FRCS (Tr & Orth) Experience

First things first, I have to thank my family for being patient and supportive.  Next I am grateful to all the consultants who gave up their time to help us prepare for the exam, in particular Mr Gregory, Mr Mahon and Mr Wright for conducting the mock clinical in Durham and Mr Worlock for grilling us in the mock trauma viva.

I am also grateful to the previous candidates who sat the exam recently and jot down their experience for me to review on Orthnorth.

Preparation:

MCQs and EMQs – This was mainly reading Miller.  Brendon said in his summary that the bold bits were important; let me add the italics bits to that.  I think the key is to practice as much as possible.  I used ‘Review Questions in Orthopaedics’ and the 1000 EMQ book from Himanshu Sharma obtained at this preparation course.  If you feel like torturing yourself have a go on Orthopedic Hyperguide!

Clinical and Viva – I don’t think you need to go on a course, but it depends on you.  I did a viva practice course in Glasgow which was reasonably well run and gave a bit of confidence two weeks before the actual thing.  Basically I read Harris’ book to brush up on my examination – really this is picked up as you go along your rotation.  For the viva I looked up the past questions on Orthnorth, BOTA website (includes a list of 20- 30 diagrams that you need to be able to draw) and the Turning point FRCS Orth website.  There are three of us doing the exam at the same time in our current hospital and we got together most mornings a month in advance and had mini vivas with each other before work.

Books :

Apley (really good for planning your answers for the viva)
Miller (basic fodder for exam)
Stanmore’s guide to basic science (more than enough to pass the exam)
Harris’ examination book (actually very good in spite of distractins!)
OKU 7 (a bit out of date but I think it’s better than OKU9)

Review Questions in Orthopaedics (This got me through the MCQs)
Final advice:  Make sure you apply for the exam ASAP.  I nearly didn’t get to sit the second part this May!!!!  Book a decent hotel to stay before the exam – does not have to cost the earth, better to have a quiet location!  Have beer the night before to chill as well as one after to commiserate/chill.

Clinicals

Long case:
75 year old ex nurse with previous L4 Laminotomy for “sciatica” (had backpain>legpain) 20 + years ago.  Now has recent history of backpain and right sided leg pain with urinary urgency.  I spend nearly ten minutes taking a good history including past history (she had 2 fragility fractures!) and social history (lives in bungalow, is housebound but children doing her shopping).  I was asked to summarize before examining her.  Examination was slow to get going, because I was the first candidate and the lady still had a shirt with what seemed like 101 buttons fastened, including sleeves ones, which she forgot to undo and struggled to take her arm out of her sleeve.  Any I managed a full back and lower limb neuro exam.  Mentioned that I would also do PR in view of urinary symptom.  She basically had L3 and L5 signs.  Last ten minutes started with a summary of history and findings and what my working diagnosis was.  I was shown an X Ray and the asked my next investigation.  MRI showed L3/4 and L5/S1 pathology.  Discussed about management and wanted me to say nerve root injection to work out if one is more symptomatic than other.

Short Cases:

Lower limb:

Pt with patella instability – He was a giant, must be 6 ft 5 or so.  I said I was suspicious of Marfan, but he did not have arachnodactyly.  Was asked to test for hypermobility – Beighton scoring!  I then examined the knee a la LOOK, FEEL and MOVE then special test.  Examination was pretty normal with negative apprehension and no J sign.

Pt with bilateral Hallux valgus – Stood her up and look at feet front and back.  Normal hindfoot , but obvious hallux valgus.  Sat her down and went around hind, mid and forefoot systematically.  Was semiprompted to look at sole of foot viz Callus.  Was asked to define an exostosis.

Pt with below amputation would have been the third case except she was about to have her BM checked so saw a patient with multiple knee ligament injury.  Had traumatic scars around knee.  Normal gait – commented that I would look for varus thrust and antalgic gait.  Systematic exam revealed PCL injury – posterior sag and posterior draw, but unable to elicit quads activation – and Lateral collateral injury – increase varus laxity.  Didn’t get to do dial test as out of time but was asked how to do and interpretation as we walked off after the bell.
Upper Limb:

Lady with Rheumatoid:  Look at hand – transverse dorsal MCP scars for multiple Swansons and cross intrinsic transfers bilaterally.  Wrist scars – ask for operations in RA for wrist surgery.  She had fused wrist bilaterally.  How do you fuse a wrist?  Brief description of how I would do it.  Any other way other than plate?  Steinman pin in RA.  Ask pt history about elbows! – had replacements several years ago with no complications, but now infection.  Shown photographs of her Xrays – Souter Strathclyde elbows with loosening.  What investigations would I do?  What management? Bell rang

Another lady with RA: Ask this lady about her shoulders.  Had surgery for painful shoulders with success.  Examine her shoulder!  Bilateral deltopectoral scars. No tenderness. Move – cuff tear type hitching. Showed how much glenohumeral and how much scapulothoracic.  Look at Xrays.  Had to hold them against the ceiling light!  Arthritis with cuff tear ( high riding humerus) pre op and hemiarthroplasty post op.

Lady with thumb CMCJ OA – examine it.  How to manage it?  I ask lady and she had no pain. Said I would not recommend surgery. Ask what surgery if she needed it.  Described operation.

Vivas:

Basic Science

First examiner:  

XRay of shoulder arthrogram. Describe it!  What structures are outlined?  How would cuff tear look like.  What would frozen shoulder look like?
Shown a picture of a cortical screw.  What are the parts of the screw?  What is a screw?  Why different thread diameter?  How to use lag screws?  Why do some screws now have threads in their heads?

Draw me the top of the tibia!  Labelled structures.  How are menisci attached?  Discussion then went on to function of menisci – load transfer, hoop stresses etc.  How do menisci get injured?

Draw me an arthroscope and label it!  Why is there a bevel at the end?  Where is the light source in relation to bevel?

Deltopectoral approach

Second examiner:

Shown picture of THR with femoral osteolysis.  What cell is responsible?  What size poly material.  Types of wear and modes of wear.

Draw me a cross-section of femur at AKA level.  

Stats!! – How to conduct a study.  Scenario given – I suggested double blind RCT. How to analyse result.  First outcome measure = Chi-square.  Second outcome measure = unpaired t-test or Mann Whitney U if non-normal distribution after data manipulation.

Adult and Pathology

First Examiner

Given scenario of middle age patient with increasing valgus heel deformity.  What pointers in history?  Post tib dysfunction.  Investigations?  Management? Conservative and surgical (deformity was correctable)

XRay of valgus knee.  Usual spiel.  How common is common peroneal nerve palsy after TKR in valgus knee. Asked my experience which was one case and it resolved a few days post-op

There was a third question, but I can’t remember

Second examiner

Distal tibial exostosis distorting fibula.  What is exostosis?  Malignancy risk?  What about if multiple exostosis?  Would I tell these patients about risk of malignancy?  Said I would and also referred them for genetics counselling.  What would I do in this case?
Young athletic man with exercise related leg pain.  He is preparing for marathon in one month.  Differential of compartment syndrome vs stress fracture. How to differentiate clinically and via investigation. Talked about compartment pressure measurements post exercise and Xrays and bone scans.  What treatment.  What to advise patient?  - Basically won’t be able to run marathon.  What about steroid injections?

Another athlete with ankle injury – presumed sprain after Xray.  Not better after physio. C/o instability AND pain.  Xray – possible OCD of lateral talar dome.  MRI confirms and also ATFL tear.  What would I do?  = ATFL repair via modified Brostrum and explore OCD – perhaps debride.

Trauma

First Examiner

XRay of undisplaced clavicle # with a small butterfly fragment.  Low velocity injury.  What to look for in patient acutely.  How to treat?  Still painful at follow up. Xray= callus but # line still visible.  No better after more conservative treatment.  Suggest CT and counsel patient re: ORIF.  Would I need grafting – said no as biology was fine but mechanics unfavourable

Xray of Segmentat femoral shaft fracture in motorcyclist.  Usual ATLS stuff. Pelvic Xray show additional subtroch #.  Fracture is open.  Usual open # stuff.  How would I treat.  Said nailing.  Could patient get compartment syndrome?  Yes and told what to look out for?  How do I decompress thigh compartment syndrome.  Admitted that I didn’t know.

There was a third fracture but can’t remember
Second examiner

ATLS in greater detail.  Patient with open book pelvic fracture.  How to manage that?  Including ExFix.

Elbow dislocation.  Usual spiel.  How to immobilise?  Patient redislocates during physio. Needs reduction and assess stable ROM.  Suggested ROM brace.  Patient complaints of instability post rehab.  I suspect Medial collateral anterior band rupture. MRI and reconstruct

Valgus impacted NOF in 65 year old.  Standard stuff.

Paeds and Hand

First examiner

Supracondylar # of humerus.  What nerves get injured?  How to examine uncooperative child?  How to fix it?  Why cross k-wires? Do I know of any papers?  What if pulseless and slow cap refill initially?  What if no change post fixation?  I suggested exploration after waiting half an hour or so.  Was told that was reasonable but examiner would have waited till the next morning.

Xray of femur with periosteal reaction and distal diaphyseal/ metaphyseal lucencies. What’s the differential. Told it’s infection.  How to manage?  What if no better with antibx?  It’s the weekend and I can’t get MRI.  Said USS.

Picture of Pelvic Xrays showing Perthes.  What is it?  What causes it?  What to find on exam?  What treatment?  What activities to avoid? Classifications? Said Herring.

Second examiner

Picture of Scaphoid non-union. How to assess patient.  How to treat?  What risk if left alone? SNAC.  How to operate.  What kind of graft?

Picture of middle phalanx with fracture through enchondroma.  What do I see?  What’s the diagnosis? Why enchondroma? What is an enchondroma.  Treatment?

Picture of Bennett’s fracture.  What is it?  Why deformity?  How to treat this?  When to ORIF?  How to ORIF?

Good Luck to the rest of you!!!

Jeff Auyeung

