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Abstract  
 

Burn injuries are devastating in both the acute and chronic phases. Survivors face 

life-lasting effects from such injuries, often decreasing general health, quality of life and 

employment status. With increased survival rates post-burn injury, increased research is 

needed to evaluate the recovery status of patients post discharge, and to identify residual 

patient needs.  

This study measured depression, functional dependence in activities of daily 

living, quality of life (QoL) and return to work (RTW) 3- and 6-months, and identified 

factors associated with poor outcomes. Inpatients at Wuhan Third Hospital were asked to 

join the study as they were being discharged. 280 participants completed the baseline 

survey, where depression severity and functional dependence were measured using 

Patient Health Questionnaire-9 and the Barthel Index, respectively. QoL was measured 

using the Burn Specific Health Survey Brief (BSHS-B) 3- and 6-month, and RTW was 

collected at the same time-points. Factors associated with each outcome were identified 

through hypothesis tests and logistic regression models.  

Nearly 15% of participants met the depression cut-off score, but over 70% 

required at least some assistance in daily living according to the BI results. Longer length 

of stay (LOS) resulted in greater odds of having a depressive PHQ-9 score. LOS, along 

with older age, female gender and full-thickness burns was significantly associated with 

functional dependence. 64.7% and 70.3% of participants reported a good QoL at 3- and 

6- month follow-ups, respectively. Larger total body surface affected by burn and longer 

LOS greatly decreases participant odds of having a good QoL at both time points. Three 
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months after hospital discharge, 66.4% of participants returned to work, and increased to 

67.2% 6 months after discharge. Significant differences in RTW rate existed by age, 

education level, burn depth, LOS and BI score. Participants with LOS longer than two 

weeks had nearly 7 times lower odds of returning to work than those with stays one week 

or shorter, even after adjusting for burn depth and size. 

There does not appear to be a large residual need for mental health services for 

burn injury patients at Wuhan Third Hospital, and high percentage of participants with 

favorable high QoL is reassuring that current burn care largely addresses patient needs. 

The percentage of patients reporting need for assistance in daily activities and lack of 

RTW demand the most attention in future rehabilitation interventions. The study reveals 

that participants with LOS longer than two weeks have much higher odds of having poor 

outcomes compared to patients with shorter stays. Further research should be carried out 

to establish the direction of the relationship between LOS and recovery outcomes to form 

plans to mitigate modifiable determinants. This would affect multiple adverse burn injury 

outcomes. 
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1. Introduction 

Burns are one of the most common forms of trauma worldwide, along with road 

traffic injuries, falls and interpersonal violence (Alberdi et al., 2014; IHME, 2017). The 

World Health Organization (WHO) has estimated that 180,000 deaths every year are 

attributable to burns, but fatality is only one part of the burn burden (WHO, 2019). In 

2017, approximately 9 million people worldwide suffered a burn injury that required 

medical attention, and disability due to temporary and permanent burn sequalae resulted 

in the loss of 18 million disability adjusted life years (DALYs) (IHME, 2017; Rybarczyk 

et al., 2017). The economic effect of lost wages and skills due to burn injuries is 

estimated to total to $80 billion dollars each year. However, this burden is not uniform 

throughout the world; 95% of this loss occurs in developing countries ("Burns in the 

Developing World: A Neglected, but Solvable, Global Health Crisis," 2013). Studies 

have also shown that decreased burn rates follow improvements in income and living 

conditions, and that persons of lower socioeconomic status and ethnic minorities are 

disproportionately affected (Peck, 2011). 

 China, an upper middle-income country with a population of 1.4 billion, has 

experienced rapid urbanization following its economic growth in the last two decades 

(World Bank, 2018). The speed and sheer size of this demographic shift has contributed 

to several potentially harmful circumstances: gaps in the healthcare system; widespread 

migration; a large industrial and manufacturing sector; and hazardous work conditions 

(Shen et al., 2009; Sun & Ryder, 2016). In 2017, China reported 1.3 million burn injuries 

of varying severity that required medical care, an increase of than 20% since 2005 
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(IHME, 2018). In congruence with global trends, mortality from burn injuries in China 

has decreased, thus increasing the demand for rehabilitation services. 

Burn survivors often experience disfigurement by the loss of body parts and/or 

extreme scarring, chronic pain, decreased mobility and psychological distress in the form 

of post-traumatic stress disorder, anxiety and/or depression. In additional to 

psychological and physical disability, these outcomes propagate into life-long social re-

integration difficulties, such as social isolation, abandonment by family, low quality of 

life and unemployment, particularly in low income settings (Peck, 2011). These 

multifaceted manifestations of burn injuries demand integrated, multidisciplinary 

treatment plans that facilitate complete recoveries (Chinese Burn et al., 2015; Procter, 

2010). Moreover, increased research is needed to detect residual patient needs post 

discharge in culturally specific contexts and to evaluate points which need improvements 

in burn care. 

Worldwide, medical treatment and rehabilitation for burn victims still needs 

progress, but nonetheless, has vastly improved with recent medical and technological 

advancements. Physical rehabilitation has been shown to decrease the burden of post-

burn injury disability, and specifically focuses on maximizing range of motion and 

functional ability and minimizing contracture and scar visibility. However, developing 

countries are at highest risk for incidence of burn injuries but are just commencing the 

integration of physical rehabilitation services into standard burn injury care (Atiyeh, 

Masellis, & Conte, 2009; Charles, Gallaher, & Cairns, 2017). Psychological services, 

although more recently accepted, have proven to be a vital part of such rehabilitation 
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programs due to their effects on emotional and somatic ailments (Yohannan et al., 2012). 

The prevalence of depression and/ or anxiety symptoms has been linked to higher levels 

of pain and physical dysfunction. Subsequently, it has been suggested that early 

psychological care can improve the outcome of burn injury (Edwards et al., 2007). 

Together, these aim to minimize adverse psychological, physical and social outcomes 

caused by the injury (Procter, 2010).  

 Research describing the recovery status of burn patients using key outcomes, such 

as mental health, functional dependence and quality of life, is limited in China, although 

growing. However, many of these studies are restricted to children or to specialized 

groups of burn patients, such as those admitted to rehabilitation hospitals or with high 

total body surface area (TBSA) burns, which may not be generalizable to the adult burn 

population in Mainland China. Without such information, residual needs will remain 

unknown and unmet, thus inhibiting full recovery and allowing modifiable issues to 

permanently afflict burn patients.    

In efforts to fill this gap, this study aims to: (1) measure and to identify factors 

associated with depression and functional dependence among burn patients as they are 

being discharged from a burn hospital in China. Additionally, we aim to (2) determine 

factors associated with two common objectives of recovery, good quality of life and 

return to work, 3- and 6- months post discharge. We hope to use this information to help 

hospital staff identify patients that may be more susceptible to poor outcomes and to 

inform stakeholders of residual patient needs post-discharge.   
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2. Methods  

2.1 Study design 

This study employed a prospective longitudinal design with convenience 

sampling, recruiting patients on a rolling basis. Questionnaires were administered to burn 

patients treated at the Institute of Burns at Wuhan Third Hospital at three time points: a 

baseline survey at discharge and follow-up surveys (3 and 6 months post discharge).  

2.2 Setting  

Study participants were recruited exclusively from the Institute of Burns at 

Wuhan Third Hospital, located in Wuhan, Hubei province. This is among the largest burn 

care institutions in China, self-reporting an average of 2,000 burn inpatients and 10,000 

outpatients per year, including referrals. The hospital is equipped to treat burn wounds of 

varying severity, staffs 27 specialized burn physicians, and contains one ward for 

children, two for adults, an intensive care unit and four operating rooms. This hospital is 

often at capacity or over-capacity, therefore inpatient beds are typically reserved for 

burns that physicians deem severe enough to need in-hospital care. 

2.3 Study population  

Inpatients being discharged from March 1, 2018 to May 31, 2018 were asked to 

participate in the study if they met the following inclusion criteria: (1) the primary reason 

for admission was a new burn injury, defined as a burn that occurred within two days 

prior to admission and had not already been treated at any other facility; (2) admitted as 

an inpatient for at least 24 hours; (3) 18 years of age or older; (4) demonstrated having 

the mental capacity of completing the survey on their own or with the assistance of a 
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nurse. Burn ward nurses identified patients who were eligible at discharge, informed 

these patients about the study, collected a written consent to join the study, and 

administered baseline surveys. Patients could elect to complete the survey on their own or 

to have it read to them by the nurses. 

2.4 Data Collection 
 
Table 1: Data collection time points for each of the study aims and the respective 
outcomes (questionnaire utilized) 
 

 Depression (PHQ-
9) 

Functional 
dependence (BI) 

Quality of life 
(BSHS-B) 

Return to 
work 

Aim 1     
Discharge X X   

Aim 2     
3-month follow up   X X 
6-month follow up   X X 

 

2.4.1 Aim 1 

Depressive symptoms, as defined by the DSM IV, among burn injury patients 

were measured at hospital discharge using the Chinese adaptation of the Patient Health 

Questionnaire- 9 (PHQ-9), a self-administered questionnaire for screening depression 

(Kroenke, Spitzer, & Williams, 2001). Several studies have found the Chinese adaptation 

to be a valid and efficient tool for screening depression (Chen et al., 2013; Wang et al., 

2014). The questionnaire consists of one prompt, “Over the last 2 weeks, how often have 

you been bothered by the following problems?”, and ten problems, each of which can be 

answered with a score ranging of 0 (not at all) to 3 (almost every day). The total score for 

the PHQ can range from 0 to 27. These results are further categorized into depression 

severity; “minimal” (0-4 pts), “mild” (5-9 points), “moderate” (10-14 points), 

“moderately severe” (15-19 points) and “severe” (20-27). However, it is very important 

to emphasize that while studies worldwide have deemed the PHQ-9 appropriate for 
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diagnosing depression, our study uses it only as a screening tool. Patients should consult 

a qualified physician to receive a diagnosis. 

The Chinese adaption of the Barthel Index (BI) was used to measure the 

functional dependence of each patient (Leung, Chan, & Shah, 2007). The BI is a self-

administered survey which contains 10 daily activities: personal hygiene, bathing, 

feeding, toileting, stair climbing, dressing, bowel control, bladder control, ambulation and 

chair–bed transfer. It has been used to assess mobility across numerous health specialties 

and translated into several languages (Falder et al., 2009) . The Chinese adaptation of this 

survey has been shown to be valid and reliable (Leung et al., 2007). Each activity is 

answered to describe the participant's ability to complete that action. An inability to 

perform an activity, or a high dependence on assistance, will receive a score of "0". The 

maximum score varies by activity (5, 10 or 15 points), but each indicate total 

independence in that activity.  A total score of 100 would signify complete functional 

independence, whereas a total score of 0 would be interpreted as complete functional 

dependency. Individuals with scores under 40 are predicted to be unable to live at home 

alone, and to be dependent in mobility and self-care. Patients scoring more than 40, but 

less than 60, are likely to return home dependent on a caregiver. 60 marks a shift from 

dependency to assisted independence, and scores above 85 predict that an individual can 

live without assistance (Kasner, 2006).  

Sociodemographic characteristics were also collected at discharge through an 

additional 28 questions. Medical records were reviewed to collect burn injury 

characteristics at patient admission and payment information at discharge. Participants 
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were each asked to answer a total of 48 questions at baseline and the duration of the 

interview was approximately 15 minutes.  

2.4.2 Aim 2 

The follow-up surveys were administered via telephone 3- and 6- months after 

hospital discharge by trained nurses and nursing students. Neither the PHQ-9, nor the BI, 

were given at the follow up, instead, this survey was composed of the Chinese adaptation 

of the Burn Specific Health Scale- Brief (BSHS-B) and additional questions inquiring 

about the patient’s return to work status (Ling-Juan et al., 2012). The BSHS-B has 40 

questions and is used to measure the quality of life (QoL) post-burn injury through 9 

domains (simple abilities, hand function, work, heat sensitivity, treatment regimens, 

affect, body image, interpersonal relationships, and sexuality), thus capturing a patient’s 

status in burn-specific health indicators (Willebrand & Kildal, 2008). Each question is 

answered on an ordinal scale, where zero is “extremely” and four is “none”. A total score 

of 150/160 points on the BSHS-B is the accepted equivalent of a good QoL (Finlay et al., 

2015). Ultimately, this interview consisted of 50 questions and lasted 10 to 15 minutes. 

2.5 Ethics approval 

The study received ethical approval from the Duke Kunshan University 

Institutional Review Board and from the Institute of Burns at Wuhan Third Hospital, IRB 

protocol number/ amendment number: 2018SILVA001/ 2018SILVA010. Informed 

consent was collected at baseline. Patients reserved the right to stop participation at any 

point and were informed of this in the consent process. 
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2.6 Data Analysis 

Scoring for all surveys is dependent on the completion all items, otherwise, the 

scores cannot be adequately appraised. Patients were not forced to answer every question, 

but any surveys left incomplete were excluded from the respective analysis. For example, 

if a patient did not complete one the BI, but did complete the PHQ-9, they were excluded 

from the analysis of the BI, but included in the PHQ-9 analysis.   

All analyses were conducted using STATA SE (version 15) and the significance 

level of 0.05 was selected a priori. Variables hypothesized to be associated with study 

outcomes were the same for each aim and selected after data collection, but prior to 

analysis. Tests were run to determine if any outliers and correlations between 

independent variables existed. Key socio-demographic variables to be included in all 

analyses were age, gender and education. The following burn characteristics were also 

selected to be included in all analyses: TBSA, burn depth (partial vs full thickness), 

length of hospital stay (LOS). The inclusion of these variables is based on previous burn 

research (Finlay et al., 2015). Exploratory variables, only to be included in logistic 

regression models if found significant in an outcome’s respective hypothesis tests, were: 

cause of injury, cost of treatment, burn severity appraised using the abbreviated burn 

severity index (ABSI), itch at discharge (Y/N) and pain at discharge (Y/N). PHQ-9 score 

was used in BI analysis, and vice versa. Both outcomes were also used in RTW analyses 

if found significant in bivariate hypothesis tests. Demographic information was 

summarized through averages, frequency counts and percentages where appropriate. 
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Burn severity is commonly characterized by depth and size, along with other 

patient characteristics. The ABSI is a well-accepted composite variable that used to 

estimate the probability of mortality for burn patients. Here, this variable was used not to 

estimate mortality, rather we used it to gauge burn severity. Variables included in this 

composite are age, gender, the presence of inhalation injury, thickness of the burn (partial 

vs full thickness) and size (TBSA). The lowest score of 2 is interpreted as a 99% 

probability of survival, and < 10% probability of survival for the maximum score of 13 

(Doyle, 1989) (Appendix – Table 12).  

2.6.1 Aim 1 

The PHQ-9 can be scored using an algorithm based on DSM-IV guidelines or by 

summation of scores and subsequent categorization of the totals. A recent meta-analysis 

found that the summed-item method has better diagnostic ability in detecting major 

depressive disorder (MDD) and thus, this method was selected in our analysis (Manea, 

Gilbody, & McMillan, 2015). A cut off score of 8 was used to create a dichotomized, 

mutually exclusive, dummy variable (no depression vs depression) based on previous 

studies utilizing the PHQ-9 in Mainland China (Chen et al., 2013; Liu et al., 2016; Wang 

et al., 2014). BI questionnaires were scored as indicated in published guidelines 

(Mahoney & Barthel, 1965). After the scores were totaled and summarized, a binary 

variable was created where 0 was a score of less than 85 points, and 1 was a score equal 

to or greater than 85 points. This is the accepted cut-off for requiring assistance in daily 

activities, or needing the assistance from a caregiver in any capacity, and independent 

living (Mahoney & Barthel, 1965). Chi-squared tests of independence were then 
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conducted between the dichotomized outcomes (no depression/ depression for PHQ-9 

and requiring assistance in daily activities / independent living for BI scores) and the 

identified socio-demographic and injury characteristics. Results from Fisher’s exact test 

for independence are reported for tests that did not have a minimum of 5 counts per cell. 

Multivariable logistic regression models were created separately for the outcome 

variables using the previously described criteria. 

2.6.2 Aim 2 

The presence of differential attrition was assessed by testing for significant 

differences between patients that were lost to follow up (Y/N) using key, pre-identified 

characteristics. The BSHS-B was scored according to the conventional method described 

in previous literature (Willebrand & Kildal, 2008). The percentage of participants with a 

total score below 150 was also calculated for each timepoint and mean scores for 3- and 

6-month follow ups were computed for the subdomains of the BSHS (Finlay et al., 2015). 

Nonparametric Wilcoxon signed-rank tests were performed between the 3- and 6- month 

scores of each domain.  

Participants must have been employed at the time of injury to be eligible for the RTW 

portion of the study. The percentage of participants that returned to work at each follow-

up and hypothesis tests between RTW and the key characteristics were calculated.   
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3. Results 

3.1 Aim 1 

3.1.1 Study population  

Within the three-month enrollment period, 280 patients agreed to participate in 

the study and completed the baseline survey (Table 2). Females constituted 40% of the 

sample, and the median age at discharge was 48 years (SD 15.5 years). TBSA affected by 

burn was extracted from the medical records of 277 participants, averaging 7.9% (SD 

7.7), but the medical records of 3 patients did not report such information. Scalds, which 

are burns caused by hot water or steam, were the cause of 40% of all burns, whereas fires 

caused 31% and 11% were electric burns. The most common patient-reported sequelae 

was pain (51% of patients), followed by itch and scarring, 45% and 20% of patients, 

respectively. Length of stay ranged from 1 day to 86 days; the mean was 14.8 days (SD 

13.3).  

 
Table 2: Sample demographics and injury characteristics for baseline (discharge), 

3- and 6- month follow ups 
Participant demographics 

 Baseline (n=280) 3-month (n=220) 6-month (n=189) 
            %  Count   % Count    %          Count 
Gender   

 
    

Male 59.3 166 58.2 128 63.3 38 
Female  40.7 114 41.8 92 36.7 22 

Age (years)         
18 to 24 5.0 14 5.9 13 6.9 13 
25 to 44 36.1 101 35.5 78 36.5 69 
45 to 64 42.1 118 43.2 95 41.8 79 
65 and above 16.8 47 15.5 34 14.8 28 

Highest education         
Primary school or less 30.4 85 30.5 67 30.2 57 
Middle school 32.5 91 31.8 70 31.8 60 
High school 22.5 63 22.7 50 22.2 42 
Bachelor or above 14.6 41 15.0 33 15.9 30 

Residence   
 

    
Urban 61.1 171 61.8 136 62.4 118 
Rural 38.9 109 38.2 84 37.6 71 
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Employed prior to injury         
Yes 63.9 179 66.4 146 67.7 128 
No 36.1 101 33.6 74 32.3 61 

Income prior to injury (RMB/ month) 
  

    
0  28.2 79 27.7 61 37.4 34 
500 to 1499 4.6 13 3.6 8 5.5 5 
1500 to 2999 15.7 44 16.8 37 9.9 9 
3000 to 4499 28.6 80 28.2 62 29.7 27 
4500 to 5999 10.4 29 10.5 23 7.7 7 
6000 to 9999 6.8 19 7.7 17 5.5 5 
10000 and 20000 5.7 16 5.5 12 4.4 4 

Injury Characteristics 
           %  Count     
Injury thickness       

Partial 60.2 157 63.3 131 62.9 112 
Full 39.9 104 36.7 76 37.1 66 

TBSA       
< 10 % 70.0 194 68.5 150 69.7 131 
10 – 20 %  22.7 63 23.7 52 22.9 43 
20 – 30 % 3.9 11 3.7 8 3.7 7 
> 30 % 3.3 9 4.12 9 3.7 7 

ABSI       
2 – 3  9.3 24 9.7 20 11.3 20 
4 – 5  52.1 135 51.5 106 49.7 88 
6 – 7  36.3 94 35.9 74 36.2 64 
8 – 9  2.3 6 2.9 6 2.8 5 

Etiology of injury       
Flame 30.7 86 32.3 71 30.7 58 
Scald  40.0 112 41.8 92 44.4 84 
Electric  10.7 30 10.9 24 10.1 19 
Chemical  5.7 16 4.6 10 5.3 10 
Other  12.9 36 10.5 23 9.5 18 

Sequelae*        
Pain 51.4 144 50.0 110 50.3 95 
Scarring 20.4 57 22.2 49 20.6 39 
Itch 44.6 125 46.8 103 49.7 94 
Loss of function 3.6 10 3.2 7 2.6 5 

Treatment characteristics 
          % Count     
Cost of hospital stay (RMB)       

500 to 4999 16.4 46 16.4 36 15.3 29 
5000 to 9999 26.1 73 26.4 58 27.5 52 
10000 to 19999 28.9 81 28.2 62 28.0 53 
20000 to 29999 11.4 32 12.3 27 13.2 25 
30000 and higher 17.1 48 16.8 37 15.9 30 

Length of stay       
1 day > 1 week 28.2 79 27.7 61 27.5 52 
1 week > 2 weeks 38.6 108 37.7 83 37.6 71 
2 weeks > 3 weeks 14.3 40 15.5 34 16.4 31 
3 weeks > 4 weeks 7.5 21 8.2 18 8.5 16 
>  4 weeks  11.4 32 10.9 24 10.1 19 

Payment Method       
Insurance 32.9 92 34.1 75 33.9 64 
Full cost out of pocket 67.1 188 65.9 145 66.1 125 

*Options were not mutually exclusive. Results reflect the number of study participants that self-reported the 
respective sequelae 
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3.1.2 Depression and associated factors 

Six participants did not complete the PHQ-9, but nearly 40% of all participants 

that did (39%, N=107) had a total score of zero. The scores ranged from 0 – 27 and the 

average was 3.22 (SD 4.19). The average of the non-zero scores was 5.28 (SD 4.23). 

Categorization of PHQ-9 by depression level can be seen in Figure 1. The most common 

depressive symptoms among the participants were unusual sleep patterns, feelings of 

depression and having little energy. Nearly 15% of participants had a total PHQ-9 score 

of 8 or higher, which was the selected cut-off score for depression. There was not a 

significant difference in depression vs non-depression among different age groups, 

genders or education levels (Table 3). However, significant differences were present 

among different causes of injury, burn depth, LOS, cost of treatment and presence of pain 

at discharge. Cost of treatment was colinear with LOS and TBSA, therefore it was 

excluded from all logistic regression models. Table 4 shows the logistic regression 

model, where LOS longer than 2 weeks has higher odds of having depression than shorter 

LOS, and increased BI score results in lower odds of having depression. Cost was not 

included in the logistic regression due to co-linearity with LOS.  

3.1.3 Functional dependence and associated factors 

Four participants did not complete the BI and were therefore not included in its 

analysis. The participants’ total scores ranged from 0 – 100, with 71 (SD 17.3) as the 

average. 71% of the sample had a total score of less than 85, indicating a widespread 

need for assistance in daily activities. The distribution can be seen in Figure 1. Nearly 

80% of all participants required assistance while bathing and about 50% needed at least 
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some assistance to use the toilet, to walk on level surfaces and to eat. Increased age, 

female gender and full thickness-burns were significantly associated requiring assistance 

in daily activities (Table 3). Higher BI scores (favorable) resulted in lower odds of a 

having depressive score, but the there was no effect of PHQ-9 score on the functional 

outcome (Table 4).   

 
Figure 1: Distribution of depression severity (left) and functional dependence (right) 

within sample 

Table 3: Social and burn injury factors independently related with depression, 
defined as a score of ³ 8 on the PHQ-9, and need for assistance in daily activities, ³ 

85 on BI 

70%

22%

6%

1% 1%
Depression severity

Minimal depression
Mild depression
Moderate depression
Moderately severe depression
Severe depression

7%

6%

55%

31%

1%
Functional dependence

Independent
Slight
Moderate
Severe
Total dependence

Patient Health Questionnaire  Barthel Index 
 < 8 ³ 8   < 85 ³ 85  

 % % p  % % p 
Age        

18 - 24 92.9 7.1   50.0 50.0  
25 - 44 81.2 18.8   66.7 33.3  
45 – 64 84.1 15.9   73.3 26.7  
65 - 80 93.5 6.5 0.228  87.2 12.8 0.016 

Gender        
Male 85.3 14.7   67.5 32.5  

Female 84.7 15.3 0.893  78.8 21.24 0.040 
Highest education        
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Table 4: The relationship between social and burn injury factors versus depression 
or need for assistance in daily activities using multivariable logistic regression 

models 

Primary or less 84.7 15.3   77.4 22.6  
Middle 88.6 11.4   70.8 29.2  

High 80.0 20.0   72.6 27.4  
College 85.4 14.6 0.551  63.4 36.6 0.426 

Cause of injury        
Flame 88.2 11.8   70.6 29.4  
Scald 82.6 17.4   70.3 29.7  

Electric 75.9 24.1   73.3 26.7  
Chemical 75.0 25.0   62.5 37.5  

Other 97.1 2.9 0.049  85.3 14.7 0.409 
Thickness        

Partial 89.6 10.4   64.7 35.3  
Full 78.2 21.8 0.012  83.2 16.8 0.001 

TBSA        
< 5 % 81.9 18.1   74.5 25.5  

5 – 10 %  88.5 11.5   68.4 31.6  
10 – 20 % 88.5 11.5   77.1 23.0  

> 20 % 79.0 21.1 0.422  63.2 36.8 0.487 
ABSI        

2 – 3 95.8 4.2   45.8 54.2  
4 – 5 84.7 15.3   68.2 31.8  

6 – 11 84.5 15.5 0.395  83.7 16.3 0.000 
Length of stay        

1 day - 1 week 93.7 6.3   71.8 28.2  
     1 week - 2 weeks 86.7 13.3   69.4 30.6  

2 weeks - 3 weeks 80.0 20.0   74.4 25.6  
3 weeks - 4 weeks 83.3 16.7   85.0 15.0  

> 4 weeks 67.7 32.3 0.010  73.3 26.7 0.739 
Treatment cost (CNY)        

500 - 4999 89.1 10.9   69.6 30.4  
5000 - 9999 94.4 5.6   67.1 32.9  

10000 - 19999 85.9 14.1   69.6 30.4  
20000 - 29999 77.4 22.6   75.0 25.0  

> 30000 71.7 28.3 0.008  86.7 13.3 0.185 
Pain at discharge        

No 88.2 11.8   65.7 34.3  
Yes 81.9 18.1 0.141  78.2 21.8 0.021 

Itch at discharge        
No 84.9 15.1   78.3 21.7  

Yes 85.3 14.8 0.931  64.5 35.5 0.011 

Depression model (n=247)  Functional dependence (n=247) 
Independent variable OR 95% CI p  OR 95% CI p 
Age        

 0.98 0.95 – 1.02 0.297  0.97 0.95-0.997 0.028 
Gender         

Male Reference    Reference   
Female 0.76 0.31-1.86 0.553  0.50 0.26-0.95 0.035 

Highest education        
Primary or less Reference    Reference   

Middle 0.57 0.19-1.77 0.334  0.80 0.34-1.85 0.602 
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3.2 Aim 2 

3.2.1 Loss to follow up 

 At the 3-month follow-up, 50 participants did not answer the phone, 7 answered 

but declined to respond, 5 did not complete the survey and 3 died, thus resulting in a 

sample size of 215. Significant differences between participants that were lost to follow-

up and the responding sample existed in burn depth and PHQ-9 scores (Table 16). An 

additional 26 patients did not answer the phone at the 6-month follow-up, 5 declined to 

participate and 7 did not finish the survey, resulting in a sample size of 182. Differential 

attrition was present by causes of injury by baseline BI score. 

High 1.08 0.37-3.16 0.894  0.82 0.33-1.99 0.653 
College 0.83 0.19-3.52 0.796  0.63 0.22-1.82 0.397 

Cause of injury        
Flame Reference       
Scald 1.75 0.61-5.00  0.298     

Electric 1.60 0.38-6.73 0.520     
Chemical 4.38 0.90-21.30 0.067     

Other 0.17 0.02-1.78 0.139     
Thickness        

Partial Reference    Reference   
Full 1.52 0.56-4.13 0.414  0.27 0.12-0.61 0.002 

TBSA        
 0.99 0.93-1.06 0.810  0.94 0.89-0.99 0.257 

Length of stay        
1 day - 1 week Reference    Reference   

     1 week - 2 weeks 1.94 0.61-6.17 0.263  1.08 0.52-2.26 0.829 
2 weeks - 4 weeks 3.73 1.03-13.50 0.045  0.79 0.30-2.07 0.636 

> 4 weeks 6.82 1.65-28.17 0.008  1.46 0.44-4.90 0.540 
Pain at discharge        

No Reference    Reference   
Yes 1.92 0.82-4.47 0.133  0.55 0.29-1.07 0.077 

BI        
 0.97 0.94-0.992 0.012     

PHQ-9        
     0.95 0.87-1.04 0.260 
Itch at discharge        

No     Reference   
Yes     1.49 0.77-2.87 0.233 
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3.2.2 Quality of life and associated factors 

 An acceptable quality of life, as measured by the BSHS-B, was reported by 65% 

of participants in the 3-month follow up, and this increased to 70% at the 6-month follow 

up (Table 5). The lowest subdomain scores were reported for body image and work 

(Table 6). All subdomain means increased at the 6-month follow up. Significant 

differences between time-points existed for all but two domains – simple abilities and 

sexuality. Depression at discharge in the QoL 3- month model and TBSA at both follow 

up models, were only found to be independently associated with good QoL, and no other 

study outcomes (Table 8). Increases in burn size (TBSA) and LOS greatly decrease 

participants’ odds of having a good QoL at both time points. 

 
Table 5: Percentage of participants that met the cut-off score for good QoL (³  150 

points on BSHS – B) at the follow-up points 
 3-month (n=215*) 6-month (n=182*) 

Total BSHS-B score % % 
< 150 35.4 29.7 
³ 150 64.7 70.3 

*Not all patients completed the BSHS, therefore, smaller sample size 
 

Table 6: Scores for each QoL domain (BSHS-B) and change between follow-up 
points 

 3-month  6-month  Change ** 
BSHS-B domains Mean SD Mean SD  z p 

Simple abilities 3.84 0.66 3.86 0.57  0.66 0.507 
Hand function 3.88 0.52 3.90 0.48  1.73 0.084 
Affect 3.60 0.75 3.69 0.61  4.82 0.000 
Body image 3.45 0.86 3.60 0.68  4.93 0.000 
Interpersonal relationship 3.88  0.41 3.93 0.38  3.76 0.000 
Sexuality 3.74 0.69 3.76 0.63  0.01 0.991 
Heat sensitivity 3.57 0.71 3.72 0.62  5.44 0.000 
Treatment regimen 3.71 0.64 3.78 0.53  2.63 0.009 
Work 3.24 1.17 3.31 1.18  3.35 0.000 

** n=182 for the Wilcoxon signed rank test results 
 
Table 7: Social and burn injury factors independently related with good QoL at the 

follow-up points 
 3 – month (n=225)  6 – month (n=182) 

 QoL ³ 150  QoL ³ 150 
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 %  p  %  p 
Gender         

Male 67.2    74.5   
Female 61.1  0.357  65.0  0.163 

Age        
18 – 24  69.2    75.0   
25 – 44 64.9    72.1   
45 – 64 61.1    65.8   
65 – 80 72.7  0.659  76.9  0.721 

Highest education        
Primary or less 55.4    60.0   
Middle 66.7    70.7   
High 64.0    69.2   
College 80.7  0.109  90.0  0.030 

Cause of injury      
Flame 58.8   60.0  
Scald 64.8   72.0  
Electric 66.7   76.5  
Chemical 77.8   90.0  
Others 73.9 0.677  77.8 0.279 

ABSI      
2 - 3 80.0   80.0  
4 – 5 73.5   82.4  
6 - 9 56.4 0.026  56.1 0.001 

Thickness      
Partial  73.0   76.2  
Full 56.6 0.016  63.5 0.076 

TBSA      
< 5 % 68.1   76.3  
5-10 %  66.7   73.1  
10-20 % 68.6   71.4  
> 20 % 33.3 0.063  30.8 0.018 

Length of stay      
1 day - 1 week 81.7   88.2  
1 - 2 weeks 73.4   82.1  
2 - 3 weeks 47.1   51.6  
3 - 4 weeks 50.0   40.0  
 > 4 weeks 30.4 0.000  33.3 0.000 

Treatment cost (CNY)      
500 - 4999 80.0   92.9  
5000 - 9999 80.7   90.2  
10000 - 19999 68.9   71.4  
20000 - 29999 61.5   56.0  
30000 - 49999 20.0 0.000  24.1 0.000 

Pain at discharge      
No 65.7   68.1  
Yes 63.6 0.737  72.5 0.516 

Itch at discharge      
No 65.5   68.5  
Yes 63.7 0.521  72.2 0.580 

PHQ-9 score       
< 8 66.5   69.8  
³ 8 45.8 0.047  73.7 0.727 

BI score      
< 85 61.9   65.8  
³ 85 72.3 0.143  80.0 0.049 
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Table 8: The relationship between social and burn injury factors versus QoL (1= 

good QoL) using multivariable logistic regression models 

 
 
3.2.3 Return to work and associated factors 

 In the baseline sample, 63.9% of participants were employed at the time of burn 

injury (Table 9). Out of these individuals, 66% reported having returned to work at the 3-

month follow up and 67% at the 6-month follow up. As seen in Table 10, associated 

factors were similar for the two follow-up surveys – age, education level, burn depth, 

ABSI score, LOS, treatment cost, BSHS-B score and BI score were independently 

associated with RTW at 3- and 6- months. Increased age, increased LOS and female 

gender all presented lower odds of RTW at both time points (Table 11). A higher BI 

score presented higher odds of RTW. This relationship was approaching significant.  

QoL ³ 150, 3-month (n=194) QoL ³ 150, 6-month (n=169) 
Independent variable OR 95% CI p  OR 95% CI p 
Age        

 1.01 0.98-1.04 0.551  1.03 0.99-1.06 0.158 
Gender        

Male Reference    Reference   
Female 0.66 0.32-1.36 0.259  0.46 0.18-1.14 0.092 

Highest education        
Primary or less Reference    Reference   

Middle 1.87 0.72-4.88 0.198  1.47 0.48-4.50 0.505 
High 1.80 0.70-4.65 0.226  2.41 0.77-7.52 0.130 

College 2.49 0.69-8.97 0.162  5.20 0.98-27.78 0.054 
Thickness        

Partial Reference    Reference   
Full 0.43 0.18-1.03 0.057  0.54 0.18-1.59 0.266 

TBSA        
 0.91 0.85-0.98 0.009  0.90 0.83-0.98 0.011 

Length of stay        
1 day - 1 week Reference    Reference   

     1 week - 2 weeks 0.88 0.35-2.23 0.787  0.66 0.20-2.24 0.509 
2 weeks - 4 weeks 0.40 0.14-1.09 0.072  0.11 0.03-0.41 0.001 

> 4 weeks 0.14 0.04-0.50 0.003  0.04 0.007-0.25 0.000 
PHQ-9        

 0.90 0.81-
0.996 0.042     

BI        
     1.02 0.99-1.05 0.161 
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Table 9: Participants from baseline employed at the time of injury (RTW sample) 

RTW sample  
Survey time-point  Sample size of 

“employed at 
time of injury” 

Number lost since 
baseline 

RTW rate  

Baseline  179 n/a n/a 
3 – month  146 33 66.4 % 
6 – month  122 57 67.2 % 

 
 

Table 10: Social and burn injury factors independently related to RTW (3-and 6- 
months) 

 3 – month (n=146)  6 – month (n=122) 
Independent variable RTW=Y  RTW=Y 
 %  p  %  p 
Gender         

Male 70.9    74.4   
Female 55.8  0.079  52.5  0.016 

Age        
18 – 24  87.5    100   
25 – 44 75.0    75.8   
45 – 64 60.7    57.5   
65 – 80 22.2  0.006  16.7  0.002 

Highest education        
Primary or less 42.4    41.4   
Middle 76.9    75.6   
High 59.5    65.4   
College 87.5  0.001  86.4  0.004 

Cause of injury      
Flame 65.9   64.9  
Scald 63.0   63.3  
Electric 59.1   57.1  
Chemical 90.0   90.0  
Others 75.0 0.453  83.3 0.324 

Total BSHS score      
< 150 45.1   44.1  
³ 150 78.0 0.000  76.1 0.001 

ABSI      
2 - 3 88.2   88.2  
4 – 5 73.7   75.4  
6 - 9 43.9 0.001  40.0 0.000 

Thickness      
Partial  77.4   77.8  
Full 48.1 0.000  47.6 0.001 

TBSA      
< 5 % 54.0   56.1  
5-10 %  72.7   74.4  
10-20 % 75.7   70.0  
> 20 % 69.2 0.132  72.7 0.358 

Length of stay      
1 day - 1 week 86.5   84.4  
1 - 2 weeks 72.7   75.6  
2 - 3 weeks 44.0   43.5  
3 - 4 weeks 54.6   44.4  
 > 4 weeks 47.1 0.002  53.9 0.004 
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Treatment cost (CNY)      
500 - 4999 76.2   76.5  
5000 - 9999 80.7   88.9  
10000 - 19999 70.0   65.9  
20000 - 29999 63.2   61.1  
30000 - 49999 37.5 0.010  36.8 0.005 

Pain at discharge      
No 75.4   74.1  
Yes 58.4 0.031  61.8 0.150 

Itch at discharge      
No 64.0   67.2  
Yes 69.0 0.521  67.2 1.00 

PHQ-9 score       
< 8 69.8   69.9  
³ 8 52.2 0.101  56.3 0.276 

BI score      
£ 80 57.5   57.3  
> 80 82.4 0.002  82.6 0.004 

 
 

Table 11: Relationship between social and burn injury factors versus RTW (1 = 
Yes) using multivariable logistic regression models 

  

RTW 3-month model   RTW 6-month model 
Independent variable OR 95% CI p  OR 95% CI p 
Age        

 0.95 0.92- 0.996 0.032  0.94 0.90-0.99 0.023 
Gender         

Male Reference    Reference   
Female 0.42 0.15-1.16 0.095  0.33 0.10-1.02 0.054 

Highest education        
Primary or less Reference    Reference   

Middle 3.67 1.02-13.19 0.047  3.39 0.86-13.3 0.081 
High 2.02 0.59-6.92 0.262  3.49 0.82-14.86 0.090 

College 3.89 0.72-20.93 0.113  3.18 0.53-19.15 0.207 
Thickness        

Partial Reference    Reference   
Full 0.36 0.11-1.16 0.087  0.44 0.12-1.60 0.211 

TBSA        
 0.98 0.91-1.05 0.548  0.99 0.92-1.07 0.780 

Length of stay        
1 day - 1 week Reference    Reference   

     1 week - 2 weeks 0.44 0.12-1.67 0.228  0.67 0.16-2.84 0.586 
2 weeks - 4 weeks 0.21 0.05-0.89 0.034  0.20 0.04-0.93 0.040 

> 4 weeks 0.13 0.03-0.71 0.018  0.13 0.02-0.92 0.041 
Pain at discharge        

No Reference       
Yes 0.51 0.19-1.36 0.176     

BI        
 1.03 0.997-1.06 0.076  1.03 0.99-1.06 0.099 
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4.  Discussion  

This study aimed to measure depression, need for assistance in daily activities, QoL, 

RTW and factors associated with each of these outcomes among burn patients at and after 

discharge. Depression was found to be of low prevalence, nearly 15% of participants met 

the depression cut-off score, but far more, over 70%, required at least some assistance in 

daily living. Six months after discharge, 70% of participants reported a good QoL and 

67% of participants who were employed at the time of discharge had returned to work. 

LOS was significantly associated with all studied outcomes, and LOS greater than two 

weeks presented the low odds for favorable recovery outcomes in all models. This 

relationship remained significant even after TBSA, burn thickness (depth), age and 

gender were held constant. Full-thickness burns (3rd or 4th degree), regardless of TBSA 

and PHQ-9 score, also presented with significantly higher odds of needing assistance to 

complete daily activities and lower odds of a good QoL when compared to participants 

with partial thickness burns. TBSA, which is commonly used in the characterization of 

burns, only had a significant relationship with QoL, whereas ABSI was associated with 

all outcomes other than depression.  

Comparing the average PHQ-9 score of a general Shanghai Chinese population, 

3.3 (S.D.=4.0), and the prevalence of depression among the same population (cut-off 

score = 7) of 16.3%, to our study results, it appears that depression is not higher among 

burn patients (Thombs, Bresnick, & Magyar-Russell, 2006; Wang et al., 2014). 

Furthermore, the depression rates from our sample are consistent with results from 

studies utilizing the PHQ-9 in the general public of Hong Kong and Germany 
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(Kocalevent, Hinz, & Brahler, 2013; Yu, Tam, Wong, Lam, & Stewart, 2012), suggesting 

that this burn population from Wuhan Third Hospital does not experience increased rates 

of depression at discharge. LOS greater than two weeks was found to be associated with 

increased odds of depression, but the direction of the association is unknown. Verbosky 

found that general hospital patients with depression had a mean LOS 10 days longer than 

non-depressed patients, and in our study cost of treatment and LOS held a co-linear 

relationship (Verbosky, Franco, & Zrull, 1993). A plausible inference is that 

psychological services during hospital treatment could indirectly decrease financial 

burden by decreasing LOS and increasing recovery rate, but if depression is influenced 

by LOS, patients with LOS greater than two weeks should be identified and allotted 

increased psychological services. However, these suggestions do not consider other 

variables may influence LOS and should thus be directly targeted. Increased PHQ-9 score 

was associated with decreased odds of having a good quality of life. Other factors 

associated with depression are also in congruence with previous studies investigating 

depression among burn injury victims – depth of injury, not TBSA, was found to be 

significantly associated with depression (Jain, Khadilkar, & De Sousa, 2017). Anxiety 

and PTSD were not measured for. These conditions may have different effects on 

recovery and the prevalence may differ from that of depression amongst burn patients. 

Therefore, the results and conclusions here are solely descriptive of associations between 

burn injury and depression, and no other psychological conditions. Studies have also 

shown that depression can appear long after a patient’s return to home, so depression 

should be measured for after discharge.  



 

 
24 

 The BI illustrates a widespread need for assistance in daily activities among burn 

patients at the time of discharge. This need varies in severity but shows the demand 

patients have for caretakers, particularly as the age of patients increases, among female 

patients and those with full thickness burns. Functional independence was also associated 

with other study outcomes; as BI score increased, the odds of having depression 

decreased and the of odds for RTW increased. Physical therapy during hospital care 

should thus be a priority in rehabilitation and patients with predisposed poor outcomes – 

full thickness burns, increased age and females – should receive increased attention and 

support in order to optimize their recovery.  

Although QoL is a multifaceted, complex measure, that somewhat overlaps with 

other questionnaires used in this study, the variables found to be associated with a good 

QoL differed from that of other studied outcomes. However, the validity of these results 

is supported by previous research; Western Australia also found male gender and TBSA 

to be predictors of a good QoL (150/160 points on the BSHS-B) at six months (Finlay et 

al., 2015). In addition, a recent study utilizing the BSHS-B among burn injury patients, 

although retrospective and composed of patients with much higher TBSA and LOS, also 

found gender and TBSA to be associated with QoL. This strengthens the generalizability 

of the results to other burn patients in China. Another interesting find was that all but two 

of the domains had significant increases from the 3- to 6- month follow up. This suggests 

that this period is still a crucial, formative period where interventions can make 

significant changes. 
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 Similarly, another different study in China examining RTW after burn injury 

specialized for patients that were able to receive rehabilitation services post-discharge 

found many of the same associations as this study 6- months post discharge (Tang et al., 

2016). In both studies, education, perceived QoL and age were all independently 

associated with RTW, despite the large injury differences between the two samples. 

Increased age and gender had lower odds than their respective counterparts of RTW at 

both follow-up points.  

The consistent significant associations between ABSI and the study outcomes was 

a surprising find. This appears to be a valid construct to determine the severity of burn 

injury in several domains and to estimate patient outcomes from discharge to 6- months 

post discharge, aside from depression. We support the introduction of this measure into 

burn care and when allocating creating rehabilitation plans.   

The use logistic regression is justified by the distribution of the data. In order to 

use multi-variable linear regression models, the dependent variables need to be normally 

distributed but these outcomes, particularly PHQ-9 and BSHS-B, were heavily skewed. 

We decided against transforming these variables or using a robust regression model due 

to complexity in its interpretation.  

Strengths of the study includes the prospective design, as this eliminates selection 

bias and strengthens the external validity of the results. In addition, this study contributes 

cross sectional data concerning the depression and mobility status of burn patients, and 

longitudinal data for QoL and RTW. The three-month enrollment period, which is 
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ambitious considering the standard allotted fieldwork time, increased the number of 

patients enrolled and reduced season sensitive trends in burn epidemiology.  

 However, as most clinical studies, there are limitations to our results. Depression, 

mobility and QoL were measured based on each participant’s self-assessment, rather than 

examination by an expert, thereby opening the possibility that the results are biased. 

Responses to the PHQ-9 and BSHS-B are subject to the Hawthorne effect, especially 

considering how depression in Chinese culture has been said to have negative stereotypes 

(Ren, Zhang, Wang, & Wang, 2018). Our concern for this is mitigated by the strong 

consistency between the results from this study and other studies, both Chinese and 

international. Furthermore, using cut-off scores does not take into consideration the 

spectrum/ fluidity present in depression, functional dependence and QoL, but these cut-

offs are educated estimates based on previous studies, some even in Mainland China. We 

experienced difficulties keeping participants on the phone for the entirety of the follow-

up survey during pilot studies therefore the survey was modified and shortened, removing 

the PHQ-9 and BI. The follow-up survey described here was the version that was 

ultimately administered to the study population. This increases the possibility for null 

responses due to participant response exhaustion. We tried to limit this by presenting the 

survey as three short parts instead of one long survey. Lastly, despite our best efforts, we 

lost approximately 20% of the sample from baseline to 3- month follow up, and nearly 

15% from the 3- to 6- month follow-up. Three statistically significant associations were 

present - burn depth (partial vs full thickness) and PHQ-9 scores (depressed vs not 

depressed) at the 3-month follow-up and BI score (need vs no need for assistance in daily 



 

 
27 

activities) at the 6-month. This might influence the follow-up results to present higher 

percentages of favorable outcomes, since participants with worse recovery statuses 

dropped, but we think that this effect is minimal due to the strong consistency with 

previous literature. 
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5. Conclusion   

There does not appear to be a large residual need for mental health services for burn 

injury patients at Wuhan Third Hospital, and high percentage of participants with 

favorable high QoL is reassuring that current burn care addresses patient needs. The 

percentage of patients reporting need for assistance in daily activities and lack of RTW 

demand the most attention in future rehabilitation interventions. The consistency between 

our results and that of other domestic burn studies suggests that Chinese burn patients 

experience the same barriers to favorable recovery outcomes measured here, and that 

similar efforts nationwide can be used to address this problem.  

LOS greater than 2 weeks was a strong and common associated factor to all study 

outcomes, even after TBSA, burn depth, age and gender were held constant, therefore it 

will be important to identify factors with great influence on LOS and to form plans to 

mitigate modifiable determinants, or to use these factors as a means to identify patients 

susceptible to worse outcomes. The direction of association between our study outcomes 

and LOS is still unclear, so both efforts should be carried out in separate facilities and 

then compared. Discovery of association directions could guide interventions and would 

have spillover effects to multiple adverse burn injury outcomes. Full thickness burns 

and/or the ABSI should be used in the meantime to prioritize rehabilitation services 

where it is limited. Further research must aim to have larger sample sizes, to investigate 

the presence of depression among burn injury patients prior to burn injury and follow up 

all outcomes for a longer time-span.  
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Appendix  
 
 

Table 12: ABSI scoring categories and interpretation 
ABSI Score Threat to life  Survival probability  

2 – 3  Very low > 99% 
4 – 5  Moderate 98% 
6 – 7  Moderately severe 80 – 90% 
8 – 9  Serious  50 – 70% 
10 – 11 Severe 20 – 40% 
12 – 13  Maximum  < 10% 

 
 

 
Table 13: Distribution of depression severity among study sample 

PHQ-9 Scores 
 Score Count  % 
Minimal depression  £ 4 193 70.4 
Mild depression 5-9 59 21.5 
Moderate depression 10-14 16 5.8 
Moderately severe depression 15-19 3 1.1 
Severe depression   ³ 20 3 1.1 

 
 
 

Table 14: Distribution of dependence level among study sample 
BI scores 

 Score % Count (n) 
Total dependence 00 – 20 0.4 1 
Severe dependence 21 – 60  23.2 66 
Moderate dependence 61 – 90  57.8 164 
Slight dependence 91 – 99  13.8 39 
Independence   100  5.0 14 

 
 

 
Table 15: Coding for variables included in logistic regression models 

Independent variable Coding 
Age  

 1 – year increments 
Gender  

Male 0 
Female 1 

Highest education  
Primary or less 0 

Middle 1 
High 2 

College 3 
Cause of injury  

Flame 1 
Scald 2 

Electric 3 
Chemical 4 

Other 5 
Thickness  

Partial 0 
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Full 1 
TBSA  

 Continuous 
Length of stay  

1 day - 1 week 0 
     1 week - 2 weeks 1 

2 weeks - 4 weeks 2 
> 4 weeks 3 

Pain at discharge  
No 0 

Yes 1 
Itch at discharge  

No 0 
Yes 1 

PHQ-9  
 Continuous 

BI  
 Continuous 

 
 
 

Table 16: Differences between study sample followed-up and lost to follow-up 
Loss to follow up  

 
3-month 

follow up 
(n=220) 

Lost to 
follow up 
(n= 60) 

 
6-month 
follow up 
(n=189) 

Lost to 
follow up 
(n= 91) 

 

 % % p % % p 
Age       

18 - 24 5.9 1.7  6.9 1.1  
25 - 44 35.5 38.3  36.5 35.2  
45 – 64 43.2 38.3  41.8 42.9  
65 - 80 15.5 21.7 0.369 14.8 20.9  0.139 

Gender       
Male 58.2 63.3  56.6 64.8  

Female 41.8 36.7 0.472 43.4 35.2 0.190 
Highest education       

Primary or less 30.5 30.0  30.2 30.8  
Middle 31.8 35.0  31.8 34.1  

High 22.7 21.7  22.2 23.1  
College 15.0 13.3 0.967 15.9 12.1 0.866 

Thickness       
Partial 63.3 48.2  62.9 54.2  

Full 36.7 51.9 0.043 37.1 45.8 0.181 
TBSA       

< 10 % 33.5 39.7  32.6 39.3  
10 – 20 %  35.3 36.2  37.4 31.5  
20 – 30 % 23.9 19.0  23.0 22.5  

> 30 % 7.3 5.2 0.773 7.0 6.7 0.706 
ABSI       

2 – 3 9.7 7.6  11.4 4.9  
4 – 5 51.5 54.7  50.0 57.3  

6 – 11 38.5 37.7 0.922 38.6 37.8 0.211 
Length of stay       

1 day - 1 week 27.9 30.0  27.7 29.7  
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     1 week - 2 weeks 37.9 41.7  37.8 40.7  
2 weeks - 3 weeks 15.5 10.0  16.5 9.9  
3 weeks - 4 weeks 8.2 5.0  8.5 5.5  

> 4 weeks 10.5 13.3 0.726 9.6 14.3  0.399 
Treatment cost (CNY)       

500 - 4999 16.4 16.7  15.4 18.7  
5000 - 9999 26.5 25.0  27.6 23.1  

10000 - 19999 28.3 31.7  28.2 30.8  
20000 - 29999 12.3 8.3  13.3 7.7  

> 30000 16.4 18.3 0.913 15.4 19.8 0.494 
Pain at discharge       

No 50.0 43.3  49.7 46.2  
Yes 50.0 56.7 0.360 50.3 53.9 0.574 

PHQ-9 score        
< 8 87.4 76.7  86.5 82.0  
³ 8 12.6 23.3 0.040 13.5 18.0 0.332 

BI score         
£ 80 70.1 79.7  66.3 84.3  
> 80 30.0 20.3 0.144 33.7 15.7 0.002 
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