This is my summary of the whole exam experience.   It’s guaranteed to be a fairly unpleasant time and its never the right time to do it.  Everyone works for exams differently so what I did may not work for you.  I eventually made the decision to do the exam in August last year in preparation for the November sitting.  I probably gave myself too little time to revise but up until then I was frantically writing up my MD.   3-4 months is clearly the minimum amount required and I missed out on that sitting (although encouragingly I wasn’t too far away).   I used predominantly orthobullets and the basic science book for knowledge, and orthobullets, past UKITE exams, and the FRCS MCQ book for practice.  I started preparing again after new year for my second sitting in February – and this was actually easier and I felt I retained more information.  I took a couple of weeks off after this (found out I passed after about a week) and then worked really hard for the clinical in April.  This initially involved book work (again, orthobullets and basic science book) and then around 4-5 weeks before the exam did lots of practice VIVAs with consultants in the region, and we got together as a group (Aravind, Paul C, Tim Bonner and I) to test each other.  In terms of clinical practice, I did some hip and knee examinations in clinic with Paul Partington, Bala went through spine examination with us, and we practiced the rest ourselves.  I had intended to go to other clinics but I just ran out of time. 
In terms of courses, I only went on the local FRCS exam course, which was extremely useful and good value.   ITCA is similar to the real thing and good preparation – you will be familiar with the set-up in the real exam and you won’t worry as much having been through the ICTA process.  Some of the candidates seemed a little unsettled by the format, perhaps because they were not as familiar as we were...  I know some of the other guys went on exam courses outside the region and I understand most were very good, but expensive.  
There are a number of things that may help prepare for the exam:  
Firstly I would say it’s important to time the exam right and think about the job exposure you need to get you through.  I did paeds and F&A in my first year so this wasn’t very fresh.  I chose to do hands in the run up to the exam to hopefully help with what I felt was one of my (many) weak areas.  When you decide to do the exam remember there is a lot of paperwork and you will need references and signatures.  Give your referees and PD plenty of time to sort these for you.  I didn’t but they were very good to get things processed so quickly for me.  And remember the exams cost about £1600 so you may need to save up. 
Try to do some work during each job, and do some work for UKITE and ITCA – all this will help. 
Practice together.   I can’t stress how important this is.  I was reluctant to start doing this as I felt my knowledge was so poor that it would be wasted time.  It was useful to present things you have learned to the group and it was also useful to discuss unanswered questions that had arisen from reading. Practice clinical scenarios. We did this in the few days before the exam and most of the day prior to the clinical.  Most of the common topics we practiced came up in exam.

Organise VIVA sessions – send emails off to previous trainers or senior trainees.  There are a few examiners around who may be able to go through topics with you.  A group of consultants from James Cook and RVI gave up their evening for a mock VIVA session for us in the week before the exam, which was extremely helpful.  In addition, by organising sessions with individual consultants, by the time the exam comes round you will have probably covered most common topics/questions.  
Orthobullets: The US exams (on which orthobullet questions are based) follow a slightly different format.  If you accept that our exam has very few images, and you skip most of the histology slide / US specific orthobullet questions, it’s a very useful website, and there are loads of questions.  I probably got through all topics once and a few on several occasions. I bought the FRCS MCQ/EMQ practice book (kesi Raman) and thought the format and difficulty were similar to the real thing.  I had the black book but never really got round to opening it.   If anyone wants these books let me know. 
Look at the common topics and know them well.  For eg paeds – SUFE, femoral fracture, supracondylar, septic hip, Perthes, DDH, leg length discrepancy management.  Have a plan on how to answer each question – the same questions come up all the time.  Be confident.  Remember you’re unlikely to get onto the complex stuff so spend time learning the basics well.  It was suggested to us that we should be able to talk for a minute on a common topic before the examiners start asking questions. 
Be friendly and relaxed with patients as you would in clinic.  This is perceived very favorably by the examiners apparently, and may help you jump a mark (which may be all important in the end)  
Here are my short cases.  15mins upper limb, 15mins lower limb (3 patients in each section):
Pes cavus
iliotibial band syndrome
previous treated DDH in young adult
distal biceps rupture in a gym guy
cubital tunnel
RCT

Pes cavus.  Initially directed me to a short stature female in a wheelchair (apparently osteogensis imperfecta).  My heart sank.  Luckily I was redirected to a lady with bilat pes cavus!!  Practiced this the night before so felt a little happier.  Looked at shoes, inspected –pes cavus, claw toes, multiple lesser toe dorsal scars - asked to walk.  Just about to do the block test when the examiner moved me on to exam ankle movements (I can never do this slickly and I felt the examiners knew this was a weakness – I spent more time looking at her foot trying to get this exam right than looking at her face to assess pain).  As it was she told me it was sore and by now I’d realized that she had a stiff painful ankle and that she had some scars probably from previous triple fusion.  Asked what was going on and mumbled something about OA in ankle post triple fusion.  Bell went after what felt like a minute.  
?Iliotibial band syndrome. Youngish lady.  Examine knee.  Thinking about ligaments and also patella instability.  Thought she had a j sign.  After finished what seemed an otherwise normal exam asked me to go back and be more specific with palpation.  Tender over ? prox TFJ.  Told that she could perform a party trick with her knee when younger.  I asked her to demonstrate. She said it was too painful to do. Bell went.  Asked what it was. Think I offered iliotibial band syndrome… 
Prev ? DDH.  Young woman – exam the hip.  Inspection – lateral hip scar.  Trendelenberg positive.  Fairly normal gait.  Good ROM.  No LLD.  Asked what was the Trendelenberg test assessing (lever – femoral neck, fulcrum – femoral head, power – abductors) and what it could be – said DDH or Perthes as child treated with femoral osteotomy. Seemed happy and bell went. 
15mins over in what felt like a few… Realised I hadn’t used alcohol gel between patients, that I hadn’t really nailed any of them and that I’d possibly inflicted discomfort on the first patient! Felt I had dropped some marks and was a bit annoyed.  
Upper limb.
Distal biceps rupture. Big guy, young – weight lifter. Exam upper limbs.  Started with general inspection.  Spotted a few small scars. Told they were not relevant. Asked to look at right elbow. Obvious (ridiculously obvious) popeye sign.  Palpated for distal insertion – absent. Tested biceps – weak. Asked what biceps did – said flexion in suppination and also powerful suppinator. Asked what else suppinates – well, suppinator.  And what else.  Didn’t think anything else did but stupidly mentioned brachioradialis.  Had to back track after that… Bell went. Again, felt that it hadn’t gone well….
Cubital tunnel. This was fairly straight forward except that I completely ignored the prompt to examine the elbow and went back to the hand.  Good signs. Had previously undergone CTD on same side.  Asked about management.  Offered NCS prior to decompression. Examiners seemed happy.
RCT.  Surgery on one side, large tear on the other. Asked to demonstrate signs and determine where the tear was. This went ok although didn’t really get onto management. 
Long cases. 
Started with lower limb.  Walked down to the room with one of the examiners who in a very friendly manner said I should just treat this as a normal day on clinic…. Walked in to see a 10yr old lad with a prosthesis on his left leg, accompanied by his dad.  Told that I’d taken over the practice of a retired colleagues and was asked to take a history.  Very quickly I was told by dad that the boy had PFFD.  Had hip surgery when young and had an amputation this year (apparently Symes with knee fusion).  Moved me on from history to exam.  Guided to exam hip and stump. Discussed issues with stump viability, previous surgery on hip and my management strategy for ensuring appropriate prosthesis and leg lengths when older (currently had no knee but ultimate plan was to have an above knee type prosthesis when older).  Discussed different types of prosthesis and different parts of prosthesis (my advice would be to have a very basic understanding of this).  I was very heavily guided in this case and I knew this only very superficially (although I had a mock VIVA on hip problems in PFFD prior to the exam).  
Cervical mylopathy. Practiced this with Bala and Aravind a couple of days before.  65yr old friendly chap in wheelchair.  History was progressive weakness over period of a few weeks.  Had surgery about 4 weeks ago.  Symptoms and signs improving but still had some weakness. Asked to assess UL neuro – and show which myotome / dermatome I was testing. Examiner asked to demonstrate on him Hoffmann’s sign and explain what it was and what happened when abnormal.  Also discussed clonus and Babinski.  Showed MRI – multilevel degenerative changes -  described it and asked what the surgery he’d had done was.  Bell went. Felt happier.   End of the clinicals. 
Overall I thought the long cases had gone ok (assuming they were happy with my limited knowledge of managing PFFD).  Felt I needed to make up marks that I’d dropped in some of the short cases.  Glad the day was over.  The worst part was out of the way.
For the VIVA:
Know guidelines – NICE VTE and hip fracture, BOAST, MHRA guidelines for MOM hip prosthesis follow up.
Read over approaches and watch someone do the approach (or even watch youtube videos if you’re not familiar!!). In the week leading up to the exam I saw 2 deltopectoral approaches, Kocher to elbow and posterolateral to ankle.  All not that familiar with but all very useful.  Good to know the post app to knee (tibial plateau), shoulder (posterior disloc, scap fracture, hip (THR, posterior column), be familiar with approaches to humerus and around elbow (terrible triad) 
Have a plan for your kids supracondylar / tibial open fracture / irreducible shoulder dislocation presentation time dilemmas  - do you take in the middle of the night or wait til the morning. Justify the reason for your decision.  In most cases there will be no wrong answer.  
Know common topics. In the last 2 weeks I wrote everything about each common topic down on a prompt card. I didn’t listen to the radio in the car on the way to work for the month before the exam.  Just tried to remember specific topics and recite what I knew. 
Don’t learn hundreds of management options.  Decide on one and stick with it – good example is hallux valgus.  Important things on exam – is there OA in 1st MTJ, is 1st TMTJ hypermobile, is there transfer metatarslagia. Know the angles on xrays.  Know that cosmesis is not an indication for surgery.  Know the non op measures. And have one treatment algorithm – OA in 1st MTPJ – don’t do osteotomy. Hypermobile 1st TMTJ – lapidus (exam answer, although may not necessarily be needed), scarf (offer that as the only MT osteotomy although say you know there are others – remember no real good evidence of benefit of one over other), and Aitkin to straighten pp.   Have reasons for scarf – multiplanar correction, allows large degree of correction.  
Don’t need to know published papers.  I don’t know anyone who was asked to quote a paper, and you may get yourself into trouble.  
Thanks to 
· Rob Gregory (2 Mock viva sessions), Paul Partington (Basic science VIVA session x3 and a grilling every time I operated with him!!), Prof Deehan (For organizing a mock viva session at Freeman with Tom Beckinsale, Nigel Brewster, Paul Fearon, Jim Holland), John Harrison (hand viva session), Jon Page (Paeds viva session), Andy Gray (Trauma viva session), Ajay Malviya (lower limb and basic sciences Viva session), Dave Cloke (UL viva session), Tom Beckingsale (tumour viva session x2), Mr Miranda (Hand viva and clinic cases), Mr Kakwani (F&A VIVA), Santosh Venkatachalam (UL Viva session). Thanks to Jim McVie, Paul Baker, Paul Mackenney, Chris Coapes and Mr Adedapo
· Ajay Malviya for setting up mock UKITE exam.
· Thanks to Bala for his spine wisdom and Rich Jeavons for organizing JCUH VIVA 
· Fellow exam Colleagues -Paul Cowling, Aravind and Tim Bonner
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