Following is my share of the experience of FRCS (orth). Southampton April 2014
Thanks for Mr Burton, Mr Wright, Mr Mackay, Miss Young and Mr Reed for signing the form for exam.

Mr Cloke and Mr Anand to give me ample time to revise and practice and always encouraged me to leave when needed.

Sincere Thanks to 

· Mr  Gregory (2 Mock viva sessions), Mr Partington (Basic science VIVA session), Prof Deehan (For a mock viva session), Mr Henman (one session- covering Paeds viva), Mr Deghaldre (3 half days of paeds session), Mr John Harrison (viva session), Mr Fender (attended one clinic-very valuable), Mr Nanda(Viva session for 5 hours- Amazing),  Mr Page (One paeds viva session), Mr Gray (Trauma viva session), Mr Malviya (Viva session), Mr Lakshmanan (couple of clinics and viva session- Very helpful), Mr Sanjeev Anand (Knee practice-), Mr Cloke (UL viva session), Mr Tom Beckingsale (tumour viva session), Mr Miranda (Hand viva and clinic cases), Mr Torres (Clinical cases), Yusuf Michla (for oragnising viva session), Mr Kakwani (Numerous VIVA and Clinical sessions), Santosh Venkatachalam (Viva session) and Biju Sankar (VIVA practice sessions) for devoting their valuable time to do mock vivas and clinics. Thanks for Mr Worlock, Ata Kasis and Mr Krishnan who offered practice, but could not make it due to time constraints.
· Mr Malviya for setting up mock UKITE exam.

· Sincere Thanks to Suresh Thomas, Bala and Kenny Rankin, Rajesh Kakwani, Rahul Kakkar and Biju Sankar  who gave up their family time to do practice viva and clinical sessions even at odd times and weekends!- This was amazingly useful!
· Fellow exam Colleagues-Paul Cowling, Simon J and Tim Bonner
· Special Thanks to Mr Prasad Karpe (North Tees-Spine fellow)- for his constant support and preparation along with me and donating his books, knowledge and some of his luck!

· Also not to forget-Bree, Debbie Lees (For helping me see cases and viva sessions), Milton & Terence(for their constant belief in me) and Munir Khan (for his constructive criticism)

Part 1

You need to have very good knowledge of anatomy (fine details- origin, insertion, nerve supply, root values, important intervals, approaches etc), paeds (syndromes, dysplasia), Tumours. Lots of questions come from these topics and spine as well(which is less covered in Miller).
I read Miller good few times till I got sick of it and orthobullets ( I was scoring 80% o above-its false assuring-be careful, as exam is more ambiguous and not as informative) and also did UKITE mock, JBJS questions and 3-4 MCQ/EMQ books and Black Book (Kesi-Ram is vgd, but tough) all couple of times. Hyperguide to some extent (Thanks for Kenny Rankin). I used to practice a lot of MCQ with Prasad Karpe- just rapid firing question around 30mts a day)
Courses I did

1) Spine course in Manchester 1 day (1/2 day lect and 1/2 day casse with VIVA)-£100-V.GD
2) Deanery course in Sept

3) ITCA

4) Banaszkiewicz -2 days viva and clinical course

5) 2 days -Clinical cases ONLY- course in Birmingham

6) Wrightington Basic science course (2 days) and UL Course (2 days)

7) Mock viva sessions- Sunderland UL session-By Yususf, Sam, Miss Klenka and Mr Irwin 
8) Mock viva session- Freeman- Mr Deehan, Mr JHolland, Mr Fearon, Mr Brewister, Tom Beckingsale
9) Mock Viva session- James cook- R Jeavons, PBaker, J Mcvie, Waleed Hekal, Mr Coapes, Mr Mcceny and Mr Adedapo (THANKS FOR RICHARD TO ORGANISE THIS)
10) Mock Viva session - North Tyneside- Dave Cloke, D Inman, R Kakwani and Santosh

Cases: 

1)Went to Day case unit regularly at North Tyneside and presented cases to Rajesh and Suresh

2) Day cases regularly at Freeman-Hands (Mr Stuart list), and Mr Siddique cases (Many Thanks for  Kenny- for organising it and timing me)

1st case Intermediate case: 85 Year old man with painful knee. 

History: Basic OA knee history. Very cheerful guy with lateral side knee pain just for 6 months, coping well. Took detailed history-was bit worried as it was very straightforward and was thinking I am missing anything? finished by time and summarised.

Exam: Varus and FFD knee. Shown gait and inspection-described well. Examiner asked to move on for demonstration of ROM and assess deformity correctable or not-showed.

Discussion: Mx options-Xray, OA knee with medial and PFJ loss. Op Vs Non OP-said would try non op first as he had not tried much. Was quizzed about options for him- Told stick, wt loss and off loading brace-Quoted evidence- agreed! Also, said I would offer TKR finally. Was asked about injection. I said it has a role but wouldn't inject if considering TKR in future due to risk of infection. Quoted my own paper from Wrightington (without naming me-examiner smiled and said-good!). Then asked me to consent patient for TKR, which I did. Which TKR-Said, cemented cruc retaining without patella button (quoted NJR). All finished with still 1 min or so left, then he asked finally one question- pt wants key hole surgery as his friend had- what will u do. I said to pt-sorry u missed ur boat, as u have bone on bone and no mech symptoms- it won't work and quoted NICE guidlines on Knee Ascopy!
Finished- Both examiners-smiled and said gently-well done!!!

2nd Case-Intermediate case

75 Year old male with Bil Shoulder problem. Before taking history saw his x-rays on table which showed cuff tear arthropathy! History-straightforward failed cuff repair and struggling.

Exam- Detailed inspection and demonstrated all movements which were painful and resticted and cuff weakness. Examiner was very picky, intervening at every stage of examination and asking what are u and why ru doing this and that- bit irritating and trying to take you away from track. But kept cool. 

Mx-said will get X-rays-confirmed cuff tear arthropathy. Asked the diff btwn cuff tear and cuff tear arthropathy. Suggested will offer Rev Shoulder if pt happy to undertake the risks. Then he wanted to know all the risks-Just fired away all of them in less than 30 sec. Examiner calmed down and said any literature to support the % of complications- I rattled 2 papers on it and said I have a written a review article which is published just last month-He smiled and said good! 
Short cases

1) Examine this gentleman leg- Obvious polio leg.

  Commented on shoe, caliper and overall inspection of leg, multiple scars on foot. Asked what is polio, why and how it is caused and what sensory and motor loss affected. Explained him viral pathology and its pathogenesis. Said no sensory component in polio. Asked me to demonstrate power in his leg, ankle and foot-all did in less than 1min and explained grades as I did, suddenly was asked MRC grading-rattled out- Happy examiners! Finally they told me he is getting pain in his legs for 1 year-why? I asked is it unilat / bilat, was told as bilat and gave me some claudication type history- I said my worry that is from back. Would investigate. Was shown CT with pedicle screws, asked whats going on- I said post op may be fusion due to stenosis/ claudication- Examiners nodded!

2) Obese lady in mid 40 sitting in chair with gross swollen deformed foot and ankle. Asked me to comment on foot. 

 First, commented on foot wear, was asked what was it - I said custom made boots-agreed. Then described foot and ankle in detail from all directions. He asked no need for further examination of patient. Questioned- what's going on. Said most likely charcot but would like to take detailed history and full exam. Was told to ask only one question to pt. I asked, are u diabetic-yes Type 1 with neuropathy-Bingo! Moved onto pathogenesis of  charcot and which nerves affected-told him briefly. Showed xrays- complete destruction of midfoot. Again rattled principles of DM foot Mx including fusion of foot as last option with many reservations- They agreed.
3) Young fellow with multiple post op scars both legs. Was told to ask only one question. Asked why so many surgeries. He said RTA -CRUSH injury and many ops when he was intubated and later on as well. Said to them looks like fasciotomy and skin grafting scars for compartment sydrome +/open#. Agreed. Asked me to demostrate knee ligaments stability on the opp knee. Quickly done collateral and on inspection, palp (recurvatum, step, lag sign and active quad's and drawers) found PCL gone- told them he has PCL gone but feels ACL is ok, but can be wrong as u cannot be 100% certain about ACL when PCL gone. They agreed!. Asked- what else u want to do- said would lie to dial test for PLC. Just asked me how i do it and its interpretation. Was shown MRI -with PCL Loss. Big relief! Bell rang! (Spl thanks to Mr Anand to get me to the speed of picking up of even suttle PCL in less than a min)
Short cases UL

1) Young girl (25) with little finger swan neck deformity- Picky examiners (Mostly one from Derby- I think I had met him somewhere!) Asked to look at the hand- I had a thought block as I saw no other deformities (esp-RA type pic) in hand. Explained the deformity. A told that's its flexible, was asked classification- lost in btwn while explaining it. Forgot the full classf. Then was asked causes - I said RA, Intrinsic tightness and forgot all rest. He asked me to demonstrate intrinsic tightness test- showed him and he was not happy- Bell went- Lost the case completely, except for identifying the pathology. Was upset at the end of the case.
2) 65 male with Dupytrene- Came as a treat after the first debacle. Recovered fully and forgot about the previous case(v.imp!). Cracked the exam in 1-1.5 mts, showed how to assess ROM in MCP and PIP AND DIATHESIS. What MX? Asked pt what he wants, how its troubling him. He wanted surgery, said would do partial fasct. Asked why not simple procedures. Told them I am aware of Inj therapy, but needs training for it and has no longterm results. Told about RCT in N Eng J MED and its results. What about needle fasc as pt is diabetic and not much deformity- I repeated i will only offer surgery  as its gold std. Was again poked by them saying well it has increase infection rate than needle fasc. I stuck to my guns and quoted a RCT showing <0.5% infection risk!- Bell rang
3) 45 year old lady- was told to ask one question- I asked her why she was here? She said abnormal Nerve cond studies below elbow. Was told to exam her hand . Quick screen of elbow, and hand, commented of limited ext of elbow with some swelling. No wasting of hand. Got doubt this would be ulnar nerve case and said would start examing it first- agreed. Quick sensory and motor exam with less than 1 min, found it was high level. Was asked to justify. Said due to level of sensory and motor loss. Was then asked to demonstrate all tests for ulnar nerve. Completed all, then said would like to test for tinel sign and nerve subluxation and causes for elbow decrease ROM. - Bell Rang!
VIVA- 8:30 START!

A) Trauma station- One scottish and one Irish examiners-old fellas! very nice

1) XRAY OF 35 YEAR old with shoulder dislocation- What do u do. (Practiced same scenario with Mr Rob Gregory 5 days back)- Went from ATLS to Close reduction. How to assess neurology and methods of reduction. Then quizzed about how to manage after reduction. Told will review in couple of weeks in clinic and start physio. Asked how test for instabiity and what to do if instability. Then said I will do MRI -Why? -To r/o bankart-soft or bony. Then viva quickly turned towards bony bankart- I said will do a Latarjet. Aksed what and why and why not Iliac crest graft, said its congruent arc, less morbid and quoted Debeer paper. Also said literature shows high risk of recurrence of disloc in teenagers. - Very happy with discussion

2) X rays of 20 year old male with dislocated Hip after RTA- Went according to ATLS. Said what are concerns- Sciatic nerve, how to test, importance, which component common. What do u do and when reduce. Quoted BOAST principles for pelvic /acetab injuries, said emergency red and liaise with acetb team. How do u do it-told my tech of doing- full GA, II Control, 2 people, low threshold for pin traction if unstable and also be prepared to open reduce if not reducible- They liked it! Also said will do CT to r/o any fractures. Was asked what to do if #- said will fix with headless screw or excise if too small.
3) X ray of smashed distal humerus in 70 yearl old female- Said will treat as Bag of bones or TER. Details about total elbow-indications, how I do it, problems. Said will offer only in low demand pt and also said its easy to do as everything is already gone- They agreed, WAS asked how do u do it- quickly went through. Principles of bag of bones treatment. Evidence for TER in trauma- quoted a paper.

4) C.spine facet sublux xray of RTA pt with qaudriplegia-(Thanks for BALA-Just D/W same case 2 days before exam!)- Struggled a bit to recognise on CT after that went for management-Said will do MRI, why MRI-I insisted will do MRI as pt already has neurology will need to know about disc/ cord etc. Details of traction, method of reduction and stabilisation.
5) 25 year male with ipsliateral IT # with comminuted shaft femur # xray- ATLS principles, said tricky situation would like to treat with 2 options -DHS and Retrograde nail / long IMHS. Was asked my prference, said DHS AND Retro nail.- They said there is no right and wrong answer its surgeons preference! (Had D/W same scenario during dinner previous night by all 3 of us!) I I also quoted review article in JOT on these and said both ways work well, but my personal experience of this in my training is DHS and nail. Said will check knee lig after procedure, esp cruciartes! -Exam said V.gd, its always missed!

6) 65 year female with schatzk type 2 #- What u see, what u do. Described x ray, asked for CT, showed bone loss said and asked any OA symptoms before? Options T/T- fIX IT WITH Graft and lock plate or TKR staged. Asked why not starright away TKR- Quoted Mr Longstaff paper on Hot Knee replacement- said works good, but not in my hands , will wait for 3 months and let soft tissue settle esp collaterals and then do TKR, be prepared for BG / Complex knee.

Was very happy at the end of it!

B) Hand and Paeds:

1) Photograph of cadaveric Hand - Showed a thenar muscle asked what is it- said APB. Asked relevance, said Median nerve and carpal tunnel. Asked anatomy of APB (Origin, insertion, nerve supply and action). How do u test it. What muscle transfers for APB, Said if rest median nerve ok- will do Palmaris longus if not EI/ Brachiorad- Agreed
2) Photograph of extended little finger with laceration at PIPJ and other fingers flexed in a farmer who sustained farm yard laceration- Said concerned about flexor tendon injury, will assess N/V status, tetanus, IV antibio, details about tetanus dose/ metronidz ab ETC. What incision and how do u repair, draw and show. He was not happy with my incision but quickly moved to post op management. Bit worried as he was not agreeing with incision or suturing tech!
3) X ray of perilunate disloc- Mentioned Gilu lines, median nerve symptoms etc. Said will spk to hand surgeon and reduce it and will only put K-wires if very unstable and ok with hand surgeons. Aksed how to do open red if irreducible, told will do dorsally- details of approach, structures at risk, which lig gone and what u do. Said I will not repair any lig and will leave it to hand surgeon. Why not volar approach, options for lig reconstruction
Both the cases were D/W by Mr Miranda few days before the exam in detail and also was asked the same scenarios by Miss Klenka in a course and at Wrightington Hand course- so went very well!  

4) CTEV photo with an extra toe in a 1 week old child- Said would look for other cong and packaging anamolies- asked what all. Mx options-Ponsetti in detail, how will u counsel mom! What surgeries u know- TA tenotomy, lengthening and TA SPLIT Transfer in detail, incision, when to do and how to fix and PMR release.

5) Scoliosis x ray in 12 year girl with cobb angles labelled as 50 degree- Asked  what, why and how do u manage. Said- detail history, look for all risk factors in history and exam, neurology particularly abd reflexes, red flag signs and low threshold for MRI. Asked to assess growth based on pelvis- said Rissers grades, anything else- No idea- was told can do on hand xray! Mx- said will ref to spine team, but principles brace /operate- evidence -quoted a paper on scolisosis brace  T/T which showed good results in mild-mod grade but poor compliance in teenagers- Agreed! Finally asked how do u measure cobb angles- showed them!
6) What do u know about CP- Took deep breath and rattled out definition, aetiology types of CP and grades and Signs and sympt - Nonstop for couple of minutes- No interruption by examiners. At the end asked if child brought 1st time at 12 years age with CP- Whats concern- said I will be worried about hips-nodded and showed me x ray of one hip disloc and other sublux- Hw do u manage, quickly outlined either reduce or chop the head off and do muscle transfer into prox femur, but all depends on pts status- Bell rang!
C) Basis sciences

1) Photograph of explanted poly cup with cement and wear- What do u see, why this happened. Said infection or loosening -hence poly removed- details of aseptic loosening, wear, asked to draw diff types of wear, quickly drawn and went on to RANKL pathway, gruen zones- Happy examiner
2) Bone healing- types, types of stability, factors affecting it, cutting cones diagram, different implants for stability, strain theory, what's bridge plating how does it work-was a treat question!
3) Photograph of Tib cut surface taken during TKR. Asked what is it, why and which is medial and lateral why? Deatiled anatomy of menisci, ACL, Uni /TKR -indications and contraind for UNI Knee- Quoted Oxford group paper on that, were happy!-How do u determine on xray to offer Uni or not-said post wear on Lat view-Yes, Yes nodded! (Thanks to Mr Dawson for his training on planning for Uniknee)

4) Showed a pic of xray/CT/MTI/ U.S scan, asked principles of all, adv and disadv of all, shown Bone scan asked full details- all went very well, except forgot the name of Techn contrast only realised after finishing viva. 
5) Dexa scan picture- Osteopenia in a 55year old lady, details of principles of T/T, osteoprosis classif, etiology and managment. Bisphop types, mech of action.
6) How do u set up a DVT a protocol in ur dept. Quoted NICE guidelines- asked all details for diff scenarios. Why not Asprin- quoted metaanlysis showing asprin ok for PE but not for DVT. Then went on to levels of evidence -rattled it out. Asked why not treat ankle fractures with pop with prophylaxsis- Quoted Sunit Patil RCT from James cook, was asked in detail about the study.

 D) Adult Pathology

1) Xray of MOM hip- Problems, how do u manage, said MHRA guidelines (details), ARMD, ALVAL (Quoted oxford and wrightington paper), will u comment on surgeon with patient-said no probity and professional conduct mainatain. (Had similar scenario with Mr Partington a week before exam)
2) Dysplatic Hip with sever OA- What do u see, causes, THR principles in this. Went on to Hartkf classif, tech difficulties, will ref to exp hip surgeon or take help and will not be happy to do it on my own as a day one consultant- Broad smile! Was asked ok, how will u do it- went from preop planning to intra op and post op problems, particularly with shortening, sciatic nerve etc. Asked high or low hip centre THR -rattled adv and disadv of both and quoted Ranawat study on it!

3)  Painful hip/ buttock with mild OA on xray in 60 year female- commented on OA in lumbar and SI Joint- Viva went on to clauducation- types, managment of each type, what else u can do, spinal ref, MRI back, Inj hip and Vascular opinion etc.

4) 55 year old with #NOF femur with lytic type lesion in neck, no h/o trauma recent h/o travel to indiar- said infection / tumour or metabollic problem. Said Ok tumour- what, principles of Mx, BIOPSY, what all tests, ref to Onco- lead to Renal cell Ca. Concerns- bleeding, preop angio/vascular treatment. How to fix- said if solitary met then tumour prosthesis. 

5) Photograph of a leg showing -cellulitic, blisters and angry looking- siad most likely Necrotising Fascitis. Agreed- Details of aetiology, risk factors and how do u manage. Said life and limb threatening emergency, ASAP theatre for debrid/ amputation (low threshold), sepsis manag, multidiscp approach (plastic surgeon/microbiolo/ anaest/ ITU). Principles of debridment, how do u assess VIABILITY intra and post op. Abx cover, Amputation levels for B/K, types of flaps (I said if healthy amput for trauma- just a normal incision, if vasc dysfun- fishmouth/ large post flap, if sepsis will have low threshold to keep it open). Finally was asked how many have u seen and dealt with? I was bit worried for a sec as either I have done very well or screwed up the viva. Thought I have spoken sense, said have dealt with good few average 1-2cases /year of training and only a couple of them survived. He said, ur correct it has very high mortality.- Big relief! (Had a similar scenario at ITCA- Was asked by Mr Krishnan)
6) Acute  pain in shoulder in 40 year female- causes- said infection/ calcif/ acute cuff tear. showed xray of calcif. What u do- Said inject, how do u do- told my tech-happy. Ok better for 24hrs and again worse, what next- said will offer Ascop excision, asked exact details how i do-set up, portals and cuff etc. Spoke as if I am doing it there. Finally was asked do u think it works?- Got bit worried, but told yes it works and can be rewarding- examiner said, YES IT'S VERY REWARDING- UR Absouletly right!

End of it- Both examiners shook the hands and said IT WAS PLEASURE TALKING TO YOU!- Realised I nailed it.

Quick phone call to wife and said I think I am done! You get the feeling if u have not screwed up any stations badly. By large I was happy with most viva stations and cases and was unhappy with few. But it compensates. I had come over the bad ones very quickly as I moved to next station and let it not affect my next station-very important.
You could see from detail description- VIVA starts with basic and how easily you can get control and can take it to the evidence level and you score high and high.

Hope all this helps. Finally, If I can do, I am sure all of you can do it!
Any help any time- just call or email me!

Good luck

