FRCS Tr & Orth Experience LHLee (Section 1 Nov 2015, Section 2 Feb 2016)

To all trainee colleagues and trainers who have, at various points during my training, given advice and tutorials formally or informally – thank you very much. 

In the period leading up to the exam, my study buddies Mark Webb, Ruth Varrall, Andy Waton, Nick Green, Razvan Taranu. Mr Wright and everyone at Durham – many thanks for all your support in different forms and arranging tutorials.

It has been mentioned before, but I will reiterate because they deserved it – am very grateful to these individuals (but not exhaustive list) for providing extra sessions in their personal time; Messrs. Steve Borland, Milton Ghosh, Auyeung, Lakshmanan, Venkataraman, Jeavons, Middleton, Kakwani, Page, Eardley, Michla, Henman. Everyone involved in all ITCAs – legend.
My 2 cents for the exam:

Courses/books I found helpful:

Northern Deanery FRCS course, September 2015– mainly geared for Part 2. But for the bookworms and early starters like Mr Will Eardley, you may want to do this the year before the exam to give you the feel of part 2 and guide your revision.

Millers. Ramachandran. Orthobullets. UKITE. Youtube for part 2. Google images for part 2.  
ITCA. 
Study buddies – for the occasional nudge, viva, examination.
Section 1.

Do questions. Lots of them. Biggest difference between the exam and other practice sources is the brevity of questions. I came out and can only remember the questions were mostly 1 sentence, 1 patient, 1 symptom, 1 sign, lucky to have 10 words. Looking back, I guess one way to practice is to do questions until you can answer correctly before the end of the question. Recognise the ‘buzz words’. Don’t forget NHS clinical governance stuff instead of US financial/insurance remuneration.
Section 2.

My general experience.
Candidates revising in the waiting room. Other candidates discussing what cases they have seen and what they did or said. You will see them, you will hear them but IGNORE them. You may be given the same pictures/patients/starter instructions but asked different questions. 
Examiners who are very good in examining, asked clear question, asked prompting questions when I was stucked or other questions to keep exam going when i really didn’t know (viva and clinical).

Examiners appearing uninterested (verbal and nonverbal). May be it was pokerface. Examiners asking the same question 2 times or more. Examiners asking the same question differently. Examiners who questioned your choice of answers. (In most instances where I knew my answer was right, I didn’t change, but it did stop the flow of thoughts and what not. In one instance where the examiner questioned my choice of approach repetitively to the point I deemed illogical, I then doubted my choice, forgot what I said in the end but strongly resisted the urge to argue).

Patients are mostly cooperative. However, there were some ‘difficult’ ones – very old, visually impaired, lack of mobility due to age or pain, slow in giving history, tired. My priorities were (in intermediate) – history, then whatever examination and/or discussion guided by examiners.
Lack of space in the clinical examination section. Try for yourselves in the regular 4-6 bedded ward bay in any northeast hospital- examine lower limbs/spine with you, 2 examiners, 1 patient, 1 chair and 1 bed with the curtain drawn.

Interrupted sequence of clinical examination, or questions thrown whilst you are busy somewhere in your examination.

Examiner who likes to ask “so what surgery do you want to do” very early on during viva it just felt awkward.
Questions which you cannot answer. Be honest. Hang in there. Those questions may be of light significance to the overall score. Listen to the next question. 
Short cases

1. Overweight lady in her 60s, sitting in chair next to bed, in long hospital gown (or maybe she is short). “examine this lady’s right knee”. Painful valgus knee.

2. Lady in her 30s. sitting in chair. “examine her right wrist”. Wrist fusion. Kienbocks.

3. Lady in her 40s, sitting in chair, short stature. “examine her right arm”. Multiple hereditary exostoses. 

4. Boy early teens. Lying in bed. Wearing shorts. Mom in chair bedside. “examine his legs”. Leg length discrepancy. Many scars. Fibular hemimelia.
5. Elderly lady. Sitting in chair.  bilateral asymmetrically shaped feet, 1 pes planus + hallux valgus, 1 pes cavus, multiple surgeries. “examine right foot”. Discussed rheumatoid in the end.

6. Elderly man. Dupuytren diathesis and EPL rupture, reconstructed (don’t know if there was a link). very very faint scars. 
Intermediate.

1. Eldery man. Instructions onA4 referral letter says “painful right hip”. Pagets.

2. Mid age woman. Painful back, leg, foot drop, previous back pain and CES decompression.

Viva

Basic Science 
1. TKR – materials

2. DVT prophylaxis

3. Picture of a distal radius volar locking plate.
4. Stress strain curve

5. Cartilage

6. Kaplan meier graph

Adult

1. Xray calcific tendinitis shoulder
2. Xray THR lucent lines around stem

3. Xray distal femur. Osteosarcoma.
4. Xray hole in adult bone, proximal femur.
5. Adult xray dysplastic hip, CT knees exostoses. Multiple hereditary exostoses. 

6. Picture feet of female teenager. Unilateral deformity. No lateral rays. Fibular hemimelia.
Trauma
1. C-spine facet dislocation

2. lisfranc fracture

3. Multifragmented extracapsular hip fracture.
4. Adult humerus fixed by flexinail. Non union.

5. Adult capitellum fracture.

6. Knee dislocation
Paeds, hands

1. Xray tibial spine fracture

2. Picture positive Galleazi test. 18month old. Discussed DDH.

3. Picture clubfeet, newborn.

4. Picture ganglion dorsum dipj, looks like already been operated but examiner says no previous surgery.

5. Xray base of middle phalanx ‘pilon’ fracture

6. Picture distal forearm intraop, longitudinal volar exposure. Yellowish lump. Discussed scwannoma.

Good luck!

