
FRCS Experience

Passing the exam is tough and requires a lot of work. If you think its not hard enough then either: a) small kids, b) brand new kids, c) impending kids, or d) a combination of the above, will ramp things up a bit. For extra spice you could have close family members die. Or try to die. Its  simply an awesome time of your life.

Part 1. Start early. I started proper revision in february 2013, 9 months ahead of MCQ. But i’d been on a slow burn for a while. I read ramachandran for the first time as an ST5. Also made a start on Apley, but never read the whole thing. Read the whole of miller. Also most of banaskiweicz, on advice from Al Irwin. The oral topics section is pretty good for MCQ bullet points. Miller Chapter summaries are MCQ gold, and worth a re-read in the weeks before written. Dont rely on questions alone. But you must do some questions, they will guide your reading. Did about half the black book, but ran out of time. Its tough, and a bit american. I did all 2300 Orthobullets, plus the hidden extras,and they are really good. Almost too good, because they’re really well moderated.  If a question is ambiguous you get to complain and they change it. The real thing is less fair. Mr Malviya set up around 5 practice UKITEs for us. also very good. My actual mark was within 1% of my UKITE 2013 mark... There are lots of rubbish MCQ books written by registrars/staff grades. They have usually skimmed a textbook and put some bullet points down. With no clinical relevance. Sadly this is similar to the real thing. 

Courses. I decided you could easily smash 2 grand or more on paeds, viva, basic science, spine courses. I decided to save my money for resits. I did a one-day spine course in Stockport in Sept(£100). Morning lectures and pm vivas on spine and basic science. Which put the shits up me completely. “Draw a sarcomere”. I had to say “No”.

I did Rob Gregory’s course (£500) which was excellent for clinicals and vivas. ICTA and UKITE are great. The ST3s of today will be well drilled in 4 yrs time. I dont regret saving all my money.

Part 2. Dan and I had a day off in between clinics and vivas, while kenny and kiran were back-to-back (reverse alphabetical order). We travelled together stayed at a decent hotel (the Village) which had a pool and a sauna for our off day, and paid for the top-of the range quietest rooms (one each!!). Wasn’t cheap (over £100 a night), but worth it. Although i never want to go to a village hotel again. Or Hull.

Clinicals

Make sure you practice examining patients. We spent a lot more time vivaing which is naturally what you’re scared of, as it seems more alien. However clinical exam infront of other people is also alien. Practice it. Preferably on patients. In OPD is the perfect chance, get your boss to give you a rough ride. I was working with Mr Partington who was brilliant, but typically brutal... “Hmmm. Fail. You did Thomas test with bed not flat” I’m sure he was right. And i felt appropriately stressed.

The real thing was every bit as terrifying and horrible as i’d hoped it would be:

LL intermediate

52y lady knee pain. Take Hx. Medial compt OA, prev femoral osteotomy to “lengthen her leg to compensate for scoliosis?!?!?!?!?” I said something about her previous surgery being a predisposing factor for OA. The examiner wasn’t happy with this “are you saying previous surgery to correct alignment makes it MORE likely to have OA?” . I felt the walls closing in and saw the whole exam disappearing in a flash of one stupid slip-of-the-tongue. But I didn’t panic, and said “that’s not what I meant to say. If her previous surgery has lead to any malalignment, then this could lead to OA.” He was happier with this. Examine. 

Xrays: medial knee OA. Disucssion of HTO vs TKR. Took some prompting to ask for Long leg alignment views: Subtroch femoral bow in coronal plane. How are you going to approach this? Can’t you correct the deformity with your implant? Discussion about technique and timing of osteotomy. Despite getting onto a fairly high level discussion by the end i felt certain at the time that i was on the pass/fail border. Dont be put off by the examiners’ interjections. It will rarely flow like your well-rehearsed waxing lyrical monologue. Dont be afraid to correct yourself.

UL intermediate

41y lady shoulder stiffness. (?Post-traumatic) frozen shoulder. Examination I got tangled up early on and said she had good movements (flex and abd), so maybe impingement. Then realised she had no rotation, went back to reassess flex/abd and reaslised it was all scapulothoracic. Cue loads of back-pedaling and the words “i’d like to retract all that nonsense i was saying about impingement. The diagnosis is frozen shoulder”. Did not feel good. Then i said there wasnt much more of an exam i could do with such limited movement. They stared blankly at me until i offered to test cuff which was possible, but obv compromised. “Will you get an MRI.” Yes. “Why? just because I suggested it?”. Fine i wont get an MRI.  We got onto treatment options i said I’d offer MUA. He said “how are you going to do your MUA? Anaesthetised patient”. Out of the darkest recesses of my memory and after a long, uncomfortable silence i plucked something approaching the correct sequence. Then he asked about other options: Arthroscopic arthrolysis. Wanted to know what structures i would arthrolyse.

Again despite getting to a decent level of discussion i thought id majorly cocked it up. Dont be afraid to correct yourself. If you’re wrong, dont stick to your guns.

LL shorts

1. Examine this old geezers gait. Difficulty getting out of chair. Hunched. Short strides. But all three rockers. Marked (?fixed) flexion hips, and knees with kyphosis. 
“Where is it coming from? Hips? KNees? Back?”

“Impossible to say: unlikely feet/ankles. Doesnt seem to be an UMN wide-base. Cannot say between hips/knees.”

Onto couch. Knees were able to extend. Hips marked FFD. Flexion to 90deg. Minimal rotation. Wanted me to summarise before i’d done thomas test or abduciton, so said i wanted to do that. then he asked if there was fixed rotation deformity. Had to reexamine. Not ideal. Got a bit confused  AGAIN when he said “which is int/ext rotation” and I actually said “ive been tangled up with this so many times over the years”

Didnt get onto diagnosis. Didnt feel i’d done well. Was paranoid it could be a fusion, but satisfied myself it wasnt. On way to next case i said as much to the examiner.

2. Kid with “a gay leg”. Valgus deformity and medial femoral scar. Examined on couch. Leg lengths measured without squaring pelvis. Galleazzi: no LLD. Valgus got better with knee flexion. Which side of the joint is the deformity coming from? I was told siblings had similar probs. ?diagnosis.  Familial hypophosphataemic rickets. Scar from prev hemiepiphysidesis for growth correction. Hasnt worked. Treatment options?
3. “Examine this mans ankle”. Calf asymmetry. Obv leg length discrepency (was told to ignore). Short-legged gait. Seemed to have all 3 rockers.  “Examine ROM” did plantar flexion/dorsiflexion. They demanded to know where the movement was coming from. I said “thats composite from ankle, subtalar and midfoot” went on to assess each individually. Came up with diagnosis of ankle fusion. Xrays showed hindfoot nail for pantalar fusion with nonunion and screw breakage due to fatigue failure.
UL shorts

1. “inspect this ladys hands”. Scar on thenar emminence and two on forearm. ?diagnosis
Tapeziectomy and LRTI. “She has the same problems on the other side: examine her”. Treatment options. Evidence for LRTI over trapeziectomy alone

2. “This man has a lump at SCJ examin his shoulder” found a firm ?bony swelling. Was told to ignore. Shoulder ROM normal, no instability signs. “is his shoulder normal” i said yes. Then realised i hadnt tested cuff etc. Xray of knee showed exosotsis. Didnt get onto genetics, assosiations, malignant transformation. They said what treatmetnt are you going to offer him? I said “ what? I havent even taken a history yet!” They seemed happy with that!!!!
3. Dupuytrens. Straightforward. He had a cord. “is it a cord?”. Yes. bands are normal, cords pathological. If you’re right. Stick to your guns. Theyre not supposed to trick you, but sometimes they cant resist.
I knew I’d spanked two UL shorts, but for the others its very disconcerting as you get no feedback at all. I wasted a lot of time worrying afterwards about the clavicle lump, the bent hips, the wonky kid and the ankle i got wrong. Not to mention the intermediates... Try to forget and move on.

Vivas

We got practice on the local FRCS practice course, and at ITCA, so a big thanks to all the faculty for those. Dan and I met up regularly for viva practice (about twice a week) starting after ITCA, right through paternity leave and up to the exam. We went through Al Irwin’s file which was superb.

Ata Kasis was great for spines, both teaching and vivas. Jon Page went through a lot of paeds with me which was really helpful, and I attended Mr Wrights scan clinic for clicky hips. Demystified USS really nicely. Mr Henman also dedicated one of his tuesday evening teaching sessions to vivas for the four of us.

The sunderland consultants (Mr Irwin, Dalal, Yusuf Michla and Miss Klenka) put on an upper limb session one evening which was superb, and also gave some clinic practice.

Paulo Torres, Mr Siddique thursday evening F&A clinic and friday MDT were good too.

Sandy Wood and Al Irwin very kindly gave up their time in the weeks before. 

Mark Chong, Bala Purusothaman, and Suresh Thomas also gave up a saturday for a really good session on trauma and basic science.

The North Tyneside consultants gave us an excellent evening of vivas too. Dave C, Dave T, Dom Inman and Roland Pratt

Mr Gregory gave a really good viva session for us one morning too.

Mr Partington gave us a real shoeing one week before the real thing. I wanted to be sick. I just dont think he could resist making us sweat. At the end the feedback was “i’m sure you’ll be fine”. I would recommend letting him loose on you with at least a month to go so your nerves arent totally shot.

I would be happy to do the same for anyone in the future. Especially the real shoeing bit.

Adult Path

1. Ankle stabilisers. Osteochondral fracture.
2. Pathological hip fracture. Work up. differentials. management.
3. Scapulofasciohumeral dystrophy.
4. Cauda equina Diagnosis. Manaement. Surgical approach. ?evidence for 48 hours
5. Medial knee OA in 50yo. Evidence for HTO
6. Ankle OA. Fusion vs replacement. Evidence. Technique of fusion in detail.
Trauma

1. L1 crush fracture with retropulsion. What if this was at T11? Thoracoabdominal approach in detail?
2. Intercondlar elbow fracture in 75yo. ? evidence for TER/Hemi
3. Posterior shoulder dislocation. Evidence for arthroscopic vs open stabilisation.
4. Tibial plateau shatzker 2. 70yo. manamgemnt. ORIF vs  delayed primary TKR vs acute stemmed hinged TKR.
5. Zone 2 flexor injury. Assessment. Approach. Technique of repair. Rehab
6. APC 2 injury. Massive transfusion (definition), 1:1:1, evidence.
Paeds

1. LLD growth charts. Baileys multiplier
2. DDH presenting at 3 months. Arthrogram (in detail)
3. Tarsal coalition. treatment in detail.
Hands

1. Fight bite. detailed management. Evidence for ABx.
2. Thumbase OA, Details of Eaton-littler. Management.  “come on, you’re not going to waste time injecting her are you?” I said yes, people often only need injections and I said I wouldnt list someone directly for surgery without a trial injection. unless 2nd side. Evidence for trapeziectomy +/- LRTI
3. Duputrens. Evidence for collagenase
Basic Science

1. Interpretation of nerve conduction studies. “I’m the patient. Descibe how you will do it.”
2. Thromboprophylaxis for THR. Nice guidelines. in detail. Contraindications.
3. Anatomy of posterior approach to the hip. Evidence for that vs hardinge.
4. Osteoporotic radius fracture: FRAX in detail. Nice guidelines. Types of bisphosphonates mechanisms of action.
5. Bone healing primary vs secondary. Including cellular signalling pathways. Draw an osteonal cutting cone.
6. Wrist extensor compt. Nerve supply. Berger flap dorsal approach. Bloods supply.
At the end i felt I couldn’t really have done any more work. But i wouldn’t have wanted to do any less work. You only get tested on a tiny percentage of the syllabus, but there’s no way to tell which bits it will be. I got no materials / mechanics which i was gagging for. Or arthroplasty, which i would have really liked. But I got duputrens and trapeziectomy twice each. And demolished them both times, making up for other deficiencies. Also quite a lot of F&A which suited me fine. Most people are scared of Basic Science, so they prepare well. I found paeds/hands hardest and i think a lot of candidates would agree. You need to be able to say something sensible about everything, but not too much depth required. However, you will drop marks, and therefore have to be able to pick them up elsewhere. I think the new plan to make sure everyone does spines and paeds is a good one. I would have benefitted from these jobs, but because they were areas of weakness I addressed them myself.

Good luck. 

Pleased to help if i can.

