Tips for the Exam

For the part one know everything in bold in Miller (well most of it).

The Part 2:

There is a 30min long case which is split into 20 min for history and examination in front of the examiners and then 10 min discussion in a different room.

Short cases are 15min for UL and 15 min for LL.  You will see 3 cases in each section.

When push comes to shove in the exam you tend to rely on that deep seated memory, so the best preparation for the exam is the learning on the job over the early years.  It is much easier to remember an interesting case that you saw last year and how it was managed, than something you read in Miller last week!  The examiners in the part 2 want to know you can safely manage a case and seemed to concentrate on your approach and thinking rather than detailed knowledge.  From my understanding they are meant to be testing higher order thinking rather than facts (which are assessed in the part 1).
The revision you do ensures you fill in any gaps in your knowledge and provides you with the confidence that you have in depth knowledge of many subjects.  This was useful to me as it’s surprising how even describing the simple things can be difficult in the heat of the exam, and you begin to doubt yourself.

Courses:

I went on a basic science course run in Cambridge and a clinical course run in Glasgow.  Both were very worthwhile especially the basic science course.  Many of the courses available book up very early as there are so many people sitting the exam.
My reading:
Miller

Skeletal Trauma (when I worked at NGH) and for reference

Stahelli Paediatric Orthopaedics

Basic Science by Manoj Ramachadaran

Harris examination book (invaluable)

Hoppenfeld surgical approaches

Secrets series (particularly the new editions)

Practice questions in trauma and orthopaedics for the FRCS

Papers:

You do not need to quote any papers to pass the exam, in the marking scheme this is down as an 8 (the top mark) where 6 is a pass and 4 is the bottom mark.  However I did familiarise myself with some classic papers including:  clavicle fracture, hip fracture, Gustillo, Brooker, Ficat and Arlet.
My Clinical cases
Long case

Spinal stenosis presenting with unilateral thigh pain.

Short cases

Rheumatoid hand recent soft tissue procedure for MCPj’s – swan neck / buttoneire

Dupytrens

Shoulder, scar, deltoid wasting, absent sensation c5 root.  ? axillary nerve ?brachial plexus

Hallux valgus

Idiopathic scoliosis

Leg length discrepancy, previous dysplastic hip

Viva

Basic science

Nerve injury

Alignment of tkr

Failed tibial base plate

Metal fatigue

Properties of titanium

Paeds/hands

Overlapping fifth toe

Calcaneal osteomyelitis

Hip dysplasia late presenting , hip arthrogram – describe the features on the arthrogram in some detail
Dupytrens, draw spiral band / NV bundle; mark incisions

Mallet injury – surgical management

Intercondylar proximal phalanx fracture – surgical options / suzuki frame

Wrist effusion approach to management

Trauma

Proximal femoral non-union

Hoffa fracture (coronal plane distal femoral condyle fracture)
Lateral tibial avulsion fracture (segond)

Talar neck fracture – dorsomedial approach to fix, Hawkins classn.

Small fragment / locking screws, recognise and what drill size to use
Use of a DCP

Demonstrate two methods of achieving compression in detail
Fracture dislocation proximal humerus, plan, surgical approach

Femoral neck fracture in 50yo –management / Watson-jones approach

Adult path

Ankle arthritis in young patient

Osteonecrosis of the shoulder, diagnosis surgical management, TSR vs hemi
Fractured charnley, well fixed cup / distal stem.  How to remove. Cement in cement revision of cup

Sclerotic lesion in proximal tibia of an 8 YO.  DDx Ewings sarcoma / osteosarcoma

Method of performing biopsy, what to tell the parents

Simple path slides

Severe valgus knee – what must you do in planning

Recurrent hip dislocation – management

Good Luck!
Jonathan
