Clinicals
LOWER LIMB CASES:
1) 17 years male with bilateral cavovarus. No clawing. Found poster medial scars. Examine spine and hand. Normal in this case. Calves narrow, small feet. Suggested bilateral club feet with previous Turcows poster medial releases. Performed Coleman block test. Flexible varus. Significance.
Asked Abt what he could expect from his feet in future: explained to patient, feet will remain small and stiff. Risk of subtlalar and ankle arthritis.
Patient wants to have kids? what advice? Risk of transmission.
2) A patient with patellar tendon bearing cast. Hinges at ankle. Unusual looking. What will you tell patient about the cast if he has tibial fracture. Explained to patient about Sarmiento principle. Advantages and disadvantages of hinge modification. Perren's theory of strain. Asked me where would be the fracture, said upper third, middle third diaphyseal. What if lower third? Risk of delayed or non union. 
Asked me what would u check for compartment syndrome. Answered. Asked About two signs to check for chronic compartment. Said clawing FHS AND FDS involvement and sensation. Had big toe clawing and deep peroneal sensation loss (paresthesia)
3) Again bilateral cavovarus but this time more like neuromuscular. Associated clawing all toes with dorsal callosities. Suggested I would want to check spine and hand. Intrinsic wasting hands. A transverse scar in upper back at C7 T1 level. Told examiners, have never seen a transverse surgical scar...may be traumatic laceration. They suggested it was surgical. Asked what it could be. Said, may be spinal dysraphism, spina bifida or neurofibroma. Accepted. Asked to check lower limb neurology. First established imbalance between Tib Post and Peroneii plus Tib ant versus TA to explain deformity. Then checked complete lower limb neurology including reflexes, to explain UMN picture.
UPPER LIMB SHORT CASES:
1) Asked to examine 14 year old girl's right wrist. Nothing obvious on first look. Stuck to basics. Went straight for screening. Discovered missing ulnar three fingers at PIP level left hand. Also noticed lower limb orthoses next to patient. Suggested, I was thinking in line of meningococcal septicaemia. Examined wrist movements. Clinically found ulna positive wrist with then obvious radial deviation of wrist. Ulna sublimed volubly. Suggested Madelungs disease. Showed me the x rays with Madelungs wrist. Asked about pathology causing amputations and pathology for Madelungs. 
What if wrist painful? Suggested corrective osteotomies after maturity with radius lengthening or ulnar shortening as no arthritis on x rays.
Had a very happy look on both examiners' face. The next two cases went more smoothly than expected.
2) 47 year female. Ask one question. She told me abt having a wrist fracture and then weak grip. Flexed thumb at IP joint. Suggested EPI rupture. Confirmed with retropulsion absence. Immediately checked EI.....Asked me why, tendon availability for transfer. Talked bat principles of tendon transfer. Rehabilitation regimes. MRC Grades for tendon transfer, which grade we can't transfer. What if patient rheumatoid? Suggested tendon grafts....Discussion went as I wanted.....
3) 53 male with mucous cyst thumb. Asked bat dominance and job. Practice how to examine swelling. Mention all points. Checked whether originating from tendon or joint. Asked what will u do.......said depends on patient's symptoms. Patient suggested doesn't bother him....I I said I would leave it alone.
What if comes after two years, with pain....x rays...underlying IP arthritis.  Excise, fuse joint...what position? Functional........Show how to check all hand functions...
Impression was...I was doing well and they were providing me with all opportunities to score.....
INTERMEDIATE LOWER LIMB CASE:
63 lady with pain right leg. Patient not a good historian...difficult to elicit good history....had osteomyelitis at age 6 weeks right hip. Right THR 1993. No peri operative complications but had pain entire lower leg after surgery, worse than pre op.....couldn't complete full history taking....was annoyed with both myself ..Examiners asked what I thought it could be....suggested....neuralgic pain, could be because of sciatic stretch....
Examination:
Right leg short. Previous surgical scar. Well healed sinus gluteal region. Gait....trendelenberg testing.....asked would shortening affect test? Said no.....asked for blocks..not available....checked for leg lengths with tape measure. Bryants triangle. Nelatons line....suggested would want to check for FFD And ROM.....was told they are normal...
X rays were pleasant surprise. Dislocated hip....Hartofilakidis two......5 cm true shortening.....post op radiographs: restoration of hip anatomical centre.....was asked what I thought of pain......said sciatic stretch due to lengthening..possible infection but unlikely.....bell went...
Wasn't as comfortable but again stuck to basics and went step by step....more importantly kept on answering as and when asked......
INTERMEDIATE UPPER LIMB CASE:
33 male with multiple operations....figured out pretty quickly that he had multiple osteochondromas. Asked relevant history....family history, red flags, genetic counselling..etc.....examined and discovered few more osteochondromas...nothing unusual but happy examiners at end. Thought compensated for ordinary lower limb case.
TABLES:
BASIC SCIENCE:
1) Distal humerus and upper tibia bones pictures...identify labelled areas and structures attached or passing through......
2) spine free body diagram.....explained bat moments....how to reduce joint reaction forces.....
3) nerve picture....asked how action potential and muscle contraction produced....Cross Bridge theory and power stroke.....These are gifts...don't waste them....wallerian degeneration...
4) osteoporosis...DEXA how it works.......Reliable or not (density in two dimensions.....vertebrum a cube and not a square...therefore quantitative CT and MRI better plus fat and soft tissues) false results (previous laminectomy fractures etc) T and Z scores ...Importance of each...NICE and BOA guidelines...How does BISPHOSPHANATES work....both N2 containing and without N2.......
5) stress strain curve.....
6) disc cut section.....describe parts, contents, effect of ageing...disc function, nutrition....pathophysiology of prolapsed disc.....hoop stresses, shock absorption....and finally what is lumbago vertebra.....didn't have a clue but bell went....
ADULT PATHOLOGY:
1) 2 months shoulder dislocation. Describe. How would you examine. Neurology. Further management,.......
2) chondrolysis.....pathophysiology.....draw articular cartilage.....effect of injury at different levels of cartilage....pathophysiology in infection and rheumatoid.....
3) OA hip with Birmingham resurfacing on other side....how would u approach....patient wants similar hip on painful side. MOM controversy. I said I would do cemented...patient not happy...want resurfacing....I said second opinion from hip surgeon.....
4) OA Knee....why weight bearing x rays.....approach to examination and planning.....what if hip OA with adductor contracture....which one u would do first, why.
5) GH arthritis.....examination...approach....which operation, why? Is TSR better than hemi?
6) pain.....receptors...fibres....tracts.....MOA of different analgesics...
Wasn't very smooth viva as every time discussion was led in different directions rather than actual management of 
the condition shown
TRAUMA
1) open ankle fracture.....usual stuff...BAPRA BOA guidelines....definitive management
2) 95 year female with femur fracture..... Mid shaft between DHS above And supra condylar plate below....stress riser....definitive management....plate fixation, why?   Aim......pain management
3) Wooden piece penetrating neck all the way unto ear.....x rays close to C3......again stick to basics initial management as open injury....theatre management....vascular surgeon as may be vertebral artery injury....
4) pelvic trauma....initial ATLS management...Major transfusion protocol...pelvic packing....
5) Another pelvic fracture, 90 year old lady....lateral compression injury with sacral fracture...no neurology....initial conservative management...bed rest, DVT prophylaxis..gastric protection, pressure sore management and chest physio.....showed me displaced vertically unstable...asked me about percutaneous pelvic SI screw fixation principles.....what if fracture goes into Non union..taped about anterior ilio inguinal approach using lateral window....all this after me mentioning discussion with regional pelvic team....
6) Pilon fracture...span scan....compartment syndrome signs management..draw cross section of tibia..how to release different compartments, show on cross section..definitive management......
HAND AND PAEDS:
1) distal radius fracture....management...initial conservative..displaced after a week, ORIF ...approach....what if callus...role of delayed osteotomy.
2) PIP joint fracture dislocation.....I mentioned reduction under digital block...wanted ORIF
3) FDP Avulsion.......principles...showed a picture tendon retrieved(proximal stump) discussed three types..I mentioned classification other way round but corrected before he pointed it out...
4) DDH very basic discussion on drawing lines.....alll radiological and orthography signs....mentioned 14 months first presentation what u will do , which approach, why? When pelvic osteotomy...
5) Trans physeal elbow fracture in 2 years.....easily misdiagnosed as elbow dislocation.....what would u do? How will u stabilise...wires...why? Flexor and extensor mass, plus requires full elbow flexion to keep it reduced without wires which will compromise NV bundle.
6) osteochondritis dessicans, femur in 11 year old....describe.... papas and Guhl classification ( I volunteered )
     MRI showing fluid....poor prognostication sign but phases open so good to intermediate prognosis...What would u do...stuck to non operative as fragment was not completely detached.... NWB and activity modification.......
MY VIEWS:
Read Santosh' and Cyrus' exam experience....That summarises most thing....Few things to point out...
1) if you have just started rotation, I would advice reading Basic Science Manoj Ramachandran and Surgical Approaches from beginning as that would be less headache before exams...
2) Orthnorth archives has good presentations ESP. Trauma and adult hip and knee....
3) Common things are common.... I prepared for the viva reading the previous candidates experiences again on Orthnorth...And didn't find anything unusual that was not asked before.
