Ortho Practice/Choosing Ortho
“As for ortho, it’s orthopaedics. End of discussion. Orthopedics is only if you’re ignorant or can’t spell.”
I am very interested in ortho

Can ortho be a field where you can make meaningful relationships with patients and spend a decent amount of time with them during appointments? i guess since you're trauma, it'd be pretty different from the other sub specialties.
Yes. Tumor most of all, and then peds, but any subspecialty can. The appointment time is more iffy, and varies highly by subspecialty and also by how busy you are. Joints guys hustle patients in and out too. But spending a lot of time with patients does not equal better or more meaningful relationships. Just because I don't spend a lot of time with them in clinic doesn't mean I don't get to know them. I talk to them during their initial hospitalization, when they're inpatients etc. They need to be able to trust me during what may be the most painful and frightening moment of their lives...sometimes quite expediently. Or entrust their family members to me. Either way, I place a lot of value in making sure the patient understands the procedure and why I'm doing, or not doing, the surgery. That actually requires fairly involved explanations and the rationale behind them. I know their names and their families, and I hug them if they had a really bad fracture and I see them in clinic and their wound that I spent a week treating with a vac has stopped draining, or some aspect of their care that I worried about ended up doing well. (I only hug little old ladies though, because they're cute). Patient relationships are really what you make of them. If you choose to allow that into your life (and not everyone does, or should, because it blurs the lines between the personal and professional, and you end up thinking about them much more than you ever expected or wanted), then you will make time for it, even in a surgical field.
It seems like orthopods generally tend to have type A personalities. How do you think type B personalities fare in the field and how common are they? 

Another question: What are the differences between ortho trauma and general surgery trauma and have you ever considered the latter?
I would say type A vs type B is about 50/50 actually. It’s just that the type Bs can still work like type As do while remaining chill. I don’t see any difference, except the types tend to gravitate toward certain specialties: As go to trauma, joints, and spine, and Bs to sports hand and peds. Of course that’s not a hard and fast rule.

As for your other question, they are very different. Ortho trauma is only fracture work. General surgery trauma deals with viscera and also does quite a bit of critical ICU care type stuff. I never considered general surgery trauma because they are underpaid, work like dogs, have to be in-house when they’re on call, and I hate the bowels.


Do you use leaded eye protection, and, if so, when would you recommend getting them? Before away rotations? In intern year to see if the program will pay for them?
Occasionally. I have yet to find a pair that is light and doesn't fog up. I think it is a good idea because over time, the radiation does contribute to risk of cataracts (though how much dosage is required to do that isn't set in stone). I would say that you should wait until you enter residency; many programs will use their funds to cover the cost of leaded glasses and loupes, or at the very least will give you a discount. I didn't get my glasses until I was well into residency.

Did you pursue ortho research early on in medical school? What attracted you to academics?
I did research between first and second year of med school, but mostly because I heard you needed to start early to get into ortho. Then I gave it up for a while during my brief but ultimately failed love affair with vascular surgery. I didn't really enjoy research until I became a resident, and my mentor and I did projects together. I used to think research was mostly benchwork and cadaver work, which did not attract me much. But the bulk of ortho trauma projects are clinical, and that was much more fun. Through working with him, and watching him teach and inspire other residents, I also became convinced I needed to be an educator as well as a clinician. I wanted to go to conferences and present my work; being among that crowd fit my personality and made me feel like I belonged and was part of something important-- the advancement of our field. Academic ortho was the best way to get involved with resident and med student education, so for me and my personality it was a no-brainer. Orthopaedics, as all of surgery, still functions under an apprenticeship model, and academics/education is an integral part of that in my mind.
This has been awesome to read, so thank you very much for doing this! Two questions:

1) What made you choose ortho over gen surg? For either specialty, you obviously had to have a calling for the OR, but I just wanted to see if there was something that stood out to you that pushed you towards ortho/away from gen surg.

2) What's your relationship with general surgeons that have completed a trauma fellowship? I know the bones (couldn't resist, ha!) of the two fields are very different, but do you find yourself working next to them on cases very often?
I hate bowels. The GI tract makes me ill. Also, general surgeons work like dogs, particularly in trauma, and are not adequately compensated for it. GS trauma also have to stay in-house as an attending if they are on trauma call. None of that sounds appealing.

2) My relationship with gensurg trauma is love/hate, depending on the surgeon. The goal is to work together, but the goals of gensurg trauma and ortho trauma often don't align. I am concerned with restoring function, and they are concerned with preserving life. Ideally, attending-to-attending conversations and good, evidence-based trauma protocols solve/prevent most issues. Some personality clashes do happen, due to strong opinions/egos in both fields, but most of the time it is cooperative and cordial. As for frequency of working together, yes, it happens very frequently. At a trauma center that sees lots of polytrauma patients, the relationship between me and general surgery is probably the most important one outside of my relationship with my own partners, because most polytrauma patients are injured due to blunt trauma, causing both ortho and visceral injuries. I am very heavily reliant on literature and data, and make my decisions based on that, so I regularly review our protocols and make sure they are sound from an ortho perspective. A good example is the recent trend not to take a pelvis xray in the ER and just rely on the CT. The general trauma surgeon may not understand why that is insufficient from an ortho standpoint--to them, it is an unnecessary delay in a physiologically unstable trauma patient, but to me it provides vital information that determines everything from whether I come in that night to join the general surgeons in the OR to reviewing final xrays for healing/comparison. Usually I have found that once I explain things to them, they are very accepting. It's when you don't have the conversation and just stomp your way into their turf demanding stuff (the trauma patient is still primarily their patient!) that things get hairy.

Thanks for doing this, it is always helpful for med students. I'm an M2 not really interested in surgery at this point, but curious what made you choose orthopedics over other surgical fields? And why surgery vs non-surgery? Thanks.


Sent from my iPhone using SDN mobile
Surgery vs non-surgery really is all about whether you can picture yourself living without ever setting foot in the OR again. If yes, then you should definitely do something else because it's a tough path unless you really love it. I loved surgery because of its immediacy, because of how you YOURSELF could do something to "fix" the problem, not wait for medications etc. And as for why ortho vs other surgical fields-- because I loved ortho trauma and the idea of creating "perfect" xrays when treating fractures, because the patients are (for the most part) healthy, and because the residents had a level of camaraderie that I didn't see in the other surgical subspecialties. I had wanted to do vascular, but my med school mentor talked me out of it with the phrase, "Vascular patients don't get better, they just get shorter." (for those of you, like me, who were initially slow to get that, it means amputations!) Hehe.
I've recently heard a number of orthopods saying the work can be more rote than people think: two hips before noon, two hips after. Rinse, wash, repeat. What are your thoughts on the variety of ortho?
The joint replacement subspecialty is much more "rote" than the other seven ortho subspecialties (some would argue there are more, but the basic ones are: joints, spine, sports, trauma, hand, tumor, peds, and foot+ankle). total hips and knees are, for the most part, indistinguishable. But the variety within your daily life in other subspecialties knows no bounds. You can make your job whatever you want--- if you are bored of joints, take trauma call. You will wish for the "boring" life really fast after that. But some of the issue is that most patients and hospitals want "fellowship-trained" surgeons, so we are pigeon-holed into doing certain things (hence the joke about being a surgeon for "just the left hand"), and it's harder to have variety in your work that way. (>95% of ortho residents go on to subspecialize, some doing more than one fellowship.) That lack of versatility is part of why I went into trauma -- fracture care is not as restricted to body part or procedure, and there are dozens of ways to fix even a simple ankle fracture. I'd kill myself if I had to do only total joints every day-- although I'd probably be home for dinner every night! So everything has its pluses and minuses. I hope that answers your qn adequately.
First of all, thank you so much for doing this! [image: :)]

It’s my understanding that the gender disparity in orthopaedic surgery is largely due to self-selection. However, considering that it is such a male-dominated field, do you feel that you have encountered barriers throughout your journey to becoming an orthopaedic surgeon that your male counterparts did not face?
Yes, self-selection is correct. Despite a push from programs to recruit more women, the number of ortho residents who are female has plateau'd somewhat at around 10%. (Currently number of ortho female attendings is 3-7% depending on what you read.) And that's how it should be. Only those willing to do the work and sacrifice what needs to be sacrificed should get in. Gender should not matter, only work ethic should (hence, neither being male nor female should be an advantage when applying, although the reality is that as a woman applicant, you are much more likely to stand out and more likely to be recruited if a program has a goal to diversify--- which in my mind is ridiculous-- the best applicants should be selected regardless of gender). But I digress... About your question on barriers, the answer is no. Ortho is very accepting as long as you pull your own weight, work hard, and don't mind d**k jokes, endless sports discussions (you don't need to participate, though), or being chest-bumped if a case goes well (that did happen to me once as an intern, LOL). If I can define any barriers, they mostly came not from orthopods themselves but from either people around me (family members questioning if it was a fitting job) or my own fears ("am i OK with having kids later in life?"). I also encountered some unsavory characters when I was a medical student (two attendings who hit on me aggressively), but they were older and not orthopods. Thankfully, regressive attitudes are dying out--- my own father said upon hearing my stories, "Don't worry, all those geezers are gonna retire and die soon, and their attitudes will die with them."

As for your question, it is hard to answer because it depends on the grade of open injury, the extent of other injuries, physiologic status etc. Generally the answer is yes. Temporization can be done for as long as you need. You want to do definitive fracture fixation within 2 weeks, but if the soft tissues do not allow, then you can wait longer. Wounds should be debrided in the OR if large/contaminated, and then wound vacs can be used indefinitely as long as the wound is assessed. The most recent data shows no benefit of antibiotics past 24 hours.
What do you think of elseviers "review of orthopeadics"
AKA Miller's. It is only good for ortho chief residents who are reviewing for the boards. Everyone else should be reading textbooks and obtaining a more solid base.
At what point post-residency did you feel confident in your ability to handle whatever comes in the door? Part of what makes me shy away from doing something like Trauma is that if I haven't seen something in a while, I'd definitely need to take a look at it again before being able to describe it or talk about it. It kind of blows my mind when people speak about a case they had 2 years ago and can describe it in great detail. I did well in school and on exams, but my memory doesn't work like that. I barely remember people's names until I hear them for the 3rd time. I'm just worried some crazy trauma will come in that needs to go to the OR immediately (I know this isn't that significant a % of patients) that I might want to escape really quick to review management or technique... but obviously this is med student mentality and that isn't something you can do as an attending. Do you feel that anyone (or most) people who do trauma have the ability to take any case back? Like, should I be worried about my ability to be effective or as long as I'm at a solid residency/fellowship then I shouldn't have any reservations about that career choice?
I can't give you a "time it took to get comfortable," because I still "sneak away" often to read. Fortunately, as you said, in trauma, few things require immediate action. But any monkey can learn to put on an ex-fix and wash things out, and the basics of nail placement. After about 5 cases, you feel pretty good about your competence with those simple things. Otherwise, everything else can be pushed off to a time when you are more comfortable. There is no shame in delay for surgical planning--if you don't go in prepared, you will hurt your patient. Everything else comes with experience and repetition. If you feel that way as a student or even a senior resident, that is totally normal. Your feelings are good, not bad. My mentor taught me that. Fear is healthy. Much healthier than being a cowboy and winging it. 90% of trauma is knowing IF you should operate, when to operate, and preoperative planning. The actual surgery (what you're worried about) is 10%. If you have a well-executed plan A, with backup plans B, C, and D, you'd be surprised how much of the anxiety disappears. And you need time to make those plans. In the beginning you will be making those plans for simple things, ankles etc...and then as you become more skilled, the plans (at least written-out ones) will be reserved for more complex things. I have an acetabulum case tomorrow. I still will have poor sleep tonight, worrying about how it will go, planning the approach, considering what I will do if it fails, etc etc. It never ends, and it never should. That's how you get better.

How realistic or hard is it that an ortho surgeon with a sports medicine fellowship would be able to work with either a college or professional team? Thanks in advance!
College team, likely, especially if you work for an academic practice. Professional, very rare, and definitely not gonna be "team doc" if you're just starting out.

Do you see orthopaedic surgery changing in the next 5-10 years and if so, how?
It is always changing. I see a great deal of implant innovation, smaller incisions, biological adjuvant development. Within trauma, more Level 2 centers with ortho trauma staffing, so the level 1 centers' trauma volumes will likely decrease overall because there are not enough cases to go around. I also see increasing levels of specialization, where generalists are being phased out.
Hi @OrthoTraumaMD! I was curious about your insights in orthopedic hospitalist work if this exists? Would it be feasible to specialize in ortho but not practice and see regular patients? I have been scribing in an ortho clinic for about a year and have loved it, though seeing many patients with mild symptoms ultimately treated with RICE was not the reason why.
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I'm not sure what you mean by specializing in ortho but "not practice." Nonoperative orthopaedic stuff like sports medicine can be achieved through a non-orthopaedic residency (ex. rehab), but if you're an orthopod, you should be operating. In terms of a "hospitalist" lifestyle, you can do "locums" work where you just take call at random places and do whatever comes in, but it does not pay as much. Part of the reason to become an orthopod is the patient care and continuity. You watch them get better as a result of what you have done, and it is very rewarding.
One complaint that I've seen med students have about ortho is that it's too repetitive. Is there any truth in that statement? If so, what makes it anymore repetitive than other surgical fields?
I answered this partially in this post...
(ortho attending AMA)

To add to it, yes there is truth to that, but to be honest, what isn't repetitive these days? We have protocols for a reason. I'd rather do similar surgical procedures than prescribe antihypertensive meds or insulin sliding scales for the millionth time. In order to be a decent surgeon, you need to apply certain common techniques, because for the most part, human anatomy does not vary. And that's a good thing… If we had to make up a new way of doing things every time, we would never get anything done. All of surgery is like that, because it is reliant on anatomy.

In orthopedics, some subspecialties are more rote than others. Total joint replacement comes to mind… Once you've seen a few total knees, short of crazy revisions, you have seen them all because the steps are the same. And some people like that. They don't like variability, and they're perfectly fine knocking out 4 hips and calling it a day. But it is not the case in other subspecialties, like tumor or trauma. Sure, some basic steps are similar, like the steps to put in a screw. However, I would argue that if you are not seeing nuances in your procedures, especially in trauma, then you are working with a surgeon who does not vary from his or her routine, no matter what the case is… And that is not always best. Every fracture is different in some small way, and if you ignore that as a surgeon, you are basically (excuse the pun) treating everything as a nail when all you have is a hammer. A thoughtful fracture surgeon will always find something different, some fragment that they've never seen before that needs to be addressed in a certain way, a different series of steps to perform the procedure in order to get the best result, etc. etc. You may not see that as a medical student, because you don't have enough knowledge of biomechanics or our literature; you might only see steps A B and C, when the surgeon in reality has about 10 steps in between A and B. That was one of the hardest parts for me as a resident, to learn the in-between steps that were not always obvious. My mentor was usually good at pointing them out, but very often I felt like I was missing things, because when I tried to do things the way he did, it would not work, and I would not understand why. The really good attendings who teach will point out those steps either before, during, or after the case. That is why I went into trauma. I wanted certain basic concepts to not vary, but I could not do the same case over and over again. 

Hope that makes sense.
I know that many premeds like myself tend to dislike the physics (mechanics) courses that we took in undergrad. Am I right to assume that learning physics in orthopaedics is different and a lot more enjoyable since it has a direct impact on patient care?
Absolutely. Biomechanics is fascinating and a big part of trauma. I wasn't mechanically minded at all before residency, and did well in physics (but not out of any love for it)...seeing the clinical application made it very interesting. Look up Radin's "practical biomechanics for the orthopaedic surgeon." It's out of print but I'm sure some copies are floating around somewhere. Great little book and should be required reading for anyone going into our field.
Not sure whether this was asked before so apologies for the redundancies. What are your thoughts on orthopedic oncology? I read somewhere here that it can be a pretty depressing field to work/train in but I'm unsure whether it is advisable to pursue clinical/translational research in this area during med school for someone interested in cancer research but thinking about ortho.
I think doing research in that field is a great idea if you are interested. Generally doing research in anything you're interested in is wonderful. It is an amazing and challenging field, those guys are badasses and do the craziest operations. Once you see a hemipelvectomy, everything else just seems kind of bland. However, I could not do it because it requires a certain sense of detachment. Many patients who have orthopedic tumors are very young, and many of these tumors have a very high mortality rate. I was so depressed during that rotation, it was horrible. But I would not discourage anyone else from doing it if they can handle the emotional aspect of it. Most ortho tumor surgeons I have met come in one of two forms: really funny "class clown" type, and incredibly Aspbergers-y and aloof type. I think those personalities are able to tolerate the reality of their job better. Interestingly, I have no issues with people dying in the trauma setting, and can handle it just fine… There's just something about cancer that tears me up emotionally.

I am very happy with my financial situation. I am salaried instead of RVU based. So the downside of that is I will be unlikely to get a salary increase because my productivity doesn't matter, and I will never make as much as someone in private practice. But the upside is that I still get paid the same while focusing on other things I like (research, teaching) without worrying that my pay will be docked, and I don't have to stretch my surgical indications or operate on unnecessary things to be "more productive." Plus I am known as a leader in my hospital due to those things (teaching etc), and the administrators are happy with the academic value I bring, even if I don't operate as much as my partners. That fits me just fine; and I get paid a lot anyway. A lot. Lol. For someone who grew up trying to stretch 50 bucks to buy Christmas presents for 10 people, the amount I make is almost unfathomable to me. I am still shocked when I go to the ATM, I remember getting my first check and going to HR to make sure it was right because I have worked so hard for so long and finally the payoff has come. But the feeling of not being able to have things has protected me from going crazy buying stuff like many surgeons I know. I am careful with my money; the only thing I splurged on is my sweet car. Otherwise I live thrifty and am saving for a future family. Anyway, if I become unhappy with my salary, I'll do something to change it; but for now, it is perfectly commensurate with my lifestyle. Ortho trauma lifestyle is not what it used to be. We take more call, but rarely come in at night. Next day trauma rooms are a godsend. And everyone loves us because we take all the traumas off their hands while they focus on elective stuff.

What are some of the biggest mistakes/regrets that you see orthopods make in one's career/training?
Probably the most important question on the thread so far. Thanks for asking.

This applies to all surgeons, not just orthopods, but:

1. Ignoring family and losing relationships because you put them last on your to-do list during residency. You think your problems are worse than theirs, and you think that just because you work 80h weeks it gives you the right to be nasty or unloving to them. Put it this way: whatever your worst quality is, it will multiply tenfold during residency. And your best one will decrease tenfold. I was guilty of same. How my SO didn't leave me I have no earthly idea, and it was entirely his success instead of mine, because I was miserable to be around, I was very unfair and even more harsh than I normally am. He did leave a few times (for like an hour, lol) but somehow it was never permanent. This applies to blood familial and friendships as well as relationships.

2. Thinking you're a big shot and better than other physicians. I mean, you are...lol...but you don't need to go showing that and be an entitled d-bag to nurses or internal medicine residents or other staff. Being a bully is not attractive, even if you've earned the right to think of yourself as hot stuff.

3. Neglecting your hobbies. You don't want to become a tunnel vision person and have no idea what's going on in the world because you're 100% medicine 100% of the time. You don't want to be the boring party guest. I kept only one hobby during residency but I doggedly stuck with it because it kept me connected to the outside world.

4. Getting fat/unhealthy. There are ways to get in a workout or eat a salad even during residency. It's difficult but important. There were times in residency when I was so stressed and was essentially starving. I felt better when I ate better and it gave me more ability to cope.

5. Not getting help if things are rough. Surgical residency is brutal and demoralizing; it is meant to forge you into someone unfazed by anything, but to make it, sometimes you need a pick me up. I had a course of therapy as a senior resident and it helped a lot just to talk to someone who was not a family member (and honestly, my family was sick of my complaining and got a break). You're already a surgeon; it is not weak to take care of yourself emotionally.
In a perfect world, I will operate until I drop dead/am no longer able to perform at an acceptable physical/mental level. As I grow older, I will do more admin and teaching, and maybe less complex/long cases, just stick with basic bread and butter ortho trauma. 

Right now by "less operating" i mean that unlike most trauma orthopods who operate 4 days a week and have 1 day of clinic, I operate 3 days a week because one day is reserved for my admin/teaching/research duties.

Hypothetical time: If you could be in a place today that allowed you the same income and lifestyle but did not require you to go through the hell of orthopadedic training (and pay the price for it in the ways you described above), do you still think you would do it all over again?

Is it worth it?
Yes it is worth it.
As for your other question, the hell of orthopedic training is partly what makes it worth it. If it were easy, I don't think that my successes would've been as sweet. To be dramatic for a moment, I feel like a blade that was forged in fire. If I had not gone through that, I would not have the confidence to know that I can handle whatever comes my way at work. Maybe hindsight is 20/20, and if you had asked me that during residency, I would've told you something different, but now that it is over, I think it is a requirement to be able to do surgery.
after shadowing some orthopedic surgeons and enjoying it immensely, ortho is still very much on my list. During my shadowing I had some exposure to pediatric ortho, my time there was probably the most fun and engaging. Now I am wondering how competitive pediatric fellowships are in general? Also I would be interested to know whether the treatment of neuromuscular stuff (cerebral palsy etc.) plays a big role in the daily life of a pediatric orthopod. Would appreciate any infos on the matter! Thank you!
Peds fellowships are easy to get, but there are some that are harder to get into. Most aren't bad, though. There are lots of CP kids, particularly if you work in a place that has a specialized center for that. Shriners hospitals come to mind.
Is orthopedic oncology competitive? 
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No. But work is really hard to find because the big centers, sarcoma places etc, are saturated. They do ridiculously cool stuff though. [image: :)] I could never do it, it was too depressing.
Earlier in the thread you referred to sports med as voodoo, so I'm curious, what kinds of procedures are you referring to?
Tongue in cheek comment, I have plenty of friends who are sports orthopods. However, the literature behind some of the rotator cuff and meniscal procedures is pretty suspect...going in to “clean up” some vaguely frayed meniscus, etc....that’s the kind of thing I’m referring to. Obviously not all sports cases are like that.
I'm a PGY4 going into trauma and was wondering what you thought were the best courses (AO advanced, OTA resident's course, SAIF courses, etc.) for a resident to complete before fellowship. Also, any thoughts as to which courses would be good to attend as a fellow in a few years? Thank you!
Most trauma fellowships will send you to two courses, usually the AO pelvic course and another course of your choice. Often you will not have much choice in what to attend as a fellow. I would go to any pelvic course that you can, and the Boston fellows course is good too. 

As a resident, just make sure you do AO basic because that’s the gateway to a lot of other stuff. Otherwise the saif courses are excellent.
Hi @OrthoTraumaMD I have wondered about the use of the lead vests in orthopedic surgery. I get that it protects your torso but with all the x rays that orthos work with dont you need something to protect your head, legs, and arms as well?
Yes, you need your gonads protected too. We wear either aprons or a vest+skirt as well as thyroid shield. My glasses are also lead protected. Otherwise it would be cumbersome to have everything be lead-lined, and impractical, as lead is heavy and you need to move around when you operate. So arms head and lower legs are not protected. We wear radiation badges to make sure that our cumulative dose doesn’t go over limit, but realistically an average surgeon will not accumulate enough radiation in a year to be dangerous as long as sensitive organs (eyes, thyroid, gonads) are protected.
I was asked another question on DM about reps and what influences surgeons to choose one company over another, and whether perks like dinners influence us.

Essentially, physicians make the decision based on a few things:
1. Comfort level - if you used the same equipment in residency, and know it well.
2. Money - if you’re in private practice, some products are cheaper for the patients and that may matter to you.
3. Hospital rules - implant companies often have agreements with hospital systems. So as a surgeon, you may be forced to use a certain type of company. For example you could be 80% Stryker, 20% everything else in terms of what you use during your cases.

As for the dinners, they don’t usually have any effect, but they are nice and help you get to know the reps.
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