FRCS Tr&Orth Exam Southampton April 2014

Some Do’s and Don’ts of FRCS preparation – Learn from my mistakes!
DON’T celebrate paying the £2k to sit the FRCS by impregnating your wife/getting pregnant.  Not a good tactic: as well as having sleepless nights with a newborn while trying to revise, it was also extremely hard on my wife to have to look after our daughter single-handedly for the 1st 6 weeks while I travelled all over the North-East getting viva practice & revising.
DO take the MCQ seriously.  I probably didn’t, and paid the (very hefty) price by failing first time around.  As they can only really ask facts rather than opinion, the exam is full of anatomy, approaches, basic science and pathology (tumours).  I probably started my revision aiming for the viva rather than the MCQ, and didn’t know my approaches or basic science well enough the first time, so made sure I took that seriously the second time around: please don’t make this expensive mistake!

DON’T forget that there is the clinical exam as well as the viva!  Sounds obvious but I don’t think I’m the only one who spent a disproportionate time practicing vivas rather than examining patients and taking 5 minute histories. Learning how to examine a spine with less than 2 weeks to go is quite demoralizing.

DO have as much viva practice as possible though.  Having said the above, the vivas are totally different from any other exam, so preparation is crucial.  I also found it useful to see others being grilled, to pick up useful tips, or how not to answer!  Lots of consultants/senior registrars are willing to help, so set these sessions up in advance.
My Clinical exam

Lower Limb long case

History on GP letter: 43yr old lady with long-standing hip pain.  I was therefore thinking congenital/childhood hip probs, so tailored my history: pain & reduced mobility as long as she can remember, couldn’t do sports at school, no childhood surgery but regular reviews, how affects ADLs/job now pain meds etc.
O/E: Difficult to examine as in lots of pain.  Noted LLD so did all measurements etc (whipping out my wife’s pink Cath Kidson tape measure brought great amusement from examiners, but was the only one I could find in the house).
Discussion: They treat this as a new pt clinic, so ask what investigations you’d get: pelvis radiographs.  These actually showed an old Perthes- I was expecting DDH.  Discussed problems with Perthes, used Stulberg Classification, then management.  I said due to symptoms clinically, and radiological arthrosis only treatment would be THR.  Discussed doing THR in younger pt (survivorship) and in pt with 3cm LLD.
Overall I felt this went as well as I could have wished, covering topics & examination skills we’d practiced when revising.

Upper Limb Long Case

History: on GP letter: 75yr old lady with longstanding rheumatoid arthritis with elbow problems.  I got a bit over-excited at this, as knew this was a chance to shine: a rheumatoid patient is a given in FRCS so I felt pretty confident as practiced loads.  I asked about current problems with elbow, levels of pain, function and ADLs, current RA meds.  I felt pretty pleased with myself after presenting the history back to examiners after only 3 minutes, but then looked like an idiot when I was asked how long she’d had RA for, and what her past medical history was: realized my history was actually pretty sketchy.  Especially when you could see the top of a sternotomy scar over her blouse. Advice: even if you feel you’re being asked about something you know inside out, stick to your formula when taking history, examining etc, and don’t get over-excited and peak too early like I did…
O/E: Was asked to examine elbows and hands: standard examinations.  I also added in C-spine ROM & peripheral nerves, as carpal tunnel more common in RA, which examiners loved.

Discussion: Main part of this was peri-operative care of rheumatoid i.e. need to stop any anti-RA drugs pre-op, any tests the anaesthetist may want (she’d had CABG), C-spine X-rays which I was shown, handling in theatre etc.  Was then asked operative management for elbow, and I said cemented hinged replacement.

Lower Limb Short Cases
These go really quickly, so got to concentrate and do exactly what the examiners tell you to examine, or you’ll waste time to score marks.  
Elderly man with anterior ankle scars.  I was asked to comment on his gait & examine ankle and subtalar joints.  This was the sort of case I was dreading: trying to decide whether ankle is fused or replaced!  Sounds easy, but in the heat of battle it can be confusing.  I suggested he’d had ankle replacement, but now suffered reduced subtalar movement.  Shown X-ray of bilat ankle replacement, and asked to comment on them.  Discussed implant, and the fact all other tarsal joints were also arthritic.

Next was 20yr old guy with footballing injury to knee.  I was suspecting ACL, and it proved to be that.  I took a while to examine him though, with gait & all the knee ligament tests, so didn’t have too much time for discussion, other than saying I’d get an MRI then plan for surgery.  Perhaps should have been slicker.

Last one was an 80yr old: asked to observe his legs and comment.  He had bilateral cavus feet, but massive wasting, so I commented on this, and suggested a neurological cause.  Asked for differential and I suggested polio, which was right.  Then asked to examine both feet: I demonstrated cavus feet, and offered to do Coleman block but examiners thankfully declined this, and I demonstrated Silfverskiold test, and had to explain that.  I was then asked about Polio: what it was, how it affected, a little about vaccination (knew very little about this), and post-polio syndrome (again I knew only a sentence about this).

Upper limb Short cases

70yr old man with shoulder pain.  I did a full examination, but tailored towards cuff, LHB and arthritis.  Diagnosed a large cuff tear and Popeye sign of LHB tear.  They asked me to demonstrate the Popeye sign again, as the examiner missed that when I did my initial examination: this annoyed me as wasted valuable time.  I then had to repeat my examination findings, which further annoyed me:  I don’t think this examiner was quite up to speed, and I felt that I then prompted him by saying that I’d take a full history, and get an X-ray, and other investigations, but the bell went.  Bit frustrating, as this was a case I should have nailed, but I had to repeat things because the examiner missed them.
Next was asked to look at next patient and say what I thought.  She was young, in sleeveless top with scar on dorsum right forearm.  I described this scar in detail, thinking I haven’t a clue what this was.  I then looked at the girl’s face, and realized she looked, well, a little syndromic… As I was trying to think of how to put this across with her Mum sat next to her, and an FRCS examiner breathing down my neck, the examiner thankfully prompted me that she was registered blind and deaf, so to be clear with my examination.  I then saw the white stick next to her, and felt like a bit of a tool.  Was told she’d had a recent operation on her arm (obvious from the scar), and asked if I wanted to examine the arm.  On palpation, I could feel bony irregularity on the dorsal radius, so asked for X-ray: turns out she had an exostosis removed.  Went into discussion about MHE, inheritance, genetics and risk of malignancy.  Then discussed dorsal approach to radius, at risk structures.  Asked to examine PIN function, which was fine, and then asked a trick question of the PIN sensory supply.  Didn’t know what to think after this case, but thought at the end I’d pulled it round after a dodgy start.
Last was 60yr old lady with scar over radial head area (Kocher’s).  I examined elbow function, which was reduced, and ROM, which I estimated at 30-60 degrees flexion.  I was back to the first examiner, and once again he asked me to repeat this movement to check the angles: by this time I was really frustrated with this guy.  I again prompted him by saying I’d want a full history, so he asked me to ask her one question, which I find a really stupid examination technique.  So I asked ‘what happened to your elbow?’ (the other examiner laughed  at this).  She fell, fracturing radial head.  Was shown Xray of this: comminuted displaced, so I said I’d replace it, which is what had happened.  I was then given recent X-ray, which showed heterotopic ossification.  Very short discussion on HO & prophylaxis.

Overall, felt the first day had gone well, but it goes so quickly you’ve really got to concentrate for the whole morning.  I felt knackered afterwards, so went to the pub to watch Liverpool lose to Chelsea to lose the Premier League title, which dampened my spirits slightly.  Then spent the evening revising a little, and had a decent meal with the other guys before getting an early night: I wouldn’t recommend revising late into the night: try to relax a little before the viva (easier said than done).

Trauma Viva

1. 24yr old RTA with open medial subtalar dislocation.  I discussed ATLS, then management of any open fracture, before plan for theatre.  I suggested that usually these are stable once reduced & dealt with wound.  He asked what could hinder reduction, then said for sake of argument, when you screen it it’s unstable, so I said I’d put a spanning Ex-fix on then discuss with foot and ankle colleagues.

2. 70yr old hit by car, with split depression tibial plateau in arthritic osteoporotic knee.  Discussed initial management, classification and aims of treatment.  I said the argument is between latent TKR or fixing now, so he asked for the case for both sides of argument, and how I would fix it.

3. 26yr old RTA with ipsilateral extracapsular NOF and comminuted femoral shaft fracture.  Asked to go straight to any problems I might have with operative side of things, so I suggested set-up on traction table would be tough, segmental long bone fracture difficult to control length, alignment & rotation.  Asked how I would try to do this, and what I’d use to fix it.
4. 75yr old woman with intra-articular distal humerus fracture.  Talked through assessment and management: depended on usual function, but suggested primary elbow replacement (Vs fixation Vs conservative).  Discussed implant and indications for primary replacement.
5. 30rs old with segmental open both bone forearm fracture. Wound was over ulna, and patient couldn’t move their hand. Discussed initial assessment, and compartment syndrome, and how I’d do fasciotomy.  Said I’d do this, then fix both bones. They asked about the open wound, which I’d forgotten about in discussing compartments and fixation, so I’d extend, debride and wash.  They asked if I’d explore any nerves, and I said I wouldn’t usually when doing fasciotomy.  Was too late when I realized that they were saying there was an ulnar nerve laceration, so very quick discussion on management of segmental nerve loss.

6. 40yr old fell off trampoline, now unable to move anything below the neck.  Discussed initial assessment and investigations.  Shown X-ray demonstrating C3/4 slip, so said immobilize and CT, with discussion with local spinal unit.  Shown CT, which showed bifacet dislocation.  I said this, and examiners asked me to look again.  I looked again and said I still felt it was bifacet dislocation.  They still weren’t happy, so asked me to point out all bony structures on CT, which was demoralizing.  Thankfully the bell went, but not a good station.
Overall was a little disappointed with this viva: felt trauma would be strong point but just felt the viva didn’t flow, I couldn’t direct it as I wanted, and the C-spine question was a nightmare.  Tried to put it out of my mine for next viva: just told myself I cannot change it now, so go for it in the next one!
Hands and Paeds

1. Farmer with open flexor tendon injury.  Discussed comtaminated wounds, then tendon anatomy, repair & post-op rehab.  Had prepared this the previous week with Mr Miranda, so went really well.

2. Trans-styloid perilunate dislocation.  This was a case I’d practiced, so reeled off classification, anatomy & management.  Was pretty confident in this.  Got into fixation, anatomy of carpal ligaments, rehab.  

3. Clinical photo of cadaveric dissection of hand, showing APB.  Discussed innervation, carpal tunnel syndrome, release and recurrent motor/ sensory branches.  Again, all prepared so went fine.

4. Limping child.  The examiner’s pre-amble to this took about 2 minutes, so totally wasted time.  Went thro Kocher’s criteria and management, when to aspirate/washout, and when to give antibiotics.

5. ABC in child’s proximal humerus – incidental finding on Xray.  Discussed what it was, histology (not in detail), management (nowt)

6. Clubfoot.  Discussed the deformity, Ponsetti management, failure of Ponsetti, future problems.

Overall, this station went really well, and felt more confident than after trauma.  If I could have chosen topic to be asked in this viva, these would feature highly, so pretty chuffed.
Basic Science

1. Picture of worn medial side knee (tibia) articular surface.  Discussion about knee biomechanics, what happens in ACL deficient knee, type of TKR I’d use in this case (why not a uni).
2. Photo of explanted worn poly cup.  Mechanisms of wear.  Wear properties of different materials, what I can do surgically to reduce wear.

3. How X-ray and CT works, how to reduce radiation exposure using C-arm.
4. How antibiotics work, specifically penicillins, what is MRSA, how gained resistance, what measures to take to combat MRSA
5. Asked to design a VTE prophylaxis regime for my hospital.  Discussed risk factors, pre, inter and post-op considerations.  Asked what I’d use for TKR: went through NICE guidelines.  Then asked if I felt aspirin could be used: I said not in NICE, but are in USA guidelines.  They asked for any evidence supporting aspirin use: I reluctantly and through gritted teeth mentioned the article by Jameson & Baker from our region.  Still feel ashamed about quoting ‘their’ article.
6. Tumour.  Description of x-ray, differential diagnosis: chondrosarcoma.  Local & systemic staging, referral to tumour centre and biopsy principles.

Adult Pathology

1. Necrotising fasciitis.  Organism, investigations, management, emergency.

2. Pelvis X-ray – one hip gross OA, the other had large head MOM uncemented stemmed prosthesis:  therefore talked about MOM first, and MHRA guidelines of investigation.  Then asked what I’d do for other side (not MOM!).

3. X-ray of arthritic ankle in farmer.  Discussed mechanics, and management.  He wasn’t that symptomatic, so I went down the conservative route, but mentioned may progress to operative if worsened. Replace Vs fuse.
4. History of calcific tendonitis of shoulder.  Investigations and management: initially conservative, ultrasound-guided barbatage, then arthroscopic decompression if still symptomatic.
5. Tumour: osteosarcoma.  Again, went through staging, referral, biopsy.  Principles of management: neo-adjuvant chemo etc.

6. Spine TB.  Kicked off with man from Indian subcontinent with back pain: differentials.  Key questions in history, examination findings, investigations, if thinking TB what other specific tests/cultures, and treatment.
