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Abstract

Idiopathic scoliosis is one 3 of the most frequent spine diseases in adolescents. It is
characterized by an inclination in the frontal plane of the vertebrae and a rotation in the
transverse plane. This paper aims to demonstrate the efficiency of the Vojta and Schroth
therapies for recovering the adolescents with scoliosis. The research was performed on
three female subjects, aged between 11 and 13 years old. Following the assessment and
individualized physical therapy programs, we can say that the originally established
hypothesis was confirmed. The results demonstrated that the two forms of therapy are
effective, obtaining 6 to 20-degree improvements in the Cobb angle.

1. Introduction

Idiopathic scoliosis is one of the most frequent spine diseases found among
adolescents, especially girls. This is described as a deformity of the spine in the
frontal plane of more than 10° associated with a rotation (Lonstein, 1994).
According to the Scoliosis Research Society, most cases of idiopathic scoliosis
occur among adolescents. The age at which it occurs is between 10 and 18 and can
be found in 4 out of 100 subjects (Josette et al., 2012). The incidence of idiopathic
scoliosis is in 80-85% of cases, followed by the congenital type and finally by the
neuromuscular type. Idiopathic scoliosis is sub-divided into: infantile scoliosis (up
to 3 years), juvenile (between 3 and 10 years) and adolescent (for children older
than 10 years) (Timothy, 2013). Most often, scoliosis is asymptomatic, making it
difficult to be detected by parents or even by specialists.

The etiopathogenesis of scoliosis remains unknown, the researchers’
attention has been lately directed towards the genetic cause of scoliosis, since 30%
of adolescents diagnosed with scoliosis had a family history (Christopher, 2009).
The genes responsible for the appearance of vertebral deformities have not been
found yet, but much progress has been made in this respect. Other suppositions are:
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involvment of growth hormone (GH), connective tissue diseases (especially for the
collagen) or central nervous system, but not even these fully justify the onset of
scoliosis (Lawrence, James & Alto, 1998).

The scoliosis diagnosis can be made by radiographic examination or physical
examination. The safest and most efficient way is the radiographic diagnosis
followed by the Cobb angle calculation. The measurement consists of drawing two
parallel lines, one on the top vertebra of the curve and the other on the lower
vertebra. The Cobb angle results out of the intersection of the two lines (Jacqueline,
Sanders & Luhmann, 2012). For the physical examination, the best method to
assess scoliosis is the Adam’s forward bend test. In this test, the patient can be
evaluated using the scoliometer to determine the degree of rotation of the vertebrae
(Horne, Flannery & Usman, 2014).

The therapeutic intervention depends on the severity of the scoliosis. In mild
scoliosis (maximum 10 degrees) we usually intervene through physical therapy. If
it exceeds 20 degrees, a corset is required, and if scoliosis exceeds 50 degrees, a
surgical treatment is recommended (Bowen & Delaware, 1996)

The Schroth method is a method for treating scoliosis in three dimensions.
This emphasizes on the elongation of the spine, through breathing exercises
performed in the corrective positions. These exercises are based on the sensory-
motor, Kinesthetic principles (the exercises being done from precorrective
positions, using postural reflex activity) and exteroceptive (usually exercises are
performed in front of a mirror). Through a selective contraction of the muscles of
the trunk, patients are taught to control their airflow and redirect it to concave areas
of the chest (Weiss, 2011). Following the positive results by using the Schroth
method, this is practiced and recognized internationally.

The Vojta therapy addresses the reflex locomotion capacities by stimulating
the inborn movement patterns. The author argues that the reflex movement can be
obtained from three basic positions: supine, prone and lateral decubitus. In order to
stimulate the reflex movement patterns, there are 10 stimulation areas on the body,
arms and legs (Bauer, Appaji & Mundt, 1992).

Currently, the literature considers the Vojta and Schroth therapies as the best
methods for treating idiopathic scoliosis (Steffan, 2015). If they are associated with
the orthopedic treatment (corset), the results will soon occur. By means of the
Vojta and Schroth therapies, some authors report improvements in the Cobb angle
of 10 to 15 degrees in one year (Kuru et al., 2015).

2. Material and methods

The hypothesis we started from was the following: applying a treatment
scheme based on the exercises from the Schroth and Vojta therapy will improve the
patients’ posture and give a better functionality of the spine.

The research methods used were the following: the theoretical documentation
method, the measurement and evaluation method, the observation method, the
graphical method, the data recording method and the case study method.

The research was conducted in the laboratory of sensory stimulation from the
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physical therapy rehabilitation facility at “Vasile Alescandri” University of Bacau
and at the subjects’ homes. We had three female subjects, aged between 11 and 13
years old, diagnosed with idiopathic scoliosis.

Table 1. Subjects of the experiment

Crt.  Surname Type of scoliosis

No.  and name Sex Age Clinical diagnosis (according to
Schroth)
Thoracolumbar scoliosis
1 DE. F 12 years 540 left, 70 rotation 4B
Thoracic scoliosis 460
2 D.F. F 12 years right, 100 rotation 4B
3 LA = 12 years Thoracic scoliosis 260 4B

right, 50 rotation

The evaluation consisted in: visual examination and palpation, radiological
examination, Cobb angle and vertebral rotation.

Following the evaluation, the functional diagnosis was introduced: limitation
of the mobility of the dorsal and lumbar spine, deviations of the spinal curve in
sagittal and frontal plane, presence of pain during the day, hypertonia of the trunk
muscles on the rotation side, changes of the symmetry of the chest and decrease of
its elasticity, changes in the respiratory mechanics, asymmetry of the shoulder and
pelvic girdle.

The physical therapy intervention was personalized for each patient and
consisted in:

Subject no. 1 D.E: Schroth therapy: axial stretching, stool kyphosis, standing
muscular wrapping, side-lying wrapping, muscle kyphosis on the ball.

Vojta therapy: first position in Vojta, second phase of the rolling, sitting lying.

Subject no.2 D.F: Schroth therapy: axial stretching, stool kyphosis, standing
muscular wrapping, side-lying wrapping, kyphosis on the ball.

Vojta therapy: first position in \Vojta, second phase of the rolling, sitting lying

Subject no.3 I.A: Schroth therapy: axial stretching, standing muscular wrapping,
side-lying wrapping, hip band isometry, stool kyphosis.

Vojta therapy: first position in Vojta, second phase of the rolling, reflex crawling
with three points of support.

Each exercise in the Schroth therapy was repeated 10 times in series of 5. For
one month the patients did the exercises under the supervision of a physiotherapist
in his office, and after they learned, they practised them at home without
supervision. All patients wore a corset 23 hours a day and did the exercises daily.

The Vojta positions were repeated twice on each side (left / right), for 60
seconds. The frequency of meetings was 2 per week.
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3. Results and Discussions
Table 2. Assesment of subject no. 1

Subject no. 1. D.E Initial assessment Final assessment
Chest elasticity 2cm 4cm
Cobb angle 540 340
Vertebral rotation 7° 40
60 54
40 34
H nitial
20 7 Final
2 4 4
0 [
Chest elasticity Cobb angle Vertebral rotation

Figure 1. Evolution of results for subject no. 1

Figure 2. Frontal Figure 3. Before therapy Figure 4. After therapy
radiography

Table 3. Assesment of subject no.2

Subject no. 2. D.F Initial assessment Final assessment
Chest elasticity 3cm 4cm
Cobb angle 26° 20°

Vertebral rotation 50 20
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Chest elasticity Cobb angle Vertebral rotation

Figure 5. Evolution of results for subject no. 2

Figure 6. Frontal Figure 7. Before therapy Figure 8. After therapy
radiography

Table 4. Assessment of subject no. 3

Subject no. 3. LA Initial assessment Final assessment
Chest elasticity 2cm 5cm
Cobb angle 460 3490

Vertebral rotation 130 70
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50 46
40 34
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Chest elasticity Cobb angle Vertebral rotation

Figure 9. Evolution of results for subject no. 3

Figure 10. Frontal radiography Figure 11. Before and after therapy

In the chart no.1, we highlighted the biggest improvement of the Cobb angle,
20 degrees (54 initial — 34 final). We can also notice an increase of the chest
elasticity and a decrease of the vertebral rotation, but not as obvious as the Cobb
angle.

Chart no. 2 shows a very good evolution of the patient, with a decrease of the
Cobb angle by 6 degrees (26° initial — 20° final). The vertebral rotation almost
disappeared and the chest elasticity increased by 1 cm from the initial value.

Chart no. 3 shows an improvement of the Cobb angle by 12 degrees (46°
initial — 34° final) and a better evolution with regard to the vertebral rotation. The
chest elasticity doubled compared to the initial value.

In all patients, we obtained a decrease of the Cobb angle and an improved
chest elasticity directly proportional with the overcome degrees. The improvement
of the Cobb angle values led to an improved mechanics of the chest and the spine
regained the compliance ability, thus improving the chest elasticity values.

Neither at the beginning nor at the end of the recovery programme were
found any connections between the vertebral rotation and the Cobb angle. It seems
that the rotation is not influenced by the deviation in the frontal plane, because
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subject no. 1 whose deviation in the frontal plane is greater, has a lower vertebral
rotation than the subject no. 3 whose deviation in the frontal plane is 2 times lower.

Along with the Cobb angle, the vertebral rotation can improve the chest
mechanics through the direct relationship between the vertebrae and ribs.
Therefore, the rotation will cause the rotation of the vertebrae and ribs and will
result in a change of the respiratory biomechanics.

All the results confirm that scoliosis is a pathology in three dimensions of the
spine and proves that the body is a whole. Any local dysfunction can affect the
body balance globally and the adolescent with scoliosis often happen to present
other disorders such as foot, knee, hip etc. deviations.

Discussions

As a result of a applied therapeutic protocol, we obtained a decreased of
Cobb angle with an average value of 12 degrees, while the angle of rotation had a
decrese of 4°, the results being comparable to the values raportated in the literature.
In 1992 following a protocol based on the Schroth therapy exercises, Weiss
obtained an improvement of 5° degrees of Cobb angle. Two decades later, Kuru
applied a therapeutic protocol based on exercises from Schroth therapy, the author
reporting an improvement of 2.5° in the Cobb angle and 4.2° in the angle of
rotation. Using a multidisciplinary approach (breathing exercises, postural
rehabilitation and Schroth therapy exercises), Pugacheva (2012) achieved an
improvement in the Cobb angle of 12 degrees. Along with Schroth and Vojta
therapies is also recommended to performing exercise programs. Even though they
are not as effective as the two methods mentioned aboved, they also can stop the
development of vertebral deformities.

Following the results, Schroth and Vojta therapies, along with orthopedic
corset therapy, have proven to be very effective in treating scoliosis.

4. Conclusions

By analyzing the results collected during the research, we can say that the
initially-established hypothesis was confirmed, a claim that is supported by the
following conclusions:

e As a result of complying with the specific methodology for spine
assessment and of the measurements taken, we can say the spine dysfunctions have
been clearly identified;

* By applying the Vojta and Schroth methods, we managed to reduce a
painful symptom and to decrease the degrees of the existing scoliosis;

» All these were possible due to a strict compliance with the directions
provided by the physical therapist and the ongoing application of the recovery
program. The treatment success relates to the subjects’ awareness of the causes
which determined the pathology and to their avoidance for preserving the obtained
results;

« The ongoing application of the presented program can have very good
effects in both the treatment and prophylaxis of spine deficiencies in adolescents.
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Rezumat

Idiopathic scoliosis is one 3 of the most frequent spine diseases in adolescents. It is
characterized by an inclination in the frontal plane of the vertebrae and a rotation in the
transverse plane. This paper aims to demonstrate the efficiency of the Vojta and Schroth
therapies for recovering the adolescents with scoliosis. The research was performed on
three female subjects, aged between 11 and 13 years old. Following the assessment and
individualized physical therapy programs, we can say that the originally established
hypothesis was confirmed. The results demonstrated that the two forms of therapy are
effective, obtaining 6 to 20-degree improvements in the Cobb angle.

1. Introducere

Scolioza idiopaticd este una din cele mai dese afectiuni ale coloanei
vertebrale Intilnite in randul adolescentilor, 1n special la fete. Aceasta este descrisa
drept o diformitate a coloanei vertebrale in plan frontal, de peste 10°, asociati cu o
rotatie (Lonstein, 1994). Conform societatii de cercetare a scoliozei, cele mai multe
cazuri de scolioza idiopatica apar in randul adolescentilor. Varsta la care apare este
intre 10 si 18 ani, si poate fi gasita la 4 din 100 de subiecti (Josette et al., 2012).
Incidenta scoliozei idiopatice este de 80-85% din cazuri, urmata de cea congenitala
si In cele din urma de cea neuromusculara. Scolioza idiopaica este subclasificatd in:
scolioza infantila (pana in 3 ani), juvenild (intre 3 si 10 ani) si adolecentd (pentru
copii mai mari de 10 ani) (Timothy, 2013). De cele mai multe ori, scolioza este
asimpomatica, fiind astfel greu de depistat de catre parinti sau chiar de catre
specialisti.

Etiopatogenia scoliozei rdamane incd necunoscutd, in ultimul timp atentia
cercetatorilor a fost indreptata spre cauza genetica a scoliozei, deoarece 30% dintre
adolescentii depistati aveau antecedente familiare (Christopher, 2009). Genele
responsabile de aparitia diformitatilor vertebrale nu au fost gasite, dar se fac mari
progrese in acest sens. Alte ipoteze sunt: implicarea hormonilor de crestere (GH),
afectiuni ale tesutului conjunctiv (in special ale colagenului) sau ale sistemului
nervos central, Insd nici acestea nu justficd in totalitate aparitia scoliozei
(Lawrence, James & Alto, 1998).

Diagnosticarea scoliozei se poate face prin examinare radiografica sau prin
examenul fizic. Cea mai sigura si eficienta metoda de diagnosticare este examenul
radiografic, urmat de calcularea unghiului Cobb. Masuratoarea consta in trasarea a
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doud linii paralele, una pe vertebra superioara curburii si cealaltd pe vertebra
inferioara. Din intersectia celor 2 linii rezulta unghiul Cobb (Jacqueline, Sanders &
Luhmann, 2012). Pentru examenul fizic, cca mai buna metoda de evaluare a
scoliozei este testul Adam de flexie anterioara. In cadrul acestui test pacientul poate
fi evaluat cu ajutorul scoliometrului, pentru a stabili gradul de rotatie a vertebrelor
(Horne, Flannery & Usman, 2014).

In functie de gravitatea scoliozei avem si interventia terapeutica. De obicei, in
scoliozele usoare (maxim 10 grade) se intervine prin kinetoterapie. Daca se
depasesc 20 de grade se impune corset, iar dacd scolioza depaseste 50 de grade se
recomanda tratamentul chirurgical (Bowen & Delaware, 1996).

Metoda Schroth este o metoda de tratament a scoliozei in 3 dimensiuni.
Aceasta pune accentul pe elongatia coloanei vertebrale, prin exercitii de respiratie
efectuate 1n pozitii corective. La baza acestor exercitii stau principii senzorio-
motrice, kinestezice (exercitiile fiind facute din pozitii precorective, cu ajutorul
activitatii reflexe posturale) si exteroceptive (de obicei, exercitiile se fac in
oglindd). Prin contractia selectivd a musculaturii trunchiului, pacientii sunt invatati
sa 1si controleze fluxul de aer si sa il redirectioneze spre zonele concave ale cutiei
toracice (Weiss, 2011). Ca urmare a rezultatelor pozitive obtinute cu ajutorul
metodei Schroth, aceasta este practicata si recunoscuta la nivel international.

Terapia Vojta se adreseaza capacitatilor de locomotie reflexa, prin stimularea
modelelor nascute de miscare. Autorul sustine ca miscarea reflexa poate fi obtinutd din
3 pozitii fundamentale: decubit dorsal, decubit ventral si decubit lateral. Pentru a
stimula patternurile de miscare reflexa, existda 10 zone stimulare la nivelul corpului,
bratelor si picioarelor (Bauer, Appaji & Mundt, 1992).

In momentul de fata, literatura de specialitate considera terapile Vojta si
Schroth cele mai bune metode de tratament al scoliozei idiopatice (Steffan, 2015),
iar daca acestea sunt completate de tratamentul ortopedic (corset), rezultatele nu
vor intdrzia sd apard. Cu ajutorul terapiilor Vojta si Schroth, unii autori relateaza
imbunatatiri ale unghiului Cobb de 10-15 grade intr-un an (Kuru et al., 2015).

2. Material si metode

Ipoteza de la care am plecat a fost urmatoarea: daca aplicarea unei scheme de
tratament bazate pe exerctii din terapia Schroth si Vojta va duce la imbunatatirea
posturii pacientilor si la 0 mai buna functionalitate a coloanei vertebrale.

Metodele de cercetare folosite au fost: metoda documentarii teoretice,
metoda masurdrii si evaluarii, metoda observatiei, metoda graficd, metoda
inregistrarii datelor, metoda studiului de caz.

Cercetarea s-a desfasurat in laboratorul de stimulare senzoriala din baza de
recuperare prin kinetoterapie a Universitatii Vasile Alescandri din Bacau si la
domiciliu subiectilor.

Studiul s-a realizat pe 3 subiecti, de sex feminin, cu varste cuprinse intre 11 si
13 ani, diagnosticati cu scolioza idiopatica.



ISSUE 1, VOL. XVIII / 2017

Tabel 1. Subiectii cuprinsi in experiment

Nr. Numesi Sex Varsta Diagnostic clinic Tipul de scoliozi
Crt. prenume (dupi Schroth)
1 D.E F 12 ani Scoliozi toraco-lombara 54° 4B
stanga, 7° de rotatie.
2 D.F F 13 ani Scolioza toracala dreapta 3B
46°, 10°rotatie.
3 LA F 11 ani Scolioza toracala dreapta 3B

26°, 59 de rotatie.

Evaluarea a constat in: examenul vizual si palpator, examenul radiologic,
elasticitatea toracica, unghiul Cobb si rotatia vertebrala.

In urma evaluarii, diagnosticul functional a fost: limitarea mobilititii coloanei
vertebrale dorsale si lombare, deviatii ale curburilor coloanei in plan sagital si
frontal, prezenta durerilor in timpul zilei, hipertonia musculaturii trunchiului de
partea cu rotatia, modificari de simetrie la nivelul toracelui si diminuarea
elasticitatii acestuia, modificari ale mecanicii respiratorii, asimetrie intre centurile
scapulare si pelvine.

Interventia kinetoterapeutica a fost personalizata pentru fiecare pacient si a
constat n:

Subiectul nr. 1 D.E: Terapia Schroth: intindere axiala, cifozare cu scaunel, manta
musculara in ortostatism, manta din culcat lateral, cifozare musculara pe minge. Terapia
Vojta: prima pozitie din Vojta, faza a 2-a a rostogolirii, agezat lung.

Subiectul nr. 2 D.F: Terapia Schroth: intindere axiala, cifozare cu scaunel, manta
musculara in ortostatism, manta din culcat lateral, cifozare pe minge.

Terapia Vojta: prima pozitie din VVojta, faza a 2-a a rostogolirii, agezat lung.

Subiectul nr. 3 LLA: Terapia Schroth: intindere axiala, manta musculard in
ortostatism, manta musculara din culcat lateral, izometrie cu banda pe sold, cifozare cu
scaunel. Terapia Vojta: prima pozitie din Vojta, faza a 2-a a rostogolirii, tararea reflexa
cu 3 puncte de sprijin.

Fiecare exercitiu din cadrul terapiei Schroth a fost repetat de 10 ori, n serii
de cate 5. Timp de 1 lund, pacientii au facut exercitiile la cabinet, sub
supravegherea kinetoterapeutului, iar dupa ce le-au invétat, au fost facute acasa,
fara supraveghere. Toti pacientii au purtat corset 23 de ore pe zi si au facut
exercitiile zilnic.

Pozitiile din Vojta s-au repetat de 2 ori pe fiecare parte (stanga/dreapta), cate
60 de secunde. Frecventa sedintelor a fost de 2 pe saptamana.
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3. Rezultate si discutii

Tabel 2. Evaluare subiect nr. 1

Subiectul nr. 1. D.E Evaluare initiala Evaluare finala
Elasticitatea toracica 2cm 4 cm
Unghiul Cobb 540 340
Rotatia vertebrala 7° 40
60 54
40 34
M Ini7al
20 7 Final
2 4 4
0 [
Elasticitatea toracica Unghiul Cobb Rota?ia vertebrala

Figura 1. Evolutia rezultatelor pentru subiectul nr. 1

Figura 2. Radiografie Figura 3. Inainte de terapie Figura 4. Dupa terapie
frontala

Tabel 3. Evaluare subiect nr. 2

Subiectul nr. 2. D.F Evaluare initiala Evaluare finala
Elasticitatea toracica 3cm 4cm
Unghiul Cobb 26° 20°

Rotatia vertebrali 50 20
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30 76
2
> 20
20
15 M Initial
10 Final
4 5 Ina
5 3 2
N _ |
Elasticitatea toracica Unghiul Cobb Rotatia vertebrala

Figura 5. Evolutia rezultatelor pentru subiectul nr.2

Figura 6. Radiografie
frontald

Figura 7. Tnainte de terapie Figura 8. Dupd terapie

Tabel 4. Evaluare subiect nr. 3

Subiectul nr. 3. LA

Evaluare initiala Evaluare finala

Elasticitatea toracica 2cm 5cm
Unghiul Cobb 46° 34°

Rotatia vertebrald 13° 7°
50 46
40 34
30 M ini?ial
20 13 final
10 7 4 7

0 T

Elasticitatea toracica Unghiul Cobb Rota7a vertebrala

Figura 9. Evolutia rezultatelor pentru subiectul nr. 3
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Figura 10. Radiografie frontala Figura 11. Inainte si dupa tratament

In graficul 1 avem evidentiatd cea mai mare imbunitatire a unghiului Cobb,
20 de grade (54° initial — 34° final). De asemenea, observim cresterea elasticititii
cutiei toracice si diminuarea rotatiei vertebrale, insa nu atat de evidenta precum cea
a unghiului Cobb.

Graficul nr. 2 prezintd o evolutie foarte buna a pacientului, cu o diminuare a
unghiului Cobb de 6 grade (26° initial — 20° final). Rotatia vertebrald aproape a
disparut, iar elasticitatea toracald a crescut cu 1 cm fata de valoare initiala.

Graficul nr. 3 prezinti o imbunititire a unghiului Cobb cu 12 grade (46°
initial — 34° final) si o evolutie mai buni in ceea ce priveste rotatia vertebrala.
Elasticitatea toracica s-a dublat comparativ cu valoarea initiala.

La toti pacientii am obtinut o diminuare a unghiului Cobb si o imbunétatire a
elasticititii toracice direct proportionali cu gradele castigate. Imbunititirea
valorilor unghiului Cobb a dus la imbunatatirea mecanicii cutiei toracice si a redat
capacitatea de compliantda a coloanei vertebrale, imbunatatind astfel valorile
elasticitatii toracice.

Nici la Inceputul si nici la sfarsitul programului de recuperare nu au fost
gasite legaturi In ceea ce priveste rotatia vertebrald si unghiul Cobb. Se pare ca
rotatia nu este conditionata de deviatia in plan frontal, deoarece subiectul 1 la care
deviatia in plan frontal este mai mare, are o rotatie vertebrala mai mica fata de
subiectul 3, la care deviatia in plan frontal este de 2 ori mai mica.

Alaturi de unghiul Cobb, rotatia vertebrala poate contribui la imbunatatirea
mecanicii cutiei toracice prin relatia directd dintre vertebre si coaste. Asadar, rotatia
vertebrelor va determina rotatia coastelor si va avea drept rezultat modificarea
biomecanicii respiratorii.

Toate rezultatele obtinute confirma faptul ca scolioza este o patologie in 3
dimensiuni a coloanei vertebrale si demonstreazd ca organismul este un intreg.
Orice disfunctie locald poate afecta echilibrul organismului la nivel global si
deseori se intampld ca adolescentii scoliotici sd prezinte si alte afectiuni precum
deviatii de picior, genunchi, sold etc.
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Ca urmare a protocolului terapeutic aplicat am obtinut diminuarea unghiului
Cobb cu o valoare medie de 12°, in timp ce unghiul rotatie a avut o scidere de 4°,
rezultatele inregistrate fiind comparabile cu valorile raportate in literatura de
specialitate.

Tn anul 1992, in urma unui protocol bazat pe exercitii din terapia Schroth,
Weiss a obtinut 0 imbunititirie a unghiului Cobb de 5° Doui decenii mai tarziu,
(Kuru et al., 2015) a aplicat de asemenea un protocol terapeutic bazat pe exercitii
din terapia Schroth, autorul raportand o imbunititire de 2,5° a unghiului Cobb si de
4,29 a unghiului de rotatie.

Folosind o abordare multidisciplinara (exercitii de respiratie, reeducare
posturala si exercitii din terapia Schroth), Pugacheva (2012) a obtinut 0
imbunititire a unghiului Cobb de 12°. Alituri de terapiile Schroth si Voijta,
literatura de specialitate recomanda si efectuarea programelor de exercitii fizice.
Chiar daca acestea nu sunt la fel de eficiente ca si cele 2 metode amintite mai sus,
ele pot opri evolutia deformatiilor coloanei vertebrale.

In urma rezultatelor obtinute, terapiile Schroth si Vojta, impreuni cu
tratamentul ortopedic prin corset, s-au dovedit a fi foarte eficiente Tn tratamentul
scoliozei.

4. Concluzii

Analizand rezultatele obtinute in urma desfasurarii cercetdrii putem afirma ca
concluzii:

e Ca urmare a respectarii metodologiei specifice de evaluare a coloanei
vertebrale si a mdsuratorilor efectuate putem spune ca au fost identificate cu
exactitate disfunctiile coloanei vertebrale;

e Prin aplicarea metodelor Schroth si Vojta, am reusit o reducere a
simptomatologiei algice si 0 diminuare a gradelor scoliozelor existente;

e Toate aceste aspecte au fost posibile ca urmare a respectdrii cu strictete a
indicatiilor oferite de catre kinetoterapeut si aplicarea continua a programului de
recuperare. Succesul terapeutic tine de constientizarea subiectilor a cauzelor care
au determinat apartia patologiei si evitarea acestora pentru conservarea rezultatelor
obtinute;

e Aplicarea continua a programului prezentat poate avea efecte foarte bune
atdt in tratamentul cat si in profilaxia deficientelor coloanei vertebrale la
adolescenti.



