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Abstract
Background: In cerebral palsy (CP) there is an increased risk of scoliosis. It is important to identify a progressive
scoliosis early-on because the results of surgery depend on the magnitude of the curve. The Swedish follow-up
program for cerebral palsy (CPUP) includes clinical examinations of the spine. The reliability and validity of the
assessment method have not been studied. In this study we evaluate the interrater reliability of the clinical spinal
examination used in CPUP and scoliometer measurement in children with CP and we evaluate their validity
compared to radiographic examination.
Methods: Twenty-eight children (6–16 years) with CP in Gross Motor Function Classification System levels II-V were
included. Clinical spinal examinations and scoliometer measurements in sitting position were performed by three
independent examiners. The results were compared to the Cobb angle as determined by radiographic measurement.
Interrater reliability was calculated using weighted kappa. Concurrent validity was analyzed using the Cobb angle as gold
standard. Sensitivity, specificity, area under receiver operating characteristic curves (AUC) and likelihood ratios (LR) were
calculated. Cut-off values for scoliosis were set to ≥20° Cobb angle and ≥7° scoliometer angle.
Results: There was an excellent interrater reliability for both clinical examination (weighted kappa = 0.96) and scoliometer
measurement (weighted kappa = 0.86). The clinical examination showed a sensitivity of 75 % (95 % CI: 19.4–99.4 %),
specificity of 95.8 % (95 % CI: 78.9–99.9 %) and an AUC of 0.85 (95 % CI: 0.61–1.00). The positive LR was 18 and the
negative LR was 0.3. The scoliometer measurement showed a sensitivity of 50 % (95 % CI: 6.8–93.2 %), specificity of 91.7 %
(95 % CI: 73.0–99.0 %) and AUC of 0.71 (95 % CI: 0.42–0.99). The positive LR was 6 and the negative LR was 0.5.
Conclusion: The psychometric evaluation of the clinical examination showed an excellent interrater reliability and a high
concurrent validity compared to the Cobb angle. The findings should be interpreted cautiously until research with larger
samples may further quantify the psychometric properties. Clinical spinal examinations seem appropriate as a screening
tool to identify scoliosis in children with CP.
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Background
Children and adolescents with cerebral palsy (CP) have
an increased risk of scoliosis [1]. The reported prevalence varies between 15–64 % based on age, severity of
CP, and different definitions of scoliosis [1–3]. This
stands in contrast to idiopathic scoliosis in adolescents
where the prevalence has been reported at 2–4 % [4]. In
children with CP the risk of developing scoliosis is related to the child’s gross motor function and age [1, 5].
Severe scoliosis is associated with pain, sitting problems,
hip dislocation, and windswept deformity [1, 6], all of
which may impair physical function and quality of life.
It is important to identify a progressive scoliosis earlyon as the result of spinal surgery is related to the curve
magnitude [7]. It is desirable to have a screening tool with
high sensitivity but it is also important to have high specificity to avoid unnecessary radiographic examinations.
In 1994, a follow-up program and registry for children and adolescents with CP (CPUP) was initiated in
the south of Sweden, an area of approximately 1.3 million inhabitants. CPUP has been classified as a Swedish
National Health Care Quality Registry since 2005 and
the program is also used in Norway, Denmark, Iceland,
Scotland and New South Wales, Australia. Currently >95 %
of all children with CP in Sweden participate in CPUP [8]
and it is expanding to include also adults with CP.
The main purpose of CPUP is to prevent hip dislocation, contractures, scoliosis and windswept deformities
in individuals with CP [8–11]. The program includes
spinal examinations where the children undergo a standardized examination by their local physiotherapist twice
a year until six years of age and then once a year. The
spine is examined in forward bending and upright position with the child sitting on a plinth. In the event of
scoliosis, it is graded as “mild”, “moderate” or “severe”.
A child with a moderate or severe scoliosis is referred to
radiographic examination. If the Cobb angle exceeds 40°
operative treatment is considered.
A commonly used screening-tool for adolescent idiopathic scoliosis is the forward bending test that measures asymmetrical rib prominence [12, 13]. It has been
argued that this test does not have a quantitative documentation and the efficacy of the test to screen for
scoliosis is still discussed [12, 13].
The scoliometer [14] reliably measures the angle of
trunk rotation and it is a commonly used tool to screen
for adolescent idiopathic scoliosis [13, 15]. The recommended cut-off value to warrant a radiographic referral
in adolescent idiopathic scoliosis varies but ≥7° has been
suggested [15]. To our knowledge the scoliometer has
not been used in screening for neuromuscular scoliosis.
The Cobb angle has been the gold standard to quantify
scoliosis on radiographic examination since 1948 [16].
However, the Cobb angle is a two-dimensional analysis
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of a lateral deviation of the spine while the forward
bending test and the scoliometer reflect a lateral deviation and rotation of a three dimensional deformity.
Coehlo et al. found a correlation that was considered
good (r > 0.7, p < 0.05) between scoliometer measurement and the Cobb angle in screening for adolescent
idiopathic scoliosis [17].
For a screening tool to be useful in clinical practice a
high sensitivity and a high specificity is important. When
screening for scoliosis in CPUP the purpose is to identify
all individuals requiring further radiographic examination and rule out those who do not in order to
minimize the dose of radiation exposure.
The purposes of this study were to evaluate the interrater reliability of clinical examination and scoliometer
measurement, and to evaluate their sensitivity, specificity
and concurrent validity as screening tools by using
radiographic examination with the Cobb angle as gold
standard.

Methods
In CPUP, all participating children have their CP diagnosis verified by a neuropaediatrician at four years of age.
CP is defined as a non-progressive brain injury which
has developed before the age of two years. Motor impairment and specific neurological signs are defined and
classified according to the inclusion criteria of the
Surveillance of Cerebral palsy in Europe (SCPE) network
[18, 19]. Gross motor function is determined by the
child’s physiotherapist according to the expanded and
revised version of the Gross Motor Function Classification System (GMFCS) [20, 21]. This is a 5-level system
for children and adolescents with CP based on their selfinitiated movement where level I delineates the highest
level of function and level V the lowest.
Children and adolescents aged 6–16 years at GMFCS
levels II-V and enrolled in CPUP were recruited from
five child rehabilitation units in southern Sweden. The
participants and their families were informed about the
study by their local physiotherapists and provided with
invitation letters with information about the study. Written consent was obtained from the parents/guardians of
all participants. Children were recruited consecutively
until at least six children at each relevant GMFCS level
had accepted. The decision to include six persons in
each GMFCS level (except level I) was based on an earlier study evaluating the Posture and Postural Ability
Scale in adults with CP [22, 23]. In addition, a reliability
study of the scoliometer by Bonagamba and colleagues
included 24 participants and that study had enough
power to satisfactorily evaluate reliability [24]. Children
at GMFCS level I, which constitutes about 40 % of all
children with CP, do not have a higher risk of scoliosis
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compared to the risk of developing idiopathic scoliosis
in adolescents [1] and were therefore not included in
this study.
The children were examined at one occasion by three
examiners, independent of each other, during a period
from November 2013 to March 2014. The examinations
were performed by two physiotherapists and one paediatric orthopaedic surgeon, all with 10 to 20 years of experience working with children with CP. Each examiner
assessed each child individually and noted the grading
on separate scoring sheets. They had no information of
the children’s medical reports or radiographs, and they
had not met the children prior to the examinations. All
three examiners had previous experience of clinical examinations of children with CP, but only the orthopaedic
surgeon had experience of scoliometer measurements in
adolescent idiopathic scoliosis prior to this study. The
spine was examined with the child in a sitting upright
position, with external support if needed, and then, still
in sitting, with the forward bending. The degree of scoliosis was noted according to the CPUP classification [1]
and graded as:
– No scoliosis.
– Mild scoliosis: discreet curve visible only on
thorough examination in forward bending.
– Moderate scoliosis: obvious curve in both upright
and forward bending.
– Severe scoliosis: pronounced curve preventing
upright position without external support.
In sitting position, a scoliometer was placed in forward
bending at the top of the thoracic spine, with the 0
(zero) mark over the spinous process, and slowly moved
down the spine noting the highest degree of truncal rotation. The degree of scoliosis was recorded separately
and independently by the three examiners. A higher degree of truncal rotation indicates worse inclination. The
value used to detect moderate scoliosis that should be
referred to radiographic examination was set to ≥7°.
Radiographic examinations were performed in a sitting position, in an anteposterior (AP) projection. The
magnitude of the curve was determined based on the
Cobb angle [16] and moderate or severe scoliosis was
defined as Cobb angle ≥20°. The radiographic examinations were performed at three radiology departments
using standardized instructions for patient position and
x-ray imaging. The Cobb angles were measured by
three different radiologists with a special interest in
skeletal radiology. The measurements were reevaluated
and confirmed by a fourth independent examiner. None
of the radiologists had information about the previous
results of the clinical examinations or the scoliometer
measurements.
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Statistical analyses

In the statistical analysis the interrater reliability for the
clinical spinal examination and the scoliometer measurement was calculated using weighted kappa scores [25]. The
magnitude of weighted kappa was interpreted according to
Fleiss 1981 where <0.40 signifies poor agreement, 0.40–
0.74 fair to good agreement and ≥0.75 signifies excellent
agreement [26]. To calculate 95 % CI for weighted kappa
scores all GMFCS levels included were combined and 95 %
nonparametric bootstrap confidence intervals were added
based on a 1000 re-samples [27, 28].
To evaluate concurrent validity the Cobb angle was
used as gold standard. Area under receiver operating
characteristic curves (AUC), sensitivity, specificity and
predictive values were calculated. The cutoff point
chosen for clinical examination was no or mild scoliosis
versus moderate or severe scoliosis. We used averaged
ratings for analyzing validity of the scoliometer but not
for calculation of kappa values.
The AUC is a measure of the capacity of a test to classify a person correctly. In this study the AUC was used
as a measure of the capacity to correctly identify scoliosis according to our definition. A value of <0.5 is not
better than random, >0.7 is acceptable, >0.8 is excellent,
and >0.9 is an extraordinary capability [29].
Likelihood ratio (LR) is a summary of the diagnostic
accuracy of a test telling the ratio of the probability of a
certain test result in individuals who do have the disease
to the probability in individuals who do not. The definition of a positive LR is sensitivity/ 1-specificity. The definition of a negative LR is 1-sensitivity/ specificity. The
further a LR is from 1 the greater effect it has on the
probability of scoliosis, e.g. a positive LR >10 means that
a positive test is good at confirming a scoliosis, while a
negative LR <0.1 means that a negative test is good at
ruling out a scoliosis [30]. For all statistical computing R
software environment version 3.0.0 and STATA version
13.1 were used.
Ethical approval was granted by the Medical Research
Ethics Committee at Lund University, Dnr 467/2013.

Results
In total, 28 children with CP (14 boys), with a median
age of 12 years (range 6–16 years) were included. All 28
children completed both the clinical and the radiographic examinations. The reassessment of the Cobb
angle measurement by a pediatric orthopaedic surgeon
did not result in correction of any measurements. There
were nine children in GMFCS II, seven in GMFCS III,
six in GMFCS IV and six in GMFCS V (Table 1).
Clinical examination

In 25 of the 28 children there was a total interrater
agreement. Among these 25 children 14 had no scoliosis,
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Table 1 Details of all participants and distribution of scores for the 3 raters (A, B, C) for clinical examination and scoliometer
measurement versus radiographic Cobb angle
Case

Age

GMFCS

Sex

Number
1

6

IV

F

Clinical examination1

Scoliometer2

Cobb-

A

B

C

A

B

C

Angle3

No

No

No

1

1

3

16

2

7

III

M

No

No

No

1

3

3

9

3

7

V

F

No

No

No

2

2

3

13

4

9

III

M

No

No

No

1

0

1

13

5

9

V

M

Mild

Mild

Mild

5

5

3

12

6

10

III

F

No

No

No

4

2

1

16

7

10

V

M

No

No

No

3

2

2

8

8

10

II

M

No

No

No

1

1

2

10

9

10

III

M

Mild

No

Mild

4

3

6

7

10

10

II

F

No

No

No

2

2

3

0

11

10

III

F

Moderate

Moderate

Moderate

5

6

5

23

12

10

V

M

Severe

Severe

Severe

13

18

12

37

13

11

IV

F

No

No

No

2

0

3

14

14

12

II

F

Mild

Mild

Mild

5

7

5

13

15

12

V

F

Mild

Mild

Mild

5

2

6

21

16

12

II

M

Mild

No

No

5

1

1

11

17

12

II

M

No

No

No

1

1

2

0

18

12

II

F

Mild

Mild

Mild

2

3

3

13

19

13

IV

M

Mild

Mild

Mild

4

5

5

15

20

13

II

F

No

No

No

2

2

3

13

21

13

IV

M

Severe

Severe

Severe

14

20

15

38

22

14

V

F

Mild

Mild

Mild

5

8

7

7

23

15

II

M

Mild

Mild

Mild

5

5

5

3

24

15

III

M

No

No

No

1

2

1

17

25

16

IV

F

No

No

No

1

2

2

0

26

16

IV

M

No

No

No

1

1

1

19

27

16

III

F

Moderate

Moderate

Moderate

7

10

10

9

28

16

II

F

No

Mild

No

6

6

6

11

1

Classified as No, Mild, Moderate or Severe scoliosis
2
Angulation of the trunk rotation in degrees
3
Angulation of the curve on radiographs in degrees

7 mild, 2 moderate, and 2 had severe scoliosis (Table 1).
The 21 children with no or mild scoliosis had an average
Cobb angle of 11° (range 0–21°). The 4 children with
moderate or severe scoliosis had an average Cobb angle
of 27° (range 9–38°). They were all classified as GMFCS
III-V, and between 10 to 16 years of age. Interrater disagreement occurred in 3 cases (cases 9, 16 and 28;
Table 1). The spines were graded as no or mild scoliosis
by all three raters. The average Cobb angle for the 3
children was 10° (range 7–11°). The interrater reliability
of the clinical examination showed a weighted Kappa
value of 0.96 (95 % CI: 0.82–1.00). The sensitivity was
75 % (95 % CI: 19.4 %–99.4 %), the specificity was
95.8 % (95 % CI: 78.9 %–99.9 %) (Table 2–3). The AUC

was 0.85 (95 % CI: 0.61–1.00), the positive LR was 18
and the negative LR was 0.3. The positive predictive
value was identical to the values for sensitivity, and the
negative predictive value was the identical to the values
for specificity (Table 3).
Scoliometer

In 23 of the children all three examiners measured the
scoliometer angle <7°. The average scoliometer angle in
these children was 3° (range 0–6°) and the average Cobb
angle was 12° (range 0–23°). In 3 of the children all examiners measured the scoliometer angle above the cutoff
of ≥7°. They were classified as GMFCS III, IV and V and
were 10, 13 and 16 years old. The average scoliometer
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Table 2 Number of positive and negative cases of clinical spinal assessment and scoliometer measurement versus radiographic
Cobb angle. (Average ratings of 3 examiners)
Clinical assessment
Cobb angle

Scoliosis ≥ 20°

Scoliometer

Positive

Negative

Total

Positive

Negative

Total

3

1

4

2

2

4

No scoliosis ≤ 20°

1

23

24

2

22

24

Total

4

24

28

4

24

28

angle for these 3 children was 13° (range 7–20°, Table 1).
Two children were measured both below and above the
cutoff. In one child (Case 14; Table 1) two of the examiners measured 5° and the third examiner measured 7°.
The Cobb angle was 13°. In the second child (Case 22;
Table 1), one examiner measured 5° while the other two
examiners measured 7° and 8° respectively. The Cobb
angle was 7°. The interrater reliability of the scoliometer
measurement showed a weighted kappa value of 0.86
(95 % CI: 0.64–0.92). The sensitivity was 50 % (95 % CI:
6.8 %–93.2 %), the specificity was 91.7 % (95 % CI: 73.0–
99.0 %) (Table 2–3). The AUC was 0.71 (95 % CI: 0.42–
0.99), the positive LR was 6 and the negative LR was 0.5
(Table 3). The positive and negative predictive values
were identical to values for sensitivity and specificity
(Table 3).

Discussion
We found both the clinical examination and the scoliometer measurement to have high interrater reliability.
However, the clinical examination showed a higher specificity, sensitivity and a larger area under the curve
compared to the scoliometer method. For both the clinical examination and the scoliometer, the negative and
positive predictive values were the same as for specificity
and sensitivity. The reason for this was that the outcome
table was symmetrical on the diagonal with the same
number of false positives and false negatives (Table 2).
The predictive value could otherwise have been negatively influenced by the low prevalence of scoliosis. The
informative value and the usefulness of the test were

refined for the clinical assessment by analyzing the LR,
where the results were in favor for the clinical examination compared to the scoliometer measurement.
A limitation of this study was the small number of
children with moderate or severe scoliosis. Based on previous psychometric studies we calculated a sample size
of six children at each GMFCS-level. Everyone involved
were blinded to the spinal curves of the participants
prior to the examinations. A higher prevalence of scoliosis graded as moderate or severe would most likely
have resulted in a narrower confidence interval for the
outcome measures. This could explain the wide CI for
sensitivity for both assessment methods. However, the
purpose was to evaluate screening methods used to
identify scoliosis in a population of children with CP and
to select those in need of further investigation. As such,
especially the clinical examination seems useful in a clinical setting. The prevalence of scoliosis in this study is
fairly representative for children with CP. The specificity
of the clinical examination was high (95.8 %) thereby reducing unnecessary referrals for radiographic examination. The radiographic examinations were performed at
three radiology departments and the Cobb angle measurements were done by three radiologists. To reduce
measurement error the instructions for patient positioning, x-ray imaging were standardized and all Cobb angle
measurements were confirmed through a reassessment
by one orthopaedic surgeon.
There was no disagreement among the assessors
regarding the rating of moderate or severe scoliosis.
The higher kappa values for the clinical examination

Table 3 Concurrent validity with 95 % confidence intervals (CI) of clinical spinal assessment and scoliometer measurement versus
radiographic Cobb angle
Clinical assessment vs Cobb

Scoliometer vs Cobb
95 % CI

95 % CI

Sensitivity

75 %

19.4 %

99.4 %

50 %

6.8 %

93.2 %

Specificity

95.8 %

78.9 %

99.9 %

95.8 %

73 %

99 %

ROC area

0.85

1

0.71

0.42

0.99

0.61

Likelihood ratio (+)

18

2.4

133

6

1.2

31.2

Likelihood ratio (−)

0.3

0.1

1.4

0.5

0.2

1.5

Positive predictive value

75 %

19.4 %

99.4 %

50 %

6.8 %

93.2 %

Negative predictive value

95.8 %

78.9 %

99.9 %

91.7 %

73 %

99 %
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may partially be explained by the narrow range of
the scale (0–3).
The cutoff point for the scoliometer measure was set
to 7°. When screening, a balance has to be struck in
terms of not referring too many or too few for a radiographic examination and this is related to the sensitivity
and the specificity of the test. Bunnell [15] studied the
outcome of spinal screening with scoliometer in adolescent idiopathic scoliosis and recommended 7° as an appropriate referral criterion. To use 7° as the referral
criterion reduced the prognostic referral rate from 12 %
to 3 % compared to if 5° would have been the criterion
for referral. When creating guidelines for assessment of
adolescent idiopathic scoliosis Coelho [17] et al. concluded
that if a cutoff point of 5° for scoliometer measurement was
used the sensitivity would be approximately 100 % and the
specificity approximately 47 %. However, if 7° was used as
the cut-off instead, the sensitivity dropped to 83 % while
the specificity rose to 86 %. The results from Coelho and
colleagues informed the choice of cut-off point in this
study. The purpose of screening for adolescent idiopathic
scoliosis is to detect scoliosis in time to start bracing, and
thereby reducing the need for surgery. In neuromuscular
scoliosis, an additional purpose of screening is to find a
progressive scoliosis in time for surgery. It is also important
to identify postural asymmetries that induce a worse sitting
position with poor head control, uneven weight distribution, and pelvic obliquity which could increase the development of contractures, windswept position, and hip
dislocation [22].
The clinical examination and the scoliometer measurement proved somewhat difficult when examining children who had problems bending forward in sitting
because of decreased flexibility of spinal muscles, short
hamstrings or limited hip flexion. In one person a baclofen pump prevented the child from bending forward
properly. For these individuals a moderate or severe
scoliosis is often apparent when sitting in an upright
position. As a consequence, when the child is unable to
bend forward, the examiner is only likely to miss a mild
scoliosis.

Conclusions
In summary, this study showed an excellent interrater
reliability for both the clinical spinal examination used
in CPUP and for the scoliometer measurements. The
sensitivity was higher for the clinical assessment compared to the scoliometer measurement, while the specificity was almost the same for both methods. There was a
high validity correlated to the Cobb angle measurement.
The findings should be interpreted cautiously until further research with a larger sample can verify these results. However, the clinical spinal examination used in
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CPUP seems to be an appropriate screening method for
scoliosis in children with CP.
Abbreviations
AUC: Area under curve; CP: Cerebral palsy; CPUP: Cerebral palsy follow up
programme and quality registry; GMFCS: Gross motor function classification
system; LR: Likelihood ratio; PPAS: Posture and postural ability scale;
SCPE: Surveillance of cerebral palsy in Europe network.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
MPB designed the study, performed the examinations, collected and
analyzed data and drafted the manuscript. TC participated in its design,
performed the statistical analyses and actively improved and revised the
manuscript. GH participated in the design, analysis of data and actively
revised and improved the manuscript. ERB participated in the design, the
clinical examinations, analyzes of data and actively revised and improved the
manuscript. All authors approved the final draft for publication.
Acknowledgements
The study was supported by the Medical Faculty, Lund University and
Stiftelsen för bistånd åt rörelsehindrade i Skåne. We would also like to thank
all children who participated and physiotherapist Annette Sällvik for
assessing all children.
Author details
1
Department of Clinical Sciences, Lund, Orthopaedics, Lund University, S-221
85 Lund, Sweden. 2National Competence Center for Quality Registers, Lund
University, University Hospital, S-221 85 Lund, Sweden. 3Centre for Clinical
Research, Uppsala University, County Hospital, S-721 89 Västerås, Sweden.
4
Department of Orthopaedic, Skane University Hospital, SE 221 85 Lund,
Sweden.
Received: 16 July 2015 Accepted: 3 November 2015

References
1. Persson-Bunke M, Hagglund G, Lauge-Pedersen H, Wagner P, Westbom L.
Scoliosis in a total population of children with cerebral palsy. Spine.
2012;37(12):E708–713.
2. Koop SE. Scoliosis in cerebral palsy. Dev Med Child Neurol. 2009;51
Suppl 4:92–8.
3. Madigan RR, Wallace SL. Scoliosis in the institutionalized cerebral palsy
population. Spine. 1981;6(6):583–90.
4. Ersberg A, Gerdhem P. Pre- and postoperative quality of life in patients
treated for scoliosis. Acta Orthop. 2013;84(6):537–43.
5. Saito N, Ebara S, Ohotsuka K, Kumeta H, Takaoka K. Natural history of
scoliosis in spastic cerebral palsy. Lancet. 1998;351(9117):1687–92.
6. Sarwark J, Sarwahi V. New strategies and decision making in the
management of neuromuscular scoliosis. Orthop Clin North Am.
2007;38(4):485–96. v.
7. Miyanji F, Slobogean GP, Samdani AF, Betz RR, Reilly CW, Slobogean BL,
et al. Is larger scoliosis curve magnitude associated with increased
perioperative health-care resource utilization?: a multicenter analysis
of 325 adolescent idiopathic scoliosis curves. J Bone Joint Surg Am.
2012;94(9):809–13.
8. Westbom L, Hagglund G, Nordmark E. Cerebral palsy in a total population
of 4–11 year olds in southern Sweden Prevalence and distribution
according to different CP classification systems. BMC pediatrics. 2007;7:41.
9. Hagglund G, Andersson S, Duppe H, Lauge-Pedersen H, Nordmark E,
Westbom L. Prevention of severe contractures might replace multilevel
surgery in cerebral palsy: results of a population-based health care
programme and new techniques to reduce spasticity. J Pediatric
Orthopedics Part B. 2005;14(4):269–73.
10. Hagglund G, Andersson S, Duppe H, Lauge-Pedersen H, Nordmark E,
Westbom L. Prevention of dislocation of the hip in children with cerebral
palsy. The first ten years of a population-based prevention programme.
J Bone Joint Surg. 2005;87(1):95–101.

Persson-Bunke et al. BMC Musculoskeletal Disorders (2015) 16:351

Page 7 of 7

11. Hagglund G, Alriksson-Schmidt A, Lauge-Pedersen H, Rodby-Bousquet E,
Wagner P, Westbom L. Prevention of dislocation of the hip in children with
cerebral palsy: 20-year results of a population-based prevention programme.
Bone Joint J. 2014;96-b(11):1546–52.
12. Cote P, Kreitz BG, Cassidy JD, Dzus AK, Martel J. A study of the diagnostic
accuracy and reliability of the Scoliometer and Adam’s forward bend test.
Spine. 1998;23(7):796–802. discussion 803.
13. Amendt LE, Ause-Ellias KL, Eybers JL, Wadsworth CT, Nielsen DH, Weinstein
SL. Validity and reliability testing of the Scoliometer. Phys Ther.
1990;70(2):108–17.
14. Bunnell WP. An objective criterion for scoliosis screening. J Bone Joint Surg
Am. 1984;66(9):1381–7.
15. Bunnell WP. Outcome of spinal screening. Spine. 1993;18(12):1572–80.
16. Cobb JR: Outline for the study of scoliosis. In Instructional Course Lectures
vol. 5: Rosemont, IL: American Academy of Orthopaedic Surgeons.
1948;261-75.
17. Coelho DM, Bonagamba GH, Oliveira AS. Scoliometer measurements of
patients with idiopathic scoliosis. Brazilian J Phys Ther. 2013;17(2):179–84.
18. Rosenbaum P, Paneth N, Leviton A, Goldstein M, Bax M, Damiano D, et al.
A report: the definition and classification of cerebral palsy April 2006. Dev
Med Child Neurol Suppl. 2007;109:8–14.
19. Surveillance of cerebral palsy in Europe. a collaboration of cerebral palsy
surveys and registers. Surveillance of Cerebral Palsy in Europe (SCPE). Dev
Med Child Neurol. 2000;42(12):816–24.
20. Palisano R, Rosenbaum P, Walter S, Russell D, Wood E, Galuppi B.
Development and reliability of a system to classify gross motor function in
children with cerebral palsy. Dev Med Child Neurol. 1997;39(4):214–23.
21. Palisano RJ, Rosenbaum P, Bartlett D, Livingston MH. Content validity of the
expanded and revised Gross Motor Function Classification System. Dev Med
Child Neurol. 2008;50(10):744–50.
22. Rodby-Bousquet E, Czuba T, Hagglund G, Westbom L. Postural asymmetries in
young adults with cerebral palsy. Dev Med Child Neurol. 2013;55(11):1009–15.
23. Rodby-Bousquet E, Agustsson A, Jonsdottir G, Czuba T, Johansson AC,
Hagglund G. Interrater reliability and construct validity of the Posture and
Postural Ability Scale in adults with cerebral palsy in supine, prone, sitting
and standing positions. Clin Rehabil. 2014;28(1):82–90.
24. Bonagamba GH, Coelho DM, Oliveira AS. Inter and intra-rater reliability of
the scoliometer. Rev Bras Fisioter. 2010;14(5):432–8.
25. Conger AJ. Integration and generalization of kappas for multiple raters.
Psychol Bull. 1980;88(2):322–8.
26. Fleiss JL. Statistical Methods for Rates and Proportions. Secondth ed. 1981.
27. DiCiccio TJ, Efron B. Bootstrap Confidence Intervals. Statistical Sci.
1996;11(3):189–212.
28. Davison ACaH, D.V. (ed.): Bootstrap Methods and Their Application, Chapter
5. : Cambridge University Press; 1997.
29. Pepe MS. The statistical evaluation of medical tests for classification and
prediction. Oxford. New York: Oxford University Press; 2003.
30. Grimes DA, Schulz KF. Refining clinical diagnosis with likelihood ratios.
Lancet. 2005;365(9469):1500–5.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

