A. Adjuvant chemotherapy is mandatory

B. Adjuvant immunotherapy should be offered

C. This patient has excellent long-term prognosis; surveillance without adjuvant therapy is appropriate

D. Re-irradiation is recommended for consolidation

E. Liver MRI should be performed every 3 months for 5 years Module 4 — Quiz







Surgical Oncology

Peritoneal & Appendiceal — 30 Questions

Pablo Lozano Lominchar MD, PhD, EBPSM

Basic Level

Q1. The Peritoneal Cancer Index (PCI) score ranges from:


A. 0-10

B. 0-20

C. 0-39

D. 0-50

E. 0-100



Q2. A CC-0 completeness of cytoreduction score means:


A. Residual disease < 2.5 cm

B. Residual disease < 0.25 cm

C. No visible residual disease

D. Residual disease < 1 cm

E. Palliative debulking only



Q3. The landmark Verwaal 2003 trial demonstrated that CRS+HIPEC for CRC peritoneal metastases improved median OS to:


A. 8.5 months

B. 12.6 months

C. 16.0 months

D. 22.3 months

E. 30.0 months



Q4. In the PSOGI 2016 classification of appendiceal mucinous neoplasms, LAMN stands for:


A. Low-grade appendiceal mucinous neoplasm

B. Locally advanced mucinous neoplasm

C. Low-atypical mucinous neoplasm

D. Lateral appendiceal mucinous neoplasm

E. Limited appendiceal mucinous neoplasm



Q5. Goblet cell adenocarcinoma (GCA) of the appendix requires which surgical treatment regardless of stage?


A. Appendicectomy alone

B. Right hemicolectomy

C. Total colectomy

D. CRS+HIPEC

E. Observation only



Q6. The OVHIPEC-1 trial demonstrated that adding HIPEC with cisplatin during interval debulking surgery (IDS) for advanced ovarian cancer improved OS by:


A. 3 months

B. 6 months

C. 12 months

D. 18 months

E. No benefit



Q7. BRCA1/2 germline testing in advanced ovarian cancer is:


A. Optional based on family history

B. Only recommended for serous histology

C. Mandatory for all patients

D. Only if younger than 50 years

E. Only in recurrent disease



Q8. Pseudomyxoma peritonei (PMP) most commonly originates from:


A. Ovary

B. Appendix

C. Colon

D. Stomach

E. Small bowel



Q9. The standard treatment for pseudomyxoma peritonei (PMP) is:


A. Systemic chemotherapy alone

B. Best supportive care

C. CRS + HIPEC

D. Radiation therapy

E. Repeated debulking without HIPEC



Q10. An appendiceal neuroendocrine tumour (NET) measuring <1 cm with negative margins after appendicectomy requires:


A. Right hemicolectomy

B. Observation only (appendicectomy is curative)

C. Adjuvant chemotherapy

D. Radiation therapy

E. CRS+HIPEC



Intermediate Level

Q11. In CRC peritoneal metastases, a PCI score above which threshold is generally considered a contraindication for curative CRS+HIPEC?


A. PCI > 10

B. PCI > 15

C. PCI > 20

D. PCI > 25

E. PCI > 30



Q12. The PRODIGE-7 trial (Quenet, Lancet Oncol 2021) showed that adding oxaliplatin-based HIPEC to CRS for CRC peritoneal metastases:


A. Improved OS by 12 months

B. Improved OS by 6 months

C. Showed NO overall survival benefit

D. Increased OS only in PCI < 10

E. Improved DFS but not OS



Q13. The LION trial (Harter, NEJM 2019) in advanced ovarian cancer demonstrated that:


A. Systematic lymphadenectomy improves OS

B. Systematic lymphadenectomy of clinically normal nodes does NOT improve OS

C. Pelvic lymphadenectomy alone is sufficient

D. Para-aortic lymphadenectomy improves DFS

E. Sentinel node biopsy is adequate



Q14. The SOLO-1 trial (Moore, NEJM 2018) evaluated olaparib maintenance in advanced ovarian cancer. The hazard ratio for PFS in BRCA-mutated patients was:


A. HR 0.80

B. HR 0.62

C. HR 0.50

D. HR 0.30

E. HR 0.15



Q15. The PRIMA/ENGOT-OV26 trial evaluated niraparib maintenance in advanced ovarian cancer. The HR for PFS in the overall population was:


A. HR 0.80

B. HR 0.62

C. HR 0.50

D. HR 0.30

E. HR 0.15



Q16. In ovarian cancer, Primary Debulking Surgery (PDS) is preferred over Interval Debulking Surgery (IDS) when:


A. PCI is very high and complete resection is unlikely

B. Complete macroscopic resection is achievable upfront

C. Patient has significant comorbidities

D. Only after 6 cycles of chemotherapy

E. Only for BRCA-mutated tumours



Q17. The Ronnett classification of pseudomyxoma peritonei (PMP) includes which two main categories?


A. Low-grade and high-grade

B. DPAM and PMCA

C. Mucinous and non-mucinous

D. Well-differentiated and poorly differentiated

E. Acellular and cellular



Q18. An appendiceal NET measuring 1.5 cm with lymphovascular invasion after appendicectomy. The next step is:


A. Observation only

B. Right hemicolectomy

C. Systemic chemotherapy

D. Somatostatin analogue therapy

E. CRS+HIPEC



Q19. Which completeness of cytoreduction (CC) scores are considered curative intent?


A. CC-0 only

B. CC-0 and CC-1

C. CC-0, CC-1, and CC-2

D. All CC scores with HIPEC

E. CC-0 and CC-2



Q20. In the OVHIPEC-1 trial, the HIPEC agent and duration used were:


A. Oxaliplatin for 30 minutes

B. Mitomycin C for 60 minutes

C. Cisplatin 100 mg/m2 for 90 minutes

D. Doxorubicin for 120 minutes

E. Carboplatin for 60 minutes



Q21. A patient with CRC peritoneal metastases and a PCI of 12 undergoes CRS+HIPEC achieving CC-0. The 5-year OS rate in this scenario is approximately:


A. 5-10%

B. 15-20%

C. 30-40%

D. 50-60%

E. 70-80%



Q22. The 10-year overall survival rate for PMP (DPAM subtype) treated with CRS+HIPEC in specialized centres is approximately:


A. 20%

B. 35%

C. 50%

D. 63%

E. 85%



Advanced Level

Q23. A 55-year-old woman with newly diagnosed FIGO IIIC high-grade serous ovarian cancer, BRCA1 germline mutation, complete response after PDS + 6 cycles carboplatin/paclitaxel. The BEST maintenance strategy according to SOLO-1 is:


A. Bevacizumab for 12 months

B. Olaparib 300 mg BID for 2 years

C. Niraparib for 3 years

D. Observation with CA-125 monitoring

E. Second-look laparotomy



Q24. A 48-year-old patient presents with CRC peritoneal metastases, PCI 18, no distant metastases. After 6 cycles of FOLFOX, restaging shows stable disease. According to current evidence including PRODIGE-7, the BEST approach is:


A. CRS + oxaliplatin-based HIPEC

B. CRS alone (complete cytoreduction without HIPEC)

C. Continue systemic chemotherapy indefinitely

D. Best supportive care

E. CRS + mitomycin C HIPEC



Q25. In the context of CRS+HIPEC for CRC peritoneal metastases, which combination of factors predicts the WORST outcome?


A. PCI 8, CC-0, well-differentiated

B. PCI 15, CC-1, signet ring component

C. PCI 22, CC-2, poorly differentiated with signet ring cells

D. PCI 12, CC-0, mucinous adenocarcinoma

E. PCI 5, CC-0, moderately differentiated



Q26. A 60-year-old patient with advanced ovarian cancer (FIGO IIIC) deemed unresectable at presentation. After 3 cycles NACT with carboplatin/paclitaxel and good response, the next step is IDS. Based on OVHIPEC-1, you should:


A. Perform CRS only, HIPEC has no evidence

B. Perform CRS + cisplatin HIPEC (100 mg/m2 for 90 min)

C. Perform CRS + oxaliplatin HIPEC

D. Complete 6 cycles of NACT before any surgery

E. Perform CRS + carboplatin HIPEC



Q27. A 45-year-old woman with FIGO IIIC HGSOC, no BRCA mutation, HRD-negative. She achieves CR after first-line platinum chemotherapy. According to PRIMA, the recommended maintenance is:


A. Olaparib 300 mg BID for 2 years

B. Niraparib adjusted dose for 3 years

C. Bevacizumab only

D. No maintenance, observation only

E. Rucaparib for 2 years



Q28. A patient with PMP (DPAM) has undergone prior incomplete debulking at another centre (PSS 2). He is referred for definitive CRS+HIPEC. Which factor MOST negatively impacts prognosis?


A. Male sex

B. Age > 65 years

C. High Prior Surgical Score (PSS)

D. Elevated CEA

E. Absence of lymph node involvement



Q29. Which statement about the PRODIGE-7 trial is INCORRECT?


A. It randomized CRS+HIPEC vs CRS alone for CRC peritoneal metastases

B. It used oxaliplatin-based HIPEC at 43 degrees for 30 minutes

C. It showed no OS difference between the two arms

D. HIPEC was associated with higher 60-day morbidity

E. It demonstrated that CRS + mitomycin C HIPEC is superior to CRS alone



Q30. A 52-year-old woman with FIGO IIIC HGSOC undergoes optimal PDS (R0) followed by 6 cycles carboplatin/paclitaxel achieving CR. She is BRCA2-mutated. Her LION-concordant surgical approach and SOLO-1-based maintenance should be:


A. Systematic lymphadenectomy + olaparib maintenance 2 years

B. No lymphadenectomy if nodes normal + olaparib maintenance 2 years

C. Systematic lymphadenectomy + niraparib maintenance 3 years

D. No lymphadenectomy + bevacizumab maintenance 15 months

E. Sentinel node biopsy + olaparib maintenance 1 year Module 5 — Quiz







Surgical Oncology

Sarcoma — 30 Questions

Pablo Lozano Lominchar MD, PhD, EBPSM

Basic Level

Q1. What is the gold-standard surgical margin for soft tissue sarcoma (STS) of the extremity?


A. Intralesional excision

B. Marginal excision

C. Wide excision with R0 margins

D. Radical compartmental resection

E. Amputation in all cases



Q2. The FNCLCC grading system for soft tissue sarcoma is based on which three parameters?


A. Tumour size, depth, location

B. Tumour differentiation, mitotic count, necrosis

C. Cellularity, pleomorphism, vascular invasion

D. Ki-67, p53, MDM2

E. Staging, margins, lymph node status



Q3. Which immunohistochemical markers are diagnostic for well-differentiated liposarcoma (WDLPS)?


A. KIT and DOG1

B. MDM2 and CDK4 amplification

C. Desmin and SMA

D. S100 and SOX10

E. CD34 and STAT6



Q4. What is the preferred timing of radiotherapy for extremity soft tissue sarcoma?


A. Postoperative RT is always preferred

B. Preoperative RT is preferred (50 Gy)

C. Intraoperative RT only

D. RT is not indicated in STS

E. Concurrent chemoradiation



Q5. Which is the most common histological subtype of retroperitoneal sarcoma?


A. Leiomyosarcoma

B. Well-differentiated/dedifferentiated liposarcoma

C. Undifferentiated pleomorphic sarcoma

D. Solitary fibrous tumour

E. Malignant peripheral nerve sheath tumour



Q6. What is the activating mutation found in approximately 75-80% of GISTs?


A. BRAF V600E

B. KRAS G12D

C. KIT exon 11

D. PDGFRA exon 18

E. TP53



Q7. What is the standard imatinib dose for a GIST with KIT exon 11 mutation?


A. 200 mg/day

B. 400 mg/day

C. 600 mg/day

D. 800 mg/day

E. 100 mg/day



Q8. The initial management approach recommended for newly diagnosed desmoid tumours (aggressive fibromatosis) is:


A. Immediate wide excision

B. Neoadjuvant chemotherapy

C. Active surveillance (watch and wait)

D. Radiotherapy

E. Imatinib



Q9. The standard chemotherapy regimen for osteosarcoma is:


A. CHOP

B. MAP (methotrexate, doxorubicin/adriamycin, cisplatin)

C. VDC/IE

D. FOLFOX

E. Gemcitabine/docetaxel



Q10. What is the primary treatment for conventional chondrosarcoma?


A. Neoadjuvant chemotherapy followed by surgery

B. Definitive radiotherapy

C. Surgery alone (wide excision)

D. Imatinib

E. Chemoradiation



Intermediate Level

Q11. The STRASS trial demonstrated that neoadjuvant radiotherapy for retroperitoneal WDLPS:


A. Significantly improved overall survival

B. Reduced local recurrence by 50%

C. Did NOT show a significant benefit in abdominal recurrence-free survival

D. Should be standard of care for all retroperitoneal sarcomas

E. Improved R0 resection rates



Q12. Why should a transperitoneal biopsy NEVER be performed for a suspected retroperitoneal sarcoma?


A. It is technically impossible

B. Risk of tumour seeding into the peritoneal cavity

C. It has no diagnostic yield

D. It always causes haemorrhage

E. CT guidance is unavailable for retroperitoneal tumours



Q13. The correct imatinib dose for GIST with KIT exon 9 mutation is:


A. 200 mg/day

B. 400 mg/day

C. 600 mg/day

D. 800 mg/day

E. No response to imatinib at any dose



Q14. Which is the ONLY effective targeted therapy for GIST harbouring a PDGFRA D842V mutation?


A. Imatinib 400 mg

B. Sunitinib

C. Regorafenib

D. Avapritinib

E. Ripretinib



Q15. The Z9001 trial and Joensuu 2012 study established that adjuvant imatinib for high-risk GIST should be given for:


A. 6 months

B. 1 year

C. 2 years

D. 3 years

E. 5 years



Q16. The surgical approach for retroperitoneal WDLPS/DDLPS should include:


A. Simple enucleation of the tumour

B. Debulking with positive margins acceptable

C. Compartmental resection with planned en bloc organ resection

D. Laparoscopic approach preferred

E. Biopsy only followed by chemotherapy



Q17. What is the standard chemotherapy regimen for Ewing sarcoma?


A. MAP

B. VDC/IE (vincristine, doxorubicin, cyclophosphamide / ifosfamide, etoposide)

C. MAID

D. Gemcitabine/docetaxel

E. FOLFIRI



Q18. The DeFi trial evaluated nirogacestat for desmoid tumours and showed:


A. No significant benefit

B. HR 0.29 for PFS, strongly favouring nirogacestat

C. Benefit only in FAP-associated desmoids

D. Complete response in all patients

E. Increased surgical cure rates



Q19. In metastatic GIST progressing on imatinib, the second-line treatment is:


A. Regorafenib

B. Ripretinib

C. Sunitinib

D. Avapritinib

E. Pazopanib



Q20. Surgery for desmoid tumours is associated with a local recurrence rate of:


A. 5-10%

B. 10-20%

C. 20-30%

D. 40-60%

E. >80%



Q21. A 45-year-old patient has a 15 cm retroperitoneal mass. CT-guided biopsy shows spindle cells positive for KIT and DOG1. The diagnosis is:


A. Well-differentiated liposarcoma

B. Leiomyosarcoma

C. Gastrointestinal stromal tumour (GIST)

D. Desmoid tumour

E. Schwannoma



Q22. The spontaneous regression rate of desmoid tumours under active surveillance is approximately:


A. 5%

B. 10%

C. 20%

D. 30%

E. 50%



Advanced Level

Q23. A patient with metastatic GIST has progressed on imatinib 400 mg/day. Mutational analysis reveals a KIT exon 9 mutation. Before switching to sunitinib, the FIRST step should be:


A. Add bevacizumab

B. Switch to regorafenib

C. Escalate imatinib to 800 mg/day

D. Switch to avapritinib

E. Proceed directly to sunitinib



Q24. A 55-year-old patient with a 20 cm retroperitoneal mass undergoes CT-guided posterior approach biopsy showing WDLPS (MDM2+, CDK4+). The ipsilateral kidney is displaced but functional. Optimal surgical management includes:


A. Enucleation of the tumour preserving all organs

B. Tumour excision with ipsilateral nephrectomy, colectomy, and psoas resection en bloc

C. Neoadjuvant RT (50.4 Gy) followed by surgery

D. Debulking surgery accepting positive margins

E. Chemotherapy with doxorubicin first



Q25. The correct sequence of TKIs for metastatic GIST (KIT exon 11 mutation) after progression through each line is:


A. Imatinib -> regorafenib -> sunitinib -> ripretinib

B. Imatinib -> sunitinib -> regorafenib -> ripretinib

C. Sunitinib -> imatinib -> ripretinib -> regorafenib

D. Imatinib -> avapritinib -> sunitinib -> regorafenib

E. Imatinib -> sunitinib -> ripretinib -> regorafenib



Q26. A 30-year-old woman presents with a 6 cm abdominal wall desmoid tumour diagnosed 3 months ago. She is asymptomatic. MRI shows stable size. The BEST management is:


A. Immediate wide excision with 2 cm margins

B. Neoadjuvant doxorubicin-based chemotherapy

C. Continue active surveillance with serial MRI

D. Nirogacestat immediately

E. Definitive radiotherapy 56 Gy



Q27. In the NAVIGATOR trial, avapritinib in PDGFRA D842V mutant GIST achieved an overall response rate (ORR) of approximately:


A. 25%

B. 45%

C. 65%

D. 84%

E. 95%



Q28. A 16-year-old patient with a Ewing sarcoma of the femoral diaphysis has achieved >90% necrosis after neoadjuvant VDC/IE. The recommended local treatment is:


A. Observation only given excellent chemotherapy response

B. Definitive radiotherapy alone (55.8 Gy)

C. Wide resection with reconstruction

D. Amputation is mandatory

E. Cryotherapy



Q29. A patient with a high-grade extremity STS (FNCLCC grade 3, 10 cm, deep) undergoes R0 resection after preoperative RT. The pathology shows 2 mm closest margin. What is the MOST appropriate next step?


A. Re-excision to achieve wider margins

B. Postoperative RT boost (16-18 Gy) to the tumour bed

C. No further local treatment needed (margins are R0 after preoperative RT)

D. Adjuvant doxorubicin/ifosfamide

E. Observation with PET-CT every 3 months



Q30. A 50-year-old patient with recurrent retroperitoneal DDLPS (third local recurrence after two prior R0 resections) presents with a 25 cm mass encasing the aorta and IVC. The MOST appropriate management is:


A. Attempt R0 resection with vascular reconstruction

B. Palliative debulking surgery

C. Referral to a specialist sarcoma centre for MDT discussion

D. Best supportive care only

E. Imatinib Module 6 — Quiz







Surgical Oncology

Breast Cancer — 30 Questions

Pablo Lozano Lominchar MD, PhD, EBPSM

Basic Level

Q1. Which molecular subtype of breast cancer is characterised by ER+, PR+, HER2−, and low Ki-67 (<14%)?


A. Luminal A

B. Luminal B

C. HER2-enriched

D. Triple-negative (basal-like)

E. Normal-like



Q2. The NSABP B-06 trial demonstrated that breast-conserving surgery plus radiation therapy provides equivalent survival to:


A. Breast-conserving surgery alone

B. Total mastectomy

C. Radical mastectomy (Halsted)

D. Bilateral mastectomy

E. Neoadjuvant chemotherapy alone



Q3. Sentinel lymph node biopsy (SLNB) is the standard axillary staging procedure for clinically node-negative breast cancer. Which tracer is most commonly used?


A. Methylene blue alone

B. Technetium-99m nanocolloid with or without blue dye

C. Indocyanine green only

D. Carbon nanoparticles

E. Fluorescein



Q4. Triple-negative breast cancer (TNBC) is defined by the absence of which three receptors?


A. ER, PR, and EGFR

B. ER, PR, and HER2

C. ER, AR, and HER2

D. PR, HER2, and BRCA1

E. ER, HER2, and Ki-67



Q5. Which hereditary syndrome is most commonly associated with breast and ovarian cancer?


A. Li-Fraumeni syndrome (TP53)

B. Cowden syndrome (PTEN)

C. BRCA1/BRCA2 mutations

D. Lynch syndrome (MMR genes)

E. Peutz-Jeghers syndrome (STK11)



Q6. The Oncotype DX Recurrence Score (RS) is used to guide adjuvant chemotherapy decisions in which subtype of breast cancer?


A. Triple-negative

B. HER2-positive

C. HR-positive, HER2-negative, node-negative

D. All subtypes

E. Inflammatory breast cancer



Q7. What is the standard first-line targeted agent for HER2-positive metastatic breast cancer in combination with chemotherapy?


A. Lapatinib

B. Pertuzumab + trastuzumab

C. Neratinib

D. T-DM1 (ado-trastuzumab emtansine)

E. Trastuzumab deruxtecan (T-DXd)



Q8. Ki-67 is a marker of:


A. Apoptosis

B. Cellular proliferation

C. DNA repair capacity

D. Hormonal receptor status

E. Angiogenesis



Q9. Risk-reducing bilateral salpingo-oophorectomy (RRBSO) is recommended for BRCA1 carriers at what age?


A. At age 25

B. Between 35-40 years (after completion of childbearing)

C. At age 50

D. At menopause

E. Only after cancer diagnosis



Q10. Luminal B breast cancer differs from Luminal A by having:


A. HER2 overexpression always

B. Absence of ER expression

C. Higher Ki-67 (≥14%) and/or HER2 positivity

D. Better prognosis

E. Lower sensitivity to chemotherapy



Intermediate Level

Q11. The ACOSOG Z0011 trial concluded that axillary lymph node dissection (ALND) can be safely omitted in breast cancer patients meeting which criteria?


A. Any patient with positive sentinel nodes

B. cT1-T2, BCS, whole-breast RT, 1-2 positive SLN

C. Mastectomy patients with 1 positive SLN

D. Patients receiving neoadjuvant chemotherapy with residual nodal disease

E. cT3 tumours with 1 positive SLN



Q12. The AMAROS trial compared axillary radiotherapy versus ALND in SLN-positive breast cancer patients. The main finding was:


A. ALND had superior regional control

B. Axillary RT provided equivalent regional control with significantly less lymphoedema

C. Axillary RT improved overall survival

D. ALND had lower complication rates

E. No difference in any outcome



Q13. In the KATHERINE trial, which agent demonstrated superiority over trastuzumab in the adjuvant setting for HER2+ breast cancer with residual invasive disease after neoadjuvant therapy?


A. Pertuzumab

B. Lapatinib

C. T-DM1 (ado-trastuzumab emtansine)

D. Trastuzumab deruxtecan (T-DXd)

E. Neratinib



Q14. KEYNOTE-522 demonstrated that adding pembrolizumab to neoadjuvant chemotherapy for early TNBC improves:


A. Overall survival only

B. pCR rate and event-free survival

C. pCR rate only, with no EFS benefit

D. Quality of life

E. Surgical conversion rate only



Q15. The TAILORx trial established that endocrine therapy alone (without chemotherapy) is non-inferior for HR+/HER2− node-negative breast cancer with an Oncotype DX RS of:


A. 0-10 only

B. 0-15

C. 0-25

D. 0-30

E. Any RS score



Q16. In the DESTINY-Breast03 trial, trastuzumab deruxtecan (T-DXd) demonstrated superiority over T-DM1 in previously treated HER2+ metastatic breast cancer with a hazard ratio for PFS of:


A. 0.68

B. 0.50

C. 0.28

D. 0.42

E. 0.75



Q17. The CREATE-X trial showed that adjuvant capecitabine improves survival in TNBC patients who:


A. Achieved pCR after neoadjuvant therapy

B. Had residual invasive disease after neoadjuvant chemotherapy

C. Were treatment-naive

D. Were BRCA1 mutation carriers

E. Had micrometastatic nodal disease



Q18. The monarchE trial demonstrated improved iDFS with the addition of which CDK4/6 inhibitor to endocrine therapy in high-risk HR+/HER2− early breast cancer?


A. Palbociclib

B. Ribociclib

C. Abemaciclib

D. Trilaciclib

E. Dalpiciclib



Q19. The standard neoadjuvant regimen for HER2-positive breast cancer includes:


A. AC followed by paclitaxel + trastuzumab

B. TCHP (docetaxel/carboplatin/trastuzumab/pertuzumab)

C. Trastuzumab monotherapy

D. T-DM1

E. Lapatinib + capecitabine



Q20. The OlympiA trial demonstrated that adjuvant olaparib in BRCA-mutated, HER2-negative high-risk early breast cancer improves OS with an HR of:


A. 0.50

B. 0.68

C. 0.75

D. 0.82

E. 0.55



Q21. Which of the following is a contraindication to breast-conserving surgery (BCS)?


A. Tumour size 2.5 cm

B. Multicentric disease (separate quadrants)

C. Clinically node-positive disease

D. BRCA1 mutation carrier

E. Age over 70 years



Q22. A patient with HR+/HER2− breast cancer has 4 positive axillary lymph nodes after surgery. According to the monarchE criteria, this patient is eligible for adjuvant abemaciclib if she also has:


A. Ki-67 ≥20% regardless of other factors

B. ≥4 positive nodes (sufficient alone as high-risk criterion)

C. Grade 1 tumour with low Ki-67

D. Oncotype DX RS <11

E. Luminal A subtype only



Advanced Level

Q23. A 45-year-old BRCA1 carrier is diagnosed with a 2.5 cm, grade 3 TNBC (cT2N0). She requests breast conservation. After neoadjuvant pembrolizumab + chemotherapy (KEYNOTE-522 regimen), imaging shows complete clinical response. The BEST surgical approach is:


A. BCS is absolutely contraindicated in BRCA1 carriers

B. BCS + SLNB is acceptable; discuss future risk-reducing mastectomy separately

C. Bilateral mastectomy is mandatory

D. No surgery needed after clinical complete response

E. Mastectomy without SLNB



Q24. A 52-year-old woman with HER2+ breast cancer (cT2N1) completes neoadjuvant TCHP. Post-surgical pathology shows ypT1aN0 (near-pCR with minimal residual invasive disease <5 mm). According to current evidence, optimal adjuvant HER2-directed therapy is:


A. Complete trastuzumab to 1 year (no T-DM1 needed, as near-pCR)

B. T-DM1 for 14 cycles (KATHERINE applies to any residual disease)

C. Trastuzumab + pertuzumab for 1 year

D. No further HER2-directed therapy

E. T-DXd for 1 year



Q25. A 58-year-old woman with HR+/HER2− breast cancer, Oncotype DX RS of 18, node-negative, undergoes BCS. According to TAILORx, the adjuvant treatment recommendation is:


A. Chemotherapy + endocrine therapy (RS 16-25 always needs chemo)

B. Endocrine therapy alone

C. Endocrine therapy + abemaciclib

D. Observation only

E. Chemotherapy alone



Q26. In the management of early TNBC with residual disease after neoadjuvant pembrolizumab + chemotherapy (KEYNOTE-522), which post-surgical therapy combination is most appropriate for a gBRCA1-mutated patient?


A. Pembrolizumab alone (9 adjuvant cycles)

B. Capecitabine alone (CREATE-X)

C. Olaparib alone (OlympiA)

D. Pembrolizumab (adjuvant) + olaparib (after pembrolizumab completion)

E. Observation only



Q27. A 40-year-old woman with cT1cN0 HER2+ breast cancer undergoes upfront surgery (no neoadjuvant therapy). Pathology: pT1c (18 mm), pN0, grade 2, ER+. The MOST appropriate adjuvant HER2-directed regimen is:


A. TCHP for 6 cycles then trastuzumab to 1 year

B. Paclitaxel + trastuzumab (TH) weekly x 12 then trastuzumab to 1 year (APT regimen)

C. Trastuzumab monotherapy for 1 year

D. T-DM1 for 14 cycles

E. No HER2-directed therapy (small tumour, node-negative)



Q28. A 55-year-old woman with HR+/HER2− breast cancer has 2 positive sentinel lymph nodes (macrometastases), T2 tumour (3 cm), grade 3, Ki-67 35%. She undergoes BCS with whole-breast RT. Regarding axillary management per Z0011 AND systemic escalation per monarchE:


A. ALND required; abemaciclib not indicated

B. No ALND needed; endocrine therapy alone

C. No ALND needed (Z0011 criteria met); add abemaciclib to endocrine therapy (monarchE criteria met)

D. ALND required; abemaciclib indicated

E. Axillary RT instead of ALND; no systemic escalation



Q29. A patient with HER2+ metastatic breast cancer progresses on first-line pertuzumab + trastuzumab + taxane. Second-line T-DXd (DESTINY-Breast03) is started. The most clinically significant adverse effect to monitor is:


A. Peripheral neuropathy

B. Cardiotoxicity (LVEF decline)

C. Interstitial lung disease / pneumonitis

D. Hand-foot syndrome

E. Febrile neutropenia



Q30. A 42-year-old premenopausal woman with gBRCA2 mutation is diagnosed with ER+ (90%), PR+ (70%), HER2−, Ki-67 12%, pT2N1 (2/15 nodes positive), grade 2 breast cancer after upfront surgery. Oncotype DX RS is 14. The OPTIMAL adjuvant strategy should include:


A. Tamoxifen alone for 5 years

B. AI + OFS + olaparib for 1 year

C. Endocrine therapy (AI + OFS) + abemaciclib for 2 years + olaparib for 1 year

D. Chemotherapy + tamoxifen

E. Olaparib alone for 1 year Module 7 — Quiz







Surgical Oncology

Endocrine Tumours — 30 Questions

Pablo Lozano Lominchar MD, PhD, EBPSM

Basic Level

Q1. What is the MOST common histological type of thyroid cancer?


A. Follicular thyroid carcinoma (FTC)

B. Papillary thyroid carcinoma (PTC)

C. Medullary thyroid carcinoma (MTC)

D. Anaplastic thyroid carcinoma (ATC)

E. Poorly differentiated thyroid carcinoma



Q2. In the AJCC 8th edition staging for differentiated thyroid cancer, what is the age cut-off that changes the staging system?


A. 40 years

B. 45 years

C. 50 years

D. 55 years

E. 60 years



Q3. When an adrenal incidentaloma is discovered, what is the FIRST biochemical workup that must be performed?


A. Serum cortisol

B. Serum aldosterone/renin ratio

C. 24-hour urinary metanephrines/plasma free metanephrines

D. DHEA-S levels

E. Low-dose dexamethasone suppression test



Q4. Which CT characteristic of an adrenal incidentaloma is most consistent with a benign adenoma?


A. Unenhanced HU > 20

B. Unenhanced HU < 10

C. Irregular margins

D. Size > 4 cm

E. Calcifications



Q5. What is the size threshold for surgical resection of a non-functioning adrenal incidentaloma?


A. > 2 cm

B. > 3 cm

C. > 4 cm

D. > 6 cm

E. > 8 cm



Q6. Medullary thyroid carcinoma (MTC) arises from which cells?


A. Follicular cells

B. Parafollicular C cells

C. Hurthle cells

D. Squamous epithelial cells

E. Parathyroid chief cells



Q7. In MEN1 syndrome, the classic triad of affected organs is:


A. Thyroid, adrenal, pituitary

B. Parathyroid, pancreas, pituitary (3 Ps)

C. Thyroid, parathyroid, adrenal

D. Pituitary, adrenal, gonad

E. Parathyroid, thyroid, pancreas



Q8. The WHO classification of pancreatic neuroendocrine tumours (pNET) is based on:


A. Tumour size only

B. Lymph node status

C. Ki-67 proliferation index and mitotic rate

D. Serum chromogranin A levels

E. Functional vs non-functional status



Q9. Which molecular alteration is most commonly found in papillary thyroid carcinoma (PTC)?


A. RAS mutation

B. RET/PTC rearrangement

C. BRAF V600E mutation

D. TP53 mutation

E. PAX8-PPARG fusion



Q10. Before any surgical procedure on a confirmed or suspected phaeochromocytoma, the MANDATORY preoperative preparation is:


A. Beta-blockade for 3 days

B. Alpha-blockade for 10-14 days

C. Calcium channel blockers for 7 days

D. Combined alpha + beta blockade starting simultaneously

E. No preoperative preparation needed with modern anaesthesia



Intermediate Level

Q11. The Weiss score for adrenocortical carcinoma (ACC) requires how many criteria to diagnose malignancy?


A. >= 1 of 9

B. >= 2 of 9

C. >= 3 of 9

D. >= 5 of 9

E. >= 7 of 9



Q12. In the FIRM-ACT trial for advanced adrenocortical carcinoma, which regimen showed superior response rate as first-line treatment?


A. Mitotane alone

B. Etoposide/doxorubicin/cisplatin + mitotane (EDP-M)

C. Streptozotocin + mitotane

D. Temozolomide

E. Pembrolizumab



Q13. Which germline mutation is most associated with malignant/metastatic phaeochromocytoma and paraganglioma?


A. RET

B. VHL

C. SDHB

D. NF1

E. MAX



Q14. The PROMID trial demonstrated the efficacy of octreotide LAR in which setting?


A. Advanced pancreatic NEC

B. Well-differentiated midgut NETs with hepatic metastases

C. Gastric carcinoid type 3

D. Small-cell lung cancer

E. Medullary thyroid carcinoma



Q15. In the CLARINET trial, lanreotide autogel demonstrated antiproliferative activity in:


A. Poorly differentiated NEC only

B. Non-functioning GEP-NETs G1/G2 with Ki-67 <10%

C. Anaplastic thyroid cancer

D. Adrenocortical carcinoma

E. Only midgut NETs



Q16. In the NETTER-1 trial, 177Lu-DOTATATE for midgut NETs showed a hazard ratio for PFS of:


A. 0.64

B. 0.47

C. 0.34

D. 0.18

E. 0.55



Q17. The RADIANT-3 trial demonstrated the efficacy of which agent in advanced pancreatic NETs?


A. Sunitinib

B. Everolimus

C. Temozolomide

D. Cabozantinib

E. Bevacizumab



Q18. In MEN2A syndrome, the most common RET codon associated with the phenotype is:


A. Codon 609

B. Codon 611

C. Codon 634

D. Codon 804

E. Codon 918



Q19. Radioactive iodine (RAI) therapy is effective in which type of thyroid cancer?


A. Medullary thyroid carcinoma

B. Anaplastic thyroid carcinoma

C. Differentiated thyroid carcinoma (PTC and FTC)

D. Primary thyroid lymphoma

E. Thyroid squamous cell carcinoma



Q20. Selpercatinib (LIBRETTO-001 trial) is approved for which thyroid cancer alteration?


A. BRAF V600E mutation

B. RET fusion or mutation

C. NTRK fusion

D. RAS mutation

E. ALK rearrangement



Q21. A patient with MEN2B (M918T mutation) should undergo prophylactic thyroidectomy at what age?


A. Before age 1 year (within the first 6 months)

B. By age 5 years

C. By age 10 years

D. At puberty

E. When calcitonin becomes elevated



Q22. What is the role of mitotane in the management of adrenocortical carcinoma (ACC)?


A. Neoadjuvant therapy only

B. Adjuvant therapy after R0 resection with high-risk features and/or palliative in advanced disease

C. Only indicated in metastatic disease

D. Used as radiation sensitizer

E. Has been replaced by immunotherapy



Advanced Level

Q23. A 45-year-old patient presents with a 5 cm adrenal mass. 24h urinary metanephrines are 4x upper normal. CT shows HU=35. The CORRECT management sequence is:


A. Immediate surgical resection

B. Fine-needle aspiration biopsy, then surgery

C. Alpha-blockade 10-14 days, then laparoscopic adrenalectomy

D. Start beta-blockers, then alpha-blockade, then surgery

E. Observe with repeat imaging in 6 months



Q24. A 60-year-old patient with a 7 cm adrenal mass, Weiss score 5, Ki-67 25%, R0 resection, stage III. Adjuvant management should include:


A. Observation only

B. Adjuvant mitotane with target levels 14-20 mg/L

C. Adjuvant radiation therapy alone

D. Adjuvant EDP-M chemotherapy

E. Adjuvant pembrolizumab



Q25. A 50-year-old patient with progressive well-differentiated pancreatic NET G2 (Ki-67 12%), multiple hepatic metastases, and positive 68Ga-DOTATATE PET/CT. After failure of octreotide LAR, the BEST next-line therapy based on level 1 evidence is:


A. Temozolomide/capecitabine (TEMCAP)

B. Everolimus

C. 177Lu-DOTATATE (PRRT)

D. Sunitinib

E. Interferon alfa



Q26. Anaplastic thyroid carcinoma (ATC) with BRAF V600E mutation. The MOST appropriate systemic treatment based on current evidence is:


A. Radioactive iodine (RAI)

B. External beam radiation alone

C. Dabrafenib + trametinib combination

D. Doxorubicin monotherapy

E. Lenvatinib monotherapy



Q27. A 35-year-old patient with newly diagnosed MTC, calcitonin 450 pg/mL, CEA 12 ng/mL. Genetic testing reveals a RET codon 634 mutation. Before thyroidectomy, the NEXT mandatory step is:


A. Neck ultrasound mapping

B. PET-CT for staging

C. Rule out phaeochromocytoma (24h urinary metanephrines)

D. Measure serum calcium and PTH

E. Start vandetanib neoadjuvant



Q28. A 52-year-old patient with a 3 cm pancreatic NET, Ki-67 2%, no distant metastases, incidentally found on CT. The tumour is located in the body of the pancreas, away from the duct. Management should be:


A. Observation with serial imaging

B. Enucleation

C. Distal pancreatectomy with splenectomy

D. Pancreaticoduodenectomy

E. Start octreotide LAR



Q29. A 28-year-old patient with MEN1, primary hyperparathyroidism (calcium 12.5 mg/dL), and a 2.5 cm non-functioning pancreatic NET (Ki-67 4%). The surgical strategy should be:


A. Subtotal parathyroidectomy (3.5 glands) alone, observe pNET

B. Subtotal parathyroidectomy + distal pancreatectomy in same operation

C. Total parathyroidectomy with autotransplant + pancreatic enucleation

D. Treat pNET only, observe hyperparathyroidism

E. Octreotide LAR for pNET, cinacalcet for hyperparathyroidism



Q30. A patient with RAI-refractory differentiated thyroid cancer (BRAF V600E positive, progressive measurable disease). According to current guidelines, the FIRST-line systemic therapy should be:


A. Dabrafenib + trametinib

B. Lenvatinib or sorafenib

C. Selpercatinib

D. Pembrolizumab

E. Doxorubicin Module 8 — Quiz







Surgical Oncology

Melanoma & Skin Cancer — 30 Questions

Pablo Lozano Lominchar MD, PhD, EBPSM

Basic Level

Q1. Which is the MOST common subtype of cutaneous melanoma?


A. Nodular melanoma (NM)

B. Superficial spreading melanoma (SSM)

C. Lentigo maligna melanoma (LMM)

D. Acral lentiginous melanoma (ALM)

E. Desmoplastic melanoma



Q2. What is the single most important prognostic factor in primary cutaneous melanoma?


A. Clark level

B. Mitotic rate

C. Breslow thickness

D. Ulceration

E. Lymphovascular invasion



Q3. In the AJCC 8th edition melanoma staging, mitotic rate is:


A. Used to define T1b (>= 1 mitosis/mm2)

B. Used only for T3/T4 substaging

C. REMOVED as a T1b criterion; ulceration alone defines T1a vs T1b

D. The primary determinant of N staging

E. Only relevant in desmoplastic melanoma



Q4. What is the recommended wide local excision (WLE) margin for a melanoma in situ?


A. 0.5 cm

B. 1 cm

C. 1-2 cm

D. 2 cm

E. 3 cm



Q5. What is the recommended WLE margin for a melanoma with Breslow thickness of 1.5 mm (T2)?


A. 0.5 cm

B. 1 cm

C. 1-2 cm

D. 2 cm

E. 3 cm



Q6. Which melanoma subtype is most common in dark-skinned and Asian populations?


A. Superficial spreading melanoma

B. Nodular melanoma

C. Lentigo maligna melanoma

D. Acral lentiginous melanoma (ALM)

E. Desmoplastic melanoma



Q7. BRAF V600 mutation testing in melanoma is:


A. Only needed in stage IV

B. Only needed if immunotherapy fails

C. MANDATORY for all stage III/IV melanoma before systemic therapy

D. Optional based on patient preference

E. Only relevant for nodular melanoma



Q8. The M1d category in AJCC 8th edition melanoma staging refers to distant metastases in:


A. Skin and soft tissue

B. Lung

C. Non-CNS visceral sites

D. Central nervous system (CNS)

E. Bone



Q9. Sentinel lymph node biopsy (SLNB) in melanoma is generally recommended when Breslow thickness exceeds:


A. 0.5 mm

B. 0.8 mm

C. 1.0 mm

D. 1.5 mm

E. 2.0 mm



Q10. Which drug is the standard first-line systemic therapy for locally advanced or metastatic basal cell carcinoma (BCC)?


A. Pembrolizumab

B. Nivolumab

C. Vismodegib

D. Cemiplimab

E. Cetuximab



Intermediate Level

Q11. According to MSLT-II, completion lymph node dissection (CLND) after a positive SLNB in melanoma:


A. Improves overall survival significantly

B. Improves disease-free survival only with no OS benefit (HR 1.08)

C. Is mandatory in all cases

D. Should be performed only if >3 nodes are positive

E. Is only indicated for head and neck melanoma



Q12. In COMBI-AD, adjuvant dabrafenib + trametinib in BRAF V600-mutant stage III melanoma showed a relapse-free survival HR of:


A. 0.35

B. 0.49

C. 0.57

D. 0.65

E. 0.77



Q13. In KEYNOTE-054, adjuvant pembrolizumab in resected stage III melanoma showed a recurrence-free survival HR of:


A. 0.35

B. 0.49

C. 0.57

D. 0.65

E. 0.77



Q14. Nodular melanoma (NM) is clinically dangerous primarily because:


A. It is always BRAF-mutant

B. It has only a vertical growth phase from onset (no radial phase)

C. It never ulcerates

D. It only occurs on sun-exposed areas

E. It does not metastasize to lymph nodes



Q15. In CheckMate-238, adjuvant nivolumab versus ipilimumab in resected stage IIIB-IV melanoma showed a recurrence-free survival HR of:


A. 0.49

B. 0.52

C. 0.57

D. 0.65

E. 0.77



Q16. The 5-year overall survival rate for nivolumab + ipilimumab in advanced melanoma (CheckMate-067) was approximately:


A. 26%

B. 36%

C. 44%

D. 52%

E. 65%



Q17. What is the recommended WLE margin for a melanoma with Breslow thickness >2 mm (T3/T4)?


A. 0.5 cm

B. 1 cm

C. 1-2 cm

D. 2 cm

E. 3 cm



Q18. Desmoplastic melanoma is characterized by:


A. High BRAF mutation rate

B. Predilection for acral sites

C. Neurotropism and spindle cell morphology with frequent perineural invasion

D. Always amelanotic and always in situ

E. Excellent response to BRAF inhibitors



Q19. Cemiplimab is approved for the treatment of:


A. Metastatic melanoma only

B. Locally advanced or metastatic cutaneous squamous cell carcinoma (cSCC) not amenable to surgery/RT

C. Merkel cell carcinoma only

D. Basal cell carcinoma first-line

E. Melanoma brain metastases



Q20. Avelumab in Merkel cell carcinoma (MCC) is indicated as:


A. Neoadjuvant therapy before surgery

B. Adjuvant therapy after resection

C. First-line or second-line for metastatic MCC

D. Only for Merkel cell polyomavirus-positive tumours

E. Combination with BRAF inhibitors



Q21. The MSLT-I trial demonstrated that sentinel lymph node biopsy (SLNB) in intermediate-thickness melanoma:


A. Improves overall survival in all patients

B. Has no staging or prognostic value

C. Provides important staging and prognostic information with improved DFS in SLN-positive patients

D. Should be replaced by PET-CT

E. Is only useful for head and neck melanoma



Q22. In the COMBI-v trial, dabrafenib + trametinib versus vemurafenib monotherapy in BRAF V600-mutant metastatic melanoma showed:


A. No difference in overall survival

B. Improved OS with combination (HR 0.69, median 25.6 vs 18.0 months)

C. Worse toxicity with no efficacy benefit

D. Only benefit in BRAF V600K mutations

E. Inferior PFS compared to immunotherapy



Advanced Level

Q23. A 55-year-old patient presents with a 2.5 mm Breslow melanoma with ulceration on the back. SLNB shows a 0.4 mm micrometastasis in one sentinel node. BRAF V600E positive. According to current evidence, the BEST next step is:


A. Completion lymph node dissection (CLND)

B. Observation with ultrasound surveillance + adjuvant systemic therapy discussion

C. Adjuvant radiotherapy to nodal basin

D. Immediate nivolumab + ipilimumab

E. Wide re-excision with 3 cm margins



Q24. A patient with BRAF V600E-mutant stage IV melanoma with symptomatic brain metastases and elevated LDH. The MOST appropriate first-line systemic therapy is:


A. Nivolumab + ipilimumab

B. Dabrafenib + trametinib

C. Pembrolizumab monotherapy

D. Vemurafenib monotherapy

E. Temozolomide + whole-brain radiotherapy



Q25. A 70-year-old patient has a lentigo maligna melanoma (LMM) in situ on the cheek. WLE with 0.5 cm margins shows positive peripheral margins. The BEST management is:


A. Observation with clinical follow-up

B. Adjuvant imiquimod only

C. Re-excision with staged excision technique (slow Mohs)

D. Immediate radiotherapy

E. Systemic immunotherapy



Q26. In a patient with BRAF wild-type advanced melanoma, high tumour burden, and normal LDH, the PREFERRED first-line regimen based on CheckMate-067 is:


A. Pembrolizumab monotherapy

B. Nivolumab monotherapy

C. Nivolumab + ipilimumab

D. Ipilimumab monotherapy

E. Temozolomide



Q27. A patient with locally advanced cutaneous SCC (cSCC) involving the parotid and facial nerve, not amenable to surgery. Best first-line treatment is:


A. Palliative radiotherapy alone

B. Cisplatin + 5-FU

C. Cemiplimab (anti-PD-1)

D. Cetuximab

E. Vismodegib



Q28. A 48-year-old female has a 0.9 mm melanoma with ulceration on the calf. According to AJCC 8th edition, this is staged as:


A. T1a

B. T1b

C. T2a

D. T2b

E. T1a (ulceration no longer matters for T1)



Q29. A patient completes 12 months of adjuvant pembrolizumab for resected IIIC melanoma (BRAF V600E positive). Eighteen months later, they develop unresectable stage IV disease (lung + liver). The OPTIMAL first-line treatment is:


A. Re-challenge with pembrolizumab monotherapy

B. Nivolumab + ipilimumab

C. Dabrafenib + trametinib

D. Ipilimumab monotherapy

E. Observation with best supportive care



Q30. A patient is diagnosed with Merkel cell carcinoma (MCC) of the thigh, 2.5 cm, clinically node-negative. After wide excision with adequate margins, the MOST appropriate next step is:


A. Observation only

B. Sentinel lymph node biopsy

C. Completion lymph node dissection

D. Adjuvant avelumab

E. Adjuvant chemotherapy with cisplatin/etoposide Module 9 — Quiz







Surgical Oncology

Hepatobiliary & CRLM — 30 Questions

Pablo Lozano Lominchar MD, PhD, EBPSM

Basic Level

Q1. What is the FIRST-LINE imaging modality for diagnosing hepatocellular carcinoma (HCC) in a cirrhotic liver?


A. Ultrasound

B. Multiphase CT or dynamic MRI

C. PET-CT

D. Liver biopsy

E. Angiography



Q2. The BCLC staging system for HCC stratifies patients primarily based on which combination of factors?


A. Tumour size only

B. Tumour burden, liver function (Child-Pugh), and performance status

C. AFP level and tumour number

D. Histological grade and vascular invasion

E. TNM staging only



Q3. The Milan criteria for liver transplantation in HCC are:


A. Single tumour <= 3 cm

B. Single tumour <= 5 cm OR up to 3 tumours each <= 3 cm, no macrovascular invasion, no extrahepatic disease

C. Any number of tumours if total diameter <= 10 cm

D. Single tumour <= 7 cm

E. Up to 5 tumours each <= 5 cm



Q4. Incidental gallbladder cancer (GBC) found after cholecystectomy requires re-resection starting from which T stage?


A. T1a

B. T1b

C. T2

D. T3

E. All stages require re-resection



Q5. What is the Bismuth-Corlette classification used for?


A. Staging of hepatocellular carcinoma

B. Classification of perihilar cholangiocarcinoma (Klatskin tumour) based on ductal involvement

C. Grading of gallbladder cancer

D. Staging of colorectal liver metastases

E. Classification of ampullary tumours



Q6. The standard curative procedure for distal cholangiocarcinoma (dCCA) and ampullary carcinoma is:


A. Bile duct resection only

B. Pancreaticoduodenectomy (Whipple procedure)

C. Left hepatectomy

D. Liver transplantation

E. Transarterial chemoembolization



Q7. The BILCAP trial established adjuvant capecitabine for biliary tract cancer. The overall survival benefit was:


A. No benefit

B. OS 53 vs 36 months in per-protocol analysis

C. OS 24 vs 12 months

D. OS 80 vs 60 months

E. Only progression-free survival benefit



Q8. Which molecular alteration is a targetable driver in intrahepatic cholangiocarcinoma (iCCA) occurring in 10-15% of cases?


A. KRAS mutation

B. FGFR2 fusion/rearrangement

C. HER2 amplification

D. EGFR mutation

E. ALK rearrangement



Q9. What is the minimum future liver remnant (FLR) generally required before major hepatectomy in a normal liver?


A. 10%

B. 20%

C. 30%

D. 40%

E. 50%



Q10. The TOPAZ-1 trial established the current first-line standard for advanced biliary tract cancer. The regimen is:


A. Gemcitabine + cisplatin alone

B. FOLFOX

C. Durvalumab + gemcitabine + cisplatin

D. Pembrolizumab monotherapy

E. Capecitabine + oxaliplatin



Intermediate Level

Q11. The IMbrave150 trial established the first-line systemic therapy for advanced HCC. The regimen and its OS hazard ratio were:


A. Sorafenib (HR 0.69)

B. Lenvatinib (HR 0.92)

C. Atezolizumab + bevacizumab (HR 0.58)

D. Nivolumab (HR 0.85)

E. Cabozantinib (HR 0.76)



Q12. The SHARP trial was the FIRST to demonstrate systemic therapy benefit in advanced HCC. The agent used was:


A. Lenvatinib

B. Regorafenib

C. Sorafenib

D. Nivolumab

E. Cabozantinib



Q13. The REFLECT trial demonstrated that lenvatinib was non-inferior to sorafenib in first-line HCC. Which statement is CORRECT?


A. Lenvatinib showed superior OS

B. Lenvatinib was non-inferior in OS (HR 0.92) and showed improved PFS and ORR

C. Lenvatinib was inferior to sorafenib

D. Lenvatinib was only tested in second line

E. The trial included Child-Pugh B patients



Q14. IDH1 mutations in intrahepatic cholangiocarcinoma occur in approximately what percentage of cases, and which trial demonstrated benefit of ivosidenib?


A. 1-2%, FOENIX-CCA2

B. 10-20%, ClarIDHy

C. 30-40%, TOPAZ-1

D. 50%, BILCAP

E. 5%, CheckMate-040



Q15. Portal vein embolization (PVE) is performed before major hepatectomy to:


A. Reduce tumour blood supply

B. Induce hypertrophy of the future liver remnant (FLR)

C. Treat portal hypertension

D. Stage the disease

E. Prevent recurrence



Q16. The EORTC 40983 trial evaluated perioperative FOLFOX for resectable colorectal liver metastases (CRLM). The hazard ratio for PFS was:


A. HR 0.50

B. HR 0.77

C. HR 0.92

D. HR 1.05

E. HR 1.48



Q17. The EPOC trial evaluated the addition of cetuximab to perioperative chemotherapy for resectable KRAS wild-type CRLM. The result was:


A. Cetuximab improved OS significantly

B. Cetuximab improved PFS

C. Cetuximab was DETRIMENTAL (PFS HR 1.48)

D. No difference between groups

E. Trial was not completed



Q18. ALPPS (Associating Liver Partition and Portal Vein Ligation for Staged Hepatectomy) achieves FLR hypertrophy of:


A. 10-20% in 6-8 weeks

B. 40-80% in 1-2 weeks

C. 20-30% in 4-6 months

D. 5-10% in 2 weeks

E. No hypertrophy, only tumour necrosis



Q19. The RESORCE trial established second-line therapy for HCC after sorafenib progression. The agent was:


A. Lenvatinib

B. Cabozantinib

C. Regorafenib

D. Nivolumab

E. Ramucirumab



Q20. In the "liver-first" approach for synchronous colorectal liver metastases, the treatment sequence is:


A. Primary tumour resection first, then chemotherapy, then liver surgery

B. Systemic chemotherapy, then liver resection, then primary tumour resection

C. Simultaneous resection of primary and liver metastases

D. Liver transplantation, then primary resection

E. Radiation to liver, then surgery



Q21. According to KEYNOTE-177, first-line pembrolizumab for metastatic colorectal cancer with MSI-H/dMMR showed:


A. No benefit over chemotherapy

B. Improved PFS (HR 0.60) and higher complete response rate

C. Benefit only in combination with chemotherapy

D. OS benefit but not PFS

E. Only effective in second line



Q22. A 65-year-old patient has 4 bilobar CRLM, the largest measuring 4 cm, with a calculated FLR of 25% after planned right hepatectomy. The liver is normal. The most appropriate strategy is:


A. Proceed directly to right hepatectomy (FLR adequate for normal liver)

B. Portal vein embolization then right hepatectomy

C. ALPPS

D. Palliative chemotherapy only

E. Liver transplantation



Advanced Level

Q23. A 60-year-old with Child-Pugh A5 cirrhosis has a 3 cm HCC. BCLC stage 0/A. No portal hypertension. The BEST treatment option is:


A. Transarterial chemoembolization (TACE)

B. Sorafenib

C. Liver resection

D. Atezolizumab + bevacizumab

E. Best supportive care



Q24. A patient has a Bismuth-Corlette Type IIIa perihilar cholangiocarcinoma. The appropriate surgical approach is:


A. Bile duct resection with lymphadenectomy only

B. Right hepatectomy with en-bloc caudate resection and bile duct resection

C. Left hepatectomy with caudate resection

D. Pancreaticoduodenectomy

E. Total hepatectomy and transplantation



Q25. A patient with metastatic CRC has 8 bilobar CRLM initially deemed unresectable. After 6 cycles of FOLFOXIRI + bevacizumab, imaging shows significant response with 5 remaining lesions. FLR is estimated at 28% after planned right hepatectomy. The liver has received extensive chemotherapy. The next step is:


A. Proceed to surgery (FLR adequate)

B. Portal vein embolization to augment FLR, then surgery

C. Continue chemotherapy until complete response

D. ALPPS immediately

E. Palliative care



Q26. A 55-year-old undergoes cholecystectomy for presumed biliary colic. Pathology reveals incidental T2 gallbladder cancer with positive cystic duct margin. The next step is:


A. Observation (cholecystectomy is curative for T2)

B. Adjuvant capecitabine only

C. Radical re-resection: hepatic resection (segments IVb/V) + regional lymphadenectomy + bile duct resection for positive cystic duct margin

D. Chemoradiation

E. Total hepatectomy and transplantation



Q27. A patient with HCC within Milan criteria (single 4 cm lesion, Child-Pugh B7, MELD 14) and moderate portal hypertension. The MOST appropriate treatment is:


A. Liver resection

B. Liver transplantation

C. TACE

D. Sorafenib

E. Radiofrequency ablation only



Q28. In a patient with synchronous CRLM and a symptomatic primary (near-obstructing), MSS tumour, and initially borderline resectable liver disease, the OPTIMAL treatment strategy is:


A. Liver-first approach

B. Simultaneous resection of primary and liver metastases

C. Primary tumour resection first, then chemotherapy, then liver assessment

D. Chemotherapy only

E. Immediate liver transplantation



Q29. A cirrhotic patient (Child-Pugh A6) has a 2.5 cm HCC and a 2 cm HCC. After 2 sessions of TACE, one lesion progresses and a new 1.5 cm lesion appears. AFP is 250 ng/mL. He is within Milan criteria. The most appropriate NEXT step is:


A. Continue TACE

B. Start atezolizumab + bevacizumab

C. Evaluate for liver transplantation

D. Sorafenib

E. Best supportive care



Q30. A patient with intrahepatic cholangiocarcinoma undergoes R0 resection. Pathology: pT2 N1, moderately differentiated, FGFR2 fusion positive, IDH1 wild-type. The adjuvant treatment and subsequent surveillance plan should include:


A. Observation only

B. Adjuvant capecitabine for 6 months (BILCAP); record FGFR2 status for future targeted therapy if recurrence

C. Immediate FGFR inhibitor therapy

D. Adjuvant gemcitabine + cisplatin + durvalumab

E. Adjuvant radiation only
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The 270 questions in this volume map directly to the nine modules of the Surgical Oncology Course. Each question has been written to reflect the structure of EBSQ and USMLE Step 2/3 examinations: a clinical stem, five plausible distractors, and a single best answer. Questions are grouped by module, then stratified by difficulty — Basic, Intermediate, and Advanced.


Work through the questions before consulting the answers. Use the explanations, not just the correct letters — that is where the learning happens. If you consistently get a module right, your knowledge of that tumour type is solid. If you keep missing the same distractor, you have identified a gap.


A question book is a diagnostic tool. Use it accordingly.



📌 HOW TO USE THIS BOOK


Structure: 270 questions across 9 modules, 30 per module. Basic → Intermediate → Advanced progression within each module.


Method: Answer all questions in a module before checking the Answer Book. Mark uncertainties. Review explanations for every question you missed and every question you answered correctly by guessing.


Target performance: ≥80% per module before sitting the board examination.
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