
A Randomized Clinical Trial to Study the Effect of
Silicone Gel Dressing and Pressure Therapy on
Posttraumatic Hypertrophic Scars

Cecilia Wai Ping Li-Tsang, PhD,* Yong Ping Zheng, PhD,† Joy C. M. Lau, MPhil*

To investigate the effect of pressure therapy (PG), silicone gel sheeting (SGS), and com-
bined therapy on the management of posttraumatic hypertrophic scar (HS) using a ran-
domized controlled clinical trial. A total of 104 subjects with HS mostly resulting from
burns and scald injuries (63 men and 41 women; average age: 21.8 � 18.7 years) were re-
cruited from Jiangsu People’s First Affiliated Hospital in Nanjing, China. The mean scar
formation period was 14.9 � 30.8 months. All subjects were randomly allocated into four
groups, namely the PG, SGS, combined PG and SGS groups, and single-blinded control
group for the treatment of 6 months. Standardized scar assessments (pigmentation, vascu-
larity, thickness, pain, and itchiness) were conducted before the intervention, 2, 4, and 6
months of the intervention, and 1 month after completion of the program, respectively, to
observe the progress of the treatments. The results showed that the combined therapy
seemed to be more effective in improving the thickness of scar after 2 months of interven-
tion (P < .001). After 6 months of intervention, both the combined therapy group and the
PG group showed significant improvement in scar thickness. The improvement in scar
thickness was most significant in the combined therapy group. SGS was found to be more
effective in alleviating the pain and pruritus rather than the scar thickness. This randomized
clinical trial has demonstrated the evidence of the effect of combined PG and gel interven-
tion on posttraumatic HS. The PG group showed an improvement in scar thickness too.
Further studies are needed to investigate the biomechanical and physiological effect that PG
and gel sheeting would exert on the scar tissues. (J Burn Care Res 2010;31:448–457)

Medical and surgical advancement in the Mainland
China has greatly increased the survival rate of victims
with more than 90% traumatic injury of body surface
such as burns or severe body trauma.1 However, the
formation of hypertrophic scar (HS) over the burnt or
traumatized skin is common and can result in poor
appearance, hyperpigmentation, or hypopigmenta-
tion, and some will develop severe joint contractures
or limb deformities. HS is characterized by its red,
raised, and hard features, which might also bring

about itchiness and pain.2–4 The severity of scar is
often related to the depth of injuries.5–7 A previous
study showed that the prevalence of hypertrophic
scarring in severe burns could be up to 67% in
whites.8 The non-white individuals seemed to have a
higher prevalence in developing HS.8 Our previous
study has also found that Chinese people tend to have
a higher prevalence rate of HS after surgical proce-
dures (74.67%). The common problems on HS
include increased skin thickness and decreased pli-
ability, thus leading to skin contracture and defor-
mation of the body parts. Some will have increased
pigmentation and other physical discomforts.9 In
Mainland China, most of these HS were treated by
surgical excision, and often, bigger scar problems
arise. Other interventions such as steroid injection
and laser therapy are recommended, but side effects
were reported. An effective method for the treat-
ment of HS would be critical to serve the massive
numbers of patients with HS in Mainland China.
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Pressure therapy (PG), usually administered in the
forms of pressure garment and padding, has been used
as a conservative intervention for the management of
HS since the early 1970s.10–14 It was reported that PG
can aid HS maturation and may prevent its formation,
and thus it can improve the appearance of scars; it also
claims to minimize itchiness and pain.15 However, a
recent meta-analysis has been conducted and found that
there is a lack of objective clinical studies to prove its
effectiveness. Although the exact mechanisms of how
pressure positively influences the development or mat-
uration of HS are not fully understood, it is widely be-
lieved that the pressure exerted by pressure garments
can control collagen synthesis by limiting the supply of
blood, oxygen, and nutrients to the scar tissue; reduce
collagen production to the levels found in the normal
scar tissue more rapidly than the natural maturation pro-
cess by replacing the pressure exerted by the destroyed
skin on underlying tissues; and encourage realignment
of collagen bundles already present.16 It is also believed
that the mechanical loading added through pressure will
mechanically align the collagen fibers of scar tissues, so
that the thickness will be reduced and it will become
more pliable.

Silicone gel sheeting (SGS) has also been claimed to
be effective for the prevention and management of HS
since the last decades.17–22 It was suggested that the
silicone gel can affect the stratum corneum and, by
reducing evaporation, restore better homeostasis in the
tissue, keeping the stratum corneum in optimal hydra-
tion and protecting the skin from environmental
hazards. It may also affect the stratum corneum by in-
hibiting mast cell activity, diminishing edema, vasodila-
tation, and excessive extracellular matrix formation, but
the simple changes in temperature, pressure, oxygen
tension, and hydration produced by wound coverage
probably constitute the main mechanism of action.23–25

However, both interventions, although claim to be
effective, seemed to take a long time (4–6 months) to
exert their effect on HS. It is postulated that if com-
bined therapy is implemented, the effect would be
proven more effective in a shorter period of time.
Therefore, this study aimed to find out the effect of
the combined therapy on HS when compared with
single intervention using a randomized clinical trial. A
Chinese sample would be selected in this study to find
out the combined therapy effect, because most of the
previous studies were conducted on whites.

METHODS

Subjects
Ethical approval was obtained from the Nanjing Medi-
cal University and Jiangsu People’s First Affiliated Hos-

pital in Nanjing, China and the Ethics Committee of
Hong Kong Polytechnic University. A total of 104 sub-
jects were recruited from the hospital. The inclusion
criteria were as follows: those who had developed active
HS over their limbs or body due to burns, scalds inju-
ries, or traumatic injuries; and the scar surface area
should not be greater than 16 cm2. As the scar matura-
tion process varies among different scar tissues, it was
decided that the criteria of HS would be defined based
on the actual scar assessment rather than the period
postinjuries. A scar is defined as an active scar when the
Vancouver Scar Scale is higher than 5 (each subscore
higher than 1). Because this study aimed to study the
effect on scar tissue, it was decided that a smaller scar
area would be chosen in order to minimize the occur-
rence of confounding factors from scars that were too
big and extensive. Those suffering from other medical
diseases such as diabetics mellitus were excluded from
the study. Written consent form was collected from each
participant before the study.

Research Design
This study was a randomized, double-blinded, pro-
spective, controlled clinical trial. The successfully re-
cruited 104 subjects were randomly assigned into
four experimental groups using the draw lots
method, namely: 1) PG group (n � 30), 2) SGS
group (n � 24), 3) combined PG and SGS therapy
group (CTG) group (n � 29), and 4) control group
(CG; n � 21). All the subjects chosen for the study
were informed of their own intervention regime, and
they had no idea of what intervention other subjects
were given.

The subjects in PG group were instructed to wear the
tailor-made pressure garment with padding, whereas
those in SGS group had SGS applied on the scar area for
24 hours per day except bathing time. Micropore tape
was used to secure the silicone gel sheet if needed. The
subjects in the combined therapy group were adminis-
tered with both pressure garment and SGS that was
inserted underneath the garment using the same wear-
ing regime. The participants in the CT group and all
those in the other three groups were instructed to con-
duct lanolin massage on the scar for 15 minutes daily.
The intervention would last for 6 months, and all sub-
jects were asked to comply with their own intervention
program. They were assessed before the intervention
and 2, 4, and 6 months after the intervention to observe
the effectiveness of the different treatments. The assess-
ments were then conducted by the research assistant
who did not know the intervention given to each sub-
ject but only their group number.
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Outcome Measures
Previous studies often use subjective feedback from
the patients regarding their perception on the scar
conditions including cosmesis, pain, and pruritus. In
this study, an objective standardized evaluation
adopting both objective and subjective assessments
was developed to assess the scar conditions before the
intervention and 2, 4, and 6 months after the imple-
mentations of the four intervention regimes. The spec-
trocolorimeter and the Tissue Ultrasound Palpation
System (TUPS) were used to measure the scar color and
thickness, respectively, in an objective manner. These
instruments were validated to measure the scar tis-
sues.26–28 The Vancouver Scar Scale was used to mea-
sure the pliability of the scar,29 and the Visual Analog
Scale (10-level scale) was applied to indicate the pain
and itchiness as perceived by the subjects. During the
measurements, the raters were also blinded to each sub-
ject’s intervention regime. In addition, all subjects were
interviewed after the completion of the intervention re-
gime regarding the effect of intervention on the scar
tissues. It will be reported in a descriptive method.

Statistical Analysis
All data obtained at different treatment period, in-
cluding 1) the scar thickness measured by the TUPS,

2) the color parameters (lightness, redness, and yel-
lowness) measured by the spectrocolorimeter, 3) the
pliability score by Vancouver Scar Scale, and 4) the
score of pain and itchiness by Visual Analogue Scale,
were analyzed using the SPSS version 14.0 (SPSS,
Inc., an IBM Company, Chicago, IL). Normalization
was made for the color parameters using the follow-
ing equation:

Percentage change of color parameter

�

Difference between hypertrophic scar
and adjacent normal skin � 100%

Adjacent normal skin

Two-way repeated analysis of variance was used to
investigate the change among the four groups
throughout the treatment period. As there was a
19.23% drop-out rate, a mixed model was used for
analysis. The data collected at 2, 4, and 6 months after
treatment were analyzed to observe the differences
between and within group over 6 months. Tukey’s
post hoc comparison analysis was conducted to ob-
serve the differences between two groups or more. To
protect against type I error, Bonferroni correction
was needed for adjustment of significance level
(0.05/10 � 0.005).

Figure 1. An example of scar in pressure treatment group at (A) initial assessment and (B) 6-month follow-up.

Figure 2. An example of scar in silicone gel sheeting group at (A) initial assessment and (B) 6-month follow-up.
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RESULTS

Demographic Data
A total of 104 subjects were successfully recruited (63
men and 41 women) with a mean age of 21.8 � 18.7
years. They had developed HS on the upper limbs
(44.2%), lower limbs (28.8%), or other areas (26.9%).
Most of the scars were caused by scald (32.7%) or
thermal burns (25%), followed by traumatic injuries
(18.3%), chemical burns (10.6%), and other injuries.
The mean period since injury was 14.9 � 30.8
months. Because of the practical reasons such as living
far away from the city, only 84 participants completed
all assessments with a high final drop-out rate
(19.23%), with most of the absentees from the CG
(final n�12, 26, 22, and 24 for CG, PT, SGS, and
CTG, respectively).

Figures 1 to 4 show an example of scar at initial
assessment and 6 months follow-up for different
groups, respectively. It was obvious that the three
treatments resulted in positive effect while the scar
appeared to have changed little in the CG. The
measurements of parameters also revealed that the
treatments improved the scars and accelerated their

maturation process with the combined therapy
tending to have the best performance.

Scar Thickness
Table 1 shows the scar thickness change across time
for the different groups. As demonstrated in Figure 5,
it was obvious that CG changed the least in compar-
ison with the three treatment groups. For the scar
thickness improvement among the three treatment
groups, statistical analysis revealed no significant
differences (F(3,242) � 2.47, P � .066). There
was an interaction effect in two-way repeated anal-
ysis of variance in a mixed model (F(9,242) � 3.49,
P � .0001). The CTG group showed its effect on
scar thickness since the second month (F(1,242) �
20.02, P � .001), and the continuous improve-
ment was observed at the fourth month
(F(1,242) � 14.84, P � .001) and sixth month
assessments (F(1,242) � 24.78, P � .001) when
compared with the CG group. Conversely, the
scars in PG group showed a significant improve-
ment at sixth month assessment (F(1,242) �
11.45, P � .001), and there was no statistical
difference in thickness for the SGS group.

Figure 3. An example of scar in combined therapy group at (A) initial assessment and (B) 6-month follow-up.

Figure 4. An example of scar in control group at (A) initial assessment and (B) 6-month follow-up.
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Scar Pigmentation
The scar pigmentation as measured by the spectro-
colorimeter in terms of lightness, redness, and yellow-
ness across the treatment period for the four groups is
shown in Table 2, whereas the corresponding per-
centage change in comparison with the normal skin is
demonstrated in Figures 6 to 8. All the four treatment
protocols seemed to have a similar effect on the pig-
mentation of scar tissues. Except redness, all subjects
did show improvements of scar pigmentation in terms
of lightness (F(3,242) � 22.85, P � .332) and yel-
lowness (F(3,242) � 8.76, P � .001) across 6
months of treatment. All the scars at fourth month
(mean difference � 4.60 � 1.32%, P � .001) and
sixth month (mean difference � 7.21 � 1.30%, P �
.001) were lighter than those in the initial assessment.
However, statistical analysis revealed that for all scars,
the significant improvements occurred only after 6
months of treatment (F(3,242) � 22.95, P � .001).
The scars at 6-month time were significantly lighter
than at the 2-month time postinitial treatment (mean
difference� 4.69 � 1.35%, P � .001). The scars in
the CTG group seemed to have a greater improve-
ment compared with those in the other groups.

For the yellowness, all scars were more yellowish after
2 months (mean difference � 8.76 � 3.25%, P � .001)

and 6 months (mean difference � 14.36 � 3.13%, P �
.001). The scars in CTG group were significantly more
yellowish than those in CG at 4-month posttreatment
test (F(1,242) � 3.82, P � .01).

Scar Pliability
As shown in Table 3, across the 6-month treatment
period, all the scars in different groups showed an
improvement in pliability (F(3,242) � 37.21, P �
.001). The significant improvement was observed in
2-month (P � .0023), 4-month (P � .001), 6-month
(P � .001) postinitial treatment. The scars in the
CTG group were found to be significantly softer than
those in the CG group at after 2-month (F(1,242) �
9.12, P � .002) and 4-month assessments
(F(1,242) � 15.87, P � .0001; Figure 9).

Pain and Pruritus
The pain and pruritus level as reported by the sub-
jects across the treatment time is also shown in
Table 3. Although initial pain for all the partici-
pants seemed not so severe, their subjective rating
showed that there was a great improvement in
pain across time. The pain was alleviated statisti-
cally significant along the 6-month intervention
(F(3,157) � 5.17, P � .002) and for the three

Figure 5. The change of scar thickness among the four groups across the 6-month treatment.

Table 1. Scar thickness in millimeter measured by TUPS over 6 months of treatment and at 1-month follow-up

0 mo 2 mo 4 mo 6 mo Follow-Up

CG 6.20 � 1.98 5.39 � 1.70 5.77 � 1.44 5.44 � 1.21 6.7 � 2.76
PT 6.07 � 2.70 5.69 � 2.27 5.48 � 2.34 5.15 � 2.01 4.49 � 1.59
SGS 5.76 � 1.68 5.28 � 1.56 4.90 � 1.13 4.61 � 0.84 4.25 � 0.95
CTG 6.39 � 2.31 4.91 � 1.26 4.72 � 1.38 4.63 � 1.20 4.02 � 0.98

CG, control group; PT, pressure therapy group; SGS, silicone gel sheeting group; CTG, combined therapy group; TUPS, tissue ultrasound palpation system.
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treatment groups (F(3, 77.81) � 3.68, P � .016).
The subjects reported significantly less pain after
6-month time (P � .05). Combined therapy (P �
.004) and silicone gel dressing intervention (P �
.001) were both found to have a significant effect
on pain in comparison with the control.

Pruritus level was found to decrease across the
6-month treatment for all the groups (F(3,157) �
16.30, P � .001) when compared with the initial
assessment. SGS seemed to have better performance
in alleviating itching; however, statistical analysis
revealed no significant difference among the
groups (F(3,77.12) � 2.29, P � .09). All subjects

reported that the scars became less itchy at the
4-month (P � .034) and 6-month postinitial treat-
ment (P � .001).

DISCUSSION

As the prevalence rate of HS among the Chinese pop-
ulation was high9 and without effective treatment,
the complications might occur, which may require
surgical or other medical interventions. Conservative
treatments including PG and silicone gel are com-
monly used methods in practice; unfortunately, their
clinical effect remains questionable because of inade-

Figure 6. The percentage change in lightness among the four groups over the 6-month treatment.

Table 2. The pigmentation of the scars measured by spectrocolorimeter over 6 months of treatment and at 1-month
follow-up for different groups

0 mo 2 mo 4 mo 6 mo Follow-Up

Lightness
CG 45.8 � 4.27 47.0 � 5.73 47.0 � 4.07 47.5 � 4.71 48.0 � 5.07
PT 46.5 � 3.86 47.4 � 5.95 47.9 � 5.47 49.7 � 5.17 51.5 � 5.33
SGS 45.6 � 2.73 45.9 � 3.45 47.0 � 4.17 48.8 � 5.25 49.5 � 4.30
CTG 47.3 � 4.91 47.6 � 5.44 49.2 � 4.47 49.8 � 4.94 51.6 � 3.77

Redness
CG 8.13 � 1.49 7.12 � 2.20 6.91 � 1.71 6.65 � 2.05 7.96 � 1.78
PT 8.56 � 2.09 7.61 � 2.05 7.76 � 1.66 7.94 � 1.78 7.05 � 1.65
SGS 9.33 � 2.77 9.67 � 1.31 8.94 � 1.62 8.49 � 1.95 8.35 � 1.99
CTG 8.49 � 2.30 8.18 � 1.69 8.25 � 2.23 7.31 � 2.21 7.07 � 1.53

Yellowness
CG 8.59 � 2.54 7.76 � 3.63 9.08 � 3.14 7.86 � 2.85 9.63 � 2.45
PT 9.65 � 2.78 9.65 � 3.67 10.30 � 2.88 11.10 � 2.86 11.80 � 2.45
SGS 9.95 � 2.67 10.70 � 2.98 11.30 � 3.17 10.60 � 2.86 11.80 � 3.50
CTG 10.2 � 2.71 10.30 � 2.23 10.10 � 3.18 11.10 � 2.74 12.40 � 2.77

CG, control group; PT, pressure therapy group; SGS, silicone gel sheeting group; CTG, combined therapy group.
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quate evidence from previous research studies,13,30

especially in China where the management of the
scars using these methods is only in emerging stage,
and the extensive research on their effectiveness still
lacks. Furthermore, no previous study has reportedly
investigated the treatment efficacy of combined PG
and SGS in scar management. Therefore, in this study, a
randomized clinical trial was designed to find out the
effect of PG, silicone gel, and their combined effect on
the management of HS. It was the first comprehensive
study conducted among Chinese population.

The results showed that all the treatment modali-
ties had positive effects on the scars in comparison
with CG. The combined intervention program seemed
to be more effective when compared with either the PG
or the silicone gel treatment group, in reduction of scar

thickness, pliability, and pigmentation in terms of light-
ness and yellowness. At the 2-month intervention
assessment, subjects in the CTG showed better im-
provement in scar thickness when compared with those
in other groups, implying that combined treatment may
stimulate earlier responses from the scars. Besides, the
scar pliability and color were also observed to be im-
proved in the CTG after 4 months of intervention.

In alleviating pain and pruritus, both combined
therapy and silicone gel dressing performed better
than the other treatments. The results further af-
firmed the effect of combined PG and SGS acceler-
ated the scar maturation process.

Previous studies have postulated that PG results in
improvements in scar thickness and pliability through
the mechanisms of 1) reducing local blood flow to

Figure 8. The percentage change in yellowness among the four groups over the 6-month treatment.

Figure 7. The percentage change in redness among the four groups over the 6-month treatment.
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lower the fibroblasts activity; 2) promoting more col-
lagen ease secretion to dissolve scar fibers. From our
results, it was found that there was a decrease in red-
ness measured in both PG and CTG groups during
the course of intervention although the effect was
insignificant. Previous studies also reported that the
redness of the scar was highly correlated with the
microvascularity.15,31,32 The reduction of redness
may indicate the decrease of microcirculation on the
scar tissues, thus reducing the scar thickness. The de-
crease of redness was not observed in the SGS or CG
group.

The pain level was similar among the three treat-
ment groups (PT, SGS, and CTG) on the completion

of the intervention program. However, when com-
pared with the CG, it seemed that pain was more
persistent among the subjects in the CG. This might
be due to the proliferation of scar tissues causing skin
contracture and pain.

The level of pruritus was decreased over 6-month
time for all the groups, but a lower level of pruritus
was noted in both SGS and CTG groups. This may
indicate that silicone gel might be more effective in
relieving itchiness when compared with PG. The hy-
dration and lubrication effect of the silicone gel sheet
may explain its positive effect on reduction of pain
and pruritus. Moreover, in the summer months, pro-
longed wear of pressure garment might affect the skin

Figure 9. The pliability value among the four groups over the 6-month treatment.

Table 3. The pliability measured by Vancouver Scar Scale, and pain and pruritus measured by the Visual Analog Scale over
6 months of treatment and at 1-month follow-up among different groups

0 mo 2 mo 4 mo 6 mo Follow-Up

Pliability
CG 2.95 � 0.80 2.76 � 0.72 2.88 � 0.69 2.66 � 0.88 2.91 � 0.79
PT 3.26 � 0.78 2.92 � 0.93 2.76 � 0.95 2.68 � 0.94 2.30 � 0.97
SGS 3.16 � 0.81 2.87 � 0.67 2.59 � 0.85 2.28 � 0.78 1.95 � 0.78
CTG 2.82 � 0.80 2.74 � 0.85 2.62 � 0.71 2.52 � 0.73 2.12 � 0.74

Pain
CG 1.42 � 2.47 0.41 � 0.90 1.25 � 1.77 1.54 � 2.20 1.36 � 1.74
PT 2.28 � 0.78 2 � 2.69 2.09 � 2.66 2.70 � 3.16 2 � 2.79
SGS 1.61 � 2.26 1.19 � 2.06 0.78 � 1.18 0.84 � 1.64 0.10 � 0.45
CTG 1.88 � 2.34 1 � 1.69 0.64 � 1.44 0.46 � 1.19 0.33 � 1.04

Pruritus
CG 4.47 � 2.45 3.66 � 2.80 3.68 � 2.79 2.09 � 2.07 2.63 � 1.91
PT 4.78 � 3.35 5.5 � 2.43 5.18 � 2.99 5.6 � 2.71 3.09 � 2.34
SGS 3.61 � 2.88 2.19 � 2.69 2 � 1.45 1.63 � 1.49 1.05 � 1.31
CTG 4.35 � 3.01 4.33 � 2.38 3 � 3.32 3.23 � 3.65 1.86 � 3.09

CG, control group; PT, pressure therapy group; SGS, silicone gel sheeting group; CTG, combined therapy group.
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perspiration and, thus, create pruritus. The similar
finding was reported in the study by Eishi et al,33

where pain and pruritus were also found diminished
after silicone gel application.

Scar pigmentation did not seem to show any im-
provement from the four groups of subjects based on
the measurement using the spectrocolorimeter. All
scars looked paler, and only subjects in the CTG
group demonstrated an improvement in scar yellow-
ness after 6 months. There seems little correlation of
pressure intervention and silicone gel intervention on
scar pigmentation. More investigations are needed to
explore the mechanism of scar color changes during
its maturation process.

The subjects in the single intervention (PG or sili-
cone gel) and combined intervention groups showed
positive responses to the intervention program. It fur-
ther affirms the efficacy of PG in combination of sil-
icone gel on control of scar thickness, pliability, pain,
and pruritus.

Subjective feedback from patients also reported
positive responses toward the intervention protocol.
However, there were also comments that the com-
bined group might found it hard to put on the sili-
cone gel and then apply the pressure garment. They
reported that the silicone gel may be displaced while
pulling up the garment. The adhesive properties of
the silicone gel were easily destroyed after a few days
of wear. Further studies should take note of the tech-
nical challenges in applying both silicone gel sheet
and pressure garment.

LIMITATIONS

This study had some limitations. First, more subjects
declined to show up for the follow-up assessments
throughout the 6-month treatment period, causing a
relative high drop-out rate (19.23%). To reduce its
statistical impact on the results, a mixed model had
been used to analyze the data. As some subjects live in
remote rural area, it was understandable that they had
difficulties in coming back to our clinic for follow-up
assessments. However, it was observed that most of
the absentees were from the CG, possibly implying
that lanolin massage on the scar alone may not pro-
vide enough motivation for the assessment among
the subjects in this group. There were more patients
from the CG who lived quite far away from the hospital
(30% of the CG) when compared with the treatment
groups, thus some of them declined the follow-up. For
those patients from other treatment groups, their mo-
tivation to return for follow-up might also be due to the
needs to renew the pressure garments and to replace

new silicone gel sheets. All subjects were also waived for
any treatment fees.

In addition, it is very hot in summer time in Nan-
jing, China; sometimes the temperature can be 40°C.
Possibly because of this, some subjects reflected dis-
comfort because of prolonged pressure garment
wearing during summer. Further advancement in im-
proving pressure garment materials may help to solve
this problem.

Because the intervention protocol only lasted for
6 months, it would be better if the intervention
protocol could be lengthened to over 6 months for
follow-up, particularly for those with more severe
scar problems. To see the maintenance effect of the
treatments, after the 6-month follow-up assess-
ment, we surveyed the scar condition and progress
among the participants. No complaints for deteri-
oration were reported.

In summary, this study investigated the effective-
ness of PG and SGS in the management of postburn
HS among Chinese patients. It was recommended
that the combined treatment with both PG and SGS
should be implemented on HS to enhance the posi-
tive treatment effect and reduce treatment duration.
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