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Get the best possible score on the Plastic Surgery Nurse Certification ExamThis StatPearls

review (5th edition) is designed to help you maximize your score on the Plastic Surgery Nurse

Certification Exam. Our questions target the Plastic Surgery Nursing Certification Board®

content outlines and match the question structure. We have 1st, 2nd, and 3rd order multiple

choice questions and four detailed teaching points to help you rapidly prepare and achieve the

best score possible. The questions are updated annually by 81 authors and 71 editors to

improve your learning experience and to better match exam requirements. The single best way

to improve your performance is to DO MORE QUESTIONS!Know The Plastic Surgery Nursing

Certification Board® ExamThe exam is approximately 4 hours and consists of 175

questions with a pass rate of 90%. The exam covers Clinical Practice Area: Reconstructive -

65%, Head & Neck - 15%, Breast - 25%, Extremities - 10%, Abdomen & Trunk - 15%,

Cosmetic/Aesthetic - 35% -Surgical - 30%, Nonsurgical Aesthetic - 5%; Nursing Activities -

Assess and Monitor Patient Status, Physical & Psychosocial - 35%, Plan and Administer

Treatment(s) - 30%, Teach Patient to Promote Optimal Outcomes - 25%, and Professional

Nursing Practice - 10%. About StatPearlsStarted as an academic teaching project in 2014,

StatPearls has grown into the largest library of medical education in the world. More than

7,500 medical authors and editors have published more than 8,000 peer-reviewed PubMed

indexed articles covering every specialty in healthcare. Along with these articles are more than

75,000 multiple choice questions with teaching points related to the content were created.

These questions were then matched to the content outlines for every board and certification

exam in healthcare, including our Plastic Surgery Nurse Certification Exam review. This effort

by thousands of sub-specialty experts has made StatPearls the most-comprehensive review

resource available.

About the AuthorJohn Scott is a Canadian professional ice hockey player in the National

Hockey League. Scott previously played for the Minnesota Wild, Chicago Blackhawks, New

York Rangers, San Jose Sharks, Buffalo Sabres, Arizona Coyotes, and Montreal Canadiens of

the NHL. Scott was born in Edmonton, Alberta, but grew up in St. Catharines, Ontario. He

graduated from Michigan Technological University with a mechanical engineering degree. Scott

and his wife, Danielle, have four daughters: Eva, Gabrielle, Estelle, and Sofia. --This text refers

to an alternate kindle_edition edition.Excerpt. © Reprinted by permission. All rights reserved.A

Guy Like MeCHAPTER 1Humble BeginningsWe were survivors. I lived in the Evergreen Trailer

Park in Edmonton, Alberta, with my parents, Howard and Marilyn, and my brothers, Jamie and

Curtis, until I was five. My brothers and I shared a tiny bed, so there was never much chance to

spread out. When my father changed jobs, we moved in with my dad’s mother, who lived out

east in Port Dalhousie, Ontario. The move came just in time, too. Soon after we moved, a

tornado hit the park area and leveled all the houses except ours. My dad had left behind a ’55

Chevy pickup truck, which he planned to, well, pick up a few months later. It was gone when we

got back, and I always wondered who or what took it, the tornado or one of my mom’s brothers,

who could have sold it for some extra cash.Within a year, we packed up shop and moved

again, this time to St. Catharines, Ontario, an industrial city about twelve miles from the US

border, along the Niagara River. It was the place where I first went to school, and as I settled

into the rhythm of my new life, I started to become very curious about my relatives. My parents



always did a good job providing for us. They just never really talked much about family history,

and they didn’t express a lot of emotion. They always took care of us, but life at home was a

little impersonal for us compared to some of our neighbors.The family history was in my

grandmother’s basement. My brothers and I would explore down there for hours, searching

through the old boxes she had stacked in nearly every corner. My grandmother had raised five

kids, and each of their stories was tucked away in those boxes. She had dozens of them full of

toys, photos, and old sporting equipment. My great-uncle, Nick, had a bunch of used hockey

equipment that was worn down to the core. There was an old canoe, some pads, a few

sneakers. It was treasure after treasure. Most of all, I remember the pictures. My parents never

told me about how they met or what it was like when they were dating, nor did I go out of my

way to ask them. I found my answers in the basement. There were albums upon albums of

pictures. I would sit there for hours going over every picture in every one of them, piecing them

together to get a glimpse into my parents’ lives when they were just kids. Most pictures were of

them hanging out with their friends. My dad had a big old beard and my mom had long black

hair, the kind you would see on Pocahontas from the Disney movie. My parents didn’t have

much back then, but from their smiles in those photos, they looked like they didn’t have a care

in the world; they looked happy.Although I never knew my parents’ whole story when I was

growing up, I at least knew that there was a story. My mom’s parents met in Saskatchewan

before moving to British Columbia. When they arrived in Quesnel, a tiny town in the province’s

interior, they had to cut down trees to make room for the house that my grandfather, a domestic

engineer, was building. I believe my grandpa still has the mark for felling the biggest tree on

record. And that’s back when they used only a saw—none of the chainsaws and harnesses

people use these days. My grandpa built the house by hand, so my mom and her eight siblings

—including two sets of twins—grew up with no electricity.Dad was born into a Catholic family in

St. Catharines, where my grandparents owned a grocery store that supplied a lot of the local

shipping industry. But when my dad was thirteen, my grandad passed away, so my grandma

sold the store and moved my dad, along with his three brothers and two sisters, to Bobby Orr’s

hometown of Perry Sound, Ontario, where they opened a dairy business. Compared to people

around them, my dad’s family was relatively well off. When my dad was twenty-one, he went on

a trip to California, where he bought a car to drive around and tour the United States. By the

time he made it up to British Columbia, he’d been gone for four months and had drained his

money. My dad had a friend in B.C. who was dating my mom’s sister. My mom was eighteen

when they met, and she already had a son, my brother Jamie, from a previous relationship. My

dad met my mom, and they fell for each other quickly. They moved to Edmonton to join a

construction business, and they’ve been inseparable ever since. They didn’t actually get

married until I was five. I understood that it was a special day, but I didn’t really know why.

There was a nice church and a reception with a lot of people. I remember dressing up in a suit

for the big day—it might not have been so comfortable to wear, but I got a lot of compliments

about that suit.My dad was always quiet and reserved. He was like a worker bee: if there was a

problem, he’d find a solution. When we moved to St. Catharines, he became a construction

superintendent for the Charter Building Company. When I was growing up, he’d wake at 5:00

a.m. and wouldn’t get back until six thirty or seven in the evening. He worked a lot. Dad never

smoked and didn’t drink much. His main job in life was to make sure we had everything we

needed, and we always did. Like a lot of people in his line of work, he went where the jobs

were. If the job was in Toronto, he’d be up extra early, making the seventy-mile drive. He

usually had three or four projects going on at once, so he was always on the move.My parents

had very distinctive mannerisms, especially when they were in serious thought. Whenever my



dad would start thinking of his work, he’d take both his hands and start rubbing under his chin.

He still does it all the time when he’s on the phone, like he’s trying to paint a picture for himself

that he can’t actually see. My mom would open her mouth when she was concentrating. When

she backed up the car and had to watch for obstacles, it looked like she was at the dentist,

saying, “Ah.”My dad also ran a strict household. When we misbehaved, we took our licking. My

dad used to spank us with a hand, a belt, a wooden spoon—different things. One time, my

neighbor ten houses down was picking on my brother Curt, so I gave the bully a good kick in

the butt. I knew what was coming, but I did everything I could to give my dad a cooling-off

period. I went into my room and, like I did every time, built the sturdiest barricade I could. I

would move the dresser in my room up against the door, put my feet up against the dresser,

and brace my back against the other wall. Waiting to take a lickin’ was the worst part of the

whole ordeal. I later came to realize that it’s a lot like a hockey fight. A lot of the time, I would

psych myself out so badly that the actual fight—or spanking, as a kid—was nothing compared

to the torture I put myself through beforehand. One day, my mom was giving my brother Jamie

and me a spanking for doing something bad. She was using a belt and I was taking the worse

of it. But when she got to Jamie, he just stood there laughing at my mom. After a while, my

mom gave up and let us both be. I asked Jamie how the heck he was laughing while getting hit

and he told me he had learned to time mom’s swing, so he could catch the belt before it

whipped and stung him. Only Jamie could somehow get spanked and still manage to laugh in

my mom’s face while it happened. It was priceless.My parents were amazing, and they gave

me a lot of things, but I don’t know where I got my height from (today I am six eight). My father

is six feet and mom is five five. I was always big for my age. Hockey teams usually place racks

in the hallways by the locker rooms where guys leave their hockey sticks on the way in and pick

them up on the way out. The racks come in different sizes depending on the age—and, of

course, the typical size—of the players involved. I can’t recall ever having hockey sticks that fit

inside the stick racks my teams used. In juniors, college, even today—I’ve gotten used to

balancing mine against the wall next to the rack.I also don’t know where I got my interest in

sports. When I was ten, Dad told me that he was a rower. But later, when I was exploring the

photos in one of the boxes, I learned that he wasn’t exactly a rower—he was a coxswain. My

dad had never operated a paddle. He’d been the one with the bullhorn, yelling instructions,

shouting out number counts to keep the rowers in rhythm or just telling the team to “hurry up

and row.” The coxswain is usually as small as possible, taking on as little weight as necessary,

since he isn’t actually rowing. On the one hand, he’s an important guy, like the team

quarterback; on the other, well, he doesn’t have athletic size or skills that translate into

anything other than coaching or becoming hockey announcer Doc Emrick in another life. Those

were the genes I had to work with.But I also had something more valuable. My parents always

supported my love of hockey. When they had the means to take a vacation in the winter, they

never went to a warm climate; instead they took me to a tournament, a camp, or just a game or

practice that happened to be on the schedule. I always knew I had their support, even if they

weren’t the types to make a big show of how much they were helping me.In the summers, we

would sometimes go to Snug Haven, a little resort cottage nestled on a beach in northern

Ontario. It was awesome. It was right near where my dad had grown up, so he loved taking us

for cruises on a little ten-foot aluminum boat with a small nine-horsepower engine, showing us

around the rocks and trees that most tourists would never dare to navigate. He would show us

his favorite beaches and fishing holes, as though he were sharing a secret with us. That place

will always hold a special spot in my heart; I hope one day I can share more of those memories

with my kids.Growing up, I had a lot of friends, but I’m not sure I really had a lot of close



friends. I didn’t delve into other people’s lives and I still don’t let people in very easily. Don’t get

me wrong, I still had a group of really great friends whom I would have taken a bullet for. I was

just a strange kid. I had a hard time connecting with people on a deeper level. I had no problem

hanging out with guys and shooting the breeze, but when it came time to open up and let

someone in, I just couldn’t do it. That made it hard when my friends would open up to me or

confide something to me. I probably came off like a massive jerk to them, because whenever

one of them tried to have a real talk with me about something important, I would change the

subject as quickly as possible. It’s not that I was trying to be a bad friend; I honestly didn’t have

the tools to deal with it.I was clear about one thing, though: I hated bullying. I was the big kid,

sort of popular, the kind of kid who could get away with picking on other guys as a way of

feeling better about myself or asserting myself into the hierarchy of the neighborhood. I saw

others like that, and I told myself that I would never be that person. There was a kid in our area

named Richard. He lived across the street from my school, and our moms were friends with

each other. Richard was special, and the other kids saw him as an easy target because he was

clumsy and couldn’t stick up for himself. One day after school around Christmastime, some of

the other guys in the neighborhood were dragging him along on a sheet of ice. I put a stop to it

quickly. The guys gave me a look that said, “Hey, what’s wrong? We’re just having a little fun.”

But it wasn’t fun for Richard, and it just had to stop.My younger brother, Curtis, wasn’t nearly

my size. When Curt started high school, he had a broken leg and was in crutches. I was in my

OAC year (grade thirteen), and I heard about someone giving him a hard time, kicking out his

crutches and such. I happened to see it take place one day in the hallway, and let’s just say the

kid never went near Curtis again. I also think he had to invest in some new underwear.Today,

when people look at guys who fight in the NHL, they often don’t understand that we are there

to look after our teammates. Our actions are defensive: keeping the peace as much as causing

trouble. If one of my guys takes a cheap shot, somebody needs to be there to stop it, so that

doesn’t happen again. Somebody needs to look after the speedy thirty-goal scorer who might

not be able to fend for himself in a scrap. Somebody needs to look out for guys like Richard.I

probably got that sense of sympathy from my mom. My mom was incredible. She was the one

who cooked and put our food on the table. In fact, she really did everything in the house.

Because my dad worked so late, we never had a set family mealtime, except on holidays, so

most of the time my mom would cook things in large pots, and we’d bring our plates downstairs

and watch TV while we ate.I was a good eater, but I was also a simple kid who liked his

mashed potatoes and pork chops. And I had food allergies that drove me nuts. I was allergic to

chocolate, fruit, shrimp, crab, lobster, even avocados. Every time I ate something I shouldn’t, I

would get a rash on my face or across my chest. I told my mom I’d stay away from chocolate,

but the evidence would be right in front of her. “Okay, where have you been?” she would ask. I

couldn’t hide it. The problem was that fruit is really in everything. I wasn’t supersensitive to it,

but it was just another item in a list of things I had to deal with. I also had pretty bad psoriasis

that made me very self-conscious, and on top of that, I was colorblind. I couldn’t appreciate the

green of a Christmas tree or the red of a Detroit hockey jersey. It helped that a puck is black

and the ice is white, because color distinctions are typically lost on me.Things could have been

much different for me, too. When I was growing up, I discovered that before I was born, my

mom had been pregnant with twins but that she lost one of us. I don’t know if it was supposed

to be a sister or another brother. My parents never told me, so I honestly don’t know how I

found out about it. But I did, and I told a friend. Not long after that, a guy came up to me and

said, “Someone said you killed your brother.” It upset me so much at the time that I never asked

about it again. My parents didn’t tell me about it, because they just didn’t volunteer a lot of



information about certain things. I didn’t like to cause problems, and I recognized that it was an

uncomfortable subject, so I just moved along, like I always did in those situations.My mom was

always the one who comforted me when I was in pain, which happened a lot. I had terrible

growing pains as a kid. My parents weren’t very tall, but I just sprouted. Between eighth and

ninth grades, I grew six inches over the summer. The spurts would make my bones ache and

I’d lie in bed crying until my mom would come in and coax me to sleep. She would rub my back

and my knees and put hot towels on me. It would be agonizing for me just to fall asleep. I have

stretch marks on my lower back from growing so fast that summer. To this day every time I

shower after a game or practice, someone always asks if those scratches are from my wife.

Regretfully, I have to tell them no, they’re just boring old stretch marks.I might have been a big

kid at school or on the street, but my brother Jamie was the biggest one at home. Jamie was

five eleven, so I was taller, but he was really thick and muscular, built just like a door. I also

knew how mean he could be, and I didn’t ever want to cross him at all. Jamie and I were

playing a makeshift game of baseball in our backyard one day where he was hitting and I was

catching. I was always the talker on whatever the field of play was, so when Jamie struck out, I

started chirping him. He turned around and smacked me in the face with the stick he was using

as a bat. I really wish he had struck out with that swing instead.Jamie was a tough kid, and a

troubled one. Maybe it was because he was the stepbrother and wasn’t sure how he fit in. He

ran with the tough crowd and got kicked out of schools for fighting. I think he just felt he had to

prove he wasn’t inferior. When we were kids, we would always count the presents under the

tree at Christmas to make sure we all got the same number. Most of the time we really didn’t

care, but if Jamie somehow got fewer gifts than we did, he really took it personally.When I was

eleven, my parents brought me back from a hockey tournament, and Jamie was nowhere to be

found. The house was a mess, too. We had a wood-burning fireplace, and Jamie had burned

so much wood that the ashes were spilling out of the fireplace onto the floor. There was smoke

in the basement, and the car in front of the house was smashed from what looked like a bad

accident. That day, I really thought there was going to be a fistfight in our house. My dad and

brother hashed out the details themselves, so we never found out the whole story, but I’m sure

it wasn’t good.Another time, my parents came to visit me at school and left Jamie and Curtis at

home. My dad had just installed a new hot tub that fall and was waiting to use it once winter

had passed. Well, Jamie and Curtis thought it would be a good idea to fill up the tub, use it

once, and then drain it, so no one would know. The plan worked . . . except they never blew out

the pipes. It’s simple physics after that: when water freezes, it expands, and boom, the hot tub

was toast. I wish I could have seen the look on my dad’s face when he tried to fill the tub and

realized what happened.Sometimes I didn’t even know how or why my brother got into trouble.

I’d get home from school one day and my mom would tell me, “Oh, Jamie’s done it again.” It

bothered her, but she was a crutch for him. Throughout Jamie’s whole life, Mom always figured

he’d get his life together, but years would go by and nothing would change. One day, he took

me into the kitchen and told me he had something to show me. It looked like an ordinary pop

can until he unscrewed it, revealing a stash of drugs. When I was a kid, I supported him

because he was my brother, but after a while I lost patience with him and really reduced my

conversations with him. I’ve made mistakes in my life, too—we all have—but I learned from

them and started doing positive things. I think my mom always hoped that Jamie would find his

own way of doing that, but for the longest time he didn’t.Thank goodness we never had a

knockdown fight. Jamie fought dirty. I remember he once came home all bloody. When I asked

what happened, he said, “I got into a fight with the cabdriver and I bit his finger off.” A few years

later, Jamie called me from a bar and asked me to pick him up. I showed up and he started



yelling, “Okay, here we go! Here’s my backup!” He was lipping off to the whole bar, and I knew I

had to get him out of there fast as the guys followed us out of the door. My brother didn’t mind

finding trouble, and he didn’t mind bringing other people into that trouble.But despite all the

difficulties, I learned a lot of good lessons from Jamie over the years that helped me on and off

the ice. When I was young, it was exciting to have a big brother who was a troublemaker. I got

a kick out of his stories and his rebellious ways. Jamie is out west now. He has finally gotten his

act together. He has a couple of kids and is a good welder.Curtis was Jamie’s opposite. He was

born two years after I was, the sweet younger brother you always wanted to have. He was

constantly on my coattails, following me around, never causing trouble. In a way, we were polar

opposites. I was athletic, and he liked to play video games. He tried some house league

baseball, but he wasn’t very good, even though my mom always reminded me to make sure we

included him in the games. He played the trombone and the guitar. And he liked to try to fix

things. If we had a broken radio, Curt would unscrew it, take it apart, analyze it, spread the

parts on the table, and try to put it together again. He did the same with engines, motorcycles,

anything mechanical he could get his hands on. I was the future mechanical engineer. I should

have been doing that. But Curt was our Mr. Fix-It. Growing up, we called Curt “Curtie Burtie,” a

good name for a faithful sidekick. Today we call Curt “HoJu,” as in Howard Junior, because he

bought my parents’ house, and he works for the same company as my dad, as a construction

foreman overseeing building operations.Curt’s room was full of Star Trek posters and figurines.

Mine definitely belonged to a young jock. I had a “No Fear” sign, a poster of Eric Lindros, a

poster of Cindy Crawford—I wonder what team she played for—and a poster of Ray Bourque,

who was definitely my favorite player.My first taste of NHL hockey was in Buffalo. My dad’s

boss, Don Ward, was and still is a Sabres’ season-ticket holder dating back to their original

year, 1970, and my dad would sometimes drive me across the border to see the Sabres with

Don’s tickets. It was only about thirty miles away. I didn’t grow up a Sabres fan, though. My

team was the Boston Bruins, because my favorite player was Bourque. Yeah, my favorite guy

wasn’t an enforcer like Bob Probert; it was Bourque. I played defense because when you’re

really young, your coaches usually put the best players at forward. I wasn’t a very good player. I

couldn’t skate very well, and I was constantly struggling to keep up, so I usually found myself

playing defense.At every level of competition, I was big for my age. I didn’t really care how tall I

was or wasn’t, but at some point, some coach mentioned that tall guys were thought to be slow

and awkward. That shook me. I wondered why and what it meant for me. I couldn’t help my

size. I couldn’t control how tall I was. Sure, I could work on my skating, my shooting, my

passing, but what was I supposed to do about my height? From that point on, I had it in my

head that it was a good idea to downplay my size. If I reached six three and someone asked

me my height, I’d tell them I was six two. I wasn’t sensitive about certain things, but I didn’t

want to be kept off a team or lose my chance to get playing time because I was in the slow and

awkward category associated with tall players. The idea stuck with me and it took a long time

for me to, well, outgrow it.That’s why Bourque inspired me so much—he played defense the

way I wanted to play it. He had a world of skill and could move the puck really well. To this day,

he has more goals, assists, and points than any defenseman in league history. But he also took

care of his own end as well as anyone. He was stocky, but he skated really well. He didn’t fight

much, but people still gave him a ton of respect. He was a quiet guy, but he was also a great

leader. He stuck it out through a lot of lean years in Boston when the team wasn’t very good. At

the end of his career, the Bruins traded him to Colorado, where at least he would be on a

contending team with a chance to win a Stanley Cup. In his last season, his Avalanche beat

New Jersey in seven games, and Bourque finally skated around with the trophy after the final



game of his career. Of all the times guys have skated around their rinks with the Stanley Cup

after winning a title, I don’t think any moment was as widely appreciated as that one. That was

my kind of player. Sorry, Sabres. --This text refers to an alternate kindle_edition edition.
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with the question corrected by one of our health professionals.Volume of Questions: When we
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be ridiculously expensive to do with traditional book publishing, but in the eBook world it costs

no more to publish 2,000 questions than 1,000 questions. You will find that in most of our

specialties, we dwarf the competition with breadth of material. This makes our books "just what

the doctor ordered" for those wishing to go the extra mile when studying.STATPEARLS
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15-year-old boy presents with a burn to the right cheek presents to the clinic for a scar revision

with a full-thickness skin graft. The graft was harvested from his right leg. Which of the

following is an acceptable treatment option for the inevitable complication?Choices:1.

Corticosteroid injections2. Elliptical excision3. Split-thickness skin graft4. DermabrasionAnswer:

4 - DermabrasionExplanations:Skin grafts should be color-matched. Skin grafts coming from

below the clavicle take on a yellow-brown hue and are suboptimal for head and neck.Full-

thickness skin grafts from the eyelid, postauricular, or subclavian areas are good color matches

for the head and neck.Dermabrasion works best when performed at the right time, which

occurs after reinnervation. Reinnervation typically begins around 4 to 5 weeks.If performed too

early, the darkened skin will return. Generally speaking, the later it is performed, the better the

cosmetic results.Go to the next page if you knew the correct answer, or click the link image(s)

below to further research the concepts in this question (if desired).Research Concepts:Scar

RevisionWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag

to report any questions that need improvement.Question 2: A 17-year-old male presented to an

emergency department after a fall from a bicycle. He had bruises on the face, arms, and legs.

His vital signs were within the normal range. X-ray of the skull showed a fracture of the nasal

bones and perpendicular plate of the ethmoid bone. He underwent closed repair of his nasal

and septal fractures. Now, he presents three months after the repair complaining of a nasal

deformity and nasal obstruction. What is the most likely cause?Choices:1. Inadequate repair2.

Turbinate hypertrophy3. Bony nonunion4. Septal hematomaAnswer: 1 - Inadequate



repairExplanations:Inadequate septal fracture repair after closed nasal fracture repair is the

most frequent cause of nasal obstruction.A septal hematoma is unlikely to be a cause of nasal

obstruction three months after repair.Turbinate hypertrophy can also cause nasal obstruction

but is unlikely to be the cause in a trauma case.The residual nasal deformity may be present in

as many as 30% of patients after closed reduction, although not all will need further repair.Go

to the next page if you knew the correct answer, or click the link image(s) below to further

research the concepts in this question (if desired).Research Concepts:Nasal Fracture

ReductionWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag

to report any questions that need improvement.Question 3: A 45-year-old male patient

presents with a scar on the angle of the mandible from a dog bite that occurred 24 months ago.

He has a past medical history of hypertension, hyperlipidemia, and psoriasis on methotrexate.

The patient wants his scar revised. Which of the following is the best option for this patient?

Choices:1. 5- fluorouracil injections2. No scar revision at this time3. W-plasty4. Elliptical

excisionAnswer: 2 - No scar revision at this timeExplanations:The purpose of scar revision is to

create a less conspicuous scar and help it blend in with the surrounding

tissue.Immunosuppression inhibits wound healing and therefore leads to a suboptimal scar. A

chance for a suboptimal scar is a relative contraindication for an elective scar revision.Other

factors leading to a suboptimal scar include poor glucose control, smoking, and malnutrition.If

the patient were nor immunosuppressed then a w-plasty would be an acceptable option as it is

located on the jawline.Go to the next page if you knew the correct answer, or click the link

image(s) below to further research the concepts in this question (if desired).Research

Concepts:Scar RevisionWe update eBooks quarterly and Apps daily based on user feedback.

Please tap flag to report any questions that need improvement.Question 4: A 33-year-old

female presents to the clinic with a scar on her forehead. The scar has been present for three

years. It does not cause her pain. On physical exam, there is a 2.3 cm white vertical linear scar

that is about 5 mm wide. She wishes to undergo scar revision. Which of the following is the

best option for her?Choices:1. Surgical ellipse2. Z-plasty3. Autologous fat injection4. Ablative

laserAnswer: 2 - Z-plastyExplanations:Ideally, scars should lay along the resting skin line of

tension.Z-plasty is a great technique for forehead or nasolabial scars as it is easy to arrange

them to rest along natural skin lines.The original scar is used as the common limb.The angle of

the limbs can be adjusted to add length to the scar.Go to the next page if you knew the correct

answer, or click the link image(s) below to further research the concepts in this question (if

desired).Research Concepts:Scar RevisionWe update eBooks quarterly and Apps daily based

on user feedback. Please tap flag to report any questions that need improvement.Question 5: A

42-year-old female presents to the office after a referral from a breast surgeon for her

reconstructive options. She has a T2 ductal carcinoma in the right upper outer quadrant of the

breast. Her breast surgeon is planning a needle-localized lumpectomy and staging sentinel

lymph node excision. She requests reconstruction of her breast at the same time. On physical

examination, she has Grade III ptosis and wears a size 38 G bra. Assuming her sentinel node

is negative, what is her best reconstructive option?Choices:1. Immediate fat grafting of the

deformity2. Wise pattern reduction with lumpectomy3. Staged reconstruction after final

pathology4. Local tissue rearrangement after lumpectomyAnswer: 3 - Staged reconstruction

after final pathologyExplanations:Oncoplastic surgery is becoming a popular option for many

patients. When surgical pathology is questionable; however, reconstruction should be staged to

prevent confusion with the anatomy at later procedures. Reconstruction is essential, but the

patient should be counseled that the most important aspect of her surgery is that which is

oncologically safe.Lumpectomy procedures are wide excisional procedures. This may result in



positive tumor margins and the need for further excisions. This is as opposed to mastectomies

where all breast tissue has been excised, so ultimate reconstruction should be deferred until

final clear margins are obtained.Patients may require adjuvant therapy after lumpectomy.

Performing immediate reconstruction in these patients could result in disastrous outcomes.It is

important to know the final tumor pathology and any plan for adjuvant therapy when deciding

on reconstructive options. It is irresponsible to proceed with definitive reconstruction in the

absence of a negative tumor marginGo to the next page if you knew the correct answer, or click

the link image(s) below to further research the concepts in this question (if desired).Research

Concepts:Breast ReconstructionWe update eBooks quarterly and Apps daily based on user

feedback. Please tap flag to report any questions that need improvement.Question 6: A 45-

year-old male patient with Fitzpatrick type IV skin presents to the office requesting laser

treatment of his surgical scar. On exam, he has a 5 cm pink, firm, raised linear scar on his

abdomen. The different laser modalities are reviewed, and the patient wants to proceed with

treatment. What should the patient be told about before initiating treatment?Choices:1. He is at

increased risk for postinflammatory hyperpigmentation only if he chooses an ablative laser-like

CO2 due to his skin type2. He is at increased risk for blistering, crusting, scarring, and post-

inflammatory hyperpigmentation with any laser treatment due to his skin type3. He has the

same risk for adverse effects as patients with Fitzpatrick type I skin4. He is not a candidate for

ablative laser therapy due to his skin typeAnswer: 2 - He is at increased risk for blistering,

crusting, scarring, and post-inflammatory hyperpigmentation with any laser treatment due to

his skin typeExplanations:This Fitzpatrick type IV patient is at an increased risk for post-

inflammatory hyperpigmentation with any type of laser treatment, not only ablative CO2

(carbon dioxide) laser. Patients should be counseled on their risk for hyperpigmentation

regardless of the type of laser selected.Patients with darker skin phototypes (i.e., Fitzpatrick

type III-V) are at increased risk for various adverse effects of laser treatment, including

blistering, crusting, scarring, and post-inflammatory hyperpigmentation due to increased

melanin in the skin.Patients with lighter skin phototypes (i.e., Fitzpatrick type I-II) have a lower

risk for post-inflammatory pigmentary alteration from laser treatment compared to patients with

darker skin phototypes due to having lower levels of melanin in their skin.Although this

Fitzpatrick type IV patient is at a higher risk for developing adverse effects with laser treatment,

he remains a candidate for ablative laser therapy. Several studies have demonstrated the

safety and efficacy of ablative CO2 and Er: YAG laser treatment in darker skin phototypes. The

patient should be counseled on his increased risk for adverse events prior to initiating laser

treatment.Go to the next page if you knew the correct answer, or click the link image(s) below

to further research the concepts in this question (if desired).Research Concepts:Laser

Revision Of ScarsWe update eBooks quarterly and Apps daily based on user feedback. Please

tap flag to report any questions that need improvement.Question 7: A 65 -year-old male

sustained a burn to the right knee following a motorcycle crash. The initial injury healed, and

the patient was left with a knee contracture. He underwent a scar revision with a full-thickness

skin graft. Which of the following best explains why the full-thickness graft is a better option for

this patient as opposed to a split-thickness skin graft?Choices:1. Decreased myofibroblast

population2. Less recovery time with a full-thickness graft3. Allows for better skin color

matching4. Less likely for a full-thickness graft to failAnswer: 1 - Decreased myofibroblast

populationExplanations:Wound contracture occurs over 6 to18 months and is due to

myofibroblast activity.Full-thickness skin grafts have less secondary contracture, making them

a better option for joint coverage.Myofibroblasts decrease rapidly in full-thickness skin

grafts.Color matching is not a priority in this patient as the goal of his revision is to improve



functionality.Go to the next page if you knew the correct answer, or click the link image(s)

below to further research the concepts in this question (if desired).Research Concepts:Scar

RevisionWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag

to report any questions that need improvement.Question 8: The 2-year-old male is involved in a

car accident and sustained a 13 cm scalp laceration. On physical examination, the wound is

contaminated with a degloving type injury. X-ray of the head did not show any fracture of the

skull. Lab reports show hemoglobin of 9.0 mg/dl, hematocrit of 30%, and white cell count of

4,600 cells/microliter. Which of the following is an appropriate step to close the wound?

Choices:1. Surgical staples in the emergency department2. Suturing with local anesthesia in

the emergency department3. Sterile saline-soaked dressing4. Complex closure done in the

operating roomAnswer: 4 - Complex closure done in the operating roomExplanations:In

pediatric patients, complex lacerations should be closed safely in an operating room.Take the

patient to the operating room in a timely manner within 12 hours.Sedation will allow wound

irrigation and control of the cervical spine.Inclusion criteria for complex closure in the operating

room include large wound more than 10 cm, degloving type of laceration, and contaminated

wound.Go to the next page if you knew the correct answer, or click the link image(s) below to

further research the concepts in this question (if desired).Research Concepts:Scalp

LacerationWe update eBooks quarterly and Apps daily based on user feedback. Please tap

flag to report any questions that need improvement.Question 9: A 17-year-old woman presents

to the office because of a disfiguring scar on her left cheek. She reports a history of a motor

vehicle collision three years ago. She mentions that this scar continuously reminds her of that

accident and brings to her stressful moments. Laser therapy is recommended, to achieve the

best cosmetic results. What type of laser scar treatment has deeper penetration and less

downtime, when compared to ablative CO2 laser?Choices:1. Nd:YAG2. PDL3. KTP4. Fractional

CO2 laserAnswer: 4 - Fractional CO2 laserExplanations:In fractional ablative resurfacing,

columns of thermal damage, called microscopic thermal treatment zones, are separated by

surrounding untreated skin, resulting in rapid reepithelialization and reduced downtime as only

a fraction of skin is altered.The microthermal treatment zones created by fractional lasers allow

deeper penetration into the skin, compared to fully ablative lasers.Fractionated lasers are

shown to have significantly superior outcomes, when compared to fully ablative lasers.The

fractional CO2 laser has been shown to be effective in treating multiple types of scars,

including atrophic traumatic scars, surgical scars. Various lasers (Nd:YAG, KTP, and PDL

(pulsed dye laser), all have shorter wavelengths than CO2 (carbon dioxide) lasers and do not

penetrate as deeply or produce the same results.Go to the next page if you knew the correct

answer, or click the link image(s) below to further research the concepts in this question (if

desired).Research Concepts:Laser Revision Of ScarsWe update eBooks quarterly and Apps

daily based on user feedback. Please tap flag to report any questions that need

improvement.Section 2Question 10: A 65-year-old man with a past medical history of diabetes

presented with chronic painful swelling and erythema in the region of the left parotid gland. An

ultrasonographic examination showed signs of abscess formation in the left parotid area.

Antibiotic therapy, followed by incision and drainage of the abscess, was conducted. Two

weeks later, the patient developed an exuding fistula located in the region of the surgical

incision. Multiple attempts to control the disease with antibiotics and surgical correction of the

fistula have failed. What should be done next in such a patient?Choices:1. Sialography2.

Panoramic x-ray of the mandible3. Magnetic resonance imaging4. Bacteriological

cultureAnswer: 2 - Panoramic x-ray of the mandibleExplanations:This is a case of chronic

cutaneous fistula that failed all conventional therapeutic strategies. In these cases, odontogenic



cutaneous fistulas should be suspected. A panoramic x-ray of the mandible showed in this

case displaced tooth and osteolysis due to infection.In this particular case, the initial

presentation was misleading as initial communication between the infected teeth and the

parotid gland was diagnosed as parotid abscess and incorrectly treated.Odontogenic

cutaneous fistulas are responsible for most cases of oral cutaneous fistulas reported in the

literature. It arises as a consequence of the bacterial invasion of the dental pulp resulting in

apical periodontitis. This condition occurs when the pulp becomes necrotic, and the infection

spreads into the periradicular area.Odontogenic cutaneous fistulas are more likely to develop

in patients with uncontrolled diabetes, in those with osteoradionecrosis who have undergone

jaw irradiation and in those with metabolic bone diseases.Go to the next page if you knew the

correct answer, or click the link image(s) below to further research the concepts in this question

(if desired).Research Concepts:Oral Cutaneous FistulaWe update eBooks quarterly and Apps

daily based on user feedback. Please tap flag to report any questions that need

improvement.Question 11: A 28-year-old male patient presents to the provider complaining of

an ugly-looking scar on his face. The scar causes an enormous negative impact on his body

image. The young man hears about silicone sheeting on a television commercial and he

wonders if it could help him achieve the best cosmetic results he aspires to. Which of the

following is the most likely mechanism of action of silicone sheeting/gel pads in enhancing scar

maturation?Choices:1. Decreasing wound tension2. Deregulating cellular integrins3. Enhancing

epidermal contact inhibition4. Increasing the static electronegative fieldAnswer: 4 - Increasing

the static electronegative fieldExplanations:Silicone sheeting and silicone gel pad are

considered to be the first-line recommended therapy to treat hypertrophic or immature scars

and keloids. Although their exact mechanism of action of silicone sheeting or gel is not exactly

clear, it is thought that it is associated with the production of an increased static

electronegative field by the silicone. This mechanism of action results in desirable wound

effects. Other postulated theories include that the wound-healing mechanism is related to the

decreased oxygenation and the hydrating effects of silicone oil.Wound tension has not been

shown to be decreased by using silicone sheeting/gel pads. They do not regulate intracellular

substances or wound temperature.Topical silicone gel sheeting appears to be useful in the

prevention of hypertrophic scars and keloids in patients undergoing scar revision.Silicone

sheeting and silicone gel pads are not only used to prevent excessive scar formation but to

improve cosmetic outlook as well.Go to the next page if you knew the correct answer, or click

the link image(s) below to further research the concepts in this question (if desired).Research

Concepts:Scar RevisionWe update eBooks quarterly and Apps daily based on user feedback.

Please tap flag to report any questions that need improvement.Question 12: A 65-year-old

female patient was diagnosed with paranasal sinus cancer (adenoid cystic cancer) and treated

with surgical excision and postoperative radiotherapy (70Gy). One month after the completion

of radiotherapy, she developed an acute orocutaneous fistula. What is the most appropriate

management strategy in this case?Choices:1. Incision and drainage of the fistula2. Repair with

prosthetic closure3. Repair with surgical intervention4. Antibiotic coursesAnswer: 2 - Repair

with prosthetic closureExplanations:Cutaneous fistula after radiotherapy is a therapeutic

challenge. High doses (60 Gy or higher) are usually prescribed in patients with paranasal sinus

cancer, and therefore, irreversible tissue damage is associated.Prosthetic closure is a

convenient alternative to surgical repair in this patient. The aim of the treatment is to minimize

infection risk and cosmetic burden associated with the fistula.Prostheses could be used

intraorally, extra orally, or as a combination.Such orocutaneous fistulas are frequently repaired

with surgical intervention. But surgical repair is difficult in this case because the fistula



appeared in the immediate post-therapy period.
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