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Abstract
Background: Participation in physical and therapeutic activities is usually severely restricted after a spinal cord injury
(SCI). Reasons for this are the associated loss of voluntary motor function, inefficient temperature regulation of the
affected extremities, and early muscle fatigue. Hydrotherapy or swim training offer an inherent weight relief, reduce
spasticity and improve coordination, muscle strength and fitness.
Methods: We present a new hybrid exercise modality that combines functional electrical stimulation (FES) of the
knee extensors and transcutaneous spinal cord stimulation (tSCS) with paraplegic front crawl swimming. tSCS is used
to stimulate the afferent fibers of the L2–S2 posterior roots for spasticity reduction. By activating the tSCS, the trunk
musculature is recruited at a motor level. This shall improve trunk stability and straighten the upper body. Within this
feasibility study, two complete SCI subjects (both ASIA scale A, lesion level Th5/6), who have been proficient front
crawl swimmers, conducted a 10-week swim training with stimulation support. In an additional assessment swim
session nine months after the training, the knee extension, hip extension, and trunk roll angles where measured using
waterproof inertial measurement units (IMUs) and compared for different swimming conditions (no stimulation, tSCS,
FES, FES plus tSCS).
Results: For both subjects, a training effect over the 10-week swim training was observed in terms of measured lap
times (16 m pool) for all swimming conditions. Swimming supported by FES reduced lap times by 15.4% and 8.7% on
average for Subject A and Subject B, respectively. Adding tSCS support yielded even greater mean decreases of 19.3%
and 20.9% for Subjects A and B, respectively. Additionally, both subjects individually reported that swimming with
tSCS for 30–45 minutes eliminated spasticity in the lower extremities for up to 4 hours beyond the duration of the
session. Comparing the median as well as the interquartile range of all different settings, the IMU-based motion
analysis revealed that FES as well as FES+tSCS improve knee extension in both subjects, while hip extension was only
increased in one subject. Trunk roll angles were similar for all swimming conditions. tSCS had no influence on the
knee and hip joint angles. Both subjects reported that stimulation-assisted swimming is comfortable, enjoyable, and
they would like to use such a device for recreational training and rehabilitation in the future.
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Conclusions: Stimulation-assisted swimming seems to be a promising new form of hybrid exercise for SCI people. It
is safe to use with reusable silicone electrodes and can be performed independently by experienced paraplegic
swimmers except for transfer to water. The study results indicate that swimming speed can be increased by the
proposed methods and spasticity can be reduced by prolonged swim sessions with tSCS and FES. The combination of
stimulation with hydrotherapy might be a promising therapy for neurologic rehabilitation in incomplete SCI, stroke or
multiples sclerosis patients. Therefore, further studies shall incorporate other neurologic disorders and investigate the
potential benefits of FES and tSCS therapy in the water for gait and balance.
Keywords: Swimming, Exercise, Functional electrical stimulation (FES), Transcutaneous spinal cord stimulation (tSCS),
Spinal cord injury (SCI)

Background
A spinal cord injury (SCI) is typically associated with a
paralysis of the lower extremities, which implies a major
restriction of physical activity and health of the affected
subjects. Depending on the level and severity of the injury,
SCI entails a functional limitation of various sensory and
motor functions below the level of the lesion. Furthermore, in the case of a traumatic SCI, the abrupt physical
inactivity is in stark contrast to the condition prior to the
injury, especially for young patients.
Due to the loss of voluntary motor function and inefficient temperature regulation of the affected extremities, autonomic dysfunction, and early muscular fatigue,
the participation in physical and therapeutic activities
following paraplegia is often limited. Specially adapted
equipment and specifically trained therapists are needed.
Despite all these obstacles, sportive and therapeutic activity after paraplegia can contribute to a reduction in secondary complications and to an increase in the emotional
well-being of those affected [1, 2].
In the majority of cases, paraplegia results in complete or incomplete paralysis of the lower extremities.
Therefore, effective and safe lower-extremity training is
limited and training exercises of the upper extremities
are recommended such as arm-crank ergometer training,
wheelchair ergometer training or swimming. These exercises can improve physical fitness by up to 25% if regularly
conducted [3]. Mobility in the water is often the only experience of unaided body movement (except for the transfer
in and from the pool) within the environment that most
paralyzed patients enjoy. In addition, there is a plurality
of therapeutic effects described in the literature, including
an increase of muscle strength, improved coordination,
reduction of spasticity and a reduction of contractures [4].
Functional electrical stimulation (FES) is used successfully in FES cycling or rowing [5, 6]. The corresponding
muscles for knee extension and flexion as well as hip
extension are stimulated depending on the crank or joint
angle during cycling or triggered by a pull switch while

rowing [7]. By the combination of arm and leg training,
a significantly higher training effect can be achieved. In
addition, an improvement in perfusion and lower limb
bone density has been observed in some studies [5]. To
reduce mobility-limiting spasticity, transcutaneous spinal
cord stimulation (tSCS) has been used in individuals with
SCI [8, 9].
There are only a few studies on swimming in paraplegics
in particular, although it is a Paralympic sport since 1960.
In [10] the effect on the cardiorespiratory capacity of high
frequency swim training on SCI patients was evaluated.
After three years an increase of four times compared to
baseline was observed, while the control group (conventional land based training) had no significant increase in
the cardiorespiratory capacity.
Besides paraplegic swimming, aquatic therapy (e.g aqua
jogging, aquarobics or underwater treadmill training) is
used for incomplete SCI rehabilitation. There are currently three systematic reviews of the benefits of aquatic
therapy to patients with SCI published in [11–13]. All
three reviews state that the current research quality is
low due to the lack of randomized controlled trials in the
specific field of clinical rehabilitation. Despite the different measures across all studies, aquatic exercise programs
were found to have a positive impact on physical function in all studies. The reason might be that the aquatic
environment directly promotes and maximizes the participants’ residual motor function, leading them to feel
more independent in the aquatic environment after an
adaptation period. The same results can be formulated
for cardiorespiratory fitness [14–16]. In several studies
with only few patients, improvement of cardiorespiratory
fitness could be observed. A further finding of some studies was that exercising while submerged in warm water
lowers the heart rate and enhances thermo-regulatory
responses, thereby prolonging the SCI patient’s ability
to exercise and thus increasing their aerobic capacity
[14, 17]. Finally, [18] reported a significant reduction of
muscle spasticity with a reduced dosage of baclofen after
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hydrotherapy. Additionally, [11] found several other studies showing an increased range of motion for the lower
extremities and reduced spasticity.
Electrical stimulation in water has been proposed a hundred years ago in [19], where it was used for massage
or transferring pharmaceuticals by placing one electrode
on the body of the subject outside the water and the
counter electrode inside the water. Nowadays the same
technique is used to generate muscle contractions or tactile feedback as presented, for example, in [20]. In [21],
we presented the first FES system that restored functional
movements in swimming paraplegics by stimulating with
special waterproof electrodes.
The first question regarding FES support of paraplegic
swimming is which leg movement and swimming style can
and should be assisted by FES. There are several preferable swimming styles for paraplegics depending on the
lesion height and swimming skills. For normal breaststroke in unimpaired swimmers, the so-called frog kick
is used as leg technique. It includes knee flexors and
extensors, thigh adductors and abductors, gluteus maximus, and the plantar flexors. In [22], we found out that
– due to the high number of involved muscle groups –
a complex movement like the frog kick is currently not
realizable with FES. The easier so-called flutter kick can
be used for backstroke and crawl. It involves mostly the
hip and knee extensors and flexors. In [23, 24] the knee
angle for healthy non-expert swimmers during front crawl
was analyzed. After a short and strong extension phase,
a plateau phase can be observed where the knee joint
is fully extended. During this plateau phase, the contralateral knee is flexed to 40-50 degrees and then directly
extended to the same plateau phase. In preliminary tests in
[22], we showed that the stimulation of gluteus maximus
muscle is difficult to realize since the electrodes could
not be placed precisely by paraplegics themselves without
assistance and the stimulation-induced hip angle change
was quite low. Furthermore, the hip position of a paraplegic in backstroke swimming depends on the level of
control over the hip. In preliminary tests, we found out
that the more flexed the hip is, the less propulsion can
be achieved by stimulating the knee flexors and extensors. Patients who are proficient in backstroke and front
crawl will therefore profit most from stimulation support of the flutter kick during front crawl swimming. The
synchronization of the flutter kick with arm movements
might be beneficial to improve the propulsion as proposed
in [22, 25].
In the present contribution, we present a pilot study
with two proficient front crawl swimmers (both ASIA A
SCI, T5/6) who performed a 10-week swim training with
stimulation support. In addition to the functional electrical stimulation, we applied tSCS in order to reduce
spasticity and to increase trunk stability [26, 27]. Inertial
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measurement unit (IMU)-based motion analysis is further introduced to study joint angles of the lower limbs
as well as roll angles at the lower and upper trunk during swimming. In a post-training assessment, this method
has been applied to unterstand performance differences
that have been observed when using the different support
modalities during the training sessions. The suitability
of reusable silicon electrodes for FES and tSCS stimulation in water has been investigated as well during the
post-training assessment.

Methods
Functional electrical stimulation support

Based on previous work, we decided to use FES-induced
flutter kicks for proficient front crawl swimmers. Furthermore, floats are attached to the ankles that lead to knee
flexion and an upward movement of the ankle in a nonstimulated leg. On the one hand, this results in a more
streamlined posture in the water. On the other hand, it
implies that the desired knee movement can be realized
by alternating between FES-induced knee extension and
passive knee flexion caused by the floats. Hence, only two
stimulation channels are needed. The quadriceps muscles
of both legs are alternately stimulated where the stimulation electrodes were placed at the proximal part of the
rectus femoris and the motor point of the vastus medialis
of each leg. The stimulation, which is applied with stimulation pulse frequency of 25 Hz, is switched on and off at
a rate of 1 or 2 Hz which results in approximately one or
two leg kicks per arm stroke depending on the arm stroke
frequency. The amplitude and pulsewidth can be varied
in the ranges 0–100 mA and 0–500 μs, respectively. Both
values are increased/decreased simultaneously to control
the generated muscle contraction.
Transcutaneous spinal cord stimulation

Transcutaneous spinal cord stimulation is used with the
aim to reduce lower-limb spasticity during and after
swimming. Therefore, we stimulate the afferent fibers of
the L2–S2 posterior roots continuously at 50 Hz using
biphasic pulses with 1 ms pulse width over the T11/12
region at the spinal cord according to [8]. The electrode
position at the back and stimulation amplitude has been
determined as outlined in [8]. By switching on the tSCS,
the trunk musculature is activated at a motor level as
a positive side effect. This improves trunk stability and
straightens the upper body. As shown in Fig. 1, a streamlined swimming position can be achieved with FES and
tSCS compared to no stimulation in a paraplegic subject.
Experimental setup
Stimulator

The stimulation system for swimming shown in Fig. 2
employs a CE-certified stimulator (RehaMove3, Hasomed
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Fig. 1 Paraplegic subject (Th5/6, ASIA scale A) with and without stimulation (FES+tSCS) using floats at the ankles and a snorkel

GmbH, Germany) with customized firmware. A single
current source is integrated into the device, and the output of the source is demultiplexed for up to 4 channels.
The stimulator is placed inside a waterproof bag under
the swimmer’s T-shirt. All stimulation cables are tunneled through the bag and drained with silicone to prevent
water intrusion. The bag is attached with a strap on the
swimmer’s back between the shoulder blades.
The stimulator can be controlled via the membrane
keypad e.g. the stimulation program can be selected,
started/stopped and the stimulation intensity can be

adjusted. The stimulator is battery-powered, and the highvoltage source is galvanically isolated from the battery
power. Hence, the current conduction is always constrained between the positive and the negative electrode
of each stimulation channel.
Waterproof stimulation electrodes

Due to the fact that chlorinated water in swimming pools
has a conductance of 2.5–3mS/cm, which results in resistance of 333–400 Ohm, a direct stimulation with nonwaterproof electrodes would produce a parasitic short

Fig. 2 Stimulation-assisted swimming system including a waterproof stimulator, waterproof IMUs, floats at each shank, and waterproof electrodes
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circuit between electrodes during stimulation. Therefore,
the device-integrated electrode error detection might not
detect a bad connection between the electrode and the
skin. If both electrodes float in water, then the muscles
would not be stimulated, because the current always takes
the path of least resistance directly through the water and
not the body. If only one electrode floats in water, then
the current will still pass through the remaining firmly
attached electrode and will still cause a muscle contraction beneath this electrode. The only potentially dangerous situation would occur when the conductive side of
a detached and floating electrode would accidentally be
firmly pressed against skin of the upper body, since then
electrical currents might flow through sensitive organs,
such as the heart. To minimize this risk and because of
the limited electrode error detection, the electrodes need
to be safely and firmly attached to the skin. Furthermore,
the electrode side facing away from the body needs to be
isolated against water. Possible measures are waterproof
transparent film dressing, straps or swimming cloths.
Currently, there are no waterproof stimulation electrodes available on the market. Most transcutaneous electrodes consist of a conductive hydrogel adhesive which
is connected via conductive film to a lead wire or metal
snap stud and isolated with an insulative cover. If the
hydrogel adhesive gets into contact with water it starts
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to absorb water while the thickness increases. Hence, the
area with direct contact to the water increases. Furthermore, the adhesive function of the electrode is reduced.
Approaches for underwater EMG measurement in
[28, 29] used several layers of waterproof wound plaster with tunneled holes for the lead wires to waterproof
standard adhesive EMG electrodes. The same procedure
can be used for stimulation electrodes where standard
electrodes are waterproofed with adhesive films, like
TegadermTM or OpSiteTM .
For the training sessions of our pilot study, which is
described in the next subsection, special electrodes developed by Axelgaard Manufacturing Co. Ltd have been
used, as shown in Fig. 3a. A single electrode consists of
a standard electrode with an oversized waterproof backing. The snap adapter is tunneled through this backing.
The remaining task is then to connect the electrode lead
(converter from the snap adapter to 2 mm socket) and seal
it with a waterproof transparent film dressing (3M Tegaderm, 3M Co., USA). All cables and cable connections
have to be waterproof as well. Otherwise, parasitic short
circuits occur. Removable tight silicone tubes showed to
be efficient in covering the connection between the electrode lead and the stimulation cable.
A drawback of adhesive electrodes with oversized waterproof backing is that after a single contact with water

Fig. 3 Electrodes used in water: a Axelgaard Ultrastim®snap electrode with oversize waterproof backing with an electrode area of 22.9 cm2 [30, 31]
for tSCS (4 electrodes electrically connected for the abdomen and one over the spine) and FES (two electrodes for each quadriceps) , b to d Safety
silicone electrodes (VITAtronic Limited, Germany) consisting of an insulative and waterproof cover material and a conductive bottom material for
tSCS (2 x (b) electrically connected for the abdomen and 1 x (d) for the back) and for FES (2 x (c) for each quadriceps)
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they cannot be reused. Hence, for each swimming session, a new set of electrodes is needed. To reduce costs
and to save the environment, the suitability of reusable
safety silicone electrodes shown in Fig. 3b to d has
been investigated in a post-training assessment session.
These electrodes are available in different sizes (VITAtronic Limited, Germany) and can be directly connected
via a standard 2 mm electrode connector to the simulation cable. Due to the non-conducting upper side and
the framed isolation on the conductive skin side, no
parasitic short circuit can occur when firmly attaching
the electrodes to the skin. The material is non-adhesive,
which reduces skin irritation during the doffing phase but
implies that it must be fixed with tight sleeves, straps,
waterproof transparent film dressing, or with tight kneelength swimsuits. During swimming a small water film
between the skin and the conductive part of the silicone
electrode is present. Hence, no additional hydrogel was
added. Straps and knee-length swimsuits have been used
in this study for the leg electrodes. The electrodes for
tSCS have been fixated by waterproof transparent film
dressing.
Subjects, training protocol and outcome measures

This feasibility study was carried out at the Treatment
Centre for Spinal Cord Injuries in Berlin1 . The aim of
the study was to investigate the effects of stimulationsupported swimming in two SCI patients with complete
paralysis of the lower extremities after spinal trauma with
a lesion above Th10. Participants have to be proficient
front crawl swimmers.
Both recruited subjects (A: age 40, time since injury
10 years, B: age 58, time since injury 36 years) are ASIA
impairment scale A with lesion level Th5/6 and gave written informed consent. They both complain of a moderate
clonus of the lower extremities and the abdomen during
position changes, and Subject A experiences leg extensor
spasms from time to time. Subject B suffers from a hip
joint contracture.
After the recruitment and initial assessment, the subjects were asked to carry out a four-week FES cycling
training at home. During this land training, they trained
at least three times a week for 30 min with a standard FES
cycling ergometer (RehaMove, Hasomed GmbH, Germany). This preliminary FES cycling training was needed
to build up a defined baseline strength and endurance for
the swimming phase. During the swimming phase, FES
cycling activity was reduced to two times a week.
The entire swim training lasted for 10 weeks. Subjects
were asked to attend the weakly swim training session that
lasted between 30 to 45 min (excluding donning and doffing). As a safety measure, the swim sessions were always
1 Ethical

approval of Berlin Chamber of Physicians Eth-28/17
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accompanied by a trained pool guard. Furthermore, all
recruited subjects are able to swim without stimulation.
The training was done at a 16 m pool. Subject A used a
snorkel during front crawl swimming.
Prior to the first use of tSCS during swimming, the
electrode position at the spinal cord and the stimulation
intensity for spasticity treatment were identified according to [8] and documented. The found constant stimulation intensity was applied in all training sessions when
tSCS was on.
The stimulation amplitudes for both quadriceps were
identical and have been chosen to cause an almost full
knee extension while the subjects rested at the edge of the
swimming pool with an upright upper body. Before each
lap, the leg movement was reevaluated and the stimulation amplitude increased, if necessary, to compensate for
muscle fatigue. A break of at least one minute was kept
between the laps.
At the beginning of each swim training session, lap
times were measured. Therefore, the subjects were
instructed to swim each 16 m lap as fast as possible. When
comparative measurements were taken, first the times for
swimming without support were taken, then with FES
support and finally the times for FES plus tSCS support.
We used this order so that the results for trials with
increasing amount of support are more affected by muscular fatigue then the trials with less or no support. After
this initial assessment, training with the preferred support
(FES or FES plus tSCS) took place for the rest of the session at self-selected swimming speed. If FES plus tSCS has
been selected as preferred support, then tSCS was always
active also in the breaks between the laps, while FES was
switched off during these breaks.
There are three main questions that shall be answered
in this pilot study:
• Does the swimming speed, assessed by lap times,
increase compared to non-assisted swimming?
• Does the general well-being of the subject improve
during the trial?
• How is the acceptance of the technology by the user?
The subjects were asked to rate the therapy on the basis
of predefined statements using a five-grade scale between
full agreement and no agreement. Using the result of the
questionnaire the last two questions can be answered.
IMU-based motion analysis during swimming

Post-training assessment Nine months after completion of the entire swim training phase, after we had
acquired a suitable measurement system, we performed
an additional swimming session with each of the two subjects to monitor the effects of the different stimulation
programs on the leg and trunk motion. Both subjects were
instructed to repetitively swim laps with no support, tSCS
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support, FES support, and FES plus tSCS support as fast
as possible.

Sensor setup A wearable sensor setup was used. The
employed system WaveTrack (Cometa srl, Italy) is a wireless and waterproof inertial sensor system consisting
of several time-synchronized inertial measurement units
(IMUs). These inertial sensors provide three-dimensional
measurements of the acceleration, angular velocity, and
magnetic field vector at a frequency of 286 Hz. The sensor data were used to determine the joint angles of both
knees and both hips as well as the roll orientation angles
of the trunk on the cervical and lumbar level. To this end,
four IMUs were bilaterally attached to the exterior thigh
and shank, and two IMUs were located on the upper and
lower back, as shown in Fig. 4a and b. Note that only the
left leg is depicted. For both IMUs on the right leg, the
local x-axis points longitudinally toward the feet, but the
z-axis points laterally to the right, which implies that the
y-axis points anteriorly.
As all of the sensors are located underwater during the
whole measurement, wireless data transfer (streaming) is
not an option. Therefore, an offline data recording is carried out. The data acquisition and time synchronization
of the sensors is initiated by means of remote control. The
recording begins before the subject enters the pool. After
leaving the pool the recording is stopped and the data
are transferred from the sensors to a PC. The software
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EMGandMotionTools (Cometa srl, Italy) was used for
data transfer and sensor settings. Admittedly, due to the
loss of communication between the sensors when located
underwater, a synchronization drift is educed. However,
since this drift does not exceed a few milliseconds per
hour and all acquisitions last between approximately 30 to
45 min, the effect on the data is considered irrelevant.
All sensors were attached to the skin by means of
double-sided adhesive tape for rough fixation. Subsequently, a transparent 3M Tegaderm film was used in
order to prevent movement and loosening of the sensors
during the swimming process.

Joint and roll angle estimation For each body segment,
the IMU readings are used to estimate the segment orientation with respect to an inertial frame of reference.
To avoid the assumption of a homogeneous magnetic
field inside the building and especially inside the water,
we refrain from using the magnetic field vector measurements and fuse only the measured accelerations and
angular rates by using a modular quaternion-based sensor
fusion algorithm [32]. It must be noted that orientations
obtained by such a 6-axis sensor fusion cannot be used
for joint angle calculation directly since they exhibit an
arbitrary heading offset and drift slowly around the vertical axis. With accurate bias estimation, that drift can be
as slow as one degree in ten seconds, but it will not be
reduced to perfect zero.

Fig. 4 a IMU alignment and location on the left leg. The local x-axes are aligned with the longitudinal body axis. The z-axis points laterally to the left.
b IMU alignment and location on the upper and lower back. The local x-axis is aligned with the longitudinal body axis, while the y-axis points to the
right
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To overcome this drawback of the magnetometer-free
approach, we exploit approximate kinematic constraints
of the hip and knee joints. During the considered flutter
kick motion of the legs, the hip and knee move approximately like hinge joints – flexion/extension is the dominant motion, while adduction/abduction and internal
rotation occur only to a limited degree. We exploit these
approximate kinematic constraints by using a recently
developed relative-heading tracking algorithm [33]. That
algorithm takes the orientation quaternions of both segments adjacent to the joint and corrects the heading of the
distal segment’s orientation such that the joint constraint
is fulfilled in a weighted least-squares sense. We apply this
method repeatedly, starting from the lower-back segment
and moving distally towards the shanks.
Consequently, we obtain seven quaternions that
describe the body segment orientations with respect to a
common inertial frame of reference. We can thus calculate
joint angles from these quaternions. The relative joint
orientations are found by multiplying the conjugate of
the proximal orientation with the distal orientation. The
joint angles are then calculated by intrinsic Euler angle
decomposition of this relative orientation quaternion.
Note that both the hip and knee extension angles are
defined such that they are 180 degrees for a perfectly
straight leg.
Finally, the roll angle of the upper and lower back is
determined from the corresponding orientation quaternion. This is achieved by transforming the local left-toright axis, i.e. the y-axis of the IMU, into the inertial frame
of reference and then determining the angle between that
axis and the horizontal plane, as illustrated in Fig. 5. Note
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that this angle is defined positive when the right side of
the trunk is lower than the left side.
A segmentation of the recorded data is performed based
on the norm of the 3D acceleration vector by detecting
rest and motion phases. Only the first lap of each support
modality is exported and investigated. From the extracted
lap data, a time course over 7 strokes in the middle of the
lap has been selected to analyze the joint and roll angles
by using boxplots. Consequently, the start and stop phases
of each lap are excluded from data analysis.

Results
Both subjects completed the 10 weeks of training, but
both subjects did not take part in all possible swim sessions due to personal reasons. Once, the pool was also not
available. In total, the subjects A and B completed 6 and
7 sessions, respectively. Within each swim training, about
15 laps have been finished by each subject. After the first
use of FES plus tSCS, both subjects chose this as their preferred support. Hence the major part of the training was
performed with this support.
The stimulation intensities for the quadriceps for Subject A were set to initially 30% (30 mA, 150 μs) and then
increased to up to 50% (50 mA, 250 μs) to compensate
fatigue. Subject B started initially with 40% (40 mA, 200
μs) intensity, which was increased up to 60% (60 mA, 300
μs) depending on the fatigue state. The optimal intensity
for tSCS was determined as 40 mA for both subjects. The
used on/off rates for the quadriceps were 1 Hz and 2 Hz
for the subjects A and B, respectively, with both subjects
being asked to choose the rate at which they felt more
comfortable in the first session.

Fig. 5 Definition of the knee and hip extension angle as well as the trunk roll angle
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Fig. 6 Lap times of the two subjects over the swim training phase. The lap times in a single training session have been averaged for each support
modality

In Fig. 6, the mean values of the measured lap times in
each training session are shown together with the calculated trend lines for all assessed support modalities (no
stimulation, FES, FES plus tSCS). One to three laps have
been measured in each session with the stopwatch for
each investigated type of swimming support at the beginning. Tables 1 and 2 also reveal the lap times and the
calculated reductions of the lap times with respect to
swimming with no support when adding FES or FES plus
tSCS.

Swimming with FES support reduced lap times by 15.4%
and 8.7% on average for Subject A and Subject B, respectively. Adding further tSCS support yielded even greater
mean decreases of 19.3% and 20.9% for Subjects A and B,
respectively.
Additionally, both subjects individually reported that
swimming with tSCS plus FES for 30–45 min completely
eliminated the spasticity in the lower extremities for up
to 4 h after the swim training – during this time period,
it was impossible to trigger extensor spasms or a clonus

Table 1 Lap times during the swim training phase for Subject A. The reduction in lap time with respect to the lap time without
support is reported
Average 16 m lap time [s]

Reduction [%]

Day

No support

FES

tSCS & FES

FES

tSCS & FES

0

33.8

28.0

–

17.3

–

17

35.3

28.3

27.7

19.9

21.5

22

32.0

27.5

26.7

14.0

16.7

43

29.0

26.0

23.3

10.3

19.7

57

–

–

22.3

–

–

64

–

–

22.9

–

–

Average

32.5

27.4

24.6

15.4±3.6%

19.3±2.0%
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Table 2 Lap times during the swim training phase for Subject B
Average 16 m lap time [s]

Reduction [%]

Day

No support

FES

tSCS & FES

FES

tSCS & FES

0

31.2

30.1

24.7

3.4

20.8

10

34.9

30.5

28.4

12.6

18.6

17

28.5

–

23.0

–

19.3

22

31.5

–

25.3

–

19.7

31

30.0

27.0

22.5

10.0

25.0

43

30.3

–

23.6

–

22.1

57

–

–

21.8

–

–

Average

31.0

29.2

24.2

8.7±4.8%

20.9±2.3%

The reduction in lap time with respect to the lab time without support is reported

by inducing postural changes. No spasticity reduction was
observed after the first training session of Subject A, in
which only FES support was used.
Both subjects fully agreed that FES swimming is more
comfortable and enjoyable than swimming without support and that they would like to use such a device for
recreational training and rehabilitation in future. They
also fully agreed that swimming with stimulation is more
efficient than swimming without support. Subject B states
that the additional spinal cord stimulation has a positive
effect on the streamlined position in the water and thus
the propulsion through arms and stimulated legs is even
more efficient.
The documented donning and doffing time with adhesive electrodes were approximately 10 minutes, where
waterproofing the cable-to-electrode connection with 3M
tegaderm film as well as careful detachment of the electrodes and the extra film required large portions of that
time. The donning time was reduced to approximately

5 minutes when using the aforementioned silicone electrodes with inherent waterproof cable connection.
For the post-training assessment, in Figs. 7, 8 and 9,
the distribution of the angles for each leg and the back
(left – red, right – blue, upper – red, lower – blue) are
summarized in boxplots for both subjects. On each box,
the central mark indicates the median, and the bottom
and top edges of the box indicate the 25th and 75th percentiles, respectively. The whiskers extend to the most
extreme data points not considered as outliers, and the
plus markers indicate the most extreme outliers.
For the knee joint angles, an increase in extension of
up to 60 degrees for FES and the combination of FES
and tSCS can be observed compared to swimming without stimulation. But for isolated tSCS, the angular range
is not influenced. Regarding the hip joint angles, there
is a minor increase of the median hip angle for Subject
A and a reduced variance during FES and the combination of FES and tSCS. For Subject B no difference for the

Fig. 7 Knee joint angles during swimming without and with different support modalities (left leg – red line, right leg – blue line)
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Fig. 8 Hip joint angles during swimming without and with different support modalities (Left leg – red line, Right leg – blue line)

hip angle can be observed. This is in accordance with the
fact that Subject B shows a manifested contracture of the
hip joint.
Regarding the roll angles, no difference between the
support modalities and swimming without stimulation
could be measured.
The measured mean lap times during the post-training
assessment with silicone electrodes are summarized in
Table 3. Subject A performed every swim support type
twice. Subject B fatigued early and conducted every type
of swimming only once. Both subjects continued swimming with tSCS plus FES after the assessment for another
30 min at moderate speed with breaks and experienced a
spastic reduction that again lasted for several hours after
the swimming.

Discussion
For both subjects, a slight training effect over the training
period can be recognized for swimming with and without stimulation. This was expected as both subjects are no
regular swimmers. Furthermore, the results indicate that
FES with and without additional tSCS can enhance the
swimming speed in paraplegics during front crawl swimming. So far, the measured lap times suggest for both
subjects that the greatest improvement of the swimming
speed can be achieved when FES and tSCS are combined. The reasons for this are not fully understood at
the moment. The IMU-based motion analysis was a first
attempt to investigate this phenomenon. However, lap
times for the swimming with FES and with FES plus tSCS
did not differ so much in the post-training assessment,

Fig. 9 Roll angle of the lower and upper back during swimming without and with different support modalities (upper back – red line, lower back –
blue line)
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Table 3 Averaged lap times of the post-training assessment
16 m lap time in seconds
Subject

No support

tSCS

FES

tSCS & FES

Number of
repetitions

A

28

30

24

22

2

B

26

34

30

31

1

as shown in Table 3. This might explain why no differences could be observed in the joint and roll angles of the
post-training assessment when adding tSCS to swimming
without or with FES. The additional post training tests,
therefore, provided no explanation for the tSCS effect.
The large time interval between the swim training and
the later assessment with IMUs was certainly too long, but
a suitable measurement system was not available before.
Subject A, who conducts regular exercises, showed a similar performance as at the end of the swim training, again
with minor benefits from combining tSCS and FES. Subject B, who previously gained mostly from additional
tSCS, did not train at all after the end of the swim training, and was, as a result of it, quickly exhausted already
during the first laps. His physical condition at the posttraining assessment was certainly not comparable to the
one nine months before. The progressing fatigue during
the four laps with time taking has probably affected the
results. It seems that the improvements made by FES and
FES plus tSCS have just compensated for the performance
losses caused by fatigue.
A possible explanation for the earlier observed positive
effects of tSCS during swimming training could be that
trunk stability continuously improved by tSCS, and as a
result, reduced the swimmer’s necessary effort to avoid
trunk rolling. But also placebo effects can not be ruled out
at present, as no sham tSCS stimulation was applied. Theoretically, subjects may have unconsciously swum much
more with their non-paralyzed arms if they knew and felt
that tSCS was active.
The use of different electrodes during the training
period and the post-training assessment might be interpreted as another weakness of the study design. However,
the observed lap times in Subject A and spasticity reduction for both subjects with the silicone electrodes indicate,
that this simply applicable type of electrodes is suitable for
stimulation in water and yields comparable effects as with
adhesive electrodes with oversized waterproof backing.
No synchronization between the arm and leg movement
has been realized in this study. Such a synchronization
might help to prevent undesired rolling movements of the
swimmer and could have additional effects on the swimming speed. In the case of crawl stroke, the knee extension
should be synchronized with the contralateral arm movement to increase swimming speed and effectiveness. The
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first approaches for this synchronization problem of arm
and leg movement have been presented by us recently.
An electrotactile biofeedback that informs the swimmer
about the leg movement was proposed first [25]. Unfortunately, swimmers could not concentrate on this feedback
channel during swimming and had problems to adapt
the pace of their arms to the technically dictated pace
of the legs. More promising seems the approach to indirectly detect the arm movement via measurements of the
trunk roll angle and to trigger the stimulation based on
this motion signal [22]. That solution should assure that
the stimulation is only active during swimming and that
the user is able to activate and deactivate the stimulation
of the legs by trunk motions. Validation of the approach
with patients is still pending. At the moment, the stimulation patterns are very crude and heuristically derived. The
potential for pattern optimization and arm-leg synchronization to increase swimming speed cannot be assessed
currently.
Major imitations of this feasibility study were the small
number of subjects and the not so rigorous training
and assessment protocol. The individual contribution of
swimming and FES cycling to the observed training effect
can also not be quantified. Another weakness of the current study is the way how the swimming speed is assessed.
The usage of the lap time is error-prone especially for
short tracks, as the start technique and the occasional
presence of extensor spasms at the beginning of a track
have a strong influence. A larger pool would be advisable or better methods, for example IMU-based velocity
estimation, to determine the instantaneous speed during
swimming. Additional IMUs at the arms should be used to
rate the involvement of the arms for propulsion and stabilization of the roll angle. Another important factor is the
metabolic efficiency, which has not been studied at all in
the present work.

Conclusions
A new hybrid exercise modality for SCI patients has been
proposed that involves the voluntarily moved arms and
the artificially stimulated legs and trunk. The swimming
exercise can be performed independently by the patient
without any additional assistance. The results in two complete ASIA scale A subjects showed that the swimming
speed during front crawl could be increased using electrical stimulation either with FES or with the combination
of FES and tSCS. The latter yielded better results in both
subjects.
The prolonged use of FES plus tSCS caused a long lasting reduction of spasticity in both subjects. To better
quantify and document this effect in the future, measurement systems for automatic spasticity assessment are
required (e.g. to count the occurrence frequency of a
clonus).
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Future work should aim at optimizing the stimulation
pattern based on the IMU-based leg motion measurements – or eventually at building closed-loop systems that
adjust the stimulation intensities in real time in order to
achieve the desired movement also in the presence of
disturbances and muscular fatigue. Solutions from FEScycling and -rowing might be adapted for this problem,
and segmentation of the swimming phases might prove
useful.
To further improve the usability of the swimming
device, we plan to incorporate silicone electrodes with all
cables inside a neoprene sleeve. This could further reduce
the donning and doffing time and increase safety since
cables would be less prone to entangle or to slip off the
electrodes.
The research is still in an early phase, and further tests
with more subjects are needed to quantify, analyze and
improve the training effects for the SCI patients, looking
also at the support of back stroke swimming by stimulation for paraplegics and tetraplegics who are not able to
perform front crawl swimming.
As pointed out throughout the introduction, hydrotherapy is a promising therapy for neurological rehabilitation in incomplete SCI, stroke, or multiples sclerosis
patients. Therefore, further studies shall incorporate other
neurological disorders and investigate potential benefits of FES and tSCS for gait and balance therapy in
water. The use of the presented technology for paraplegic scuba diving is another promising recreational
application.
Abbreviations
FES: Functional electrical stimulation; IMU: Inertial measurement unit; tSCS:
Transcutaneous spinal cord stimulation
Authors’ contributions
CW and TS developed the FES swimming system. CW, AN, LS, and TS
participated in the design of the pilot study. JA and RH designed and
manufactured the stimulation electrodes for the pilot study. CW, LS, and TS
conducted the experiments. NW assisted in the tuning of tSCS parameters and
electrode position. LS and TSE analyzed the IMU data. CW, LS, TSE, and TS
wrote the manuscript. The author(s) read and approved the final manuscript.
Funding
This work was supported by the Senate Department for Economics, Energy
and Public Enterprises via the funded validation project "Pilotprojekt
Validierungsförderung" and by the Stiftung Industrieforschung within the
project "Forum Junge Spitzenforscher – Mobilität". The waterproof adhesive
stimulation electrodes have been donated by Axelgaard Manufacturing Co.
Ltd.
Availability of data and materials
The data set used and/or analyzed during the current study is available from
the corresponding author upon reasonable request.
Ethics approval and consent to participate
The study was approved by the ethical committee of the Berlin Chamber of
Physicians (Eth-28/17), and all methods were carried out in accordance with
the approved study protocol. The subjects provided written informed consent
before participation and consented to the publishing of their collected data.

Page 13 of 14

Consent for publication
Written informed consent for publication was obtained from the participants
involved in the study.
Competing interests
JA and RH are with Axelgaard Manufacturing Co. Ltd., which is a company
developing and manufacturing stimulation electrodes for FES and TENS
applications. CW and TS are co-founders of SensorStim Neurotechnology
GmbH, which is startup developing FES stimulation devices. All other authors
declare that they have no competing interests.
Author details
1 Technische Universität Berlin, Control Systems Group, Einsteinufer 17, Berlin,

Germany. 2 Axelgaard Manufacturing Co., Ltd., Fallbrook, USA. 3 Treatment
Centre for Spinal Cord Injuries, ukb Unfallkrankenhaus Berlin, Warener Str. 7,
Berlin, Germany. 4 Department of Neurology, Charité - Universitätsmedizin
Berlin, Charitéplatz 1, Berlin, Germany.
Received: 22 June 2019 Accepted: 1 April 2020

References
1. Tawashy AE, Eng JJ, Lin KH, Tang PF, Hung C. Physical activity is related
to lower levels of pain, fatigue and depression in individuals with
spinal-cord injury: A correlational study. Spinal Cord. 2009;47(4):301–6.
2. Hicks AL, Martin KA, Ditor DS, Latimer AE, Craven C, Bugaresti J,
McCartney N. Long-term exercise training in persons with spinal cord
injury: effects on strength, arm ergometry performance and
psychological well-being. Spinal Cord. 2003;41(1):34–43.
3. Nash MS. Exercise as a health-promoting activity following spinal cord
injury. J Neurol Phys Ther. 2005;29(2):87–106.
4. Bromley I. Tetraplegia and Paraplegia : a Guide for Physiotherapists:
Churchill Livingstone; 2006.
5. Newham DJ, Donaldson NDN. FES cycling. Suppl Acta Neurochir.
2007;97(97 PART 1):395–402.
6. Gibbons RS, Stock CG, Andrews BJ, Gall A, Shave RE. The effect of
FES-rowing training on cardiac structure and function: Pilot studies in
people with spinal cord injury. Spinal Cord. 2016;54(10):822–9.
7. Wiesener C, Schauer T. The Cybathlon RehaBike: Inertial-Sensor-Driven
Functional Electrical Stimulation Cycling by Team Hasomed. IEEE Robot
Autom Mag. 2017;24(4):49–57.
8. Hofstoetter US, McKay WB, Tansey KE, Mayr W, Kern H, Minassian K.
Modification of spasticity by transcutaneous spinal cord stimulation in
individuals with incomplete spinal cord injury. J Spinal Cord Med.
2014;37(2):202–11.
9. Hofstoetter US, Freundl B, Danner SM, Krenn MJ, Mayr W, Binder H,
Minassian K. Transcutaneous Spinal Cord Stimulation Induces Temporary
Attenuation of Spasticity in Individuals with Spinal Cord Injury.
J Neurotrauma. 2020;37(3):481–93.
10. Pachalski A, Mekarski T. Effect of swimming on increasing of
cardio-respiratory capacity in paraplegics. Paraplegia. 1980;18(3):190–6.
11. Ellapen TJ, Hammill HV, Swanepoel M, Strydom GL. The benefits of
hydrotherapy to patients with spinal cord injuries,. Afr J Disabil. 2018;7(0):
450.
12. Chunxiao L, Khoo S, Adnan A. Effects of aquatic exercise on physical
function and fitness among people with spinal cord injury. Medicine
(Baltimore). 2017;96(11):e6328.
13. Recio AC, Stiens SA, Kubrova E. Aquatic-Based Therapy in Spinal Cord
Injury Rehabilitation: Effective Yet Underutilized. Curr Phys Med Rehab
Rep. 2017;5(3):108–12.
14. Becker BE. Aquatic Therapy: Scientific Foundations and Clinical
Rehabilitation Applications. PM&R. 2009;1(9):859–72.
15. Van Houtte S, Vanlandewijck Y, Gosselink R. Respiratory muscle training
in persons with spinal cord injury. Syst Rev. 2006;100(11):1886–95.
16. Jung J, Chung E, Kim K, Lee B-H, Lee J. The Effects of Aquatic Exercise on
Pulmonary Function in Patients with Spinal Cord Injury. J Phys Ther Sci.
2014;26(5):707–9.
17. Gass EM, Gass GC. Thermoregulatory responses to repeated warm water
immersion in subjects who are paraplegic. Spinal Cord. 2001;39(3):149–55.
18. Kesiktas N, Paker N, Erdogan N, Gülsen G, Biçki D, Yilmaz H. The Use of
Hydrotherapy for the Management of Spasticity. Neurorehabil Neural
Repair. 2004;18(4):268–73.

Wiesener et al. Journal of NeuroEngineering and Rehabilitation

(2020) 17:51

19. Howard M. Electric Bath. Patent US1193018A, Aug. 1, 1916.
20. Nakamura T, Katoh M, Hachisu T, Okazaki R, Sato M, Kajimoto H.
Localization Ability and Polarity Effect of Underwater Electro-Tactile
Stimulation. In: Auvray M, Duriez C, editors. Haptics: Neuroscience,
Devices, Modeling, and Applications. EuroHaptics 2014. Lecture Notes in
Computer Science, vol 8618. Berlin: Springer; 2014. p. 216–23. https://doi.
org/10.1007/978-3-662-44193-0_28.
21. Wiesener C, Axelgaard J, Horton R, Niedeggen A, Schauer T. Functional
electrical stimulation assisted swimming for paraplegics. In: Proc. of 22nd
Annual IFESS Conference. Nottwil; 2018.
22. Wiesener C, Seel T, Axelgaard J, Horton R, Niedeggen A, Schauer T. An
Inertial Sensor-based Trigger Algorithm for Functional Electrical
Stimulation-Assisted Swimming in Paraplegics. IFAC-PapersOnLine.
2019;52(34):278–83.
23. Seifert L, Leblanc H, Chollet D, Delignières D. Inter-limb coordination in
swimming: Effect of speed and skill level. Hum Mov Sci. 2010;29(1):103–13.
24. Seifert L, L’Hermette M, Wattebled L, Komar J, Mell F, Gomez D, Caritu
Y. Use of Inertial Central to Analyse Skill of Inter-Limb Coordination in
Sport Activities. BIO Web Conf. 2011;1:1–4. https://doi.org/10.1051/
bioconf/20110100082.
25. Wiesener C, Niedeggen A, Schauer T. Electrotactile Feedback for
FES-Assisted Swimming. In: Converging Clinical and Engineering
Research on Neurorehabilitation III: Proceedings of the 4th International
Conference on NeuroRehabilitation (ICNR2018), volume 21. 1st edn. Pisa:
Springer, Cham; 2018. p. 922–5.
26. Minassian K, McKay WB, Binder H, Hofstoetter US. Targeting Lumbar
Spinal Neural Circuitry by Epidural Stimulation to Restore Motor Function
After Spinal Cord Injury. Neurotherapeutics. 2016;13:284–294. https://doi.
org/10.1007/s13311-016-0421-y.
27. Hofstoetter US, Freundl B, Binder H, Minassian K. Common neural
structures activated by epidural and transcutaneous lumbar spinal cord
stimulation: Elicitation of posterior root-muscle reflexes. PLoS ONE.
2018;13(1):0192013.
28. Silvers WM, Dolny DG. Comparison and reproducibility of sEMG during
manual muscle testing on land and in water. J Electromyogr Kinesiol.
2011;21(1):95–101.
29. Benfield RD, Newton ER, Hortobágyi T. Waterproofing EMG
instrumentation. Biol Res Nurs. 2007;8(3):195–201.
30. Axelgaard J. Current-Controlling Electrode with Adjustable Contact Area.
Patent US6745082B2. Jun. 1, 2004.
31. Axelgaard J. Moisture Resistant Electrode with Edge Protection. Patent
US7697999B2. Apr. 13, 2010.
32. Seel T, Ruppin S. Eliminating the Effect of Magnetic Disturbances on the
Inclination Estimates of Inertial Sensors. IFAC-PapersOnLine. 2017;50(1):
8798–803.
33. Laidig D, Lehmann D, Begin MA, Seel T. Magnetometer-free Realtime
Inertial Motion Tracking by Exploitation of Kinematic Constraints in 2-DOF
Joints. In: 41st IEEE International Engineering in Medicine and Biology
Conference (EMBC). Berlin; 2019. https://doi.org/10.1109/EMBC.2019.
8857535.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Page 14 of 14

