Lifestyle
How's the ortho job market in costal cities like NYC, LA, SF? Are there any openings at all and what kind of a pay-cut are we looking at? 


Sent from my iPhone using SDN mobile app
Depends on your subspecialty and whether you want to do private practice or academics. Without a more specific set of criteria, I can tell you the fastest growing markets are in the midwest and central US. On the coast, expect lots of competition, especially in academics, and as much as 100-200K less pay than if you go somewhere less "desirable." The major cities are saturated and if you practice something very specific (such as myself), those job openings may not be available. However, if you absolutely must live in a major city, be prepared to give up some of your wish list items -- I rejected a job offer that was in a major city but would not offer me opportunity for research, which was important to me.
Everyone is always worried about hrs/wk, yet rarely mention overall lifestyle. Do you feel 80+ hrs/wk still allows you family time, time for hobbies, life outside of medicine, etc? Or is most of your time outside of the hospital still consumed by reading up on cases/preparing for the next day?

Also, going into ortho, was lifestyle an important factor for you?

Thank you very much for taking the time to do this!
I am extremely type A, and work is very fun for me, so my perspective on it is a little different. I enjoy reading ortho journals even in my free time, and our field is growing so fast that as a researcher and educator I won't be able to keep up if I don't. Also, patients need me to know the latest clinical data so I can give them actual percentages etc when discussing different surgical options (you have a X% chance of failure with this procedure, etc). I would say that outside of work, about half my time is ortho-related and half is devoted to "life" - sleep, hobbies, family etc. I will say that you can't have TONS of hobbies as a surgeon, so you have to choose those you care about the most: gym, art, whatever. I write fiction, it gives me pleasure and although i don't have hours and hours every day for it anymore like i did in college, I still devote some time each weekend to write. The key to living life successfully as a surgeon AND not being overwhelmed by work is planning. I plan everything: grocery shopping, date nights. It can feel a bit ridiculous, and the downside is that few things in my life are spontaneous-- but at least I feel like I have time for a little bit of everything, because otherwise work grows like a weed and consumes everything else. It happened to me as a resident, and I make an effort on a daily basis to ensure that I remain "human." 
As for whether lifestyle was an important factor--- no. If it were, I wouldn't have chosen a surgical field and would have done pretend surgery (also known as derm). 
Very interesting. Thanks for the insight. With regard to lifestyle, that's kind of what I was getting at. There seem to be some sort of "don't ask don't tell" type of thing going on with surgeons. Like as if you're not supposed to be thinking about that and asking questions.
Let me put it this way. When someone gets close enough to ask me that question, they're usually a med student doing the ortho rotation. And on an ortho rotation, you should be thinking about ortho, not how much free time you will have after your residency. Many attendings will misunderstand what you are asking, and will assume you are asking because you don't want to work hard. It's just the knee-jerk reaction. Blame it on those who came before you, whose questions about lifestyle were usually accompanied by a less-than-stellar work ethic on the rotation.
Any experiences with older non-traditional students? Do you feel like ortho has an age bias because of the physical nature of the work? Would starting an ortho residency at 35 be crazy?
The oldest resident I've personally dealt with was in his late 30s. So no, it's not crazy. You'd be 40 when you graduate, and maybe 41 or 42 if you do a fellowship. Just be prepared for questions on interviews about gaps in your timing or, if you switched, why you switched, etc etc. There is no "age bias" to my knowledge -- a man can maintain strength and stamina well into his 50s and 60s if he works out. The guys I know in trauma who I count as friends and mentors are all in their late 40s/early 50s, and some even older. They could outrun/out-lift any resident. My 65 yo fellowship director used to run 8 flights of stairs without breaking a sweat and the rest of us looked like dying animals in the sahara desert trying to keep up with him...
Thank you for doing this! I'm a female applying to ortho next year so this is awesome.

I had my daughter several years prior to starting medical school. Do you think the fact that I already have a child/family is going to be held against me even though my husband and I have absolutely no intention of having another child during residency? Honestly, I would rather be asked directly than have anyone assume that I would even consider having a child during a demanding surgical residency. Is there anything I can say to make this clear without seeming...well, a little crazy? LOL Thanks in advance!
Having a child actually makes you a safer bet for a program, because unlike a young single woman, your biological clock isn't pressuring you as much, in their eyes. As for your other question, unless you are asked, I wouldn't mention it. If they are willing to discriminate against you based on what they think you MIGHT do, it's not a program worth your time anyway. All programs consider women of childbearing age to be a "risk," but it doesn't deter most of them from hiring women. Plus, anyone can say "oh, I promise I'm not gonna have a kid" and then end up pregnant anyway, by either intent/change of heart or accident. Then you look like a liar at worst or an irresponsible person at best. So just don't worry about it. Worry about making a good impression on the interview trail and working hard at away rotations. This is one thing you can't control. But I understand your concern... so one thing I would say is don't "overdress" for interview day. Don't cake on makeup or bright jewelry, wear heels that are sky-high, or do your hair too elaborately. In other words, to put it bluntly, don't look too high-maintenance or "wifey." Most orthopods (male and female) associate that stuff with femininity and may subconsciously dismiss you as potentially being focused more on yourself/family/outside things than work. That is not to say that you should look sloppy or not wear makeup. Just keep it simple and clean, a la Olivia Benson in Law and Order: SVU.
Do you feel you're fairly compensated?
Yes. Would I like more money? Yes of course, and I could probably argue for more as I become a bit more established academically-- but for right now, I'm getting exactly what I deserve (and to be honest, probably more than I deserve, haha).
Is it possible to do shift work or work part time (~50 hours) in ortho?
You can do "locums" work, meaning you just take call at a hospital and do whatever comes in. It doesn't pay as well as a regular job, but it's the closest thing to "part time" that I can think of. Otherwise, we don't really do shift work.
Thank you so much for your time! I apologize if this is a silly question, but did you say that you take home call at your level II facility? How exactly does that work? Do you have to be at the hospital within a certain time frame if an isolated ortho trauma is activated? Thanks!
Yes. Depending on which hospital I am taking call at, I either have a PA (at the level 2) or resident (at the level 1) who is first call and sees the patient. Then if I need to come in urgently that night, I come in within 30 minutes.. but technically I just need to see the patient within 24 hours, so most things can be taken care of overnight by the PA or resident, and I just see them in the morning. Ortho attendings never need to take in-house call.
It may not seem particularly obvious, but it appears we are still discriminating against women in medicine and corporate America, simply because they will (or plan to) have children or are feminine. It is also quite impressive that women in orthopedics have also bought into the male maschismo and discriminatory practices towards their own sex/gender. This is probably a case of group identity superseding gender identity.

You state that childbearing women are viewed as "risks" in ALL programs, yet we are all to accept prima facie that their "childbearing risk" wouldn't impact their match success rate? In any other instance, a prospective resident that is viewed as a "risk" is likely to not be as successful in the match. Yet somehow being a childbearing woman just doesn't matter, despite it being viewed as a risk by not few, but ALL programs. I am not convinced. Why do you all find sneaky and round-about ways to know the probability of a woman having a child during training if it is not important to you in some way? 

There are women who don't want or value kids, and perhaps those who attain to surgery must have this personal value. However, there are plenty young female attendings and fellows who want a family with their own kids. 

In any case, I think the culture is gradually changing as more women are entering the field. I wager that in 50 years, we will make accommodations for women in medicine/surgery who choose to have a family, and we won't find sneaky ways to judge them based on this rather important personal goal.
Anyone who takes time off from residency due to ANYTHING is a risk, including childbirth--because guess what, someone has to pick up the job you left behind. What I said was, if a program wanted to find out what someone's plans were, they could do it without asking the question directly. What they do with that info is up to them; and indeed, most programs don't care. Women are MORE, not less, likely to match into ortho because the specialty is currently geared toward diversity and attracting women. So yes, they will be more successful in the match than a male with the same credentials. What you call "buying into male machismo" is actually adopting a very simple rule: if you can't take the heat, get out of the kitchen. Women, like men, must be prepared for the rigors and sacrifices of a surgical residency. Giving them special concessions or accommodations is a disservice to those who have actually made those sacrifices, and a strain on those who have to do extra work as a result. you seem to be peddling an ideological argument that doesn't belong here.

Many OBGYN programs manage to do fine with women who start families. And it happens to work at UC Davis' General Surgery program. http://www.reuters.com/article/us-pregnancy-residency-idUSKBN0FR25T20140722

I never knew a woman who chooses to have a child during residency means "not taking the heat?" That is ridiculous. As a dude, I have picked up the slack for co-residents for legitimate reasons, and I expect them to the same for me if indicated. 

As I said earlier, the culture is changing in surgical training as more women are entering the field. OBGYN is more accommodating than it used to be in years past, and surgical programs will catch up ultimately. If we continued to espouse the patriarchal and machismo ideologies of the 1900's, you wouldn't have even been allowed into medical school in recent times.
Oh look, a male resident lecturing a female attending about accepting "patriarchal ideologies." LOL. The statement "group identity superseding gender identity" told me everything I needed to know. You're approaching this from a POV where you, the individual, are at the center. But that's not how ortho residency works. Of COURSE group identity is more important than gender, or ANY personal identity. We are orthopods, and our team mentality trumps anything else. That's how females were able to make it here in the first place. Of course we PERSONALLY would pick up the slack for each other if one of us got pregnant, sick, or whatever---I've done it, we all have. And the program would not let us down, either, as long as it was within the range of what the ACGME requires for graduation. But pregnancy is not an illness. It is a CHOICE that someone makes which affects their coworkers, in the setting of a brutal 5 years that are already difficult on everyone. I told that to the person who asked me the original question; if you have the flexibility to make that choice at another time in your life---before or after residency---that is a better idea. But if you are a good resident who earned your place in the program, work hard and deserve that extra help from others, no one will say a word when you go to your prenatal appts and someone else with a sick wife at home has to stay behind and do your work. But it is based on just that: merit. Not a single female orthopod I know would expect institutional concessions or privileges just because of her gender. I have many friends who worked until delivery, took their vacation time, and came back to work. They would consider any special treatment insulting and demeaning, as would I. Not all jobs are geared to be accommodating; it is a slippery slope toward mediocrity ("I have test anxiety so it's unfair to ask me to take the boards"). Otherwise, we should really be out there campaigning for more women to be crab fishermen, or coal miners. 99% of them are male--how patriarchal. No? Too blue-collar? Too dangerous? Or perhaps women just don't want to do that? You came on my AMA thread about my specialty with no actual question, but some kind of agenda that no one wants or needs. If you don't have a question, kindly take a hike.
There has been a bit of talk of taking call on this thread. Can you go more into detail of what "taking call" typically entails for you? How often do you get called? How often do you have to return to the hospital to evaluate the patient/perform surgery? Lastly, are your experiences with taking call pretty standard throughout the ortho community, basically I am not sure if being at an academic trauma center and being a trauma specific surgeon changes things?

Thanks in advance!
Taking call is definitely not "standard." It depends entirely on what type of job you have, what assistance you have, and what the level of your hospital is. Most orthopods take trauma call, even if it is not their primary specialty. If they are part of a large group, they may not be on call for weeks. Trauma people are different. I take more call than the others, simply because it is my bread and butter-- so I am on call one day/week and one weekend/month, as well as being available for helping my partners if they have a problem basically 24/7 unless I am traveling. As far as coming in, there are only a few things you really need to come for at night in ortho -- compartment syndrome, Grade 3 open fracture, something limb-threatening, or a native hip or knee dislocation. Most other things can be left until the am. A Level I trauma center may get more severe injuries, but you also have residents to see and temporize things for you. A busy level II may have PAs, but they may not be as comfortable handling procedures overnight, so you may need to come in to do certain things yourself (like put in traction pins). Trauma is very unpredictable. Depends on the season (summer is worst because of the car and motorcycle injuries).
How many weeks vacation do you get a year?
It varies by surgeon, hospital, state, years in practice, what you negotiate, etc. I get 4, but I've never taken them all because I go away to conferences and see that as a mini-vacation, so I don't see the need.

How many conferences does the average attending attend each year? I assume it varies based on private practice v. academia, but it seems orthopods go to a fair amount of them.
Again, completely based on interest, ability to leave (how nice your partners are in terms of coverage), type of practice you're in. No set number. We usually try to attend at least our own specialty society meeting if possible (OTA for me), and maybe the AAOS. More so if we do research or teach. I have known some who attend 15, and some who don't attend any. I would say 2/year on avg. I do around 3.
What's the culture like in ortho?

Also, why ortho trauma? why not something else --trauma.
If you rotate on Ortho, you'll find out. What you see is what you get. Lots of camaraderie, making fun of each other, and friendly competition. A bit of posturing and egos, but not as much as you would think. It's like one big sports team. Which I guess explains why so many athletes are interested in orthopedics, it is the same mentality; we all work together, but we are all fiercely independently competitive and strive to always better ourselves. We are also known for genuinely loving what we do. There was a study in Forbes magazine a while ago about the happiest jobs, and we made the top. You will find plenty of unhappy people in medicine, but I guarantee you will never find an orthopedic surgeon who wishes they did something else within the medical field.

The only other real available trauma path is via general surgery. They work like dogs, do not get paid much, and have to take in-house call. No way. I also really love the biomechanics of ortho, and the myriad ways that you can fix the same fracture. It keeps things interesting. Plus, you have to actually go through general surgery residency to do general surgery trauma, and I have no interest in viscera.

Hey OP, out of curiosity, how is the dating life of a female ortho? Do you find men to be taken back or intimidated? Are you looking for/already found someone who is also a surgeon? 


Sent from my iPhone using SDN mobile app
When I am not mistaken for a nurse or a tech, you mean? [image: :)] My job has been kryptonite when it comes to dating. I used to think it was my crappy personality that turned people off, until one man flat out said that he was not comfortable with a woman who made more than he did. Most men feel confident when they are able to provide something for the woman that she herself cannot. It is just the nature of humanity--men are wired to be the provider, the strength, the support. And that's great, that is how it should be. A man should feel that way. But I don't really need anything from them, and they can see it. I have the money, the car, the house, in addition to being attractive (by western standards) and reasonably intelligent. Additionally, I have zero problem with being alone, and am not one of those women who needs to be in a relationship to feel "complete." I am not douchey or self-centered, and do not rub my successes in a man's face, but being a surgeon comes with a certain set of traits: a directness and a sense of independence that I just have never been able to hide well. Most men do not respond to that positively, despite the perceived attractiveness of having a mate who is financially successful. In short, both alpha and beta men rarely want an alpha female. We are truly the most unfortunate of women; too successful for our own good, too proud to admit we need someone, too inflexible to understand that we cannot always run the show. That is why I have said many times that I should've been born a male, my life would have been much easier. However, I will not deny that I enjoy being a woman, despite the troubles it has brought me during my dating life. And I am fortunate enough that I have found a man (not a doctor) who is not only not intimidated by my successes, but is my biggest cheerleader. He has zero problem with making less than I do, because his value to me is not financial, but personal. Without him, my life would be much less loving, and much less sweet. The way he cares about me cannot be replaced by any amount of accolades or personal successes. Because in the end, nobody wants to be alone long term with a bunch of cats and awards on the walls that will crumble to dust when you die. And he makes me feel like I am not alone in the world. Most of us surgeons don't get along well with other surgeons, we might date or be super attracted to one another, and even sleep together, but I have found that we are too similar to each other and too competitive to live in a symbiotic relationship. On the other hand, my SO is complementary to me, where I am harsh he is kind etc. So no, I would not look for another surgeon even if I got the chance. Not for anything long term anyway.

Being in academia, do you feel like you have ample time to see patients in clinic? Like I've noticed that the orthopods I've gone to in private practice rush and don't really have much of a conversation (from the patient perspective, lol). Or maybe it's just their personality because surgeons tend to not like clinic? I don't know.

Also, is it possible to have zero research requirements in academia? I haven't done any research yet, but I'm liking the idea of having a strictly patient care and resident/med student education focused practice. I know it's possible in the "privademic" practices.
Trauma clinic is pretty simple, so a few minutes suffices for me to get things done. My techs and PAs do the rest. Most surgeons do hate clinic. For me, time-wise, it tends to even out; I block out an equal amount of time for each patient, i do the "quick in and out" thing with most people, and then spend the extra time with the ones who are more complex or who need the extra TLC.

You don't need to do research to be in academia, but you won't go very far there without it. You're better off being in private practice and operating somewhere where you occasionally get residents, but don't need to deal with the rest of the academic stuff.

I'm really curious what a paycheck from an ortho attending looks like... [scratches head and contemplates life]
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Extremely varied by location, practice type etc....additionally, we aren't supposed to ever tell each other how much we make, so we don't get too demanding and start driving the salaries up--we were actually warned during graduation not to talk about money with our colleagues. 

That said, I've known those who make 250K starting, with incentives (in cities where there is tons of competition). I've known some who make 1.5 million (and these are private guys, not necessarily big ortho names). The most I've ever heard of was 6 million, but that's ridiculous and only due to his academic situation and his massive relationship with industry. The actual average is closer to 450K. As for me, I'm luckier than average, but I also do a lot of admin/teaching work that is thankfully taken into account. [image: https://emoji.tapatalk-cdn.com/emoji28.png]
What average age do you think orthopods switch from doing difficult cases to less intense and focus on other roles ?
Depends on when they start, but generally I have seen it happen in the last 25% of their career, unless there is a mitigating factor such as illness, family issues etc. Assuming most will work ~35 years starting around the age of 32-33, that would make it around age 55.

How much of that income do you actually live off of and how much do you invest/spend on other things?
I said in another post on this thread that other than a few indulgences (car, girly clothes, coffee), I live thrifty. I cook for myself a lot, live in a small place, go to events during discount times (like movie theaters), even use coupons sometimes. I attend hospital lectures and get lunch (residency trick for free food AND cme credit!). It might seem weird for someone making as much as I do, but I have a very clear goal: I am saving up to start a family, and want to set aside money for college for my future kids etc, without reliance on my husband--I have always felt that if I choose to be responsible for something as important as another person, I should be able to afford it completely on my own without help, in case something bad happens (not that I am planning on that!). So overall I would say that I spend about 1/3 of what I make and save the rest. But it's very person dependent. I've seen surgeons who are completely incapable of dealing with the sudden influx of money, and truly live paycheck to paycheck.
I thought @Winged Scapula said it was a surgeon thing to wear suits to clinic and scrubs strictly for OR [image: :p]

You gotta admit, those red bottom shoes would go wonderfully with your sport car [image: :sneaky:]
I'm not a dermatologist, running around in clinic in high heels. [image: :)]Surgeons wear danskos. I can wear my nice shoes on my days off.

On a more serious note, some decent research out there shows that what patients care about is not what you wear, but the white coat. I wear the white coat with my scrubs in clinic, and scrubs only outside of clinic. I don't want casting material on my clothes, particularly Fiberglass, which doesn't wash out. Otherwise I don't give a crap what anybody thinks; if they are judging me by my clothes and not my competence, I am not interested in them.
What kind of ortho-specific (and/or non-specific to ortho) volunteering or service that you or your colleagues have or are doing? What kinds of skills does an ortho bring to the table in these cases?
I am active in various orthopaedic organizations, particularly the OTA. I also do some mentorship type volunteer work... I can't go into specifics due to anonymity issues, but suffice it to say that lots of people are interested in what a surgeon has to say, particularly since I am a female in a very stereotypically male field (personally, I couldn't care less about the female part -- I'm a firm believer that mentorship of any kind is what matters, not the gender thing).
Do you think private practice ortho will still be a thing in 10 years? On the one hand ortho is arguably the specialty with the greatest potential for making massive bank in a private practice model by virtue of ASCs, on the other hand hospital systems have been buying out private practices with a vigor that borders on the fanatical. I've also heard that the feds have been implementing regulations so onerous that almost the only reasonable explanation is that they are meant to make private practice untenable, almost certainly at the behest of the hospital lobby. 

Do you have any insight as to how this is likely to shake out?
I think it's still possible, but will be more difficult. The likely reality is that private practice docs will merge together in massive groups like they have been doing to decrease costs. And yes, the government is trying very hard to choke private practice to death, so i didn't look at those options...but I also wanted academia.
So hand is better lifestyle wise than foot/ankle!?!?

I thought hand/replant call is much more daunting than foot/ankle call.

Also, foot/ankle is totally my jam right now, it's like hand but with bigger bones, toe amps, and I had originally thought better call :/
There is no such thing as foot/ankle call. There is general call which is mostly trauma and ER things, hand call and spine call. Hand call can be hard but not all hand people do replantation, and some places (like mine) don't even have hand call, just general and spine. So if you don't do those things it's pretty chill, most of your cases are quick and outpatient.
thank you for taking the time to answer questions here, it's hugely appreciated. As a preclinical med student interested in a surgical specialty (specifically Ortho). I have a question that has more to do with the physical requirements for becoming a surgeon. Since I had strabismus as a child my depth perception is severely limited and I although I seem to be to compensate well (in anatomy lab etc.) I was worried about my ability to become a safe and competent surgeon as a result of this. I realize that this might be a though question for you to answer but I would love to hear your opinion on how this might affect my ability to operate (and maybe specialty choice in general)?
One of my good friends and colleagues has strabismus and is an excellent surgeon. If you are compensating well in anatomy I think you're ok. What I would do is seek a solid opinion from an orthopod in your hospital. Just go to them, ask to shadow them in the OR on a weekend, and see how you do. Can you see what they see? Etc.
Your schedule is obviously very variable as a trauma surgeon, but I always hear people some something along the lines of "Don't pick a specialty based on the lifestyle of the resident, when you're an attending you can join a practice/find a job that suits how much you want to work." I could see how this could be true for some specialties, but do you think this is the case for surgical specialties? Specifically ortho?

I was always interested in adult reconstructive but I also want to have enough time to spend with my kids! Of all the ortho surgeons I've shadowed (all academic) they all work like dogs. I didn't know if this was the nature of the field or if that was just their choice.

Thank you very much!
I think if you're willing to go anywhere in terms of location, eventually you will find a practice that suits you. It's interesting that you say the reconstructive surgeons work hard, because they have the most predictable schedule of all of us. It all depends on how much money you want to make. If you are in private practice, yes, you will be doing many joints a day, and it does become tough. But if you are academic, you really don't need to kill yourself. Not sure where you saw these surgeons, but it hasn't been my experience.
Private practice = eat what you kill. The more cases you do, the more money you make. So your incentive is to do as many cases as possible.

I've pondered this before, is there no inventive to do more case in academics? Im not expecting a crazy money bonus but is there really nothing to drive an attending to take more cases other than reputation boosters?
There is a monetary incentive if you're in private practice. In academics, it depends on what you want to achieve. Obviously, doing more cases will improve your reputation and get you more patients, but financially it will not help you as much, unless you have a clause in your contract where you get paid based on your RVUs.
What would you say is the average starting salary for general orthopedic surgeons is big cities like NY, LA, etc? and how those who did a sports fellowship or a spine fellowship? how big of a difference in starting salary would you say? 

and how about the difference in starting salary in PP vs. academics in these cities? Any idea? 

Finally, what can you make realistically 5-7 years into practice assuming you're not working 24/7 and have some sense of a decent lifestyle for a orthopod.
The Academy has listings for this. Fellowship trained surgeons typically make more, particularly in spine, but it's very dependent on private practice or hospital-based positions. Private practice starts out lower, around 350,000, but has the potential to make more in the end than salaried jobs, if you're willing to kill yourself in private practice. As for your other question, it is extremely dependent based on your practice model, how much you want to work, etc. etc. I've seen people making 450 K, and I've seen people making 5 million. It can stretch anywhere between that, and there are many contributing factors that make your question difficult to answer. The average salary for an orthopaedic surgeon is around 425,000-450,000. In the major cities it will be less, due to oversaturation.

DH What would you say is the average starting salary for general orthopedic surgeons is big cities like NY, LA, etc? and how those who did a sports fellowship or a spine fellowship? how big of a difference in starting salary would you say?

and how about the difference in starting salary in PP vs. academics in these cities? Any idea?

Finally, what can you make realistically 5-7 years into practice assuming you're not working 24/7 and have some sense of a decent lifestyle for a orthopod.
I am near the end of my residency and about to start fellowship. Starting to look at jobs now. Looking specifically in the Midwest, non academic positions. I have been offered between 350K to 650K to start. Most offers hover around 450k-550k. 350K was a private practice in a large midwestern city. 650K was in a rural 40 bed hospital, 2 hours from a major metro area.

You'll have to work harder on the coasts. Buddies out in California being offered 200-250k to start private practice. Other Major employer is Kaiser, they pay around 400K to start but is highly competitive to get. This is second hand information though as I am looking in the Midwest.

Also, almost impossible to find a job as a generalist in any major metro area, including the Midwest. You'll do quite a bit of general in the beginning but they won't hire you unless you're fellowship trained. You may find some locums style position, but any reputable group or hospital will want fellowship trained.
__________________________-
I was asked a question anonymously about why orthopods make so much compared with other specialties, whether I expect it to change, and why spine makes a lot in particular. I thought it was useful so I’m posting my answer here.

Neurosurgery makes more than ortho on average, but some orthopods make more than neurosurgeons. The main reason is that ortho surgeries are lucrative for hospitals. Not only do we use implants, which cost a ton of money, (an average pedicle screw in a spine case can cost 300 dollars, and they use dozens), but we also use many ancillary services (PT/OT, orthotics, Xray, etc). All of that is paid by insurance to the hospital. It feeds people. So no, I don’t expect it to change much beyond what’s already been done in terms of bundling care (for joints)...trauma won’t be bundled because the cases are not as predictable as joint replacement. The changes in our healthcare system will kill private practices, but not hospital based people like me.

In terms of spine, there are two answers. 1) they deal with ****ty patients who are always in pain and never get better and their surgeries are very high risk due to risks like paralysis, and 2) the aforementioned implants. A long time ago, spine surgeons were smart enough to unbundle their payments, so they get paid for each thing they do separately. For example if I spend 6 hours doing a blasted pilon, plus or minus fibula etc, I get paid for one cpt code because it’s all counted as single procedure even if the thing is in a million pieces. A spine surgeon who is doing a 45 minute ACDF can bill for each level separately. So three disc levels pays as three separate surgeries essentially.

I think the era of the single private practice orthopod hanging his shingle is over. The big multispecialty groups can still survive as long as they, as you said, own the facilities and ancillary services. But I am seeing a strong push by big health systems (Pitt comes to mind) to absorb these practices as they partner with insurance companies to create these conglomerates. I'm sorry, I don't know enough about private practice, but I think in some parts of the country it will be easier to do than others.
Sorry if this has been answered before, but if you decided to maximize time spent outside of work, how many of those hours per week would you be able to shed without uncompromising your job? Could you get it down to 50 if you wanted? I'm assuming you're in academics.
Yes, I’m in academics. Some weeks are easier to do this than others. I would say an easy week could be definitely down to 50. But I have a lot of plates spinning all at once, and I prefer it that way. It also depends on what you mean by “compromising your job.” I would not get fired obviously, but professionally I would not be as satisfied. I work the way I do because I want to, not because I have to. I have many additional responsibilities which are not required but which I took on voluntarily. 
This is kind of a strange question...do you think females with very long hair should get a haircut before aways/interviews? Of course, my hair is always tied back in clinic and up in a bun in the OR. I've seen ortho residents and attendings with hair as long as mine, but someone suggested I should get my hair cut for aways/interviews so I would really appreciate another perspective. Thank you!
OK, so first of all, I assume you are a female, so my answer applies with that assumption. (Dudes should lose the man bun for interviews.) That said.... Hell to the no. Unless you’re going for a butch look. Lots of people will assume you’re a lesbian because you’re a woman in orthopaedics, and I personally don’t see the need to perpetuate stereotypes, unless you have a good reason for doing so. I had a short cut for a time in residency, for other reasons...but for most of my professional life, I have had long hair. It’s always cut, styled, and blowdried. I wear makeup daily and high heels if I’m in clinic. If you like the girly stuff, don’t ever feel the need to stifle yourself, for anyone or anything. (Just don’t wear too provocative or cleavage-baring stuff.)
Additionally, and this may not be a popular opinion in the sjw-riddled world, but I am a big believer that women should use everything we have to our advantage. Long hair is attractive to men, it’s a fact. Obviously, no level of attractiveness can make up for a crappy personality or laziness at work, but you will have an advantage in how you are viewed by men, unconsciously. And there is nothing wrong with that. Men employ the same strategy in the way they act, dress, handshake, etc, to sway people to their cause and view them favorably. Nothing wrong with utilizing your assets (carefully/conscientiously). Women have charm, sociability, and, in this field, rarity. Use it. 
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