https://doi.org/10.55453/rjmm.2026.129.2.4
REVIEW

Diagnostic and Therapeutic Principles for Burns Involving Functional Areas: A Comprehensive
Overview

Cristian-Sorin Hariga'2, Bogdan Marinescu®3, loan Lascar?, Serban-Arghir Popescu®2, Adrian Frunzal?, Eliza-Maria Bordeanu-
Diaconescu?, Sabina Grama?, Raducu-Andrei Costachel2, Matei lordachel2*, Andreea Grosu-Bulardal-2

1 Department 11, Discipline Plastic and Reconstructive Surgery, “Carol Davila” University of Medicine and Pharmacy, 050474 Bucharest, Romania

2 Clinic of Plastic Surgery and Reconstructive Microsurgery, Clinical Emergency Hospital of Bucharest, 014461 Bucharest, Romania

3 Plastic Surgery and Reconstructive Microsurgery Clinical Department, "Dr. Carol Davila" Central Military Emergency University Hospital,
Bucharest, Romania

*Correspondence: matei.iordache22 @gmail.com

Abstract: Burns that affect functional areas present unique challenges in terms of diagnosis and therapy due to their particular
mobility and aesthetic importance. In this article, we summarize the current principles in the diagnosis, treatment, and rehabilitation
of burns that affect these regions. In this regard, the recent medical literature (clinical evidence) was analyzed to outline management
strategies specific to each region. Early and correct evaluation of lesions, along with individualized treatment are essential for
maintaining mobility and preventing sequelae. The results obtained are applicable in both civilian and military environments.
Superficial burns respond well to conservative care with dressings, splints, and physiotherapy on the one hand, and on the other
hand, deep burns benefit from excision and early grafting, the standard modern procedure that shortens hospitalization and greatly
improves results. Long-term recovery depends on scar modulation, reconstructive surgery, and multidisciplinary rehabilitation
addressing both functional and psychological aspects. Treatment of the burns of functional areas requires prompt, tailored, and
multidisciplinary management to restore function and minimize disability. Standardized treatment algorithms and expanded
research on long-term rehabilitation remain essential for improving burn care outcomes.
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INTRODUCTION

Burns represent one of the most important types of trauma, being a public health problem and causing over 180,000 victims annually.
The impact of this trauma is significant in civilian activity and much more important and frequent in military activity or in the case of
conflagrations. The American Burn Association (ABA) and its European equivalent (EBA) have clearly mentioned as a severity factor
the involvement of functional areas in burns, regardless of whether they have a large total affected area or not. Therefore, the need
arose for an analysis of the specialized literature in the civilian field to evaluate and stratify the most recent recommendations on the
treatment of these important and sensitive regions. Articles such as those mentioned above allow the development of a set of
recommendations on the treatment of functional areas such as the hands, face, perineum, feet, and major joints, both in the civilian
environment, where they were developed, and in the military field, by extrapolation, the pathology in question being similar.
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current research. Databases used: We used the most recent articles on this subject that have appeared in the specialized literature
during the last years in WoS and PubMed, comparing this data to the general principles that still apply and that have been described
in previous years. Data selection: We have selected only the articles in English regarding the treatment in the field of Plastic Surgery,
both in the surgical period and in the rehabilitation period. We excluded the "Case Report" articles and those not concerning the
functional areas due to their low relevance. The result of this research was a significant number of articles from which the most
relevant and recent references were kept, resulting in 69. Data extraction: From the aforementioned sources, the surgical procedures
and techniques were extracted, with the most indications from various authors based on the consistently good results obtained in
the field of burns treatment and research. Other possible therapeutic options were not ignored either, as alternative solutions may
be very useful in the more complex cases that affect multiple functional areas, with severe implications that derive and which also
require a staged treatment. We also highlighted a series of very new surgical treatment procedures that seem promising and may
become standard in the future, and also added the experience of the research group that conducted this study. Data analysis: The
data obtained were structured on anatomical regions, so that for each of them, the particularities and therapeutic solutions are clear
and nuanced. We have stated the therapeutic possibilities with the most indications and also other possible options. This enumeration
can become a therapeutic algorithm for this pathology, with both civilian and military applicability.

RESULTS
1. THE BURNED HAND

The hand represents an anatomical region of particular importance due to its function in daily activities. It also plays a major role in
communication and the expression of emotions, as well as from an aesthetic standpoint, since it is difficult to conceal. Its function is
absolutely indispensable, especially in today’s digital age, where any impairment of the hands could compromise or hinder interaction
with the surrounding environment, leading to social and intellectual isolation of the individual suffering from burns in these areas [1].
This area is often the most frequently affected in cases of major burns, with hand burns occurring in over 80% of cases [2,3]. Due to
the severe implications and the frequency of injury, it is natural and essential that these burns are included among the main admission
criteria of the American Burn Association (ABA). The loss of hand function has a significant impact, and patients require assessment
in specialized centers, as such injuries often lead to major disabilities, rendering the patient unable to perform their occupation or
carry out daily activities [1]. Despite the fact that they account for less than 3% body surface on each side, the major impact of hand
burns arises from the morbidity they can cause. Therefore, the therapeutic approach applied in these cases is crucial, as prioritization
of these areas is often neglected. Treatment must begin immediately after the injury occurs and may involve a surgical approach -
such as performing decompression incisions - or an initial conservative approach, followed later by other treatment methods,
including covering the resulting defects, immobilization with splints (either for posture or to prevent shearing of grafted areas), closely
accompanied by physiokinetotherapy with the main objective of preservation and restoration of hand function [2,4]. In a study
conducted by Sheridan et al., normal hand function was successfully regained in 97% of patients with superficial partial-thickness
burns and in 81% of those with deep partial-thickness or full-thickness burns [5].

Epidemiology

A retrospective study conducted in a major burn center in Southwest China over a five-year period (2012-2017) supports the data
mentioned above, providing a series of statistical findings focused mainly on hand burn injuries [6]. Out of a total cohort of 470
patients, the majority affected were male, 73.62%, while the most frequently represented age group was children under 10 years
old, accounting for 29.57%. Hand burns occurred in 60.21% of cases outside the workplace, and their frequency increased significantly
during the cold season, over a 3—4 month period from December to March, representing 55.11% of all burns recorded in a year. The
etiologic agents were flames in 40.42% of cases, electrical current in 30.85%, and hot liquids in 20.21%. Another valuable piece of
information highlighted once again is the impact that burn depth and the lack of immediate cooling of the burned area have on
unfavorable outcomes, increasing the risk of amputation and prolonging the hospitalization period. In conclusion, this study
emphasizes not only the importance of injuries to functional areas, in this case, the hands, but also the crucial role of prevention in
influencing the course of burn injuries [6].

Clinical and Pathological Features

Hand burns often occur as a protective reflex, when patients instinctively use their hands to shield their heads from flames or hot
liquids. As such, most burns are located on the dorsal side of the hands and less so on the palmar side. Another important aspect to
take into consideration is the difference between the dorsal and volar skin. The dorsal skin of the hand is thinner and more mobile,
allowing flexion movements at the joints but also carrying a higher risk of deeper burns. In contrast, the volar skin is more resistant
to pressure and significantly more resistant to thermal energy due to its greater thickness and well-developed stratum corneum. It
adheres tightly to the palmar aponeurosis and contains a high density of sensory nerve endings (Meissner, Merkel, Vater-Pacini
corpuscles), which explains the major sensory deficits that may result from injury to this region [7,8]. Regardless of the affected side,
another anatomical peculiarity lies in the short distance between the skin surface and the underlying structures - blood vessels, nerves,
tendons, and joints, making them particularly vulnerable to thermal injury [2].
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Therapeutic Principles
The treatment of hand burns must meet several essential conditions: [2]

¢ Prevention of wound deepening and of new wound formation

 Rapid coverage of the burn wounds

e Early functional rehabilitation with preservation of active and passive movements
¢ Prevention of infection

e Prevention of loss of functional structures

Treatment Principles: [2]

e Assessment of the burn’s size and depth

¢ Application of dressings appropriate to the burn degree

¢ Determination of treatment indication - conservative versus surgical

e Surgical treatment - including escharotomy, necrectomy, and reconstructive procedures with grafts or flaps
e Early physiokinetotherapy

e Use of posture splints

e Secondary and tertiary surgical corrections - when indicated

The first stage in the treatment of major burn patients involves a thorough examination to assess the depth of the lesions. Based on
this evaluation, the appropriateness of surgical treatment is determined, or a conservative approach is chosen. Although clinical
evaluation is often relied upon, it has been shown to be accurate in only 60—75% of cases, even when performed by an experienced
plastic surgeon specializing in burns [2]. There are also adjunct methods to objectively assess burn depth, offering a broad range of
options - from biopsy and histological evaluation to perfusion measurement techniques such as angiography, thermography, video
microscopy, and laser Doppler imaging [9—15]. Since burn injuries represent an area of major clinical interest, numerous studies have
addressed this topic for over 50 years. Treatment can be both conservative and surgical, with long-standing debates regarding the
choice between them and the timing of surgical intervention - early excision and grafting versus delayed grafting.

Surgical Treatment

The first studies described since 1982 the importance of early excision and grafting in third-degree burns with limited surface area,
while emphasizing that in extensive burns, priority should be given to covering large areas and minimizing fluid and heat loss [16,17].
This concept is still applied and studied in our days. A study performed in 2019 compared the effects of early versus delayed excision
and grafting. Conducted between January 2013 and December 2015, the study included 50 patients with bilateral grade 11B hand
burns. Postoperative follow-up over a 3-month period assessed both objective and subjective outcomes using the Michigan Hand
Questionnaire. Variables analyzed included hand function, pain scale, limitation of daily activities, overall patient satisfaction, and
aesthetic outcomes. Although graft take rates were similar between groups, early excision and grafting proved superior in terms of
patient satisfaction, significantly shorter hospital stays, and lower treatment costs [18].

Conservative Treatment

One of the most important issues in hand burn management is the evolution toward the sequelae stage, characterized by joint
contractures that limit finger movement. The main causes leading to this stage include the initial trauma (its intensity and duration of
exposure), wound infection, improper wound coverage, prolonged immobilization, and incorrect positioning of the hand during
immobilization [2]. Often, as a result of edema secondary to trauma and fluid resuscitation, a series of intrinsic minus-type deformities
may develop: flexion of the radiocarpal joint, hyperextension of the metacarpophalangeal joints, and flexion fixation of the
interphalangeal joints, with the thumb fixed in an adducted position [19]. This underscores the importance of maintaining the hand
in an optimal “intrinsic plus” position from the very first day: the wrist flexed at 20-30 degrees, metacarpophalangeal joints flexed at
80 degrees, full extension of the interphalangeal joints, and maximal abduction of the thumb. In alert and cooperative patients,
immobilization is often necessary only during the night, provided that active and passive physiotherapy is performed twice daily. This
approach can significantly reduce the incidence of permanent contractures and deformities [20].

Sequelae Stage

Treatment of the sequelae stage should ideally begin from the very first moment, through prevention. However, if this stage develops
despite all preventive measures, several therapeutic methods can be used to limit the formation of hypertrophic scars. Among the
predisposing factors for hypertrophic scar formation are: young age, secondary infection, skin tension, anatomical location (certain
areas such as the axilla, neck, and shoulder have a higher risk), and burn depth, with higher incidence in deep partial-thickness and
full-thickness burns [21,22]. The treatment of choice is often surgical, involving excision of scars or modification of tension vectors to
lengthen the restrictive scars that may otherwise fix joints in unfavorable positions. Modern adjunctive methods include the use of
lasers, which aim to improve scar texture, thickness, color, and local pruritus [23].
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Reconstruction of the hands

The main hand sequelae were described by Achauer and include: claw deformity, palmar contractures, web space deformities,
hypertrophic scarring, impairment resulting from amputations, and nail bed injury. Treatment of the sequelae phase is typically
undertaken after full scar maturation, since premature intervention may lead to increased inflammation and additional scar
formation. Therefore, surgical treatment generally begins six months after the injury [23]. Most hypertrophic scar contractures are
treated using local flaps, with Z-plasty being the technique of choice - commonly performed at 60-degree angles, thereby lengthening
the scar by approximately 75% [24]. These flaps are robust and viable, provided they are not excessively thinned and that the
underlying subcutaneous tissue is preserved. To reduce local morbidity, surgeons prefer performing multiple smaller flaps rather than
fewer large ones, which are generally indicated for other areas such as the axilla [23]. Z-plasty can also be used to treat web space
deformities or in the palmar area where tendons or bone structures are exposed, and skin grafts cannot cover the post-excisional
defects. More severe cases may require the use of distant flaps [25-28]. An interesting aspect related to patient perception concerns
objective measurement tools for evaluating hand recovery. According to the American Society for Surgery of the Hand (ASSH), the
Total Active Motion (TAM) is calculated for each finger by summing the degrees of active flexion and subtracting the sum of extension
deficits across all joints. Although a normal value is around 260 degrees, patients often tolerate moderate decreases well and may
still rate their hand function as “good” or “almost as good as before the injury.” Literature suggests that even a TAM value of 112
degrees is sufficient for performing most daily activities. Thus, patients may experience a notable reduction in this objective measure
without perceiving a functional deficit in everyday tasks [29].

2. CEPHALIC EXTREMITY

The face represents an area of great interest, being the second most frequently affected functional region in burn injuries. The
treatment of deep facial burns presents numerous challenges due to the anatomical complexity and functional diversity of this
relatively small region. No standardized treatment protocol has been established, and as a result, sequelae often appear long after
the trauma, frequently with severe consequences [30]. There has long been controversy regarding the choice between conservative
and surgical treatment. In this regard, several studies have been conducted comparing final aesthetic outcomes and functional
considerations [31]. One such study divided patients into four groups: those treated conservatively, healing within 21 days, those
healing in more than 21 days, the third group underwent excision and grafting within 18 days, and the last group was operated upon
more than 18 days after the injury. The best overall outcomes were achieved in the group of patients who healed conservatively
within 21 days. Among the remaining groups, better results were obtained in grafted patients, who showed superior aesthetic
outcomes. With regard to functional outcomes, no significant differences were observed between the groups. The most common
complications were microstomia and ectropion, both reported in 17 of the 27 patients included in the study [31]. A 2012 study
analyzed data collected over 12 years (1999-2010), focusing on full-thickness skin grafting for multiple facial burns involving several
aesthetic units. The scalp was most commonly used as the donor site, providing an excellent color and texture match with the recipient
areas. However, many authors have also noted long-term complications such as: significant loss of sensation, ectropion, gaps between
the grafted regions and the hairline, visible graft edges, and hypertrophic scarring in the perioral area extending to the chin [32].

Periocular Burns

Numerous studies have demonstrated the importance of these anatomical regions as they are frequently involved in facial burns
[30,33]. A study conducted by Still et al. (1995) described that 230 of the total of 1527 patients (representing 15.06%) required an
ophthalmologic consultation either due to the burns or due to preexisting pathologies. 9.36% of the patients required medical care,
with half of them having bilateral involvement, 11 patients requiring skin grafting or tarsorraphy, thus highlighting the incidence and
the sequelae that require a close collaboration with the ophthalmologists [12, 34].

Nasal Burns

The nose is a very important anatomical region for both its functional and aesthetic aspects. Because of its location, it forms a very
visible and complex aesthetic unit with multiple subunits. Aside from the aesthetic aspect, just as important is the functional role that
it has, the reconstruction being an important issue. This three-dimensional structure is a complex one that requires substantial skills
and experience for an adequate reconstruction. As such, satisfactory results are attained only after several staged procedures that
achieve social reintegration and good functionality as well [35-37]. Despite the fact that its importance is indisputable when trying to
establish a reconstructive algorithm, this region falls in sequence after the treatment of the periorificial regions [38,39].

Orofacial Burns

Partial-thickness burns in these regions may be treated by conservative means, but this option is severely limited in the case of full-
thickness burns. A 2015 study by Clayton et al. compared a group of 12 patients with full-thickness burns of the oral commissure to a
control group of 120 individuals of similar age. The final outcome was measured by assessing maximum mouth opening along both
vertical and horizontal axes. While initial restriction of movement was severe, by the end of conservative treatment, which included
rehabilitation therapy, there was significant improvement. However, even after recovery, mobility remained substantially reduced
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compared to the control group, and the average treatment duration was 550 days, with half the patients requiring more than two
years of rehabilitation [20].

Surgical Treatment

The management of facial burns has unique particularities related to the specialized anatomy of this region, with local vascularization
significantly superior to that of other body areas and a higher density of skin appendages, especially in men. Due to these
characteristics, excision and grafting are often delayed until days 12—15, even in deep partial-thickness or full-thickness burns. Many
superficial and intermediate burns can heal spontaneously without sequelae within 15 days. The main exception is carbonized lesions,
which justify early surgical intervention [23].

Treatment of Facial Burn Sequelae

Treating the effects of facial burn sequelae is often a lengthy and staged process commencing with a thorough assessment of the
patient’s available skin capital. The best outcomes are obtained when treating a major unit with a minor subunit in the same
procedure, rather than two major units that are adjacent [40]. Reconstruction is most commonly performed using skin grafts, ideally
from donor areas with similar color and texture to the face, including hair-bearing skin when appropriate. Preferred donor sites include
the expanded supraclavicular region or the inner arm, as these areas provide grafts that closely resemble facial skin. In contrast, skin
from the abdomen or thighs tends to be darker or more yellowish, producing noticeable contrast and therefore being avoided
whenever possible [41]. Grafts should not be expanded, as this increases the risk of unaesthetic scarring that can attract attention.
Full-thickness skin grafts are preferred, with small incisions made using a No. 11 scalpel blade to facilitate adaptation and drainage
[23]. Flaps are primarily used in the sequelae stage, with very limited indications in the acute phase, such as cases involving exposure
of bone, blood vessels, nerves, or the eyeball. Their use in emergencies is rare, since initial treatment should preserve as much tissue
capital as possible for future reconstructive procedures [23,41].

Infections Associated with Facial Burns

Infections represent a major cause of morbidity and mortality among patients with severe burns [42]. Burns involving the face and
neck frequently require intubation, often performed before hospital admission, or are associated with inhalation injuries - both of
which are recognized risk factors for pneumonia. According to a study by Cotte et al., among 152 patients, pneumonia developed
early in the disease course in 58 cases (38.2%), with the majority of the patients being intubated pre-hospital (65%). Among the
patients who arrived at the ICU without prior intubation, 84% required subsequent intubation, with an average duration of mechanical
ventilation of 18.1 + 32.5 days. The main pathogens implicated in the development of early post-burn pneumonia were:
Staphylococcus aureus - 56.9%, Streptococcus pneumoniae — 19%, Haemophilus influenzae — 19% and Escherichia coli—6.9% [43] The
study concluded that pre-hospital intubation is associated with a higher risk of early-onset pneumonia, which in turn leads to a
significant increase in mortality Just as well it must be admitted the fact that delaying intubation in such cases may lead to respiratory
compromise which may be life threatening.

Burn Stigmata

The advances in medicine have led to improvements in the survival rates of patients with severe burns. That means a majority of them
are facing permanent sequelae. As such, in the three main stages of recovery, they shall require support [44]. The first phase, the
resuscitation one, brings uncertainty of survival, anxiety, delirium, confusion, fear associated with pain and sleep disturbances. The
second phase, which is that of rehabilitation, is influenced by the need for repeated surgical interventions and painful dressing
changes. The third phase commences after discharge and means the challenges these patients face to reenter society in their new
condition [45-47]. As such, psychological support becomes equally important for the patient as it is for their family, which may have
a modified dynamic by the attempts to conceal the patient, leading to a delay in reintegration. Efforts in this direction lead to
strengthening of the family’s cohesion, facilitate the patient’s reintegration in society, and reduce interpersonal conflict [47,48].

Emerging Areas of Interest

Modern medicine has led to an improvement in survival rates, but also to a bigger percentage of patients with sequelae requiring
rehabilitation. Severe facial burns can lead to complications such as ectropion, oral commissure contracture, loss of facial sensitivity,
poor oral or dental hygiene, excessive salivation, speech articulation difficulties, and problems with intubation. Some of these
complications can be managed conservatively through rehabilitative therapies aimed at restoring the functionality of physiological
sphincters, improving speech and oral control, and ultimately enhancing quality of life for facial burn survivors [49].

3. PERINEUM

The perineal region is an anatomically and functionally important area in the management of major burn patients. The ABA includes
burns of this region among the major admission criteria, with the incidence of perineal burns ranging between 1.7% and 13% of all
hospital admissions. These burns most frequently occur in patients with extensive total body surface area (TBSA) involvement,
estimated between 21% and 56%, even though the external genitalia represent only about 1% of the total body surface. The perineum
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is a region of particular concern because of its high association with urinary tract infections, an increased risk of nosocomial infections,
and a higher recorded mortality rate among affected patients [50-52]. In terms of surface area, the external genitalia account for
approximately 1% of the total body surface, while the entire perineal region comprises about 4-6%. Anatomically, this region is
relatively protected from direct thermal injury, so isolated perineal burns are rarely described. When they do occur, they are most
often associated with burns of the thighs and lower abdomen. Perineal burns occur more frequently in male patients and are
associated with higher mortality, longer hospital stays, and an increased risk of secondary infection [53]. Treatment of perineal burns
can be divided into two main approaches: conservative and surgical. Large-scale studies in the literature, such as the one conducted
by Harpole et al., analyzed 71,895 patients, of whom only 1,245 had perineal burns (representing 10.4% of total cases). The authors
recommended conservative treatment for the majority of cases, reserving surgical intervention - specifically excision and skin grafting
- for patients with third-degree (full-thickness) burns [54].

4. BURNS OF THE FEET

Despite representing a small percentage of TBSA, burns to this region may lead to severe functional and clinical impact, more so in
patients with high-risk conditions, such as those suffering from diabetes, which also heal more slowly. Early detection of the burns,
optimal wound management, and good glycemic control may prevent deepening of superficial burns and avoid the need for excision,
grafting, or amputation. A study by Jason Diab et al. described a higher incidence of these patients in the cold season, with a 1.7 times
higher chance of burns in the winter (usually by hot liquid) compared to the non-diabetic patients, who mostly had burns in the warm
season [55-57]. The goal is to reduce edema, pain, restore normal function and allow early mobilization. The treatment is often
prolonged and usually requires a multidisciplinary approach with a diabetologist and endocrinologist consultations as well. The local
management means cleansing and debridement, prevention of infection and bacterial colonization, pain control, and offloading
pressure from the burned areas, which promotes healing by optimal moisture balance and support for epithelialization [58].

Conservative Treatment

The main objective is to prevent the formation of contractures, commissural closure, or macerations and ulcerations. This is obtained
by balancing the exudate, reducing inflammation, and facilitating debridement while offering an adequate antimicrobial coverage and
protecting the burned area [59]. One of the most important regions that needs protection is that of the ankle, which lacks means of
defending itself due to a lack of an abundant adipose layer or muscular protection. The sequelae to this region may lead to gait
abnormalities, posture modification, as well as pelvic and spinal deformities. Surgical treatment requires the excision of the scar tissue
and tension vector modification by use of several Z-plasties, which can also be accompanied by the use of skin grafts to regain mobility
and function [60,61].

5. MAJOR JOINTS

The huge impact that the burns to these regions bring makes prevention even more important. Once the burns have been described,
the treatment is dependent on the degree. The more superficial ones are treated conservatively by epithelialization promotion using
dressings developed for burns, dermal substitutes and splints. The deeper burns require early excision and grafting or the use of local
flaps [62-64]. Due to the important functional consequences and major systemic response, these patients often require
immobilization for a long period of time, which brings along a higher risk of contracture formation. Despite the fact that any joint may
be affected by this, the joints that are most prone to deformities are the elbow, the shoulder, the hip, and the knee [65]. Even so, it
is crucial to use posture splints in some cases. Studies have shown that splints significantly reduce the incidence of scar contractures,
particularly when used for at least six months. Patients who refuse splinting or for whom splints were not prescribed are far more
likely to require reconstructive surgical interventions later on [66]. In severe burns, extensive soft tissue defects with exposure of
joints or bone may occur, requiring complex reconstructive techniques, such as local or distant flap coverage. These situations are
most frequently reported following electrical burns [67]. Progression to the sequelae stage of joint involvement has been described
in approximately one-third of patients with articular burns. Despite its prevalence, the specialized literature has not yet established a
standardized protocol that accounts for the specificities of each anatomical region, and therefore, a comprehensive set of
recommendations remains lacking [68]. It is, however, universally accepted that surgical treatment of scar contractures should only
begin after the metabolic activity of the scar has ceased - typically more than one year after wound healing. As such, the risk to
develop contractures is severely reduced [69].

CONCLUSION

Burns that affect functional areas represent a major therapeutic challenge, which has direct implications on the survival rate but
especially on the long-term quality of life of survivors. The management of burns in these regions requires a multidisciplinary approach
that integrates early assessment, appropriate prompt intervention and sustained rehabilitation. Despite significant advances in
reconstructive surgical techniques and refined physiokinetotherapeutic protocols, the prevention of functional and aesthetic sequelae
remains a difficult goal to achieve. The analyzed literature emphasizes the importance of early, individualized treatment plans adapted
to the functional requirements specific to each anatomical region. Moreover, the psychosocial dimension of recovery after burns
should not be underestimated, since rehabilitation after post-traumatic stress and disfigurement, as well as subsequent social
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reintegration, presents a continuous, long-term activity that requires complex multidisciplinary care. Future research should focus on:
standardization of treatment algorithms for functional areas; improving the quality of post-combustion scars; improving rehabilitation
techniques; last but not least, the extension of long-term tracking data, in order to optimize the results through further research.
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