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Many thanks to all those who helped with exam prep - Mr Middleton, Mr Nanda, Mr Cooke,  Mr Bayliss, Mr Anand, Mr Friesem, Mr Auyeung, Mr Wright, Mr Duffy, Mr Gregory, Mr Townsend, Mr Pratt, Mr Jones, Mr Kramer, Mr Inman, Mr Joseph, Mr Muller.
Mr Y. Michla, Mr A. Singh
Thanks to Mr Petheram & Mr Ismail.
Thanks to my family.
Be under no illusions this is hard work and very stressful for you, family and friends.
This is how I did it - obviously not same for everyone.
Part 1 - Read Miller, Apley and do MCQs - Orthobullets, Hyperguide, Old UKITES (pretty much a good representation of the paper).
Part 2 - I got into a revision group with 2 other like-minded guys. I found this very useful as you push yourselves and undoubtedly expect more from each other than the examiners do! Also, i you are having a busy week and haven't had time to read over something, then usually one of you will have and will help you go over it, so you don't miss out too much!
I read and made notes on Miller, some of Apley, Stanmore Basic Sciences, Hopenfeld, Stanmore Operative guide, used Orthobullets and the AO website (good for trauma and approaches).
I did the Sunderland/Newcastle Clinical course (Very good), Stanmore Basic Sciences course and Miller Revision course and Clinical/Vivas course (a long 6 days but cover most things - v expensive though!).
Read, quiz each other and arrange viva sessions with willing bosses - we have access to fantastic trainers who are willing to help in their free time. All practice I had was set at the appropriate exam level.
My Exam
Clinical Short Cases:
1- Ulna Nerve Palsy - explain what doing throughout. Paradox (high Vs. low lesions)
2- Dupuytrens, then had a painful carpal tunnel scar on same side- how would exaimne and what looking for.
3- Transverse arrest at the proximal forearm with 5 nubins. Asked about classification, what are he nubins and should we remove and prosthetics available.
4- Hallux Rigidus - examine and short history, treatment options based on xrays (she had already had a fusion on other side so suggested that - was asked for other options)
5- Pes Cavus - Bilat in young woman- likely CMT - didn't get past the examination in 5 mins.
6- Varus knee OA- brief history, examine and what did I think and what management.
Clinical Intermediate Cases:
1- 80ish year old with multi-joint OA. I was asked to focus on ulnar 2 dropped fingers. Very difficult historian and he had to be reminded regularly by examiners what he was talking about as all he seemed bothered with was his shoulder! Talked about treatment of dropped fingers, tendon transfers, management of OA wrist (fusion vs. arthroplasty). This station worried me as i couldn't get a full history, the patient wasn't very cooperative when examining and constantly answered the examiners questions for me! I just tried to stay calm and was very polite to the patient.
2- 48 year old woman with bilateral PFJ OA following recurrent dislocations of patella and ext. mechanism realignment procedures as teenager. Big lady with bilat medial parapatellar scars. Examine for patella instability - was too painful for her so had to stop! 
Shown xrays of one knee showing a TKR with patellectomy. The patellectomy I had missed whilst examining! this brought a wry smile from the examiner and made me feel just great! Management option were discussed (TKR vs PFJ replacement).
Vivas.
Hands/Paeds:
Thumb laceration longitudinal with skin loss and segmental loss of nerve. Discussed initial management and definitive management including soft tissue cover (FTSG vs SSG) and nerve grafts - where would harvest sural nerve.
Infected non-union of already revised non-union of ulna fracture -now with 3-4 cm of bone loss. Discussed removal of metal, debridement, stabilisation, Abx then definitive management and graft materials.
Dupuytrens - picture of what is how manage - indications for surgery and how would I do it - Z-plasty drawing.
Femoral shaft fracture in a 6 month old child - didn't want NAI but treatment options (gallows and spica then when would use TENS or Thomas splint). 
Flat foot in 3 year old - how would i assess, what looking for, what would i tell parents and what would follow up be.
Septic Hip initial investigations, surgical management, anterior approach anatomy, post op management.
Basic Sciences.
Screws - different types, materials, what each bit is of screw. When would use each.
Anatomy of spinal cord and cord syndromes - shown an axial CT of C1 with fracture discuss why don't get cord injury at that level commonly.
Methods of cutting down intra-operative blood loss - i started with pre-op measures from coagulation probs (drugs etc) and included embolising renal mets etc. Then discussed intra op (diathermy, touniquets, hypotensive anaesthetic, cell trans)
Growth plate anatomy - where fractures, where hormones work on it.
Nerve conduction studies - analyse a result, how they work, where place electrodes, how differentiated a double crush on NCS - got a little sketchy here!
Calculate sensitivity, specificity, PPV, NP, Odds ratio and relative risk from a punnet square result table.
Adult Path.
Glenohumeral OA - presents to fracture clinic following fall - how going to manage this patient who is unhappy? What am i going to tell her. Then management plan from here on in.
AVN of hip in 47 year old who has Crohns and long term steroids. Was shown xray then told that he has open fistulas all over the place - what would i do? I talked about pre-op optimisation, nutrition, infection, multidisciplinary approach etc. After all that he showed me a picture of his hip replaced - brave!
56 year old male with mainly PFJ OA but i thought he had some medial comp narrowing too so went down management options - PFJ vs TKR pros and cons. He did this like a role play with me explaining to the patient what the options were. He said he didnt like the sound of a TKR, so I replied that it would be exactly the same as the one he had on the otherside!!! We then moved on.
Shown an xray of knee with effusion and chondrocalcinosis in an 80 year old. Management and how rule out infection. Went round the houses about what would blood test show and do we need them, will they change my management. Then aspiration was only told that gram stain negative - asked for other bits of result of aspirate nothing else given. All wanted was for me to have low threshold to washout knee and repeat if not settling.
Bone tumour - distal fibula in a 14 year old. Expansile lesion with benign features so said so - raised eyebrows but stuck to my guns. Said i would investigate with blood test (had the what for again) then MRI (asked why and what would it show), then i said i would refer to tumour team - which turned out to be me! So i said i would biopsy (how would do it). Then given histology as ABC - asked definitive management.
History describing ulnar nerve palsy but also had neck pain - how would i assess. What investigations would i do to rule out double crush- said NCS and MRI c spine shown a saggital MRI f neck which showed disc bulge at c5/6 therefore suggested mor likely to be peripheral neuropathy rather than radiculopathy.
Trauma.
Xray of Hawkins 3 Talus fracture dislocated medially. How manage (ATLS- take to theatre- approaches, how to reduce, medial mall osteotomy, placement of screw, other approaches - posterior)
Xray and CT of Shat 5 Tib plateau. Asked how manage (same as above ATLS, approaches, methods of fixation, plate types, should we use locking or not etc)
Xray of fractured proximal humerus which looked inferiorly dislocated - asked to explain what going on - suggested had buttonholed but asked to look more closely at xray - realised there were fluid levels and suggested a lipohaemarthrosis that had pushed the head down - which implied what about the capsule? I said it was still intact and we moved on.
Then shown photo of bilat mangled limbs and story of polytrauma (industrial accident in some kind of press) had pneumothorax etc so went through ATLS in more detail but stopped at C. Then asked MESS and ISS - wasn't to good on those. Then told that no plastics or vascular available in the entire country - so i had to manage on my own - therefore I stuck to ATLS, assessment of limbs - he asked how i would assess vascularity - an of course when i said i wanted an arteriogram there was no radiologist so i had to do it. Asked where i would put catheter - i said femoral so had to describe the anatomy of femoral artery and femoral triangle and relationship to other structures - for some reason we had gone over this the week before when discussing smith peterson approach!
Next got Hangman fracture only got lateral to c3 so discussed xray and inadequacy, further imaging - then was asked if i wanted to use a noose where would i put it on ones neck! Laughed it off but got it wrong! Then discussed about definitive management, was told it was unstable so i suggested fixation and he said no- halo. Then asked how to place a halo. Shown a picture of an old man in a halo - asked to comment and what instructions to nurses - explained about risk of aspiration etc moved on. Bell rang!
That was it - felt ok about some stations and little uneasy about others! 
