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Day 1 – Clinicals
Intermediate Upper Limb
GP letter: 44 year old male has pain in left shoulder please advice. 
5 minute history: neurofibrosarcoma left shoulder operated 15 years ago, radiotherapy. Pain in left shoulder and radiating to arm, also to the neck. Sever pain waking up at night, loss of function in already compromised functioning shoulder. DD at the end of history – Brachial plexus neuralgia, rotator cuff tear, cervical spine pathology 
They asked me which one you think is most likely – said brachial neuralgia as history of radiotherapy 
Exam: was not sure what to examine as there were so many things there, examiner did not guide me to any particular one – so I started with brachial plexus exam (I do not know why I took the difficult route!- probably because I mentioned that as most likely reason for pain)- previous scar in axilla, massive wasting of all muscles (probably excised at surgery), presence of multiple neurofibromas on chest and abdomen, pan brachial plexus weakness- thanks to Mr. Miranda who took me through 2 Brachial plexus exam in his clinic 2 days before the exam- I felt confident and slick through this exam – examiners seems happy what I was doing, they let me finish - then they ask me to show how I would check for impingement and then rotator cuff- just did what I was instructed to do- 
Discussion started with examiner saying to me “ you have mentioned about neurofibromas on this gentleman’s chest and abdomen what do they sugest? And then all the discussion was about neurofibromatosis, diagnostic criteria etc at the end they ask me what is association / percentage of fibrosarcoma occurrence which I did not know! 

Intermediate Lower limb
GP letter : 65 year old male, pain in right hip 
History: pt was sitting in wheelchair with legs covered, could not see any walking stick or other aid in the room. RTA 12 years ago, traumatic below knee amputation, got infected leading to above knee amputation, had a fall sustained fracture right hip 1 years ago, now pain in hip and distal aspect of stump.

Examination –pt un able to walk, can not lie flat on couch, above knee amputee, previous lateral thigh small scar- NOF fixation ? DHS ? cannulated screws- nothing much to examine in hip (could not do trendelnburg test, Thomas test, LLD, ROM – so whole sequence of hip exam which we prepapred in practice was of no use! Just did what I could and then moved to exam of stump- bone was prominent and skin has pressure signs)
Discussion : started from problems with the stump, what possibly has went wrong, how I would do a better job!
Then moved to hip, investigations, showed me X-rays – cannulated screws , fracture seemed heald, arthritis has developed no penetration of the screws- went on to THR, single stage – 2 stages, which THR and why. 

Short Cases lower limb.
Case 1
Examine this gentleman’s Gait –varus thrust and keeping it flexed – then asked to examine the knee – severe medial OA – this was straight forward – they ask me what is diagnosis , correctible / not correctable deformity and what I will do – I said TKR as he was in his 70s and had same on the other side (well healed scar ) which knee I do and why- moved to next- could not believe 5 minutes have passed ! 
This was an easy case and I felt it went well. 

Case 2
24 year old, examine feet please- bilateral complex foot deformity with multiple scars all over-they did not guided me to any particular section of foot so started with general feet exam and described the deformity, walked the patient – described gait , asked the patint to lie on couch for further exam but was inturupted – tell me what do you think is going on – I said bilateral club feet with multiple previous surgeries (that was the only thing I could make out of that). They ask me what do you want to do for him? I said I would like to know how long the problem is going on, how is he managing currently and his expectations, I was allowed to ask 2 questions- problem was from birth and he was managing well, I said I will not do any surgery, will provide supportive orthosis and keep any eye.  
He asked me how would you write the diagnosis in your clinic letter, I said bilateral club feet, he said do you know any other name for the condition, I said CTEV and he asked what CTEV stands for ? at that moment I had complete mind block could not remember- I described his the foot deformity in CTEV- he said your description is fine but what CTEV stands for – I said sorry I cannot remember at the moment -moved to next case

Case 3
Examine the gait of this boy please- 10 year old CP was able to walk independently, right hemiplegic involvement- described the gait, examiner then asked me to assess the limb lenth discrepancy which I did first standing with blocks and then lying, - pt had FFD of the hip and knee- so examiner was mainly interested if I do put the other leg in the similar position while measuring
Discussion: what I would do for this patient, I said multidisciplinary approach pediatric orthopod, pediatric neurologist , physio and social worker team. Then was asked about how I would formally assess the gait- mentioned the Gait Lab referral -and the bell rang luckily as if they ask any further I would not have been able to answer!

Short Cases – Upper limb
Case 1
Young girl (11-12 years age) Please could you examine this lady’s elbows. 
Look – Cubitus Varus on left and normal on right, mature scar on medial aspect small and small stab wounds scars on the lateral aspect. 
Examiner did not interrupted and let me examine the elbow fully, full ROM unremarkable rest of exam. Then he asked what do you think? I said probably supracondylar farcture treated with MUA _ Kwiring (stab sacrs laterally and small mini open scar medialy)  complicated to malunion, he asked any thing else could have gone wrong mentioned infection. He showed me x-rays SC fracture than fixed with K-wiring, he asked how would I rule out infection I said blood tests and MRI scan, showe me MRI scan T2 I could not see any signs of osteomyltis or collection in elbow. Asked what I would do, I said pt had no problem at present I would observe and repeat X-rays in 6 months- he seemed satisfied and moved to next case


Case 2
Middle age male, examine the right arm please. 
On inspection from the front only finding was wasting of biceps which I mentioned and he immidialty inturepted me what could be reason I said distal biceps rupture, nerve injury etc , he moved me to examine the shoulder with in next 30 second he said show me how you check for winging of scapula, showed- what are type of winging (medial and lateral) how do you differentiate. Then he moved me back to biceps – examine the biceps for distal rupture- did the hook test and power tested, he asked me what percentage of flexion and supination power loss I would expect in full rupture. Last question was what I would do- i said after considrartion of patients age, occupation and expectations I would offer acute repair preferably within 2 weeks of injury. He asked what my approach said single incision and I mentioned why I do that … he moved me to next
Overall there was so much interruption from examiner he did not let me do proper exam of anything – he moved me to next thing in middle of everything!

Short Case 3

65yr old lady with thumb base deformity asked to examine the hand– I was happy to see and thought CMC arthritis immediately, quickly examined the thumb base thoroughly- surprisingly it was same examiner but he did not interrupted this time!  - However the lady did not have any signs positive for thumb base arthritis (except on inspection it looked)- I was a bit worried, no signs of RA either, and examiner was silent !!!! I said - I do not think this lady has thumb base arthritis or RA – he said “that what I think as well but what is it?” I tried to ask the patient what is her main problem – examiner politely stopped me saying you are not allowed to ask any question from the lady!!! and I continued examining the rest of thumb and hand- found she had no FPL active function as soon as i mentioned that examiner then started to take part. he asked what could be reason for that, I mentioned trauma / laceration he said what else I said AIN injury, he asked me to examine the AIN- I started with sensory testing- he interrupted by saying “which part of skin is supplied by AIN”- I realized my mistake and said nil and I should have started by motor testing, which I then did and he seemed happy. AIN was normal. He then asked me to examine the median and ulnar nerve, I felt better by doing them slickly- everything was normal. Examiner said what do you think is going on with this lady’s hand after all your exam and I said FPL rupture, bell rang, he said what will you do while walking out side- I said if present acutely I will do FPL repair.  

Vivas
Basic science:
1. How the MRI scan works, basic principles, discussion about different sequences, showed me MRI scan of knee and asked what it is , to identify thing, and if I could see abnormality.
2. Osteoporosis Definition, Frax score, dexa scan, showed me a report of dexa and asked to interpret, management of osteoporis, bisphosphonates mechanism of action.
3. Absolute versus relative stability options for fracture stabilization, fracture healing, factors affecting it (evidence– did not know!)
4. Tendon structure, blood supply, insertion to bone, tendinopathy, its types , example of each
5. Photograph of anatomy of posterior approach to hip, asked to identify the structures, nerve supply of each muscle. how i do a posterior approach, posterior versus lateral approach
6. Can not remember 6th one

Adult pathology:
1. Medial OA knee in 44 years old builder- discussion about mechanical, anatomical axis asked to draw the planning for HTO and how would I do it.
2.  Knee x-rays with solitary exostosis, description of X-rays , risk of malignant transformation. How to investigate if concerned. 
3. Symptomatic resurfacing hip prosthesis – current issues of metal on metal hips and MHRA guidance.
4. Another X-ray this time suspicious of osteosarcoma, referral to regional centre, biopsy principals 
5. Lytic lesion in the mid shaft ulna – discussion went on multiple myloma, investigation asked about medical management of multiple myeloma , mentioned multidisciplinary approach -involvement of oncology etc asked again what I think would mainly be the oncological treatment – said chemotherapy -asked for any further details(I said sorry I do not know) than moved to ortho management of that lytic lesion with fracture t
6. Clinical scenario of a 30 year old with bilateral hip and shoulder pain , asthamatic on steroid  – discussed causes avascular necrosis (AVN), etc. Directed towards causes of AVN. Shown a radiograph of Pelvis AP view which showed bilateral AVN – grade 2 on right side and grade 3/4 on left side. Discussed management options – bisphosponates, core decompression, etc bell rang 

Trauma:
1. Shoulder dislocation – assessment and management in A&E , how I would reduce it , if not able to reduce closely? Deltopectoral approach, then desussion went on hill sachs lesions, bankart lesion and shoulder instability
2. Weber B ankle fracture bimalleolar, mainly they were looking for soft tissue consideration, timing for surgery etc 
3.  Clinical scenario of patient with L1 vertebra traumatic fracture  – discussed assessment, investigation, classification, dennis 3 column theory, timing of operation, mentioned referral to spinal, but was told you are spinal surgeon today what would you do. 
4. Montagia farcture in young male, emergency and definitive management , 
5. Supracondylar fracture in child, pulsless pink hand, timing of surgery , role of vascular surgeion , how I would do open reduction if fail closely. 
6. Lisfrank injury – divergent type, asked about anatomy of lisfrank ligament, management in A/E and definitive management

Paeds & hands:
1. Photograph showing mallet injury- types of mallet, X-rays showed boney mallet, different scenarios discussed I,e tendon only , bony mallet with no subluxation and with subluxation, small boney piece , bigger chunk (thanks to Aravind discussed this scenario few days ago)
2. Swelling on dorsum of finger DIPJ –differential diagnosis, how to examine, management, what surgery I would do, skin grafting, type of local flaps to cover the defect (thanks to Miss Klenka discussed similar scanrio 1 week before)
3. Ulnar sided wrist pain, DD, TFCC anatomy, tests for ulnar sided pain, Wrist arthroscopy with details about portals. Extensor compartment anatomy detail, asked to draw and then make portals (thanks to Mr. Miranda discussed 2 days before) 

Over all I felt my hand viva went very well as all scenarios were recently discussed – this does really make a big difference they way you answer the question 
4. Femoral shaft fracture in 5 month child – NAI. Multiple rib fractures on skeletal survey. Differential diagnosis – management of NAI (multidisciplinary team) examiner wanted to know that I am aware of named person in every hospital to be contacted, who will order skeletal survery, who will contact social worker etc. 
5. Rotational profile in 2 years old child- how to examine and differentiate the three levels of pathology (hips, tibia, Foot). Asked me in details how to do all the testes, management, examiner said he is the dad of child and I am very worried explain to me your diagnosis and management plan. 
6. Varus deformity of the knee  – DD, slenius graph, how to measure LLD, how to plan for management


My suggestions/ feeling at the end of exam: 
1. Start preparation early- at least 1 year if you have family 
2. Read well Anatomy and approaches
3. In Clinicals – just do what they want you to do, do not worry about finishing a particular examination in a particular sequence, expect lots of interruptions
4. In via – listen to question, and remember golden rule – three sensible sentence in first minute – it is the breadth of knowledge  
5. Group study , clinical viva practice with consultants and senior colleagues is a key to pass 

Good luck 
I would be very happy to help, please give me a ring or e-mail.

Muhammad Mansha 
07915046434
Mansha248@yahoo.com 
