Cases
Short cases

Lower limb

1. SUFE boy- adolescent with high BMI. B/L operated. Scar around hips suggestive of previous fixation. Postivie Trendlenberg, Now externally rotated leg, shortened, obligatory external rotation, restricted abduction and internal rotation.

Asked to examine boy. Took 3 mins to get above findings. Last 30 secs on what i thougt the diagnosis was- said SUFE and bell went.

2. Youngish girl with foot deformity. No spine problems. Had dynamic supination deformity, calf hypotrophy, shortening, Cincinatti incision. 

Suggestive of previous operated club foot and now TA overactivity. 

Didn’t go very well but managed to get to say operated CTEV and maybe mentioned TA overactivity. Bell went!!!!!!!!!

3. 6-7 yr old girl. Was just brought in for afternoon exams. Even the examiners didn’t know what she had. Asked me to examine her lower limbs. 

Had a short lower limb. SHOE RAISE PRESENT. DONT MISS FOOT WEAR. WAS KEPT IN THE SIDE OF THE ROOM. Demonstrated Galeazzis sign. Mentioned both femur and tibia short. 

Then went on to discussion about shortening. Pelvic obliquity etc. Supra pelvic, pelvic, infrapelvic etc. Bell went

Upper limb

1. youngish boy with Sprengels shoulder and short humerus. 

Most obvious was a short humerus. Good shoulder ROM. Picked up Sprengels shoulder on examination. 

Discussion about why short humerus since Sprengels doesn’t cause short humerus. Went thro surgical sieve. Showed xray which had previous bone cyst with involvement of prox growth plate leading on to shortening. Bell went

2. lady in her 50’s. Asked to examine wrist. Tender over SL interval/lunate region. Restricted dorsi/palmar flexion. Full pronsupination.  Initially thought SL injury. Showed how to do Kirk Watson test on opp side.

Showed Xray- Kienbocks disease. Asked about what stage this is- said 3b, and quickly mentioned treatment, bell went

3. B/L cubital tunnel compression with one side operated. Asked to examine non operated side. Demonstrated signs within 2 mins. Went on to options. And some literature evidence not to transpose nerve. Bell went.

Intermediate cases

Lower limb/Lumbar spine

GP letter- 49 year old B/L occ hip pains, some knee pain with some limb shortening

History- H/O DDH as a child. Some surgery on one side. Now minimal symptoms. 

Examination-scar on one side.no gluteal wasting. limb shortening. Did block test. Trendlenberg test positive. FFD 10 degrees. Again Galeazzis sign. Felt  for femoral head in the glutei.
Valgus knee.

Discussion- what would I do- Said nothing since currently managing well. 

Xrays classical DDH in adult. 

Surgical treatment when required- complex primary THR. Restore biomechanics.may need shortening of femur to prevent damage to sciatic nerve. Preop templating needed. Spoke about valgus knee- again nil surgical now since managing well. Bell went

Upper limb/Cervical Spine

GP letter/history- 67 yr old with polyarticular RA. TKR, reverse shoulder, ankle fusion in past, now painful R elbow, on immunomodulators

Examination- FFD with valgus 20 degrees. ( though strictly speaking cant comment on valgus in FFD), terminal restriction of flexion, pronosupination, no cervical spine or ulnar nerve symptoms

Xrays- showed feature of OA rather than RA. 

Discussion- conservative

Operative- what kind of elbow replacement- Conrad Morrey. What is it, how does it work, evidence, what approach, what to do with ulnar nerve

Other options- arthroscopic debridement, OK procedure- what evidence etc. Bell went.

Vivas were box standard

Trauma- 
always one spine was asked. 

I had t8, t10, t11 fracture with abnormal neurology- management options

Neck of femur Bone cyst with pathological fracture- treatment options, complications, AVN, Delbit NOF fracture classification, AVN rates, sectoral femoral head AVN patterns classification

Pilon fracture- span and scan, definitive fixation approach, what to do with fibula, late sequelae, evidence of arthrodesis vs TAR

Distal humeral fracture- ORIF vs TER, evidence,  

Patella fracture- TBW, draw, principles
Adult pathology

Medial compartment OA in adult- HTO vs univs TKR, how to do HTO, mechanical axis , preop planning

Type 4 femoral stem failure- how to manage, ETO, principles of revision, how to R/O infection, sensitivity, specificity, PPV of aspirations etc

Young adult with proximal femur lesion- ? infection on MRI

Hemipelvis Pagets- what features, what will I do, mentioned problems also secondary osteosarcoma, turned out pt had OS!!! Discussed prognosis, phases of Pagets

Scoliosis in young girl- history, examination, xrays- Cobbs angle, Risser’s grade. Discussion went on to progressive curve, now painful. How to manage. Wanted me to mention anterior release as well in addition to posterior stabilisation since now painful.

Some tumour around greater trochater in soft tissue- red flag signs. Size, pain, deep to deep fascia, principles of tumour biopsy

Basic sciences

Sensitivity, specificity, PPV, Confidence intervals

All about ring fixators, compare and contrast with uniaxial fixators, pin track infections, management

Stress strain curve, Titanium failure, fatigue failure, necking

Antibiotics, MRSA, how antibiotics act

Anterior approach to cervical spine- problems, damage to superior laryngeal nerve what happens- loss of high pitched voice.

Paeds and Hands

Paeds guy was quiet aggressive

Radial head dislocation in child. Had plastic deformation of ulna with straightening. Failed to pick up the straight ulna. He said I missed it. 

Management- said will take a history of trauma, family history, opp side to R/O congenital dislocation. He said will congenital dislocation have a family history??? Said, i thought so. 
What will i do now- said principle is to reduce radial head under GA. Then told me that this was 6 months old. Said will need to do open redn. Asked approach.  Then said impediments to open redn. Mentioned annular ligament. 

Asked about ulna- mentioned osteotomy. Wanted to know if open or closed. 50% chance of getting it right. Said closed!! He wanted open since that would restore length of ulna!!!!

Video of adolescent girl with habitual dislocation of patella on flexion and extension of knee. 

Mentioned diagnosis, history, Beighton score, opp knee etc etc. 

Asked to name all the operative procedure for realignment of patella. Said don’t know the excat names but principles being proximal , patellar and distal. Wanted me to mention semitendinosus tenodesis. Eventually got there. Not sure if he said the right answer finally or whether I said it!!!!

Child with cavo varus foot- went to HSMN, Coleman block test, management options, extended Jones, etc etc

Hand

Mike Hayton was the examiner- very pleasant, and keen to help.

He followed the paeds guy!!!!

He started by asking me to name the carpal bones!!!!!!!! Thought he was trying to make me comfortable.

Then went on to Chauffers fracture, Bennets, SL injury, perilunate dislocation, isolated DRUJ dislocation, biceps rupture, gouty deposits, scaphoid fracture fixation, 

It was rapid fire with operative approaches to many of these, evidence in literature in some of these and once I started answering he would move on. He kept mentioning that some of these questions were fairly advanced questions when asking about evidence and other things. 

I had the overall feeling he was trying to score on a 7-8 since I personally felt the paeds was 5-6. But anyways the session ended well. 

TIPS

MOST OF THE EXAMINERS ARE TRYING TO PASS U AND WANT TO HAVE A COFFEE ROOM CHAT WITH U AS A COLLEAGUE IN MANAGEMENT OF COMMON SCENARIOS. THEY ARE NOT TYRING TO TRICK U OUT.
1. have some buzz words and these should come out quickly and get them out of the way rather than making the examiner try to get it out of u.

Some common examples-

1. Trauma- say would resuscitate following ATLS principles, resuscitate, make sure it is an isolated closed neurovascular intact injury with no compartment syndrome. Then talk about management options for that injury. If it is tibial shaft fracture in a young adult with displacement, say that the principle is to restore length, alignment and rotation. The options are non operative and operative. My preferred option if it is safe to do so would be to do a Reamed statically Locked intramedullary antegrade nail .

Within 2 mins of the question, u have already covered most of the relevant details that the examiner would like to know. U would be wasting time if you ask the examiner if it was a closed injury, then ask any evidence of compartment syndrome, any medical problems etc etc.  Bcos time is money. The bell goes every 5 mins and they have to move to another topic.

2. Intraarticular fracture- commonly pilon or tibial plateau. Same as above but say principles are to restore anatomical reduction, absolute stability and early mobilisation. I would span and scan the pilon fracture and once soft tissues permit will perform ORIF through fracture windows based on CT scan findings with a distal tibial contoured locking plate. 

Controversial about fixation of fibula. If sure about it and also have some evidence to back it up, can talk about fibula fixation.

3. Tumours- always describe the way it is taught at teaching. Use buzz words like skl immature, metaphyseal location, zone of transition, matrix, periosteal reaction, pathological fracture, soft tissue extension. Most likely diagnosis is..........

How will you manage?

Take history, examination, bloods incl bone profile, FBC, CRP, ESR, renal function, tumour markers if indicated in that case, then GRADE AND STAGE THE DISEASE AFTER DISCUSSION WITH THE LOCAL TUMOUR SERVICE MULTIDISCIPLINARY TEAM MEETING.

Usually leads on to principles of tumour biopsy and if impending pathological fracture- Mirels scoring. Mention year and journal to score 7 instead of 6

THE WHOLE PROCESS INVOLVES A LOT OF TIME, MONEY, EFFORT FOR  YOU, THE TRAINER AND THE FAMILY AND TAKES A GOOD 6 MONTHS OUT OF YOUR LIFE AND THAT IS UNAVOIDABLE. SO THE LEAST YOU CAN DO IS PREPARE WELL AND TRY AND ENJOY THE WHOLE EXPERIENCE. U WILL NO DOUBT COME ON THE OTHER SIDE MUCH RICHER WITH KNOWLEDGE AND WONDER HOW U WENT THROUGH 4 YEARS OF TRAINING BEFORE EXAMS WITHOUT MOST OF IT!!!!!!!!!

AS SOMEONE HAS SAID, ‘ THE JOY IS NOT AT THE END OF THE JOURNEY BUT ALL ALONG IT!!!!!!!’ SO DONT GET STRESSED OR WORK YOURSELVES INTO A FRENZY. 

GOOD LUCK.

