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Make no mistake, this is a crap time. Realistically you need about 9 months of revision and stepping it up to about 2-3 hours every night 3 months before the written. This will depend on how much you have been reading over your training, but that’s a rough ball park. I had it easy as I have no family. If you are married, warn your spouse it’s going to be crap for them too. 3 months before the written, give your kids a pat on the head and prepare not to see much of them for the next 6 months.

You will get sick and tired of everyone telling you ‘this is a fair exam’. This seems nonsense as it’s only fair if you pass it. I am writing this the morning after my viva, and my feeling was that it tested about 10% of what I have studied. No stats in either the written or the orals, which was nice, but that’s a part of my life I’ll never get back. They say it supposed to test if you are a safe day 1 consultant, and then present you with things that you see once in your career. 

The exam probably isn’t that hard. The revision is hard. I have to say I think we should do this exam (or at least the written) at ST3. I know that it would have made me a much better registrar if I had known then what I know now. 

We are quite lucky to work in a region where there are lots of people willing to help out. Many thanks to all the consultants and senior trainees who gave up their time to help with practice.
 



Part 1 – Written
Most trainees will now attempt the written in Nov of their ST7 year. Start reading around New Year. You just have to do it. 
Texts
Miller – Buy it, read it 2-3 times. Just do it
Ramachandran – Buy it, lose it, steal it off Holleyman, read it twice. Is good overall. Has some mistakes.
Hoppenfeld – Approaches and anatomy. You need to know this not only for the exam but in general. I got it at ST3 and use it when I have a difficult case the next day.
Apley – Good for references and principles. I found the first 1/3 to be the most useful for overall disease pictures i.e. osteo/rheumatoid etc.
Orthobullets – This is really good. Is free (for the moment) and virtually mirrors Miller. Easy to navigate and had a bank of 2500 MCQ to do. I think I had done them all twice before the written. Beware though; they are more geared up to the American exam which is easy because they are dumb asses. I think a score of 80% on this probably equates to a UK pass.
Orthopaedic black book – Out of print but there are loads of photocopies going about. I have one and I’m sure we can come to some arrangement. About 500-600 MCQ questions which I think are more geared up to the UK exam. Maybe a little harder so if you are getting 65-70% in this you will be fine. 
Kesavan – Postgraduate orthopaedic series – MCQ and EMQ. This was the only book of any quality with practice EMQs. Get it but don’t use it until a month before the written.
I think this probably covers the written. I also found these books useful:
Hand secrets
Paediatric secrets
Spine secrets plus (not sure why plus)
Warning: EMQ questions by Sharma – A terrible book. Absolutely terrible. Every third answer was wrong. And really really maximises trivia.
I did the written in Newcastle. You do it at the driving test centre. I found it pretty quiet and relaxing to be honest. The bell on the clock outside goes off every hour but they give you earplugs. Was expecting it to be too noisy but was very professionally run. 
You can, before the written, go to the Pearson Vue (company running things) website and look at the format of the questions. I would advise this as it give you some hints about flagging questions you want to go back to.
I was not pushed for time. I did all the questions and had time to check them all at least once. This was a converse to the UKITE this year which was very tight. That said, this was the first year UKITE has been like that.
About 2-3 weeks before the exam Mr Reed unlocked 4 UKITE papers for practice. This was very useful. 

Part 2 – Clinicals and Orals
Give yourself 2 weeks to chill after the written. Go on holiday or something. Then start again. It difficult to know what to read. If you pass the written you should, in theory, have the knowledge to pass the part 2. 
Texts
Banaskewitz – Postgraduate series – Probably useful. It’s a shame that this is by local consultants and trainees as it’s not that good and contains numerous errors. But it’s more readable than Miller and covers most of the common things you might be asked. 
Banaskewitz – Viva examples – I found this more useful. Good to go through it and talk out loud. There is a lot of stuff about papers which is not asked in the actual exam. Also the examiners in this book are a lot more harsh than in real life. 
Harris – Clinical examination book – Hehehehe. Boobies.
Practice
Get a study group early on. Try to get people at your level. Any more than 3 and it starts getting less productive. Examine each other and go for trips into the wards to find real people.
I took the week off before and went round clinics getting some hand, paeds, spine and general orthopaedics practice. Was useful. 
Get as much viva practice as you can. There are at least 4 examiners in the region that may be able to help you and many other consultants are willing.
ITCA was useful. If you are about to sit the exam you get to do 2 rounds. I got stuck in Bishop Auckland so I only did one, but was good. 
I didn’t do many courses. I did the basic sciences viva course in Cambridge which was good but it was mostly to use up study leave budget. The local FRCS course is probably the one to do. It’s cheap for 3 days and concentrated on exam practice unlike some courses that can be a bit lecture heavy.
When you find out you’ve passed the written, get a nice hotel booked. We booked into the best hotel in Chesterfield. It’s next to the stack of burning tyres. 
Here is some firm advice. Don’t do any revision the night before. If you don’t know it by now you won’t. We did and all it accomplished was to maximise trivia and lead to a sleepless night for me. If you must read, do it quietly by yourself. Get to sleep by 10pm. 







Clinicals
So we had the clinicals on the Sunday morning. I started with my intermediate cases;

Upper Limb – Painful lump on wrist. Took a history. Diagnosed multiple hereditary exostoses. Also had median nerve symptoms. Discussed family history and inheritance patterns. Hurray. That’s what I got in the ITCA. Examined the forearm and wrist. Median nerve. Asked to examine other lumps and comment. She’d had excisions and hemiepiphyseodesis on her legs and a frame on the arm. Let me tell you about frames and distraction osteogenesis sir. Showed me an X ray of ulnar osteochondroma and radial bow. What would you do? Excise the osteochondroma and lengthen the ulna. Possible radial osteotomy as she was now 18. Ding. OK so far so good.

Lower limb – 56 year old with sore hips. Nice. History, fine, sounds dysplastic. Exam, basic hip exam. Showed me an X ray with marked protrusion bilaterally. Otto pelvis. Suggested differentials of protrusion but said she didn’t have the hallmarks of RA, Paget’s or Ank spond. What would you do? Cemented Exeter. But may have to cut neck in situ, morcelised bone graft to medial wall plus or minus reconstruction ring. Why cemented Exeter. Literature, NJR, familiar with it, modularity. 
At this point I was pretty delighted with this as I had been dreading the clinicals. Little was I to know.


Short cases – did upper limb first. As we walked towards the examination we saw the twisted dwarf nip to the toilet. 
The short cases go so fast. It’s very foreign and not at all representative of what you do in reality. 

Upper limb
1: What is this. 14 year old. What do you see? Webbed elbows. Oh crap. Got a bit mumbly but got pterigium out. Examined him. Quick functional exam. Restricted elbow motion. Could reach his head but not his bum. Suggested this might be a problem. What do you call the condition? Ummmm. Is it arthrogryposis. Yes. Well that was a shot in the dark. What else can it give you? Hands, hips, knees, feet. What would you do? Probably nothing. I said this mostly as he is 14 and nobody has done anything yet. If you had to do something. Suggested extension osteotomy on one side so he could attend to personal hygene. Ding. Rubbish.

2: Sore shoulder. OK this is better. Popeye sign. LHB rupture. Jobe test positive, SupSpin weakness. Rest of cuff OK. Plan. MRI scan to look at cuff and fatty atrophy. If problem, SS repair and LHB tenodesis. 

3: Examine this lady’s hands. Um she’s got short index and middle fingers. Couldn’t remember brachydactyly. And a bit of a sore thumb. Missed the trapeziectomy scar on the non-sore side, but it had clearly been done by a hand surgeon as you could hardly see it. I make a point of my scars being hideous so this sort of thing doesn’t happen. Discussed grind test, pathology of OA thumb, mentioned volar beak ligament, subluxation and developing boutonniere deformity.

Lower limb
Not much time to breath. 
1: Hallux valgus – Oh thank you God. Deformity one side, recent surgery on the other. Described deformity. Looked for correction or evidence of OA. Correctable hammer toe on 2nd. Shown X ray of foot and described angles in forefoot. What would you do? Scarf. Anything else. Nope. Showed X ray with scarf and Akin. Said didn’t have any hallux interphalangeus on the x rays which were probably not hers. OK fine. 
2: 13 year old girl, examine legs. Lots of scars both surgical and non-surgical. Tendon transfer scars at ankle. Examine gait. Foot slap but clearance. She was showing it off a bit which was great. Examine ankle. Weak dorsiflexion. Anterior tendon wrong. Possible tib post transfer through IO membrane. She said yes but doesn’t work very well. So deep peroneal nerve damage as peroneal muscles OK and sensation on dorsum foot OK but 1st webspace gone. Look at the scars on the back which I had already commented on. What do you think they were for? Initially blurted out gastrox lengthening and then as the examiner was about to clip me round the ear, said that didn’t make any sense. Um um um. It’s a Sural nerve graft! Yep

3: Examine this guy’s knee. OK started to do that. 50 year old. Thought it might be a chronic PCL. Until palpation. Where is his knee cap? Initially thought patellectomy but no scars. Ok I’ve found it. Its round here. Dislocated patella. Chronic. Was shown an MRI of this. What would you do? Asked about his symptoms. Pain. Wants something done. Said if his function OK could leave alone. Physio maybe. If bad do realignment with MPFL or tubercle osteotomy but may lead to more problems if already had DJD or could do patellectomy but would cause fulcrum problems. Anything else less drastic. Can’t think of anything. May have wanted denervation. 

OK finished. Felt quite good as only had a few stations that were bad. Hoped that my being nice to patients might have got me a 7 to offset the 5 for clinical stuff!






Orals
I found this much less daunting probably as I had done more practice with consultants. Think I had the best order Kids and hands, basic science, adult path and end on trauma. At least I might go out at the end feeling good.

Paeds and hands
1: Club foot – Describe the deformity. Risk factors. Examiner is the patients mum. Describe the treatment. Went through Ponseti, tenotomy, boots and bars. Follow up for dynamic supination and tib ant transfer if needed. OK tell me the principles of tendon transfer. Think the hand guy wanted to ask me this as he looked a bit put out.
2. Clinical photo of kid from back with scoliosis. Said need to see if structural or functional. Forward bend, sit on bed, leg length and block testing. OK so here is another photo. Short right leg seen now she’s on blocks. Functional scoliosis. What do you do? Surgical sieve for LLD. Causes. Discrepancy at skeletal maturity. Addition or use Paley multiplier. Different ways to do an epiphysiodesis. Lengthening if needed. Illizarov method.
3. Why that looks like multiple hereditary exostosis. So far I had this in ITCA, Intermediate case and also had discussed a case with Jon Page earlier in the week so cool. Talked about this and pretty much went through the same treatment options. Other issues. Radial head dislocation. Thanks Jon. Risk of malignant change. Large cartilage cap. Discuss with tumour centre and MRI. 1-5% risk.
So at this point I was pretty pumped. So it’s about time the bubble gets burst.
Hands
1: What’s this? Swelling on back of the hand. What is it? Possibly ganglion, lipoma, blablabla. OK so How would you examine. Fixed to skin, moves with joints or tendons. So this moves with the tendons. Had to be told it was tenosynovitis. What would you do? Get a diagnosis. Rheumatology opinion. Imaging. Non op first with anti-inflammatories. Maybe for a tenosynovectomy. Felt this went badly.
2: X ray of Galleazzi fracture. Fine. Principles of fixation. Henry approach. Reduce radius. You have opened it and can’t get the radius reduced. ORIF DRUJ. Approach. Dorsal. OK. Showed X ray of fixed fracture. 1 wire and tightrope.
3: Wrist drop photo with mobile wad wasting. Gunshot to axilla 18 months ago. Said examine all nerves as may be a plexus problems. Isolated radial. Is triceps OK. Yes. Tendon transfers. What ones PT to ECRB, PL to EPL and FCU to EDC. ‘PL to EPL??’ he says. Yes that’s what I would do. 
Think this all went OK apart from the first hand question. So you get taken back outside, lined up and ready for another beasting.

Basic sciences
1: Clinical photo of extensor tendon anatomy. What’s what? At this point my Weegie accent appears to confound him and I realise he thinks that I think EPL is 1st compartment. No, I said APL. A A A. Racist. Fine. So you want to do a wrist arthroscopy, where do you go. Fine. What’s the approach for a wrist fusion? Told him. Mentioned Berger flap but said this is more for when you don’t fuse to avoid instability.
2: So we like bones. Draw me the structure of bone. Fine. Talked about haversian systems and the like. Inorganic versus organic etc. What type of collagen? Draw me some collagen. Attempted a triple helix. Qualitative versus quantitative deficiencies. Tension and compression. Where are the cells? Where are the osteoblasts? Where are the osteocytes? OK. Draw me a longitudinal bone and tell me the areas. What do you know about skeletal dysplasias? Mentioned the classification based on area and whether its hypo or hyperplasia. 
3: Acetabular cup. Explanted and worn. What side is up? This worn bit here. Divots on other side maybe from neck impingement. How can you prevent wear? Implant factors/surgical factors. Implant material, if its poly manufacturing process is direct compression moulding. Highly cross-linked with gamma irradiation in air and vitamin E. Talked about on shelf oxidation. What about the head. Could use ceramics as less rough and better scratch profile. Tell me about problems with wear. Did the whole RANK speech and was fine.
4: Drew me an oblique fracture. Tell me how you would fix this. Talked about lag screws. Technique. Why right angles, why countersink. Neutralisation plate. Screw parts. What affects pull out strength? Thread depth, pitch. Finished with what the pitch of a 3.5 screw is. Said 0.5mm. He couldn’t remember.
5: Photo of the top of a tibia with anteromedial wear. OA knee. Where do you get it? Do you think the ACL was intact? Why. If you scoped this knee how would you classify the wear? Talked about outerbridge classification. Would you have done a uni knee? No cos lateral wear. When might you do that? Listed indications and contraindications for uni knee. So what would you do? TKR. PS or CR and why. Said CR unless patellectomy, PCL insufficient or inflammatory. Cos I’m used to it, no literature proving one better. OK so advantages and disadvantages of each. How does roll back work in a normal knee and in a TKR.
I cannot for the life of me remember what the other question was. I wonder if the last one was two rolled into one as it seemed to go on for a while.

Adult pathology
1: You have a 3 year old with a sore ankle. What. ADULT pathology. That threw me a bit. So history, exam. Sounded like infection so said I would want to differentiate between cellulitis, septic arthritis and osteomyelitis. How. Clinical, MRI. You can’t get an MRI its Friday.  So I spent the next two minutes mumbling about exam and aspiration if I think it’s the joint. Then he shows me the MRI. OK so its osteomyelitis. Deep bone sample if not already got a bug and abx. This was probably my worst bit. Which is annoying as it’s an easy one and I could totally mange this in real life.
2: 40 year old woman with injury to right arm 18 months ago. Some elbow stiffness but fine until developed a dense radial nerve palsy a week ago. Said history and exam. Want to determine a high or low lesion.  Talked a bit about the innervation of various muscles. If full drop where would you expect the lesion. Showed me an x ray of a non-union radial neck with some HO. Said would be unusual for a fracture at this level to affect the radial nerve proper and 18months post. Possibly red herring. If no recent trauma to arm treat as mononeuritis or Saturday night palsy. Clinical exam to rule out sinister causes. Physio for passive motion and splint and see in 3 months. NCS if no better. Talk about NCS. Where, how, what do you look for? So no better. What can you do? Tell me the principles of tendon transfer and what ones you would do. Again. Why certainly. This guy didn’t have a problem with PL to EPL.
3: 30 year old. Bilateral shoulder and hip pain. I was about to say AVN and has he been on steroid. Examiner told me about steroids. Looked at shoulders and commented. One had subchondral collapse. Showed hips and I commented. Asked for MRI. What would you do? Suggested core decomp for small left lesion. Consider vascularised fibular graft for larger lesion on right. What about shoulders. Decomp non collapsed side. If collapsed side is very bad discuss arthroplasty or fusion. Tell me how core decompression works. Made it simple. 2 ways. Relieves pressure and stimulates local healing. 
4: Changed examiner and this guy I thought was much better. Started off with back and leg pain. Red flag signs. Discussed radiculopathy and showed me an MRI. Said disc at L3/L4. What would this cause. Likely L4 nerve. Draw the path of the nerves in the lumbar spine. Fine. What if it was a far lateral disc? L3. What does this cause? What might you expect if you test the reflexes? Weak or absent ankle jerk. What are you going to do? Non op for 6 months. 90 % will resolve. Physio, analgesia (including antiepileptics and antidepressants), nerve root injection. If persists, consider microdiscectomy.
5: Hole in the bone question. Was wondering when it would come up. Lesion in proximal humerus. Some lysis. Stippled calcification. Described lesion using Mr Gerrand method. Said possibly enchondroma but given history and areas of lysis more likely to be chondrosarcoma. It was! Staging and grading. MRI whole bone. Was shown the MRI and asked to comment. Both T1 and T2. Tumour with reactive zone.  CT CAP, Bone scan. Discuss with tumour centre. Principles of biopsy, management. Surgery. Not chemo or radio sensitive. Talked a bit about putting patients in clinical trials in tumour centre.
6: Another spine. Back pain. Shown lumbar X rays. Paused a bit looking for another hole in the bone but was ank spond. Commented on marginal syndesmophytes, loss of disc height, sclerosis and SI joint involvement. What test for SIJ pain (FABER)? Could this be DISH? No. What does DISH stand for. Why not DISH. Because of the syndesmophyes being marginal. Good. So he’s got a cervical kyphosis. What’s the plan? Hips first. Potentially lumbar spine after as C7/T1 surgery risky but an option in experienced hands (think he was a spine surgeon and liked this). Want to be able to look where he is walking. Bell went 

OK last one. Trauma and probably my strong point so was feeling OK by now. 

Trauma
1: Starter for 10. Supracondylar fracture in child. Gift. Went through exam, management. Cold hand, warm hand etc. Technique for K wires. Open if needed. How. Said anterior crease and get stuff out of fracture. Was happy with this. Discussed role of vascular surgeon and shunts. Showed me a poor effort at fixation. Not reduced and wires crossing at fracture sites. Said this is shit but how long after. 1 week. Probably take her back and redo. What if 4 weeks. Likely healed. Leave and see how she does.
2: Comminuted Monteggia fracture with segmental ulna and radial shaft. Principles of management. Reduce anatomically as able and reduce radial head. Do ulna first. Henry approach and sub cut ulna. Showed fixation which was OK except a bit of a gap at the proximal ulna. Next x ray showed non-union. Said remove plate. Clear fracture. New plate. Compression + bone grafting. 
3: Lateral view of posteriorly dislocated knee. Said multiligament injury. Would like AP to see if any suggestion of collaterals. Fine. Only posterior. High risk of popliteal artery injury. Both acute and intimal tear. Examine NV status. Take to theatre. Reduce knee. Re-examine vascular. Discussed role of vascular surgeon. Discussed on table vs CT angiogram. Said if not ischaemic then do CT to look for intimal tear. If ischaemic do on table then shunts. External fixator to stabilise. Fasciotomy. Discussed later management. Said soft tissue knee surgeon. ACL reconstruction plus possible PCL and if collaterals gone do this.
4: Intracapsular fracture of hip in young patient. Stuck to principles. ATLS. Analgesia. Take to theatre. When. If I can get it done before 10. Otherwise next day. No evidence to rush. Fine. How. Closed first and cannulated screws. If you can’t. Open reduction. How. Watson Jones. Described this. Seemed happy. Talked about screw configuration and posterior comminution. Don’t want it in varus. Risks to discuss with patient. AVN and non-union.
5: Hawkins 3 talus fracture. Mentioned ATLS again briefly. The guy was obviously getting tired of every candidate doing this but it’s the safe answer. Open versus closed. Why 3 worse than 2. Blood supply to talus. Deltoid arterial branches preserved. What’s the plan? Take to theatre to reduce talar body. Ex fix spanning and CT scan. What will CT tell you? Medial comminution. How to fix. Double approach. Anatomical reduction. Plate lateral and medial screws. Don’t compress a lot on medial side else you risk varus deformity. Risk of AVN. Hawkins sign. If develops DJD what to do. Fusion. He wants ankle replacement. Well he can’t have it bub.
6: Last one was a polytrauma. Head split NOF and ipsilateral tibia. ALTS. Yes yes. How will you treat this? Principles. Hip anatomically reduce the joint and headless compression screws. Cannulated screws for neck but also have DHS and blade plate. THR available on the shelf if it all goes pear-shaped. Nail for tibia and consider doing this first to make the hip op easier. This he liked but said ‘would you do this’ Said no I would refer to a pelvic surgeon. He says ‘the pelvic surgeon is in the exam giving you a hard time, would you crack on’ No you can still have it sir. OK so is there a place for THR. Said as he was young (<40) would try and reconstruct but option for THR if nor reconstructible or over 40. Cemented Exeter. Really. Anything else. Said I would do this based on NJR and ODEP. Then volunteered that another option would be to use a harder bearing like ceramic, uncemented cup and cemented Exeter stem. This is probably what I would actually do and I must have been feeling brave. Examiner says he thinks this would be a better option. Tell me the benefits of ceramic. Got a few out and the bell went.


So all in all, wasn’t too bad. Definitely had a few 5s in there both in the clinicals and the vivas but think I had a few 7s to pull me up. We shall see. Hope this helps people. Main thing to remember is that it’s very rare for a proper trainee to not get through eventually. If you get to the part 2, the pass rate is 55%. But when you split that up its 95% for trainees and about 25% for non-training staff grade types.  Good luck.

ADDENDUM

So I passed and we had a 100% pass rate this year. Well done guys. Thanks again to everyone who helped me through this.
