My FRCS Preparation

By TW Barwick 

MCQ: 

Notes on Ramachandran Basic Science, notes from Review Questions in Orthopaedics (black book), read Miller once (not the basic science chapters). Anatomy atlas. Orthopaedic surgery review questions (Sokolowski)-very readable- about 5000 questions-got off AO website. Did no hyperguide questions. 

The MCQ is pretty easy, assume you will pass and prepare for it as if preparing for part 2 ie. 6 months as the time after it flies by!

Clinical/viva:

As above. Additional notes from OKU selected chapters. 

Read Paediatric and Hand secrets. And Apley’s to a point (too basic in certain areas)

Read Stanmore Operations book (T Briggs).

Notes on surgical approaches. Flick through old clinical picture and pathology books (thanks Shona Murray)

Banaskiwewicz FRCS: Note that this book could unnerve you regarding the standard of presentation skills and detail required to pass a question -it grossly overestimates the level of detail needed and fails to tell the whole story of the candidate’s overall performance. However it is a valuable source of material for quick reference. 

Courses:

I went on a Spineclass 2 day lecture/viva/clinical course in Stockport. Really cheap. (did no spine job in my training) and the Nottingham basic science viva course-great. Nothing else.

Other: Went to Mike Gibson’s scoliosis clinic and Mr Sanderson’s spine clinic to guarantee I wouldn’t get a spine in the exam and I didn’t (except in viva)! Viva with Paul Fearon, Andy Gray and mock exam at North Tyneside (excellent). Cheers Dave Townshend et al.

The exam- my experience

You could get anything. My exam was fair overall for me but might not be great for someone else at all!

I had a day off between clinical and viva and I didn’t feel like I had blown it after the first day. Paul Baker and I spent a lot of time eating, drinking, practising vivas/exam and sweating in the sauna. I felt probably 80% of the clinical went well enough and the intermediate cases went well and this must be a great help if you fall back elsewhere. Even so I still felt uncomfortable at times, largely examiner dependent. Some were very encouraging; in the clinical you may get a ‘well done’ at the end or you may get mask-like boredom throughout-shaking heads is a bad sign I hear!

The short cases are very disjointed with rapid-fire questions and they test focused examination skills. There is not time for full examinations and often they will prevent you examining relevant areas because they want you to think and not waste the time where you would otherwise be scoring points. It is very easy to miss pathology under stress unless you have the experience and suspicion e.g. always palpate whole hand in DD looking for unseen commissural band, abductor cord-looks good even when directly questioned about the obvious finger contracture. Demonstrating your clinical experience rather than book knowledge is vital. I used the phrase ‘in my experience’ quite a bit.

Do what the examiner tells you (forget about the ‘I would usually examine the neck etc’ line as you are wasting time- they will ask you at the end if necessary but I doubt there will be any time) and talk about what you are doing-practise this art. They will stop you a lot (about every 15-30 secs) and they try to keep you talking to get more points. In the first part of the exam you may have a stuttery start before getting in the swing of it. Doing a job like Mr Stuart’s gives a lot of confidence for upper limb cases. Practice focussed nerve examinations to death to localise peripheral nerve lesions slickly. And have a method for examining the brachial plexus (see Banaskiewicz)

I liked the intermediate cases as this was as clinically natural as it gets, you get the patient on your side and I had experience of everything they asked about. They carry a lot of weight points-wise as both examiners are marking you. Got lucky I suppose.

I went into the vivas reasonably confident in my knowledge. You get marked on 3 topics by each examiner and they swap at half-time. ‘Higher order thinking’ and experience of complications and complex problems (basic principles) seemed to come up a lot. This can throw you a bit at times. Ironically, the notorious paeds and hands viva seemed to be the easiest on the day-depends on your own experiences and training. My trauma viva was fair and this should go well really. My adult pathology viva was up and down (may have failed it); my examiners were dull and armed with very bad laminated photos and some histology slides- I have complained in my exam feedback! 

My basic sciences started really badly and I was thrown by having to identify the location of a cross-sectional anatomy line drawing (proximal forearm). Although I knew the anatomy well in reality, I made loads of unnecessary errors as I did not have time to keep re-orientating myself as I had to keep looking away to keep answering something else. Salvaged the examiners faith with the other questions possibly.

It is fine to say you don’t know rather than waffling and wasting time but usually when I said it I had probably already passed that topic rather than it being the ‘starter for 10’ question!

As others before me have said, you need not know many specific references for evidence unless you wish to score 8 or to get yourself out of trouble. I only got asked about Ficat’s classification if I recall- a definite one to know backwards. Saying that I had learnt nearly a hundred classifications in all which puts the exam in perspective- you will know a hundred times more than they will ever ask you but they might just ask it!

Upper limb short (5 min each)

Radial collateral ligament rupture; manual worker, few months old injury

Dupuytren’s; PIPJ contracture (spiral band only)/ commissural cord

Rheumatoid with wrist drop

Lower limb short

Foot drop/ sciatic nerve injury post THR

ACL/ PLC recon (infected)

Sub-talar OA

Intermediate cases (15 min)

Medial OA knee/ PCL deficient and old traumatic tibial deformity (did not pick up at first)

OA elbow/ arthroplasty/ OK procedure

Vivas

Trauma: ex-fix principles and props, non-union prox tibial fracture, rolando #, proximal humerus, infected ankle orif, peri-prosthetic fracture around an ancient plate.

Paeds/Hands: 

Bowing, Salenius graph, scanogram; post-traumatic LLD/deformity, SUFE, OCD knee. Carpal tunnel in anatomical detail, dorsal ganglion, delayed union scaphoid fracture (knowing at a glance between the appearances of a fresh # and an older one is critical here because the examiner may say he has just had a fall the other day!)

Adult/Pathology

Bilateral hip pain/AVN, Pre-op planning TKR severe deformity, Deformity correction malunion femur pre-TKR, Pathological spine destruction/TB-management, GCT-spot diagnosis, management, etc. Massive cuff tear.

Basic Sciences

Axial slice anatomy of proximal forearm-relationships, Henry Approach, Bone structure and homeostasis, fracture (primary/ secondary healing), ceramics/ resurfacing/ASR discussion. Growth plate and function, failed humeral plating, something else.

Final advice:

· This is an exit exam and you should have confidence in yourself without being arrogant.

· Acknowledge weaknesses and address them early in your exam preparation ie. Courses to avoid late panic.

· If you have been trained well and have a good breadth of experience you will pass without a problem.

· Know your basic sciences/ anatomy and approaches very well. Neglect your trauma basic sciences at your peril. 

· Be confident and natural with the patients and try to address them when discussing their management rather than the examiners-it looks professional and courteous and the examiners will like it.

· Get slick with diagnosis-specific examination skills rather than joint related examination. Do it your way and stick to it.

· Accept that you be unlikely to know everything they ask and get on with it. 

· Get a nice hotel and room service.

