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I started revision about a year in advance and was lucky enough to be involved in a study group. We simply read Miller chapter by chapter and met every couple of weeks for a beer – 9 months later we had at last read Miller cover to cover! More intense revision started 3 months before MCQ.

MCQ is a book reading and MCQ practising exercise. The UKITE is a reasonable reflection of the real thing.

The clinical and viva were a different animal - you need to know less detail but you do need to have a good understanding of what you have read so that you can talk about it. Clinical examination needs to be slick – practice, it’s like a driving test!
Papers – I did not get asked about the literature unless I either brought it up or said something off mainstream. I was asked viva questions based on some of the stuff that had come up in recent JBJS’s but papers themselves not discussed. Probably worth knowing the big papers and most are referenced in Orthoteers.
Books:

Part I – Miller, Review Questions in Orthopaedics (the best of the MCQ books), Orthopaedics Hyperguide (I was getting average 50-60% on these and got 76% in real thing). There is an MCQ and EMQ book out there, both by Sharma – waste of money (unless you want to buy mine!)
Part II – Miller, Hoppenfeld, Apley, Harris and Oswestry Examination Books, previous candidate’s experiences (they get less scary as you get closer to the exam and useful for plugging gaps you may have forgotten to read!), Orthopaedic Secrets, Stanmore Basic Science (this covers all the viva topics very well but more detail maybe reqd for MCQ?), Orthoteers.
Courses – Cambridge Basic Science Course – highly recommended, 8ish weeks before vivas and good to get you into mindset. Glasgow Clinical Course – decidedly average, first year so should improve, good to see cases, fairly cheap.
Wansbeck Mock Clinical was excellent. Durham, and Freeman mocks also very good. Peter Worlock organised a good trauma viva.

Tutorials – A number of Consultants gave us tutorials. Peter Worlock’s regular Tuesday night sessions were very valuable. Thanks also to Phil Henman, Craig Gerrand, Paul Partington, Mike Reid, Andy Gower, Paul Jellicoe and Alan Middleton. Paul Stuart and Dave Fenders clinics. Malik Siddique for foot and ankle (and tolerating my lack of anything useful other than exam prep during my job so far. A supportive trainer makes a real difference)
Clinicals experience:

Lower limb short:

Guy round from # clinic. Asked to comment on a crap POP. Not much to examine. X-ray of adduction type medial malleolar fracture. Discussion of X-ray, management, approach, bone grafting, screw sizes.

Ankle – patient described antero-medial joint pain. Examine ankle – tender antero-medial joint + malleolus. Not really tender over tib post but apparently that was the diagnosis!!! Quick chat about staging/Mx of tib post tendonitis.
Marfan’s – 8ft tall(ish)!Asked to examine patello-femoral joints. J-sign, patellar tilt, apprehension etc. Beighton’s index.

Upper limb shorts:

Rheumatoid hand. On IV ABx drip – foot ulcer. Asked to describe deformities, examine, volar subluxed index MCP, differentiate tendon rupture, subluxation. Management based on function, MCP replacement, surgical goals.

Shoulder – ask 2 questions. Weak, painful shoulder with numbness, neck scar from lump excision. Asked to examine shoulder ROM, then asked diagnosis. Patient had full abduction, restricted IR and ER. Said likely neuro lesion due to scar and numbness but difficult as no chance to do any further examination. Then quiz on rotator cuff?? (found out later that patient had C6 root problem and previous excision of neurilemoma – didn’t feel I was given much chance to examine)

Shoulder – barn door supraspinatus tear. Discussion of Ix and Mx

Another quick rheumatoid hand.

Long:

44yrs male, alcoholic, smoker. Fall 9 months ago, bilateral femoral fractures, Right IM nail, Left LISS plate. Now painful unstable Left knee. Examination fixed varus painful Lt knee, stable.
X-ray – varus malunion/malreduction distal femur. Chat about axes, management, osteotomies, arthroplasty. Problems, bone graft, BMPs (very briefly!).

Vivas:
Basic Science:

Pic of section through uncemented THR stem. Talk about titanium, HA, osteoinduction, conduction, porosity, what makes up bone

Stats – design trial to compare bone substitutes. RCT, how to calculate power, effect size, type I, II error, significance, t-tests.

Shoulder arthroscopy – anatomy. Draw glenoid + ligaments, function, stabilisers, joint reaction forces (with patient holding magnum of champagne – figured I was doing OK or so badly they were taking the piss!)
Meniscus – draw, structure, function, contents, hoop stresses

Wear – types, fatigue wear in tibial poly – why, where

Approaches to hip – had to list them and then when I got to anterior had to describe in detail..

Hands and Paed:

Gamekeepers thumb. If acute – management, approach, repair, chronic management, free tendon grafts.

#/dislocation PIPJ

Perilunate dislocation. Management, classification. Didn’t want Mayfield, wanted CID, CIND, CIA etc. Surgical approach for open reduction and repair.

Supracondylar – gartland III, pulseless, how to examine nerves in a child. FDP for both median and ulnar (apparently Mr Cowie always asks!)

Perthes – x-ray, classify, management, principles.
Osteomyelitis distal femur – describe X-ray, differential Dx ( I went for Ewings bit was told infection), why metaphyseal, management, what bugs, what ABx, when surgical

Trauma:
Open distal femur. Emergent management of open wound, Gustilo and Anderson in detail. Management of fracture – discussed temporary ex-fix and definitive fixation. Talked through principles of management of intraarticular bit and then metaphyseal/diaphyseal – direct, open, absolute / length, alignment, rotation, bridging – he seemed to like that, before saying that I would user LISS or equivalent.
Dislocated elbow with radial head + coronoid. Terrible triad, emergent and definitive management including surgical approach, rationale for reconstruction or replacement.

Spiral proximal femoral fracture in 8yr old. Options – talked about traction, time to heal (I said 6 weeks originally and was bargained down!), operative options – why IM nail inappropriate, said I would plate if operative but would prefer non-op.

8 day old, locked post dislocation of humerus. Given AP only. Discuss open reduction in detail, detailed delto-pectoral approach and mx of reverse hill-sachs with lesser tuberosity advancement

Adult Pathology:

Rotator cuff arthropathy – mx options including delta and design rationale

L4 radiculopathy – what other signs expected, motor, nerve tension etc. Likely cause - I can never remember this on demand - talked out my thought process and they were happy - nerve root comes out below pedicle so L4/5 disc or 3/4 far lateral –. How to investigate – given MRI, showed far lateral L3/4 (crap picture!). Management options  - nerve root injection/ decompression.
2./52 old infected tibial plate. How to investigate, manage. Plastics involvement – said flap then backtracked to reconstructive ladder!
Non-union femoral neck + shaft. A bit complicated – talked about valgus osteotomy proximal femur, strategied to manage shaft non-union at same time
Hallux Valgus with degenerate joint + 2nd MTP problems. Talked about mx of each as predominant symptom. Indications for Kellers.

Severe varus ankle OA + subtalar OA. Talked in principlesm then said would do tibio-calcaneal fusion – discussed approach + fixation with IM nail – shown picture of just that!

Short cases seemed a bit rushed and if I failed them I’m not sure what I would do differently – probably be a bit more aggressive and proactive. Long case was just like being in clinic and vivas seemed fair – was moved on when I ran out of things to say. I suspect if I did fail part of short cases then I made up in the vivas – I’ll never know!
All the very best of luck,

Dave.
