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Screening for scoliosis 

Barry Ferris', Michael Edgar2 and Anthony Leyshon3 

We compared two groups of consecutive patients presenting to a scoliosis L e r  : viz., 214 children from 1974 to I978 and 100 children from 1984 to 1986. 
The number of curves detected by school screening increased from 10 percent 
to 33 percent, and the size of the curves at presentation decreased from 49 to 
33 degrees. Half the curves were still detected by families and friends. School 
screening for scoliosis has increased detection of curves at an early stage when 
bracing may be successful. 

School screening for adolescent idiopathic scolio- 
sis is routine in many countries, such as Canada 
(Rogala et al. 1978), Sweden (Willner and UdCn 
1982), Denmark (Lauland et al. 1982), and Sing- 
apore (Daruwalla et al. 1985), and is mandatory 
in some States of America (Bunnelll984, Rogala 
et al. 1978, Willner and UdCn 1982) and in Japan 
(Lonstein et al. 1982). Torrell et al. (1981) found 
the detection rate in 1968 to be 45 percent, which, 
10 years later, had increased to 70 percent after 
school screening and a publicity campaign in 
Sweden, compared with only 10 percent in this 
country between 1974 and 1978 (Belstead and 
Edgar 1978). 

Hoping that our situation has also improved, we 
compared two consecutive groups of idiopathic 
scoliosis presenting to the same scoliosis center, 
but separated by 9 years. 

Patients and methods 

The records of 100 consecutive new patients 
referred to the Royal National Orthopaedic Hos- 
pital between 1984 and 1986 with a diagnosis of 
adolescent idiopathic scoliosis were reviewed and 
compared with 214 patients presenting between 
1974 and 1978. The age of the patient at diagnosis, 
the person who first noticed the deformity, and 

the Cobb angle at presentation were recorded in 
all the cases (Table 1). 

The number of curves under 40" at presentation 
was recorded, as curves of this magnitude are less 
likely to require surgery. The last group does not 
include the patients from the 1978 study because 
the deformity was not apparent then; but in the 
1984 to 1986 review, this group was identified. 

Results 

The number of diagnoses made incidentally by 
general practitioners had not changed between 
the two studies, but the number detected by 
screening showed more than a threefold increase 
over the previous one (Table 1). Curves detected 
by family or friends remained the largest group. 
There has been a concomitant reduction in the 
average size of curve at presentation between the 
two studies. The age at diagnosis remained the 
same. 

Table 1 .  Patients referred to the Scoliosis Unit with adolescent 
idiopathic scoliosis. (1974 to 1978, n 214; 1984 to 1986. n 100) 
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Discussion 

There is little doubt that around the world school 
screening has produced effects similar to ours 
(Lonstein et al. 1982, Torrell et al. 1981). The 
main advantage of diagnosing adolescent idiopa- 
thic scoliosis early is that, providing it is effective 
(Edgar 1985), bracing stands a better chance of 
success if started at a time when growth potential 
remains (Rogala et al. 1978, Blount 1981). The 
improvement in our referral pattern is probably 
due to increased awareness of scoliosis among 
doctors and the general public. However, our 
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threefold increase in the proportion of curves 
detected by screening amounted to only one third 
of the total, whereas in Sweden where a policy of 
school screening exists, two thirds of the curves 
were thus detected (Torrell et al. 1981). A report 
by the British Orthopaedic Association and Brit- 
ish Scoliosis Society (1983) concluded that it 
should not be national policy routinely to screen 
for scoliosis and that more data are required. We 
feel that our data adds weight to the case for a 
national policy for school screening. 
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