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Objectives: Exercise training during the acute phase of burns is difficult to implement but 

offers potential benefits. This multicenter trial explored the effects of an exercise program 
on muscular changes and quality of life during burn center stay. 

Methods: Fifty-seven adults with burns ranging between 10% and 70% TBSA were allocated 

to receive either standard of care (n = 29), or additionally exercise (n = 28), consisting of 
resistance and aerobic training, commenced as early as possible according to safety cri
teria. Muscle wasting (primary outcome), quantified by ultrasound-derived quadriceps 
muscle layer thickness (QMLT) and rectus femoris cross-sectional area (RF-CSA), muscle 
strength and quality of life (Burn Specific Health Scale-Brief (BSHS-B) and EQ-5D-5L) were 
assessed at baseline, four and eight weeks later, or hospital discharge. Mixed models were 
used to analyze between-group changes over time with covariates of interest added in 
stepwise forward modeling. 

Results: The addition of exercise training to standard of care induced significant im
provements in QMLT, RF-CSA, muscle strength and the BSHS-B subscale hand function (ß- 
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coefficient. 0.055 cm/week of QMLT, p = 0.005). No added benefit was observed for other 
quality-of-life measures. 

Conclusions: Exercise training, administered during the acute phase of burns, reduced 

muscle wasting, and improved muscle strength throughout burn center stay. 

© 2023 Elsevier Ltd and ISBI. All rights reserved.    

1. Introduction 

Exercise training has shown to be an effective component in 
the rehabilitation of several pathologies for improving out
comes such as functional disability and physical perfor
mance but also specifically for counteracting muscle 
wasting [1–3]. In burn care, exercise is among interventions 
that play an important role in maximizing the rehabilitation 
potential of burn survivors [4]. However, exercise has not 
traditionally been part of burn rehabilitation throughout 
burn center stay [5,6]. It is during this early phase that ex
tensive metabolic adaptations develop, and that exercise 
might be most potent as a counteracting strategy. If left 
untreated, the metabolic adaptations become maladaptive, 
impacting multiple organ systems, which, in the long term, 
can leave burn survivors with considerable morbidity [7–16]. 
In particular, the loss of muscle tissue (muscle wasting) is a 
commonly observed phenomenon of the postburn catabolic 
state that is sensitive to prolonged periods of inactivity  
[17–20]. Muscle wasting has been associated with muscle 
weakness, delayed wound healing, increased infection 
rates, and mortality [21,22]. When administered during the 
acute phase of burns, exercise could be most effective in 
reducing postburn muscle wasting and associated morbidity  
[4]. Particularly forms of resistance and aerobic exercise 
have shown to be capable of modulating metabolic sequalae 
in other disease populations [3,8,23]. In burns, however, 
despite existing guidelines advocating the use of exercise 
during the acute phase of burns [24–29] a lack of evidence 
surrounding its efficacy and feasibility has hampered its 
integration into standard inpatient care [29]. Most exercise 
trials to date have been carried out in the pediatric burn 
population or have commenced exercise at later stages of 
recovery, i.e. after wound closure or after burn center dis
charge [30,31]. Pain, exertion, grafting surgery, and hemo
dynamic instability are among many factors that might 
further complicate the administration of exercise during 
burn center stay [32]. As opposed to resistance and aerobic 
exercise at higher intensities, therapy efforts during the 
acute phase of burns have hence primarily consisted of 
passive forms of exercise (positioning, passive movement, 
etc.) and active exercise at low intensities (functional 
training) [5]. Consequently, postburn muscle wasting has 
commonly been viewed as an inevitable burn-related 
symptom, and not as a therapeutic target. A deeper under
standing of the efficacy of exercise training during the acute 
phase of burns will aid in strengthening its role in inpatient 
burn rehabilitation. Therefore, the aim of this trial was to 
investigate the effects of exercise training program during 
the acute phase of burns on muscle size, muscle strength 
and quality of life. 

2. Material & methods 

2.1. Trial design 

Ethical approval for the trial was obtained by the institutional 
review board of the Ziekenhuis Netwerken Antwerpen (5018). 
The trial was registered at the US National Institutes of 
Health (ClinicalTrials.gov) #NCT04511104. 

This study was set up as a quasi-randomized multicenter 
trial. Group allocation was dependent on the physiotherapy 
staff’s capacity to administer the trial intervention in line 
with COVID-19-related restrictions throughout the trial 
period in the following manner: Each week D.R.S. and study 
staff of each trial site determined the maximum number of 
participants that could be allocated to the exercise group, as 
allocation to this group involved an additional workload for 
physiotherapy staff, whose capacity was severely limited due 
to circumstances relating to the COVID-19 pandemic (e.g. 
staff shortage due to COVID-19 infections, more patient re
ferrals from other Belgian burn centres that had closed to free 
beds for COVID-19 patients, etc.). Accordingly, participants 
were allocated to the control group when staff capacity was 
saturated, or after the desired sample size was reached in the 
intervention group. For example, if the weekly capacity to 
provide exercise training was determined to be four partici
pants at the beginning, and three participants were already 
active in the exercise group at the time, then the following 
recruited participant was allocated to the exercise training 
group, and any further patients would be allocated to the 
control group. This method of group allocation was therefore 
independent of patient presentation while making the trial 
feasible for the participating burn centers during the COVID- 
19 pandemic. 

2.2. Participants 

We assessed the eligibility of all adults admitted to two 
Belgian burn centers, the ZNA Stuivenberg, Antwerp and the 
Military Hospital Queen Astrid, Neder-Over-Heembeek, be
tween May 2020 and March 2022. Subjects were eligible for 
participation if they had burns encompassing ≥ 10% total 
body surface area (TBSA) with the presence of deep partial 
thickness or full thickness burns. The burn depth was esti
mated at admission and confirmed by laser doppler imaging 
within 72 h. Subjects were excluded if they were under pal
liative care, had electric burns, presented with lower limb 
fractures or amputations, were pregnant, or had any pre
morbid neurological, cardiovascular, or psychological dis
orders that would have interfered with safety and feasibility 
of the trial outcome assessment or exercise participation. As 
per hospital protocol, all participants were tested for a SARS- 
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COV-2 infection upon admission to the burn center, whereas 
a positive test result did not form a reason for exclusion. All 
participants or their next-of-kin provided written informed 
consent. 

2.3. Study intervention 

All participants received the standard of care treatment for 
burns, consisting of intensive care, wound care, surgery, 
standard physiotherapy, and if indicated occupational 
therapy and psychological support. Standard physiotherapy 
consisted of passive and active range of motion exercises, 
functional training, positioning, stretching, and splinting. 
Both trial sites had similar standard care protocols in place 
including feeding regimens, glycemic targets, respiratory 
care, and post-surgical immobilization. In addition to the 
standard of care, the intervention group performed an ex
ercise program during their stay at the burn center up to 
eight weeks or until discharge, whichever point in time oc
curred first. This exercise program was commenced as early 
as possible, according to predefined readiness criteria (see  
Table 1) in line with international safety recommendation of 
early mobilization of critically ill patients [33]. These readi
ness criteria were checked prior to each exercise session to 
ensure patient safety. The exercise program entailed ap
proximately 30 min-long sessions daily, alternating between 
resistance and aerobic exercises. Resistance exercise was 
administered three times per week, while aerobic exercise 
was provided two times per week. A decision tree was pro
vided to guide the therapists in the choice of exercise based 
on individual patient status (i.e. out-of-bed mobility, out-of- 
room mobility, muscle strength and joint range of motion, 
and patient preference). Accordingly, patients either received 
in-bed or out-of-bed exercises on machines or with free 
weights. The administered exercise program had as its pri
mary goal to minimize muscle wasting. Therefore, exercises 

that targeted large muscle groups (thigh and gluteal muscles) 
were prioritized. Resistance training consisted of three ex
ercises, each with three sets of eight to twelve repetitions, in 
line with training prescriptions by the American College of 
Sport Medicine [34,35]. Baseline intensity of resistance ex
ercises was set at 60% of the peak force produced during 
hand-held dynamometry or a three-repetition maximum test. 
The intensity was then readjusted weekly based on a new 
peak force assessment, and the number of repetitions was 
progressed from eight to ten to twelve repetitions over the 
three weekly exercise sessions. Aerobic exercise was ad
ministered on a bicycle ergometer or a treadmill, with a total 
duration of 24 min, consisting of alternating three-minute 
intervals of 50% and 70% of peak watts reached during a 
weekly ramp test, using the steep ramp test [36]. The exercise 
program was provided by physiotherapists at the respective 
burn centers, who were trained prior to study commence
ment to ensure uniformity in the delivered intervention. 

2.4. Outcomes 

Repeated assessment of muscle size, muscle force, and 
quality of life was completed throughout hospitalization. 
Participants were assessed at baseline, four and eight weeks 
later, or at hospital discharge if discharged prior to four or 
eight weeks. The timing of the baseline assessment differed 
per participant according to whether the aforementioned 
readiness criteria were met. To prevent detection bias, as
sessors refrained from checking baseline results during 
follow-up assessment. 

2.4.1. Muscle size 
To investigate the effect of exercise training on muscle 
wasting, quadriceps muscle layer thickness (QMLT) and 
rectus femoris cross-sectional area (RF-CSA) were measured 
by muscular ultrasound, with QMLT as the primary endpoint. 
Our group and others have reported that ultrasound has 
shown to be a valid and reliable tool to quantify parameters 
of muscle size at the bedside in the critically-ill [37–42], and in 
the acute burns population – even in the presence of open 
wounds and edema [43]. QMLT is defined as the distance 
between the superior fascia of the rectus femoris muscle and 
the periosteum of the femoral shaft, making up the combined 
thickness of the rectus femoris and intermedius muscle [44]. 
The methods used to determine QMLT and RF-CSA were de
veloped together with a radiologist and experts in the field of 
muscle ultrasound, and have previously been described in 
detail [43]. In short, two trained physiotherapists carried out 
B-mode ultrasound measurements with a multifrequency 
linear transducer of either the SonoSite X-porte (FUJIFILM 
SonoSite, Brussels, Belgium) or the VIVID S5 (GE Healthcare, 
Machelen, Belgium). QMLT was measured at four points on 
the both anterior thighs at the halfway and two-thirds point 
of the distance between the anterior superior iliac spine and 
the superior patellar pole [38]. All four points were averaged 
across both thighs to derive a four-point score, which is 
considered to be an adequate surrogate measure of whole- 
body muscle mass [40,45]. The measurement point of RF-CSA 
was determined based on the distance where the entire 
width of the rectus femoris muscle belly was still visible on 

Table 1 – Readiness criteria to commence exercise 
intervention.   

Readiness criteria for exercise   

1. Cardiorespiratory stability:  
1. MAP 60–110 mmHg  

2. FiO2  <  60%  
3. PaO2/FiO2  >  200  
4. RR  < 40 bpm  
5. PEEP  < 10 cmH2O  
6. no high inotropic doses (Dopamine  > 10 mcg/kg/min or Nor/ 

adrenaline  < 0,1 mcg/kg/min)  
1. Temp. 36 – 38.5C  

2. RASS −2 - +2  
3. Medical Doctor clearance  
4. MRC lower limbs ≥3  

All criteria had to be met to commence exercise. MAP, mean ar
terial pressure; FiO2, inspired oxygen fraction; PaO2/FiO2, arterial 
oxygenation relative to inspired oxygen; RR, respiratory rate; bpm, 
breaths/min; PEEP, positive end expiratory pressure; RASS, 
Richmond Agitation Sedation Scale; MRC, Medical Research 
Council muscle force score (score = 3 refers to the ability to lift 
limbs against gravity).    
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the ultrasound screen [46]. All ultrasound measurements 
were repeated three times and averaged to reduce variability  
[43]. In addition to the other assessment time points, QMLT 
and RF-CSA were also measured at admission to control for 
varying muscle size at admission as well as the amount of 
change in muscle size until the baseline assessment. All 
parties were blind to QMLT and RF-CSA values throughout 
the study period, as ultrasound-derived parameters were 
only analyzed after study completion. 

2.4.2. Muscle force 
Measures of lower limb muscle strength and hand grip 
strength were used to determine change in muscle force. 
Lower limb muscle strength was determined by hand-held 
dynamometry (microFET®2, Hoggan Scientific, LLC, Salt Lake 
City, U.S.A.) with three trials of maximal voluntary isometric 
contraction used to derive peak force. Additional trials were 
performed if peak force was not within 10% of the second 
highest force measurement. Traditional muscle testing posi
tions were adapted to bed-bound positions in supine lying 
with a fixation belt bound around the bed frame providing 
counter-resistance. Knee extension force was assessed in 90° 
degrees hip and knee flexion, and hip flexion in 0° degrees of 
elevation, with the dynamometer positioned on the distal 
anterior surface of the tibia above the ankle. Both right and 
left sides were assessed and averaged. We tested the clini
metric properties of this strength testing protocol in healthy 
participants (unpublished data), demonstrating good to ex
cellent intra-/ inter-rater reliability intraclass correlation 
coefficients [knee extension intra-rater ICC = 0.928, inter- 
rater ICC = 0.860; hip flexion intra-rater ICC = 0.885, inter- 
rater ICC = 0.826]. Hand grip strength was evaluated using 
the interchangeable JAMAR or Baseline® dynamometer [47] 
as per protocol of the American Society of Hand Therapist 
with the best of three measurements taken [48]. All force 
measurements were deemed valid if pain ratings for each 
test were below six on a numeric rating scale of 0–10. 

2.4.3. Quality of life 
Self-reported quality of life was assessed by the Dutch or 
French versions of the Burn Specific Health Scale Brief (BSHS- 
B) and the European Quality of Life-5 Dimensions (EQ-5D-5L)  
[49–53]. As not all of the subdomains of the BSHS-B ques
tionnaire are applicable to participants throughout their 
hospital stay, we did not calculate a total sore of all items, but 
chose to evaluate two subdomains concerning participants’ 
physical functioning: 1) simple abilities and 2) hand function. 
BSHS-B items are scored on a 5-point scale ranging from 0 
(=all the time/great difficulty) to 4 (=never/no difficulty). 
Mean scores are calculated for each subscale and high scores 
indicate a good perceived health status [54]. The EQ-5D-5L 
questionnaire encompasses five dimensions (Self-care, Mo
bility, Daily Activities, Pain, Anxiety/Depression) and a visual 
analogue scale of 0–100, rating the overall health state from 
immediate death (=0) to full health (=100). A value set for the 
Belgian population [55] was used to derive the EQ-5D-5L 
health utility index - an index between −1 and 1, where zero 
signifies ‘dead’, one refers to ‘full health’, and negative values 
are perceived as health states worse than death. Both the 
BSHS-B and the EQ-5D-5L questionnaires are validated, and 

have been extensively used in the burn population [56,57]. 
Expert consensus exists on using both generic and disease- 
specific quality of life questionnaires to capture the full im
pact of a health condition [58,59]. 

2.4.4. Compliance 
Parameters of each exercise session were recorded including 
reasons for incomplete or failed sessions. Compliance was 
assessed as the ratio of failed (or incomplete) to attempted 
sessions. Participants were, additionally, asked to rate the 
intensity of each exercise on a scale of perceived exertion, an 
ordinal scale of 0–10, where zero stands for the least effort 
and ten for the maximum exertion [60]. 

2.5. Data collection 

Data was collected and processed by D.R.S. as the main as
sessor, and D.D. as a backup assessor. To minimize error 
margins arising from the assessment of different raters, the 
same assessor carried out all follow-up assessment of the 
same participants as much as possible. Ultrasound clips were 
exported, de-identified and stored on a secured external hard 
drive. 

2.6. Sample size 

Sample size was determined using G*Power 3.1.9.2 based on 
observed change quadriceps peak force in a comparable trial 
of early exercise in critically-ill patients during the acute 
phase of hospital stay [61]. Accordingly, estimating a dropout 
rate of 33%, 45 patients per group (resulting in 30 patients per 
group) were required to achieve 80% power (alpha = 0.05, 
SD=0.685, ES=0.50). The choice of muscle force as a basis for 
the sample size calculation was made in the absence of 
available effect size for the primary outcome (QMLT). This 
trial was completed prior to achieving the desired sample 
size due to a delayed start of recruitment and lower than 
anticipated recruitment rate related to the COVID-19 pan
demic. 

2.7. Data analysis 

Descriptive statistics of group characteristics and baseline 
values of dependent variables are presented as mean (95%CI) 
or median (IQR) for continuous variables, or as frequencies 
(proportions) for categorical variables. Group comparisons at 
baseline were carried out using independent t-test, Mann 
Whitney U test, or Fisher’s Exact tests, depending on data 
type and normality. Mixed models were fitted to evaluate the 
effects of the exercise intervention on trial outcomes once 
model assumptions were met. The models included subject 
ID as random effects and group allocation, weeks from 
baseline and their interaction as fixed effects. Covariates of 
interest, including trial site, %TBSA, the presence of lower 
limb burns, the number of days until baseline, and baseline 
values of dependent variables or their change of between 
admission and baseline were added to the models in a step
wise forward manner, if they were statistically significant 
(p  <  0.05) and if model fit improved considerably, as as
sessed by a reduction of at least 10 points of the corrected 
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Akaike information criterion (AICc) [62]. Missing data, due to 
dropouts or inability to measure specific endpoints, was dealt 
with by intention-to-treat analysis. Statistical significance 
was defined as alpha ≤ 0.05. All statistical analysis was 
completed using JMP® Pro 15.2.1 (SAS Institute Inc., 
Marlow, UK). 

3. Results 

Throughout the study period (May 2020 - March 2022), 67 
eligible participants gave initial informed consent upon ad
mission to the burn center and were examined for readiness 
of the trial intervention. Ten participants were excluded prior 
to the baseline assessment for various reasons (death n = 5, 
history of cardiovascular accident with neuromotor impair
ment n = 2, transfer n = 1, lower limb fracture n = 1, psy
chosis n = 1). The remaining 57 participants were allocated to 
the exercise (n = 28) or control group (n = 29) and underwent 
the baseline assessment once they met the readiness criteria 
of the trial intervention. All reported data is based on these 
57 participants (Fig. 1). With respect to the primary outcome 
(ultrasound-derived QMLT), three participants had missing 
follow-up values for the following reasons: Two participants 
(exercise group n = 1, control group n = 1) passed away be
tween the baseline and follow-up assessment after deterior
ating health states without having undergone a single 
exercise session. In another participant (control group) it was 
deemed unsafe to measure muscle size, due to a high risk of 
cross-contamination of multi-resistant bacterial infections. 

Participants’ clinical characteristics and baseline values of 
all trial outcomes were comparable between groups (see  
Table 2 and Table 3). The median length of stay in the burn 
center for the participants in the exercise group was shorter 
compared to the control group (28 days [IQR 21–49] vs. 42 

days [IQR 27–73]), showing a trend towards significance 
(p = 0.077). This also resulted in a shorter duration of follow- 
up in the exercise group (median 22 days [IQR 15–31]) com
pared to the control group (median 28 days [IQR 21–55]) 
(p = 0.065). Seventeen participants in the exercise group and 
20 participants in the control group met the readiness criteria 
of the trial intervention immediately at admission, while the 
remaining participants met the readiness criteria at a median 
of 18 days [IQR 9–29] of admission. 

3.1. Muscle size 

The addition of exercise, as shown in the mixed model 
output in Table 4 and Fig. 2, resulted in a mean additional 
retention of 0.06 cm of QMLT (p = 0.003) and 0.09 cm2 of RF- 
CSA (p  <  0.001) of weekly change, when compared to the 
control group (see Table 4). In both groups, participants, who 
lost the least amount of muscle size between admission and 
baseline, also lost the most over time from baseline onwards. 
This inverse relationship was also observed vice versa, with 
participants who experienced greater muscle size loss prior 
to the baseline assessment, gaining more over time after 
baseline. For every cm of QMLT lost between admission and 
baseline, participants gained on average 0.1 cm per week of 
follow-up (p  <  0.001). 

3.2. Muscle force 

Table 5 shows the regression output for the impact of ex
ercise training on the change of muscle strength over time. 
Allocation to the exercise group led to a significantly greater 
retention of muscle strength over time for all measures. 
Across all assessed strength measures, there was an inverse 
relationship between the amount of force at baseline and 
change over time thereafter, in the sense that greater force at 

Fig. 1 – Study flow diagram. 
abased on staff capacity to provide intervention due to COVID19. brefers to the primary outcome. 
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baseline was associated with a greater force reduction 
over time. 

3.3. Quality of life 

Final regression models of the BSHS-B subscales and EQ-5D- 
5L measures are shown in Table 6. Both groups increased 
their self-reported quality of life over time, with a larger in
crease over time in the BSHS-B subscale ‘hand function’ in 
the exercise group compared to the control group, albeit only 
marginally significant (ß = 0.13, p = 0.049). There were no 
significant differences observed over time between the 
groups for any of the other quality-of-life measures, i.e. the 
BSHS-B subscale ‘simple abilities’, or the EQ-5D-5L health 
utility index and visual analogue scale. 

3.4. Compliance and adverse events 

Participants in the exercise group completed exercise 
training at a mean frequency of 3.8 [95%CI 3.3–4.2] sessions 
per week, completing on average 12.2 [95%CI 9.4–15.1] ses
sions over the course of the study, consisting of 9.1 [95%CI 
6.8–11.5] sessions of resistance training and 3.1 [95%CI 

2.1–4.2] sessions of aerobic training. Participants performed 
exercises at a mean intensity of 7.9 [95%CI 7.5–8.3] rating of 
perceived exertion. Of the attempted 412 exercise sessions, 
330 were successfully commenced (80%), and 264 (64%) were 
completed according to protocol. Non-compliance was un
evenly distributed amongst participants, with four partici
pants accounting for 41% of all failed sessions. Main causes 
for incomplete or failed sessions were surgery or postsurgical 
immobilization (60 sessions, 16 subjects), pain (44 sessions, 
15 subjects), and uncooperative patient (13 sessions in 7 
subjects). Besides one episode of vomiting no adverse events 
occurred during the exercise session. 

4. Discussion 

This trial investigated the efficacy of an exercise program 
during the acute phase of burns with respect to muscle size, 
muscle strength and quality of life. Our main findings in
dicate that exercise training is able to improve muscle size 
and muscle strength. Beyond the BSHS-B subscale ‘hand 
function’, this study found no evidence of an added benefit 
for other assessed measures of quality of life in the 
short-term. 

Table 2 – Demographics and clinical characteristics of the sample.       

Exercise (n = 28) Control (n = 29) p-value  

Trial site 1/ Trial site 2 13 / 15 8 / 21  0.175 
Gender 5 Females / 22 Males 11 Females / 18 Males  0.141 
Age, mean [95%CI] 48 years[43–55] 52 years[47–58]  0.406 
TBSA burned, median [IQR] (range) 17%[12–32], (10–60) 18%[14–21], (10–70)  0.955 
Full thickness, median [IQR] 6%[3–19] 8%[4–18]  0.522 
Lower Limb burns n = 22 (81%) n = 15 (52%)  0.052 
Bilateral lower limbs n = 18 (64%) n = 13 (45%)  0.186 
Inhalation trauma n = 4 (14%) n = 3 (10%)  0.705 
Previously mechanically ventilated n = 12 (43%) n = 10 (34%)  0.592 
Number of surgeries, median [IQR] 1 [0–2] 1 [0–3]  0.166 
Previously septic n = 10 (36%) n = 9 (31%)  0.931 
Revised BEAUX score, mean [95%CI] 75[66–84] 76[69–84]  0.831 
COVID-19 infection at admission n = 1 (4%) n = 1 (3%)  0.491 
LOS burn ICU, median [IQR] 4 days [0–20] 4 days [0–29]  0.550 
Days till start of intervention, median [IQR] 0 days [0–15] 0 days [0–26]  0.822 
Duration of follow-up (weeks), median [IQR] 22 days[15–31] 28 days[21–55]  0.065 

Trial site 1 signifies the burn unit of the ZNA Stuivenberg and trial site 2 signifies the Military Hospital Queen Astrid; 95%CI, 95% confidence 
interval; IQR, interquartile range; TBSA, total burn surface area; The revised BEAUX score is a prognostic score of burn severity comprising 
%TBSA, age, and inhalation trauma; LOS burn ICU, length of stay in the burn intensive care unit.    

Table 3 – Baseline comparison of trial outcomes.       

Exercise (n = 28) Control (n = 29) p-value  

QMLT (cm), mean [95%CI] 2.97 [2.56–3.39] 3.13 [2.82–3.44]  0.534 
RF-CSA (cm2), mean [95%CI] 2.64 [2.26–3.02] 3.14 [2.78–3.49]  0.056 
Handgrip force (N), mean [95%CI] 35.37 [28.33–42.42] 26.43 [20.34–32.52]  0.060 
Hip flexion force (N), mean [95%CI] 172.96 [134.18–211.74] 146.88 [116.55–177.21]  0.456 
Knee extension force (N), mean [95%CI] 248.38 [197.1–299.66] 189.57 [153.73–225.4]  0.057 
EQ-5D-5L health index, mean [95%CI] 0.27 [0.12–0.42] 0.23 [0.1–0.37]  0.720 
EQ-5D-5L VAS, mean [95%CI] 45.26 [34.96–55.56] 49.79 [39.77–59.81]  0.520 
BSHS-B simple abilities, mean [95%CI] 1.18 [0.6–1.76] 0.96 [0.5–1.42]  0.933 
BSHS-B hand function, mean [95%CI] 1.95 [1.35–2.55] 2.11 [1.62–2.59]  0.672 

QMLT, quadriceps muscle layer thickness; RF-CSA, rectus femoris cross-sectional area; VAS, visual analogue scale; BSHS-B, burn specific health 
scale brief. 95%CI, 95% confidence interval.    
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The observed benefit of exercise training regarding post
burn muscle wasting is a plausible effect that has previously 
only been demonstrated in rodent burn models and pediatric 
burns [30,31,63], but not adult burns. One previous trial of 
resistance exercise in adult burn patients by Gittings et al. 
(2021) found no significant effect for fat free mass using 
bioimpedance spectroscopy [64]. While their trial showed 
large similarities to our trial protocol, the opposing findings 
might be explained by differences in 1) the intervention (no 
aerobic training stimuli, commenced within 72 h of burn in
jury, exercise continued after discharge), 2) the studied 
sample (less severe burns, and fewer total participants), 3) 
the timing of assessment (two weeks after treatment 

cessation), and 4) the assessment method. In burns, direct 
comparisons between ultrasound and bioimpedance remains 
unchartered territory, but in the critically-ill, ultrasound has 
been used more frequently than bioimpedance [65], has been 
shown to be more sensitive to track muscle loss over time  
[66], and appears to better correlate with reference tests of 
muscle mass such as computed tomography and dual-energy 
X-ray absorptiometry [38,42,66–68]. A main difference be
tween ultrasound and bioimpedance spectroscopy is that the 
latter measures whole-body parameters as opposed to local 
muscle size, as is the case for ultrasound. While quadriceps 
muscle thickness is highly correlated to whole-body muscle 
mass, it is possible that the observed changes in the quad
riceps muscles do not reflect equivalent changes in whole- 
body muscle mass, as the exercise training program pri
marily involved the lower limbs. Furthermore, Gittings et al. 
(2021) acknowledge that their trial may have been under
powered to detect a difference between the experimental 
group and a relatively active comparator group [64]. 

Similarly, our observed improvements in muscle strength 
are not in line with the findings by Gittings et al. (2021), who 
found no significant differences in either knee extensor or 
hand grip strength [64]. Besides the aforementioned metho
dological differences, another main fact that might have 
contributed to this difference in findings is that they ex
cluded patients with hand burns. In our trial, patients with 
hand burns had likely lost more hand grip strength between 
admission and baseline, and therefore may have been more 
responsive to exercise, especially exercises that involve 
holding free weights. Our observed improvements in lower 
limb strength corroborate previous findings by Paratz et al. 
(2012), who provided exercise at later stages of recovery 
(mostly after discharge) and among others found benefits in 
quadriceps strength, but not hand grip strength [69]. As the 
authors hypothesized, the lack of observed efficacy of ex
ercise in improving hand grip strength in their trial is likely a 
result of a group imbalance in septic episodes and hand 
burns (significantly more in the exercise group) [69]. 

In the quality-of-life domain, our data revealed a margin
ally significant increase in the BSHS-B subscales ‘hand func
tion’ favoring the exercise group. While caution is advised in 
interpreting such a marginally significant effect as definitive, 

Table 4 – Mixed models for ultrasound-derived muscle size parameters, adjusted for covariates.         

Variable β-coeff. p-value 95%CI  

QMLT Group[Exercise] 0.089 0.154 -0.034 0.212 
Week -0.132  <  0.001 -0.157 -0.106 
Group[Exercise]*Week 0.055 0.005 0.017 0.093 
Loss between admission – baseline (cm) -0.947  <  0.001 -1.032 -0.862 
Loss between admission – baseline*Week 0.096  <  0.001 0.074 0.117 
Admission value (cm) 0.907  <  0.001 0.849 0.964 

RF-CSA Group[Exercise] 0.072 0.258 -0.054 0.199 
Week -0.138  <  0.001 -0.164 -0.112 
Group[Exercise]*Week 0.086  <  0.001 0.048 0.124 
Loss between admission – baseline (cm2) -0.942  <  0.001 -1.053 -0.830 
Loss between admission – baseline*Week 0.116  <  0.001 0.087 0.145 
Admission value (cm2) 0.950  <  0.001 0.892 1.008 

The significant ß-coefficient for interaction term “Group[Exercise]*Week” signifies the added impact of the exercise intervention to standard 
care, expressed as absolute change per week of follow-up. QMLT, quadriceps muscle layer thickness; RF-CSA, rectus femoris cross-sec
tional area.    

Fig. 2 – Change of ultrasound-derived muscle size 
parameters over time. 
Data displayed as unadjusted regression lines with 
confidence intervals (shaded area). Note that, while both 
groups decrease in muscle size parameters over time, the 
exercise group (blue line) decreases less. QMLT, quadriceps 
muscle layer thickness; RF-CSA, rectus femoris cross- 
sectional area.   
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it would theoretically be in agreement with a previous report 
that showed a significant improvement in the combined 
score of the BSHS-B subscales ‘hand function’ and ‘simple 
abilities’, but not other BSHS-B domains [64]. The present trial 
complements these findings by specifying in which of the 
two subscales this improvement may have taken place. In 
theory, however, clinical improvements in muscle strength 
would be expected to eventually translate into the entire 
functional domain. It remains unclear, then, why our trial 
was unable to do so in regards to the BSHS-B subscale ‘simple 
abilities’. Beside the fact that our trial was not sufficiently 
powered to detect between group differences in quality-of-life 
outcomes, this may be explained by the fact that our exercise 
intervention was designed to target muscle as a metabolic 
tissue. Accordingly, exercises focused primarily on the pre
vention of muscle wasting. This focus comes at a trade-off of 

more functional exercises, that challenge concepts of co
ordination, balance, and proprioception. However, we con
sider this an adequate trade-off, as functional training is 
traditionally already part of the standard of care in many 
burn centers [5]. Another factor that might explain the ab
sence of a measurable effect in the BSHS-B subscale ‘simple 
abilities’ as well as the EQ-5D-5L measures is that the follow- 
up duration of the present trial (limited to hospital stay) 
might be too short to observe effects [57]. However, further 
long-term follow-up of the present trial has been planned and 
will establish the impact of exercise training on the quality of 
life of trial participants beyond discharge. 

This trial also found a shorter length of burn center stay in 
the exercise group (28 vs. 42 days), albeit not reaching sig
nificance (p = 0.077). The potential mechanisms behind a 
faster recovery may pertain to a shorter wound healing time 

Table 5 – Mixed models for muscle strength measures, adjusted for covariates.         

Variable β-coeff. p-value 95%CI  

Grip strength Group[Exercise]  -0.408 0.786  -3.397  2.581 
Week  2.949  <  0.001  1.825  4.074 
Group[Exercise]*Week  1.472 0.005  0.466  2.477 
Baseline grip strength (N)  1.032  <  0.001  0.922  1.141 
Baseline grip strength*Week  -0.116  <  0.001  -0.156  -0.076 
Duration of mechanical ventilation (days)  0.304 0.021  0.048  0.560 

Hip flexion Group[Exercise]  13.361 0.193  -6.900  33.623 
Week  12.621  <  0.001  6.444  18.798 
Group[Exercise]*Week  8.999 0.004  2.964  15.033 
Baseline Hip Flexion strength (N)  0.921  <  0.001  0.789  1.052 
Baseline Hip Flexion strength*Week  -0.123  <  0.001  -0.166  -0.079 

Knee Extension Group[Exercise]  -7.922 0.560  -34.922  19.078 
Week  2.699 0.517  -5.577  10.974 
Group[Exercise]*Week  11.856 0.042  0.475  23.236 
Baseline Knee Extension strength (N)  0.922  <  0.001  0.778  1.066 
Baseline Knee Extension strength*Week  -0.053 0.030  -0.100  -0.005 

The significant ß-coefficient of interaction term “Group[Exercise]*Week” signifies the added impact of the exercise intervention, expressed as 
absolute change per week of follow-up. N, Newtons.    

Table 6 – Mixed models for quality-of-life measures, adjusted for covariates.         

Variable β-coeff. p-value 95%CI  

BSHS-B hand function Group[Exercise]  0.014 0.947  -0.399  0.427 
Week  0.108 0.007  0.030  0.186 
Group[Exercise]*Week  0.130 0.046  0.003  0.258 
Baseline value  0.812  <  0.001  0.684  0.940 

BSHS-B Simple Abilities Group[Exercise]  0.047 0.858  -0.475  0.570 
Week  0.294  <  0.001  0.192  0.396 
Group[Exercise]*Week  -0.020 0.810  -0.186  0.146 
Baseline value  0.700  <  0.001  0.532  0.868 

EQ-5D-5L Health Utility Index Group[Exercise]  0.047 0.409  -0.065  0.158 
Week  0.082  <  0.001  0.061  0.102 
Group[Exercise]*Week  0.004 0.827  -0.030  0.038 
Baseline value  0.882  <  0.001  0.730  1.034 
Baseline value*week  -0.129  <  0.001  -0.176  -0.082 

EQ-5D-5L 
VAS 

Group[Exercise]  1.378 0.706  -5.849  8.604 
Week  7.868  <  0.001  5.629  10.107 
Group[Exercise]*Week  1.190 0.288  -1.020  3.400 
Baseline value  0.907  <  0.001  0.769  1.046 
Baseline value*week  -0.128  <  0.001  -0.167  -0.089 

The significant ß-coefficient of interaction term “Group[Exercise]*Week” signifies the added impact of the exercise intervention, expressed as 
absolute change per week of follow-up. VAS, Visual Analogue Scale.    
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as a result of the anabolic, anti-catabolic, anti-hyperglycemic, 
and anti-inflammatory effects of exercise [70–72]. Previously, 
one case-control study of adult burn patients by Deng et al. 
(2016) showed a significantly shorter hospital length of stay 
(101 vs. 184 days) as a result of early mobilization compared 
to standard care [73]. Among factors that might explain the 
larger effect size is that, unlike our trial, their standard care 
did not include any active exercise stimuli, accounting for a 
larger difference between experimental intervention and its 
comparator. Secondly, their early mobilization protocol took 
place during the burn intensive care unit stay, and may have 
produced a larger preventive effect that the exercise training 
in our trial, which mostly took place after intensive care unit 
stay, could not achieve. 

4.1. Clinical implications 

A greater retention of muscle size and strength induced by 
exercise training is highly relevant for clinical practice. The 
addition of exercise training to the standard care rehabilita
tion regimen led to an additional average weekly retention of 
0.06 cm [95%CI 0.02–0.09] of QMLT and 0.09 cm2 [95%CI 
0.05–0.12] of RF-CSA. Over 8 weeks this would equate to an 
additional 15% [95%CI 5–25%] QMLT or 26% [95%CI 15–38%] of 
RF-CSA (as a proportion of baseline) compared to the control 
group. As a degree of 10% of postburn muscle wasting has 
previously been associated with complications, including a 
higher risk of infections, decreased wound healing, or the 
development of insulin resistance [21], such a degree of im
provement should be regarded as clinically meaningful. 
However, as the present trial was not designed to test the 
effect on these secondary implications, such inferences re
main to be established. Similarly, all tested muscle strength 
parameters improved on average 4–5% per week more in the 
exercise group than the control group. Over the course of 
burn center stay this becomes substantial, potentially leading 
to a faster restoration of functional status and in
dependence [74]. 

Clinically, active forms of exercise are perceived as ex
tremely challenging for both clinicians and patients. In 
European burn centers, as is the case for the participating 
trial sites, resistance and aerobic forms of exercise are either 
avoided or carried out at low intensities which lack palpable 
impact [5]. Our data demonstrates that resistance and 
aerobic exercise training is both safe and feasible during burn 
center stay. Furthermore, the largely modifiable nature of the 
encountered causes for failed or incomplete exercise sessions 
in the present trial underlines the importance of the multi
disciplinary team in creating an environment that facilitates 
exercise training. Delivering optimal pain management, pa
tient education, and coordinating the timing of exercise with 
other procedures are among key strategies vital to achieving 
high exercise compliance. Exercise training therefore pre
sents a clinically realistic strategy that need not be avoided to 
maximize the recovery potential of burn patients. 

4.2. Strengths and limitations 

A clear strength of this trial is its multicenter nature and wide 
eligibility criteria, supporting the external validity of our 

findings. The facts that this trial included a wide range of 
burn severity, provided the intervention of varying durations 
and at differing times after admission, and included both 
sexes and adults of all ages, suggest that exercise training 
can be applied to the wider clinical context of inpatient burn 
care. Another strength relates to the use of ultrasound – a 
novel method that allowed us to derive objective measures of 
muscle size at all points of burn center stay independent of 
patient cooperation and wound status. This trial shows that 
ultrasound can be used to measure postburn muscle wasting 
as a target in intervention trials. 

A few limitations need to be kept in mind when inter
preting the present study. One such limitation is the fact that, 
due to the COVID-19 pandemic, the randomization method 
had to be adapted from a purely random allocation to a 
randomization based on staff capacity. Steps were taken to 
eliminate selection bias by predetermining the staff’s weekly 
capacity to deliver the trial intervention irrespective of pa
tient presentation. Furthermore, the fact that the groups 
were comparable at baseline indicates limited impact of se
lection bias. The applied group allocation method also re
sulted in an imbalance in group allocation between the two 
trial sites, limiting single-center conclusions. The inclusion of 
trial site as a covariate in the regression analyses, however, 
did not significantly explain any of the observed model var
iance, and thus did not impact any of our conclusions. 

Other limitations relate to the fact that we were unable to 
blind the patients, therapists, and assessors to group alloca
tion. This is a limitation frequently seen in rehabilitation 
research, as a placebo treatment is often difficult to imple
ment [75,76]. While the influence of performance and detec
tion bias need to be considered in our trial, it also needs to be 
emphasized that the analysis of the ultrasound-derived data, 
as the primary endpoint of this trial, was carried out blinded. 

4.3. Future directions 

While the present exercise trial forms one of the first to in
clude severe adult burn patients (up to 70% TBSA), the dis
tribution of TBSA in our sample was heavily skewed towards 
the lower end (Median 17%, IQR 13 – 28% TBSA). Yet, it is the 
more severe burn population with associated prolonged 
convalescence, who are most at risk of developing extensive 
metabolic sequelae, but also who may most benefit from 
exercise training. Future trials should establish the potential 
of exercise training to improve outcomes in this important 
subgroup. Identifying subgroups within the burn population 
that require more intensive exercise rehabilitation would be 
especially beneficial for regions of high patient-to-therapist 
ratios, where clinicians need to prioritize patients with high 
morbidity risk. While statistical power remains a challenge in 
burn research, patients with sepsis or those on prolonged 
mechanical ventilation present particular groups at risk of 
muscle wasting [77–79]. 

5. Conclusion 

The present study is the first multicenter trial to date to ex
amine the effects of exercise training in the inpatient adult 
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burn population. As such, it supports the role of exercise 
training as a feasible and efficacious component of acute 
burn rehabilitation to manage burn-related changes in 
muscle size and function. 

Funding 

This work was supported by the Research Foundation 
Flanders (FWO) [11B8619N], providing funding in form of a 
doctoral fellowship to DRS. 

Conflict of interest 

None. 

Acknowledgements 

The authors would like to thank the staff of the burn centers 
at ZNA Stuivenberg, Antwerp and the Military Hospital 
Queen Astrid, Neder-Over-Heembeek, Brussels for their con
tinued efforts throughout the COVID-19 pandemic without 
which this trial would not have been feasible. 

references  

[1] Pedersen BK, Saltin B. Exercise as medicine – evidence for 
prescribing exercise as therapy in 26 different chronic 
diseases. Scand J Med Sci Sports 2015;25:1–72. https://doi. 
org/10.1111/sms.12581 

[2] Hermans G, De Jonghe B, Bruyninckx F, Van den Berghe G. 
Interventions for preventing critical illness polyneuropathy 
and critical illness myopathy. Cochrane Database Syst Rev 
2014;2014:CD006832 https://doi.org/10.1002/14651858. 
CD006832.pub3 

[3] Kouidi E, Albani M, Natsis K, Megalopoulos A, Gigis P, Guiba- 
Tziampiri O, et al. The effects of exercise training on muscle 
atrophy in haemodialysis patients. Nephrol Dial Transpl 
1998;13:685–99. 

[4] Porter C, Hardee J, Herndon DN, Suman OE. The role of 
exercise in the rehabilitation of patients with severe burns. 
Exerc Sport Sci Rev 2015;43:34–40. https://doi.org/10.1249/ 
JES.0000000000000029 

[5] Schieffelers DR, van Breda E, Gebruers N, Meirte J, Van Daele 
U. Status of adult inpatient burn rehabilitation in Europe: 
Are we neglecting metabolic outcomes? Burns Trauma 
2021;9:tkaa039. https://doi.org/10.1093/burnst/tkaa039 

[6] Flores O, Tyack Z, Stockton K, Paratz JD. The use of exercise in 
burns rehabilitation: A worldwide survey of practice. Burns 
2020;46:322–32. https://doi.org/10.1016/j.burns.2019.02.016 

[7] Porter C, Tompkins RG, Finnerty CC, Sidossis LS, Suman OE, 
Herndon DN. The metabolic stress response to burn trauma: 
current understanding and therapies. Lancet Lond Engl 
2016;388:1417–26. https://doi.org/10.1016/S0140-6736(16)31469-6 

[8] Hermans G, Van Mechelen H, Clerckx B, Vanhullebusch T, 
Mesotten D, Wilmer A, et al. Acute outcomes and 1-year 
mortality of intensive care unit-acquired weakness. A cohort 
study and propensity-matched analysis. Am J Respir Crit Care 
Med 2014;190:410–20. https://doi.org/10.1164/rccm.201312-2257OC 

[9] Moisey LL, Mourtzakis M, Cotton BA, Premji T, Heyland DK, 
Wade CE, et al. Skeletal muscle predicts ventilator-free days, 

ICU-free days, and mortality in elderly ICU patients. Crit Care 
2013;17:R206. https://doi.org/10.1186/cc12901 

[10] Cree MG, Fram RY, Barr D, Chinkes D, Wolfe RR, Herndon 
DN. Insulin resistance, secretion and breakdown are 
increased 9 months following severe burn injury. Burns 
2009;35:63–9. https://doi.org/10.1016/j.burns.2008.04.010 

[11] Gauglitz GG, Herndon DN, Kulp GA, Meyer WJ, Jeschke MG. 
Abnormal insulin sensitivity persists up to three years in 
pediatric patients post-burn. J Clin Endocrinol Metab 
2009;94:1656–64. https://doi.org/10.1210/jc.2008-1947 

[12] Chung S-D, Chen C-S, Lin H-C, Kang J-H. Increased risk for 
stroke in burn patients: a population-based one-year follow- 
up study. Burns 2014;40:54–60. https://doi.org/10.1016/j. 
burns.2013.05.018 

[13] Duke JM, Randall SM, Fear MW, Boyd JH, O’Halloran E, Rea S, 
et al. Increased admissions for diabetes mellitus after burn. 
Burns 2016;42:1734–9. https://doi.org/10.1016/j.burns.2016. 
06.005 

[14] Duke JM, Randall SM, Fear MW, Boyd JH, Rea S, Wood FM. 
Understanding the long-term impacts of burn on the 
cardiovascular system. Burns 2016;42:366–74. https://doi.org/ 
10.1016/j.burns.2015.08.020 

[15] Omar MTA, Abd El Baky AM, Ebid AA. Lower-limb muscular 
strength, balance, and mobility levels in adults following 
severe thermal burn injuries. J Burn Care Res 2017;38:327–33. 
https://doi.org/10.1097/BCR.0000000000000495 

[16] St-Pierre DMM, Choinière M, Forget R, Garrel DR. Muscle 
strength in individuals with healed burns. Arch Phys Med 
Rehabil 1998;79:155–61. https://doi.org/10.1016/S0003- 
9993(98)90292-1 

[17] Hart DW, Wolf SE, Mlcak R, Chinkes DL, Ramzy PI, Obeng MK, 
et al. Persistence of muscle catabolism after severe burn. 
Surgery 2000;128:312–9. https://doi.org/10.1067/msy.2000. 
108059 

[18] Chao T, Herndon DN, Porter C, Chondronikola M, 
Chaidemenou A, Abdelrahman DR, et al. Skeletal muscle 
protein breakdown remains elevated in pediatric burn 
survivors up to one year post injury. Shock 2015;44:397–401. 
https://doi.org/10.1097/SHK.0000000000000454 

[19] Biolo G, Fleming RYD, Maggi SP, Nguyen TT, Herndon DN, 
Wolfe RR. Inverse regulation of protein turnover and amino 
acid transport in skeletal muscle of hypercatabolic patients. J 
Clin Endocrinol Metab 2002;87:3378–84. https://doi.org/10. 
1210/jcem.87.7.8699 

[20] Van Aerde N, Meersseman P, Debaveye Y, Wilmer A, Gunst J, 
Casaer MP, et al. Five-year impact of ICU-acquired 
neuromuscular complications: a prospective, observational 
study. Intensive Care Med 2020;46:1184–93. https://doi.org/ 
10.1007/s00134-020-05927-5 

[21] Argilés JM, Campos N, Lopez-Pedrosa JM, Rueda R, Rodriguez- 
Mañas L. Skeletal muscle regulates metabolism via 
interorgan crosstalk: Roles in health and disease. J Am Med 
Dir Assoc 2016;17:789–96. https://doi.org/10.1016/j.jamda. 
2016.04.019 

[22] Ali NA, O’Brien JM, Hoffmann SP, Phillips G, Garland A, 
Finley JCW, et al. Acquired weakness, handgrip strength, and 
mortality in critically ill patients. Am J Respir Crit Care Med 
2008;178:261–8. https://doi.org/10.1164/rccm.200712-1829OC 

[23] Malin SK, Liu Z, Barrett EJ, Weltman A. Exercise resistance 
across the prediabetes phenotypes: Impact on insulin 
sensitivity and substrate metabolism. Rev Endocr Metab 
Disord 2016;17:81–90. https://doi.org/10.1007/s11154-016- 
9352-5 

[24] ISBI Practice Guidelines Committee. ISBI practice guidelines 
for burn care. Burns 2016;42:953–1021. https://doi.org/10. 
1016/j.burns.2016.05.013 

1611 burns 49 (2023) 1602–1613   

Descargado para Anonymous User (n/a) en National Library of Health and Social Security de ClinicalKey.es por Elsevier en noviembre 16, 2023. 
Para uso personal exclusivamente. No se permiten otros usos sin autorización. Copyright ©2023. Elsevier Inc. Todos los derechos reservados.

https://doi.org/10.1111/sms.12581
https://doi.org/10.1111/sms.12581
https://doi.org/10.1002/14651858.CD006832.pub3
https://doi.org/10.1002/14651858.CD006832.pub3
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref3
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref3
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref3
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref3
https://doi.org/10.1249/JES.0000000000000029
https://doi.org/10.1249/JES.0000000000000029
https://doi.org/10.1093/burnst/tkaa039
https://doi.org/10.1016/j.burns.2019.02.016
https://doi.org/10.1016/S0140-6736(16)31469-6
https://doi.org/10.1164/rccm.201312-2257OC
https://doi.org/10.1186/cc12901
https://doi.org/10.1016/j.burns.2008.04.010
https://doi.org/10.1210/jc.2008-1947
https://doi.org/10.1016/j.burns.2013.05.018
https://doi.org/10.1016/j.burns.2013.05.018
https://doi.org/10.1016/j.burns.2016.06.005
https://doi.org/10.1016/j.burns.2016.06.005
https://doi.org/10.1016/j.burns.2015.08.020
https://doi.org/10.1016/j.burns.2015.08.020
https://doi.org/10.1097/BCR.0000000000000495
https://doi.org/10.1016/S0003-9993(98)90292-1
https://doi.org/10.1016/S0003-9993(98)90292-1
https://doi.org/10.1067/msy.2000.108059
https://doi.org/10.1067/msy.2000.108059
https://doi.org/10.1097/SHK.0000000000000454
https://doi.org/10.1210/jcem.87.7.8699
https://doi.org/10.1210/jcem.87.7.8699
https://doi.org/10.1007/s00134-020-05927-5
https://doi.org/10.1007/s00134-020-05927-5
https://doi.org/10.1016/j.jamda.2016.04.019
https://doi.org/10.1016/j.jamda.2016.04.019
https://doi.org/10.1164/rccm.200712-1829OC
https://doi.org/10.1007/s11154-016-9352-5
https://doi.org/10.1007/s11154-016-9352-5
https://doi.org/10.1016/j.burns.2016.05.013
https://doi.org/10.1016/j.burns.2016.05.013


[25] Palmieri T. ISBI Practice Guidelines Committee. ISBI practice 
guidelines for burn care, part 2. Burns 2018;44:1617–706. 
https://doi.org/10.1016/j.burns.2018.09.012 

[26] European Burns Association. European practice guidelines 
for burn care: minimum level of burn care provision in 
Europe (Version 4), 2017. 

[27] Nedelec B, Serghiou MA, Niszczak J, McMahon M, Healey T. 
Practice guidelines for early ambulation of burn survivors 
after lower extremity grafts. J Burn Care Res 2012;33:319–29. 
https://doi.org/10.1097/BCR.0b013e31823359d9 

[28] Nedelec B, Parry I, Acharya H, Benavides L, Bills S, Bucher JL, 
et al. Practice guidelines for cardiovascular fitness and 
strengthening exercise prescription after burn injury. J Burn 
Care Res 2016;37:e539–58. https://doi.org/10.1097/BCR. 
0000000000000282 

[29] Cartotto R, Johnson L, Rood JM, Lorello D, Matherly A, Parry I, 
et al. Clinical practice guideline: Early mobilization and 
rehabilitation of critically ill burn patients. J Burn Care Res 
2022:irac008. https://doi.org/10.1093/jbcr/irac008 

[30] Flores O, Tyack Z, Stockton K, Ware R, Paratz JD. Exercise 
training for improving outcomes post-burns: a systematic 
review and meta-analysis. Clin Rehabil 2018;32:734–46. 
https://doi.org/10.1177/0269215517751586 

[31] Gittings PM, Grisbrook TL, Edgar DW, Wood FM, Wand BM, 
O’Connell NE. Resistance training for rehabilitation after 
burn injury: A systematic literature review & meta-analysis. 
Burns 2018;44:731–51. https://doi.org/10.1016/j.burns.2017. 
08.009 

[32] Dikkema Y, Mouton LJ, Cleffken B, de Jong E, van Baar ME, 
Pijpe A, et al. Facilitators & barriers and practices of early 
mobilization in critically ill burn patients in the Netherlands: 
A survey. Burns 2022. https://doi.org/10.1016/j.burns.2022.08. 
023 

[33] Sommers J, Engelbert RH, Dettling-Ihnenfeldt D, Gosselink R, 
Spronk PE, Nollet F, et al. Physiotherapy in the intensive care 
unit: An evidence-based, expert driven, practical statement 
and rehabilitation recommendations. Clin Rehabil 
2015;29:1051–63. https://doi.org/10.1177/0269215514567156 

[34] Garber CE, Blissmer B, Deschenes MR, Franklin BA, Lamonte 
MJ, Lee I-M, et al. American College of Sports Medicine 
position stand. Quantity and quality of exercise for 
developing and maintaining cardiorespiratory, 
musculoskeletal, and neuromotor fitness in apparently 
healthy adults: guidance for prescribing exercise. Med Sci 
Sports Exerc 2011;43:1334–59. https://doi.org/10.1249/MSS. 
0b013e318213fefb 

[35] American College of Sports Medicine. Progression models in 
resistance training for healthy adults. Med Sci Sports Exerc 
2009;41:687–708. https://doi.org/10.1249/MSS. 
0b013e3181915670 

[36] De Backer IC, Schep G, Hoogeveen A, Vreugdenhil G, Kester 
AD, van Breda E. Exercise testing and training in a cancer 
rehabilitation program: The advantage of the Steep Ramp 
Test. Arch Phys Med Rehabil 2007;88:610–6. https://doi.org/ 
10.1016/j.apmr.2007.02.013 

[37] Puthucheary ZA, Rawal J, McPhail M, Connolly B, Ratnayake 
G, Chan P, et al. Acute skeletal muscle wasting in critical 
illness. JAMA 2013;310:1591–600. https://doi.org/10.1001/ 
jama.2013.278481 

[38] Paris MT, Lafleur B, Dubin JA, Mourtzakis M. Development of 
a bedside viable ultrasound protocol to quantify 
appendicular lean tissue mass. J Cachex– Sarcopeni 
2017;8:713–26. https://doi.org/10.1002/jcsm.12213 

[39] Pardo E, El Behi H, Boizeau P, Verdonk F, Alberti C, Lescot T. 
Reliability of ultrasound measurements of quadriceps 
muscle thickness in critically ill patients. BMC Anesth 
2018;18:205. https://doi.org/10.1186/s12871-018-0647-9 

[40] Paris MT, Mourtzakis M, Day A, Leung R, Watharkar S, Kozar 
R, et al. Validation of bedside ultrasound of muscle layer 
thickness of the quadriceps in the critically ill patient 
(VALIDUM study): a prospective multicenter study. JPEN 
Parent Enter 2017;41:171–80. https://doi.org/10.1177/ 
0148607116637852 

[41] Tourel C, Burnol L, Lanoiselé J, Molliex S, Viallon M, Croisille 
P, et al. Reliability of standardized ultrasound measurements 
of quadriceps muscle thickness in neurological critically ill 
patients: a comparison to computed tomography measures. J 
Rehabil Med 2020;52:jrm00032 https://doi.org/10.2340/ 
16501977-2638 

[42] Lambell KJ, Tierney AC, Wang JC, Nanjayya V, Forsyth A, Goh 
GS, et al. Comparison of ultrasound-derived muscle 
thickness with computed tomography muscle cross- 
sectional area on admission to the intensive care unit: a pilot 
cross-sectional study. JPEN Parent Enter 2020;45:136–45. 
https://doi.org/10.1002/jpen.1822 

[43] Schieffelers DR, Dombrecht D, Lafaire C, De Cuyper L, Rose T, 
Meirte J, et al. Reliability and feasibility of skeletal muscle 
ultrasound in the acute burn setting. Burns 2022. https://doi. 
org/10.1016/j.burns.2022.03.003 

[44] Gruther W, Benesch T, Zorn C, Paternostro-Sluga T, Quittan 
M, Fialka-Moser V, et al. Muscle wasting in intensive care 
patients: ultrasound observation of the m. quadriceps 
femoris muscle layer. J Rehabil Med 2008;40:185–9. https:// 
doi.org/10.2340/16501977-0139 

[45] Abe T, Dabbs NC, Nahar VK, Ford MA, Bass MA, Loftin M. 
Relationship between dual-energy x-ray absorptiometry- 
derived appendicular lean tissue mass and total body 
skeletal muscle mass estimated by ultrasound. Int J Clin Med 
2013;4:283–6. https://doi.org/10.4236/ijcm.2013.46049 

[46] Seymour JM, Ward K, Sidhu PS, Puthucheary Z, Steier J, Jolley 
CJ, et al. Ultrasound measurement of rectus femoris cross- 
sectional area and the relationship with quadriceps strength 
in COPD. Thorax 2009;64:418–23. https://doi.org/10.1136/thx. 
2008.103986 

[47] Mathiowetz V, Vizenor L, Melander D. Comparison of 
baseline instruments to the Jamar dynamometer and the B& 
L Engineering pinch gauge. Occup Ther J Res 2000;20:147–62. 
https://doi.org/10.1177/153944920002000301 

[48] Fess E. Grip strength. Clin. Assess. Recomm. 2 ed.., Chicago: 
American Society of Hand Therapists,; 1992. p. 41–5. 

[49] Kildal M, Andersson G, Fugl-Meyer AR, Lannerstam K, Gerdin 
B. Development of a brief version of the Burn Specific Health 
Scale (BSHS-B). J Trauma 2001;51:740–6. 

[50] Gandolfi S, Auquit-Auckbur I, Panunzi S, Mici E, Grolleau J-L, 
Chaput B. Validation of the French version of the Burn 
Specific Health Scale-Brief (BSHS-B) questionnaire. Burns 
2016;42:1573–80. https://doi.org/10.1016/j.burns.2016.04.011 

[51] Versteegh MM, Vermeulen KM, Evers SMAA, de Wit GA, 
Prenger R, Stolk EA. Dutch Tariff for the Five-Level Version of 
EQ-5D. Value Health 2016;19:343–52. https://doi.org/10.1016/j. 
jval.2016.01.003 

[52] van Loey N, van de Schoot R, Gerdin B, Faber A, Sjöberg F, 
Willebrand M. The Burn Specific Health Scale-Brief: 
Measurement invariant across European countries. J Trauma 
Acute Care Surg 2013;74:1321–6. 

[53] Andrade LF, Ludwig K, Goni JMR, Oppe M, de Pouvourville G. 
A French Value Set for the EQ-5D–5L. PharmacoEconomics 
2020;38:413–25. https://doi.org/10.1007/s40273-019-00876-4 

[54] Willebrand M, Kildal M. A simplified domain structure of the 
Burn-Specific Health Scale-Brief (BSHS-B): A tool to improve its 
value in routine clinical work. J Trauma Acute Care Surg 
2008;64:1581–6. https://doi.org/10.1097/TA.0b013e31803420d8 

[55] Bouckaert N, Gerkens S, Devriese S, Cleemput I. An EQ-5D–5L 
value set for Belgium – How to value health-related quality of 

1612 burns 49 (2023) 1602–1613   

Descargado para Anonymous User (n/a) en National Library of Health and Social Security de ClinicalKey.es por Elsevier en noviembre 16, 2023. 
Para uso personal exclusivamente. No se permiten otros usos sin autorización. Copyright ©2023. Elsevier Inc. Todos los derechos reservados.

https://doi.org/10.1016/j.burns.2018.09.012
https://doi.org/10.1097/BCR.0b013e31823359d9
https://doi.org/10.1097/BCR.0000000000000282
https://doi.org/10.1097/BCR.0000000000000282
https://doi.org/10.1093/jbcr/irac008
https://doi.org/10.1177/0269215517751586
https://doi.org/10.1016/j.burns.2017.08.009
https://doi.org/10.1016/j.burns.2017.08.009
https://doi.org/10.1016/j.burns.2022.08.023
https://doi.org/10.1016/j.burns.2022.08.023
https://doi.org/10.1177/0269215514567156
https://doi.org/10.1249/MSS.0b013e318213fefb
https://doi.org/10.1249/MSS.0b013e318213fefb
https://doi.org/10.1249/MSS.0b013e3181915670
https://doi.org/10.1249/MSS.0b013e3181915670
https://doi.org/10.1016/j.apmr.2007.02.013
https://doi.org/10.1016/j.apmr.2007.02.013
https://doi.org/10.1001/jama.2013.278481
https://doi.org/10.1001/jama.2013.278481
https://doi.org/10.1002/jcsm.12213
https://doi.org/10.1186/s12871-018-0647-9
https://doi.org/10.1177/0148607116637852
https://doi.org/10.1177/0148607116637852
https://doi.org/10.2340/16501977-2638
https://doi.org/10.2340/16501977-2638
https://doi.org/10.1002/jpen.1822
https://doi.org/10.1016/j.burns.2022.03.003
https://doi.org/10.1016/j.burns.2022.03.003
https://doi.org/10.2340/16501977-0139
https://doi.org/10.2340/16501977-0139
https://doi.org/10.4236/ijcm.2013.46049
https://doi.org/10.1136/thx.2008.103986
https://doi.org/10.1136/thx.2008.103986
https://doi.org/10.1177/153944920002000301
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref47
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref47
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref48
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref48
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref48
https://doi.org/10.1016/j.burns.2016.04.011
https://doi.org/10.1016/j.jval.2016.01.003
https://doi.org/10.1016/j.jval.2016.01.003
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref51
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref51
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref51
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref51
https://doi.org/10.1007/s40273-019-00876-4
https://doi.org/10.1097/TA.0b013e31803420d8
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref54
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref54


life? Health Services Research (HSR). Brussels: Belgian 
Health Care Knowledge Centre (KCE),; 2021. 

[56] Meirte J, Van Daele U, Maertens K, Moortgat P, Deleus R, Van 
Loey NE. Convergent and discriminant validity of quality of 
life measures used in burn populations. Burns 2017;43:84–92. 
https://doi.org/10.1016/j.burns.2016.07.001 

[57] Spronk I, Legemate C, Oen I, van Loey N, Polinder S, van Baar 
M. Health related quality of life in adults after burn injuries: 
A systematic review. PloS One 2018;13:e0197507https://doi. 
org/10.1371/journal.pone.0197507 

[58] Van Beeck EF, Larsen CF, Lyons RA, Meerding W-J, Mulder S, 
Essink-Bot M-L. Guidelines for the conduction of follow-up 
studies measuring injury-related disability. J Trauma Acute 
Care Surg 2007;62:534–50. https://doi.org/10.1097/TA. 
0b013e31802e70c7 

[59] Meirte J, van Loey NEE, Maertens K, Moortgat P, Hubens G, 
Van Daele U. Classification of quality of life subscales within 
the ICF framework in burn research: Identifying overlaps 
and gaps. Burns 2014;40:1353–9. https://doi.org/10.1016/j. 
burns.2014.01.015 

[60] Day ML, McGuigan MR, Brice G, Foster C. Monitoring exercise 
intensity during resistance training using the session RPE 
scale. J Strength Cond Res 2004;18:353–8. https://doi.org/10. 
1519/R-13113.1 

[61] Burtin C, Clerckx B, Robbeets C, Ferdinande P, Langer D, 
Troosters T, et al. Early exercise in critically ill patients 
enhances short-term functional recovery. Crit Care Med 
2009;37:2499–505. https://doi.org/10.1097/CCM. 
0b013e3181a38937 

[62] Hurvich CM, Tsai C-L. Regression and time series model 
selection in small samples. Biometrika 1989;76:297–307. 
https://doi.org/10.1093/biomet/76.2.297 

[63] Saeman MR, DeSpain K, Liu M-M, Carlson BA, Song J, Baer LA, 
et al. Effects of exercise on soleus in severe burn and muscle 
disuse atrophy. J Surg Res 2015;198:19–26. https://doi.org/10. 
1016/j.jss.2015.05.038 

[64] Gittings PM, Wand BM, Hince DA, Grisbrook TL, Wood FM, 
Edgar DW. The efficacy of resistance training in addition to 
usual care for adults with acute burn injury: A randomised 
controlled trial. Burns 2021;47:84–100. https://doi.org/10. 
1016/j.burns.2020.03.015 

[65] Fazzini B, Märkl T, Costas C, Blobner M, Schaller SJ, Prowle J, 
et al. The rate and assessment of muscle wasting during 
critical illness: a systematic review and meta-analysis. Crit 
Care 2023;27:2. https://doi.org/10.1186/s13054-022-04253-0 

[66] Nakanishi N, Tsutsumi R, Okayama Y, Takashima T, Ueno Y, 
Itagaki T, et al. Monitoring of muscle mass in critically ill 
patients: comparison of ultrasound and two bioelectrical 
impedance analysis devices. J Intensive Care 2019;7:61. 
https://doi.org/10.1186/s40560-019-0416-y 

[67] Looijaard WGPM Stapel SN, Dekker IM, Rusticus H, 
Remmelzwaal S, Girbes ARJ, et al. Identifying critically ill 
patients with low muscle mass: agreement between 

bioelectrical impedance analysis and computed 
tomography. Clin Nutr 2020;39:1809–17. https://doi.org/10. 
1016/j.clnu.2019.07.020 

[68] Sabatino A, Regolisti G, di Mario F, Ciuni A, Palumbo A, 
Peyronel F, et al. Validation by CT scan of quadriceps muscle 
thickness measurement by ultrasound in acute kidney 
injury. J Nephrol 2020;33:109–17. https://doi.org/10.1007/ 
s40620-019-00659-2 

[69] Paratz JD, Stockton K, Plaza A, Muller M, Boots RJ. Intensive 
exercise after thermal injury improves physical, functional, 
and psychological outcomes. J Trauma Acute Care Surg 
2012;73:186–94. https://doi.org/10.1097/TA. 
0b013e31824baa52 

[70] Demling RH. The role of anabolic hormones for wound 
healing in catabolic states. J Burns Wounds 2005;4. e2. 

[71] Demling RH. Nutrition, anabolism, and the wound healing 
process: An overview. Eplasty 2009;9. e9. 

[72] Hackney AC, Kraemer WJ, Hooper DR. Hormonal changes 
associated with physical activity and exercise training. In: 
Vaamonde D, du Plessis SS, Agarwal A, editors. Exerc. Hum. 
Reprod. New York, NY: Springer New York; 2016. p. 125–43. 
https://doi.org/10.1007/978-1-4939-3402-7_8 

[73] Deng H, Chen J, Li F, Li-Tsang CWP, Liu Q, Ma X, et al. Effects 
of mobility training on severe burn patients in the BICU: A 
retrospective cohort study. Burns 2016;42:1404–12. https:// 
doi.org/10.1016/j.burns.2016.07.029 

[74] Benjamin NC, Andersen CR, Herndon DN, Suman OE. The 
effect of lower body burns on physical function. Burns 
2015;41:1653–9. https://doi.org/10.1016/j.burns.2015.05.020 

[75] Boutron I, Tubach F, Giraudeau B, Ravaud P. Blinding was 
judged more difficult to achieve and maintain in 
nonpharmacologic than pharmacologic trials. J Clin 
Epidemiol 2004;57:543–50. https://doi.org/10.1016/j.jclinepi. 
2003.12.010 

[76] Wade DT, Smeets RJEM, Verbunt JA. Research in 
rehabilitation medicine: Methodological challenges. J Clin 
Epidemiol 2010;63:699–704. https://doi.org/10.1016/j.jclinepi. 
2009.07.010 

[77] Murton A, Bohanon FJ, Ogunbileje JO, Capek KD, Tran EA, 
Chao T, et al. Sepsis increases muscle proteolysis in severely 
burned adults, but does not impact whole-body lipid or 
carbohydrate kinetics. Shock 2018. https://doi.org/10.1097/ 
SHK.0000000000001263 

[78] Rontoyanni VG, Malagaris I, Herndon DN, Rivas E, Capek KD, 
Delgadillo AD, et al. Skeletal muscle mitochondrial function 
is determined by burn severity, sex, and sepsis, and is 
associated with glucose metabolism and functional capacity 
in burned children. Shock 2018;50:141–8. https://doi.org/10. 
1097/SHK.0000000000001074 

[79] Cubitt JJ, Davies M, Lye G, Evans J, Combellack T, Dickson W, 
et al. Intensive care unit-acquired weakness in the burn 
population. J Plast Reconstr Aesthet Surg 2016;69:e105–9. 
https://doi.org/10.1016/j.bjps.2016.01.033  

1613 burns 49 (2023) 1602–1613   

Descargado para Anonymous User (n/a) en National Library of Health and Social Security de ClinicalKey.es por Elsevier en noviembre 16, 2023. 
Para uso personal exclusivamente. No se permiten otros usos sin autorización. Copyright ©2023. Elsevier Inc. Todos los derechos reservados.

http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref54
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref54
https://doi.org/10.1016/j.burns.2016.07.001
https://doi.org/10.1371/journal.pone.0197507
https://doi.org/10.1371/journal.pone.0197507
https://doi.org/10.1097/TA.0b013e31802e70c7
https://doi.org/10.1097/TA.0b013e31802e70c7
https://doi.org/10.1016/j.burns.2014.01.015
https://doi.org/10.1016/j.burns.2014.01.015
https://doi.org/10.1519/R-13113.1
https://doi.org/10.1519/R-13113.1
https://doi.org/10.1097/CCM.0b013e3181a38937
https://doi.org/10.1097/CCM.0b013e3181a38937
https://doi.org/10.1093/biomet/76.2.297
https://doi.org/10.1016/j.jss.2015.05.038
https://doi.org/10.1016/j.jss.2015.05.038
https://doi.org/10.1016/j.burns.2020.03.015
https://doi.org/10.1016/j.burns.2020.03.015
https://doi.org/10.1186/s13054-022-04253-0
https://doi.org/10.1186/s40560-019-0416-y
https://doi.org/10.1016/j.clnu.2019.07.020
https://doi.org/10.1016/j.clnu.2019.07.020
https://doi.org/10.1007/s40620-019-00659-2
https://doi.org/10.1007/s40620-019-00659-2
https://doi.org/10.1097/TA.0b013e31824baa52
https://doi.org/10.1097/TA.0b013e31824baa52
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref69
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref69
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref70
http://refhub.elsevier.com/S0305-4179(23)00079-7/sbref70
https://doi.org/10.1007/978-1-4939-3402-7_8
https://doi.org/10.1016/j.burns.2016.07.029
https://doi.org/10.1016/j.burns.2016.07.029
https://doi.org/10.1016/j.burns.2015.05.020
https://doi.org/10.1016/j.jclinepi.2003.12.010
https://doi.org/10.1016/j.jclinepi.2003.12.010
https://doi.org/10.1016/j.jclinepi.2009.07.010
https://doi.org/10.1016/j.jclinepi.2009.07.010
https://doi.org/10.1097/SHK.0000000000001263
https://doi.org/10.1097/SHK.0000000000001263
https://doi.org/10.1097/SHK.0000000000001074
https://doi.org/10.1097/SHK.0000000000001074
https://doi.org/10.1016/j.bjps.2016.01.033

	Effects of exercise training on muscle wasting, muscle strength and quality of life in adults with acute burn injury
	1. Introduction
	2. Material &#x200B;&&#x200B; methods
	2.1. Trial design
	2.2. Participants
	2.3. Study intervention
	2.4. Outcomes
	2.4.1. Muscle size
	2.4.2. Muscle force
	2.4.3. Quality of life
	2.4.4. Compliance

	2.5. Data collection
	2.6. Sample size
	2.7. Data analysis

	3. Results
	3.1. Muscle size
	3.2. Muscle force
	3.3. Quality of life
	3.4. Compliance and adverse events

	4. Discussion
	4.1. Clinical implications
	4.2. Strengths and limitations
	4.3. Future directions

	5. Conclusion
	Funding
	Acknowledgements




