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ABSTRACT

Background: Hydrotherapy is a well-known method in the treatment of various
diseases, but its efficacy remains unknown after burns. The purpose of this controlled
clinical trial was to examine the effect of an existing scar-related local treatment
(passive hydrotherapy), and an alternative physical activity in water (active
hydrotherapy) and compare these to usual care therapy (physical therapy, pressure
and silicone therapy) in an adult burn population.

Methods: Forty-two patients were allocated into one of three groups: 3-weeks
treatment in a spa resort (passive hydrotherapy=PHT); or 3-weeks aquatic exercise
(active hydrotherapy=AHT); or only usual care therapy. Therapists and assessors
were aware of treatment allocation. Both intervention groups continued usual care
therapy during the hydrotherapy intervention. Physical and scar-related outcome
measures were assessed at baseline, during intervention and at follow-up until 3
months. Physical parameters included pulmonary function, hand grip strength,
functional status and joint range of motion. Scar sites were evaluated for sensation,
color, transepidermal water loss and elasticity. Scars were also subjectively assessed
using the Patient and Observer Scar Assessment Scale (POSAS) questionnaire.

Results: In the AHT group a significant increase in hand grip strength was found. In the
PHT group hand grip strength decreased temporarily during intervention but returned
to baseline at 3-month follow-up. In all groups there were significant improvements in
redness and POSAS vascularity score over time, although there was a temporary
increase in redness and vascularity during the intervention in the PHT group. A
significant lower itching score was found in the PHT group during intervention.
Conclusions: This was the first study that investigates the short term effects of various
applications of hydrotherapy in burn patients. We can conclude that the small

changes observed in some physical and scar related parameters are promising and

more research in this field is indicated.
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Trial registration: The study was approved by the Ethical
Committee of the University Hospitals of Leuven (Belgium) with
protocol number ML4626. Ethical Committee of the University
Hospitals of Leuven (Belgium), ML 4626 with Belgian number
B32220073057. Registered 7 March 2008,
https://www.uzleuven.be /en/ec.

BACKGROUND

Over the past 40 years mortality after burns has substantially
decreased in industrialized countries due to the development of
comprehensive burn centers integrating the associated
advances in treatment. This has resulted in a shift of focus from
mortality towards the functional outcome of burns and the need
for extensive rehabilitation including physical and occupational
therapy and psychological support. The most frequent
complications after burns are deconditioning, muscle weakness,
hypertrophic scarring, pain, itching, psychological and social
impairments [1].

Physiotherapy can thus play an important role in the acute
treatment and rehabilitation process of burn patients and
includes joint mobilization, positioning, splinting, massage
therapy, pressure and silicone therapy, exercise therapy and
cardiopulmonary training [2,3]. Of all non-invasive topical scar
treatments, pressure therapy and silicone gel sheeting are the
most widely endorsed and evidence supported interventions
and in fact applied in practice [4—7]. Mobilization, positioning
and splinting are also extensively used in burn treatment,
although no RCTs and CCTs are found [7]. Massage therapy in
hypertrophic scarring is moreover recommended in burn after
care and has a positive effect on scar pliability, pain and
pruritus [7=11]. Use of moisturizers and lotions are widely
acknowledged scar treatments and could have an effect on
itching, although the ideal composition of moisturizer is unknown
[7]. In children with burns various studies have shown positive
effects of exercise therapy to improve functional outcome,
muscle strength and pulmonary function [12-15]. In adults
however few randomized controlled trials are available
particularly for strength and pulmonary function although both
are needed to actively take part in daily life.

Hydrotherapy is a well-known method in the treatment of
musculoskeletal conditions, neurological disorders,
cardiovascular diseases, pulmonary dysfunction, etc. [16]. The

use of water produces diverse effects on various body systems
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depending on the water temperature [16]. A passive form of
hydrotherapy or balneotherapy is a term generally applied to
various forms of spa treatment and refers to the medical use of
spas. Balneotherapy produced significant results in functional
condition and quality of life in patients with rheumatoid
arthritis, dermatologic  disorders and chronic  venous
insufficiency [17—=19]. In France in particular balneotherapy is a
common method to administer physical therapy and topical
burn scar treatment [20]. This consists of a 3-week treatment in
a spa resort specialised in skin problems and diseases and is
reimbursed twice a year but its efficacy in burn scarring had
never been actually assessed.

An active form of hydrotherapy or aquatic exercise provides
several therapeutic benefits as compared to land-based
exercise. Buoyancy and hydrostatic pressure counteract gravity
and create an environment with low joint loading and variation
in muscle resistance during movement due to high levels of
viscosity in water. This leads to an enhanced venous and
lymphatic return and reduces swelling. Moreover, this
decreases the risk of injury and improves strength and
endurance [21].

This might provide a more effective and attractive medium to
develop physical fitness in several patient groups while at the
same time including components of spa therapy. Furthermore it
could make use of local facilities and not require patients to
travel sometimes long distances to a specific treatment center.
In collaboration with the Belgian Burn Foundation, we had the
opportunity to go with a group of patients with burn scars (fully
healed) to a thermal cure centre in France for a unique 3-week
period. In comparison to the 3-week intervention in France, we
wanted to organize a 3-week treatment in a regular swimming
pool at home in this case in Belgium, so called aquatic exercise.
Aquatic exercise was also organised for a 3-week period, but
in small groups, depending on the availability of the swimming
pool. Aquatic exercise is an interesting alternative nearer to
family and normal daily social life. Water is the main feature
in both treatments although the active hydrotherapy includes
active exercises and physical training.

Therefore, the purpose of this study was to examine the effect
of an existing scar-related local treatment (passive
hydrotherapy), and an alternative physical activity in water

(active hydrotherapy) and compare these to wusual care
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therapy in an adult burn population. Both treatments examined
are considered as complimentary to normal care and not as a
replacement or alternative.

METHODS

Study design

The study design was a non-randomized controlled trial. Data
were collected between April 2008 and May 2014. Based on
the availability and practicality for patients and as well as the
organization of therapy intervention, patients were allocated
into one of three groups either completing a 3-week treatment
in a spa resort (passive form of hydrotherapy =PHT) in Avéne
(France) or three weeks of aquatic exercise (active form of
hydrotherapy =AHT) at home in Leuven (Belgium) or only the
usual care therapy without additional hydrotherapy (=UCT).
Therapists and assessors were aware of treatment allocation.
Both intervention groups continued the usual care therapy
during the hydrotherapy intervention.

Study population

Patients recruited, met the following inclusion criteria: healed
wounds of at least second degree deep burns, a total body
surface area burned (TBSA) ranging from 5 to 40%, scars in
active phase of healing and at least one of the extremities
(with the burn scar crossing a joint) was involved. Patients
younger than 18 years of age or with psychiatric history,
central neurological illness or peripheral paralysis were
excluded.

Scar sites

At most three scar sites were evaluated for each patient. The
test site boundaries were carefully measured, noted in the
patient chart, captured with digital photography and referred
to during each visit for defining exact location for assessment.
Intervention

- PHT

All patients in this group took part in PHT during a single 3-
week period, 6 days a week. The duration of this treatment
was based on an accepted protocol in France reimbursed by
insurance companies. The treatment time varied between 3 and
4 hours per day. Patients were individually treated and all
treatments were administered by dermatologists and
specialized therapists of the center in Avéne. An additional file

shows detailed information on the PHT program [see Additional

file 1]. During the 3-weeks stay, all patients were instructed to
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continue their standard after care of burn scar treatment
(pressure garments, hydration and physiotherapy). A team of
Belgian physiotherapists guaranteed continuation of usual care
on site.

- AHT

Patients in the second group performed AHT in a classic
chlorinated swimming pool (27.8°C; 25m * 13.33m, depth
1.28m - 3.5m) during 3 weeks, 3 days a week. A session lasted
1 hour and the interval between 2 training sessions was at least
24 hours. Patients were treated in groups of 3 persons. The
training sessions were supervised by one aquatic training
expert and one physiotherapist. Sessions were designed to
stimulate the patient to be active in water by actual swimming,
aquajogging and underwater cycling. An additional file gives
detailed information on the AHT program [see Additional file
2]. During the AHT, all patients were instructed to continue their
standard after care of burn scar treatment (pressure garments,
hydration and physiotherapy).

- ucrt

The UCT did not perform any additional treatment. They
continued their usual care of burn scar treatment (pressure
garments, hydration and physiotherapy).
outcome  measures  and

Measurement procedure,

measurement tools

Table 1: Test battery and evaluation moments
pre | wi* | w2* | w3 | +2w | +3m
(1) pulmonary function X X X X
(2) hand grip strength X X X X
(3) joint motion X X X X X X
(4) sensory testing X X X X X X
(4) color assessment X X X X X X
(4) TEWL measurement X X X X X X
(4) elasticity measurement X X X X X X
(4) POSAS questionnaire X X X X X X
(5) functional status X X X X

"no evaluation for patients of usual care therapy (UCT)

The outcome measures were physical and scar-related
parameters. Physical parameters included pulmonary function,
hand grip strength, functional status and joint range of motion.

To stabilize cutaneous blood flow, all patients were asked to
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remove pressure garments at least 30 minutes before
measurements were started. Table 1 presents the measurement
procedure and test battery. At baseline (pre) all parameters of
the complete test battery were registered in the following
order (to reduce bias).

(1) The maximum values for forced expiratory volume in
one second (FEV1; expressed in |/sec) and forced expiratory
vital capacity (FVC; expressed in |) were registered. Patients
were instructed to perform two (successful) tests using the RDSM
Spirotel® [22].

(2) For hand grip, tip and key pinch strength, three trials
were performed using the North Coast Dynamometer® (Jamar
Dynamometer) and North Coast Hydraulic Pinch gauge®
(expressed in 0.1 kg). The best scores of the dominant hand
were recorded [23].

(3) Mobility was registered in joints with burn-related
limitations in range of motion for lower and upper extremities
and neck rotation, both actively and passively (expressed in
degrees) using a goniometer following standardized
guidelines. Head extension, head lateroflexion and mouth-
opening were measured using a tape measure (expressed in
0.1 centimeters) [24].

(4) Based on patient complaints and/or observer, one to
three scar sites per patient were selected for scar assessment.
Scar sites were evaluated for sensory testing (using 5 piece
hand kit Semmes-Weinstein monofilaments), color (using Minolta
Chromameter CR300®; expressed in L*, a* and b*) [2, 25],
skin barrier function with transepidermal water loss
measurement (TEWL) (using Dermalab®; expressed in g/m2/h)
and elasticity (using Dermalab®; expressed in MPa) [26]. The
Patient and Observer Scar Assessment Scale (POSAS)
questionnaire was completed for each scar site. This scale
consists of both an observer and a patient component and
contains the most frequently used scar features. On a 10-point
rating scale, the observer scores vascularity, pigmentation,
thickness, relief (defined as surface roughness), pliability,
surface area and overall opinion. Whereas the patient scores
color, pliability, thickness, relief, itching, and pain. The lowest
score ‘1’ corresponds to the situation of normal skin (normal
pigmentation, no itching etc). The highest score ‘10’ indicates

the worst imaginable scar or sensation [25-28].
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(5) Evaluation of functional status using the 6-minute walk
test (6BMWT); expressed in distance (m) was performed at the
end of an evaluation session [29].

After one week (w1) and after two weeks (w2) of intervention,
evaluation of mobility and scar assessment were repeated. At
the end of the intervention (after three weeks) (w3), 2 weeks
(+2w) and 3 months after termination of intervention (+3m) all
physical parameters and scar assessments (complete test
battery) were made.

The UCT was evaluated at three time points only (pre, w3,
+3m) using the complete test battery.

Statistical analyses

Kruskal-Wallis tests were used to compare baseline values
between the groups. Means and 95% confidence intervals
(95% Cl) were obtained from a general linear model for
longitudinal measurements with a covariance matrix taking into
account the presence of multiple scars within a patient and the
repeated measures over time. A random patient effect was
used to model the correlation between scars from the same
patient. For the repeated measures over time an unstructured
covariance matrix was used. If the distribution of the model
residuals was right-skewed, the outcome was log-transformed
(natural logarithm), but figures with least-squares means were
created after back-transforming to the original scale (in which
case they refer to geometric means and their 95% Cl). Given
the non-randomised character of the study, two different
models were used. To evaluate in each group the evolution
over time and compare this evolution between the three groups
(PHT, AHT and UCT), a first longitudinal model was fit including
the baseline measurement as outcome variable. Inclusion of the
baseline measurement as a response also allowed the

visualization of this evolution including the baseline
measurement. Since timepoint specific comparisons can be
biased by differences at baseline, in a second model the
analysis was restricted to post-baseline values which were
compared between the three groups. The baseline value and
the age of the scar were added as covariates in this model,
their effects being allowed to vary over time (by including
interactions with time). Note that given the small number of
subjects per group, it was not possible to adjust for more

considered

confounders in the statistical analysis. The

confounders were determined prior to the analyses.
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All analyses were performed using SAS software, version 9.2
of the SAS System for Windows. The level of statistical
significance was set at 0.05.

RESULTS

In total 42 patients were recruited from six Belgian Burn
Centers and agreed to participate in this study with fourteen
patients in each intervention group (PHT, AHT and UCT). In total
93 scars were measured in 42 patients. Three scar sites were
located on the face and 12 sites on the trunk. Fourteen scars
were situated on the upper arm, 20 on the forearm and 13 on
the hand. Eighteen sites were located on the upper leg, 9 on

the lower leg and 4 on the foot.

Table 2: Patient and scar related characteristics

PHT AHT UcT

n 14 14 14
age + SD (yrs) 36.2 + 10.69 37.3+10.21 39.4 +16.51
(min; max) (19.0; 56.0) (22.0; 52.0) (19.0; 67.0)
female/male 4/10 2/12 4/10
BMI + SD 27.0+4.33 24.8+297 25.7+4.88
(min; max) (18.9; 34.5) (20.6; 29.7) (19.8; 36.7)
TBSA (%) 245+12.9 25.9+17.3 19.1+14.6
n scar sites 33 30 30
scar age + SD (mo) 5.5+2.96 6.0 £4.37 5.0+2.09
(min; max) (1.0; 11.5) (1.5; 15.0) (3.0;9.0)
scar locations (upper
body1 — lower body2

6-3-5 7-4-3 9-4-1
— both upper and
lower body
drop-out 7.14% 0% 1
intervention

92.87% 100% T
compliance
loss to follow-up 0% 7.14% 0%

Abbreviations: PHT: Patients of passive hydrotherapy; AHT: Patients of Active
Hydrotherapy; UCT: Patients with Usual Care Therapy

fUCT was individually determined by burn surgeon following the policy of the
burn center, although compliance was not registered in detail

'upper body includes always at least one upper extremity and/or head
and/or chest

2lower body includes always at least one lower extremity... and/or abdomen

and/or back

LITERATURE

Patient-, scar- and therapy-related... characteristics of all
groups are reported in Table 2. Age, BMI and scar age were
comparable in the three groups. One patient terminated the
PHT after two weeks of treatment for personal reasons. All
patients of the AHT group completed the 3-week training. One
patient of the AHT was lost at 3-month follow-up.

Table 3 shows the baseline comparisons between groups. Most
scar-related outcome measures at baseline showed significant
differences between groups. No statistically significant
(p>.187) differences were observed between the three groups
in the physical variables at baseline. In the results of the
between-group analysis, all plots were restricted to post-
baseline values. The baseline value, the (scar) age and sex
were added as covariates in the model.

There was no evidence for a difference between the groups at
baseline and no clinical relevant within-group evolution for
pulmonary function, tip and key pinch strength, joint motion,
scar elasticity, sensory testing, various items of patient scale of
POSAS (pain, color, stiffness, thickness, irregularity and overall
opinion) or items of the observer scale (pigmentation and
pliability). No detailed results from these analyses will,
therefore, be presented further.

Physical parameters

- 6-MINUTE WALK TEST (Figure 1)

The 6MWT was improving over time in the three groups and
significantly in AHT (p=.0037) and UCT (p=.0304). There was
either in evolution

no difference between all

groups,
(p=.3856), or in post-baseline values after correction for age,
gender and baseline value.

- HAND GRIP STRENGTH (Figure 2)

Hand grip strength increased over time in the AHT group
(p=.0105). There was also a significant change in the PHT
group (p=.0433): the hand grip strength decreased during the
3-week intervention and increased again at 3-month follow-up.
In UCT the hand grip strength remained unchanged (p=.7650).
The evolution was significantly different between the AHT and
UCT (p=.0433) and between the PHT and AHT (p=.0253). The
latter difference in evolution resulted in a higher hand grip
strength after 2 weeks in the AHT compared to the PHT

(p=.0089), after correction for the baseline value, gender and

age.
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Table 3: Descriptive information of baseline comparisons between the three groups (M + SD)

PHT AHT UCT p-value
redness (a*) (range: 5 to 25; SEM = 1.30)"'t+ 16.3 £ 3.07 16.5 + 3.50 17.6 £1.95 0.21
TEWL (g/m?h) (range: 0 to 65; SEM = 2.76)*1 15.6+10.20 | 15.0+6.72 22.8 £9.81 0.003*
elasticity (MPa) (range: 0 to 15.625; SEM = 0.89)”° | 11.1 £3.53 11.1+3.41 11.3+3.91 0.87
POSAS patient - paintt 3.1+2.57 2.4 +2.09 2.0+2.06 0.093
POSAS patient — itchtt 53+3.16 4.4 +299 32+228 0.030*
POSAS patient — colortt 7.8+1.82 72+2.21 6.0 +2.74 0.024*
POSAS patient — stiffnesstt 76+235 6.0 +2.60 59+2.21 0.007*
POSAS patient — thicknesstt 6.8+ 1.89 6.2+2.48 5.6+2.81 0.17
POSAS patient — irregularitytt 6.6 £ 2.26 5.8+3.18 5.5+ 2.86 0.37
POSAS patient — overalltt 7.7+1.53 6.3+2.51 5.1+2.82 <0.001*
POSAS observer — vascularitytt 6.6 +1.97 6.0 +1.97 5.5+1.62 0.06
POSAS observer — pigmentationtt 6.3+ 1.90 51+2.16 4.0+1.57 <0.001*
POSAS observer — thicknesstt 6.3+ 1.96 54+2.11 4.9+1.85 0.024*
POSAS observer — relieftt 6.0+ 1.77 4.9+1.87 3.8+ 1.52 <0.001*
POSAS observer — pliabilitytt 6.6 +1.87 52+217 51+2.12 0.007*
POSAS observer — surfacett 6.1+1.65 5.1+1.80 3.1+1.37 <0.001*
POSAS observer — overalltt 6.5+ 1.64 5.7 +£2.00 5.0+1.55 0.005*
BMWT (m) 515.1 £ 78.10 | 547.6 + 84.78 | 548.5+ 107.24 | 0.53
FEV1 (1) 3.8+1.01 3.7+0.87 3.6+0.87 0.81
FVC (1) 46+1.14 4.6 £0.80 4.3+0.99 0.60
handgrip strength” (kg) 39.3+£14.97 | 34.9+14.27 40.0 £12.43 0.65
pincet pinch strength © (kg) 6.7 £2.97 5.6 £1.57 5.7+1.49 0.76
key pinch strength ° (kg) 8.0 £2.50 6.6 £ 2.04 7.2+1.44 0.19

Abbreviations: PHT: Patients of Passive Hydrotherapy; AHT: Patients of Active Hydrotherapy; UCT: Patients with Usual Care Therapy

t based on clinical experience and/or results of this study

tt range 1 to 10
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PHT = patients of passive hydrotherapy; AHT = patients of active
hydrotherapy; UCT = patients with usual care therapy

PHT = patients of passive hydrotherapy; AHT = patients of

active hydrotherapy; UCT = patients with usual care therapy
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Table 4: Pairwise comparisons of mean a*value, TEWL value of scar sites (after correction for baseline values
and scar age), post-baseline itching (POSAS — patient scale), post-baseline vascularity (POSAS — observer
scale), post-baseline relief (POSAS — observer scale) and post-baseline global opinion (POSAS — observer

scale)
PHT AHT UCT p-value | PHT vs AHT | PHT vs UCT | AHT vs UCT
w1 | 15.8 (15.0,16.7) | 15.9 (15.2,16.7) 0.86 0.86
w2 | 16.6 (15.9,17.2) | 15.8 (15.0;16.5) 0.12 0.12
a* w3 | 18.8 (17.6:20.0)* | 15.7 (15.0:16.5) | 16.5 (15.7:17.3) | 0.000 <.000 0.002 0.15
+2w | 16.9 (16.2;17.6) | 15.6 (14.9;16.4) 0.019 0.019
+3m | 15.7 (14.9;16.4) | 14.8 (14.0;15.5) | 14.1 (13.2;14.9) | 0.014 0.10 0.004 0.22
wi | 14.4 (12.4,16.8) | 15.9 (13.6;18.6) 0.40 0.40
w2 | 14.7 (12.517.3) | 14.8 (12.4,17.7) 0.95 0.95
TEWL w3 | 16.7 (14.1;19.7) | 14.3 (12.1;17.0) | 13.1 (10.9;15.6) 0.15 0.21 0.06 0.46
+2w | 15.5 (13.2,18.3) | 14.4 (12.1;17.0) 0.51 0.51
+3m | 16.7 (13.7;20.4) | 11.8(9.5;14.5) | 13.3 (10.7;16.5) 0.05 0.017 0.13 0.44
wil | 26 (1.83.4) 4.0 (3.24.8) 0.014 0.014
w2 | 22(1.5:3.0) 3.3 (2.5:4.1) 0.05 0.051
ltching w3 | 24(1.63.1) 3.1(2.3;3.8) 4.1(3.348) | 0.007 0.18 0.002 0.06
2w | 29 (2.13.7) 34 (2.6:4.2) 0.37 0.37
+3m | 2.7 (1.9,3.6) 3.1(2.2,4.0) 3.9 (2.9,4.8) 0.23 0.57 0.09 0.26
wi 6.6 (6.1:7.1) 5.4 (4.955.9) 0.001 0.001
w2 | 6.8 (6.1:7.4) 5.2 (4.5:5.9) 0.001 0.001
Vascularity w3 6.6 (6.1;7.1) 4.8 (4.3;5.3) 5.4 (4.9;5.9) <0.000 <0.000 0.001 0.11
+2w | 6.0 (5.5:6.5) 4.4 (3.9:4.9) <0.000 | <0.000
+3m 4.7 (4.1;5.3) 4.5 (3.9;5.1) 3.4 (2.8;4.1) 0.017 0.70 0.008 0.022
wl | 52 (4.857) 4.5 (4.0:5.0) 0.044 0.044
W2 | 52 (4.6:5.8) 4.2 (3.5:4.8) 0.030 0.030
Relief w3 | 4.9 (4.354) 42 (3.74.7) 43(3.7,49) | 01973 0.0833 0.1837 0.7902
2w | 3.8 (3.3.4.3) 3.6 (3.1:4.1) 0.5056 0.5056
+3m 3.4 (2.9;3.9) 3.3 (2.8;3.8) 3.2 (2.6;3.7) 0.8350 0.8564 0.5583 0.6619
w1 | 59 (5.4:6.3) 5.2 (4.8:5.7) 0.041 0.041
w2 | 6.0 (5.4:6.6) 4.8 (4.2,5.5) 0.015 0.015
Global opinion | w3 | 56 (5.1:6.1) 4.9 (4.4:5.4) 5.1 (4.5:5.6) 0.11 0.041 0.15 0.62
+2w | 4.5 (4.05.0) 42 (37:47) 0.43 0.43
+3m | 3.9 (3.4,44) 3.9 (3.4,4.4) 37 (3.1,4.2) 0.82 0.95 0.60 0.56

Least squares means (with 95%Cl) for scars with a mean baseline value and mean scar age.
Pairwise comparisons are not corrected for multiple testing.
Abbreviations: PHT: Patients of Passive Hydrotherapy; AHT: Patients of Active Hydrotherapy; UCT: Patients with Usual Care Therapy

Note: estimate of redness (a* value) at 3-week PHT is based on 7 (instead of 33) scar sites.
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Scar related parameters

- REDNESS (a*) (Figure 3)

In all groups, there was a significant change in redness over
time (p<.0001 for the PHT and UCT, p=.0086 for the AHT).
The redness declined, although there was a temporary increase
during the 3-week intervention in the PHT. The differences in
evolution of a*value between the PHT and AHT, between PHT
and UCT, and between AHT and UCT were significant
(p<.0001, p<.0001 and p=.0141, respectively). Pairwise
comparisons (Table 4) showed significant lower results in AHT
compared to PHT after three weeks of intervention (p<.0001)
and at follow-up after 2 weeks (p=.0194), this after correction
for baseline value, gender and scar age. Additionally pairwise
comparisons showed significantly lower results in UCT group
compared to the PHT group after 3 weeks of intervention
(p=.0024) and at follow-up after 3 months (p=.0039), after

correction for baseline values and scar age.

22
|
21 A
*
20

Redness (a*)
by

Pre wi w2 w3 +2w +3m

Figure 3: Evolution of redness (a*). Note: estimate of a* value at

3-week PHT is based on 7 (instead of 33) scar sites.

Abbreviations: PHT: Patients of Passive Hydrotherapy; AHT: Patients of Active
Hydrotherapy; UCT: Patients with Usual Care Therapy

- TRANSEPIDERMAL WATER LOSS (TEWL) (Figure 4)

There was a significant evolution of TEWL in UCT (p=.0052)
and AHT (p=.0396). The difference in evolution of TEWL
between PHT and AHT, and between PHT and UCT were
significant (p=.0048 and p=.0001, respectively). In the UCT
the TEWL values diminished especially during the first 3 weeks.
After correction for baseline value, gender and scar age at
each time point, the pairwise comparisons indicated a

significant lower TEWL at 3-month follow-up in AHT (p=.0172)
compared to PHT (Table 4).
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Figure 4: Evolution of TEWL.

Abbreviations: PHT: Patients of Passive Hydrotherapy; AHT: Patients of Active

Hydrotherapy; UCT: Patients with Usual Care Therapy

- POSAS PATIENT SCALE ITCH (Figure 5)

The evolution of itching showed significant p-values in PHT
(p<.0001) and AHT (p=.0089). The decrease of itching was
significantly different between PHT and UCT (p<.0001), and
between AHT and UCT (p=.0313). After correction for baseline
value, gender and scar age pairwise comparisons showed
significant lower itching score after one week in PHT compared
to AHT (p=.0142) and after 3 weeks
(p=.0017) (Table 4).

compared to UCT
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Figure 5: Evolution of itching.

Abbreviations: PHT: Patients of Passive Hydrotherapy; AHT: Patients of Active
Hydrotherapy; UCT: Patients with Usual Care Therapy

- POSAS OBSERVER SCALE VASCULARITY (Figure 6)

There was a significant change over time (p<.0001) in all three
groups. The item vascularity of the POSAS scale declined over
time, although there was a temporary increase of vascularity

score during the 3-week intervention in the PHT group. The
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differences in evolution of vascularity score between the PHT
and AHT, and between AHT and UCT were significant
(p<.0001, p=.0004,

(Table 4) showed significantly better results in AHT (except at

respectively). Pairwise comparisons
follow-up after 3 months) compared to PHT (p<.0012), in UCT
(aofter 3 weeks and at follow-up after 3 months) compared to
PHT (p<.0076) and in UCT compared to AHT at follow-up

after 3 months (p=.0225), this after correction for baseline

value, gender and scar age.
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stronger decline than AHT) (p<.0027). The comparisons of
post-baseline thickness between groups were not significant.

- POSAS OBSERVER SCALE RELIEF (Figure 8)

The evolution of the item relief of POSAS scale declined over
time in all groups (p<.0001 for PHT and AHT, p=.0003 for
UCT). The difference in evolution was only significant between
PHT and UCT (p<.0038). Pairwise comparisons (Table 4)
showed only significantly less relief in AHT after one week
(p=.0444) of aquatic exercise

and after two weeks

(p=.0301), after correction for baseline value, gender and

Figure 6: Evolution of vascularity (POSAS — observer scale).

Abbreviations: PHT: Patients of Passive Hydrotherapy; AHT: Patients of Active
Hydrotherapy; UCT: Patients with Usual Care Therapy
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Figure 8: Evolution of relief (POSAS — observer scale).

Abbreviations: PHT: Patients of Passive Hydrotherapy; AHT: Patients of Active
Hydrotherapy; UCT: Patients with Usual Care Therapy
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Figure 7: Evolution of thickness (POSAS — observer scale).

Abbreviations: PHT: Patients of Passive Hydrotherapy; AHT: Patients of Active
Hydrotherapy; UCT: Patients with Usual Care Therapy

- POSAS OBSERVER SCALE THICKNESS (Figure 7)

In all three groups, the item thickness of the POSAS scale
decreased significantly over time (p<.0001). The difference in
evolution of thickness was only significant between PHT and

AHT particularly due to the change during follow up. (PHT

Figure 9: Evolution of global opinion (POSAS — observer scale).

Abbreviations: PHT: Patients of Passive Hydrotherapy; AHT: Patients of Active

Hydrotherapy; UCT: Patients with Usual Care Therapy

- POSAS OBSERVER SCALE GLOBAL (Figure 9)

In all three groups, the global score of the POSAS scale
improved significantly over time (p<.0001), although the
difference in evolution was only significant between PHT and

AHT (p=.0191). After correction for baseline value, gender
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and scar age, pairwise comparisons showed significantly better
results in the AHT group after Tweek (p=.0407), after 2 weeks
(p=.0155) and after 3 weeks of aquatic training (p=.0407)
compared to the PHT (Table 4).

DISCUSSION

This study is a pilot project and the first to investigate the short-
term effects of diverse applications of hydrotherapy in adults
after burns.

Most important results are:

1) A significant increase in hand grip strength in the AHT group.
In the PHT hand grip strength decreased temporary during the
3-week intervention and returned to normal again at 3-month
follow-up.

2) Significant improvements in redness and POSAS observer
scale vascularity over time in all groups, with a temporary
increase of redness/vascularity score during the 3-week
intervention in the PHT group.

3) Significant lower itching score in the PHT group during the 3-
week intervention.

In this study we examined both passive and active
hydrotherapy, the former uses natural thermal mineral water
(see additional file 1), the latter is performed in normal public
pool chlorinated water (see additional file 2). The use of
thermal mineral water for medical treatment is well-known,
although there is relatively little supporting evidence. Some
authors suggest that most mineral ingredients of thermal water
would be absorbed through the skin [30,31]. In comparison
with tap water no significant changes in renal response, in
heamodilution or cardiovascular outcome were observed [30].
Although in addition to the natural thermal mineral water, PHT
patients also received other modalities intended to have an
enjoyable and relaxing effect (such as hydrojet massaging
baths, underwater massages, etc.) and consequently showed an
increase of general well-being (psychological effect) [31,32].
Some trials of PHT indicated significant improvements in pain
and general well-being on patients with osteoarthritis of the
knees,

fibromyalgia [31,32].

rheumatoid arthritis, chronic low back pain and
On the other hand, the working mechanism of AHT is based on

buoyancy, immersion, water resistance, temperature and

exercise aspects. The 12-week resistive aquatic program of

Zoheiry et al. showed improvements in physical parameters of

LITERATURE

burned patients compared with an on-land exercise program
[21]. According to the gate theory of Melzack and Wall, water
immersion (might have) induced an increase of methionine-
encephalin plasma levels and suppressed plasma B-endorphin,
corticotrophin and prolactin levels [33,34]. Muscle relaxation,
reduced joint swelling, and improvements in mood and tension
result [30,31,33-36]. In «a

trials

may occur as d review by

Geytenbeek, various active resulted in significant
improvements of pain in patients with osteoarthritis of the hip,
rheumatoid arthritis, low back pain, ankylosing spondylitis and
fibromyalgia [30,37]. Since both intervention groups in this
study continued the usual care of burn scar treatment and
moreover the effect of thermal mineral water treatment was
low, we assumed in our study that the most important cause of
differences in outcomes between both intervention groups (PHT
and AHT) is the exercise and rehabilitation aspect.

An important outcome measure of patient satisfaction is
therapy compliance. In the PHT group only one patient stopped
the therapy after 2 weeks due to personal reasons. This
treatment was organized for all participants at the same venue
and time. Participants actually resided at the venue which was
furthermore more than 800 km from home and therapists were
continually present. The compliance of the UCT (continuation of
physical therapy, pressure and silicone therapy) was not
registered in detail. In the AHT group all 14 patients continued
the 3-week intervention without drop-out. Participation in the
AHT group required flexibility, commitment and organization,
especially in combination with family, children, social life, work,
physiotherapy, travel to swimming pool, etc. They lived at their
own home and were responsible for their own travel to and
from the intervention venue. Since participation to the AHT
group required a great personal commitment, we believe that
the aquatic exercise shows several advantages for patients
with burn scars above the physical results. The aquatic exercise
promotes a gradual and controlled public exposure of their
scars and provides contact with peers. In this intervention the
patients and therapists were alone in the pool with the
exception of competitive swimmers training in one lane.
Moreover, Reilly and Bird supported the effect of group
therapy in a community swimming pool to be more effective

than individual treatment in a hospital setting [38]. Peer

support has a positive influence on social interaction, associated
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with better social reintegration [39]. In addition, the AHT
received technical swimming instruction and not only physical
training and swimming progress was systematically tracked
with a 4 minute swimming test. This all combined might have
provided some additional motivation.

The patient related characteristics pre-intervention were almost
comparable in all three groups. Nevertheless, most scar related
characteristics differed. Therefore the focus in the between-
group analysis was on the post-baseline values in which the
groups were compared after correction for the baseline value,
sex and (scar) age. At baseline, the patient and observer score
of POSAS were the highest in the PHT group, although
objective scar evaluations were higher in the UCT group [34].
Regarding the physical parameters, no significant and no
clinically relevant differences were shown in the three groups
at baseline.

The ability to walk considerable distances without experiencing
serious fatigue is an important functional ability for patients
recovering from burns. Following a prospective study of Jarett
et al. the functional exercise capacity in burn patients was still
markedly reduced at 6 months after discharge, being
approximately 50% of the predicted normal values [40].

In our study the é-minute walk distance increased similarly
within all three groups, although only significantly for the AHT
and UCT. This coincides with the expected learning effect of
10%. Most 3-week AHT

intervention was too short to obtain any clear functional

approximately probably the
improvements. Porter and co-authors suggest training programs
of at least 6 weeks or even 12 weeks (depending on the TBSA
burned) to obtain improvements in the rehabilitation after a
severe burn injury [41].

With regard to the PHT intervention, the focus here was not on
the physical aspect, therefore we would not expect an
important improvement of the functional status. Moreover, the
patients of this group had a higher BMI, which could refer to a
more sedentary life style in general. Perhaps when using PHT
there could be some benefit to add recreational physical
training such as walking or cycling to the program to avoid the
apparent stagnation in walking progress due to the passive
nature of the treatment.

Implementation of e.g. Dynaport Activity Monitor [40] or a

questionnaire such a SF-36 [43] or Squash questionnaire [44] in

LITERATURE

future training programs could also be appropriate to measure
the recovery of physical and mental health.

Hand strength is an important indicator of activities in daily life
[45]. Previous studies of Suman [14,15] and Cucuzzo [13]
confirmed the effect of muscle strength due to exercise which
can possibly be translated to a shortened rehabilitation period
and successfully return to activities of daily living. In our study,
despite the short intervention period of only 3 weeks, the AHT
group had a significant improvement of hand strength
compared to the PHT group, which is a relevant improvement
of 1.5 kg.

A more complete evaluation of muscle strength of upper and
lower limbs would be more appropriate. In future research
projects, the strength test battery should be extended beyond
the use of handheld dynamometer [46].

In examining the scar related parameters, we did not take into
account the contralateral healthy control sites due to the
seasonal and topographical variations and in outcome (e.g.
more sun exposure in the PHT group and another climate in
France). Therefore, we only presented the measurements of
scars. Redness (a*) is considered one of the major features of
hypertrophic scarring after burns [2]. Somewhat surprising is
the increase of redness at the end of therapy in the PHT. The
influence of treatment could possibly explain this temporary
increase which could be due to water temperature (34°C) and
intense scar mobilizations caused by hydrojet massages and
filiform showers during PHT. After the intervention, a* values
diminished again, which indicated a reduction of redness.
However, note that due to technical problems with the
Chromameter CR-300 after 3-week PHT, the estimate for the
average a* value at that specific time point was based on only
7 (instead of 33) scars. In the AHT and UCT a clinically
important decrease of a* values over time was found.

In all groups usual care therapy was continued. Based on the
available literature, silicone and pressure therapy, which are
part of the usual therapy, are the most frequently utilized and
proven methods to improve thickness, pliability and erythema
[2,3,5,47-55]. The daily load of PHT (3 to 4 hours a day)
during 3 weeks implied that these patients were not able to
wear pressure garments and/or silicone sheets during the 4-
hours PHT treatment. This could have a relevant influence on

redness in the PHT group. The AHT and UCT patients wore

The Physical and Scar-Related Effects of Short Term Passive Hydrotherapy versus Aquatic Exercise versus Usual Care

Therapy in an Adult Burn Population: An Explorative Study. Physical Medicine & Rehabilitation Journal. 2022; 4(1):127.

LITERATURE



pressure and/or silicone therapy during the majority of the
day, although, this was not registered in detail. It was no
surprise that these findings are in line with the results of the
POSAS observer scale vascularity.

Another important scar related parameter is TEWL, which is a
physiological parameter and indicates the efficiency of the skin
barrier function [26]. According to Suetake and co-workers
high TEWL values were reported initially  after
reepithelialisation with a gradually decline thereafter [56]. A
normalisation of TEWL took place between 6.5 and 13 months.
These findings were in agreement with the report of
Anthonissen and co-workers [26]. In the latter study the scar
age was relatively low, indicating that time after burn varied
between 4 weeks and 36 weeks and a significant negative
relation was shown between mean TEWL and time after burn.
This is in accordance with the gradual decline after initial high
TEWL values of Suetake and co-authors [56]. Although in our
study the mean scar age is relatively high. In the PHT, AHT and
the UCT group, the scar age is respectively 5.54 months, 5.96
months and 4.96 months. There was little evolution in TEWL,
which is in line with the normalisation after 6.5 months [56]. The
sudden decline of TEWL in the AHT group at 3-month post-
intervention is not clear. Moreover, we have to consider the
SEM of the TEWL values, which are rather high, up to 2.76
g/m2/h (1.83-3.73) [26]. This exceeds the mean difference of
TEWL values between 2-weeks post-intervention and 3-months
post-intervention in the AHT group.

Quality of life is also an important factor in patients with non-
life threatening but painful and disabling condition such as burn
scars. ltching after burns can be very annoying and it is an
important aspect of quality of life. Both intervention groups
showed a decrease in itching-score during the PHT and AHT
intervention. The decrease during the first week of PHT was
especially noteworthy, but there was no (significant) long term
reduction in itching after the PHT intervention. Nevertheless, in
a randomized controlled trial by Carpentier et al. in patients
with chronic venous insufficiency, balneotherapy produced
improvements in quality of life for at least one year [18].
Muster et al. demonstrated the beneficial effects of spa
treatment on the quality of life in patients with rheumatoid

arthritis [17]. There are some studies dealing with the influence

of massage therapy and hydration on pruritus or itching in a
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burn population. According to some authors massage therapy
and/or hydration could have a positive influence on itching
[2,10], although others did not support these findings [8,11]. In
our study there is an important reduction of itching during PHT,
but no long term effect. Nevertheless, we believe that itching is
an important indication to refer patients to a balneotherapy
centre.

In addition to redness, thickness is another important feature of
the scarring process and these develop parallel [2]. In our
study the POSAS thickness scores diminished significantly over
time in all groups. These findings are in line with other
published studies. According to Nicoletis and Nedelec,
hypertrophic scars significantly decreased in thickness over the
time spans 3 to 6 months, 6 to 12 months and 3 to 12 months
[57,58]. Following Nedelec and co-authors, the average total
reduction of thickness of hypertrophic scars between 3 and 12
months is 1.38 mm, although not returning to normal skin
thickness at 12 months after burn. Pressure therapy aims to
improve scar thickness [2,49], although in our study all patients
continued the usual care therapy (included pressure therapy),
depending on the group allocation in combination with
hydrotherapy. Therefore, we found that thickness remained
stable during the PHT intervention, in agreement with the
evolution of redness. This is probably due to the daily load of
PHT, the intense scar mobilizations and the lack of pressure and
silicone therapy during several hours a day. After the 3-week
intervention of PHT, scar thickness clearly diminished again.

The item relief of the POSAS observer scale significantly
improved over time in all three groups. This might not be
surprising, besides the use of silicone gels [54], no other topical
media resulted in an evolution of relief in burn scars.
Furthermore this item has not often been studied.

The global opinion of an observer is mostly based on physical
characteristics of burn scars such as redness, thickness and
pliability. Two of these characteristics showed a significant
improvement over time in all groups. These improvements are in
line with the other scar related parameters. In accordance with

previous results, neither PHT nor AHT seemed to have any

additional beneficial effect in this parameter.
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LIMITATIONS

There are some important limitations to our study:

1) An intervention period of three weeks is relatively short,
especially for effecting physical parameters such as pulmonary
function, hand grip strength and functional status. Based on the
literature we would recommend an active program up to 8 to
12 weeks. A balneotherapy treatment in France usually lasts 3-
weeks. This was the determining factor in intervention duration
in all groups.

2) The follow-up period was rather short, only 3 months after
intervention. In future research we would recommend a follow-
up period up to 1 year. In our study we only observed the
short term effects of hydrotherapy and it would be more
interesting to examine long term effects especially when the
intervention itself is longer.

3) Recruitment of burn patients is not straightforward, but we
managed to include 42 patients from different burn centers.
Nevertheless, this was time consuming, even with only 14
patients in each group. An a priori power analysis should be
incorporated into future research. This pilot study can provide
essential data to calculate power.

4) There was most likely a selection bias of patients included in
the study. There could be a difference in motivation of patients
of the PHT and AHT. Patients who participated in the PHT could
enjoy a 3-week stay in France. On the other hand patients of
the AHT were willing to start swimming (learn or relearn a new
skill). Patients who were unable to participate in either
intervention group, were included in usual care group.

5) Multiple observers were involved in this study; therefore, it
could create some bias. Observers, however, were instructed to
follow strict protocols in the assessment of physical parameters.
The inter-observer reliability of the Minolta Chromameter
CR300®, DermalLab® and POSAS questionnaire were good to
excellent [25-27].

6) Psychosocial effects of short term hydrotherapy were
measured during this study, although not reported in this paper.
Maertens et al. [32] found a positive impact of the therapy on
general health status and a reduction of pain and depressive
feelings in burn-injured patients after short term PHT.

CONCLUSIONS

To the best of our knowledge this was the first study that

investigated the short term effects of hydrotherapy in burn
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patients. AHT patients were willing to participate in an aquatic
exercise training program, although only limited changes were
observed because of the short intervention length. In addition
to the temporary increase of scar redness during the
intervention, PHT patients showed some reduction in short term
itching problems. We can conclude that the small changes
observed in some physical and scar related parameters are
promising and more research in this field is indicated. Both
types of hydrotherapy, especially AHT, are feasible and some
measures can be eliminated in further research. There are no
clear guidelines in the rehabilitation of patients with burn scars
such as in patients with COPD and cardiac diseases. Since this
explorative study showed no negative effects, we believe that
hydrotherapy can offer added value to the accepted usual
care therapy and rehabilitation programs of burn patients
including pressure and silicone therapy but cannot replace
these.

THERAPEUTICALLY RECOMMENDATIONS

Selection of therapy needs to be done based on a patient’s
specific problems and condition. So far, pressure and silicone
therapy are the only evidence supported treatments in burn
scar after care. Any other supplementary treatment of physical
activity and topical care (balneotherapy, aquatic exercise,
massage therapy and mobilisations) needs to be fine-tuned to
individual patient complaints.

DECLARATIONS

Ethics approval and consent to participate

The study was approved by the Ethical Committee of the
University Hospitals of Leuven (Belgium) (identification details
of the ethics committee (OGO032); chairman Prof. Minne
Casteels, M.D.; protocol number ML4626; date of approval
May 7t 2008). A signed informed consent was obtained from
all patients.

Consent for publication

Not applicable.

Availability of data and materials

The datasets generated and analyzed during the current study
are not publicly available due to individual privacy of patients
but are available from the corresponding authors on
reasonable request.

Competing interests

The authors declare that thay have no competing interests.

The Physical and Scar-Related Effects of Short Term Passive Hydrotherapy versus Aquatic Exercise versus Usual Care

Therapy in an Adult Burn Population: An Explorative Study. Physical Medicine & Rehabilitation Journal. 2022; 4(1):127.

LITERATURE



Funding

This pilot project was accomplished thanks to grants of the
Belgian Burn Foundation and Avéne®.

Authors’ contributions

All authors have made substantial contributions to conception
and design, or acquisiion of data, or analysis and
interpretation of data. They have been involved in drafting the
manuscript or revising it critically for important intellectual
content and have given final approval of the version to be
published. Each author participated sufficiently in the work to
take public responsibility for appropriate portions of the
content and agreed to be accountable for all aspects of the
work in ensuring that questions related to the accuracy or
integrity of any part of the work are appropriately
investigated and resolved.

Acknowledgements

We would like to thank dr. C. Kiekens, referring medical doctor
of the rehabilitation center of UZ Leuven campus Pellenberg,
dr. J.P. Fauville, dr. D. Jacquemin, dr. S. Jennes (with
collaborators dr. Rose and dr. A. Pierlot), dr. C. Lafaire (with
collaborator dr. L. De Cuyper) and prof. dr. S. Monstrey,
referring medical doctors of the Belgian Burn Centers, and their
staff for the collaboration in patient inclusion.

Our thanks also to prof. dr. M. Casaer for his practical
assistance to realize this project and the staff of the burn
center of Leuven for their collaboration. We would like to thank
the master students, Ellen Van Camp, Caroline Meulyzer and
Domien Raus, of FABER, KU Leuven who were involved in this
project.

REFERENCES

1. Esselman PC. (2007). Burn rehabilitation: an overview. Arch
Phys Med Rehabil. 88: $3-6.

2. Van den Kerckhove E, Stappaerts K, Fieuws S, Laperre J,
Massagé P, et al. (2005). The assessment of erythema and
thickness on burn related scars during pressure garment
therapy as a preventive measure for hypertrophic
scarring. Burns. 31: 696-702.

3. Candy LHY, Cecilia L-TWP, Ping ZY. (2010). Effect of
different pressure magnitudes on hypertrophic scar in a

Chinese population. Burns. 36: 1234-1241.

10.

11.

12.

13.

14.

LITERATURE

Mustoe T. (2008). Evolution of silicone therapy and
mechanism of action in scar management. Aesth Plast Surg.
32: 82-92.

Li-Tsang CWP, Zheng YP, Lau JC. (2010). A Randomized
Clinical Trial to Study the Effect of silicone gel dressing
and pressure therapy on Posttraumatic Hypertrophic Scars.
J Burn Care Res. 31: 448-457.

Nedelec B, Rachelska G, Parnell L, Lasalle L. (2012).
Double-blind, randomized , pilot study sssessing the
resolution of postburn pruritus. J Burn Care Res. 33: 398-
406.

Anthonissen M, Daly D, Janssens T, Van Den Kerckhove E.
(2016). The effects of conservative treatments on burn
scars: A systematic review, Burns. 42: 508-518.

Silverberg R, Johnson J, Moffat M. (1996). The effects of
soft tissue mobilization on the immature burn scar: results of
a pilot study. J Burn Care Rehabil. 17: 252-259.

Field T, Peck M, Hernandez-Reif M, Krugman S, Burman |,
et al. (2000). Postburn itching, pain, and psychological
symptoms are reduced with massage therapy.pdf. J Burn
Care Rehabil. 21:189-193.

Roh YS, Cho H, Oh JO, Yoon CJ. (2007). Effects of skin
rehabilitation massage therapy on pruritus , skin status ,
and depression in burn survivors. J Korean Acad Nurs. 37:
221-226.

Roh Y, Seo C, Jang K. (2010). Effects of a skin
rehabilitation nursing program on skin status, depression,
and burn-specific health in burn survivors. Rehabil Nurs. 35:
65-69.

Celis MM, Suman OE, Huang TT, Yen P, Herndon DN.
(2003). Effect of a supervised exercise and physiotherapy
program on surgical interventions in children with thermal
injury. J Burn Care Rehabil. 24: 57-61.

Cucuzzo NA, Ferrando A, Herndon DN. (2001). The effects
of exercise programming vs traditional outpatient therapy
in the rebailitation of severly burned children. J Burn Care
Rehabil. 22: 214-220.

Suman OE, Spies RJ, Celis MM, MIlcak RP, Herndon DN.
(2001). Effects of a 12-wk resistance exercise program on
skeletal muscle strength in children with burn injuries. J

Appl Physiol. 91:1168-1175.

The Physical and Scar-Related Effects of Short Term Passive Hydrotherapy versus Aquatic Exercise versus Usual Care

Therapy in an Adult Burn Population: An Explorative Study. Physical Medicine & Rehabilitation Journal. 2022; 4(1):127.

LITERATURE


https://pubmed.ncbi.nlm.nih.gov/18036978/
https://pubmed.ncbi.nlm.nih.gov/18036978/
http://europepmc.org/article/med/15994014
http://europepmc.org/article/med/15994014
http://europepmc.org/article/med/15994014
http://europepmc.org/article/med/15994014
http://europepmc.org/article/med/15994014
https://pubmed.ncbi.nlm.nih.gov/20541324/
https://pubmed.ncbi.nlm.nih.gov/20541324/
https://pubmed.ncbi.nlm.nih.gov/20541324/
https://pubmed.ncbi.nlm.nih.gov/17968615/
https://pubmed.ncbi.nlm.nih.gov/17968615/
https://pubmed.ncbi.nlm.nih.gov/17968615/
https://pubmed.ncbi.nlm.nih.gov/20375696/
https://pubmed.ncbi.nlm.nih.gov/20375696/
https://pubmed.ncbi.nlm.nih.gov/20375696/
https://pubmed.ncbi.nlm.nih.gov/20375696/
https://pubmed.ncbi.nlm.nih.gov/21979845/
https://pubmed.ncbi.nlm.nih.gov/21979845/
https://pubmed.ncbi.nlm.nih.gov/21979845/
https://pubmed.ncbi.nlm.nih.gov/21979845/
https://pubmed.ncbi.nlm.nih.gov/26777448/
https://pubmed.ncbi.nlm.nih.gov/26777448/
https://pubmed.ncbi.nlm.nih.gov/26777448/
https://pubmed.ncbi.nlm.nih.gov/8736373/
https://pubmed.ncbi.nlm.nih.gov/8736373/
https://pubmed.ncbi.nlm.nih.gov/8736373/
https://pubmed.ncbi.nlm.nih.gov/10850898/
https://pubmed.ncbi.nlm.nih.gov/10850898/
https://pubmed.ncbi.nlm.nih.gov/10850898/
https://pubmed.ncbi.nlm.nih.gov/10850898/
https://pubmed.ncbi.nlm.nih.gov/17435407/
https://pubmed.ncbi.nlm.nih.gov/17435407/
https://pubmed.ncbi.nlm.nih.gov/17435407/
https://pubmed.ncbi.nlm.nih.gov/17435407/
https://pubmed.ncbi.nlm.nih.gov/20306614/
https://pubmed.ncbi.nlm.nih.gov/20306614/
https://pubmed.ncbi.nlm.nih.gov/20306614/
https://pubmed.ncbi.nlm.nih.gov/20306614/
https://pubmed.ncbi.nlm.nih.gov/12543995/
https://pubmed.ncbi.nlm.nih.gov/12543995/
https://pubmed.ncbi.nlm.nih.gov/12543995/
https://pubmed.ncbi.nlm.nih.gov/12543995/
https://pubmed.ncbi.nlm.nih.gov/11403243/
https://pubmed.ncbi.nlm.nih.gov/11403243/
https://pubmed.ncbi.nlm.nih.gov/11403243/
https://pubmed.ncbi.nlm.nih.gov/11403243/
https://pubmed.ncbi.nlm.nih.gov/11509512/
https://pubmed.ncbi.nlm.nih.gov/11509512/
https://pubmed.ncbi.nlm.nih.gov/11509512/
https://pubmed.ncbi.nlm.nih.gov/11509512/

20.

21.

22.
23.

24,

25.

26.

27.

. Suman OE, Mlcak RP, Herndon DN. (2002). Effect of

Exercise Training on Pulmonary Function in Children With

Thermal Injury. J Burn Care Rehabil. 23: 288-293.

. Mooventhan A, Nivethitha L. (2014). Scientific evidence-

based effects of hydrotherapy on various systems of the
body. North Am J Med Sci. 6: 199-209.

Mustur D, Vesovic-Potic V, Vujasinovic-Stupar NTI. (2008).
Beneficial effects of spa treatment on functional status and
quality of life of patients with rheumatoid arthritis. Srp Arh
Celok Lek. 136: 391-396.

. Carpentier PH, Satger B. (2009)Randomized trial of

balneotherapy associated with patient education in
patients with advanced chronic venous insufficiency. J Vasc

Surg. 49:163-170.

. Matz H, Orion E, Wolf R. (2003). Balneotherapy in

dermatology. Dermatol Ther. 16: 132-140.

Guerrero D. (2020). Cure thermale et séquelles de
brolures. Ann Dermatol Venereol. 147:1S33-36.

Zoheiry IM, Ashem HN, Ahmed HAH, Abbas R. (2017).
Effect of aquatic versus land based exercise programs on
physical performance in severely burned patients: a
randomized controlled trial. J Phys Ther Sci. 29: 2201-
2205.

RDSM nv.

Mathiowetz V, Kashman N, Volland G, Weber K, Dowe M.
(1985). Grip and pinch strength: normative data for
adults. Arch Phys Med Rehabil. 66: 69-72.

Livingstone E, Livingstone S. (1966). Joint motion: Method
of measuring and recording. Br J Surg. 53: 562.

Van den Kerckhove E, Staes F, Flour M, Stappaerts K,
Boeckx W. (2001). Reproducibility of repeated
measurements on healthy skin with Minolta Chromameter
CR-300. Skin Res Technol. 7: 56-59.

Anthonissen M, Daly D, Fieuws S, Massagé P, Van Brussel
M, et al. (2013). Measurement of elasticity and
transepidermal water loss rate of burn scars with the
Dermalab. Burns. 39: 420-428.

Draaijers LJ, Tempelman FRH, Botman YAM, Tuinebreyer
WE, Middelkoop E, et al. (2004). The Patient and
Observer Scar Assessment Scale: A Reliable and Feasible
Tool for Scar Evaluation. Plast Reconstr Surg.113: 1960-

1965.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

LITERATURE

Van de Kar AL, Corion LUM, Smeulders MJC, Draaijers LJ,
van der Horst CMAM, et al. (2005). Reliable and feasible
evaluation of linear scars by the patient and observer scar
assessment scale. Plast Reconstr Surg. 116: 514-522.
Enright PL. (2003). The six-minute walk test. Respir Care.
48: 783-785.

O’Hare J, Heywood A, Summerhayes C, Lunn G, Evans JM,
et al. (1985). Observations on the effects of immersion in
Bath spa water. Br Med J. 291: 1747-1751.

Bender T, Karagille Z, Balint GP, Gutenbrunner C, Balint P
V, et al. (2005). Hydrotherapy , balneotherapy , and spa
treatment in pain management. Rheumatol Int. 25: 220-
224.

Maertens K, Anthonissen M, Vanhullebusch T, Van Brussel
M, Fauville JP, et al. (2009). The psychosocial effects of
short term thermal cure therapy in burn patients. In:
European Burns Association Congress 13" Lausanne. 2-5.
Coruzzi P, Ravanetti C, Musiari L, Biggi A, Vescovi P,
Novarini A. (1988). Circulating opioid peptides during
water immersion in normal man. Clin Sci. 74: 133-136.
Melzack R, Wall P. (1967). Pain mechanism: a new theory.
Surv Anesthesiol. 11: 89-90.

Kjellgren A, Sundequist U, Norlander T, Archer T. (2001).
Effects of flotation-REST on muscle tension pain. Pain Res
Manag. 6: 181-189.

Hall J, Skevington S, Maddison P, Chapman K. (1996). A
randomized and controlled trial of hydrotherapy in
rheumatiod arthritis. Arthritis Care Res. 9: 206-215.
(2001).
Hydrotherapy. Physiotherapy. 88: 514-529.
Reilly K, Bird H. (2001).
Rheumatlogy. 40: 4-6.
Grieve B, Shapiro GD, Wibbenmeyer L, Acton A, Lee A, et

Geytenbeek  J. Evidence for  Effective

Prophylactic hydrotherapy.

al. (2020). Long-term social reintegration outcomes for
burn survivors with and without peer support attendance: A
life impact burn recovery evaluation (LIBRE) study. Arch
Phys Med. Rehabil. 101: $92-98.

Jarrett M, McMahon M, Stiller K. (2008).
Outcomes of Patients With Burn Injuries — A 12 Month

Follow-Up. J Burn Care Res. 29: 975-984.

Physical

The Physical and Scar-Related Effects of Short Term Passive Hydrotherapy versus Aquatic Exercise versus Usual Care

Therapy in an Adult Burn Population: An Explorative Study. Physical Medicine & Rehabilitation Journal. 2022; 4(1):127.

LITERATURE


https://pubmed.ncbi.nlm.nih.gov/12142585/
https://pubmed.ncbi.nlm.nih.gov/12142585/
https://pubmed.ncbi.nlm.nih.gov/12142585/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4049052/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4049052/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4049052/
https://pubmed.ncbi.nlm.nih.gov/18959175/
https://pubmed.ncbi.nlm.nih.gov/18959175/
https://pubmed.ncbi.nlm.nih.gov/18959175/
https://pubmed.ncbi.nlm.nih.gov/18959175/
https://core.ac.uk/download/pdf/82167289.pdf
https://core.ac.uk/download/pdf/82167289.pdf
https://core.ac.uk/download/pdf/82167289.pdf
https://core.ac.uk/download/pdf/82167289.pdf
https://pubmed.ncbi.nlm.nih.gov/12919115/
https://pubmed.ncbi.nlm.nih.gov/12919115/
https://pubmed.ncbi.nlm.nih.gov/31986296/
https://pubmed.ncbi.nlm.nih.gov/31986296/
https://pubmed.ncbi.nlm.nih.gov/29643605/
https://pubmed.ncbi.nlm.nih.gov/29643605/
https://pubmed.ncbi.nlm.nih.gov/29643605/
https://pubmed.ncbi.nlm.nih.gov/29643605/
https://pubmed.ncbi.nlm.nih.gov/29643605/
https://www.rdsm.eu/
https://www.semanticscholar.org/paper/Grip-and-pinch-strength%3A-normative-data-for-adults.-Mathiowetz-Kashman/70bb13c8924c91c61c4c0141f4b45308d4e0f4ca
https://www.semanticscholar.org/paper/Grip-and-pinch-strength%3A-normative-data-for-adults.-Mathiowetz-Kashman/70bb13c8924c91c61c4c0141f4b45308d4e0f4ca
https://www.semanticscholar.org/paper/Grip-and-pinch-strength%3A-normative-data-for-adults.-Mathiowetz-Kashman/70bb13c8924c91c61c4c0141f4b45308d4e0f4ca
https://bjssjournals.onlinelibrary.wiley.com/doi/10.1002/bjs.1800530620
https://bjssjournals.onlinelibrary.wiley.com/doi/10.1002/bjs.1800530620
https://europepmc.org/article/med/11301642
https://europepmc.org/article/med/11301642
https://europepmc.org/article/med/11301642
https://europepmc.org/article/med/11301642
https://pubmed.ncbi.nlm.nih.gov/23000371/
https://pubmed.ncbi.nlm.nih.gov/23000371/
https://pubmed.ncbi.nlm.nih.gov/23000371/
https://pubmed.ncbi.nlm.nih.gov/23000371/
https://pubmed.ncbi.nlm.nih.gov/15253184/
https://pubmed.ncbi.nlm.nih.gov/15253184/
https://pubmed.ncbi.nlm.nih.gov/15253184/
https://pubmed.ncbi.nlm.nih.gov/15253184/
https://pubmed.ncbi.nlm.nih.gov/15253184/
https://pubmed.ncbi.nlm.nih.gov/16079683/
https://pubmed.ncbi.nlm.nih.gov/16079683/
https://pubmed.ncbi.nlm.nih.gov/16079683/
https://pubmed.ncbi.nlm.nih.gov/16079683/
https://pubmed.ncbi.nlm.nih.gov/12890299/
https://pubmed.ncbi.nlm.nih.gov/12890299/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1419186/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1419186/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1419186/
https://pubmed.ncbi.nlm.nih.gov/15257412/
https://pubmed.ncbi.nlm.nih.gov/15257412/
https://pubmed.ncbi.nlm.nih.gov/15257412/
https://pubmed.ncbi.nlm.nih.gov/15257412/
https://pubmed.ncbi.nlm.nih.gov/2827940/
https://pubmed.ncbi.nlm.nih.gov/2827940/
https://pubmed.ncbi.nlm.nih.gov/2827940/
https://journals.lww.com/surveyanesthesiology/Citation/1967/04000/Pain_Mechanisms__A_New_Theory.2.aspx
https://journals.lww.com/surveyanesthesiology/Citation/1967/04000/Pain_Mechanisms__A_New_Theory.2.aspx
https://pubmed.ncbi.nlm.nih.gov/11854763/
https://pubmed.ncbi.nlm.nih.gov/11854763/
https://pubmed.ncbi.nlm.nih.gov/11854763/
https://pubmed.ncbi.nlm.nih.gov/8971230/
https://pubmed.ncbi.nlm.nih.gov/8971230/
https://pubmed.ncbi.nlm.nih.gov/8971230/
https://waterbirth.org/wp-content/uploads/2017/08/Geytenbeek-Evidence-for-Effective-Hydrotherapy.pdf
https://waterbirth.org/wp-content/uploads/2017/08/Geytenbeek-Evidence-for-Effective-Hydrotherapy.pdf
https://academic.oup.com/rheumatology/article/40/1/4/1783916?login=true
https://academic.oup.com/rheumatology/article/40/1/4/1783916?login=true
https://pubmed.ncbi.nlm.nih.gov/29097179/
https://pubmed.ncbi.nlm.nih.gov/29097179/
https://pubmed.ncbi.nlm.nih.gov/29097179/
https://pubmed.ncbi.nlm.nih.gov/29097179/
https://pubmed.ncbi.nlm.nih.gov/29097179/
https://pubmed.ncbi.nlm.nih.gov/18849834/
https://pubmed.ncbi.nlm.nih.gov/18849834/
https://pubmed.ncbi.nlm.nih.gov/18849834/

41.

42.

43.

44,

45.

46.

47.

48.

Porter C, Hardee J, Herndon DN, Suman OE. (2015). The
role of exercise in the rehabilitation of patients with severe
burns. Exerc Sport Sci Rev. 43: 34-40.
Rabinovich RA, Louvaris Z, Raste Y, Langer D, Van
Remoortel H, et al. Validity of physical activity monitors
during daily life in patients with COPD. Eur respir J. 42:
1205-1215.

Edgar D, Dawson A, Hankey G, Phillips M, Wood F.
(2010). Demonstration of the validity of the SF-36 for
measurement of the temporal recovery of quality of life
outcomes in burns survivors. Burns. 36: 1013-1020.

De Hollander EL, Zwart L, de Vries SI, Wendel-vos W.
(2012). The SQUASH was a more valid tool than the OBIN
for categorizing adults according to the Dutch physical
activity and the combined guideline. J Clin Epidemiol. 65:
73-81.

Douma RKW, Soer R, Krijnen WP, Reneman M, Schans CP
Van Der. (2014). Reference values for isometric muscle
force among workers for the Netherlands: a comparison of
reference values. BMC Sports Sci Med Rehabil. 6: 1-10.
Vanpee G, Segers J, Van Mechelen H, Wouters P, Van
den Berghe G, et al. The interobserver agreement of
handheld dynamometry for muscle strength assessment in
critically ill patients. Crit Care Med. 39: 1929-1934.
Steinstraesser L, Flak E, Witte B, Ring A, Tilkorn D, et al.
(2011). Pressure alone and in

garment  therapy

combination  with silicone for the prevention of
hypertrophic scarring: randomized controlled trial with
intraindividual comparion. Plast Reconstr Surg. 128: 306-
313.

Carney SA, Cason CG, Gowar JP, Stevenson JH, McNee J,
et al. (1994). Cica-Care gel sheeting in the management

of hypertrophic scarring. Burns. 20: 163-167.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

LITERATURE

Engrav LH, Heimbach DM, Rivara FP, Moore ML, Wang J,

et al. (2010). 12-Year within-wound study of the
effectiveness of custom pressure garment therapy. Burns.
36: 975-983.

Ahn S, Monafo W, Mustoe T. (1991). Topical silicone gel
for the prevention and treatment of hypertrophic scar.
Arch Surg. 126: 499-504.

Lee S, Ngim C, Chan Y, Ho M. (1996). A comparison of Sil-
K and Epiderm in scar management. Burns. 22: 483-487.
Li-Tsang CW, Lau JCM, Choi J, Chan CC, Jianan L. (2006).
A prospective randomized clinical trial to investigate the
effect of silicone gel sheeting (Cica-Care ) on post-
traumatic hypertrophic scar among the Chinese population.
Burns. 32: 678-683.

Momeni M, Hafezi F, Rahbar H, Karimi H. (2009). Effects
of silicone gel on burn scars. Burns. 35: 70-74.

Van der Wal M, van Zuijlen P, van de Ven P, Middelkoop
E. (2010). Topical Silicone Gel versus Placebo in promoting
the maturation of burn scars: a randomized controlled trial.
Plast Reconstr Surg. 126: 524-531.

Harte D, Gordon J, Shaw M, Stinson M, Porter-Armstrong
A. (2009). The use of pressure and silicone in hypertrophic
scar management in burns patients: a pilot randomized
controlled trial. J Burn Care Res. 30: 632-642.

Suetake T, Sasai S, Zhen Y, Tagami H. (2000). Effects of
silicone gel sheet on the stratum corneum hydration. Br J
Plast Surg. 53: 503-537.

Nicoletis C. (1977). Clinical and biochemical features of
normal, defective and pathologic scars. Clin Plast Surg. 4:
347-359.

Nedelec B, Correa JA, de Oliveira A, Lasalle L, Perrault I.
(2014). Longitudinal burn scar quantification. Burns. 40:

1504-1512.

The Physical and Scar-Related Effects of Short Term Passive Hydrotherapy versus Aquatic Exercise versus Usual Care

Therapy in an Adult Burn Population: An Explorative Study. Physical Medicine & Rehabilitation Journal. 2022; 4(1):127.

LITERATURE


https://pubmed.ncbi.nlm.nih.gov/25390300/
https://pubmed.ncbi.nlm.nih.gov/25390300/
https://pubmed.ncbi.nlm.nih.gov/25390300/
https://pubmed.ncbi.nlm.nih.gov/23397303/
https://pubmed.ncbi.nlm.nih.gov/23397303/
https://pubmed.ncbi.nlm.nih.gov/23397303/
https://pubmed.ncbi.nlm.nih.gov/23397303/
https://europepmc.org/article/med/20395052
https://europepmc.org/article/med/20395052
https://europepmc.org/article/med/20395052
https://europepmc.org/article/med/20395052
https://pubmed.ncbi.nlm.nih.gov/21840174/
https://pubmed.ncbi.nlm.nih.gov/21840174/
https://pubmed.ncbi.nlm.nih.gov/21840174/
https://pubmed.ncbi.nlm.nih.gov/21840174/
https://pubmed.ncbi.nlm.nih.gov/21840174/
https://pubmed.ncbi.nlm.nih.gov/24568140/
https://pubmed.ncbi.nlm.nih.gov/24568140/
https://pubmed.ncbi.nlm.nih.gov/24568140/
https://pubmed.ncbi.nlm.nih.gov/24568140/
https://pubmed.ncbi.nlm.nih.gov/21572324/
https://pubmed.ncbi.nlm.nih.gov/21572324/
https://pubmed.ncbi.nlm.nih.gov/21572324/
https://pubmed.ncbi.nlm.nih.gov/21572324/
https://pubmed.ncbi.nlm.nih.gov/21921743/
https://pubmed.ncbi.nlm.nih.gov/21921743/
https://pubmed.ncbi.nlm.nih.gov/21921743/
https://pubmed.ncbi.nlm.nih.gov/21921743/
https://pubmed.ncbi.nlm.nih.gov/21921743/
https://pubmed.ncbi.nlm.nih.gov/21921743/
https://www.sciencedirect.com/science/article/abs/pii/S0305417906800161
https://www.sciencedirect.com/science/article/abs/pii/S0305417906800161
https://www.sciencedirect.com/science/article/abs/pii/S0305417906800161
https://pubmed.ncbi.nlm.nih.gov/20537469/
https://pubmed.ncbi.nlm.nih.gov/20537469/
https://pubmed.ncbi.nlm.nih.gov/20537469/
https://pubmed.ncbi.nlm.nih.gov/20537469/
https://pubmed.ncbi.nlm.nih.gov/2009067/
https://pubmed.ncbi.nlm.nih.gov/2009067/
https://pubmed.ncbi.nlm.nih.gov/2009067/
https://pubmed.ncbi.nlm.nih.gov/8884011/
https://pubmed.ncbi.nlm.nih.gov/8884011/
https://pubmed.ncbi.nlm.nih.gov/16837136/
https://pubmed.ncbi.nlm.nih.gov/16837136/
https://pubmed.ncbi.nlm.nih.gov/16837136/
https://pubmed.ncbi.nlm.nih.gov/16837136/
https://pubmed.ncbi.nlm.nih.gov/16837136/
https://pubmed.ncbi.nlm.nih.gov/18672332/
https://pubmed.ncbi.nlm.nih.gov/18672332/
https://pubmed.ncbi.nlm.nih.gov/20679835/
https://pubmed.ncbi.nlm.nih.gov/20679835/
https://pubmed.ncbi.nlm.nih.gov/20679835/
https://pubmed.ncbi.nlm.nih.gov/20679835/
https://pubmed.ncbi.nlm.nih.gov/19506491/
https://pubmed.ncbi.nlm.nih.gov/19506491/
https://pubmed.ncbi.nlm.nih.gov/19506491/
https://pubmed.ncbi.nlm.nih.gov/19506491/
https://pubmed.ncbi.nlm.nih.gov/10927682/
https://pubmed.ncbi.nlm.nih.gov/10927682/
https://pubmed.ncbi.nlm.nih.gov/10927682/
https://pubmed.ncbi.nlm.nih.gov/884926/
https://pubmed.ncbi.nlm.nih.gov/884926/
https://pubmed.ncbi.nlm.nih.gov/884926/
https://pubmed.ncbi.nlm.nih.gov/24703337/
https://pubmed.ncbi.nlm.nih.gov/24703337/
https://pubmed.ncbi.nlm.nih.gov/24703337/

Physical Medicine & Rehabilitation Journal

ADDITIONAL FILES

LITERATURE

Additional file 1

Characteristics of intervention of passive hydrotherapy (PHT)

2 types of treatments for burn injuries

objective

positioning of patients

1) basic treatment

- standard baths

emollient, anti-inflammatory and relaxing function

sitting with trunk 45° flexed; immersed in water

up to neck level

- air bubble baths

emollient, anti-inflammatory and relaxing function

sitting with trunk 45° flexed; immersed in water

up to neck level

- hydrojet-massaging baths

emollient, anti-inflammatory and relaxing function

sitting with trunk 45° flexed; immersed in water

up to neck level

- showers

anti-pruriginous function

standing

- sprays

anti-pruriginous function

standing

2) complementary treatment

- underwater massage

softening, relaxing and scar mobilization effect

prone/supine position

- localized pulverizations of face and hands anti-inflammatory and anti-pruriginous action sitting
- filiform showers (adjustable pressure) scar softening and itch soothing effect standing
- thermal water spring water compresses anti-pruriginous and anti-inflammatory effect sitting

additional instructions

- to drink daily at least 1.5 litre of thermal spring water

- education about skin properties, hydration and make up

improve understanding of importance of hydration and

motivation

Characteristics of thermal water of Avéne

water temperature = 34°C

mineral content < 300 mg/ml

pH=75

[Mg2+] = 21.1 mg/l

[Ca2+] = 42.7 mgll

The Physical and Scar-Related Effects of Short Term Passive Hydrotherapy versus Aquatic Exercise versus Usual Care

Therapy in an Adult Burn Population: An Explorative Study. Physical Medicine & Rehabilitation Journal. 2022; 4(1):127. S |_|‘-'[ﬁ-|:_ RA"FU RE



Physical Medicine & Rehabilitation Journal D, LITERATURE

Additional file 2

Characteristics of intervention of active hydrotherapy (AHT)

intake objective

interview with aquatic expert before start of intervention to determine individual objectives

aquatic exercise program

1) light aerobic warm-up (10 minutes) to enhance social contact and reduce anxiety

- walking forward, sideways and backwards in chest-level water

- floating on the back

- breathing exercises e.g. blowing bubbles under water

to individually determine and gradually adapt intensity of training over the training period

2) aerobic capacity and strength training (40 minutes) to improve physical fitness/swimming technique

to enjoy and to experience progress

- swimming (crawl, breaststroke) (low resistance)

- aqua jogging (with a belt) (high resistance)

- underwater cycling (low and high resistance)

3) cool-down (10 minutes) to enhance social contact enhance recovery

- walking in chest-level water

- relaxation in supine position with a floating belt

Characteristics of water of swimming pool

water temperature = 27°C - 28°C

pH value =7,3
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