Ortho Plus/Vs Other Specialties
Sure derms aren't fixing skull base or unstable pelvis problems, but I think they are well trained for the type of surgical procedures they do. Analogous to MDs calling themselves researchers without going through a PhD - obviously they are still doing research, but not usually at the depth or breadth of a PhD and I think the same is true for derm vs surgery. Still surgery, but different breadth and depth (no pun intended) so of course training is not the same. 

Changing topics, where do you see ortho in 15 years? My hunch has been that with tissue engineering advancements we will see more non-surgical approaches to ortho. 

Also, can content interest alone get you through an ortho residency, or does there need to be an inherent love with the OR, regardless of content?

Thanks!
That's actually a perfect way to put it. I do research, but I wouldn't call myself a researcher the way a PhD would be. Derm may do surgery but they shouldn't (in my opinion) call themselves surgeons. Same for the ER doc who does procedures---they can open a chest but they are not surgeons.

As for your questions, re: Ortho in 15 years, I see some new innovations in terms of cartilage restoration and the ever-growing list of new implant options, but honestly the amount of operative Ortho will not change. First, it takes many years to adopt new technologies on a wide scale, and make them cheap enough and useful enough (evidence-based outcome data) to convince us to try them. Second, this is one of the few specialties where it's very difficult to remain minimally invasive or non-op, because it relies on the restoration of not only tissue but biomechanics. If you have end stage arthritis, unless you can grow a whole new knee in a vat, you're gonna need a TKA. And even if the new tissue is grown, it will likely need a surgeon to be implanted. Trauma is pretty safe too---much of what we do hasn't changed since the time of Hippocrates because the mechanisms of injury and human anatomy don't change, lol. This lies in stark contrast to vascular surgery, where many open procedures have been abandoned in favor of things like TEVAR that work just as well.

For your other question, if you don't love, or at least like being in the OR, you should not be a surgeon, in my opinion. Can you get through residency otherwise?....sure. But will be very hard, because it's the only "fun" part of residency when you're not doing scut work and consults, and if a surgeon hates being in the OR, the staff will likely get a sense of that and it will disrupt the team flow especially if the case doesn't go well. It's like the captain of the ship (an analogy often made in surgery) liking the sea but hating sailing. A love of any surgical content is sort of married to the OR inherently. Otherwise, you can do non-op Ortho (sports medicine). Same content, no surgery.

Do you look down upon those of us who want to go into surgical subspecialty but are inadequate at standardized exams? Do you notice a discrepancy between people you know scored very high on board exams and those who scored in the mediocre range?
First question: no. My own mentor is brilliant, one of the best in his field, and confessed to me that his step 1 score was barely passing range. I myself probably wouldn't get in today if I applied, if it were solely based on step 1. Therefore, no one has the right to look down on you for not having a 260. Doing well on the steps does not mean you will be a good orthopaedic surgeon or resident, and conversely, doing badly doesn't mean you will suck. However...and this ties into your second question...doing well on standardized tests, specifically step 1, HAS been correlated with doing well on the OITE, and therefore the Ortho Boards. That is why residency programs look at Step scores. A resident who fails the boards looks really bad for a program. Two failing residents triggers an ACGME investigation, something no PD wants to risk. As for a "discrepancy," I think clinically there is no difference, but doing well on standardized exams means that you're able to process and store information in a way the OITE will ask you to. So the learning/academic side of residency will be easier for you. Otherwise, in terms of surgical skills or patient care, I think the discrepancy is minimal at best.


Not a question about orthopedics specifically, but one about a field that i'm interested in and wondering how that relates to you as an orthopedic attending.

How do you find your interactions (if at all) with radiology and do you find them useful in your field? MSK radiology often has images that are purely restricted to the musculoskeletal system and often aren't a picture of several organs like chest/abdo imaging. Given that, as an orthopedic attending do you find that you just do your reads yourself and don't typically use the radiology report in your day-to-day work. What about in the trauma settings?

Thanks!
Interesting question. For most imaging (Xray and CT) I read my own studies, and review reports later to make sure the radiologist hasn't picked up something I didn't. Often, it's the other way around and I end up contacting the radiologist to tell him about a fracture he missed, or a screw in the joint etc, because I am specifically trained to look for those things. Many large centers have a dedicated MSK radiologist who often also does interventions like injections, and it's nice to have that relationship because you trust them to do the injection in the right place etc. In the setting of something more acute or serious, if I am not 100% sure, I often go up to Xray or CT or call the radiologist to discuss the study with them, tell them what I am looking for. This applies specifically to MRIs; some people are better at reading them than others, particularly sports orthopods since they do it all the time. As a trauma surgeon I am much more trained to read Xrays/CT than MRI, so I rely on radiology for that.


What's with the tongue-in-cheek derm hate? I noticed several surgeons on SDN have a propensity to "sarcastically" look down on dermatology, especially Mohs surgery.

I can't quite put a finger on it, but it seems all too often that when someone asks "can I have a good lifestyle?" question, there is often some vague reply along the lines of "since you asked, I assume you may not be that committed (aka hard-working) and maybe should explore fields like derm". I am not saying that what you said here, but my impression of this post + other similar replies leads me to feel like there is some degree of snobbism that comes across quite often from docs in surgical specialties. Am I completely off base here and ortho culture is nothing like that?
Nah, I think there is a bit of projection here. I make no assumptions about how hardworking someone is. I've been in this field long enough to know that no surgical specialty is truly a "lifestyle" specialty-- particularly during residency. When someone asks about lifestyle, I imagine someone who wants to work 9-5. Not that there is anything wrong with that, but I don't know any surgeon who does. Maybe some exist out there. So maybe I (and other surgeons) need a better explanation of what someone means when they ask about lifestyle.

As for why the derm sarcasm, I have a problem with dermatologists calling themselves "surgeons." Being a surgeon carries the implication that you underwent the grueling hours of a surgical residency. Sorry, but if you're barely going beyond dermis, it isn't surgery. But who knows, maybe I have my own biases. When I was a resident, starving and sleep-deprived after 30 hours of call, too dizzy from sleep deprivation to drive home safely, and trying instead to catch a few quiet minutes in the resident library, I was awoken by two giggling, dressed-to-the-nines derm residents, with fully done hair and makeup, loudly complaining about how 730am was too early to come in to work. (I had to be in by 430am, by comparison, and left at 9pm when they left at 3). So seeing these people call themselves "surgeons" when they weren't in the trenches pisses me off.

I see, thank you!

I don't work in the hospital settings, so I don't know the formalities of things, but have you ever run into situation where an attending / provider was upset because they called an ortho traumatologist, only to be consulted by NP or PA? This is by no means of me trying to start a flame war about competent etc, I'm just curious because I've read so often about people being upset because they called for a consultation only to be addressed by the NP / PA etc. Obviously in your case, I'm assuming it works that way because your system is set up in that manner.
No. In most hospitals there is an ortho service, and it is implicitly understood that the "first call" person is not the attending (otherwise, what's the fun in being the attending?). It is also understood that the consult isn't "over" once the NP/PA/resident sees the patient-- they have to then talk to the attending and make a plan. Oftentimes, it's not even an ortho trauma issue, and then the resident will make the call as to which attending to contact. Certainly, I have gotten calls directly from other attendings before, but it happens rarely and usually with a very specific question ("not sure if this is really a consult / can you eyeball this for me / it's my mom or grandma or sister etc so please be extra careful with them"-that kind of stuff).
What would your retort be to physicians from other fields who make fun of how "simple" Ortho is? I'm assuming you don't really get this to your face as an attending. Slightly annoying to be at the tail end of 4th year, so all physicians ask what we're going in to as the first question, and all (esp. general surgeons) seem to take pleasure in pointing out how it takes no thought and how reimbursement will be going down as it should, so smart people shouldn't go in to it.

I disagree, at least on the simplicity of the field. If you're joints, maybe. Other than that I think it has a lot to offer. I'm not sure if you've developed a reply to these types of comments or if you don't even have to deal with them.
I used to respond that ortho is an iceberg. If you are just looking at the surface, you are missing the point. (If the person had a sense of humor, I also added that I preferred to make people better with my own hands rather than perform mental masturbation.) Next time someone does that to you, ask them what they think ortho is really about. The reason people say those things is either a) they're jealous, in which case you should laugh at them, or b) they are grossly misinformed and uneducated, in which case you should pity them. Orthopaedic surgeons go through med school and are the top students typically, which means they know as much as any IM doc or general surgeon-- but like any knowledge, if it is not used, it is forgotten. Same as a cardiologist trying to diagnose knee pain... I would laugh my ass off whenever I saw some consult for a "fibia fracture." Ortho is also one of those specialties where you have to go through med school and THEN go through school again, only this time as a resident. The skills and knowledge you acquire in ortho residency are almost nonexistent in standard med school curricula. Therefore it's like going to school twice. We are paid exactly what we deserve. Point out that you can't know ortho without anatomy, physiology, and neurology. It is a fascinating and complex specialty, with at least eight known major subspecialties. An orthopaedic surgeon can dissect a tumor from the dura, take out half a pelvis from the human body and replace it with allograft, correct hip dysplasia in a child, repair a digital nerve under a microscope, nail a comminuted fracture through tiny incisions, use biomechanical principles to plate a bone in at least 15 different ways depending on patient's soft tissues, physiologic parameters, comorbidities etc. We treat babies, olympic athletes, 95 year old nursing home patients, fat alcoholics, and everyone in between. We restore function to the body, and that never happens in isolation--- orthopods work in interdisciplinary environments, more so than most other specialties. Anyone who thinks that all this is "simple" is delusional, or just an idiot.
Do you hate the fact radiologists get paid to read X-rays when you get the reports a long time after you already reviewed it yourself and decided what you are going to do???

Asking for a friend.
Haha, no. I actually talk to radiologists quite a bit, especially on more nuanced things like MRIs. A good MSK radiologist is invaluable as a resource; plus, they can aspirate/inject things under fluoro or CT, something I frequently take advantage of. 
However, I will say I always get a good laugh from reviewing xray reports that are read as either negative or totally different from the actual orthopaedic read. My favorite is when things are clearly not healing and the plate/screws are all pulling out... "no change in alignment, healing well." Or "maybe fracture, maybe not, please correlate clinically." 
So, slightly unrelated... is it true when people say that fellow surgeons don't really respect anesthesiologists? I was considering it bc I don't care for the cutting but I like the OR. Also, based on your experience with your colleagues, do you think there is still relative job security in that field? (Sorry to divert from ortho related topics)


Sent from my iPhone using SDN mobile
There is a bit of animosity yes, because surgeons feel like anesthesia delays unnecessarily and switches in the middle of cases (shift work) and then things get dropped. But a good anesthesiologist is invaluable because they know how to handle complex patients. In the end it's all about having a dialogue among the providers.
As for anesthesia job security, I'm not really sure. So I will not speculate. I think it is a little tougher now because of the increased prevalence of CRNAs.
In a poly trauma, do you and GS ever operate on the patient at the same time?
Yes. Usually in the setting of open fractures or if i need to put on an external fixator on the pelvis in patients getting laparotomy, or on an extremity in the setting of a vascular injury where vascular will be operating at the same time. There are also situations that are non emergent, as in urology putting in a suprapubic tube or doing bladder repair during pelvic surgery.
Could you give me your general thoughts on the field of podiatry and how they relate to Orthopedic surgeons in a clinical and non clinical setting? 

What is your opinion on Podiatrists taking on more Foot and Ankle cases, going so far as even creating fellowships in limb salvage and total ankle reconstruction?

Are most Orthopedic Docs (MD/DO) ok working with Pods? Does Ortho view them as equals or at least "On Par" education wise? Or do Orthopods view podiatrists as little more than advanced PAs for the foot and ankle?

Do you work with a DPM (Podiatrist) in the hospital? If so, have you noticed a difference in the way he/she practices with regards to performing ankle or foot surgery?
The personal interactions I've had with podiatrists have been positive. However, I have seen them absolutely butcher foot and ankle fractures, so the experience there has not been good; we see all fractures ourselves. We generally have the podiatrists see the diabetic feet, wound care stuff, gangrene, etc. I think most orthopods view podiatrists as a different specialty that should not be doing complicated bone procedures.
I'm torn between EM and Ortho. I think I'd prefer the "work" of Ortho but like the flexibility of shift work in EM (plus the residency is so much shorter).

My question is this: is it possible to live the shift work, X-time on, X-time off lifestyle as an orthopedist? The ultimate in lifestyle that I envision is working balls to the wall for an entire month, and then taking the next month completely off, rinse and repeat.

According to what I've heard, this is achievable in EM by working locums. What about Ortho? Obviously, the traditional practice setup where you run clinic, perform surgery, and are available during the 90 day follow up period is incompatible with the lifestyle I want, but are there "non-traditional" ways of earning a buck in ortho? During my month on I'd be willing to travel anywhere, work weekends, holidays, whatever. Is there any way to make this work, even by just taking call?
There are Ortho locums so technically I think it is possible, but I don't know anyone who does it long term because it doesn't pay as much. In addition, I assume you would need to have a relationship with a group so they can follow your patients in clinic. Continuity of care is a huge part of Ortho as patients take up to 3-6 months to heal. I don't really think a group would want that, because they wouldn't get paid for the procedure and the 90 days after that cannot be charged. I've never met anyone who does locums work, so I can't really help. Sorry. I would think EM is a better option if you want that lifestyle. Not really compatible with what I do and see every day.

Do you think IR will be doing more and more MSK procedures in the future? 

Just curious since fixing a femoral neck fx with cannulated screws under fluoro is basically "IR like"
Nope. Percutaneous work still requires an intimate knowledge of biomechanics and anatomy, implants, etc. I don't ever see IR doing that.
Thank you for doing this. I'm an M3 now and have two years of research in plastics - what drew me to the field was the creativity of the reconstruction procedures and the satisfying idea of using a patient's own tissue in an ingenious way to create new functions. The more I learn about ortho - the more I realize that there are many aspects in it that would satisfy that interest for me. Can you comment on whether there is a good amount of creativity needed for ortho? Do you think that you could have liked the recon aspects of plastics if you had to do it over? (PS: another thing is that I think I would much rather be doing joint replacements than facelifts when not doing recon surgery, if I had the choice).
I think plastics is fascinating, but I find the fine work required (nerves, vessels for flaps, etc) too delicate and painstaking for my liking. I think orthopaedic surgery does require creativity, but some subspecialties need it more than others. Tumor and trauma come to mind as there are many different ways to fix a fracture or deal with a lesion (you haven't lived until you've seen a hemipelvectomy), and it is very patient dependent. Part of what drew me to trauma was the chance to think about the approach to each fracture, and to do things elegantly and not "by rote" as in joint replacements. Ultimately, I think you just need to rotate in both and see which appeals to you "at its worst." Take the things about the specialty that you like the least and imagine yourself doing that-- whichever one still appeals to you despite the "worst" parts, that is the one you should choose.

awesome thread...I am currently a medical student with an interest in surgery..particularly looking into ENT-facial plastics or urology. I tried ortho but the subject matter just didn't do it for me but much respect to those who do it...definitely a great field and you help a ton of people.

I thought I'd ask your thoughts on ENT and urology from what you know and maybe saw in residency, etc. Lifestyles, incomes, demand compared to ortho? How do orthopods view other surgical subspecialties, including these? Any insight would be great. Thanks again.
We like our ENT and urology colleagues. The lifestyle seems better for urology, there are lots of outpatient procedures and the inpatient burden isn't as bad. ENT can be demanding but I don't know much about it otherwise, to be honest. Ultimately, I don't think you should care about what we (or really, anyone else) thinks of your chosen specialty. If you like it, go for it [image: :)]

Any thoughts on vascular surgery based on your interactions with that group as well as doing dual surgeries in trauma cases? Saw a few of those during my 3rd year rotations and thought they were interesting. Also how often are you consulting vascular surgery for arterial/venous damage caused by some ortho operations?
Vascular surgery was my backup plan, but I decided against it because most of the patients are very sick, and I get very frustrated with bleeding during my cases, I just want it to go away. Plus, lots of vascular stuff is now minimally invasive (EVAR etc), and that's not my thing. I do appreciate my vascular colleagues, however-- they saved my tail in a few difficult cases (a torn pelvic vein in a patient with very poor protoplasm, etc). My vascular consults consist of two types: 1) an FYI consult, where I let them know I may run into vascular issues during a case (nonunion correction with a potential for kinked vessels etc) and I would like them nearby in case something happens, or 2) OH **** OH **** I NEED VASCULAR (thankfully rare, but much appreciated!). Most venous bleeding can be stopped with bovie or tying, unless the vein is huge, and arterial bleeding (small) spasms and blocks itself off. So generally I take care of things myself, but on occasion I ask for help-- the trick is not waiting too long before asking... never wrong to consult your colleagues if you're having trouble. One time, I had a vascular guy come in because I couldn't find the venous bleeder, it turned out to be intramedullary and he suggested something I should have thought of-- except after 8 straight hours of a difficult case, my brain was focused on other things and I didn't think of that solution.
Not a trauma specific question, but for ortho in general- Has your department made steps to integrate non-operative specialists into the department? And/or, are they planning to? I'm just curious if this will become more of a trend in the field. Out where I am, it seems to be in its infancy, where ortho departments have one or two non-op specialists (usually physiatrists who did fellowships in sports med) that work with 8-10 surgeons and are crazy overbooked.

As a follow-up question, do you find it helpful to work closely with non-op specialists? From the outside looking in, particularly for general ortho, it seems like it would be helpful; non-op doctors can work with patients who don't have surgical indications, help with post-surgical soft tissue problems, etc. Just wondering what your view is. Thanks for doing the thread!
Yes! We are always looking for non-op sports medicine people to offload our clinics. We also have a physiatrist in our hospital that works closely with us and with the general surgery trauma teams. It's a thing in academic orthopaedic departments to have a strong relationship with their PM+R departments-- where I am, they are part of the musculoskeletal "family." When I go to conferences, I hear about more and more people incorporating non-op practitioners into their service lines, so yes, it is a trend as you said. I also think it's great, so we don't have to see every hip/ankle pain patient that comes through the door.

Yes I have pretty good access. But I don't use them that often because in trauma we generally know if we will operate or not, and we still have to see them ourselves. My elective partners use them more.

Like why does ortho get consulted so much about osteomyelitis? Last time I checked this can be treated with antibiotics which is a medicine and medicine doctors give medicines. Are they also consulting CT Surgery for pneumonia?
Haha. Well I don't mind those consults because I consult medicine for stupid things all the time. But generally yes, OM is a medical problem unless there is an abscess. I get into a lot of fights with ID over that.
Would it be possible for an ortho trauma surgeon to also practice some critical care medicine (such as a general trauma surgeon)? Or is this non-existent?

I believe you or someone else mentioned that you can fellowship train in a couple of different subspecialties. I would be interested in trauma and sports med. Is this a possibility or not so much? Thanks in advance.

P.S. Fun fact. I saw the comment where you mentioned Reno, NV - my hometown!
First question: no. Critical care is a separate residency and fellowship. However, in Europe there are some general surgeons who do ortho.

Second question: yes. Within Ortho, you certainly can do more than one fellowship, like sports and trauma. It makes you more marketable. Most of us still pick only one though, but the double-fellowship people are slowly increasing in number.

Reno is a great town for trauma, they have an excellent fellowship there.

Judging by the volume of patients you typically see in ortho do you believe there should be more worth F&A orthos? Im going into podiatry so I want to get a sense of the need for complex surgical procedures.
2. What about podiatry as a whole since I'm assuming you work with or near the surgical pods?
3. Is the "turf war" between pods and ortho FA as dramatic as some make it seem? When i shadowed the pods and orthos seemed very fond of each other but that was in a hospital clinic.
I answered this earlier in the thread. I work with some podiatrists, and they have their own scope of practice. Nowhere I have worked do podiatrists do complex foot and ankle surgery. They mostly deal with diabetic feet, wounds, etc. Fractures, etc, are left to the orthopaedic foot and ankle doctors. I'm not going to give my opinion on who I think should be doing the surgeries, because I obviously have a bias toward orthopaedics. I have also run into several cases in which podiatrists have really screwed up fracture surgery. So they are not allowed to do it anymore at my hospital.
___________________
In my experience, see a lot of nerve contusions/entrapment/compression than outright severed nerves. With entrapment/compression, you just release the nerve and wait for it to become functional again. Most of the times, that's all you need. If that doesn't work, usually need tendon transfers, which some trauma surgeons do, or you can refer to specific hand/F&A surgeons.

With complete severance of a nerve, usually the injury is so severe that you have severe vascular compromise as well. Most of these patients end up with an amputation. In a rare situation when the nerve is repaired, usually a micro surgeon is involved. Can be hand/plastics.

Also, more on target-- in ortho trauma when nerves are involved, do you tend to handle the issues on your own or bring a neurosurgeon into the OR with you? To what degree in trauma do you end up handling concurrent nerve issues?
I haven’t had to involve anyone because most nerve injuries in trauma are neurapraxias. If there are hand nerve issues, my hand partners can handle. 
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