FRCS (T&O)
Part I

Paper 1 – MCQ

This was similar to the UKITE one. You basically need to know Miller and practice some MCQs. I can’t really remember any of the questions as I did it in July last year, but we had a few questions on neck anatomy…..I still passed!

Paper 2 – EMQ

This seemed like they were deliberately trying to be obscure. I was convinced I had failed, but then so was everyone else, which, with the help of a few cheeky pints after, lifted hopes a little. Not sure what to recommend re preparation, but you really need to read each question well. This compounds the problem of time, which seemed about 10 min too short.

Part 2

This was very well run, kept to time, and you get taken to each station, so you won’t need to think other than for the exam. 2 examiners for each section.

Day 1 – Clinicals
Short cases: 2 sections, 3 cases each, 5 min per case.
These are stressful. You will (and should) try to stick to “look, feel, move”, but invariably they’ll interrupt or ask you to do something specific. Listen to the examiner carefully and answer directly.

1. Lower Limb

a) Middle aged woman with bilat Pes Planus with short 1st MT (had “bunion surgery” 20 y ago) and cock up deformity of big toe.

Valgus heels which corrected when going up on toes, said therefore mobile with functioning tib post. Noted medial scars over 1st MT (not obvious, but I looked for them). Made her walk & said, flat foot gait with poor heel strike and no toe off on big toe (stayed extended). Felt ankle & foot bony land marks and swelling around midfoot and identified region of tenderness. Moved ankle & subtalar joints to show they were mobile. Passive correction of 1st MTP possible.
b) 16 yr old boy with rigid Pes Plano Valgus.

Asked to go straight into examination. Again just told them what it looked like & got him to walk. His heels didn’t correct on tip toes and clinically had no movement in the subtalar joint which was painful laterally when stressed. They wanted diagnosis – tarsal coalition. What next? Xray. Showed me and asked to describe – pretty barn door bony bar between talus & calcaneum.

c) 65 yr old man with painful, deformed knee.
Told to go straight to examination (told it was longstanding and no longer pain controlled). 
Stood him – obvious flex & varus deformity and quads wasting (forgot to measure later, but they didn’t seem to mind!). 
Walked him – antalgic, & knee never fully straightened.
On couch quickly did Thomas’ to prove not in hip then confirmed fixed flex deformity & partially correctable varus. Med & PFJ joint tenderness. PFJ crepitus on ROM which was restricted. ?diagnosis – A: OA. What next – XR. Showed me: Med OA & PFJ OA. Said what I saw (incl joint sp narrowing, sclerosis….). Treatment? A: TKR. Why not Uni? A: PFJ OA & FFD.
2. Upper Limb

a) Same Duypytren’s as Alex had. Same examiner too! 
Wanted spot diagnosis. 
Wanted associations – got arsey about EtOH & liver disease (apparently it’s no longer considered to be relevant!). 

Then examine & describe. Noted calluses on PIPJ (steel worker), not Garrods pads & told them that. Noted thenar commissural band. 
Management – I said review as risk of rapid progression (NIDDM, 1st web band etc)

b) Old lady knitting happily as I walked in. 
Spot diagnosis & describe features. A: OA with Heberden’s nodes and adduction of thumb with CMCJ subluxation. What next? A: XR, 3 views – had them – describe. Eaton Grade IV Base of thumb changes. Treatment? A: Knitting happily – is there pain or loss of function? Went through non op first. If needed surgery? A: trapeziectomy, but aware may need more because of STT involvement
c) Young lad – hurt neck when diving into pool. 
Examine right arm. Started at shoulder & worked down noting wasting (had wasting in most muscles incl C5 and intrinsics), but only C8, T1 sensory signs. Tested power in hand incl Froment’s etc., which wer globally weaker. They expected detailed exam (show each dermatome as you examine it), & they simply let me get on with it, ticking boxes as I went along.
Long Case: (Hx 10min, Ex 10 min, Grilling 10 min)

Hx: 40ish yr old woman. Bilat hip problems since early 20s, with left THR & x2 revisions. GP note = pain in right hip & swelling on left thigh. Not the best historian (kept going on about an accident that is unlikely to have been relevant). Now pain right. Denied childhood problems. There was ample time for a good history & the examiners faded away in the background, so I had time to get her social & functional Hx too.

OE: stand (on crutches) Short right leg, flexed @ hip & Knee, scar from left hip (post approach) all way down over knee. No patella. Large fluid filled swelling over lat thigh. No infection in scar. Didn’t walk her as she couldn’t!
On bed – tape to quantify LL discrepancy, (it was lying on a table in full view – no tricks), swelling on left – seroma, Thomas’ – L hip FFD, rest of movements very limited.

Again you have plenty of time with no disruptions, so you can really stick to your system, and no matter how complex, you’ll get all the info you need. Describe each finding as you go along, but don’t expect comment from the examiners, they’re just observing & ticking (hopefully) boxes.
Grilling: Diagnosis? A – OA probably due to dysplasia. Probably Total femoral replacement on left with patellectomy. Not sure why. What next? XR – showed dysplasia & severe OA. Spoke about acetabular index and centre edge angle. What operation? A: Cemented Exeter with acetabular augmentation – spoke a bit about the various ways e.g. bone graft/mesh etc Showed xray of left before revision – describe, modes of failure, Gruen lines, why lysis? Cement properties e.g.creep.
You will get pushed into detail. I had Prof Atkins, so he pushed me on a lot of biomechanics & other basic science incl. prosthesis design e.g. taper, polished vs non. I was comfortable with this, but I think it would be ok to get stuck somewhere there, as you know you’re doing well by then. I think the pass level for the long case is picking up the important bits in history & exam & coming to a reasonable diagnosis. Then they want a safe plan of management with robust rationale.
Day 2 – Vivas  4 x 30min ea. 2 examiners – 15 min ea

a) Paeds & Hands (bit of a shocker to have first!)
1. Photo of 13 yr old boy – fat, immature features – spot diag – SUFE
    - what in history? A: weight bearing or not?

    - classify – what is the significance of unstable? A: AVN

    - what investig? A: XR – showed it – describe

    - what other inv? – A: hormones

    - showed line diagram of lat of prox femur and asked me to show where I’d put 
      my screw & why.
2. Photo of baby’s pelvis XR. (I jumped to DDH conclusion, but quickly backtracked & redeemed

      myself, but not before being asked to describe lines in Pelvis & acetabular index etc!).

    - widening of med joint space on one side
    - told me baby was in ITU, so septic arthritis
    - treatment? Wanted to hear emergency and surgical approach in detail
    - splint afterwards re ant dislocation if capsule left open.

3. Photo of 4 yr old African boy on tiptoes. Has always been toe walker
    - differential & how to examine etc. Excluded Duchenne’s. CPK
    - Wanted to hear “examine back”

4. Xray thumb CMCJ OA
    - describe
    - classification

    - treatment

5. Photo of hand, swollen & lots of little ragged wounds (dog bite)
    - assessment, size of skin wounds belies underlying damage, check tendons, ?collection, 
      neurology, needs theatre
    - which orgs & abs, how & how long?
    - if was a large skin flap – how manage in theatre?
    - priciples of post op splintage & why
    - if was human, better or worse, which orgs?

6. Photo of hand with loss of tips of some digits, some necrosis & crap looking skin
    - diagnosis? Vascular (bell went before we could really get anywhere)
b) Basic science (this started a little weirdly)
1) Photo of a theatre no laminar flow. Told was new consultant & had 2 TKRs on next day in there. What do I think? Spent the 1st 15 min of viva chatting about laminar flow, theatre design, theatre discipline, Abs prophylaxis, ring fencing elective beds, washing hands ….(you can guess the rest). There was a lot of “what’s the evidence for that?” during each bit. I was never guided, he just kept quiet, so I’d move on to next bit about reducing infection as I thought of it, trying to stick to BOA guidelines for arthroplasty.
2) What angle do you put in a TKR, why? Draw mechanical axis etc. (wanted great detail re angles between Mech axis & anat axis). Why is trochanter lateral to hip joint? …which leads on nicely to:

3) Draw free body diagram of hip showing joint reaction force. Draw how a walking stick affects it. What are properties of a stick? How do you calculate optimum length of shaft. How would person walk if too short? And too long?

4) Given fractured fem component of Oxford uni & worn tibial comp. Why? In depth basic science about stress risers & fatigue of metal (Anterior well cemented, post not) interdigitation of cement etc. Why would it occur? (insertion of component)
c) Adult Pathology

1) mal united (varus) femoral & tibial # with severe varus OA of knee.
    - rule out infection as they were open injuries at the time
    - approach to management

    - what TKR, describe technique (correcting alignment etc)

2) Post traumatic pan talar arthritis. Needs op. which op? surgical approaches around ankle (in detail). Other – IM rod

3) Over 70. Cuff arthropathy. Describe XR. Had MRI - describe (note absent cuff…) glenoid looked a little crap. Treatment – reverse vs limited goals hemi depending on glenoid.
4) XR of elbow with severe OA & loose bodies – describe XR, treatment

d) Trauma

1) AP of shoulder – lightbulb sign (fell down stairs)
    - you’re in theatre what to do – ask for axillary view

    - Radiographer not keen – went down to dept myself.

    - confirms posterior dislocation with huge Hill Sachs

    - managent – told them I’d not let A&E reduce – risk of leaving the head behind

    - showed me XR of just that – what now? Short discussion on ORIF or hemi. Risk AVN.
2) GP call – 36 y old man in bed with back & bilat leg pain. 3 week history now worse & not PUd. What do you tell him A: send to A&E as emergency & I’ll see on arrival – suspect cauda equina
Wanted me to go through full history & exam & investig. Established no anal tone or sensation, showed me the Scan I asked for, which I needed to beg the radiologist to do urgently – huge disc. Wanted me to describe MR in detail, incl T1 or T2? And why. What now? Tonight? Surgical approach

3) 65y old with intracapsular NOF and Bilat quite advanced OA hips. I chose THR, why? What risks, how reduce risk of dislocation (experienced surgeon). What else? I chose Exeter Bipolar? Why? Can revise easily. Wanted to hear that I knew the thing doesn’t articulate between the 2 heads.
4) IIIB open tib (photo & XR) extending to but not into ankle. Large skin defect with periostial stripping and some mud on med side of tibia. (asked me to go through classification).

No plastics on site – went through ATLS, open # initial Mx in A&E, incl letting plastics at next hospital know.

treatment (I debrided & ex fixed & transferred to unit with plastics), wanted details of where to put pins. Bridge ankle or not? came back with pin tract infections! What definitive eg frame or complete construct, avoid pins where pedicle of flap may be, so check plastics op note.
5) 9 y old boy – closed displaced # midshaft femur. What would I do. Other options e.g. flexi nails. Discuss principle & biomechanics of flexis. Which approach? Can they wt bear? POP or not?
I had some other questions in Hands and also in Adult, but can’t remember them. Nothing out of the ordinary though, or I’d have remembered!
My thoughts:

The object of these “post mortems” is to give you some guidance as to what is expected in the exam. So I’ve tried to narrate the experience a little. A list of topics covered isn’t that helpful, they can ask anything. You’ll see that there were quite a few straight forward questions and some that were a little bizarre. My personal take on this is:

1) Common problems: you need to know them well and the viva will dig deep.

2) Rare but important problems: you need to recognise immediately and know what to do, but not necessarily in depth.

3) Rare benign things are there to test the breadth of your knowledge and are an opportunity to get more than 6, but don’t be afraid to say “I don’t know” if you get asked detail.
4) Basic sciences are a pain, all 3 of us this time, did not find ourselves in deep water during it though. They will always fall back on the “must know” bits if you’re floundering. So if you don’t know the details of signalling proteins for callus formation, you’ll feel bad, but won’t fail. If you can’t draw stress strain curves, you may! (each question has its own mark, so don’t panic – you can make up for it in other questions or even sections).

5) Everyone consistently finds Paeds / Hands hard. Again, the common and important things are what you need to know in detail.
6) Short Cases: do exactly what they ask. Limited time means they need to give you marks for certain things, and if you don’t get there because you think you want to check something else, they can’t give them. Its OK to ask the examiners if you’re not sure.

7) VIVA: If you’re asked what you would do don’t give options. Answer: “I will…” Pick a sensible one and stick to it. They may want to ask you details about your choice, so don’t pick something you don’t know. If they want other options, they’ll ask.

8) Don’t say “I’ll refer to my colleague” as your default answer. There are only a few instances where this is the accepted correct plan e.g. tumours, but you must first tell them the principles of management so that they can see you’re being sensible & not just trying to avoid the question.

We had a lot of help from consultants who took out time to teach/examine/coach us. I’d like to thank:

Mr Gregory for organising the mock clinical at Durham and Mr Mahon, Mr Duffy, Mr Wright, Mr Gower for examining us at that mock. 
Mr Fender for reminding me how little I knew about spines and taking time after work to teach.
Mr Adedapo for his weekly grilling and advice on how not to answer! 
Mr Rangan for simulating the feel of a Viva and all his teaching.

Our wives / families are subjected to the same huge stress, but have no way of helping other than to be supportive. Don’t forget to show your appreciation.
Good luck

Alan
