Dear colleagues,

The exam is hard work and needs long preparation. If you pass you probably are bound to think it is a fair exam! The waiting time for the results I feel is a real torture!

My experience of this exam (I have given as accurate an account as possible with the questions asked which hopefully will be of help. Apologise me if you find this is too much information)..

Books :

Miller 

Oxford Textbook of Orthopaedics and Trauma (for reference of common topics)

Apley especially the first 250 pages or so.

Hoppenfield

Basic Sciences by Manoj Ramachandran (Stanmore)

Monday afternoon lecture notes

Courses:

I attended Oswestry Clinical Exam and Viva course, which I found very useful. The irritation is they fail many candidates in the mock exam, which can put you off (esp. 2 weeks before the exam!)

Clinical sessions : Montgomery, Stuart, Henman, mock exam at Wansbeck

Preparation:

MCQ preparation : Mainly Miller, Orthopaedics Hyperguide and the AAOS MCQ books.

Scientific Paper and 12 questions based on it can be a bit of hit and miss. EMQs is the tougher of the two sections and timing is crucial.  We had a plan of trying to finish 50% of questions by half the time, so that we don’t end up not being able to answer too many questions at the end.

Clinical and Viva:

I found group discussion and seeing patients with my colleagues extremely useful as you get an instant feedback of your performance and can improve on those you missed out. Oswestry has produced a handbook (you get this from the viva course) with clinical and viva topics of past experiences from candidates which gave a framework to revise.

VIVA:

Each station has 2 examiners. 15 minutes each (roughly each one tries to cover 3 topics of 5 minutes)

Basic sciences:

1st examiner:

Draw Stress Strain curve and mark the events. Draw the curve for a ductile material.

What is sensitivity? If you are designing a test what would you want it to be sensitive or specific? Draw the table (Disease / test table)

Which approach for open reduction of DDH? Smith Peterson- describe the approach, incuding incision, inter-nervous plane, structures at risk, etc. 

2nd examiner:

Picture of aseptic loosening, what is wear, measures to reduce wear, particle size
Assessment of diabetic ulcer, classification

Draw Free-body diagram of elbow. Asked about joint reaction force.

Adult pathology:

1st examiner:

Knee medial compartment OA in 35 yr old. Options.. I said HTO went into indications, prerequisites, calculation of angle of correction(which I faultered)

Same xray in 60 year old. I said TKR. Asked about medial relase, whitesides line

What is Paget’s? Histology, non orthopaedic complications and surgical problems of doing THR

Picture of old DDH- now advanced arthritis at false acetabulum- Briefly technical difficulties of THR. Where would you put the cup? Bell rang

2nd examiner

Xray of chronic osteomyelitis proximal humerus in a child. Organism,antibiotics, Surgical treatment. What surgical approach.

C5 metastasis from Breast CA. Assessment, how to differentiate complete from incomplete spinal cord injury, which nerve root will be affected.

Hallux valgus in an elderly. Assessment, treatment options. What surgery.

Trauma:
1st examiner:

Intracpsular #NOF in a 28 year old female. Dodgy fixation (be diplomatic in saying this b’cos it maybe the examiner’s handiwork!). What Followup. Check xray 2 weeks later-fallen apart. What now. Osteotomy vs THR.

Coronal # of medial femoral condyle (Hoffa’s #) with segond fracture in same knee. What investigation. MRI to exclude ACL injury. Management principles of Intra articular #.

Mason III radial head fracture. Assessment? Will exclude MCL injury/ Essex Lopresti as may be part of fracture dislocation. Treatment options. Reconstruction vs Excision vs Replacement.
2nd examiner:

Open tibial #. How would Gus-Anderson classfn. Influence your management. If IIIB –may need plastic procedure hence cautious about pin placement for exfix. Accepted nailing as well.

Multifragmentary fracture mid shaft tibia- undreamed nail-broken screws.

Axial instability, long working length- treatment exchange nailing +/- bone graft

Transverse# patella: How would you fix. TBW. Principle of TBW. Draw picture. Where else TBW?  

Paeds and Hands  
Garland III  (severely displaced)supracondylar # humerus.scenarios 

with pulse. 

Without pulse, but perfused hand. 
Without pulse cold white hand.   
(discussion with Phil Henman was very handy)
SUFE Grade III 

Classification- said Loder, what is the significance (Unstable 50% AVN). “Very” gentle manipulation may be attempted to improve position as otherwise technically can be difficult to achieve optimal fixation. Again d/w Henman was very helpful as we don’t come across Gr III slips much in practice.

Displaced waist Scaphoid #                                                                                                                                       

Assessment, management, treatment of non-union, bone graft types.

Zone II Flexor tendon injury:

Which tendon will you suture. Current thinking is to suture both tendons. Core and circumferential sutures. How to retrieve FDP from palm (which I wasn’t quite sure!)

Skin loss on volar aspect of thumb. Bell rang!

CLINICAL CASES:

Short cases: 2 sets of 3 cases 5 minutes each.
Lowerlimb:

1. Bilateral below knee amputee. Which stump is better than the other.

 One stump looked ideal length, healed scar, firm etc but very painful due to neuroma. Other stump- vertical scar, previous infection, some redness, very short stump with fixed contracture. He also had psoriatic patch. Hand manifestations of psoriasis

2. Young chap with sports injury knee:

Gait, Look feel, move and special tests routine. Best to know one test for each ligament which you can do reliably and accurately. He had ACL deficiency.
3. Adolescent girl with bilateral H.Valgus and flat feet.

Gait, double/single leg stance(after prompting by examiner), spine exam, assessment of hallx valgus. Some others said Beighton scoring as well.

Upper limb:

1. Dupuytrens: Describe what you see, surgical options, what questions you want to ask the pt.

2. Bilateral rheumatoid hand: Ulnar drift, Vaughn Jackson, swan neck thumb

3. Brachial plexus lesion From C5 to T1. Only functioning muscle was biceps (3/5). Described the wasting from shoulder to hand. Asked pt. for sensory deficit and started examining muscle power  methodically from Trapezius, periscapular muscles, rotator cuff and came to biceps. Time was up. Realised I missed Horner’s in inspection!!

Long case:

45 year old man with bilateral lower limb polio. Entire right lower limb was flail. Left lowerlimb- Some power around hip.Pelvic obliquity .Quadriceps 0/5. Multiple (5) knee operations. Very painful knee.Good muscle power around ankle and foot. Clearly this wa a complex case, the examiners were “sympathetic” about it from the way they gave a briefing about the case. I just took quite a detailed history and started examination with gait, description of deformities, scars and stuck to the look feel and move routine . moved on to examination of power and specifically left knee which was his main problem. He basically had a degenerate knee. Discussion went into the x ray features, management options which predominantly was nonoperative.

So, Vivas cover a phenomenal amount of orthopaedics. We need to know something about everything and viva is pretty much driven by what you say to a question!
In each and every clinical case stick to the look, feel, move and special tests routine and if you are interrupted or asked to demonstrate something in particular just modify your technique. By and large by sticking to the routine you can demonstrate you have a method.

Hope this summary is useful

Best of luck
Bala
