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Who can forget those stressed-out
sleepless nights as examinations draw
near? Frantic last-minute reading and
rehearsing cases. Rumours about
examiners and their preferences.
Certainly no time for philosophical
reflection. And yet so much insight
can be gained by applying a little
thought to what lies ahead.

The examination procedure
endeavours to test major aspects of
the training process and therefore
consists of written tests, 'long' written
cases and 'short' oral cases. MCQs are
objective tests, mainly of theoretical
(book) knowledge. Formal written
exams can also test problem-solving
ability. Long cases probe the candi-
date's approach to more complex
diagnoses. Sometimes a rapid-report-
ing session is included where many
spot-diagnoses must be made in a
limited time, as in the FRCR.

And ultimately there is the oral
examination. This is by far the single
most important (and intimidating)
test and normally also carries the
greatest weight. Everyday diagnostic
problems are presented, usually in
increasing order of difficulty. A few
theoretical questions pertaining to
cases shown are possible.

exam
guide

MCQs and
written

examinations
Generally speaking, MCQs require

broad rather than deep knowledge.
Reading from different sources is bet-
ter than attempting to 'memorise a
single book. This way different
insights and perspectives are gained
and suicidal boredom can be avoided.

Books containing example MCQs
are excellent practice. Note the word-
ing of questions. Often a subtle inflex-
ion changes the entire context of a
statement and hence the answer, e.g.
'Irregular micro calcifications are
diagnostic of invasive breast carcino-
ma' vs. 'Irregular micro calcifications
are a feature of invasive breast carci-
noma: The first statement is false and
the second is true. Read carefully!

If negative marking is employed,
guessing is fatal! Be content knowing
the answers to only two out of five
sub-questions and mark only these,
rather than incorrectly guessing the
remaining three, for a grand total of
minus one!

Long written questions require
more in-depth knowledge but tend to
concentrate on 'important' condi-
tions, or sometimes those that are cur-
rently topical. Exceptions may occur,
however, usually in the form of some
recently published obscurity that tick-
led one examiner's fancy.

Basicallyonly two types of written
question can be formulated: patholo-
gy-oriented or patient-oriented. A
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pathology-oriented question will
revolve around the imaging features
of a particular condition or perhaps a
problem approach, often relating to a
recent journal publication. It is there-
fore worthwhile to scour the major
journals of the preceding 12 - 18
months for suitable articles. If time
has run out, at least list the titles and
read up on those subjects in a concise
text such as the Radiology Review
Manual by Dahnert. Second-best and
not very entertaining reading, but bet-
ter than nothing.

Patient-oriented questions sketch
a clinical scenario requiring a radio-
logical approach to the problem and
expected imaging findings for the dif-
ferential possibilities.

Concise, point-form answers are
logical and easier to mark than
Shakespearian essays. The same rea-
soning applies to legible handwriting
vs. standard-fare medical hieroglyph-
ics. Finally,allow equal time per ques-
tion. Some sort of answer must usual-
ly accompany every question, so it is
silly to compile an encyclopaedic
answer to one question, only to run
out of time to answer another.

Long cases
Two or more films may be sup-

plied for each case along with a short
clinical history. The timescale may
vary from four cases in 1 hour to six
cases in 45 minutes. Findings and
conclusions must be handwritten and
so obviously, time is a major con-
straint! Success requires strict adher-
ence to a timetable, allowing equal
time per case. No problem if a rota-
tion system is enforced, but another
matter entirely if presented with a pile
of cases,a blank lightbox and a ticking
stopwatch!

A brief description of the patholo-
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critical in compiling a sensible differ-
ential diagnosis, e.g. anterior, middle
or posterior mediastinal masses.
Beware of the second pathology!
Remember the history!

Step 2
This next step should be simple

and virtually subliminal for most
cases shown to a well-prepared candi-
date: the anomaly is observed and
then localised and categorised. This
should hold for all straightforward
(type I) cases.All that remains is step 3
below, viz presentation.

But not all cases are so straightfor-
ward. Hiccups often arise from
inevitable gaps in the knowledge-
experience-technique toolkit, espe-
cially with more challenging cases.
After all, we're only human! I have
designated these cases type II when an
abnormality is obvious but not the
probable cause, and type III when no
abnormality is initially apparent.

No cause for panic though. A little
thought and insight into case types
can help to devise a suitable approach.
The basic idea is to gather whatever
additional information is needed to
reduce a difficult type II or III case to
a more 'simple' type I and dispose of it
accordingly.

Case-type I: The pathology
is clear and diagnosis
certain

There are always cases of this
nature included in an exam, taking the
form of classic signs, 'aunt Minnies'
and the like,often with a typical histo-
ry. Commonly, a case of this type is
shown first to build a little confidence.
These are best dispatched quickly and
unceremoniously, saving time and
allowing more films to be viewed in
the remainder of the session.

Case-type II: The pathology
is obvious but no definite
diagnosis can be made
immediately

Good examples would be a soli-
tary pulmonary nodule or single
eroded vertebral pedicle.

Give a full description of all posi-
tive and relevant negative findings.
Several conditions could likely explain
the picture you have described. A dif-
ferential may be possible but no spe-
cific diagnosis as yet. More informa-
tion is required! Do not be tempted to
rattle off a million possibilities in an
attempt to sound clever.

In the back of your mind should
be the general differential approa~h,
viz. congenital, infective, traumatic,
neoplastic, metabolic collagen-vascu-
lar, organ-specific, etc. It should be
possible, however, to exclude many of
these categories based on the history
and signs and thereby tailor requests
for further clinical information, addi-
tional views or further investigations
toward those that remain.

Based on further information
gathered in this way a definite diagno-
sis or at least narrow differential ought
to be possible.

Case-type III: No pathology
is immediately apparent - a
'normal' film

These films require careful scruti-
ny as they often conceal abnormalities
that should never be missed, e.g. sub-
tle fractures, vague masses, free
abdominal air, pulmonary embolism,
etc. Once the abnormality is spotted,
these become type I or II cases and
can be handled accordingly.

Step 3
Present the case: begin by intro-
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ducing your patient, the study per-
formed and the views available. It is
more professional to use the patient's
name whenever possible, e.g. 'This is
an ABC examination of the left/right
PQR of Mr/Mrs XYZ:Using the name
may indicate race without politically
incorrect direct reference, and this can
be very helpful diagnostically.
Virtually exclusive occurrence of
sickle-celldisease in black patients and
cystic fibrosis in whites are examples.

Approach and presentation will
vary according to the case at hand.

Type I ease: diagnosis
certain
• Give a brief description of the

signs and reach a conclusion
quickly.

• Sometimes the diagnosis can be
given directly, e.g. 'I see that the
patient has sustained a trans-
scaphoid, perilunate fracture-
dislocation:

• Familiarity with common pathol-
ogy and a polished presentation
technique builds the confidence
needed to come directly to the
point and proceed quickly.

• If you are correct, over to the next
case. In the event that you have
been too hasty and over-confident,
you will be encouraged to take a
closer look. Don't panic! Say
something like 'Well, perhaps I
should examine the film more
closely' and proceed more cau-
tiously.

Type II case: area of pathol-
ogy obvious but diagnosis
not immediately apparent
• Give a full description of positive

and relevant negative findings as
concisely as possible.

• Remember control views when


