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My warmest thanks go to all those that helped me along the way to passing my FRCS: consultants, colleagues, friends, and a very patient family.

Books / revision aids

Charnley (Closed treatment of common fractures) – you should have read this as an SHO! Some wonderful basic principles.

Apley – I suggest you read this before anything else, preferably in your early registrar years (I wish I had!)

Miller – dull and difficult to read but this is the one and only orthopaedic bible – essential 

Ramachandran (Stanmore Basic Science) – good and essential

Brinker Trauma – useful as reference

Browner and Green Skeletal Trauma – reference

Staheli Paeds – reference

Banaszkiewicz (Postgraduate Orthopaedics) – what I did read was very helpful. Full of useful hints. Good reference also.

Orthopaedic Review Questions (‘the Black Book’) – essential for the MCQs. Out of print but there are some circulating amongst colleagues. Check the library also.

Ortho Hyperguide – great practice for MCQs. Can be done at work, in clinic, on call. Questions are hard but it gets your timing perfect. Some questions are way out of the park – ignore them (e.g. histology, baseball players etc). Don’t let your score upset you – I averaged 50-60% prior to the exam (I got 78% in the exam).

People will always suggest or recommend other books that they found invaluable. However, don’t go out and buy hundreds of books. You will never read them all, even though you think you should – this will add to your stress. Start with Miller and Stanmore (cover to cover) and see what you need from there on.

Revision Courses

Stanmore basic science – very good. Some lectures were a bit dry but the viva practice was awesome.

Wrightington hand course – excellent. Good value, high faculty/candidate ratio. Excellent clinical and viva practice. Course dinner. Highly recommended. 

Oswestry clinical/viva/surgical approaches – highly respected but not cheap. Excellent faculty but all seemed very busy with own clinical commitments. Low faculty/candidate ratio, particularly on the viva day which was unsatisfactory. Overall, very useful but probably not best value for money.

I think most people find that they enjoy / find useful any course they do. It helps psychologically, is very motivating, gives you a reference as to how good/bad you are compared to others and, very importantly,  it also gives you a break from the tedious routine of work-home-study, work-home-study.

DAY ONE: CLINICALS

Short cases
Upper Limb:

1. Painful lump on ulna border of little finger

40y female with 6/12 Hx of exquisitely sensitive lump on ulna border of little finger. Trapped finger in a deckchair as a child (?relevance). Brief Hx, examination – v little to see. Discussion of Ix (USS), Mx (excision), skin incisions, complications.

All seemed very simple – I kept feeling as though I was missing something. Keep in mind that the examiners want you to make sensible decisions and not to overcomplicate things. They are not trying to catch you out.

2. Rotator cuff tear/arthropathy, ACJ arthritis
70y female with a painful shoulder. No Hx allowed. Difficult Ex as the examiner kept interrupting me and asking questions about things I had not yet got round to examining. Felt sorry for the patient as she was clearly very uncomfortable and it was difficult not to cause pain. I felt rushed and pressurised. Did not get as far as discussing management.

3. Distal radius malunion with wrist pain
50y female with distal radius # treated non-operatively 2 years ago. Brief Hx and basic Ex. Asked what I thought was the problem. Fortunately, I got the right answer. Discussed initial x-rays and original Mx options. Discussed current x-rays and Mx options (corrective radial osteotomy). This went well.

Lower Limb

1. Hallux valgus with over-riding 2nd toe
50y female with pain over 2nd toe PIPJ. Brief Hx – not bothered about hallux valgus. Full Ex. Discussion of Mx options – correction of HV first or just deal with 2nd toe. Reviewed x-rays – these didn’t look nearly as bad as the clinical picture (probably not weight-bearing views). This case was rushed but I managed to cover a lot; perhaps I was finally getting into the swing of the short cases (about time!)

2. Painful hip
40y male manual labourer with 3 years of left hip pain, much worse over past 3/12. Brief Hx (but took too long). Examination – didn’t get through it all. Forgot Thomas’ test – aaarrrghh! After the bell rang, I was asked the diagnosis. I said either OA or AVN. Time was up!

I felt a bit frustrated with this one as, although my Hx was thorough and I managed to get a lot of information, I did not have enough time for Ex. Perhaps this was why I rushed the Ex and messed up my normal routine.

3. Polio deformity correction
65y female who had polio as a child, developed increasing hip/knee pain over the past few years, and who had just finished a 24 month course of corrective Rx. She had femoral correction over a nail, subsequently removed. She had tibial correction with a TSF.

This case had almost no Ex at all – just a brief Hx followed by a good discussion on the principles of deformity correction. I was asked how I would counsel a patient prior to embarking on a prolonged Rx course (length of Rx, pin site infection (not a complication but part of the course), rehab, stiffness, complications etc)

I thought this went surprisingly well, particularly as I have very little experience in this area. It was very fortuitous, incidentally, that we had a chat about frames over supper the night before!

Intermediate cases

1. Painful, valgus knee in young man
Hx: 40y mechanic with 6/12 increasing aching in right knee. Multiple injuries aged 17y when hit by drunk driver. Open femoral shaft # (IM nail), tib/fib # (non-op), PCL repair (patient described an ACL repair – this threw me!) Had been fine for several years, slight limp only.

Ex: Multiple confusing scars!! Genu vlagum when standing. Muscle wasting. Posterior knee scar – I had to ask what this was for. He said “ACL repair, as I told you before”! This made me feel a bit stupid in front of the examiners but I politely remarked that I would have found it difficult to reconstruct an ACL through this approach (slight smile from the examiners – at least they realised that I knew the difference!). Reduced ROM, correctible valgus, lax ACL.

Discussion: Investigations – they had lost the x-rays(!) so instead I had to comment on a single sagittal MRI slice! Mx – non-op vs operative. Discussion on femoral/tibial osteotomies. I’m sure we would have gone on to talk about unicompartmental vs total knees but the bell went.

I thought this went reasonably well.

2. Rheumatoid with elbow pain and ulnar nerve symptoms
Hx: 50y female with long-standing, well controlled (methotrexate) RA in hands and wrists. Fell onto R elbow 6/12 ago – told it may be fractured, not sure. Rx in sling for 6/52. Since then has had an increasingly stiff, aching elbow with pins and needles along ulnar border of hand.

Ex: Very stiff, but not so painful, elbow. Explained I would start with neck and shoulder etc but told to concentrate on the elbow. Tinel’s very sensitive over cubital tunnel. Neuro exam distally. Motor fine, altered ulnar nerve sensation. Talked through functional assessment of hands (grips etc).

Discussion: Ix – x-rays (v poor quality). They were pushing me towards nerve conduction studies but I said it was obvious where the pathology was (?brave?!). Diagnosis of tardy ulnar nerve palsy 2y injury. I said there was nothing to suggest it was due to cubitus valgus but, apparently, you can’t comment on this if the elbow won’t extend! Discussed surgical approach for decompression, pros/cons of transposition.

Apart from hitting an examiner with a chair, I thought this went quite well!

DAY TWO: VIVAS

Basic Science

SCREWS: Picture of cortical and cancellous screws: explain. Cannulated screws. Flutes, self-tapping. reverse cutting (didn’t know).

IMAGING: Showed pictures of an MRI scanner, ultrasound, DEXA, neurophysiology. Explained how each worked. 

BACTERIOLOGY: Showed picture of an agar plate: explain. Which bacteria?!

BONE HEALING: Primary v secondary. Fractures. Relative/absolute stability.

PLATES: Describe how a DCP works with drawing. Principles of different modes of plate fixation (bridging, compression etc).

ANATOMY: Surgical approaches to prox 1/3 radius. Complications.

BIOMATERIALS: Explain how you would choose your ideal knee arthroplasty implant and why. Factors that affect function, wear, poly thickness.

STATS: How would you set up a trial to compare two different implants.

This viva seemed very straightforward – I kept on wondering what I was missing but it seemed they just wanted to cover a lot of basic stuff. No tricks. It flowed nicely from one subject into another.

Paeds and Hands

FINGERTIP INJURY: Picture of child’s crushed finger. Describe the injury and plan Mx. I said there was soft tissue loss requiring surgery. Examiner said there wasn’t. I said there was a 100% sub-ungual haematoma. He said how could I tell from the picture. He then played the game of ‘what am I thinking?’ by asking me what I needed to do. After several ‘wrong’ answers (consent, time since eaten, inform theatre etc) it turned out that he wanted me to call a paediatric anaesthetist.

FINGER INFECTION: Picture of swollen finger. I asked about Hx – may have been gardening 2 days ago, very vague. I expressed concerns of flexor sheath infection and proceeded to mention 6 cardinal signs of Kanavel (there are only 4!!). I explained surgical approach. Examiner kept asking ‘are you sure?’ which does nothing for your confidence.

SQUAMOUS CELL CARCINOMA: Picture of manky hand with missing index finger. Hx of old man with smelly hand for 2 years. Finger fell off last week. I initially went down the line of infection and osteomyelitis before realising this was a malignancy. I mentioned epithelioid sarcoma (incorrectly jumping to the small print stuff!). I did not get that this was SCC. Mentioned trans-radial amputation. The bell went – thank God!

This was a very uncomfortable viva. The examiner was in no way helpful and seemed to be quite antagonistic. You know you are struggling when the other examiner offers you a glass of water!!

DDH: Picture of a Pavlik harness. Discussion on screening manoeuvres, USS, Mx after failed conservative measures. I fell into the trap of doing a closed reduction after 4 weeks of an irreducible hip – wrong!!

TIBIAL BOWING: X-ray of postero-medial bowing. Mentioned the 3 types but only discussed this one. Parental concerns. I was asked about associations and eventually realised the examiner wanted to talk about leg-length discrepancy. I happily discussed this when I realised. 

CURLY TOES: Picture of 3yr old with curly little toes. Discussed Mx (or not!) with managing parental concerns. 

The paeds examiner repeatedly said things like: “the mother is very concerned about the appearance – she wants something done”. This is to see if you stray from your non-operative decision. Do not fall into this trap! Keep saying “reassurance, reassurance” until the child finishes growing. Then do something if necessary. (Obviously this doesn’t apply to everything!)

Trauma

C-SPINE #-DISLOCATION: X-ray of C6/7 #-dislocation. Discussed management, ATLS etc, investigations. Examiner wanted to see if I could manage this patient safely and appropriately prior to transfer to a definitive centre. Early involvement of anaesthetist, appropriate imaging etc. Discussed spinal levels, spinal shock.

TALUS #: Closed Hawkins 3. Discussed management, AVN, blood supply. Surgical approach and fixation principles. Post-op Mx – wt-bearing status, Hawkins sign, likely surgery in future.

TIBIAL NON-UNION: X-ray of tibia nailed elsewhere, gone on to non-union in valgus with broken nail. Critiqued x-ray and poor technique. Options, problems (e.g. nail removal), approach. Bone graft+plate vs re-nail.

YOUNG INTRCAPSULAR # NOF: Describe x-ray. Mx plan and principles. THR v hemi v fixation. Blood supply to femoral head in different ages. I was hoping to talk about AVN (this would be a gift!) but it didn’t happen. What would I do and why.

MIDFOOT #-DISLOCATION: Describe x-ray. Explain normal patterns (Lis-Franc types) but realise that this injury did not involve the Lis-Franc ligament. Management (soft tissues before surgery), CT, surgical approach/principles.

OPEN TIBIA: This was a gift. Management of open #s: in A+E, principles of surgical management, antibiotics, dressings, ex-fix. Awareness of recent guidelines (BOA/BOAST). I wanted to talk about compartment syndrome but ran out of time.

I almost enjoyed this viva! Everything flowed nicely and was discussed in a very informal way, as you would in a relaxed trauma meeting or # clinic.

Adult Pathology

THROMBOPROPHYLAXIS: Began with a picture of the clotting cascade (aaaarggh!!!) Discussed various drugs and their actions on the cascade (struggled!). Mechanical prophylaxis. Awareness of recent NICE guidelines.

PATHOLOGICAL HIP #: First presentation of malignancy. Management and investigations. Fortunately I discovered it was a renal cell met before nailing! Then discussed about staging, embolisation etc.

MULTIPLE MYELOMA: Presented as # through cystic lesion of greater trochanter. Hx – min trauma in 50y male. Investigations, staging, discussion with local tumour centre. Asked to describe sagittal MRI through pelvis showing widespread disease. Concerns re THR with pelvic disease, custom prosthesis, options.

NON-UNION OF 1st MTPJ FUSION: 6/12 following attempted plate fusion. Discussed reasons for non-union (host and other factors). I mentioned  need to exclude infection so this led to further discussion re Ix for infected implants (bloods, imaging, bone scan timing etc). Further management – re-fuse with bone graft (discussed different graft options) or excision arthroplasty (discussed pros and cons)

SPONDYLOLISTHESIS: Shown the posterior half of a vertebra. What is it and why does it look like that? It took me a while to realise that it was a specimen removed during surgery for a pars defect! Discussion about types of spondylo. Asked if I knew the classification – mentioned Wiltse – this was the only time in the entire exam I was asked about a classification system!

TOP TIPS

The exam is about seeing if you are ready to be a day-one general orthopaedic consultant in a district general hospital. You are not expected to know everything about everything. You are expected to be safe, sensible and logical. Keep this in mind when studying to keep things in perspective.

Don’t buy loads of books. You’ll just get stressed when you don’t read them.

Don’t get hung up on research. If you know a couple of papers and quote them, that’s great – but make sure you really know them! However, I wasn’t asked to quote a single paper. If you are asked, you won’t fail if you don’t know. However, do know the evidence for your choice of hip/knee implant!

Stay in a decent hotel; the last thing you need is to be kept up all night by fleas and prostitutes... A pool is very relaxing!

Do not stay up for hours the night before the clinical/viva; you don’t need facts and detail to pass – you should already have all the principles you need.

If you don’t know the answer, say you don’t know. The examiner will either help you or move on.

Don’t mention anything that you can’t talk about. Start with the basics!

If you don’t understand a question, say so: ask the examiner to repeat it.

If you have a bad session, ignore it, clear your head and move on. This is difficult, but essential. You will have done much better than you thought.

The examiners are not there to trick you. They are there to find out what you know. If you find an examiner difficult or awkward, just remember he is not the one marking that section.

Don’t have a curry the night before the exam.

Have faith in yourself. If you’ve done the work, you deserve to pass.
Good luck!

