Trauma Specifics

What are the hours like as a trauma orthopod?
I still work 80 hours/week but much of it consists of admin/research/educational efforts. Clinically it's anywhere from 40-50 depending on how much trauma comes in. Trauma is seasonal so summer is worse for the polytraumas, winter worse for fragility fx (wrists, ankles, hips). Changes from week to week. Some days I have lots of free time, other days I work all day. Not predictable, unlike the rest of ortho.
Ortho resident here, currently in the trauma match. Where do you see the job market going in this field? I have heard of lots of level ii and level iii jobs, but pretty tight market at level Is. is that true? Also, do you even need a trauma fellowship for a level ii or iii job, given you had a pretty strong trauma program. I ask myself that question everyday. That and the fact that if orthopedics is becoming overspecialized. Would have loved to do general if there wasn't such trend of everyone doing fellowships.
Excellent question. I will try to answer it without rambling too much because this is an interest of mine and is a constant topic of discussion at the OTA. It was also the topic of the first four articles/commentaries in the October issue of JOT, so if you haven't read them, I suggest you do. In terms of your question about level I jobs, yes it is true that they are pretty tight. I was an extremely strong Level I candidate coming out of residency/fellowship, and even for me, there were few options. The vast majority of available trauma jobs is at Level IIs, or Level IIIs that are trying to become level IIs. Now, you can argue about whether Level II hospitals nearby "stealing" cases from the Level I is good or not, but that is the reality. As a whole, trauma fellowships were always seen as a necessity in two things: complex periarticular and acetabular/pelvic fractures. If you feel that your residency program has given you that experience, then you don't need a trauma fellowship-- BUT you will not be hired by a Level I or II without one (Level III, maybe, but then you don't need a fellowship because you will never see the "real" trauma, it will bypass you... you'll be seeing a bunch of hip fractures for the most part, and be the equivalent of a community or private guy taking call). 

New traumatologists as a whole are also doing less pelvis/tab cases because 1) cars are much safer than they used to be, so those injuries are rarer, and 2) the volume is "diluted" by the cases being siphoned off away from the Level I, so any individual surgeon's learning curve is extended because they're just not seeing those cases as frequently. Many trauma fellowships are also suffering from a lack of volume. Without revealing too much due to anonymity, I can say that the general OTA consensus among those in the know is that there are too many fellowships and too many trauma fellows, and not enough jobs. Those fellows are also not doing an adequate amount of cases. To make matters worse, "fellowships" are popping up all over the country, and are advertising themselves as "trauma fellowships" while not being accredited by the OTA. "Geriatric trauma fellowships" are the perfect example, and people coming out of them call themselves traumatologists without actually undergoing the vetting process that is standard for any OTA-accredited fellowship. The OTA is deciding on a response to these, and whether it should welcome them into the fold given the current climate, or push them away. This ties into your question about where I think the job market will go. I think there will still be the major Level I academic facilities, but the fastest growing market will be Level IIs with some academic component and an increased need to "keep" complex trauma due to the hospital's desire to make money. That is the situation that I, and many young trauma attendings, are in. The other side of that, though, is that traumatologists are much better trained to take care of the "bread and butter" trauma as well. We do plateaus, ankles, etc, better than a community surgeon taking trauma call. Our Xrays are more likely to be perfect, our approaches are more slick, and our outcomes are better--it is just the effect of specialization. And that, I think, is what we must not forget. Just because I am at a Level II and not seeing as many tabs/pelvises does NOT mean I'm not doing a highly specific service for those patients with less complex injuries. Doing a trauma fellowship makes me a specialist that is available to those patients at my Level II that would otherwise be fixed by some random person with no interest in trauma. And providing that service makes me happy, and I don't think I am any less of a trauma surgeon than my Level I colleagues.
Thank you for taking the time to answer our questions!

I am finishing up my undergrad this semester and I am starting to think about specialties. I am certainly interested in surgery, but I am by no means set on anything yet. I have one major worry about surgical specialties-- I do not have steady hands. I don't have any kind of tremor or anything but if I try to hold my hands still they shake ever so slightly. It was a minor issue when working in my lab performing certain technical procedures, but I was always able to overcome it. Do you think this would be an issue in surgery? I doubt it would it a specialty like ortho trauma, but what about something like general? I would hate for this to eliminate my chances of anything surgical.

Thanks in advance.
Everyone's hands shake a little bit if held outstretched for long enough. Mine do too--especially after coffee. As long as it's not a severe tremor, you will be fine. The only time it may be an issue is if you go into something that requires extremely fine work (hand surgery sewing a digital nerve under microscope, ophthalmology etc). I wouldn't worry about it. Most surgical subspecialties don't require that. If you can play videogames without shaking, and write a sentence smoothly, you should not have a problem.

As an aside, why does everyone think ortho trauma doesn't require intricacy? What kind of apes are you guys working with in the OR? My mentor used to whack me if I was a millimeter off in screw trajectory. 

I know the 'there is a fracture, I need to fix it' thing about ortho is way overblown but could you comment on how much knowledge from medical school you use on a day to day basis? Or do you feel like it is no longer relevant to your practice? I'm talking about things like pathology, pharmacology etc
Not that much. But certain things that are relevant to my patients show up over and over again. So I'll separate it by field.
Neurology: distributions of nerves, which muscles are innervated. Important for not just spine rotation, but every day for postop patients
Vascular: limb vascularity/blood supply, and for me, pelvis in particular. Spine also needs that as well for their surgeries (artery of Adamkiewicz etc)
Anatomy: this is perhaps the most obvious. Not just of the limbs, but pelvis and abdomen as well-- when I fix an anterior ring injury, I need to understand the layers of the abdomen, the potential for hernias, etc.
Pharmacology: only relevant to the meds we use the most or those that are relevant to surgery/postop. Mechanism of action of anticoagulants, anti-inflammatories, pain medications, neuropathic pain meds (Neurontin)
Physiology: hard to answer... depends on the case.

Basically, ortho residency is so different that to me it felt like being in med school all over again - only this time, in addition to learning completely new material, I was also a resident with patient/call responsibilities. It was very stressful and that is why I push for more MSK education. Some recent data says as much as 40% of primary care visits are MSK related, yet PCPs have almost zero knowledge because med school doesn't devote much time to ortho (mine certainly did not).

I don't feel like any less of an MD because I am a subspecialist. That is the trend people are headed these days, and I don't have an issue with consulting medicine for diabetes management, because when they consult me for an ankle sprain, I'm happy to take it. My job is to know what they do not, and vice versa. I would not the be best person for a medical problem; I don't know the latest data on diabetes meds or blood sugar management (short of writing a sliding scale). So my managing it doesn't benefit the patient in any way, and in fact might hurt them. On the other hand, I can name twenty recent studies on femur fracture management and specific techniques and tricks to fix them, how to avoid a postop PE, what type of physical therapy someone should undergo, etc. So everyone does what they know how to do best.

How much do you bench?
No idea. Never tried. 
On a serious note, if any women (or smaller men) are reading this, sedation and technique (and in some cases, good assistants in the ER) trump brute force every time. I'm a slightly built woman, weigh 120 lbs, and there has never been a hip i wasn't able to reduce, even in patients three times my size. the bro stereotype doesn't apply to all of us.
Who runs the traumas at your hospital? Are there general surgery trained trauma docs or is it predominantly run by ortho traumas?
Initially, if the patient comes through the ER, the ER physician is the responsible party unless the trauma response is called. And then it goes to the trauma team, headed by a general surgery trauma surgeon. If the determination is made that it's an isolated ortho injury without other stuff going on, then it's me.
2 questions:

1) Where does the stigma against trauma come from and is it something people should still be wary of? I I had been debating peds for a while for the ability to operate all over and general happiness of dealing with kids (tumor as well, but it seems like the job market isn't great) but after doing trauma, I think it bumped up on my list. Just want to make sure my perspective isn't jaded as I haven't had super volume heavy trauma rotations and I was normally out of the OR by 6-7 most days.

2) What's your take on uniquely female experiences in residency, largely, getting pregnant as a resident? I'm assuming it isn't very common, but is this something you've heard of? I believe PDs can't ask you about your plans for family and kids during residency interviews, but did you get the feeling it was something that was looked down upon for female residents? And as an extension... had a resident tell me once, the higher then # of females in a program, the less likely he would have been to go to it. I don't feel that way at all, and actually prefer a diverse atmosphere with respect to sex/race, but what are the general misconceptions you think the "bro" male might have about having female co-residents.
Trauma is very unpredictable, and after surviving residency, most people want to enjoy the fruits of their labor, have reasonable hours, and have family time. Ortho trauma can be very intense, particularly during the summer and at a Level 1 trauma center. You can work all day and night, and then not be able to go home because attendings don't have work hour restrictions. If you don't plan on practicing in a trauma-heavy Level 1, or a busy Level 2, I suppose your experience can be normal. My days are mostly like you described, out by 6-7. But it is the unpredictability that bothers people. Also trauma patients are not elective--- you don't get to choose (for the most part) whom you operate on. So you can be stuck with the crazies, drug addicts, violent people, noncompliant people, etc.... some people just want "nice" patients. As far as peds, it's a good field but for every patient, you deal with two-- the kid and the parent, and the latter is much worse. Tumor is so depressing I thought I would kill myself during my rotation. Sarcomas are horrible and make perfectly healthy young people die. I give props to tumor guys because they are universally bad@$$-- no one else does hemipelvectomies, at least not that I've seen.

2) Will split this answer into parts.
2A. I would not recommend pregnancy as a resident, although I know some people who did. If you must do it, do it as an intern and never as a PGY2 (that's the hardest year). Just remember that when you are absent, everyone else has to pick up the slack. It will breed resentment, whether you like it or not, even in the nicest of people, if they have to keep covering you because you have to go to a doctor's appt. And then, what if something goes wrong during the pregnancy like preecclampsia when you have to stay in bed for long periods of time? Of course, s**t happens and people deal. Pregnancy is a natural part of human life, and if starting a family during that time is absolutely important to you, then do it--- but once it happens, don't hide it. Give your program time to plan for your eventual absence--- but also be prepared that you may not be able to finish with the rest of your class if you take more than your vacation time off; the ACGME has rules about how many months you have to work to legally be able to graduate. 

2B. You are correct in saying that PDs cannot ask you about family plans during interviews, but I've done plenty of interviews and let me tell you, they have ways of figuring it out using more subtle questioning. And I've been asked directly in the past, when I've interviewed. Most people don't have a problem with answering because they don't care. One good way of scoping out if a program is family friendly is asking how many of the residents have families, and how many of them started families during residency.

2C. As for the resident who said he'd be uncomfortable with too many women in the program, I can sort of understand. It has little to do with him being a "bro" and everything to do with reality and what people talk about. Ortho is very small, and when I was a resident, all of us knew the "horror stories" from other programs, of female residents who caused trouble--everything from sexual harassment lawsuits to gross incompetence. And these were not tall tales -- I myself have personal experience of such a resident who, when faced with expulsion, started telling everyone that people were out to get her because she was a woman. Women are generally more emotional -- many of the ones I worked with had interpersonal issues that were simply not present in the men--- crying when criticized, difficulty working because their boyfriend broke up with them, etc. (Interestingly enough, though, it's the guys that gossip more.) But there is another side to it: because women are such a small percentage of our field, any "bad egg" among them seems so much worse, and any story about them becomes that much more memorable. If 1/20 guys is bad, it's like "meh." But if only 2 women in the program and one sucks, you're much more likely to assume all female residents suck. It's sad, and it is why I always caution my female students that their failures may be judged more harshly. It's not anyone's fault--- it will always happen when you're such a small minority. Which is also why I remind them what my mentor taught me: "there's no crying in orthopaedics." For anyone. (And yes, I've seen male residents do their version of crying-- throwing rage tantrums, punching things etc. Just as bad.)
Hi @OrthoTraumaMD! What sorts of cases are most common for you as an orthopedic trauma surgeon? And what drew you to ortho?
The bread and butter of operative ortho trauma are ankle fractures, hip fractures, and long bone fractures (mostly tibia and femur).
As far as what drew me to orthopaedics, it was that you can operate on all ages/walks of life, there is lots of variety in terms of how you want to structure your career (you can do similar cases all day like knees/hips, or have a vast amount of variability like tumor or trauma), you get to "fix" things with your own hands and often make an immediate difference in people's lives, and heck, it's just plain fun.
Roughly what percent of your surgical volume stems from car accidents? I know you mentioned there are already less pelvis cases because cars are safer. I'm curious how the increasing prevalence of self driving cars and their potential for significantly increased safety might affect the field.
Blunt trauma is 95% of what I do. Out of that, I would say about 50% is from vehicles, but that percentage is larger if you're in a place surrounded by highways where the speeds are higher. In a city, the issues with cars mostly involve people being hit by them at low speeds and also the low speed car accidents. Major polytrauma needs highways.
I don't worry about self driving cars. Stupid people are everywhere and they give me plenty of business. What we lack in pelvic cases we make up in other ways. Plus, there are motorcycles, which are a never ending source of fractures. The trauma teams where I trained called them "donorcycles" (as in organ donation).
Why does "be on time" mean "arrive minimum 30 minutes early"?
Hahaha. Because there are unforeseen events that happen to trauma patients that take up time and delay rounds, etc. The extra time is needed to make up the difference. Generally though, it's always a good idea to arrive a little earlier if you're a med student. I expect mine to get there either on the dot or a few min early so that we start exactly on time.
@OrthoTraumaMD sorry if this has been asked already but how are the patients in trauma? Obviously it isn't really elective stuff but I know I've heard ortho spine has a lot of back pain patients which can be difficult but in your experience are most trauma patients grateful or just as subjective and variable as general ortho?
Depends on the region and type of hospital (county trauma center or a more suburban hospital), but generally 60% of your practice are deadbeat/drunk/noncompliant/uninsured/drug addicts (after all, people who drink and drive etc tend to fall into a certain subtype). The other 40% are reasonable people (weekend warrior/geriatric/athlete/unlucky random trauma). The type of idiot changes with the environment --but whether they are a crack addict suddenly deciding to cross a busy street, or a drunk farmer playing chicken with equipment, they're still idiots. Overall, the reasonable ones are grateful, and they keep me going. The deadbeats are occasionally grateful too, but they exasperate me with smoking, noncompliance, etc. In those times, it's good to remember one of the laws of the house of God: "the patient is the one with the disease."
What orthopaedic subspecialty would you have chosen if you hadn't chosen trauma? What field would you have gone into if you hadn't chosen ortho?

And a related question, what made you rule out the other orthopaedic/surgical subspecialties? I know you wouldn't have done joints because of the "doing the same thing over and over again", lol.
I decided on trauma as an intern and never wavered. That's unusual, as many ortho residents are seduced by trauma early on, but most eventually decide to switch into something else. I never did, and knew I would not, but I also have that type of personality.
As for the other Ortho subspecialties:
-peds: hate the parents
-tumor: depressing, young people dying, made me want to kill myself
-hand: too finicky; hate loupes, nerves, etc; also the "stereotypical" subspecialty female orthopods go into, and I didn't want to do that
-joints: you said it, too repetitive
-sports: "voodoo" (outcomes and indications are questionable), hate scopes
-foot and ankle: feet are gross
-spine: chronic pain patients suck

If I hadn't gone into ortho, I would perhaps have become a vascular surgeon, as I had dallied in that field for a while in med school; but honestly, I don't think I could have survived in medicine if I hadn't matched ortho. I would likely leave and go into something completely different.

Wow! That's an awesome story! So you wanted to do ortho from the beginning? What caused you to pick ortho that early?
Sorry. I'm ******ed and misspoke. I meant Step 1, not MCAT. But yes, I wanted to do ortho pretty early because someone I knew who had a similar personality went into ortho, and I thought that if it attracted him, maybe it would attract me too. Then I did some ortho research, and the rest is history. But I didn't know with 100% certainty until I was already a resident, and went to my first OTA conference. It was then that I finally knew where I belonged.

Love it... thanks for doing this thread, by far one of the best on SDN. Time to get it back on track.

You mentioned that many ortho residents are interested in ortho trauma at the beginning but end up switching into other sub specialties... why is this?

I think you have already touched on how to seek out a mentor as a medical student (if not can you please?). How would you recommend a Med student be a good mentee to keep this relationship going and gain the most from it?
Thanks. [image: :)] as for your qns...

They end up switching because it's not as glamorous, you usually can't make as much money as the other subspecialties, the inability to "choose" your patients (as in, you have to deal with noncompliance, drug addiction etc), the call (usually you're on call more frequently than your partners), and that you can't always control your schedule (if a bunch of traumas come in, you operate til late)

Re: your second qn, to be a good mentee, the student should meet and touch base with their mentor and take initiative to do so. Frequently we are busy and have a lot on our mind and forget things; it's not because we aren't committed, it's just the job. If you send an email suggesting a time to meet, and have a specific topic to talk about, it is more likely to be productive.

I see patients that often come from the ED, and go down there if I need to, but I have PAs and residents to do that for me mostly. I am an employee for a large academic institution. I am fully employed and not locums (which is essentially random work on random nights at different hospitals with questionable or no support). I have a full time salaried position with benefits, clinic, staff, OR time etc. The hospital and I reached an agreement with my contract re: how much time I spend in clinic, but for ortho trauma we are typically in clinic once a week and OR the rest of the time. I am high enough in the department, so I make the call schedule for myself and my partners. I decide how much call I take, as long as my partners and I come to a mutually acceptable solution that aligns with the goals of the institution.

What is your opinion on open reduction internal fixation vs total hip arthroplasty for younger (50-60 years old) patients with displaced femoral neck fractures?

It's a debate topic I got from here if anyone's interested: Haidukewych V. Su: ORIF For Displaced Femoral Neck Fx’s In The 50-60 Year Old Patient - Orthopedics This Week (podcast)
How much time do you have? LOL. Huge topic in orthopaedic trauma. In my mind it is patient dependent. You could be 50 going on 85 when it comes to comorbidities and activity, or you could be a 60 year-old pro tennis player. You have to talk to the patient and tell them about the risks and benefits of each procedure. I would lean toward internal fixation if possible, however it does have a higher failure rate, and you need to do open reduction. Emphasis on the open. A bunch of people do a closed reduction and fixation, but the literature shows that unless you get it perfect, you might as well do the arthroplasty. Arthroplasty has its own risk of dislocation, likely need for revision given the average longevity of the person and the implant, etc. So I offer both and let the patient decide, and sometimes I decide for them depending on what I think has a much higher chance of success. The key is the reduction. If you can get it perfectly and the comminution is minimal at the calcar, you might get away with it. But you have to prepare them for some kind of second surgery at some point.

Are there any other surgical specialties that commonly have this high of an OR to clinic ratio? I feel like most surgeons I've shadowed or talked to had 2 or 3 days of clinic per week.
No. Only trauma orthopods do this to my knowledge, because of daily trauma rooms and our need to be available 24/7 during the day. The rest of ortho subspecialties generally do two days of clinic. I don't know about general surgery as much, but I have not seen anyone else so far.

Keep in mind, though, that for an orthopedic trauma surgeon, clinic day is not a picnic. It can mean seeing as many as 90 patients. Most of us do somewhere between 45 and 60.

How much do you love acetabulum fractures? Small sample size but every traumapod I've seen and resident pursuing trauma just creams themselves talking about Judet Letournel stuff and tabs
I am not actually a big fan. Short of a simple posterior wall, tabs are difficult, and any surgery around the pelvis carries a big risk for infection, nerve and vessel damage, etc. Conceptually they are indeed very interesting, the letournel and judet text is fascinating, the amount of thought and work that went into making the classification and following the patients is astounding...doing these cases is another thing altogether.
You gave a bit of a crude description, but it's hard to "cream yourself" around a tab/pelvis case when you have your first large venous tear and suddenly there is an entire lake of blood that wasn't there two seconds ago and the pressure drops and everyone is freaking out, running around and you're digging trying to control it and trying not to crap your pants in the process. People are very cavalier about this stuff...we have to respect the fact that we can easily kill someone if we are not careful.

What fields or topics in orthopedics do you think are hot or interesting? 

What topics would you recommend students to get involved in? There are some areas that are difficult to pursue, but as a student interested in ortho research I'm wondering what you think are good projects for stusnts. I'm working on a few right now, but want to take on a project of my own. 

Thanks again!
Since I know mostly ortho trauma, I'll answer the "hot or interesting" part from that perspective. Let's see...syndesmotic injury, soft tissue coverage, healing adjuvants (such as bmp), bisphosphonate fractures, proximal humerus fracture management, clavicle fracture management, to name a few. 

As far as interesting projects for students, it's anything that you like and can stick with, and hopefully can finish on time so you can have a publication out of it. There are some labs that have long running projects, which are easy to join but may not yield a paper until much later. I would recommend clinical retrospective studies, cadaver or anatomic studies, or radiologic review studies---things that you can finish in a year or less. The same advice goes to residents, and they're always doing these types of projects--and always looking for students to help. But I have seen some students do projects on their own too, when none of the residents volunteered to help whatever faculty member thought of the idea. That's the best scenario, because you get to work one on one with an attending and if they are nice, you will get first author too. So always ask if there are projects like that available--ideas which faculty may have but the residents don't want to do it.

I've read that trauma is the cornerstone of orthopedic education. What is your opinion on that? What does that mean for programs with "minimal" trauma (they do mostly elective cases) like Jefferson?
I agree with that statement. Trauma is the thing that residents have typically the earliest exposure to, due to covering ER and call. Also, trauma guys love to teach. From my work with the OTA and my general life, I can tell you that us trauma people are obsessed with education on all fronts. Understanding fractures requires knowledge of anatomy and biomechanics, two things that are the core of ortho. Fracture work is also usually how most residents get introduced to operative techniques that they then use in more complex cases. So generally yes, I agree. 

As for your second question, I think trauma is important particularly if you plan on taking call as an attending, you should be able to deal with some basic fractures. But honestly, in this day and age and the advent of trauma rooms, you can pass off pretty much anything to your trauma partners, and they will be happy to take care of it. Even in an elective setting, there is some call (and I assume, some rotations dealing with trauma because it is a requirement for graduation)-- so even those residency programs will give you enough knowledge to deal with basic things. But you may need to supplement your trauma education with books etc, if you feel you are not getting enough. No program is perfect-- I didn't have a lot of peds, so I had to read quite a bit to feel like I was OK on the boards. It worked out. Of course, I would always suggest you go to a residency with a major trauma component, but I'm very biased in that direction, haha.
What has been the most difficult trauma case of your career thus far?
I can't really pick one. Some were difficult due to patient morbid obesity, others difficult due to fracture morphology. The most convoluted had to be a really dusted pilon in a young person where the joint was in a million pieces and I spent way too much time trying to reconstruct it, reducing one piece tended to malreduce another, etc. He did well though, or as well as those tend to do.
Actually Honkonen showed us long ago that the risk of arthritis after a tibial plateau fracture is around 40%, and most of it is mild and clinically inconsequential. It is meniscal injury that is the best predictor of bad arthritis, which is why you repair the meniscus in these cases. 
Now as for spine... You just get adjacent disc degeneration and keep operating and operating.... [image: ;)]

How do you even go about fixing comminuted fractures like the one you mentioned? When I picked up on Total Joint one week I had a patient with a comminuted tibial plateau fracture that look like a grenade went off inside his knee when I looked at his radiograph. I kept wondering how the surgeon even goes about putting all of the hundreds of pieces back together.
Fractures occur in patterns, and the presence of comminution doesn't necessarily doom the patient to a clinically bad result. In normal ankles for example, most of the load is anterior, so posterior comminution isn't clinically significant provided you achieve stability and address the major pattern. Certainly, malreduction matters in some joints more than others--the acetabulum, for example, cannot take more than 1-2mm of step-off. But for the most part, provided you understand the biomechanics, you don't have to put all the pieces back anatomically--just the important ones.


So what happens to the clinically insignificant fragments? Do you rinse them out? Are they absorbed or broken down by the body? I am just curious because it seems like leaving fragments behind at their now non native site would lead to chronic inflammation issues. Or am I way off?

Thank you for all of your replies. They are so helpful and educational.
You take them out if they are in a joint space and could potentially become loose bodies, or if they are completely devascularized and could become a nidus for infection (as in an open fracture). Otherwise, you keep them in there and they incorporate into the healing process.
What has been the most fun/exciting case for you so far? Or what are your most fun/exciting cases?
The fun cases are the ones where you don't need to think or worry too much, you can relax and banter...for me, it's retrograde femoral nails. They are so elegant and fun, a few small incisions where it used to be a huge whack or traction for 6 weeks. I suppose an exciting case is when something unexpected happens, but that's usually the kind of excitement you don't want. Like the last ilioinguinal approach I did, the patient had very poor tissues and the retractor tore the external iliac vein. Was a small tear, but we immediately went from a relatively okay case to a lake of blood in about 4 seconds. I remember looking at my partner (we always do these together because of complexity)...and then looking at anesthesia and saying, "call vascular, and get some blood from the blood bank. Expediently, please." I don't know how my voice was calm, I thought I was going to crap my pants. Vascular had to come and fix it. He made it but we couldn't finish the procedure cause the vein kept tearing. We had to stop and close. I may have mentioned before that I hate the pelvis and acetabulum. Long run for a short slide. Many of them get arthritis anyway and you can easily kill someone. I didn't do this specialty to kill people, honestly.

is it feasible to double-train in orthopedic oncology and trauma? I'm trying to decide between the two for my potential future and I really like the variety available in both. This way, I could do a bunch of awesome reconstruction/limb salvage.

also, I know a trauma ortho guy who did a trauma fellowship then a 6mo "fellowship (not ACGME) in joints. 
is it possible to do other 6mo fellowships, potentially in trauma?
There are no officially accredited (as in OTA recognized) trauma fellowships that are less than one year. You can certainly do two fellowships, one in Onc and one in trauma, but it will be 2 years.
In a patient with a humeral shaft fracture, is it unreasonable for the patient to ask for total restoration of original length? I know some lifters complain about having reduced length (due to a previous fracture), which affects aesthetics.
We always aim to restore length in any long bone fracture. However in the humerus, if there is comminution, length is sacrificed for healing. It's just the way things are. In the setting of comminution, you cannot create bone that has been destroyed. You take what you get. So yes, it is unreasonable to ask for things that cannot be done. If they can be done, they will.
Do you perform a significant amount of revision-type surgeries for things like failure to heal or excess scar tissue that limits function?

2) If you had to put a rough estimate to it, in your current position, what % of your surgeries are:
emergent trauma/operating right now
vs.
outpatient/less critical trauma
vs.
repeat/revision surgeries for previous traumas?

3) I'm curious about the spectrum of surgical cases going to trauma ortho vs. other subspecialties like foot/ankle or hand. For example, the circumstances in which a trauma surgeon would handle an ankle fracture instead of the foot/ankle surgeon, and vv. Does that depend on surgeon preference and institutional protocol, or is it more of a clinical guidelines based decision?

Also, thanks for continuing to answer these questions!!
None of my patients have failed, what are you talking about? ^_^ Jk.... the real answer is <0.5% on my own cases, thankfully. I am of the opinion that to know WHEN to be in the OR is vastly more important than knowing how to operate. Thus, I treat many fractures nonop, even if it's not "in vogue." Clavicles come to mind. I think I would have more complications if I didn't consider each patient carefully, and only take them to surgery if I felt I would somehow improve function more than nonop. Sometimes I will see patients who come to me for second opinions and I'm like, why the f--- did they get operated on in the first place?
2) emergent 89.5% (including staged procedures or what you call "repeat surgeries"), outpatient 10%, revision 0.5%. Never for "scar tissue." That's solved with PT, unless it's a really busted quadriceps that needs release, and I've only seen that a few times in my life.
3) It depends on the practice. I take control of all fractures and give away things I don't think I can handle. I do basically anything except the really smashed up feet (multiple midfoot fractures, fusions etc), and smashed up hands (ligamentous injuries, carpus, and some fingers). The reality is that foot and ankle guys are better suited/trained to do elective stuff, and the fractures should be left to us. But not all foot and ankle guys feel that way obviously.
Full disclosure, I am a regional anesthesiologist. 

Curious to know your thoughts on regional anesthesia for your work. Are you a fan? 
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I’ve used it, but only at times when patient is too ill to do general. In my place it takes too long to do blocks and it delays me. Plus there’s the whole risk of masking compartment syndrome afterwards... and the last time they did regional, the patient was wiggling around the entire time and it was really annoying for all involved. I think in a place like let’s say HSS where anesthesia runs like clockwork, it can work well, but I think it’s mostly for elective stuff and not trauma.
Depends on the fracture, but yes pretty much everyone gets narcotics. But I have a very strict narcotic policy. I don’t prescribe it beyond 6 weeks postop. 
As a trauma doctor you see some of sickest patients. How do you deal with patient loss?
You learn to. I have treated some severe injuries resulting in limb loss, which were traumatizing to me. Some of those patients ended up dying. I’ve also seen patients with seemingly benign injuries deteriorate and die. You just have to accept that sometimes you win, and sometimes the trauma does.
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