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Abstract: Closed reduction and application of a spica cast 
is a standard treatment in children younger than 18 months. 
Proper abduction and fl exion is crucial during cast applica-
tion. The surgeon, who usually stands holding the lower 
limbs, often fi nds this position cumbersome and diffi cult to 
control limb position. During the past 6 years, we have used 
the lotus (crossed legs) position for the surgeon to achieve 
better control on hip fl exion and abduction, therefore mini-
mizing possible complications such as osteonecrosis of the 
femoral head.

Closed reduction and hip 
spica casting under gen-

eral anesthesia is required for 
children with developmental 
dysplasia of the hip in the case 
of failed harness treatment or 
children older than 6 months. 
Below this age, harness treat-
ment, such as that with a Pav-
lik harness, is the treatment 
of choice. For patients with 
an unreliable family or unfa-

vorable social situation who 
are younger than 6 months, 
closed reduction and hip spica 
casting may also be the treat-
ment of choice, because oc-
casionally one cannot trust 
those families to comply with 
harness treatment.1

The cast is applied with 
the hips held in approxi-
mately 100� of fl exion and 
controlled abduction (usually 

40�-50�)—the so-called hu-
man position.2 The concept of 
the human position is widely 
accepted among pediatric or-
thopedic surgeons. However, 
correct application of a spica 
cast is not an easy task.3 One 
problem encountered during 
casting is the diffi culty hold-
ing the legs in proper fl exion 
and abduction. This is crucial 
because hip abduction angles 
�55� have been shown to be 
statistically associated with 
the development of osteone-
crosis.4 The limb holder can 
lose reduction due to fatigue. 
This happens because tradi-
tionally the surgeon holds the 
limbs from the side or stand-
ing at the end of the table, 

bending forward and stretch-
ing his arms to reach the spica 
table, which has to stay close 
to the anesthesiologist.

MATERIALS AND METHODS
During the past 6 years, 

we have performed this proce-
dure with the surgeon sitting 
in the lotus position (crossed 
legs). From 2003 to 2009, 
we applied this method in 51 
patients with developmental 
dysplasia of the hip.

SURGICAL TECHNIQUE
The surgeon holds the limbs 

while sitting on the operating 
table in front of the spica table 
(Figure). This position allows 
him to control the position of 

Figure: The lotus position during application of a spica cast.
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the limbs with much less effort 
compared to other positions. All 
casts were constructed to keep 
the children’s hips in the human 
position.

RESULTS
In all cases, we achieved ac-

ceptable reduction of the hips. 
Only 2 patients had signs of 
mild osteonecrosis on postop-
erative radiographs. These pa-
tients were girls aged 6 and 8 
months who had type 1 osteo-
necrosis according to Kalamchi 
and MacEwen.5 Abduction an-
gles in those cases were within 
the safe range of 40� to 50�.

DISCUSSION
According to our experi-

ence, we recommend using the 
lotus position during applica-
tion of a spica cast for develop-
mental dysplasia of the hip. We 
believe that this position is 
more convenient and helps the 

surgeon achieve precise abduc-
tion and fl exion of the hips, 
which can lead to better treat-
ment results with reduced com-
plication rates. 
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