FRCS Tr & Orth Feb/May 2008: My experience – Ashwin Kulkarni

Needless to say this is a stressful exam and it was a tough period for my family and me. We all know to a large extent what to expect, I started working around it slowly and then gathered speed as exam came closer. I would strongly recommend taking couple of weeks off before mcqs and a few days off before viva/clinical. You can work in groups, it helps verbalizing, but I did not do it.

I started preparation about 8 weeks before MCQ exam and really hard work only in last 2 weeks or so. Miller, Brinker, MCQs from orthopaedic hyperguide, review questions in orthopaedics and EMQ book by Sharma. I specifically tried to time and score each attempt. I found that particularly useful in EMQ section.

I did the Edinburgh basic sciences course and Sheffield clinical exams course because they were the cheapest. Both were very good and comprehensive. I had also done the paeds course in Birmingham. All courses were in July to Oct 2007. None of the courses were nearer to the time of exam. Preparation for clinical and viva was spread over a long time (last 6 months) and bit-by-bit. Largely put together most of it in last 3 weeks before the part 2 exam. Orthoteers was very useful especially references and evidence about common things. Previous experience of exam by others on orthnorth was very useful. I used common clinical conditions and did very detailed study of each using various subspecialty books, journal articles etc. Manoj Ramchandran for basic sciences. Staheli for paeds read all of it. Specific topics and classifications etc Miller, Brinker, Campbell’s, Appleys, Rockwood-Green, etc. Clinical examination based on Nick Harris and Sheffield course manual. It sounds a lot but I used books only for specific topics. Learning method of examination and sequences of tests by heart was useful. I tried it on myself and then on wife and kids at home and then in patients in clinics.

Do not forget to look at NICE, SIGN, BOA websites. I also went through most of the presentations archive on orthnorth. Also looked at my notes of Liz Lingard’s teaching about outcome measures.

Thanks to my family. Special thanks to Wansbeck consultants, Durham consultants, Freeman consultants and JCUH consultants for spending time and making special efforts for practice sessions. Also thanks to chaps who had done exam recently for giving an idea of how it happens what to do and where not to waste time.

Clinicals

Long case

49/M with indolent long-term sepsis in Girdlestone after numerous procedures age 13.

Routine history and examination. Poor historian it took a long time to complete history.

Apart from routine examination I was asked to demonstrate limb length discrepancy. Discussed management in detail up to staged modular tumour stem hip replacement and also what if there was no infection. 

Short cases upper limb

65/M with Subacromial impingement and rotator cuff tear

Examination of shoulder only and asked to demonstrate impingement signs. All time was spent on examination.

Rheumatoid hands in an old lady, examination of thumb, classification of thumb deformities. What are different types of grips? Would MPJ arthrodesis help?

Bilateral extensive Dupuytrens in a diabetic 65/F examination in detail she also had Boutonniere deformity of her little finger. Asked about diathesis and associations, risks and complications and outcome. Prof Stothard gave a 5 point plan to correct the FFD in PIPJ that was helpful.

Short cases lower limb

OA varus knees with thurst in 80/M. Also had hip limp – hip replacement. Examination and management plan. Asked about various grades of effusion. Did not show the x-ray but was described to me. Management up to TKR. 

Multiple scars of ST reconstruction following trauma in right calf and anterolateral leg in 20/M. Old injury with short femur and tibia with short limb gait and valgus thrust with gait. Also had equinocavovarus foot. Potential causes of foot deformity explored and assessed. In the end did not get the reason before bell rang. 

Lateral tibial plateau split with depression injury acute patient in back slab with only toes seen – acute management, assessment of neurovascular status and compartment syndrome. Classification and management of plateau fractures. Largely discussion except looking at toes!

Vivas

Adult pathology

Started with loose tibial component x-ray reasons for loosening. Went in details of mechanisms of wear and pathology of osteolysis.

Rotator cuff tear - Why it happens, pathology and clinical course. This lead to - Cuff tear arthropathy x ray what will you do why what are the results of various methods.

Hallux valgus picture - why it happens, pathology of the deformity, why pronation, what would you do. X-rays – angles, management plan.

Very osteophytic OA knee x-ray - pathology of OA, why osteophytes, reasons for loose bodies, what would you do, take through TKR step by step and detailed questions about medial release.

Pathological fracture lateral end clavicle - what is the differential diagnosis, what is most likely cause in 60 year old patient, discussion about mets.

Trauma

Started with central fracture dislocation acetabulum x-ray. What would you do, showed me a CT – shattered walls and columns beyond surgical repair. Management options -detailed discussion about non-operative treatment. 

Fracture displaced intracapsular NOF in 65/F fit and healthy management options and evidence for it. What classification, why, reliability, levels of evidence, etc. Management and evidence for it. Osteoporosis - risk factors.

Fracture tibial plateau split depression management showed CT discussed operative treatment bone graft details of where you can take it from etc. Showed me less than satisfactory post op x-ray, probably one of his own patient, so carefully criticized it. 

Fracture shaft humerus and management why what is the evidence. Kept pressing me on about pain and tried to persuade me for op for pain.

Then took me through 7-8 scenarios of fractures in 5 min bang-bang no x-rays just verbal discussion as if you are called by SHO A&E describing patients and x-rays just management plan. 

One examiner disagreed with most things in this viva and asked for evidence with almost everything. Most stressful viva of all. They covered enormous ground on various fractures.

Paeds and Hands

Curly toe clinical picture. Diagnosis, treatment and outcome.

Gallows traction picture – What is it, what is it used for, what age onwards you should not use it and why. Malunited femur - acceptable limits in children, why it is acceptable?

Ollier’s clinical picture then x-ray – diagnosis, management, risk of cancer, Maffucci etc.

Carpal tunnel syndrome clinical picture – diagnosis, clinical exam, findings, showed EMG nerve conduction study results without any normal values and asked what is wrong in it, operative treatment, results, complications, percentages, etc.

Scapho-lunate dissociation AP x-ray then when asked for lat showed me completely different patient x-ray with volar lunate dislocation. Discussion about carpal instability patterns then how would you treat volar dislocation of lunate.

Basic sciences

Screw - draw a diagram then Interfrag screw how it works step by step how would you put it in. Why not self-tapping screw? What is the metal of screw, what metals can be used, metal allergy, modulus of elasticity, etc.

TKR loose implant again! Same discussion wear, mechanics of loosening and biology of osteolysis. Discussion about cement – what is it, materials, properties, etc. Wedges for reconstruction of tibial defect how wedges work why wedges and not cement for build up etc.

Anterior approach to shoulder step-by-step relevant anatomy. How to make it extensile.

Anterior approaches to knee step-by-step. All including anterolateral, where do you use them what are advantages and disadvantages etc.

MRI how does it work? What is the difference in T1 and T2?

There were a few more questions in each section that I must have forgotten but nothing unusual at all.

Good luck for those taking exam.

