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General

I did the MCQs in November 2012 and clinical February 2013.  The initial plan was to start reading at the beginning of 2012 but I was a bit late in getting started, probably well into Feb before the books were opened.  Things stepped up a notch around the beginning of August and I said goodbye to the weekends.  However, I think it’s important to not get too immersed in the whole thing and remember there is still a life going on out with the exam.
I initially read Ramachandran’s “Basic Orthopaedic Sciences”, making notes as I went.  I then moved onto Miller.  I know Miller gets bad press but I bought the newest edition (6th edition, July 2012), which I found significantly better than the 4th edition I previously owned.  I can’t comment on the differences between the 5th and 6th editions, but colour and end of chapter summaries have made things much more readable.  And if you know Miller, you have a good foundation for the MCQs.  Hoppenfeld was useful for approaches and anatomy and also bought “Handbook of Fractures” by Egol – flicked through it for some trauma revision.
I then moved onto Orthobullets.  I didn’t do any particular reading from this (the parts I did read were much the same as Miller) but did all the MCQs.  These are of a pretty similar standard to the real thing.  You may have heard of “The Black Book”; this is a collection of MCQs, with one or two circulating the region.  I went through this the week before the exam, but the questions are very tough and perhaps a little dated.  If you don’t get your hands on it, I wouldn’t worry – Orthobullets was much more useful.
After the MCQs I had a few weeks off (and a holiday) and started work again at the beginning of December.  Used Banaszkiewicz and “Exam Corner” in the JBJS (but did find these tough).
If you can, get together with others sitting the exam and practice examinations and viva questions.  Don’t forget the clinical part – try to examine as many patients as possible, ideally with someone watching.  Day surgery can be a useful source of a variety of patients with clinical signs.

Try to arrange viva practice with consultants and post exam trainees.  Mr Worlock, Mr Henman, Mr Fender, Mr Nanda, Mr Gregory, Rajesh Kakwani, Kailash Devalia, Santosh Venkatachalam and Mark Chong all gave up their time in assisting our preparation. 

Courses

I naively assumed that I would make sure I passed the MCQs then get booked on some courses.  By this stage it was too late; most of the good courses had gone.

I went on the clinical examination and viva practice part of the Miller course.  This was more because I thought I should at least go on one course.  I didn’t really rate the clinical examination section (no real patients, only medical students acting) but the viva was good practice.  If I was doing it again, I would try to get a place on the Sheffield clinical examination course.

The local course should be good, but the timings didn’t work out for me.

My Examination

Clincals

Lower limb intermediate

Severe hip OA

Patient was good, gave a clear and concise history.

Examination was limited because of her pain.  I made sure the examiners knew what I wanted to do but I was careful to cause as little pain as possible.

Moved onto discussing x-rays and proposed management, got onto type of hip, bearing surfaces and I brought up evidence for my choice (joint registry, Exeter papers)

Upper limb intermediate

Shoulder OA

More difficult patient, tended to wander with his answers but I think the examiners realised this.

Went much the same as above, moved onto discussing merits of total shoulder v hemi v reverse arthroplasty.
Neither case was particularly complicated and I presume the examiners expect a bit more of you in these cases, i.e. a slick examination and a sensible discussion on management.
Upper limb shorts

In general, felt less happy with the short cases – time moved very quickly and I felt that the examiners had to prompt me rather more than I would have liked.
1. Young man in an electric wheelchair, obviously had more serious problems going on.  Asked to examine his hands – bilateral clawing but I was a bit slow on the uptake,  With a bit of prompting realised what was going on and proceeded to examine the ulnar nerve, attempting to differentiate between low and high lesion.
2. Recurrent Dupuytrens, examined angles, talked about scars, Dupuytrens diathesis, general approach to recurrence.
3. OA wrist – mainly synovitis over dorsum.  Initially thought was rheumatoid but fingers were all normal and examiners weren’t shy in pointing this out to me.  Discussed non-op v fusion v replacement.
Lower limb shorts

1. Young woman with CP, asked to examine feet.  Typical scissoring gait, scars from previous TA surgery, did Silverskiold’s test (not very well).  Forgot to look at the soles of her feet and shoes (had callus under MTPs), until prompted.

2. Hallux rigidus – seemed relatively straightforward but had to confess my ignorance of the Moberg osteotomy

3. Osteochondroma posterior aspect proximal tibia in a young woman.  Think this was my lowest point – struggled to feel it, examiner seemed to be getting a bit impatient by my ability to decide if it was a bony swelling.  Finally gave osteochondroma as potential diagnosis and was relieved to be handed an x-ray showing the very same.
Vivas

Adult pathology

1. X-ray of rotator cuff arthropathy in relatively young woman in her 50s
2. Ankylosing spondylitis, x-ray of spine, high threshold for further imaging in trauma

3. Medial compartment OA in man in 40s – ended up in a discussion about TKR v uni v osteotomy.  Read Sharad Bhatnagar’s summary of the literature from the knee term the week before, very helpful.

4. Periprosthetic THR #.  Discussed revision, bearing surfaces, MoM complications.
5. Clinical photo of a coronal section of a brain – looked like multiple emboli, talked about recognition/clinical symptoms, cementing techniques.

6. Ankle OA/Charcot foot.
Trauma

1. Displaced midshaft clavicle #.  My knowledge of the literature was a bit thin but stuck to my guns and said I would treat it non-operatively.
2. Posterior hip dislocation, said hip at risk, wanted to reduce urgently, discussed how to do this closed.  Pressed regarding open reduction if doesn’t reduce.  Said I wouldn’t – should be done by pelvic and acetabular surgeon (as stated in BOAST guideline)

3. Comminuted supracondylar # in 12 year old.  Closed, neurovascularly intact.  Initially said would take to theatre that night but changed my mind when examiner pointed out complexity of the fracture – it was more like an adult one – plan for the next morning.  They didn’t seem too upset by me changing my mind.

4. Another femoral periprosthetic # - well fixed v loose, how to fix.

5. Open book pelvis, general ATLS management, associated urological injuries, then moved onto surgical treatment.

6. Weber C ankle #, classifications, how to assess stability, treatment
Paeds & hands

1. Zone II flexor tendon repair – knew the principles but I think it was fairly obvious to the examiners I had never actually done one.

2. Fight bite, thought this was going fine until he led me down the path of the wound continuing to leak.  I had forgotten to say I would get an x-ray and he said there was still a bit of tooth in the wound!  I’d always get an x-ray in real life but I forgot to say it!

3. A bit better here, mucous cyst at DIPJ, discussed fusion.

4. General approach to 3yr old, non-weight bearing child.

5. SUFE

6. Metatarsus adductus – didn’t know a huge amount here but seemed to manage to not say anything too ridiculous.  Turned into a bit of a multiple guess regarding how plasters are applied and moulded – I think I’d done enough for my 6 at that point, but I won’t have scored 7!
Basic science

1. Type I/II errors, null hypothesis, power, distribution of data.

2. Theatre design – straight out of Ramachandran

3. The course of the ulnar nerve

4. # healing / non-union

5. Approaches to the forearm (volar and dorsal)

6. Biomechanics of intramedullary nails

And that was it.  Hard to gage how it all went.  Not to happy with the short cases, felt I was pulling recovering until the hand viva, but picked up again with basic sciences.  Results came through Friday (exam finished Monday) and thankfully it was good news.  
Good luck everyone!

