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Preparation

I would concur with the advice given by most that studying for this exam will vary greatly from person to person. It is important to warn your family early on that this will be a stressful time. 

Section 1: MCQs

I started studying in May 2013 and took the exam in Nov 2013. My preparation consisted of doing loads of MCQs and then referring to Miller for details as required. I did Orthopaedic Hyperguide which now charges $49 for the privilege and has around 4,400 questions. Ortho Hyperguide is tough and I had many scores in the 40% range and only hit 70% once, so probably not to be done close to the exam as you could get a bit demoralised. I finished all the questions and my average was 57%. 

I then did the Black Book which is also quite tough but has useful details in the answers sections. 

Closer to the exam I did some UKITE mocks which again were fairly difficult and the Postgraduate Orthopaedics MCQs and EMQs by Sri-Ram, another tough one!

Orthobullets is a very useful site and is to be recommended but is a lot easier than all the other resources I used so may give you a false sense of security. The particular positive for Orthobullets is the user friendly interface which allows you to look up various topics with ease. I found myself using it even for the section 2 to check on some points. 

In the end I worked out that I had done over 7000 questions and felt reasonably ready for the exam which was borne out by a result of 72% which was a relief.

Just to mention the exam format (which may change of course): we had very few x-rays and no histology slides, so do not worry about trying to recognise pathology from the slides which appear on the various websites. It is useful to remember some terminology which may pop up- ‘chicken-wire calcification’ etc.

Section 2

I took a break for the rest of November and tried to get going again in December which was hard work. For clinical practice I routinely saw Mr Stuart’s patients on Friday mornings to practice my upper limb routine. I attended Mr Gerrand’s alternate Wednesday morning clinic for hips and knees and Mr Fender arranged clinics to brush up on spine. 

Mr Henman took sessions on paediatrics and trauma mainly on Tuesday evenings but also made extra effort to do additional sessions.

I also tried whenever I could to make it to the RVI on Tuesdays when Mr Worlock was on call for extra trauma viva practice.
Courses

Northern FRCS October 2013

An excellent course running over 2 days. Viva and clinical practice which gave us a flavour of the real thing.

ITCA December 2013

The ITCA is very good and the exam candidates get to go round twice. This was reassuring because on one round I did quite badly but the next was a lot better so totting up the scores it was a ‘pass’ overall. Had I gone round once and done badly I would have been very worried. 

Wrightington Basic sciences course January 2014

This is an excellent course with good ratio of faculty to candidates. Loads of viva practice exposed several very weak areas in my knowledge which gave me a fright but at least there was some time left to work on these.

Wrightington Upper limb course January 2014

Followed on from the basic sciences course and offered lots of cases to be tested on. Seeing Mr Stuart’s patients had stood me in good stead and I felt that my clinical examination techniques worked ok. It’s important to be able to adapt your exam rapidly to what the examiners want. To do this you need a full system for each body section, bearing in mind that in the exam itself you will often only demonstrate parts of it.

The EXAM itself: Sunday, Hull Royal Infirmary
Intermediate 1

Straightforward history from an old fella in his 80s, recently admitted with a neck of femur that had been repaired. 

Was told that I could not examine him as he was in a wheelchair with little to find. This was a bit strange for an intermediate case but anyway we discussed aspects of neck of femur fractures. This was straightforward and led on to the x-ray which showed a 2 part intertroch#.

We discussed DHS versus prox fem locking plates. I mentioned tip-apex distance which led on to a discussion on the Baumgartner papers. These were the only papers I discussed in the whole exam so it is not necessary to know lots of literature and I certainly didn’t for other topics.
Intermediate 2

Male patient in early 70s with RA and back pain. Limited walking distance. The key problem was the back pain. I tried to draw out symptoms of lumbar stenosis and cervical myelopathy. He had also had previous lumbar spine surgery. I presented my findings with the aforementioned in my differential and proceeded to a lumbar spine exam.
He had a short stride length and when I mentioned that I would like to assess his c spine and upper limbs was told to concentrate on lumbar. On the couch he had SLR to 80 both sides and good power but reduced sensation L1-S1. Knee reflexes were symmetrical and ankle jerks were easily obtainable- almost too easily and I was prompted to look for clonus which was present. 
I presented my findings which were UMN signs in both legs and again mentioned that I would be concerned that this was cervical myelopathy given his background of RA. 

Examiner asked what investigations- I said MRI whole spine. Was shown T2 sagittal sequence of thoracic and lumbar spine. Mentioned post surgical changes in lumbar area- was asked if this fit and I said no. Was told to look again- I spotted subtle signal change in thoracic level with disc bulge. 

‘He’s got a thoracic disc’ I proclaimed to much head nodding from the examiners as the bell went!

Lower Limb Short Cases

1. Caucasian overweight teenage boy with mild but obvious varus knees worse on right with an antero-lateral scar. Quick knee exam lead to a discussion on diagnosis- I offered Rickets but was told no, but what are other causes of genu varum, even if he is not Afro-Caribbean. Blounts I ventured which was correct. 

Asked about the scar and I explained it was for guided growth probably using an 8 plate
Bell went and they seemed happy so far

2. Middle aged lady- foot bunion and hammer 2nd toe. Described these as I examined the foot. Shown an x-ray which explained had a combination of mild hallux valgus and some joint space narrowing at 1st MTPJ. Ran through the various hallux valgus angles and explained that while an osteotomy may be suitable the patient should be warned about persistent pain post-op due to the narrowed joint space. In fact I asked the patient what her main problem was and she said pain rather than cosmesis so that sorted out the case!

3. Elderly fellow- asked to comment on overall appearance. Features of acromegaly. This lead on to a fairly uncomfortable 3-4 minute discussion about acromegaly which I just about managed to say something about. The best question was left to last as the bell went- do you know any celebrities with acromegaly? Of course I said- the actor who played Jaws in the James Bond films!

Upper Limb Shorts

1. Lad in mid twenties with brachydactyly in left hand only with duplication of the little finger. It is important not to panic when seeing a case like this- the Wrightington course had prepared me for this and I simply described what I could see. After inspection the examiner asked me to test his function- again I had practised this many times and it is straightforward. A key from the pocket to assess end-side grip, a coin taken from the palm of your hand for end-end grip, a pen for precision then hook and power grip. Ended with a discussion on what could be offered and I stated that other than removing the additional finger I was not sure what was possible.
2. Middle aged lady with shoulder pain. No significant muscle wasting. Abduction limited to 60 degrees ext rot present but also reduced. She was too sore for rotator cuff testing so we moved on to a discussion and my differential included impingement, frozen shoulder and gleno-humeral OA. Given that abduction was so limited I eventually settled on OA. Shown her x-ray: gleno-humeral OA, with classic marked posterior narrowing on the axial view. Asked about treatment- said arthroplasty and bell went.

3. Middle aged lady with rheumatoid hands. You have to be able to examine and talk about this non-stop for 5 minutes which I did. There’s plenty to describe and x-rays at the end confirmed a wrist fusion with a Stanley nail and a previous Darrach’s. She also did not have a Z thumb which I had mentioned and on x-ray she had an IP fusion.

Monday, Vivas in a Hotel
Trauma

1. This was all fairly straightforward. Started with open book pelvis- discussed the usual ATLS etc. Was asked some fairly detailed questions about how to put a pelvic binder on!

2. Distal tendon biceps rupture, diagnosis and then approach for repair

3. Prox humerus 4 part # dislocation in a 40 year old airline pilot. Referred at 10pm. Explained it will likely require an open reduction so in the absence of neurovascular compromise I would wait until the next day so my shoulder colleague would join me. Examiner happy and we went on to discuss delta-pec approach etc

4. X-ray of elderly gent with L1 wedge # with less than 50% loss of height and history of prostate ca. Stated would check neurology and stage local and systemically including MRI. MRI showed wedge # and signal change in vertebra below. Not entirely in keeping with prostate mets but I would assess this further. Told not mets, essentially osteoporosis. How to manage- medical only, no braces/no surgery as no neurology and no deformity.

5. X-ray of isolated injury. Open fracture dislocation of the talonavicular joint. Ran through open # management then said I would take him to theatre urgently. Was told it is late at night and patient recently had beers and chips. I replied that the foot is at risk so it needed to be done urgently. In theatre explained would excise, explore extend wound etc. Stabilise with Steinmann pins across t-n joint and supplement with ex fix if necessary. Would also have plastics in to look at it. 
6. Was then asked about compartment syndrome of the foot- what are the compartments and how to do fasciotomies. I had done this on New Year’s Eve with Mr Worlock so answered well!

Paeds/Hands
1. Bad start with paeds- asked about Gallows traction and didn’t do well with age and weight. Lead on to a discussion about NAI and I explained would have the paeds and social workers involved. Full clinical exam of the child and also skeletal survey to look for rib #s and metaphyseal corner #s. Examiner want more but I was done. He said a CT head is important as well.

2. Picture of child with scoliosis and tilted pelvis. I said it’s a scoliosis. Asked what else it could be- I said leg length discrepancy. How to assess further? I said put a block under the short leg until the pelvis is level. Was shown a picture of just that and thought I was recovering well until asked about how to asses a 4 year old with a leg length discrepancy in the femur. I tried to explain my clinical exam and that I would get x-rays but was cut short. Examiner then produced a chart and when it was clear I had not seen it before he seemed astonished. Having looked it up I think it was a Green Anderson or Moseley graph.
3. Moved on to 4 year old child with hip pain and limp. I said it I would rule out septic arthritis first. Was told not septic. I offered Perthes but was asked what else it could be- I said transient synovitis or JIA. Was shown an x-ray of Perthes! Asked about staging and I tried to explain the evolution of it but was cut short. I then ventured Herring classification but was told that is not the staging. Having looked it up since I think he wanted Waldenstrom’s staging to the letter!

On to hands then feeling despondent but determined to try and make up for the worst experience in the exam so far.

4. Picture of a lump on the dorsum of a wrist. Went through clinical features, forgot to mention it could be fluctuant. Discussed differential- with ganglion at the top. Fairly straightforward discussion about management although he seemed to be disappointed I could not quote exact figures on spontaneous resolution versus recurrence after aspiration or surgery!

5. Picture of RA hands! Hooray- babbled on for 5 minutes. You must be able to talk forever about RA hands.

6. Picture of spaghetti wrist. Straightforward discussion of all the structures that could be damaged and that I would be off to theatre with my plastic surgery colleague to sort it out.

Basic sciences

1. MRSA- tell me about it. Explained that it is a mutation in the MecA gene that causes the resistance. Further discussion around local trust policy regarding screening and eradication.

2. Tendon structure and function. Lead to a discussion about tendinopathy versus tendonitis.

3. Carpal tunnel syndrome and nerve conduction studies. You need to know this in detail and it is worth visiting your local neurophysiologist to see it being done.  I was asked how I would explain the procedure to the patient in detail.
4. Fracture healing. Covered the stages and I introduced strain into the discussion. Lead to detailed conversation about integrin to ECM binding and mechanotransduction. I have a background in this so took full advantage!

5. Total knee replacement components and what are the materials used. Discussions about advantages of cobalt chrome versus stainless steel and then polyethylene manufacture and sterilisation. All standard stuff covered by Ramachandran  and the basic science course in Wrightington

6. Osteoporosis- definition and DXA scanning. 
Adult/Pathology

1. 60 year old Asian man with pathological # intracapsular NOF. I discussed differential of bone metabolic disease versus malignancy. Was told not malignancy. Then discussed vitamin D deficiency. Was asked what this is called and blurted out Rickets without thinking! Then had a blank and examiner had to remind me that this would be osteomalacia in an adult! Anyway we discussed surgical options including arthroplasty in the form cemented exeter THR.

2. Man in 40s with several mild to moderate ankle sprains with persistent pain and instability. Ran through clinical exam and x-rays then MRI. Was shown MRI with osteochondral lesion in talus. I attempted to classify this using Guhl’s but got a bit muddled up. Recovered when discussing surgical management which would be EUA, fluoroscopic stress views then arthroscopy and microfracture. Ligament reconstruction at a later date if required. 

3. Woman in late 30s. Cauda equina syndrome. Usual discussion about symptoms and signs. Late at night would I take to theatre? I said yes definitely with my spinal surgery colleague because we will have medicolegal issue if she loses bladder/bowel continence overnight. Went on to discuss approach etc.
4. AVN in both hips of a man in 50s. Ficat 1 on left and 3 on right. Discussed surgical options including core decompression for left and vascularised graft or arthroplasty on the right. Was asked whether I thought the graft would work and said no so would advise arthroplasty (cemented Exeter of course!).

5. X-rays with hip resurfacing on left and some cemented THR I had not seen before on right. Was told the resurfacing on left is an ASR and invited to criticise the open cup! Patient has pain so investigate with metal ions (was able to quote 7 parts per billion as cut off). Told these come back over 100. Next step is MARS which  demonstrates ALVAL posteriorly. Management is revision to cemented Exeter (of course) with excision of ALVAL taking care not to devascularise the sciatic nerve. 

Patient does well from left revision but has pain in the right THR- I explained there linear wear and lucencies around the cup and mainly in Gruen zones 2 & 3 around the stem. Revision here would be via posterior approach with extended troch osteotomy, uncemented cup  and long uncemented stem.

6. Lady in her 60s with path # prox humerus. Explained I would stage locally and systemically. Will do bloods including myeloma screen, CT chest abdo pelvis etc. Told nothing revealed. Then said she needs biopsy and would discuss with local tumour unit. Told they’re not interested I should just go ahead. Described biopsy principles and bell went!

Worried a fair bit about the paeds viva but overall felt it had gone ok. We received an email on the Friday at 5pm and fortunately all 4 of us sitting it had passed!
