
 THE PLASTER CAST 

 

It is carried out in an Abbott’s frame of reduction 

allowing the Elongation, Derotation and Flexion 

(EDF). This frame comprises in longitudinal 

axis, a system of pelvic traction independent for 

each hemi pelvis and a system of cervical 

traction with dynamometer. Laterally one has on 

the right and on the left 3 adjustable bars of 

inflexion and derotation, 2 low bars, 2 medial 

bars in the plane of the child and 2 high bars. On 

each bar, mobile cursors facilitate the fixing of 

the soft tapes. 

 

The child is prepared with the physical therapist 

by supplings supplemented by a cervical traction 

and possibly placed in the Abbott's frame.   

  

 The thorax of the child is covered with 2 jerseys; the first jersey of 20 cms is broader to 

cover the edges, the 2
nd

 jersey of 15 cm encloses the child well and makes it possible to 

avoid the folds. 

 One slips at the pelvic level between the 2 jerseys 2 beveled square felts of 15 cm side to 

protect the iliac crest. 

 The child is placed in the frame lengthened in a lying position on a strong removable 

ticking band. 

 A transverse metal bar is placed at the lower end of the sacrum, and another under the head 

of the child. 

 Pelvic traction then is installed and one sets up the cervical traction. Axial traction is 

controlled by a dynamometer. This traction will be always weak, approximately 12 

Kilograms (twice the weight of the head). An excessive traction makes difficult lateral 

bending, derotation and especially kyphotisation; it is interesting only for one important 

angulation exceeding 40°. 

 Installation of the tickings tapes: If we take the example of a right thoracic and left 

lumbar double-major scoliosis, the technique with 4 tapes is used. 

 The tape N° 1 from 20 to 25 cms broad is placed under the thoracic rib hump, its 

horizontal lower segment leaves on the left concave side, it is rolled up upwards i.e. 

from the spine towards the anterior part of the thorax, it is reflected in an oblique 

way on the higher bar of the frame on the left concave side. 

 The tape N° 2 About 20 cms broad is placed on the level of the lumbar rib hump in 

reverse order, i.e. that the lower horizontal segment leaves of the right concave side 

and is rolled up upwards, carefully marking the iliac crest and the fold of the waist 

protected by the pelvic felt. It reflected at the level of the abdomen in an oblique 

way on the higher bar of concave right side of the frame. It can be also reflected 

vertically if one seeks a lordosis effect, but attention not to propagate this curvature 

at the thoracic level. 

 The tape N° 3 About 15 cm broad is placed on the axillary right level, it produces a 

counter-push and rebalances the spine. It is symmetrical with the lumbar tape N° 2. 

 The tape N° 4 About 5 cms broad is placed on the level of the pelvis. It is essential 

each time there exists a coronal pelvic tilt. It is a tape of purely horizontal 



translation which surrounds the right hemi-pelvis. One makes a node on the level of 

the left trochanter for reasons of facility of rolling out the tapes and one fixes it on 

the left medial horizontal bar. 

 One puts in partial tension the ticking tapes to balance the child, then one place 2 beveled 

longitudinal felts of 5 cms thickness, 25 cms broad and 60 cms length under the ticking 

tapes. The felts must largely overflow on the axillary level. 

 Then one carries out the setting in final tension while being progressive, by alternating 

inflexion-derotation and axial traction without exceeding 12 kilos, and while taking care to 

keep the spine balanced in axial plane. 

 When the spine is well balanced, the plaster tapes are unrolled in a derotation way i.e.like 

the ticking tapes. One uses initially 2 circular tapes of 20 cms broad to cover completely 

the ticking tapes. Then, one place 4 plaster splints of 30 cms broad forward, backward and 

laterally. One cut out the circular tapes carefully all around the ticking tapes. 3 Circular 

tapes of 20 cms stabilize the braces definitively. Making the plaster cast, one carefully 

models the counter anterior rib hump on the left and one try to improve kyphosis on the 

level of the rib hump by raising the shoulder girdle a little; this is why we prefer on the 

axillary level a ticking tape reflecting itself on the high bar. One can also raise a little the 

bar of cervical traction to carry out an effect of hammock. 

 The plaster cast dries in the frame during approximately 10 minutes, then the child is 

standing up and the first cuttings are carried out in upright position. 

 

The physician delineates trim lines according to the X-rays. 

 On the level of the pelvis, one largely releases the inguinal fold to allow a 90° flexion of 

the thighs. 

 On the level of the shoulder girdle, cutting is asymmetrical to release the right arm of the 

child and to allow him more functional independence, but especially to facilitate the 

rehorizontalisation of the upper limit vertebra. 

 On the level of thoracic and lumbar concavities, one cuts out a window intended to 

facilitate maintenances of skin and to allow a possible felting of the rib humps. 

 At the abdominal level, a triangular window with xiphoidean peak facilitates maintenances 

of skin and makes it possible to check the stomach in the event of gastric dilatation. 

 At the thoracic level, one releases the chest by reinforcing the stabilization of the chondro-

costal band and the sterno clavicular support. 

 

We will insist particularly on the completions: 

 unfolding of the protection felt on the axillary level , 

 cut out first surface jersey at the border of the windows, 

 the edges of the abdominal windows and concavities are plastered with a quite wet pad and 

the cutaneous jersey is then folded back on the edges of the window. One can also use for 

the large window small splints on which the jersey will be folded back. 

 At the ends the jersey is stretched before being folded back to avoid the skin folds. 

 When all the edges were stabilized, one recovers the surface with a circular plaster band in 

order to carry out smoothing with the plastic of protection of the plaster tapes soaked 

beforehand in water. 

 Felting is carried out after 3 hours of drying before the departure of the child. One starts at 

the level of the lumbar region. One slips the felt of 5 mm coated with tissue glue, between 

the skin and the plaster cast. The child is in genu-pectoral position, with a small cushion of 

protection under the abdomen, not to deform. A small spatula facilitates the slip. It is 

necessary to avoid the folds during this felting by stretching to the maximum the felt by the 



windows. One also requests with the child to release oneself from the plaster cast while 

contracting abdominal muscles and while inspiring to the maximum. 

 

The food regimen avoiding any starchy food and fizzy drink is immediately started and 

controlled the antitetanic vaccination. 

 

The first skin maintenance will be very cautious and will release scrape of plaster cast formed 

at the time of the realization of the windows. For the first hours, the exothermic reaction 

causes a puffiness of the skin identical to a heatstroke so that any maintenance of skin is not 

recommended before 3 days. 

 


