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Thanks to:  

· Consultants who offered viva practice: Mr Gray, Mr Worlock, Mr Henman, Mr Auyeung, 
· Registrars who ran mock viva sessions: Biju Sankar, Rajesh Kakwani, Mo Ismail, Cyrus Jensen, Santosh Venkatchalam, Mohan Pullagura
· My study group: Marc Chong, Kailash Devalia, Firas Yaish, Manish Changulani
· My wife for being very patient and forgiving (eventually)
· My daughter for arriving just 2 days before the written exam...brilliant timing!
General Advice:

Sitting the exam is very stressful and will have significant impact upon your lifestyle and your immediate family.  However,  you chose to do orthopaedics ...a good while ago knowing that you would have to do it, and you don't have a choice now.. its coming whether you like it or not.  Your family however didn't choose to do the exam so try to be mindful of what this is doing to them.

All that you want to achieve is a pass and there are a number of ways of approaching this with no correct way – your strategy should be personal to you as it will be more successful.  Take some time to think about how you learn, and plan accordingly.  Personally I learn by working out principles and remember shapes, colours and images rather than words.  I read slowly and get bogged down in detail but I do find colour helpful when underlining text which I chose to use for note taking whilst reading.  Knowing this much helps you to study according to the way your brain is wired.

Unfortunately I allowed myself to wallow in self doubt for about a year prior to the viva.  I never quite believed that I could pass the thing until I had actually sat it.  This was horrendously counter productive and made me a miserable person to be around.  A bit of self belief would have been far more useful.  The fundamental problem was a mismatch between my expectation of the knowledge depth required and the reality of knowledge breadth which is what was actually tested.  I wasted far too much time beating myself up about not completing Miller instead of being realistic with what I had achieved.  Knowing this now .. my advice would be to work hard and then learn to accept that you don’t and can’t know everything.  Be confident in the knowledge you do have because you have worked hard to obtain it.   Finally learn to ignore or at least not be burdened by the daily comment: “you NEED to know this”. After the exam ENJOY the fact that this comment applies to someone else.

Make the most of your study group.  Regular meetings with 2-3 other like minded exam goers is valuable if you use it to prompt revision where you are rusty.  They will ask you questions that you have forgotten to look up and will come up in the exam.  This is even more essential as the viva draws close. Try to go onto the wards prior to clinicals to practice on exam cases – Dupytrens, Carpal tunnel, Knee OA, hallux valgus etc... 

Resources: 

Books
Miller (4th Ed) - This book is tough to get through: The layout is confusing and the lack of titles means that it can be difficult to pull separate topics from the many pages of rolling text written in abbreviated sentences.  It can take hours to wade through stuff in this format.  I kept trying ... mainly because everyone before me had used Miller but I never did complete it...which had a significantly negative effect on my confidence.  If I had my time again I frankly wouldn’t bother with Miller at all.  I would use Orthobullets, Banaszkiewicz, Ramachandaran, Harris & Koval.

Banaszkiewicz & Kader (2nd Ed) - Personally I rate this book far higher than Miller.  The prose is clearer and text is blocked under titles which makes it easier to stay focused on the topic.  The amount of detail is about right and the prose keeps coming back to questions which helps you to stay focused on why you are learning each topic because these are the questions you will be asked in the exam.  The clinical sections are gold dust for the clinical exam.

Harris, Clinical examination - Good and bad chapters because it is written by several different authors but the good chapters will give you the correct level of detail.  Shoulder, hip,  foot & ankle are good chapters.  The spine chapters, brachial plexus and children's' exam are less useful.  Jade Cartwright and Leilani Dowding are excellent companions through the many lonely nights of studying.

Hoppenfeld / de Boer, Approaches - Useful diagrams for your approaches but text is too long winded.  A  better accompaniment is the Hoppefeld diagrams compared to the lifted text on orthobullets.

Koval, (Pocket) handbook of fractures (3rd) ed - Palatable in a small format.  All you will need is in here.  Don’t try to read anything bigger for trauma.

Ramachandaran, Stanmore Basic Science - If you manage to get all the way through this then you have done well.  Finding a way to remember it is the challenge.  It has about 90% of what you might be asked in the basic science viva so this remains the stalwart for this dry topic which can be a problem area.

Websites

Orthobullets - This is a great website, MCQ based which is essential for practice prior to the written exam.  You can use it for a quick topic revision or MCQ practice.

Orthopaedic Hyperguide - Another useful MCQ and EMQ website.

Courses

Work out early if you find courses useful.  Some people do, I have found a lecturer rushing through a topic and leaving me with a list of things to read about afterwards is less useful: so on this basis I chose to go on minimal courses.  

I did the local Viva course twice which I found very good mostly because I could see that I had improved from the first to the second attendance.

My Examination:

Clinical ( 4 x 15 mins = 1 hour)

UL Shorts:

1) Intrinsic minus hand in a pt with Hereditary sensor motor neuropathy (Charcot Marie Tooth) - I was quite slow to work out that this was an intrinsic minus hand and spent a long time working through median and ulna nerves.  I volunteered CMT late in the final seconds and they moved on.  <Bell>

2) Phocomelia - this pt had hands emerging from her shoulders and I was asked to “take a history”. I asked about functional difficulties and then made a guess at which bones were deficient or deformed.   They then wanted VACTERL (associated disorders) and a way to classify this (Swanson)... I didn’t relay this terribly well.  <Bell>

3) Dupuytrens diathysis, Straightforward discussion.  <Bell>

LL Shorts:

1) Teenager - hip exam in long football shorts.  Stiff leg gait and I was lucky enough to identify an anterior scar which would have been well hidden in his shorts...... if I hadn’t gone looking for it.  Positive thomas test, stiff hip and heterotopic ossification on x-rays.  I guess most candidates had missed this scar because the examiners seems overly impressed that I found it early and knew what it was (Smith Petersen).  A good first impression helped to ride through the lower limb shorts.  <Bell>

2) Short leg equinus foot cavus deformity.  I'm not sure what the diagnosis was here looking back it may have been polio.  I never stated a diagnosis.  I volunteered to do Coleman block test mainly because I saw the block nearby when they asked “is there anything else you would like to do”.  <Bell>

3) Teenager with previous club feet born treated with Ponsetti and subsequent soft tissue releases.  I spent most of my time here talking about the Ponsetti regime.  <Bell>

Intermediate Cases:

1) Middle aged man 10 years after blunt trauma to his shoulder sustained acj disruption now symptomatic with acj arthritis and tender over acj.  Straightforward history and examination of his shoulder.  My first suggestion to resect his acj was frowned upon and I was then cornered into suggesting Weaver Dunn to stabilise the distal clavicle - but I struggled to describe the procedure in any detail, having only seen it once.  <Bell>

2) Middle aged man 1 year after trauma from RTA with patella and ankle fractures.  Partial patellectomy and ORIF ankle performed.  Complicated by infection of fibula plate and arthrofibrosis of both knee and ankle joints.  Examiners liked my description of a “stellate” scar over patella.  Asked to criticise the ankle ORIF fixation on xrays.  I proposed management for arthrofibrosis but warned that success was likely to be limited.  <Bell>

Vivas (4 x 30 mins = 2 hours)


Paeds & Hands:

1) Clinical photograph - toddler with varus knees. I volunteered Selenius graph then they directed me to talk about rickets and Blounts.

2) Clinical photograph  - bowed leg.  Physiological verses congenital pseudarthroses.  Lead to neurofibromatosis and its cutaneous manifestations.

3) Xray – paediatric lateral mass #.  Management, potential complications.

4) Clinical photograph - infected MCPJ from fight bite.  Management & approach to expose the joint.  Common infecting organism stated as Eikonella.

5) Clinical photograph - Stressed ulna collateral ligament.  Lead to discussion of Stenner lesion, I got confused about the attachments of the aponeurosis and the examiner aggressively carried on like a dog with a bone for a couple of minutes before moving on.

6) Xray - Dislocated PIPJ.  Discussion regarding ring blocks and then specific nerve blocks, approach to the volar plate.  <Bell>

Basic science

1) Drawings - Tendon repair, & microstructure of tendons.  Questions on tendon healing properties.  Eventually the questions progressed to “did I know any evidence for the tendon suture configuration selected” – The answer was no.

2) Xray - olecranon #.  Fracture configuration, principles and drawing of tension band construct.  Contra-indications to tension banding (comminution at the joint surface)

3) Props - Various standard AO screws.  Properties of screws, differences in structure and function

4) A memorable examiner (David Jaffray) offered a very “fair” A4 card - hand of death face down with the invitation “You choose?”.  I selected an anatomy diagram of the shoulder muscles.  Straightforward discussion of rotator cuff anatomy – name the muscles, nerve supply and function.   

5) “choose a number” from his list - Describe the anterolateral approach to the humerus.  Explanation of the structures likely to encounter.

6) “choose a number” - Cauda equina.  Typical presentation and signs, management, approach for decompression.  <Bell>

Adult Pathology

1) Bone Scan - Suspected pagets.  How does a bone scan work  Xray of same case: Associated stress fracture - asked how to manage this.  

2) Femoral Xrays - Poorly demarcated diaphyseal lesion in teenager.  Narrow zone of transition.  I said this was likely malignant and would liase with regional tumour surgeons after work up.  MRI of thigh: asked about Enneking staging  How to do a biopsy.

3) Bone Scan – several hot spots with a hx of breast cancer.  Metastasis to hip and spine.  Management.  Mirel's criteria

4) Osteology specimen - distal femur after high amputation for osteomyelitis.  Discussion of gross features, sequestrum and involucrum.  Discusssion of management

5) Osteology Specimen - posterior part of lumbar vertebra after pars intraarticularis fracture.  Discussion on spondylolisthesis.  Xray of spondyloilsthesis: I was asked to classify I offered the Meyerding grade, I think the examiner was quite angry because I wasn't able to rattle off Wiltse classification of aetiology after I was prompted.  <Bell ...just in time>

Trauma

1) Xray - Shatzker 4 tibial plateau fracture (Medial !).  I screwed this up completely by confusing medial and lateral and calling this a type 2.  It seemed so easy that I rushed my answer out, getting it wrong and then struggled to recover by failing to know that the type 4 are more commonly associated with NV injuries which is where the examiner wanted to take this next with his angiogram.  Half a second pausing before delivering my answer would have saved some anguish.

2) Chest Xray - Tension pneumothorax.  Basic ATLS answer which they let me rattle off on inserting chest drains after needle thoracocentesis.  Same case further xrays of polytrauma with several long bone fractures.  Discussion on massive transfusion protocol,  DCO vs ETC. I was asked to provide physiological parameters to assist this decision.  I started with lactate> 2.5 and they didn't want to know any others... so I guess this was the one that they knew.

3) Xray - Diaphyseal spiral femoral fracture.  Management: IM nailing.  Xray - Poorly nailed example malrotated and in varus.  Asked to criticise the xray and suggesat a strategy for revision.

4) Props - Selection of femoral nails.  Discussion of the features of several different designs of femoral nails

5) Xray - Mid diaphyseal humerus fracture.  Discussion of initial management in A&E.  Radial nerve palsy, posterior approach to the humerus

6) Xray- Pelvis showing acetabular # of posterior wall.  I correctly identified this and then called for Judet views which I was also asked to interpret followed by the CT scan.  I volunteered “marginal impaction” and was asked to define this.  Discussion of management priorities.  <Bell>

< Results followed in an email about 4 days after the exam >

Good Luck !

