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Abstract

Background: People living with burn injury often face long-term physical and psychological 

sequelae associated with their injuries. Few studies have examined the impacts of burn injuries 

on long-term health and function, life satisfaction, and community integration beyond five years 

post-injury. The purpose of this study was to examine these outcomes up to 20 years after burn 

injury.
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Methods: Data from the Burn Model System National Longitudinal Database (1993–2020) was 

analyzed. Patient-reported outcome measures were collected at discharge (pre-injury status recall) 

and 5, 10, 15, and 20 years after injury. Outcomes examined were the SF-12/VR-12 Physical 

(PCS) and Mental Component Summaries (MCS), Satisfaction with Life Scale (SWLS), and 

Community Integration Questionnaire (CIQ). Trajectories were developed using linear mixed 

models with repeated measures of outcome scores over time, controlling for demographic and 

clinical variables.

Results: The study population included 421 adult burn survivors with a mean age of 42.4 years. 

Lower PCS scores (worse health) were associated with longer length of hospital stay, older age 

at injury and greater time since injury. Similarly, lower MCS scores were associated with longer 

length of hospital stay, female sex, and greater time since injury. SWLS scores decrease negatively 

over time. Lower CIQ scores were associated with burn size and Hispanic/Latino ethnicity.

Conclusions: Burn survivors’ physical and mental health and satisfaction with life worsened 

over time up to 20 years after injury. Results strongly suggest that future studies should focus on 

long term follow-up where clinical interventions may be necessary.

Level of Evidence: Level 3, Prognostic
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Introduction

People living with burn injuries often face long-term physical and psychological sequalae 

associated with their injury. These limitations may impact their functional status resulting 

in long-term inpatient care and physical and mental rehabilitation needs.1–6 Number of 

burn-related operations, hospital-acquired complications and longer hospital admissions 

negatively impact physical functioning and overall quality of life up to five years post 

injury.7–9 Further, many people living with burn injury experience physical limitations such 

as range of motion deficits or amputation as well as pain and impaired sleep that can 

affect physical and mental health long-term.10 Changes in appearance resulting from scars, 

contractures and amputations can impact an individual’s satisfaction with their appearance, 

which is associated with overall worse mental health.4 These sequelae often impact the way 

burn survivors interact with their family, friends, community.11

Challenges with social reintegration after burn injury may result in survivors feeling less 

life satisfaction as well as worse quality of life. There are several factors that affect a 

survivor’s ability to reintegrate into society including changes in appearance due to scarring 

and decreased functional status.1,3,4 Additionally, return to work is a significant milestone 

of recovery. Although most burn survivors do eventually return to work, factors such as 

burn size, contracture, and burn related amputation can delay return to work up to two years 

and some survivors may not return in the same capacity or the same job as before their 

injury.12–15
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To date, few studies have examined the impact of burn injuries on long-term health, 

life satisfaction, and participation outcomes beyond five years from injury.9 Prior studies 

emphasize that people living with burn injury experience changes in quality of life over time 

and highlight the need for more research examining physical and psychosocial outcomes 

farther out from initial injury.1,3 Therefore, the purpose of this study was to examine 

physical and mental health, satisfaction with life, and community integration of burn 

survivors up to 20 years after injury.

Methods

Burn Model System National Longitudinal Database

This study used data from the Burn Model System (BMS) National Database, funded 

by the National Institute on Disability, Independent Living, and Rehabilitation Research. 

The BMS was established in 1993 as a means of exploring the long-term physical and 

psychosocial outcomes of people living with burn injury. Informed consent is obtained from 

all participants and each BMS site’s institutional review board oversees data collection. The 

BMS Database provides detailed sociodemographic, clinical, and long-term patient-reported 

outcome measures (PROMs). Demographic, clinical and outcome data are collected at 

hospital discharge and follow-up outcomes are collected at 5, 10, 15 and 20 years after 

injury.16

Current criteria for inclusion in the BMS Database are those who require autografting 

surgery for wound closure and meet one of the following criteria:

1. 0–64 years of age with a burn injury ≥20% total body surface area (TBSA) OR

2. ≥65 years of age with a burn injury ≥10% TBSA OR

3. Any age with a burn injury to their face/neck, hands, or feet OR

4. Any age with a high-voltage electrical burn injury

BMS Database enrollment criteria have changed over time and these changes are detailed at 

the BMS National Data and Statistical Center’s website: https://burndata.washington.edu/.

Participants who were burned between 1993 and 2016, age greater than or equal to 18 

years at time of injury, and alive at discharge were included in this study. Data was 

collected between 1993 and 2020; this window allows for capture of 5-year follow-up data 

for participants injured in 2016. There are additional exclusion criteria based on database 

follow-up windows and protocols. Some participants did not have follow-up data because 

they were not due for long-term follow-up data collection. Participants that were not due for 

their 5-year follow-up were excluded from the study. Participants that were not yet due for 

their 10,15, or 20-year follow-up were included if they had data for at least one outcome 

measure at their previous follow-ups (5, 10, or 15 year). Given that long-term follow-up (5, 

10, 15 and 20 years after injury) was added to the BMS Database in 2009–2010, existing 

BMS centers were required to reconsent participants to collect additional long-term data. For 

participants that consented to long-term follow-up, some of their data collection windows 

(e.g., 5,10,15 years) had already passed, so data was not collected for those prior time 
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points. Data collection for these participants resumed at their next follow-up window and 

was included in this study if available. Finally, participants who were lost to follow-up, did 

not have data in at least one outcome measure, or those who did not consent to long-term 

follow-up were excluded from this study. The study population is outlined in Figure 1.

Sociodemographic and Clinical Variables

Sociodemographic and clinical information were collected for all participants at hospital 

discharge. Demographic variables included age, sex (male; female), race (Black or African 

American; Asian; White; other); ethnicity (Hispanic/Latino; non-Hispanic/Latino); and 

highest education level (less than bachelor’s degree; bachelor’s degree or higher). Clinical 

variables included burn etiology (fire/flame; other), burn size (percent TBSA), length of 

hospital stay, burn to critical area (head/neck, foot, hand, or perineum burn), and amputation 

due to burn.

Patient Reported Outcome Measures

PROMs were examined at discharge and 5, 10, 15 and 20 years after injury. The discharge 

survey asks participants to recall their pre-injury physical health, mental health, satisfaction 

with life, and social integration, which serve as the baseline.

12-Item Short Form Health Survey (SF-12) and Veterans RAND 12-Item Health Survey 
(VR-12)

The SF-12 and VR-12 measure physical and mental health. The BMS Database collected 

the SF-36 from 1997 to 2006, SF-12 from 2006 to 2015 and VR-12 since 2015.17,18 

The SF-12.v2 was created as a shorter version of the SF-36 which measures physical, 

psychological, social functioning, and general health perceptions. SF-12 items are contained 

within the SF-36 and therefore for this study SF-12 scores were examined for the years 

the SF-36 was collected. The BMS Database currently uses an established and validated 

crosswalk between SF-12 scores and VR-12 scores.19 In 2015, the BMS replaced the 

SF-12 with the VR-12. The VR-12 demonstrated an improvement in the precision of the 

physical and mental summary scores using psychometric approaches for expanding the floor 

and ceiling of these scales, compared to the SF-12. The SF-12 and VR-12 instruments 

are composed of two summary scores: Physical Component Summary (PCS) and Mental 

Component Summary (MCS). PCS and MCS scores are weighted summaries that use 

factor analytic-based scores with orthogonal rotations indicating that the factors making 

up the domains are uncorrelated. PCS uses larger weights for physical functioning and 

role limitations due to physical problems. MCS is based on larger weights for items that 

assess role limitations due to emotional problems and mental health. PCS and MCS are 

standardized assessments using a t-score transformation with a mean of 50 and standard 

deviation of 10, normed to a national US population.18 Higher scores denote better health. 

Differences of 0.2 of 1 SD or 2 points are considered small, 0.5 of 1 SD or 5 points are 

moderate and 0.8 of 1 SD or 8 points or greater are large effect sizes.20,21

Abouzeid et al. Page 4

J Trauma Acute Care Surg. Author manuscript; available in PMC 2023 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Satisfaction with Life Scale (SWLS)

The SWLS is a validated 5-item scale that measures life satisfaction and wellbeing based on 

social relationships, learning, and work or school. Items are scored on a 7-point Likert scale 

with a maximum score of 35; a score of 20 indicates equal distribution of satisfaction and 

dissatisfaction, higher scores indicate greater satisfaction with life.22,23 It has established 

reliability and has been validated in the adult burn injury population.24,25

Community Integration Questionnaire (CIQ)

The CIQ for social integration is a 5-item instrument used to measure an individual’s social 

integration. Scores range from 0 to 29, higher scores indicate greater social integration. This 

instrument has been validated in the adult burn injury population.26

Data Analysis

The sociodemographic and clinical characteristics of the sample were described by 

calculating means and standard deviations of continuous variables, and frequencies and 

proportions of categorical variables. Means and standard deviation of outcomes were 

examined at baseline, 5, 10, 15, and 20 years since initial injury. Score trajectories 

were developed for each outcome using a linear mixed model with repeated measures of 

scores (PCS, MCS, SWLS, and CIQ) over time, controlling for sociodemographic and 

clinical variables. The linear mixed model with random effects accounts for variations of 

baseline outcomes and score trajectories across an individual participant. To assess the 

representativeness of the included sample, sociodemographic and clinical characteristics for 

the included and excluded study population were compared. Participants were excluded if 

they had reached their long-term follow-up timepoint (i.e., 5, 10, 15 or 20 year) but did not 

provide complete data for outcome measures at those timepoints.

Three different linear mixed models were fit to identify the best trajectory model: (1) a 

random intercept only model, (2) a model using a random intercept and fixed slope effect, 

(3) a model with random intercept and slope effects. The optimal model with the lowest 

Akaike’s Information Criteria and Bayesian Information Criteria values, were selected for 

each outcome. Sociodemographic and clinical covariates were added to the optimal model. 

Education was not included in the trajectory model because 30% of participants were 

missing education information. The race categories were recoded as White vs Other with 

the Other category including non-White participants and missing. This coding method was 

applied to all other covariates to include the missing values in the “other” category. The 

linear mixed models rely on two parameters, intercept and slope, for the fixed effects. 

These models rely on less data, and therefore fewer missing values, than models with more 

variables and were used to test the more complex models.

The relationship between each covariate and outcome was tested, and the multivariable 

models were created that included all covariates. A linear mixed model was applied to 

describe the outcome change across time. Models used the natural log to transform the years 

of time since injury (5,10,15, 20 years) to reflect the observed patterns of the mean score 

change. Time-points were treated as continuous variables with the time since injury variable 

log-transformed. The plot was generated by converting the log of time into original year 
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units. Statistically significant predictors with p-value less than 0.05 were identified. The 

model fitted score trajectory was generated with 95% confidence intervals to demonstrate 

the score change across time and the impact of covariates. Trajectories were depicted 

graphically using the anti-log for the log of time since injury. In the model, the age at 

time of injury was categorized based on tertile values. Length of hospital stay was treated 

as a continuous variable. In the trajectories, the outcome values were calculated based on 

length of hospital stay at the 25th, 50th, and 75th percentile values. To validate the significant 

findings 500 bootstrap samples (sample with replacement at subject level) were generated 

and fitted to the final model for each outcome.

This study follows the Strengthening the Reporting of Observational Studies in 

Epidemiology (STROBE) guidelines and a complete checklist has been uploaded as 

Supplemental Digital Content (SDC 1).

Results

Demographic and Clinical Variables

The study population included 421 adults burn survivors who had a mean age of 42.4 years 

(SD 14.5 years). The majority of the population was male (66%) and White (76%) with an 

average length of hospital stay of 31 days (SD 32 days) and average burn size of 22% TBSA 

(18.7% SD). A full description of the demographic and clinical characteristics of the study 

population is presented in Table 1.

Physical and Mental Component Summary Scores

The mean scores for PROMs at each time point are shown in Table 2. For both PCS and 

MCS, the majority of the population (85%) had baseline and 5-year data points or baseline 

and 10-year data points. Mean scores for both the PCS and MCS at all post injury time 

points were lower than mean scores at baseline. The mean PCS score was 53.2 at baseline 

and 48.8 at 20 years post-injury, representing a difference of 44% of one SD lower at the 

most distal time point (i.e., 20-year follow-up). The mean MCS score was 53.5 at baseline 

and 47.7 at 20 years post-injury, representing a difference of 58% of one SD lower. These 

differences from baseline to 20 years denote moderate differences that are clinically and 

socially relevant.27

The optimal mixed model for PCS included both the random intercept and slope effects 

(which yields lowest AIC/BIC values 5855.9/58843 compared with the other two models 

(5954.6/5968.6 and 5890/5908.8)). The statistically significant predictors for PCS include 

time since injury (β=−2.57, p< 0.001), age at burn (β=−0.1, p< 0.001), race (β=−2.18, 

p=0.01), sex (β=1.51, p=0.04), and length of hospital stay (β=−0.07, p< 0.001). Figure 2 

displays results for PCS scores over time since injury stratified by age at injury and length 

of hospital stay. The PCS trajectories demonstrate that longer length of stay, older age at 

time of burn, and greater time since injury are associated with worse PCS scores. Longer 

hospital stay was associated with lower scores across the age groups (p<0.001). Trajectories 

across each age group show decreasing PCS scores over the 20-year period studied. PCS 

scores at 20 years compared to before the burn injury were as much as 44% of 1 standard 
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deviation lower. This difference is clinically meaningful and considered a small to moderate 

difference.28

The optimal mixed model for MCS is the random intercept and fixed slope effect 

model (yields lower AIC/BIC values 6133.4/6152.1 compared with random intercept 

model (6185.1/6199.2), random intercept and random slope model did not converge). The 

statistically significant predictors for MCS include time since burn (β=−2.46, p< 0.001), 

length of hospital stay (β=−0.04, p= 0.03), and sex (β=−3.5, p= 0.0002). Figure 3 shows 

the MCS trajectories, which are presented over time since injury stratified by sex and length 

of hospital stay. Trajectories demonstrate that female sex, longer length of stay, and greater 

time since injury are associated with worse MCS scores. Males showed higher scores at 

baseline, however both sexes demonstrate diminishing scores over time, up to 20 years after 

injury (p= 0.0002).

Satisfaction with Life and Community Integration Scores

For both SWLS and CIQ, the majority of the cohort (79%) had baseline data points 

and 5-year data points. Mean scores for SWLS at all post-injury time points were lower 

than mean scores at baseline (pre-injury recall). The mean SWLS score was 25.7 at 

baseline and 21.7 at 20 years post injury. The statistically significant associations with 

SWLS, based on the random intercept and fixed slope effect model (which yields lowest 

AIC/BIC values 2288.2/2303.3 compared with the other two models (2298.7/2310.1 and 

2290/2312.7)), included time since burn (β=−1.2, p=0.002) and length of hospital stay (β= 

−0.06, p=0.0003). Stratified analysis by length of hospital stay indicated lower trajectory 

scores over time and worse scores with longer hospital stays, as presented in Figure 4. 

Mean scores for CIQ were relatively stable over time. The optimal model for CIQ was 

the model with a random intercept without the fixed slope effect (yields lower AIC/BIC 

values 1438.1/1449.4 compared with random intercept, fixed slope model (1442.5/1457), 

random intercept and random slope model did not converge). The statistically significant 

associations with CIQ included burn size (β=−0.02, p=0.03), and Hispanic/Latino ethnicity 

(β= −1.29, p=0.006). Larger burn size and Hispanic/Latino ethnicity are associated with 

worse CIQ scores.

While samples with different durations in the study were observed, results indicated 

there are no systematic biases in demographic characteristics for the portion of the study 

population with baseline and 5-year data compared to the sample with baseline and 10-

year data for PCS and MCS. Similarly, no systematic biases were found in demographic 

characteristics for subjects with only baseline data and those with baseline and 5-year 

follow-up data for SWLS and CIQ. Overall, results suggested that the degree of missingness 

was mostly random and did not impact the outcomes shown.

Bootstrapping confidence intervals were generated for all four outcome models. The 

confidence intervals matched with the significant coefficients in the final models reflecting 

the robustness of the coefficients.
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Sensitivity Analysis

Comparison of the included and excluded study sample found that most sociodemographic 

and clinical variables were similar between groups with a few exceptions. The excluded 

sample had fewer females (24.5% vs. 34.2%, p<0.0001) and more Black/African American 

participants (17.7 vs 14.7, p = 0.0015) than the included sample. The excluded sample 

exhibited a shorter length of stay (26.5 days vs. 31.3 days, p = 0.004, smaller burn size (18.7 

vs. 21.6, p= 0.0004), as well as fewer hand (66.9% vs. 75.4%, p=0.0004) and foot burns 

(26.9% vs. 37.2%, p<0.0001).

Discussion

This study is one of the first to analyze outcomes of burn survivors up to 20 years after 

injury. Results suggest that burn survivors’ physical and mental health as well as satisfaction 

with life decline significantly over time. Further, females were found to have worse mental 

health outcomes compared to males. Longer hospital stays were negatively associated with 

long-term physical health, mental health, and satisfaction with life.

Importantly, burn survivors’ PCS and MCS scores never recover to their pre-injury levels 

at any follow-up time point. PCS scores for the study sample were between 20% to 30% 

of a standard deviation lower than the U.S. norm overall. PCS scores in the general U.S. 

population have been found to be lower than 50 for select age groups between 18 and 75+ 

years old.18 In addition, after 55 years of age there is a gradual decline in general population 

PCS scores, with a slightly steeper decline after 65 years.18,29 The decline in physical 

function of burn survivors over time is visualized in the trajectory curve where the scores 

demonstrate the steepest decline in the first five years after injury, and continue to steadily 

decline after 5 years (Table 2; Figure 2). Female burn survivors reported worse mental health 

than male survivors, which is a pattern also seen in the general population.30 Both male and 

female burn survivors scored lower on the MCS than the general population.

Similarly, SWLS of people living with burn injury never recover to their pre-injury levels 

at any time point and were found to decline over time. There are few studies that examine 

satisfaction with life within the general U.S. population. Prior work examined SWLS in 

North American and European populations and found that most groups reported SWLS 

scores between 23 and 28 (“slightly satisfied” to “satisfied” with life).25,32 The study sample 

exhibited mean scores (21–24) across all time points at the lower end of the scores reported 

in the general population.

Worse CIQ scores were correlated with larger burn size and Hispanic/Latino ethnicity. The 

influence of burn size on quality of life has been explored with varying conclusions.8,33,34 

A recent report found that burn survivors with larger burns scored worse in employment 

and social activities, but better in family and friends as well as sexual relationships than 

those with smaller burns.34 The current study’s findings related to burn size could be 

due to survivors limited physical functioning compared to their community.35 The impact 

on community integration could also be due to changes in survivors’ appearance. People 

living with head and neck burns report higher levels of dissatisfaction with appearance.4 

Limited conclusions can be drawn about the relationship between ethnicity and CIQ scores 
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without data on related socio-economic variables such as employment and education. Prior 

work studied CIQ scores up to 2 years post-injury and found that Black and Hispanic/

Latino participants had lower CIQ scores over time than White participants.36 Continuing 

to explore associations and interactions between burn size, socioeconomic variables, and 

community integration is necessary to determine how to best support people living with burn 

injury.

These findings strongly support that burn injury is a chronic condition by demonstrating 

the persistent physical and mental deficits of burn survivors compared to the general 

population.37,38 The underlying chronic nature of burn injuries is defined by both long-

term symptoms (e.g. pruritus, paresthesia, and trouble with temperature regulation) and 

clinical sequelae (e.g. contractures, scarring, balance disorders, swelling of extremities, and 

cognitive issues).37,39–41 Formally recognizing burns as a chronic condition underscores the 

importance of educating providers, survivors and their families about the chronic sequelae, 

and developing long-term care models tailored to the needs of survivors.37,42–44 Other 

traumatic injury fields, such as the traumatic brain injury community, have advocated for 

this framework.43 Additionally, the results of the current study highlight the importance of 

continued research investigating physical and mental health outcomes beyond a few years 

after burn injury.9

Although the findings of this study highlight a decline in patient-reported health and 

life satisfaction after injury, these results should be understood in the context of other 

literature and do not necessarily portend a negative outlook for the entire community. 

Recent research demonstrates that burn survivors have diverse experiences with their injury 

and exhibit many different recovery trajectories1,45 A study examining satisfaction with 

life identified two classes of life satisfaction trajectories for burn survivors (‘unchanged’ 

and ‘dissatisfied’).24 Within these subgroups there were varying levels of life satisfaction 

after injury that were dependent on variables such as age, sex, pre-injury employment, 

and pre-injury mental health status.24 Further exploring subgroups within the burn survivor 

community is necessary for a more nuanced understanding of long-term recovery. It is 

also necessary to highlight the lack of permanence of these long-term obstacles for burn 

survivors; for example, this study does not explore the efficacy of mental health strategies 

like peer support, psychological therapy, or psychiatric medication to mediate mental health 

issues and allow survivors to live well.46,47 This study provides some evidence of the need 

for long term follow-up and interventions for the burn survivor population.

This study has a few limitations to note. First, over study period, not every participant 

completed all follow-up repeated measures. The mixed methods models controlled for 

correlated error and random effects dealing with in part missing values and regression 

towards the mean effects. The basic trajectory model relied on two parameters for fixed 

effects which is less data demanding than more complex models; this balanced the missing 

data in the model to describe the changes in outcomes. There were fewer data points 

followed over the longer term, limiting the statistical power to detect significant derivations 

of the trajectories with larger prediction errors for the outcomes at more distal time points. 

A final limitation is that the baseline assessment is collected at hospital discharge and is the 

subject’s perception of their health prior to their burn injury. There is potential “response 
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shift” bias related to the frame of reference used by the respondent that may have shifted 

over time.48–50 Response shift may occur due to a burn survivor’s physical functionality 

changing or a shift in their mental health, altering their perceived overall health status before 

the burn.49

In conclusion, burn survivors’ physical health, mental health and satisfaction with life 

worsened over time, through the 20 years examined. Physical and mental health of survivors 

was associated with sex, time since injury, length of hospitalization, and age at injury. 

Satisfaction with life was affected by length of stay and time since injury, and community 

integration was influenced by burn size and ethnicity. The findings suggest burn injury can 

be a chronic, dynamic health condition with complex and persistent health and psychosocial 

consequences rather than a static state. Findings begin to evidence the need for the 

development of interventions and application of chronic disease management to improve 

long-term burn outcomes.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1: Flow Chart of Inclusion and Exclusion Criteria
*Includes multiple observations (e.g., participants may have been eligible for 5- and 10-year 

data collection but not 15 or 20 year data collection). Excluded participants are calculated 

within each follow-up time point.
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Figure 2: Physical Component Summary (PCS) Trajectories by Time Since Injury, Age at 
Injury, and Length of Stay
demonstrates that longer length of stay, older age at time of burn, and greater time since 

burn are associated with worse PCS scores. Longer hospital stays are associated with lower 

PCS scores across the three age groups. Trajectories across each age group show decreasing 

PCS scores over the duration of time since injury. Those with the longest hospital stays 

demonstrate greater worsening in PCS scores over the long term with a steeper change in 

the slopes initially. Age was categorized into 3 groups based on tertiles (<=36, 36~49 and 

>=49). Length of hospital stay was categorized into quartiles and the 25th (12 days), 50th (22 

days) and 75th (38 days) percentile values are represented in the figure.
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Figure 3: Mental Component Summary (MCS) Trajectories by Time Since Injury, Sex and 
Length of Stay
demonstrates that longer length of stay, female sex, and greater time since injury are 

associated with worse MCS scores. Males have higher scores at baseline than females, 

however both sexes demonstrate diminishing scores over time that extend to 20 years after 

injury. Length of hospital stay was categorized into quartiles and the 25th (12 days), 50th (22 

days) and 75th (38 days) percentile values are represented in the figure.
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Figure 4: Satisfaction with Life Scale Trajectory by Time Since Injury and Length of Stay
demonstrates that satisfaction with life trajectories decrease over time since injury and these 

decreases persist over the 20-year period from time of injury. Stratified analysis by length 

of hospital stay indicated lower trajectory scores over time with greater duration of hospital 

stays. Length of hospital stay was categorized into quartiles and the 25th (12 days), 50th (22 

days) and 75th (38 days) percentile values are represented in the figure.

Abouzeid et al. Page 17

J Trauma Acute Care Surg. Author manuscript; available in PMC 2023 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Abouzeid et al. Page 18

Table 1:

Demographic and Clinical Variables of the Study Population (n= 421)

Variable Value

Age, mean years (SD) 42.4 (14.5)

Male, N (%) 277 (65.8)

Race, N (%)

 White 321 (76.3)

 Black 57 (13.5)

 Other* 10 (2.4)

 Missing 33 (7.8)

Hispanic/Latino, N (%) 39 (9.3)

Missing 9 (2.1)

Highest education level, N (%)

 Bachelor’s degree or higher 61 (14.5)

 Missing 124 (29.5)

Etiology, N (%)

 Fire/flame Injury 247 (58.7)

 Missing 3 (0.7)

Burn size, mean % TBSA (SD) 21.6 (18.7)

Burns to Critical Areas, N (%)

 Head/Neck Burn
230

1
 (54.6)

 Hand Burn
316

2
 (75.1)

 Foot Burn
156

3
(37.1)

 Perineum Burn
38

4
 (9.0)

Burn-related Amputation, N (%)
32

5
 (7.6)

Length of hospital stay, mean days (SD) 31.3 (31.7)

*
Other race includes: Asian, American Indian/Alaskan, More than one race

1:
# of missing: 1;

2:
# of missing: 2;

3:
#of missing: 2;

4:
# of missing: 18;

5:
# of missing: 32

TBSA = total body surface area
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Table 2:

Patient Reported Outcome Scores Over Time

Outcome Pre-Injury* Year 5 Year 10 Year 15 Year 20

PCS
1

mean (SD)
53.1 (7.9) 47.0 (10.3) 48.1 (10.7) 48.6 (12.5) 48.7 (10.8)

MCS
2

mean (SD)
53.5 (9.4) 48.5 (11.9) 47.5 (13.0) 50.4 (10.0) 47.7 (15.2)

SWLS
3

mean (SD)
25.7 (7.7) 22.7 (8.7) 22.8 (7.1) 24.4 (6.9) 21.7 (10.4)

CIQ
4

mean (SD)
8.4 (2.1) 8.4 (2.3) 8.0 (2.5) 9.1 (2.5) 8.0 (2.4)

1
Physical Component Summary, scores are standardized with a mean of 50, SD of 10;

2
Mental Component Summary, scores are standardized with a mean of 50, SD of 10;

3
Satisfaction with Life Scale, score range 0–35;

4
Community Integration Questionnaire, score range 0–29.

*
The pre-injury PROM data is collected at discharge.

The discharge survey asks participants to recall their pre-injury physical health, mental health, satisfaction with life, and social integration.
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