FRCS(orth) – Sheffield February 2008

Firstly Can I thank everyone who helped me to prepare for my exam.

In particular Mr Muller, Mr Jones, Mr Duffy and others involved in the Wansbeck MOC exam and Mr Gregory, Mr Gower, Mr Wright, Mr Mahon, Mr Duffy and others involved in the Durham MOC exam.

I would also like to thank Mr Montgomery, Mr Henman, Mr Gerrand, Mr Stuart, Mr Fender and Mr Talkhani for taking time to teach us. I found these sessions really useful.
LONG CASE: 30 minutes
72 year old man 
Current problem painful and unstable left knee worse over the last 6 months
3 years ago had a fall while fell walking sustained following injuries

1. Open left tibia #

2. Closed left femoral condyle # (Hoffa type)

3. Closed right patella fracture

4. Significant head injury was in ITU for 3 days

Has had multiple procedures including skin grafting.

History – routine

Salient examination findings – Kept to LOOK, FEEL and MOVE routine

Multiple scars.

Commented on significant acquired flat foot with an obvious mid foot break and forefoot abduction.

Had a varus thrust while walking.

Significant laxity of the medial collateral ligament. (Examiner was not happy with the my term ‘laxity’ and wanted me to say instability – although instability is a symptom not a sign, I agreed with the examiner)
ROM – 5 to 80 degrees

Discussion

Non-operative and operative

Asked me to expand on the operative treatment, He wanted to know if I would request for a CT scan, which I did. 
We talked about ruling out infection – Bloods, aspiration and multiple synovial biopsy

Discussed about arthroplasty. I mentioned this is not a straight forward TKR, will need stem and augments
 6 Short Cases (5 minutes each)
Upper limb 
1. Dupuytrens band

Asked to describe and was asked standard questions.

Only catch was this patient had a thenar commissural band. Fortunately I saw it, could be easily over looked as he had a significant ring and little finger contracture to divert our attention.
2. Bow stringing of flexor tendon to ring finger following previous surgery to her palm
After LOOK and FEEL, I asked the patient to form a fist, whilst the other finger flexed nicely the ring finger remained extended. 
I suggested this could be lumbrical plus finger from injury to FDP distal to the lumbrical insertion. 
Examiner said it is possible and asked me to comment on the flexor tendon. 
The tendon was clearly prominent and taught. I replied bow stringing secondary to rupture of the pulleys. He agreed and we moved to the third case.
3. Brachial plexus injury

Asked to examine is right upper limb concentrating on the neurological examination of his hand – He had profound wasting of his intrinsic, thenar and hypothenar muscles with less than grade 3 power of median and ulnar nerve innervated muscles.
Mentioned, I will examine cervical spine

Lower limb 
1. Arthrogryposis

Middle aged women with multiple scars.
Thankfully I was informed by the examiner that this is a difficult case and that they were only interested in my approach.

2. Tarsal Coalition (Adolescent rigid flat foot)
Positive heel raise test 
No subtalar movement 

3. OA knee with PFJ arthritis in a over weight middle aged women
Nothing unusual except for a posterior scar

VIVA
1. Hands and Paeds

1. Multiple enchrondromatosis: Photo and x-ray, discussed about ollier’s, mafucci’s and treatment of enchondroma. 

2. Curly 4th toe: Photo and management

3. Perthes: Describe the x-ray, differential diagnosis, treatment aims, Containment of femoral head – operative and non-operative
4. Was given a scaphoid bone and asked how to find out if this is left or right? Asked to point out the anatomical land marks and the articulating surfaces.
5. X-ray of an advanced SNAC wrist with established radio-carpal arthritis. Asked about the pattern of progression of SNAC, treatment options in middle aged labourer – Cx (analgesic, steroid injection) and surgical (neurectomy, limited or complete fusion). PIN and AIN neurectomy, where would I find the PIN and AIN, one or two incision technique.
6. Bony Mallet injury – Diagnosis, treatment options

7. Laceration of little finger – Zone 2 flexor tendon injury. Asked about structure that could be damaged and clinical examination. This was a farm yard injury, talked about management of laceration (wound toilet, toxoid, tetanus immunoglobulins and antibiotics) and management of the flexor tendon repair. How would I extend the incision proximally and distally?
2. Basic science

1. Deltopectoral approach

2. Slide of diaphyseal fracture with callus formation – asked about primary and secondary bone healing, types of callus, cutting cones.

3. DCP – eccentric drilling and compression 

4. Haemophilia – X-linked recessive, punit square.

5. Picture of broken cement mantle – reasons for this, mantle thickness, asked what would you inform your juniors too little or too much cement? I replied optimum (Both examiners laughed).

6. Anterior Henry’s approach to the forearm to expose the mid shaft and proximal shaft radius #. What plate would I use for forearm (DCP)

7. Draw a physeal plate. Mention one or two conditions affecting each zone, which zone is involved in physeal injury.

8. Septic and aseptic loosening of TJR, investigation and role of bone scan.

9. Asked to draw a graph of bacterial multiplication (Time Vs bacterial growth)
3. Adult pathology

1. Photo of synovial chordromatosis (SC) with multiple cartilaginous loose bodies. What is SC? Common location, clinical presentation, DD for locking of knee, treatment of SC.
2. Shoulder dislocations – Traumatic Vs Atraumatic, Difference between laxity and instability. What to do with multidirectional instability? Cx and surgical options.
3. Severe OA of knees with bone loss and gross joint destruction – offered DD: Neuropathic joint, rapidly progressive OA, JRA, AVN (diagnosis was haemophiliac knee). Risk factors in haemophiliacs (Factor levels, bleeding and of course HIV and AIDS). 

4. Management of surgical patients with HIV and AIDS: All about it.
5.Sessile osteochondroma of humerus: clinical examination, diaphyseal achlasia, incidence of malignant transformation in both, clues to malignant transformation (increase in size, pain etc), Indication for excision.

6. X-ray of a 55 year old lady, DDH with OA, subluxed and superiorly migrated femoral head. Diagnosis, history, examination and treatment options. Crow’s classification of DDH. Details of pre-op and intra-op consideration of DDH. Mentioned CT as a part of pre-op planning. narrow femoral canal, Safe limit for lengthening, Allograft and Orange segment autograft.
4. Trauma

1. X-ray of comminuted intra-articular fracture of the distal humerus in a 65 year old woman. Investigation, treatment options, principles of treating this fracture, postioning of patient, surgical exposure (details of olecranon osteotomy). How to mange the same injury non-operatively, how long in plaster, when to mobilise etc.
2. Neer’s type 2 # of lateral end of the clavicle. Treatment options. Said, I would fix it with clavicular hook plate. Details of positioning the patient, incision, exposure, surgical details (having done this before I was able answer the details of this). Other surgical options, mentioned Weaver Dunn.

3. Hawkins type 2 talar neck fracture. Diagnosis, clinical examination (especially foot compartment syndrome), further investigation, treatment plan, surgical exposure (I mentioned the two incision technique), post-op instruction, Hawkins sign and its significance, briefly management of post-traumatic management of AVN of talus.
4. Comminuted extra-articular fracture of the distal fourth tibia and fibula (football injury). Significant abrasion and contamination with soil but no open wounds. Clinical examination, further investigation to exclude intra-articular extension, talked about staged approach (Joint spanning ex-fix to allow space to care for the ST followed by definitive fixation), either conversion to hybrid ex-fix or to plate tib and fib (not suitable for IM nail).
5. Sclerotic lesion in the metaphysic of proximal femur. How do you go about? History, examination looking for common sites of origin (prompted - decreased air entry on left lower lobe), investigation, Local staging and distant staging, Bone scan was shown (proximal femur and vertebral mets). Treatment options were discussed.

Useful tips
Written exam – Timming is critical especially with EMQ’s

Clinical exam – I found discussions with colleagues very helpful. (Very grateful to both Bala and Vijay for their help with my preparation).
Exam courses – I did Oswestry Basic Sciences course, Oswestry Clinical Examination course and Oswestry VIVA course.
Hope this is useful

Murali Krishnan

