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Part 1
I did it at the Morpeth Driving Test Centre. It was a small relatively quiet room with few distractions. The staff were pleasant and helpful. 
Clinicals

Intermediate Lower Limb
60 year old Physical Education Lecturer with progressive medial knee pain. He was still a relatively keen runner with little rest pain. He did not take any regular analgesia. A fairly straight forward history. No symptoms of instability and no anterior knee pain. Previous contralateral leg tibial open fracture with a myocutaneous flap, but this was a slight distraction to the current presenting complaint.
Examination revealed no coronal plane deformity. Normal gait. Normal patella tracking. Medial joint line tenderness with palpable osteophytes. No PF-J tenderness. Excellent ROM with no fixed flexion deformity. Intact cruciates and collaterals. Hip fine.  Normal distal pulses. 
I suggested that he may have predominantly medial OA and requested X-rays (Weight-bearing AP and Lateral of the knee and stated that I would like Rosenberg views if these x-rays did not show obvious features of OA)
Plain x-ray showed extensive tri-compartmental OA.
I discussed analgesia and activity modification. No role for arthroscopy. Hyaluronic acid injections controversial. Patient was nowhere near the stage to consider a TKR. I talked to the patient and explained this to him rather than the examiners as if I was in a clinic. The examiners frequently cut me off and kept asking me additional questions which was rather annoying and made it difficult to maintain my flow of thought. 
It was all not too difficult in hindsight but on the day it feels as if you are not doing very well when you can barely finish a sentence before you keep getting interrupted and moved on.
Intermediate Upper Limb
I walked in and there was no patient as he had gone to the toilet. When he got back I felt rushed throughout this station and I did not feel like I settled in.
40 year old male. R handed. Both bone forearm fracture as a teenager. Reduced forearm rotation since then with progressive elbow pain. Current problem reduced elbow ROM not pain. In the history the patient described an ulnar claw hand which I then prompted him to tell me that he had an ulna nerve decompression at the elbow as I noted there was no deformity in his hands. I specifically asked about operations that he had previously had on his elbow. I was told he had a debridement and a radial head excision. He did not mention an elbow replacement.
On examination I noted a rather large postero-lateral scar. I was asked why the scar was rather long and I suggested that the posterior existing scar from the debridement  met the site of incision for the Kocher’s approach that was used for his radial head excision. He had a fixed flexion deformity (FFD). The elbow appear to be in excessive valgus despite the FFD. The contralateral elbow however was in varus. I was told at this point that he had a supracondylar elbow fracture on the contra-lateral side as a child. Forearm supination was markedly reduced. 
I then proceeded to examine for neurovascular status of the hand. Assessing for thumb abduction proved a bit tricky in a semi-prone forearm.
I was then given an x-ray that showed a Total Elbow Replacement. It was an unconstrained prosthesis, with significant lucency at the ulna stem. I stated that this was likely to be loosening. Discussed the need to exclude infection. Bloods and aspiration. Treatment goals were to obtain a pain free elbow and maintain function.
The patient was not in pain. I did not think that functionally he would be significantly improved with a two stage revision.  I discussed that, if he had pain, the principles of treatment would be to firstly eradicate infection, then place an antibiotic loaded spacer followed by a revision prosthesis or eradicate infection and fuse. Both of which I have no experience of. However, this gentleman had no pain and I reiterated that it was unlikely that functionally he would be improved with surgery. 
Short Cases Lower Limb
1. Patella Maltracking in Asian teenager with limb length discrepancy with a failed MPF-L reconstruction. I was reminded that I was asked to examine for knee instability as I got a bit carried away assessing the limb lengths and with trying to localise the cause of the discrepancy.
2. Young rugby player twisting knee injury. ACL deficient knee. A detailed discussion about abnormal gait patterns related to knee pathology. We spoke about varus thrust, and hyperextension then fixed flexion amongst other things. I felt like I did not quite nail this station when I should have. 
3. Asked to examine a foot.  Abnormal lateral wear pattern of shoe heel. Ankle brace present. Prominent dorsal lump on 1st MTP-J likely osteophyte. Cavus foot, with a drop foot gait pattern. 
Short Cases Upper Limb
1. Cubittal tunnel syndrome with ulnar claw hand. Fairly evident. Dorsal interosseus wasting. Diminished sensation on dorso-ulnar aspect of hand as well as little and ring finger. Froment’s sign, Tinnel’s provocation test. Ruled out neck pathology. Discussed nerve conduction studies.
2. Partial Distal Biceps rupture. Again fairly evident. Some forearm bruising. Acute history. Weakness in supination. I asked about steroid use. Determined the significance of supination for his occupation. I explained to the patient that it could be left alone but to help improve supination strength I would suggest an operation. I explained the post-operative recovery period and the risk involved with surgery. I stated that I would do the procedure with a single incision and I was asked three times whether I would use a further dorsal incision. Each time I stated that I would not and detailed how I would perform the procedure via a single incision protecting the lateral cutaneous nerve to forearm and PIN and the need to identify the insertion point of the biceps tendon on the radial tuberosity where I would place my suture anchor.
3. Arthritis mutilans in the hand. No psoriatic plaques or nail pitting. I was a bit surprised by the lack of these which I stated. I mentioned my observation that he had surgical scars over several of the deformed IP-Js. I established that he had no pain. I assessed his hand function which was pretty good despite the significant deformities. Talked about medical management with MDT. Goals to alleviate pain and maintain function. 

Vivas

Trauma
1. Draw and describe how one would apply a plate for a transverse diaphyseal fracture. Plate pre-bending. Sequence of screw insertion. How is compression achieved? Draw and describe a stress-strain curve for stainless steel. How does plate pre-bending relate to the stress strain curve?
2. Extruded Talus. ATLS etc. Soft tissues at risk. Treatment plan. AVN risk
3. Pelvic trauma. Mainly related to ATLS and initial resuscitation. BOAST guideline. Activation of the major haemorrhage protocol. Tranenxamic acid. Application of pelvic binder.  
4. Lumbar compression type fracture with significant retropulsion. Again the ATLS monologue. I was getting rather frustrated at the repeated need for a prolonged discussion on ATLS. I mentioned BOAST. I discussed spinal precautions. Detailed neurological assessment and documentation, ASIA chart. DVT prophylaxis, pressure care, analgesia etc. Referral to spinal surgeon. Draw and describe Denis 3 columns. I then discussed the concept of spinal stability. I stressed the importance of repeated neurological assessment. I was then told that this chap developed unilateral EHL weakness in the middle of the night. I suggested that this did not on its own warrant any intervention. 
5. [bookmark: _GoBack]Grade III AC-J dislocation. I was fed up of discussing ATLS by this point therefore, I stated my assumption that this was an isolated injury and much to my relief I was spared having to deliver another tedious monologue. Established that that was no neurovascular compromise. Ascertained patient’s expectations and functional demands. Discussed operative v. non-operative management. Function unlikely to be 100% with surgery and risk to Musculocutaneous n. with a modified Weaver-Dunn type procedure and with a Hook plate potential cuff damage and need for further surgery. I had to describe the Weaver-Dunn procedure in detail following which I suggested that I would use a hook plate as I had more experience of a Hook Plate.
Paeds/Hands
1. Peri-lunate dislocation. Mayfield sequence. Descibed Gillula’s lines. Need for early attempt at closed reduction under GA to prevent injury to median nerve. Weak spot at Space of Poirier. How would one perform and open reduction and structure that would be repaired.
2. Benign soft tissue lump in the thumb. Following my differential diagnosis, I was told that this was a Giant cell tumour of tendon sheath in the thumb. Then discussed approach for excision. Protect NV structure, closer to midline in thumb. Bruner incision.
3. Saturday night palsy in an alcoholic. Talked about classification of nerve injuries. This is likely to be neurapraxia. Recovery time likely to be prolonged because of alcoholism. Stressed importance to maintain passive range of movement of joints to avoid contractures. Surgical options: I offered delayed tendon transfers and discussed the principles of tendon transfers and specific tendon transfers for radial n palsies.
4. Limb length discrepancy. Causes. Scanogram. Treatment options. no real specifics
5. Distal tibia Salter-Harris type 2 fracture in a 6 year old. One attempt at achieving a good reduction. Smooth k-wires. Single pass. Plan adequately prior to passing wire. F/U for two years. Observe for physeal bar/arrest +/- angular deformity.
6. 
Basic Science
1. MRSA. Antbiotics mode of action
2. Theatre design. Nothing difficult until we somehow started to have a very detailed discussion about HEPA filters at which point I conceded defeat but had to put up with further questioning on this subject for a little while before we moved on. 
3. Venous thromboembolism. I started with Virchow's triad. I skimmed over the clotting cascade. We discussed prophylaxis, NICE guidelines and had a little debate about the strength of the evidence.
4. Screw
5. Stress strain curve. This was a gift.
6. Cellulitis. One has to be vigilant for necrotising fasciitis. The next prop was indeed a picture of necrotising fasciitis. We must have spent too much time on the earlier topics as it felt that I had hardly spent a couple of minutes on this before the bell rang.
Adult Pathology
1. Young lady with RA and a painful elbow. Elbow x-ray as a prop. I described the x-ray findings that was consistent with RA. MDT management. Treatment aims to preserve function and alleviate pain. I felt that I was being rushed to offer this lady an elbow replacement. However, I went through non-operative management stated that the ability to lift meaningful weight or work in any remotely physically demanding job with an elbow replacement would not be possible. I tried unsuccessfully to build a picture of the patient that I was treating unsuccessfully. We even discussed elbow fusion, the specifics of some DMARDs, anaesthetic assessment for RA pre-op amongst other things. I was pushed at the end to offer an operation, I offered none at the present time for the sole reason that I did not have sufficient information.
2. Weakness in leg post TKR. I established that spinal analgesia was used and that there was correction of a severe valgus knee with fixed flexion deformity. Possible causes, peroneal nerve palsy post surgery, spinal/epidural haematoma, tourniquet palsy main differential. I described a neurological examination. The need to identify if the sensory and motor level, uni-lateral or bilateral symptoms. Discriminate between weakness in the anterior compartment muscles of the leg vs post compartment equates to Common peroneal n. vs more proximal lesion. Then shown an MRI with a spinal haematoma. Withold anti-coagulation and observe for progression. Confirm suspicion by speaking to radiologist. Discuss case with spinal surgeon if there is any concern about progression of symptoms.
3. AVN in both shoulders and later on in both hips. Differential diagnosis. Risk factors. Ficat staging. Treatment options. 
4. Osteochondroma. Describe x-ray. Pain and increasing size as a feature of malignant change. Assess thickness of cartilage cap. Solitary v multiple

The entire event is over in a flash. I made some notes immediately after of the questions and I just cannot recall all the topics that were discussed. 


	
	
	



