Sandy Wood Exam Experience September 2013
Sorry if this is a little long, but I have brain dumped all I can remember.
Multiple Choice:  Whilst Orthobullets bears no resemblance to the exam I would recommend going through it in detail three times over the year before the exam.  My results were the same for Orthobullets last time as the real thing.  I did not use Miller at all until the last week.  Instead I would recommend AAOS study guide, which is like miller but three times as long with the same amount of information, it makes easier reading and then a quick read through Miller the last week is easy.  As everyone says do lots of multiple choices.  A lot of the British books may represent the exam, but don’t get despondent as they are often a lot harder than the real thing and we all had massive crashes in the  week before the exam doing some of the revision books as they are too hard compared to the real thing. There is not much point meeting up in groups in this stage as it is a distraction although every now and then it is quite refreshing to do a few questions with someone else.

Clinical and Viva:  The trick to this is to meet in groups.  We met online twice every week for two-three hours a time to go through viva practice and then set up a two week programme of vivas with the consultants.  Doing it this way saved travel time and meant that there was less faffing and chatting, we used Google Hangouts which allows you to have three or more people on line at the same time and share power point presentations. Get organised early and take the week off before as study leave and email the consultants early to book multiple viva practices.  Everyone says you have the knowledge, but we had a study guide and went through each topic proportionally after looking at the amount of topics on Orth-North and other revision material.  It takes about 12 weeks to do this in detail, and whilst you do have the knowledge I think it is important to relearn it verbally as it is a different skill and the knowledge has to be learnt a different way.  We also spent 30 hours over a weekend and a day doing examination practice as a group, this was invaluable and we consolidated this on real patients in preadmission clinics and bored patients on the ward.
My Clinicals
Intermediate Case

I had a patient with total limb pain down the right side with a previous ORIF twenty years ago following an RTA, I think the trick on the history was to prize the hip pain from the knee pain and from the back pain.  I ran through my history in a standard way as a medical student would, I asked for a pen and paper and jotted stuff down like I do in clinic.  Make sure you find out how the pain affects his life etc.  I presented that it sounded like it was from his hip his knee and possibly his back and that I would like to try and establish where the pain was coming from.  They then asked me to concentrate on the knee.  A quick look at his walking and then onto the couch, palpation, range of movement examination of the knee, then I started to do individual tests, they wanted me to concentrate on ligaments and stopped me before I could test meniscal etc.  He had a positive lachmans test and a lax MCL test.

They then stopped me asked what tests I would want:  Knee AP Lateral, he had a Hoffa Fracture with an ORIF I then asked for an AP Pelvis he had OA and a Resurfacing on the contralateral hip.  They asked how I would differentiate between hip pain knee pain and spinal pain.  I said an injection of the hip and that I would want an MRI of the spine as per NICE 88 guidelines. They then asked me what I would offer him as conservative had failed I said an Exeter with a Contempory cemented cup, they asked why not a resurfacing, I quoted the MHRA guidelines as he was too old etc.  Then the bell went.
Second Intermediate Case

My second case was difficult as I was the first candidate and by the end of the day they had realised the patient was a complex patient with overlying issues over his clinical picture and so other candidates did not have to examine him however here goes:


The history was off back pain, radiating down his back and through his legs but with an excellent exercise distance etc.  He was older and had no symptoms of stenosis etc.  Again the history was taken as a medical student would do completely with no corners cut.  

On examination the patient looked like he had a degenerative scoliosis right sided lumbar with a compensatory thoracic curve.  I tried to palpate him naming the cervical and thoracic spinal segments but he was too painful beyond T4 and he was too painful over the spinal musculature again.   I tried to do an Adams test but he was too painful, I then tried to get him to do movements but again he was too painful, I then said he was stiff in the lumbar spine and if he was not this painful I would measure 10cm above and 5cm below the posterior iliac spine.  They asked whose test this was and I said I could not remember the name and they said no matter and they said why did I not examine him on the couch as he was too painful for any tests, I forgot to do a screening test on heels and toes but got him to walk over to the couch watching him.  I then examined him on the couch doing his dermatones, but he was too painful for any of the myotomes or reflexes and I just commented that he was generally week but this probably had some pain overlay as he lay there screaming with the slightest touch and even on dorsiflexion of the hallux.
They then showed me the x-ray and there was some degenerative scolio and said conservative treatment had failed what would I do, I said a fusion with decompression and they asked how far up I said two above the end of the scoliosis.  Then the bell rang.

Short Cases

Upper Limb

These are chaotic, hardly time to breath let alone think.

My first case was an old lady with a shoulder problem they told me to examine the shoulder and that is what I did, I could not see any muscle atrophy from the front, posteriorly there was scalloping over the supraspinatus and they wanted me to specify exactly where that was, I then started to palpate and they said she is not painful continue the examination so I moved onto range of movement, to my surprise she had a full range of movement with no pain, normal scapulohumeral rythum, normal internal and external rotation.   So I was a bit confused, having convinced myself that this would be a rotator cuff issue.  So I moved to the front to do power and she had some slight weakness and lag on her supraspinatus and teresminor, and I noted that she had a proximal biceps rupture, she was weak on biceps testing, had no impingement on neers or Hawkins, I was asked what she had and I said a proximal long head of biceps tear with mild rotator cuff pathology.  They asked what my treatment would be I said conservative and the bell went.

Second case the asked me to examine the wrists, I said I would expose to the neck they said don’t bother and examine the wrists, but the elbows were visible and I said that she had psoriasis plaque at the elbow, I did not describe it and they seemed to like the straight to the point issue, they asked about what would I expect in the fingernails, the moment got to me and I said I’m not sure they said don’t worry and then I said pitting and they seemed happy.  I then went through a no touch examination of a hand, giving the spiel along the lines of polyarthropathy with caput ulnae, supination at the wrist with volar displacement, I then ran through some movements and function of the hand including key, coin tripod grip etc.  I forgot to get her to move the wrist and asked if they wanted me to palpate the hand and wrist they said continue with palpation etc as she was not too painful so I palpated around all the pertinent bits in order and then remembered to move the wrist where she was stiff. The asked me my diagnosis which was poly articular psoriatic arthritis with stiff wrists. As the bell went they said the only clinical finding was the stiff wrist.
My Final upper limb I was asked to do a neurological examination of the gentlemans limb.  He had dry skin and surgical scars around the radius from an external fixator (Edinburgh) and scars over the carpal tunnel and proximal wrist crease, in the median and ulnar nerve distribution with wasting and some slight clawing, so I commented on that and said rather than do a brachial plexus examine I would examine the nerves in order.  He had sparing of the dorsal aspect of  the ulnar nerve so I said this was a low lesion, I did three ulnar nerve tests, and sensation, and then moved onto the median nerve, tested that this was low and that AIN was spared and said as much.  Tested sensation in the radial nerve distribution and then said that the gentleman has median and ulnar nerve low palsies and that I would like to do a complete brachial plexus exam, they then asked me to fully test the radial nerve, which I did, he was weak on extension of the wrist and asked me why and I said that this was probably post trauma fracture stiffness rather than neurological and they said exactly then the bell went.
Lower Limb Short

The first case I had was a Hallux Rigidis, which I came to the diagnosis within a couple of seconds, checked where the pain was on ROM and then they moved onto the x-rays, asked me what I could see, how I would manage it, I said chielectomy, they said do I think that would work, I said yes as there was sparing of joint space and she had end range pain,  but I would consent for a fusion when I inspected the joint surfaces and they then asked how I would fuse the joint, I said two memory staples.  They asked about my post operative regime and I said I would keep her non weight bearing for six weeks with forefoot offloading shoes, we then moved onto the next patient.

Second patient had a scar over the fibula and they said that she had a previous operation and that now had more pain.  I got her to walk and tried single leg toe stance etc but she was too stiff,  said she had a stiff antalgic gait, I then sat her down with her foot on my knee and inspected again. It looked like she had a fusion by one of my old bosses judging by the scar and so I volunteered that which proved correct, I then tried ankle movement which was rigid, but subtalar had a clunk with pain which I described, they asked how I differentiate ankle from subtalar movement and I said by feeling the talus.  Forefoot was ok.  They then showed me and x-ray and said what did I think, I said a fusion from a lateral approach using fibula as bone graft and two cannulated screws, they asked how I would fuse an ankle I said by this approach they questioned why not arthroscopic I said that this approach gives good fusion results in my hand, they asked me to describe it which I did, and then asked how I knew the fusion was intact I said because you can see continuous traberculae over the ankle joint, they asked me what tests I would want, which I said blood count CRP etc and they then asked how I would confirm the subtalar joint was painful I said by injection then the bell went.
Third Patient This was a young girl and they said this girl has a painful knee which becomes swollen and gives way, what was my differential, I said I would worry about meniscal tear, ACL and if no trauma then an OCD.  I then had a look at the patient, got her to stand up she looked like she had normal alignment, I got her to do a frog stand and a couple of steps she managed that and I said there did not appear to be any interarticular pathology, I then got her up on the couch palpated, no pain then moved her knee and felt a lot of crepitus on the right, on the left the patella appeared to track laterally, I then said to the patient, if I got you to flex your knee with some pressure pressing out the way you probably would not like that?  She said definitely not, I then said to the examiners she has recurrent patella dislocations, they said don’t do that examination, what tests would you want, I said AP Lateral and Skyline, they asked how would I do a skyline and at what angle I said 30 degrees and signalled where I wanted the plate and source.  They then showed my the AP  x-rays and asked what I thought, I described the hypoplastic lateral condyle and they then asked about the patella I said it was highriding and lateral they seemed happy with that, they then gave me the lateral and asked how I would meaure it, I described insall ratio and they were happy.

Overall Clinicals:  None of the clinical stations allowed a thorough examination, and the pre examination practice was essential as it allowed me to cut and change to certain points on examination without an issue, in previous mocks this is what I have found difficult to cut from inspection straight to individual tests without moving through look feel move specific tests, but they do cut and change you through the tests as time is short, we practiced this at length before had and whilst we had a system we also made people break their system and this reflected what happened on the clinicals.
Vivas

Again we had hours of viva grilling from the consultants, and when we started we were rubbish, but after a while they beat us into a format:  Essentially the first line guides you.  If the point is obvious acknowledge it clearly, if you are asked what you would do say I would do this.  If asked to describe causes then say something along the lines of I like to break these down into cause A B and C, in A there are 1,2,3, B 1,2,3 C 1,2,3 etc.
Adult Pathology
My first case was a ulcer on the foot, I was asked the causes and I broke them down into Vascular, Neurological and Diabetic and Pressure effects and then expanded upon each one.  They asked what I would want to test, I said the patient overall, local and ulcer and expanded upon that with making sure the patient was fit and all the bloods including Hba1c etc, then test the limb for sensation vascular etc, ABPI, symmes monofilament etc and then the ulcer etc by inspecting, futher imaging etc, they were happy with this and I was only asked 2 questions but talked about the subject for a full five minutes.  I was then asked about a painful shoulder x-ray, this was the hole in the bone question and I answered in the way we had practiced eg:  Age of patient, matrix, reaction bone affect bone etc, I then went on that this is suspicious of malignancy due to the pain and I would like to image further, I was asked what test I would want in clinic and I started to rattle of all the bloods etc, and he wanted me to say MRI, so said what imaging I said MRI he showed me an MRI which had a wide zone of odema, the x-ray looked like a chondrosarcoma but I was never asked to specify.  I was then asked about how I would stage this and grade it.  I was then shown a Holstein lewis fracture of the humerus, I was asked what nerve is likely to be damaged, what It would supply, how I would differentiate between a high and a low lesion, to which I said that a very high radial nerve lesion would also affect the triceps, a lower lesion could have a difference between the PIN and superficial radial nerve.  I was asked about my management, I said that Holstein Lewis paper showed high nerve entrapment, but that further papers had not shown this, so I would manage it conservatively and I would organise nerve conduction studies at 14 days.  I was then asked about the staging system which I said there was a seddon and an sunderland classification and described these.
The next adult pathology examiner showed me a dislocated hip, I started with this is an AP pelvis with a dislocated hip, there is a well fixed charnley with a well fixed acetabular component.  He said what are the causes of a dislocated hip, I said that I like to talk about these as surgical, patient and implant related factors.  I gave him the surgical causes like implant malposistion, approach, and that a posterior with capsular repair is now not an issue etc, he asked which way I would go I said posterior as I would not want to damage the abductors, but that I was aware you had to be meticulous with your repair to reduce chance of dislocating.  I then continued with surgical factors, like templating, offset, abductor tension he asked about what version of cup and stem.  I then went to patient factors, quoted a paper about obesity and then talked about neurology, weak abductors alcohol consumption etc.  Then I talked about implant factors large head, wear etc.  He then asked me why this had failed, I said because of wear superiorly, he said that the anaesthetist was really worried about the patient how would I address this, I said that I would revise just the acetabular component, he was happy with this and said was there anything else I could do and I said a posterior lip augmentation device he then showed me a PLAD and we moved on.  Next I was given a hole in the bone question on a spine, which went along the lines of  describe this x-ray, and I just gave the spiel about how I would manage it, quoted the NICE guidelines about malignancy in the spine and about how I would work it up. He asked how I would fix it and a I said posterior after I had ruled out renal cell etc. Next I was given a hallux valgus question, I gave all the angles and that it was congruent etc and that I would fix it with a scarf +/- and akin as long as no RA or OA etc.  He was happy with this and then the bell went.
Trauma

Trauma was a little surprising, before the exam I though this would be my strong point.  The first case was a intertrochanteric fracture, I said that I would fix this with a DHS, he said are you sure, and I said that I think there is enough medial buttress but if there was not then I could do a cephalomedullary nail, he was happy with this, he then said the patient was confused when you saw them the next morning, what would you do.  I said that I would call for the assistance of the CofE team but start initial assessment including full observations, auscilitate the chest and feel the abdomen.  I would check bloods and ABG if required start fluid management as required. He asked me for causes of confusion so I started at the head and said CVA, Fat Emboli, Hypoxia, Hypoglycaemia, Hypotension etc.  I missed hyponatraemia He then rattled off a load of bloods, the only one I caught was that the sodium was 122, I said that the patient was hyponatraemic, he said what are the causes, I said fluid overloading NAIDH etc and he then asked how we treat it, I said that it depends upon the cause, fluid restriction etc.  He then moved onto a spinal x-ray.  I said it was a lateral with an abnormality at C7, that I would come back to, said it was adequate but needed AP and a dentoid.  Then went through the curves shapes of bones etc.  There was a 25% subluxation of the c7 on t1 and I said that it could be a unifacet dislocation, he asked what I would like to do, I said the patient needs immobilisation in A&E and a full neurological assessment then a CT and a MRI, he showed me these and asked me to comment, there was high signal in the cord he was asking what else I would look for and I said haemotoma, decreased space, ligament and soft tissue disruption he kept going on about it and I am not sure what he was after.  He then moved on and said how would I manage it I said apply traction after fitting a HALO, I then described how to apply a HALO the landmarks and the risks.  He then showed me a horrendo  fracture of the proximal femur, he said the patient is adamant that he does not want surgical treatment as he has had multiple operations and the last doctor said that next time he would have to have his leg amputated.  He asked me how I would treat it and I said by traction, he said draw me a Hamilton Russel traction which I promptly did, he asked me how I would attach it to the patient, I said via a stineman pin through the tibia, he asked how I would do this, I said through the proximal tibia just distal to the patella tendon insertion through thick cortex he was happy with this, he asked me if I would lift the end of the bed, I said no, he said that the answer was yes else the patient would fall off.

The next examiner showed me a partially amputated tibia and said all the ATLS nonsense had been done and asked me what I would do, we had practiced this at length and I went on about circumfrential examination, treatment along BAPS/BAPRA guidelines, with antibiotics, tetanus, photo, saline soaked gauze, assessment NV, management with plastics.  He then asked how I would manage I said that I would start superficially with debridement of soft tissues, through gravity fed irrigation of a minimum of 9 litres, working my way deeply, that I would stabilise the fracture with an Ex fix to the calcaneum and 5th MT with smaller pins, and above it, that I would dress this with a topical negative pressure initially and then do a second look and closure at that time.   He asked about what the indications for amputation were, I said life saving, then talked about the MESS score and the issues behind the original paper and other papers that have disproven the initial findings etc. I said the most important factor was the state of soft tissue and not the presence of nerve damage etc.  He was happy with this. 
He then showed me a clinical photo of swollen foot in a diabetic patient, this was 6 weeks after injury, we then played a game of what am I thinking, I went through the assessment of the limb neurology, sensation etc, that he could have a charcot joint etc, he asked me what investigations I would get, I said x-ray bloods HBA1c etc, he then asked me how long an HBA1c remained high for I said 180 days and he then asked me what the biochemical principle behind this was, I think I muttered something about glycolosis of haemoglobin.  He then showed me an x-ray of a Lis Franc dislocation from the same foot, he asked me how I would classify this, I said that it was by the direction that the metatarsals displaced.  This was enough for him and he moved onto the next case.  This was a supracondylar fracture of a paed patient.  I gave the spiel about what it was, classified it as a grade 3 and said that I would want to do a circumfrential inspection of the limb, he asked me what I would test and why, I said AIN in particular as this is the most commonly injured nerve and then the vessels, he asked me what I would do as this was a cold pulseless limb.  I said that I would take it to theatre immediately contact my plastic surgical or vascular colleagues to ensure they were available.  I would set up in a T shaped position and then put inline traction of for two minutes whilst watching the clock and reduce in a standard method.  He said that it does not reduce, I said that I would approach via a Kochers method through what was left of the split between ECU and aconeus, he was happy with this, asked what the limitations for exposure were Radial nerve proximally and PIN distally.  I then said I would reduce this and hold it with two lateral K wires, as I am aware that there is a study suggesting cross wires are better in cadavers, but the risk of injury to the ulnar nerve is less by a lateral approach.  The bell then went.

Hands/Paeds

My hand station was a little disjointed to begin with as there was a last minute change of examiners.  I started with paeds and I was told a GP had just phoned me up with a child who was 6 weeks down the line and had one leg shorter than the other, I said I would check the child was well not septic and that I would see the patient in the next day clinic.  I was asked what the causes of leg length differences were and I worked my way from head down, spinal causes, Hip causes femur causes.   He then asked what I suspected it could be I said most likely a dislocated hip, he asked me how I would assess this, I said Barlow, Ortalani and Galazi, he asked me to demonstrate these in air which I did.  He then asked what investigations I would like I said an USS, which he showed me and then asked me to name the angles etc what was bone what the bones were what was labrum etc, we had done this many times and so this was no problem.  He then asked me was it a normal ultrasound scan I said yes, he said what angle should the alpha angle be, I said that in my practice I do not rely on static angles rather that I use a dynamic assessment of stability.  I gave him an angle of 50 degrees which was a little wrong it should be 60.  He then asked me how I would treat it, I said with closed reduction and Pavlik harness with confirmation of reduction with USS.  He then moved onto another child with a painful hip now 3 years old. He showed me an x-ray of what looked like old infection, I went through all the angles and lines, hilgenriners, centre edge, perkins, shentons etc and then said I would want a full neonatal and birth history, he said the patient had been on ITU in the passed. He asked me about the femoral ossific nucleus which was missing and I explained why.  He then moved onto a picture of an 9 month old femoral fracture, I said this is a suspicious injury in a non-ambulator, I would want to inspect the child once an ATLS assessment had been done, I would want to look for other bruising retinal haematoma etc and take a full history to ensure accuracy, he gave a suspicious history and so I said I would admit this patient and whilst this fracture could be managed via a spica I would use gallows traction to allow a full social service assessment, I would also contact paeds.  He then asked me to draw gallows traction, how it was attached to the child, what weight I could go up to and why.   The bell then went and it was time for hands. 
The first hand I was shown was a clinical photo of a mallet finger, I described this and then he asked what investgations I want, I asked for an x-ray, there was a bony mallet with subluxation and I described this, he asked me what I would do I said I would reduce this with a blocking kwire and if this was unstable then a second k wire, he asked me how I would do this I showed him and he suggested putting the finger on the table to I did not II my own finger, however the movement was correct.  He then asked me how long for the kwires, I said 6 weeks, he said what about stiffness and infection, I said that in my experience these fractures are always stiff, but if you are worried about infection you could remove the wires at 4 weeks and hold with a mallet splint.  I was then shown a picture of a radial sided volar ganglion, asked what it was.  I was then asked to consent the patient for its removal,  I started with saying that I would not remove the ganglion anyway as I think that there is a large chance of reoccurrence, they were happy with this, I then started to go through the complications, but they wanted me to talk in a language that a Sun reader would understand, they asked a number of questions from the point of view of the patient in their language, I think they were wanting to check that we can talk to the public as well as a consultant colleague.  The final hand I had was someone with wasting of the thenar eminence, they wanted me to describe, it, what I would do, they then handed me nerve conduction studies and asked me what they showed, carpal tunnel compression.  They then asked me my approach and the bell rang.
Basic Science

This started off with the compulsory implant that had failed, we had practiced this at length and a number of the examiners had spent a lot of time going through this.  I gave the spiel that it showed abrasive wear, that there were inclusions, there was probably adhesive wear but that you cannot see this, that there was delamination on the poly, also that there was edge loading.  I then went on to say that the stem had failed due to fatigue, which is movement in the elastic region of the curve but above the endurance limit, and drew them a couple of curves. They pretty much let me freelance on this question and did not ask me any questions apart from asking me the way that implants were made which is a stock question.  They then showed me a badly fitted external fixator and asked me to comment upon it, I gave them all the things that were wrong with the external fixator, and the principles of fixation, they then showed me four or five other external fixators and asked me to critique them.  They then asked me to show where I would place external fixators on a drawn fracture pattern, I said multi-planar with triangulation, they asked why and I said for rotatory stability.  They then started to ask me about bone grafts, I gave them the classification auto, allo, xeno and they asked me to explain each and then classified it structurally, with the benefits and disadvantages of each, I then classified it into osteoconductive, inductive and genetic, at some stage I missed out vascularised free grafts which came up later.  They then asked me what the difference between each type of osteoconductive etc was, I got a little stuck with the difference between inductive and genetic, whilst I gave them an answer they were obviously not fully happy with it.  They asked me about how you prevent cortical grafts loosing its strength, this is where they prompted me about vascularised graft that I had forgotten. 
I then got asked about muscle, I was asked to draw it, which we had practiced, I then was asked what different types of muscle there were and to draw them, uni penate strap etc, as I drew I talked about the benefits of each power versus excursion, they asked for examples of each Sartorius strap, deltoid multi penate etc.  They then asked how muscle moved at a microscopic level, how troponin, myosin and tropomysin worked etc.  They also asked about length versus strength of muscle, and the graph, which showed this.   I was then asked about the posterolateral approach to the ankle joint, and then shown a cross section and asked to name the structures, we had been warned that this was a favourite of the examiners which helped massively here. I was then given a stress strain curve and asked to describe all the parts of the curve followed by the bell.

Overall the exam was very fair and mostly predictable, there were very few curve balls.

