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Shorts

Upper limb

Massive bilateral cuff tear – examine this mans right shoulder, asked which muscle are not working, showed an xray high riding humeral head then an MRI showing cuff tear

RadioUlnar synostosis – young girl who had previously had tennis elbow surgery, examine her elbow, what is radioulnar synotosis related to in paeds? What am I going to do – nothing.

Mannerfelt norman syndrome – examine this guys thumb – I went down the base of thumb OA first and only right at the end did I say FPL rupture – not a good station

Lower Limb short

Limb length discrepancy secondary to CTEV – failed to spot the TA transfer scar until the very end when leaving the room. Performed leg length block test, True and apparent leg lengths, galeazzis test, asked about nelatons and bryants

Patellectomy – valgus knee, examine this ladies knee. Chatted about which TKR and why. How to measure the leg lengths in valgus knee

Adolescent Idiopathic Scoliosis – inspection all the usual stuff, any skin stigmata, Adams forward bending, quickly asked at the end about abdominal reflexes

Intermediate

Upper limb – Non – traumatic bilateral SLAC wrist with left side kienbocks!

Quick history as the guy didn’t have any pain, quick exam, had a swelling over extensor retinaculum, then chatted about SLAC wrist and treatments and for about 20 seconds about kienbocks

Lower limb – Right knee OA with previous femoral shaft fracture treated in traction for 3 months, then had a femoral osteotomy and IM nail to sort out malunion, now awaiting TKR. Mainly needed to get a good history as so many things were going on after examining the OA knee he said examine the hip, it was painful, showed me Xray guy also had bilateral coxa breva secondary to perthes!

I was reasonably happy at the end of the 1st day. Apart from the FPL rupture I thought I hadn’t done anything in any of the stations to fail.

Vivas

Hand 
1st viva – was nervous but examiner was a bit difficult. Threw me off guard especially as vivas were meant to be my strong point. 

Enchondroma in proximal phalanx with path fracture through it – first station and I really didn’t perform well, he wanted to know management which I fumbled through, then he asked about the Edinburgh position and why it works, I kept telling me it’s the position of safety and prevent collateral from contracting but he wanted more  didn’t know. Then I said stupidly that the enchondroma will heal after fracture – he said am I mixing up with a ABC – I said yes. Then how long would I treat it, for some unknown reason I said 3 weeks then he said are you sure – I said 6. Then final treatment – curettage and graft.
FDP avulsion – wasn’t as straight forward as I would have liked. He kept asked me random things. Not things we had studied in practice vivas.
Seymour fracture – went ok. Once I told him that it needed opening to get the germinal matrix out he relaxed
Paeds

Really nice examiner – it felt more like a chat in clinic than an exam.

Bilateral flat foot – “what would you tell parents’?
Idiopathic scoliosis – features etc etc
Severe SUFE – no classification, no treatment. Straight into Dunn. Fish, Cuneiform osteotomy and how I would do them!!!
Basic Science

Again went reasonable was more like a chat than an exam

Macro and micro structure of muscle – uni-bi pennate, strap muscle (NOTE: NOT in Ramachandran, I found this on Wikipedia 3 days before the exam!!!). Sarcomere, T tubules, calcium how action potential travels through
Posterior approach to the knee – showed a card and had to name structures. Initially stated with showing me an avulsion fracture on PCL, they had to guide me to tell me it was an approach question!!!! I kept telling them I’d go from the front, then the side, then finally they said it was PCL!!
Meniscus anatomy and function, when does it stop growing in child, which one is usually damaged in ACL injury. Why is it that Medial damaged in chronic ACL deficient knee and LCL damaged in acute ACL injury.

Tibial plateau fracture – which type of bone graft am I going to use and why. Long discussion about relative merits of using calcium phosphate over sulphate and then went through a big list of other types of bone graft and why  I wouldn’t use them.
External fixators

How to make them stronger

Showed me LOADS of x rays of ex-fixes and told me comment/criticize them on things hat could have been done better

Can’t remember 6th!

Adult path

Difficult examiner. I was expecting which THE would I use, TKR etc etc. Nothing at all like that!!! My worst set of vivas by a long way. 
Nec Fasc – wanted to know the name of bug. The exact antibiotic I would use and why. Management. Did not want to get plastics involved. I had to deal with the whole thing. Mentioned amputation.
Myeloma – started off really badly as I described a benign lesion. And to be fair it had all the characteristics of one, but I should have twigged in that it was a 50 year old with a bone lesion. Anyway, he led me on a merry dance. He was asking about investigation at 5pm on a Friday afternoon. I mentioned bloods. No. something else. Electrophoresis. No something else. Finally he showed me a picture of a skull!!!! Then he asked me name of the findings – I was so phased at this point that I forgot. As time went he wanted to know whether I would do anything with the lesion. I said I would fix it.
Charcot foot – first showed me the picture of a tibiotalar joint which looked ok. I talked about that. Then he said anything else? I wanted to punch him. I didn’t. he point to the mid foot joint which there was about 1cm square showing in the corner, which showed some degen. Then showed me whole foot lateral which showed charcot. Then it was pretty straight forward initially. Then wanted to know surgical options. He wanted TTC nail, but then wanted to know about skin management in the severely valgus heel and which approach I would use as there would be lack of skin on the lateral side. 
Cervical radiculopathy secondary to acute disc prolapse – normal guy who developed radicular pain. Wanted non op management first wanted to know which drugs and wanted to hear injection. Then when failed non op wanted surgical treatment. Didn’t ask the ant c spine approach just wanted to know structure at risk.
AVN humeral head in HIV+ve pt – not much to say really but he was looking for some specific answer about a specific problem with resurfacing in a HIV patient. I didn’t know.
Wait for it – Fascio-Scapulo humeral dystrophy!!!! – what a joke. As if things weren’t going bad enough. I somehow fumbled my way through this station. It was quite funny actually as after he had showed me the picture of some funny scapula and he had guided me to the diagnosis I went on a long winded spiel about the phenotype and how the patients are wheel chair bound and have facial palsy because I had seen a YouTube video showing this. He said No. This guy is normal apart from shoulder pain!
Trauma

Chronic Achilles tendon rupture – wanted to know exactly how to do the operation!!!
Transverse supracondylar fracture in adult – again approach mainly
Locked posterior dislocation with Large reverse Hill Sachs – Internervous and intermuscular plane
T12 fracture – ward management
Open book pelvis
Can’t remember 6th
You simply know during your viva if they are going well or not. If it feels like a chat with your boss in clinic, its going well. If it feels like they are having to prompt you loads and you want the ground to swallow you up, its not going well. 

Listen – You will pass the exam. The pass rate in my sitting for NTN trainees was 93%. The pass rate is always in the 90’s. Which means only 1 or 2 trainees fail it on the entire country. These are usually people who haven’t worked hard. I truly thought I had failed with my shockers in the Adult path and hands but because there are 96 separate marking opportunities you can always make it up elsewhere.

Email me on saifhadi@me.com or ring on 07974158067 for viva practice or general advice

