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Loren’s LinesLoren’s LinesLoren’s LinesLoren’s Lines 
Exciting new technology 

has arrived at Capitol 

Orthopedic Center.  We 

recently acquired the 

TransTibial and Trans-TransTibial and Trans-TransTibial and Trans-TransTibial and Trans-

Femoral Design CAD sys-Femoral Design CAD sys-Femoral Design CAD sys-Femoral Design CAD sys-

temtemtemtem from Otto Bock.  

This system allows the 

practitioner to obtain an 

image of the residual 

limb by taking two digital 

pictures instead of using 

the traditional plaster 

casting method.  Modifi-

cations are then done on 

computer and a socket is  

fabricated.  The benefit  

for the patient is a more 

reproducible socket 

shape. This method does 

not work for everyone, 

but is effective for a ma-

jority of patients.  “The 

TT and TF Design CAD 

system provides a more 

consistent well fitting 

socket while providing 

quantitative tracking of 

limb volume changes”, 

said  Michael Leach,  

Clinical Specialist Pros-

thetics/Orthotics Otto 

Bock.  To learn more To learn more To learn more To learn more 

call  913.526.5271.                                                                   call  913.526.5271.                                                                   call  913.526.5271.                                                                   call  913.526.5271.                                                                    
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A recent issue of the Journal of Prosthet-

ics and Orthotics had a debate as to the 

most effective postoperative treatment for 

a patient with a transtibial amputation.  

What follows is a brief overview of that 

discussion.   

The Clinical Standards of Practice on 

Postoperative Management of the Lower 

Extremity took place in May 2003, the re-

sults of that conference where published in 

a special edition of the JPO in 2004.  The 

participants of the conference included 

orthopedic surgeons, vascular surgeons, 

physiatrists, prosthetists, physical thera-

pists, and peer counselors. 

After a two day meeting, the participants 

did not come to a consensus regarding the 

most effective postoperative management 

strategy for those who undergo a tran-

stibial amputation (TTA).  Options for treat-

ment were categorized as: soft gauze 

dressing with an elastic wrap, thigh-level 

rigid plaster dressings without and immedi-

ate prosthesis, thigh-level rigid plaster 

dressings with an immediate postoperative 

prosthetic (IPOP), shorter removable rigid 

plaster dressings, and prefabricated pneu-

matic postoperative prosthesis.  Even . 

within these five categories the team 

found discrepancies in methods of appli-

cation and the materials used by the pros-

thetist or requested by the physician.   

Furthermore, the group found that 

“definitive evidence to support the benefit 

of any single technique is lacking.”¹  The 

following is a description of the five estab-

lished strategies along with their advan-

tages and disadvantages: 
• Soft dressings usually consist of 

nonadherent dressing over the suture 

line and most likely an elastic 

bandage like an ace wrap or stump 

shrinker.  Literature describes the 

advantages as ease of application, 

low cost, and being able to access the 

wound.  Some of the disadvantages 

include: increased likihood for knee 

flexion contractures, prolonged 

bedrest and hospital stays, and 

possible high pressure on the residual 

limb proximally.  “The incidence of 

complications related to wrapping and 

elastic bandages is not well 

documented.”  

• The thigh-level rigid dressing with no 

immediate prosthesis are constructed 

of soft gauze on the wound, a sterile 

sock, soft padding as needed, felt 

pads at the tibial flare regions, and a 

reticulated distal end pad.  These are 

covered with elastic plaster bandage 

and some molding is done.  Current 

________________________________ 

Example of  rigid removable dressing with cuff suspension. 

1 Journal of Prosthetics and Orthotics. 

2004; Vol16, Pg. 14-15. 

2 Journal of Prosthetics and Orthotics.  

2004; Vol. 16, Pg. 15. 
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• Short removable dressings are 

constructed  like a thigh-level rigid 

dressing, but only to the level of 

the knee.  A foot and pylon may 

or may not be attached.  Again, 

the main advantages reported is a 

decrease in healing time and the 

ability to remove the dressing and 

check the wound.   

• The f inal category is the 

p r e f a b r i c a t e d  p n e u m a t i c 

prosthesis.  These typically 

consist of a plastic prosthetic unit 

with one or more air bladders 

used for compression.  The claim 

is they are lighter weight and have 

more controlled compression on 

the residual limb.  They still allow 

removal for wound inspection.   

Disadvantages are expense, 

bulkiness and difficulty donning 

and doffing.  This type of 

prosthesis may also be used with 

studies would indicate that this   

type of postoperative treatment 

reduces edema, pain, healing 

time, and increases tolerance to 

weight bearing which allows for 

earlier weight bearing on the 

residual limb.  It also aids in 

p r e v e n t i n g  k n e e  f l e x i o n 

contractures. 

Disadvantages are described as         

being more difficult to apply and 

are    more costly.   

• The thigh-level rigid dressing with 

an immediate prosthesis has all of 

the same benefits and it could be 

argued that there is an emotional 

benefit to having the prosthetic 

foot which aids in a better initial 

self-image.  Disadvantages cited 

include the inability to check the 

wound and possible mechanical 

tissue trauma inside the cast.   

no air bladder which is usually 

less expensive and less bulky.   

As stated earlier, all studies are 

descriptive and do not have statistical 

support to show one method is better 

than another.  It appears as though 

what can be determined is that a rigid 

dressing, of some kind, will facilitate 

faster healing for the patient when 

compared with a soft dressing only 

method.  This debate will no doubt 

continue until scientific evidence 

provides the rehabilitation team with a 

clearcut method of treatment for the 

patient.   

 

(Thanks to the Journal of Prosthetics and 

Orthotics and the authors of “Postoperative 

Dressing and Management Strategies for 

Transtibial Amputations: A Critical Review” for 

their contribution to this article.)  
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