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Philosophy
Firstly, bear in mind that the view of the exam is entirely dependent on how you feel it went, and whether you pass. With this in mind, I can say that I felt both MCQ and clinicals & vivas were fair, with nothing unexpected. However, it’s easy to say that in retrospect, and my view without a pass would be entirely different.

Being in a study group makes a big difference, if only to keep you sane. There is a great range of alcohol free beers out there you can try together! I think that examining each other to develop a routine is invaluable, as you can keep going without worrying about patients getting fed up.

I also think a degree of perspective is important. I made sure to spend some family time at weekends, at least until the last few weeks. No matter how you try, your family will get pissed off with you! Also, I rarely worked after 2100. Revising on an exercise bike at the gym before work also kills two birds with one stone!

Revision

I don’t think there’s a magic formula. I started reading around a year before (but only because we might have sat the MCQ 6 months ago). Before the MCQ I read Miller x2, Brinker, David Ip’s books (great last minute books, and bang up to date), and practiced the Hyperguide questions and Sharma’s EMQ book.

Personally, I am a great believer that in order to pass an exam, you need to answer the questions correctly. It seems obvious, but I think that practice questions are a feedback and reassurance medium rather than a learning tool in themselves.

Before the part 2, I read Miller twice more, Apley (fantastic for principles), Hoppenfeld, the Stanmore Basic Science book (everything in the basic science viva was in it), Harris’ examination book x3, Ip’s books again, and BOA and NICE guidelines.

Courses

I didn’t do any. Very cheap!

MCQ

Make sure you are aware of the MCQ and EMQ format, and do some practice questions, especially the latter. Hyperguide is very difficult; you can add 10% on to your score from it to give you an idea of the real thing.
My technique is to go through and answer the questions I can confidently first, and then go back and spend more time on the trickier ones. It works for me. Also, you might find a couple of related questions for which, by putting them together, you can work out the answer!

Clinical
Have a routine, and be confident. Even if it’s something weird, don’t panic, and stick to principles. Having said that, you won’t have a chance to get into your stride of your routine, as they will get you to demonstrate different aspects of the examination on request. It probably looks good to be confident and practised enough to be able to easily change tack according to what you find and are asked.

Long Case

Be aware of the format, and keep calm. I think this was the section I was most worried about. In the end, it was a post traumatic OA hip, with prior patellectomy. I made sure to ask pertinent questions about the patellectomy also. The examination was straightforward, except the lack of tape measure. Discussion centred on options for THR, materials, bearings etc.

Short cases

In general, I tried to talk as much as I could about each case as I was examining, trying to demonstrate lateral thinking. E.g. mentioning osteophytes in OA knee, and how they would affect surgical planning.
Lower limb:


OA varus knee – discussion of deformity correction etc.
Non-union Weber C ankle # - which I talked myself into being a tib post deficiency. X-ray was a nice surprise!
Adolescent scoliosis – described the pattern of deformity, balance, role of MRI in certain situations.
Upper limb:

Rheumatoid hands – description of deformity, scars etc. Discussion of thumb deformity and pathogenesis.

C6 root lesion from neck surgery.

Massive cuff tear, biceps rupture.

Vivas

Obviously, the thought of 4x 30min vivas fills everyone with dread. In fact, there were no tricks, and no great surprises. The examiners, as in the clinicals, were friendly and reasonable. Again, I tried to get as much of what I knew about the topic into the discussion in an ordered fashion.

I’m sure I got asked more than this – apologies for any bits I’ve forgotten:

Trauma

Extraarticular distal femur # - management, was nailed and went on to non-union and implant failure, revised.

Supracondylar elbow in child – usual management principles with pulseless hand etc. 

L1 burst # - early management, principles of stability, options for management.
Pelvis & acetabular # - early management principles.

Hand

A picture of camptodactyly, and principles of management.
A sketch of the hand with a flexor aspect wound – principles of exploration, extension, tendon repair.

Delayed presentation non-union proximal pole scaphoid – options, prognosis.

Flash of a PA of ? lunate dislocation.

Kids

Unilateral pes cavus pic – examination, investigations. Managed to say MRI before examining the back – picture of hairy patch and XR of spina bifida occulta!

Grainy photo of 1 y.o. femur with widespread periosteal reaction. Mentioned infection & neoplasia – taken down the infection route.

Basic Science
Mr David Jaffrey managed to take me through a huge amount in 15 min, scratching the surface to seemingly check I could say something about everything.

We got through, among other things:


Draw cartilage & proteoglycans


Cartilage injury 

Laminar flow


Prophylactic antibiotics


Hip FBD

Tourniquets

Next section included stress strain curves for various materials, creep / stress relaxation.

Adult & Pathology

XR of varus knee with bowed tibia & Paget’s – describe, what is Paget’s, operative problems, bisphosphonates, deformity correction.

Cavus feet – principles of assessment and management.

XR hip AVN – classification, causes, management.

Metastatic disease – XR, Mirels score, management.

HO in AK amputation stump – management.

In summary, read everything, but focus on what seems to always come up. Be slick but flexible in clinical examination, and try to demonstrate what you know. And try to have a life, as it’ll be a long few months otherwise!
