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INTRODUCTION 
M a n y articles have been publ i shed with 

regard to n e w cast ing techniques for nar­
row M L socket design. All involve n e w 
m e t h o d s or n e w equ ipment . T h e authors 
would like to p resen t a new cast ing tech­
nique which will greatly cut d o w n on cast 
modification t ime as well as the n u m b e r of 
check socke ts required. 

We began a s tudy on the poss ible appli­
cat ion of the Berk ley Brim for cast ing of a 
narrow M L socket . Taking a br im for the 
contralateral s ide, rotating it 90°, the origi­
nal poster ior seat b e c o m e s the medial wall 
and the medial wall b e c o m e s the poster ior 
seat. T h e Sca rpus bulge contours to the 
poster ior lateral region. With this brim, w e 
were able to adjust the M L d imens ion . 

Initially, we found that by utilizing the 
graph es tabl i shed by Mr . Long (Figure 
1-A) and the m e a s u r e m e n t data shee ts de­
s igned by Mr. Sabol ich and Mr . S h a m p 
(Figure 1-B) , w e could select the appropri­
ate br im. A s we b e c a m e more comfortable 
with the sys tem, we found that w e could 
select the appropr ia te brim size as if w e 
were cast ing for a convent iona l quadrilat­
eral socket , but us ing the contralateral 
brim. 

CASTING 
Fol lowing the br im select ion, a c ircum­

ferential gauge should be emp loyed to e s ­
tablish your reduced ischial level mea ­
surement. Tube gauze is placed on the pa­
tient's residual l imb and appropriately sus­
pended . T h e br im is then placed a round 
the l imb and m o v e d proximally to contact 
the ischial tuberosity. T h e gent le drawing 
d o w n w a r d of tissues m a y be required 
(Figure 2 ) . At this t ime, check the t issue 
distal to the brim for even continuity. Ad­
ju s tmen t s may be required by loosening or 
t ightening the ad jus tments screws, but do 
not be conce rned with any gaps that may 
occur b e t w e e n the l imb and br im in the 
poster ior region. In this region the residual 
l imb, no t the brim, will give you the appro­
priate con tour (Figure 3 ) . 

The brim is then r emoved from the l imb, 
and the t rochanter and distal femur are 
marked . At this t ime the br im is w idened 
by 2 .5 rotat ions of the ad jus tment screws. 
This a l lows for the th ickness of the plaster. 
In addit ion, the br im is coated with sili­
cone spray. 



Figure 1-A. Socket pattern for thigh measuring 19". 
Actual measurement of pattern circumference is 18". 

In order to support the femur, it is necessary to 
narrow the M-L dimension of the socket. The result­
ing greater A-P allows muscular function not possible 
with the crowded effect of a narrow A-P. This chart is 
to be used as a guide in establishing the width of the 
finished positive model. The figures were taken from 
approximately 500 sockets made in this facility and 
many of these sockets have now been worn eight 
years. Very few, if any, sockets have been replaced 
because of shrinkage. Many sockets have been re­
placed as muscles return to normal and the thigh 
takes on its original shape and size increases. Most of 
the increase in size will take place in the A-P dimen­
sion, with very little change in M-L. Increasing the 
M-L dimension by anything more than 1/4" will result 
in a lateral gap at the top of the socket. 

Figure 2. In don­
ning the selected 
brim on the pa­
t ient , a gent le 
drawing down­
ward on the tissue 
may be necessary. 

Figure 3. Any gapping in the posterior region should 
not be a concern, as the residual limb will give you the 
appropriate contour. 





Figure 4. The brim is hand held during the taking of 
the negative impression with the residual limb in a 
relaxed position. 

Figure 5. Viewed laterally, the top of the brim is 
maintained in the same flexion attitude as the resid­
ual limb. 

Figure 6. Just prior to the 
plaster hardening, have the 
patient actively adduct his re­
sidual limb. 

Elastic bandage is appl ied to the l imb, 
cover ing at least a third of the gluteal m u s ­
culature. T h e bandage is then brought into 
the pe r ineum and drawn towards the in­
guinal region to finish at least 2" proximal 
to the t rochanter . T h e proximal wrapping 
should be four layers thick. Cont inue 
wrapping the l imb. O n c e the wrapping is 
comple ted , the br im is then appl ied. T h e 
br im will be h a n d held; The affected l imb is 
held in a re laxed posi t ion (Figure 4 ) . Wi th 
the br im being he ld firmly against the 
ischial tuberosity, v iew the fixture laterally 
(Figure 5 ) . The top of the brim is held in 
the same attitude as the limb. W h e n viewing 
the brim anteriorly, just prior to the plaster 
set t ing, have the pat ient actively adduct , 
whi le keep ing the br im horizontal (Figure 
6 ) . Th i s posi t ion is main ta ined until the 
plaster has ha rdened . At this point , a top 
coat of rigid plaster can be applied to the 
cast ing fixture and plaster wrap (Figure 7 ) . 
In addit ion, three layers of rigid plaster 
should be appl ied to the gluteal region from 
the br im proximally. O n c e these layers are 
hard the negat ive impress ion is r emoved 
and the length is verified. Posi t ive mode l 
modif icat ions are per formed according to 
the previously men t ioned authors . 



Figure 7. Once the elastic plaster bandage has hard­
ened, it may be reinforced with rigid plaster bandage. 

CONCLUSION 
This technique has been tried success ­

fully on three pat ients . T w o pat ients re­
quired only one check socket . O u r third 
pat ient required two sockets due to weight 
loss and suct ion not be ing main ta ined . B e ­
cause of a p re shaped proximal port ion of 
the posi t ive mode l , modification time is 
reduced by half. 
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