




Bolton 2011

MCQ /EMQ

Books read:

Miller: read a number of times, tables important and quick to revise

Ramachandran: very important for both viva and MCQ. Know it inside out

Brinker: Orthopaedic trauma, easy to read and remember

Banaskewiez: read once before clinical, gives you a brief idea about the exam
JBJS Instructional Lecture and Current concepts review

Recent JBJS (Br) last 3 months

NJR RECENT REPORT

Orthopaedic review question Blue book: attempted in a group

AAOS REVIEW QUESTION: A week before MCQ. Used to time myself when attempting

EMQ: Himanshu Sharma: quite a few stem and answer are wrong, but still gives you a taste of the EMQ

Hoppenfield or any anatomy book: you will get lot of anatomy questions including nerve root value for common nerve like Musculocutaneous nerve, Femoral nerve etc
Tips for MCQ/EMQ

Have a plan how to approach the MCQ. This is now computer based.

Decide when you would attempt the published paper and allot a specified time to this. The questions are a bit ambiguous and not straight forward from the paper. 

EMQ: Found easier than MCQ and has better scoring opportunity. Lot of clinical scenarios. Know the names of clinical test (Nick Harris a useful book)

Develop a group to discuss and practice MCQ/EMQ

Although besides practising MCQ/EMQ read as if reading for clinical

Useful to have a timetable to organise reading






Courses

Alder Hey Paediatric course: useful especially if you have not done a paediatric attachment. Held in June-July once a year

Oswestry Anatomy and surgical exposure course: just before MCQ. Very useful and not expensive

Oswestry Clinical and Viva course: held just 2 weeks before clinical, hence very useful. Hands on experience, you examine some 20 odd cases and end with a mock clinical, helps in formulating a strategy for each joint to examine. Found it very useful just before the clinic as it gets you in the flow for the exam. Viva practice is a must and gets you to think and familiarise you to the pattern of the exam

Wrightington Basic science: again helped with viva practice and lot of mock questions over two days which would account for at least 80% of the questions in the exam

Wrightington Hand course: Must do especially if you haven’t done an upper limb attachment. Just a week before exam, see alsort of hand disorders which you wouldn’t have seen before and hence prepare you to sail through them in exam. Highly recommended

Ali Bajwa mock viva/clinical practice sessions: very useful and locally based. 

Your current trainer is very important to help you prepare for the exam. My (Mr Sanjeev Anand) trainer was very helpful for viva practice and clinical examinations. I spent lot of time with him observing me take a history and examine cases. All new patients clinic before the exam were spent like this. 

I got a failed multi-ligament reconstruction of knee as an intermediate case and sailed through this. Thanks to Mr Anand.

Mock clinical and viva organised by Dave Townsend and Dave Cloke Just before exam was useful and good practice.

Spent time in a group examining patients, and observing other examine is helpful

Have a scheme to examine each joint and practice this in your clinic so this flow out and you appear slick. I had a scheme for each system and relevant point in history taking. (Courtesy Mr Murlikrishnan) and am happy to share this.

Also your family plays an important role during this time. Spend time in getting the examination flow and viva practice.




Clinicals

Intermediate 1: 72 yrs man with Elbow OA, contra lateral elbow replacement.

History, examination and discussion. Examiner were pre warning every 5 minutes

Discussion of management: Non-operative, OK procedure, what is it, interposition arthroplasty, elbow replacement, results of replacement in patient with OA,

Radiographs of Conrad Morrey elbow replacement. What is it?

Intermediate 2: 25 yrs female with failed ACL/PLC knee.

History:

Examination: examiner wants you to demonstrate effusion, ACL instability and DIAL test

Discussion: Management, including further imaging

Short cases: 3 five minutes cases on Upper limb/Lower limb with different pairs of examiner

These can throw you back. Examiner expects you to come to a diagnosis by 2-3minutes, after that they start prompting you to come to diagnosis. You can be asked to examine the hand or the whole limb, and can cone down by asking a few relevant question

Upper Limb:

· 1. Young man with cubitus varus of elbow with high ulnar nerve lesion

· 2. Man with bilateral dupuytrens previous surgery, examine, digital Allen

· 3. Middle aged women with symmetrical fusiform swelling of PIP of all fingers bilateral.

Gave a differential after asking relevant questions

Lower limb:

· 1. Elderly women with unilateral equino-varus deformity of the foot. Diagnosis, aetiology Polio

· 2. Elderly man post TKR with instability, LCL INSTABILITY, asked to demonstrate knee ligament examination

· 3. Young lad with Fibula Hemi-melia. Diagnosis and associations

You will get an idea after the cases whether you have done enough to get through




Viva (maximum 96 marks 72 pass) each examiner marks separately







Trauma:

This is like a more formal and stressful trauma meeting

1. X ray Anterior Knee dislocation: management, how to reduce, factors affecting closed reduction, incidence of vascular compromise, peroneal nerve dysfunction, CT angiogram, involve vascular surgeon, vascular reconstruction how would you stabilise, were would you put ex-fix pin. Peroneal nerve not working how long would you wait

2. X ray Pelvis: Lateral compression injury Subtrochanteric femur fracture. Haemodynamically stable. Know ATLS protocol (this has changed a bit; make sure you read the manual once if you haven’t recertified recently). Management. Advice for Pelvis Recon surgeon, How will you fix the femur: DCS, Proximal femoral plate

3. X ray Hypertrophic non union Tibia: Management, how to investigate. What next. There was a lot of medullary callus hence not suitable for a reamed wide nail

4. X-RAY Tibia shaft fracture grade lll. Management in A/E of open fractures. Operating at night. BOAST guidelines, plastic team, ex fix where would you put pin and definitive management

5. X-ray Pilon C3#. Soft tissue management. Ex fix pins placement how long before definitive surgery and treatment plan for fixation including approaches.

6. 40 yr Women with lucency and permeative destruction of proximal femur, How will you investigate, Involvement of Bone Tumour service, What would you do

7. X-ray of 25 yrs man with Holstein Lewis fracture of humerus with radial nerve palsy, discussion on Management, evidence on radial nerve injury.

Know evidence of common fractures, clavicle, calcaneum humerus, DCO etc





Hands maximum 48 marks. Both examiner marks separately

Rapid fire question of X rays clinical photographs.

Zones of extensor tendon what happens in each zone. Zone iii how would you treat, how do you test for this?

Mallet finger, management, X ray, not concentric reduced, what next

Rugger Jersey finger, classification, management, tendon blood supply

Fight bite photograph, management, why X RAY what antibiotics

Little finger CMC joint fracture dislocation: management where will you put wires.

Photograph of CAM regime for flexor tendon

Scaphoid asked to show blood supply on model

MR of scaphoid proximal pole fracture, management, vascularised graft

Bennett fracture dislocations were is volar beak ligament attached. How will you reduce it where will you put wire?





Paediatrics maximum 48 marks

· 9/12 girl not walking. DDH management, clinical assessment, X-ray various line Arthrogram how you do it, various thing you look in arthrogram: medial dye pool/labrum etc, hip spica how long ,when would you discontinue spica, how lond will you follow up

· Shoulder X ray 6/12 girl not using arm: Management, septic arthritis and osteomyelitis

How will you investigate? Mention NAI

· Foot X ray of young girl pes planus: Accessory navicular. Management plaster, orthoses how long. Surgery Kidner procedure, success rate





Adult Pathology and Spine 96 maximum marks 72 pass

· 30 yr male Low back pain, morning stiffness: Ankylosing spondilitis, X ray what do you look for, other associations, risk of fracture how do you investigate

· 25 yr girl X ray knee with segond fracture, How do you manage, what is risk of meniscal injury, management with bracing after reconstruction, evidence, activity modification

· Young girl with forefoot pain. What do you think, X-ray showing Freiberg’s how will you manage

· Your consultants body wants you choose THR prosthesis for the deptt. How do you go about? Based this on Financial and clinical literature Had a good grasp of the recent NJR report hence based my answer on this

· X rays shoulder with Calcific tenditis and one with CTA. Differentiate between these. Management, principles of reverse polarity
· X ray humerus with diaphyseal lesion skeletally immature. How do you manage, Ewing/Osteosarcoma. Histology slide of Ewing/Osteosarc asked to differentiate them.

I had looked thru the histology picture of common tumours like Ewing, GCT, Osteosarc and Chondrosarcoma. Look at this on Google images




Basic Science 96 Maximum and 72 pass

· X ray of anterior dislocation of hip with a CT scan showing interposed fragment post reduction. Surgical approaches, draw blood supply of Femur head

· Coronal MR section of femur head with AVN, causes, aetiology, management , steinburg classfn, principles of decompression and types of osteotomy

· Photograph of a non laminar flow theatre; you are asked to perform arthroplasty in this theatre, what do you do, evidence in support and of laminar flow theatre. Know the Lidwell trial properly

· MRSA how do you screen and treat. Swabs taken from, repeat surgery.
· You have had a series of infection with your Arthroplasty, what do you do. Investigate how. Laminar flow. Please read the theatre design section in Ramachandran

· Shown a DCP, Explain it , what is it made of 316 L, passivation

· A recon plate contoured, show a load deformation curve(stress-strain) what has happened, Draw it and explain, the load has been removed what happens in the plastic phase

· A broken DCP used for clavicle fracture, what has happened, Fatigue failure draw an S-N curve and shows were the point is where this failure occurred.

· An x ray with a metastatic deposit in humerus. Wanted me to plate from humeral head to distal humerus, talk on the approach, delto-pectoral, antero-lateral approach, structures at risk, will you put your plate lateral/medial to pec major insertion, will you take the deltoid of clavicle or humerus.

· Shown a photograph of a cross section of the proximal arm, identify the structures

Prepare for this from McMinn atlas of Anatomy for all section of upper and lower limb

· A clinical scenario of polytrauma, wanted me to talk on principles of DCO. When do you do definitive surgery, what parameters are your looking at, ISS system what are the component





Marking scheme

MCQ/EMQ

No negative marking hence attempt everything, Pass mark is set by the examiners

You have to score the average of both sections above the pass-mark to qualify for clinical.

Clinicals

This is complicated; I stand to be corrected on this

Each questions is marked from 8 to 4

8
excellent if you give evidence as well

7
good pass

6 
pass

5
borderline fail

4
bad fail

In total there is 96 marking opportunity for the whole clinic/viva with maximum score of 

768(96 x8) and pass mark of 576(96 x 6). So 576 is the magic figure you need to get to pass the exam.

Not all will go according to plan but as long you get 576 you will get through. Hence don’t get put off if some section of the exam does not go well, always chance to score elsewhere.

Best to get the bad episode out off the system as there is no time between the intermediate cases and also the short cases.

The vivas are each 30 minutes

Adult Pathology & Spine

Trauma and Spine

Basic science

Paediatrics/ Hand

You will finish the whole viva in just over 2 hours, hence important to go fresh at each table, you will not realise how time passes.

Tips 

Prepare well, there is a wide curriculum.

Be prepared to self fund for all the courses

You will surely know everything, but if not tell the examiner you don’t know hence move to something you can score on

Stay close to the exam centre.

Book a nice hotel, and arrive a day or two early

Sleep well

Stay in the same hotel as others, gives you an opportunity to practice clinical examination before the day on each other.

Finally don’t feel you don’t know anything.

Maintain eye contact  and body language is important.

Good Luck

Feel free to ask if you have any queries. Also happy to share any material

Anjani Singh

