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The effectiveness of brace treatment for scoliosis was contro-
versial until recently. Brace treatment had not been proven 

to prevent progression of the scoliotic curve.1 There had been no 
standardized study of this issue, and there were no significant 
differences among the types of braces used.1

The unwillingness of children to wear braces raised concern, 
especially among physicians, about whether brace treatment was 
being properly performed. Modern technology was adopted to 
address this concern. A sensor embedded in braces permitted ob-
servation of how long children wore them.

A multicenter study called BrAIST (Bracing in Adolescent 
Idiopathic Scoliosis Trial) was conducted in North America.2 
Children were assigned to 1 of 2 groups. The first group includ-
ed children who were conservatively treated (ie, observed). The 
second group included children who wore a brace with a thermal 
sensor. However, also included were children who chose con-
servative treatment or brace treatment. The study was stopped 
once 276 patients had been entered because a significant differ-
ence was observed between the 2 groups. Brace treatment was 
significantly more effective than observation (success rate, 72% 
vs 48%, respectively; P=.00821).3

Currently, it is clear that brace treatment is more effective 
than observation regarding progression of the scoliotic curve.3 
But when should brace treatment be prescribed? Two major 

groups, sharing some members, have addressed this question. 
One of these groups is the Non-Operative Management Com-
mittee of the Scoliosis Research Society (SRS). The other is the 
international Society on Scoliosis Orthopaedic and Rehabilita-
tion Treatment (SOSORT). According to the SRS, the indica-
tions for brace treatment include age older than 10 years, Risser 
score between 0 and 2, Cobb angle between 25° and 40°, no 
prior treatment, and, if female, either premenarchal or less than 
1 year postmenarchal period.1 Although no age criterion has 
been established by SOSORT, Cobb angle greater than 20°±5° 
is required. Also, SOSORT recommends that physicians provide 
braces they are most familiar with and prepared to manage, as 
there are no differences among types of braces, and that braces 
be worn for at least 18 hours at the beginning of treatment.1

Considering the rate of curvature and the maturity of the 
child, brace treatment could be full-time (20 to 24 hours), part-
time (12 to 20 hours), or at night (8 to 12 hours) for a rigid brace 
and full-time for a soft brace.1

Although braces are similar, it is difficult to control upper 
thoracic curvature. Issues with patient compliance limit the use 
of the Milwaukee brace, which is designed to control the upper 
thoracic curve.4 Cheneau, Lyon, and Boston braces or modifi-
cations could be applied for lumbar, thoracolumbar, and lower 
thoracic curvatures.5 The thoracolumbar lordotic intervention 
brace designed by van Loon et al6 is new. It applies lordotic 
force only in the thoracolumbar region and does not apply cor-
rection force in the coronal plane. This brace is showing prom-
ising results.6

As part of follow-up, patients are examined radiologically 
every 3 months, or more frequently during a growth spurt.1 Dur-
ing this period, children are encouraged to participate in sports, 
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and specific exercises are begun.1 Once stabilization has been 
achieved, brace treatment is gradually stopped.1

ConClusion
Patient noncompliance is the main reason brace treatment 

fails. Brace treatment is effective for mild to moderate curva-
tures.
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