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Abstract  

Background Health-related quality of life (HRQoL) is reduced after a burn, and is affected 

by coexisting conditions. The aims of the investigation were to examine and describe effects 

of coexisting disease on HRQoL, and to quantify the proportion of burned people whose 

HRQoL was below that of a reference group matched for age, sex, and coexisting conditions.  

Method  A nationwide study covering 9 years and examined HRQoL 12 and 24 months after 

the burn with the SF-36 questionnaire.  The reference group was from the referral area of one 

of the hospitals.   

Results The HRQoL of the burned patients was below that of the reference group mainly in 

the mental dimensions, and only single patients were affected in the physical dimensions. The 

factor that  significantly affected most  HRQoL dimensions (n=6)  after the burn was  

unemployment, whereas only smaller effects could be attributed directly to the burn. 

Conclusion Poor HRQoL was recorded for only a small number of patients, and these were 

mostly in the mental dimensions when compared with a group adjusted for age sex, and 

coexisting conditions. Factors other than the burn itself, such as mainly unemployment and 

pre-existing disease, were most important for the long term HRQoL experience in these 

patients.   

 

Key words: Health related quality of life; burn injury; pre-existing disease; control group; co-

morbidity; long term; SF-36; unemployment.  
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Introduction 

 
Burned patients have often been found to have altered health-related quality of life (HRQoL) 

when they are examined after the injury and compared with healthy control groups (1, 2, 3). 

The reasons include the burn itself together with pre-existing factors, most importantly 

coexisting disease, age, sex and psychiatric morbidity (4-6). However, the specific effects of 

coexisting diseases by e.g., comparisons with a comorbidity adjusted control group have to 

our knowledge not been examined before.  In a recent single-centre investigation our research 

group showed that two-thirds of the burned patients had long term psychiatric morbidity 

assessed by a structured clinical interview (5). Therefore, such an adjustment seems important 

to better understand the HRQoL decline.     

 Coexistent morbidity also affects HRQoL among patients treated in medical or 

surgical intensive care (ICU) (7).  We therefore hypothesised  that pre-existing morbidity is a 

major factor that affects the HRQoL experienced by patients who have been treated for burns. 

  

The aims of this study were to assess HRQoL 12 and 24 months after severe 

burns to evaluate to what extent, and in which domains, they differed from a control group 

matched for age, sex, and coexisting conditions, and also to evaluate factors before and after 

injury, such as comorbidity, sick leave, and unemployment, that are known to affect HRQoL.  

HRQoL was assessed with the generic instrument SF-36 (8), which is known to address most 

dimensions, including mental health.  

 

 

Patients and Methods  
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Patients  

 

This prospective, longitudinal, national, two-centre study took place at the two national burn 

centres in Sweden (Linköping and Uppsala), each of which admits roughly 100–120 

patients/year. Admission criteria were based on the recommendations of the American Burn 

Association (9). The referral area for the two centres includes about 9 million inhabitants.   

We studied patients who were admitted consecutively for treatment of burns at the 

Uppsala Burn Centre between 28 March 2000 and 31 March 2009 and at the Linköping Burn Centre 

between 1 November 2002 and 31 December 2009. At the Uppsala Burn Centre the patients were 

part of an ongoing prospective study with inclusion during the initial acute treatment at the hospital 

and follow-up assessments at 3, 6, and 12 months after the burn injury. Only the data from the 12-

month assessment were considered in this study and as a supplement for this study a 24-month 

assessment was undertaken.  At the Linköping Burn Centre, all patients admitted during the 

specified time period were assessed 12 and 24 months after the burn injury. The inclusion criteria for 

both centers were; Swedish speakers aged 18 years or over and; either burns ≥ 10% of total body 

surface area (TBSA %) or duration of stay in the burns unit of 7 days or more.  

All patients admitted during the specified period were approached on the ward or by mail 12 

and 24 months after the burn. The letter included information about the study, a structured 

questionnaire, and a stamped addressed envelope. For those patients who were  approached by 

mail and had not responded within about 10 days were contacted by telephone by one of the 

investigators (LO). If telephone or first mailing achieved no answer two reminders were sent 

out (at 3 and 6 weeks). 

The clinical databases in each burn centre were used to extract data on age, sex, 

TBSA%, full thickness total surface area % (TBSA-FT %), duration of stay in ICU, and time 

spent on the ventilator.   
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Data from a public health survey of the county of Östergötland (the area in 

which one of the burn centres is situated) were used for comparison of HRQoL and coexisting 

conditions. That survey had been undertaken to monitor the general health of the population 

in a different study and was completed during 1999 (10). Questionnaires were initially sent 

out to 10 000 people aged 18 to 74 years. After two reminders, 6093 (61%) had responded 

(10).  

 The study followed the principles of the Helsinki Declaration and was approved by 

both the Linköping University and the Uppsala University Hospital ethics committees. 

 

Questionnaires and instruments 

A set of structured questionnaires were sent to the study group 12 and 24 months after the 

injury. The questionnaire contained questions about the patient’s background:  employment, 

on sick leave or not, level of education, marital state, pre-existing disease, and self-reported 

diagnoses.. The questionnaire about the self-reported diagnoses asked, “Have you had any 

significant illness, reduced bodily function or other medical problem, and had it for more than 

6 months before admission to the ICU?” with the option to answer “yes” or “no”. This 

question also listed possible pre-existing illnesses: “cancer; diabetes; heart failure; asthma or 

allergy; rheumatic, gastrointestinal, blood, kidney, psychiatric, or neurological disease; 

thyroid or any other metabolic disturbance; or any other long- term illness”. The last was an 

open question with a slot for free text. For Uppsala patients the pre-existing diseases were 

collected from the medical records by one of the doctors in the research group (BG).  

  

  The Swedish version of Medical Outcome Short Form (SF-36)
 
(8, 11)

  
was 

chosen to evaluate HRQoL. The instrument is internationally known and has been 

recommended for assessment of  HRQoL in critical care (12). SF-36 has been validated in a 
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representative Swedish sample (11), and in the burn population (13). It has 36 questions and 

generates a health profile of eight subscale scores whereof 4 subscales relate to the physical 

dimensions (physical functioning, physical role; bodily pain, or general health), and 4 

subscales relate to the mental dimensions (vitality, social functioning, emotional role, or 

mental health) (11). The scores of all the subscales are transformed into a scale ranging from 

0 (the worst) to 100 (the best).  

 Data about psychiatric morbidity assessed by the Structured Clinical Interview 

for the DSM-IV Axis I disorders (SCID-I) (14) was available in a subsample (5).  

The questionnaire sent to the reference group in 1999 included questions on 

background characteristics as above, HRQoL (SF-36 questionnaire), and questions about 

health problems. Details and the method for this part has been published previously (15). 

Statistics and calculations 

We used an extensive “normal” group to construct the normal range for SF-36 values to 

which to compare the data (mean (2SD)) from each burned patient. Since -2SD sometimes 

resulted in a minus number in the model; the lower 2.5 % was used as proxy for -2SD. The 

comparison was built on a model for the control group in which one dimension of SF-36 at a 

time was the dependent variable in a linear regression model, and age and sex were 

independent variables. This was performed  separately for no, one, and more than one 

previous diseases. The coefficients from that analysis were then used to calculate each 

patient’s value adjusted for age and sex. This calculated value was compared with the values 

from the control group.  This approach made it easier to identify the number of burned 

patients who had “subnormal” values for  HRQoL, that is, less than the reference group lower 

than -2SD value in each dimension. 
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 Data are presented as mean (SD).  Unadjusted two-sample comparisons (chi 

square and Student’s t test) were used as appropriate to assess differences in background 

characteristics between the groups. In the comparison of HRQoL (SF-36) between the 

reference group and the study group on different occasions (12 and 24 months), the paired 

Students t-test was used and when examining differences between the patients (12 and 24 

months) and the unpaired Student´s t-test when examining differences between the patients 

and the control group (12 months). . The lower level (-2SD) in each dimension of SF-36 for 

the reference group was used for comparison. A multiple linear regression analysis, adjusted 

for age and sex, was used to analyse the independent effects of burn-related factors (TBSA%; 

TBSA FT%; duration of hospital stay; and time on ventilator) pre-existing conditions; time on 

sick leave; present employment; level of education; and marital state. To maximise the 

statistical power, the 12-month follow-up data was used (n = 172). In analyses in which  

HRQoL was compared over time, only participants who responded to both follow up 

questionnaires were used (n = 75). No adjustments for multiple testing were made and 

probabilities were regarded as descriptive. Probabilities of less than 0.05 were accepted as 

significant.   

 Variables with probabilities of less than 0.05 in the regressions were included in 

final stepwise linear multiple regressions with each of SF-36 subscales as dependent 

variables. 

 The Statistical Package for the Social Sciences (PASW, version 18.0, Chicago, 

IL. USA) was used to aid the statistical analyses.  
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Results 

Patients 

 

During the study period 2000 to 2009, 266 patients fulfilled the inclusion criteria. Of these, 55 were 

lost to follow up, 41 declined to participate (32 in the Linköping sample and 9 in the Uppsala 

sample), and 14 were lost for administrative reasons (Uppsala sample). A total of 156 patients 

therefore participated at the 12-month assessment (40 women and 116 men), and 75 in the 24 month 

assessment (23 women and 52 men). In addition, four patients died during the study (three in 

Linköping and one in Uppsala), and 48 dropped out of the study between the 12 and 24 months 

follow-up (34 in the Linköping sample and 14 in the Uppsala sample).  

 

Social and personal data 

 

Social and personal data for responders (n=156) and non-responders (n=101) together with 

the reference group (n=6093) are shown in Tables 1 and 2. Apart from more patients in higher 

education recorded at the Linköping centre, there were no significant differences in the study 

groups at the two centres (age, sex, duration of stay, TBSA %, TBSA FT%, and time on 

ventilator) (data not shown). There were no significant differences between the responders 

and the non-responders, except that the responders had larger TBSA% (Table 1). 

 In the study population 71 (46%) patients had pre-existing conditions at least 6 

months before the injury, the most common of which were related to psychiatric or 

psychological issues (n=22, 14.1%) compared with 99 (1.6%) for the reference group. The 

overall number of coexisting conditions in the reference group was 1707 (28 %)(Table 2).  
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Health-related quality of life  

 

 HRQoL among the burned patients was significantly affected in all dimensions both at 12 

and 24 months, except for bodily pain (p=0.17) and vitality (p=0.07) at 24 months (Figure 1) 

compared with the reference group. For the burned patients, improvements were recorded in 

only two dimensions (physical functioning, physical role,) between 12 and 24 months. It 

needs to be stressed that the improvement in physical function and role physical  where more 

than a 5 point score change (the HRQoL score magnitude needed for a clinical significant 

change (16)).  

 

Comparison of the burned patients with the reference group adjusted for 
age, sex, and coexisting conditions (Tables 3 and 4)  

When the burned patients without pre-existing disease (n=85) were compared with the healthy 

reference group (n=4386), fewer than 5% of the patients had values below the lower reference 

group value (-2 SD) in any of the physical dimensions (physical functioning, physical role, 

bodily pain, and general health). In the mental dimensions (vitality, social functioning, 

emotional role, and mental health), 8% to 34% of the patients had a value below the lower 

reference group value (-2 SD) (Table 3). 

 Fewer than 2% of the burned patients with one pre-existing disease (n=60) had 

values below the reference group value (-2SD) when compared with the corresponding 

reference group (one coexisting condition) (n=1411) in any of the physical dimensions. In the 

mental dimensions, 5%- 22 % depending on the dimension were recorded below the reference 

group value (Table 3). 

 When we compared the burned patients with more than one co-existing 

condition (n=11) with the corresponding number in the reference group (>1 coexisting 
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condition, n=296), 0 to 18 % of the patients had values below the lower reference group value 

(-2 SD) depending on dimension (Table 3).  

 When we compared descriptive data between burned patients with normal 

HRQoL and those with lower HRQoL, those with low  HRQoL  had more severe burns (as 

assessed by TBSA-FT %, duration of stay in ICU, and time on ventilator) (Table 4).  

 

Clinical and psychosocial factors important for HRQoL values recorded 
in burned patients (Tables 5a and 5b) 

 

Important factors associated with the  HRQoL after burns on multiple regression were: current 

unemployment, associated with six dimensions (physical functioning, bodily pain, general 

health, vitality, emotional role, and mental health);  duration of stay in hospital (physical role, 

general health, and social functioning); and pre-existing disease, both latter with three 

dimensions (general health, vitality, and mental health) (Table 5a and 5b). Finally, TBSA-

FT% with  two dimensions (physical functioning, and vitality) (Tables 5a and b)  

 

 

Discussion 

 

The novelty of this study is that it examines the proportion of burned patients who have  

HRQoL that is less than that of the reference group adjusted for  age, sex, and (most 

importantly) coexisting condition. There are several new and important findings:  

Firstly, and the major finding in this study is that after adjustments are made 

(age, sex and co-morbidity) the most extensive effect on the HRQoL dimensions (n=6) was 

that of unemployment.   

Secondly,, for two levels of coexisting condition (healthy and one condition) only small 

effects in the physical dimensions were recorded. The group with more than one coexisting 

condition was so small that any conclusions were considered less valid.  
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 Third, a different picture is evident for the mental dimensions for which between 

5% and 34% of the patients fell below the lower level (-2SD) of the reference group. Most of 

these observations were recorded in the previously healthy group. The lower levels of HRQoL 

may therefore be the result of the burn, or an undiagnosed problem such as a permanent 

psychiatric or psychological condition. In a subgroup of our patients it has been shown that 

the prevalence of long-term psychiatric morbidity is high (27%). We assume that there is also 

an underreporting of psychiatric/psychological issue from the pre injury period that affect our 

results.  

  

Fourth, when we look at HRQoL and do not take the coexisting condition into 

account, (Table 4) the group of patients who have HRQoL that is worse than -2 SD of the 

reference group also have the most effects from burn-related factors. When adjustment is 

made for coexisting conditions the effects is significantly attenuated. This suggests that 

patients with coexisting conditions may have worse burns. This needs to be explored further.  

 Fifth, factors related to the burn had only minor effects on HRQoL and of these, 

length of stay and TBSA-FT % were important in only a few dimensions, mostly related to 

physical function.  

Sixthly, improvements over time after the injury were recorded in only two  of 

eight dimensions of the SF-36, mainly in the physical dimensions.. These data support the 

hypothesis that  burned patients may perceive a lower mental health already before the burn 

injury when compared with a control group adjusted for age, sex, and coexisting conditions. It 

then needs to be stressed that there is in this study an over-representation of coexisting 

psychiatric morbidity (27%). Such a finding has previously been repeatedly reported by others 

(5, 17, 18). We also think that the 27% is a falsely low figure, as it is well known that 
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psychiatric-related problems are under-reported by patients (19).  Furthermore, the present 

finding that unemployment was important for the HRQoL registered after the burn, also has 

relevance to the psychiatric and psychological issues listed, as it is well known that 

unemployment is more common among people with psychiatric and/or psychological 

problems or long-term psychiatric morbidity. It has been well-documented that such 

psychosocial factors have a strong impact on health-related HRQoL (2-4).   We also think that 

a larger proportion of the lower values in the mental dimensions relate to such issues rather 

than being secondary to the burn. This needs to be further examined, by not adjusting 

categorically (previously healthy, one or more than one disease) for pre-existing conditions 

but rather to adjust for specific diseases. The results emphasise that issues not primarily 

related to the burn are important for the outcome for patients with burns.    

 We think  that the findings in the present study may also be true for other areas 

of the western world. The uptake areas of the two burn units correspond to roughly10 million 

inhabitants, although the prevalence of burns is somewhat lower in Sweden than other 

western countries (20); the types of burn seen in the two units are similar, and the outcome 

variables are homogeneous in a country that comprises both urban and rural areas.  

  

Limitations  

The use of a relevant reference group is strength of this study. However, the 

comparison may be somewhat compromised by the fact that the coexisting conditions in the 

reference group differed significantly from those among the burned patients. In the latter 

group self-reported psychiatric diseases were 8 times more common, and the co-morbidity 

profile of the reference group contains more cardiovascular and gastrointestinal conditions 

(7). This emphasises that the type and extent of coexisting conditions may also be important 

when choosing a relevant control group. 
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The patients that answered the questionnaires had a larger TBSA% than those 

that did not. This could affect the results and the conclusions made. However, the absolute 

difference was restricted compared with the overall burn sizes observed, i.e., 5 %. Also 

several of our analyses depended on regression models in which TBSA% was examined and 

adjusted for. Therefore, we do not think  this difference has any significant impact on our 

conclusions.    

Also the reference group was examined in 1999 whereas the burn study ended 

10 years later. This could possibly affect the results and the conclusions made. However, we 

are not aware of any social or demographic changes in this time period that could affect our 

conclusions. We therefore think  that the conclusions drawn are not significantly affected by 

this time period difference.  

 

     

   

  

 

 

Conclusions 

Small improvements were recorded in HRQoL over time for patients with burns. Significantly 

lower HRQoL was recorded for only a restricted number of patients, and mainly in mental 

dimensions, when they were compared with a reference group adjusted for age, sex, and 

importantly, coexisting conditions. The most important factor affecting most dimensions in 

HRQoL was unemployment. Given also the prevalence of psychological and psychiatric 

issues such as long-term psychiatric disease, our data support the hypothesis that worse 

HRQoL depends mainly on factors other than the burn itself.  The results also highlight that 
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long-term follow up and support of burn patients should focus on psychosocial issues and 

particularly the employment situation.  
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Table 1 Clinical details

 

Study group Non-responders p-Value ŧ Responders at both Non-responders between p-Value † 

occations 12 and 24 months

(n=156) (n =101 ) (n=75) (n=48)

Variable

Sex: 0.34 0.230

   Male 116 (74)≠ 69 (68) 52 (69) 38 (79)

   Female 40 (26)≠ 32 (32) 23 (31) 10 (21)

Mean (SD) age (years) 46 (16.4) 48.1 (22.3) 0.32 48 (13.9) 44 (20.0) 0.231

   range 16-90 17-93 18-80 17-88

LoS in ICU (days) 27.5 (35.4) 22.1 (26.1) 0.19 27.3 (19.8) 27.2 (32.0) 0.974

   range 0-301 1-186 1-94 1-183

TBSA 23.6 (19.2) 17.7 (15.2) 0.01 25.4 (18.5) 22.1 (19.2) 0.348

   range 50-80 20-87 1.25-75 0-80

TBSA-FT 12.7 (16.2) 10.2 (13.6) 0.20 14.0 (16.3) 11.6 (16.1) 0.442

   range 0-65 0-87 0-65 0-63.5

Time on ventilator 7.3 (13.4) 5.4 (13.8) 0.30 7.47 (12.8) 7.69 (16.6) 0.934

   range 0-67 0-81 0-52 0-67

≠ Missing value for 3 patients (n=153)

 ŧ between groups answered at 12 months and non-responders; † between groups answered at both occations and withdrawals beween 12 and 24 months

TBSA; Total Body Surface Area, TBSA-FT; Total Body Surface Area Full Thickness, LoS; lenght of stay

 Data are number (%) or mean (SD)  
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Table 2 Sociodemographic data for the study group and the reference group

Data are number (%) unless otherwise stated

Study group Reference group

Characteristic (n=156) (n=6093) p-value

Mean (SD) age 46 (16.5) 46 (15.1) 0.673

Male gender 116 (74)ŧ 2822 (46) <0.001

Education

   Compulsory school only 47 (30) 1881 (31) 0.843

   High school/university 18 (12) 1350 (22) 0.002

Marital status <0.001

   Single 72 (46) 1312 (22)

   Married/cohabit 72 (46) 4414 (74)

   Widow/widower 12 (8) 275 (5)

Born in Sweden 137 (90) 5494 (91) 0.432

Employment before ICU stay <0.001

   Employed/leader 97 (63) 3538 (58)

   Retired 34 (22) 1132 (19)

   Other 24 (15) 1423 (23)

12 months after ICU

   Employed/leader 77 (49)

   Retired 39 (25)

   Other 40 (26)

Pre-existing disease 71 (46) 1707 (28) <0.001

   Psychiatric disease 22 (14.1) 99  (1.6)

   Asthma/allergy 14 (9.0) 146 (2.4)

   Heart failure 15 (9.6) 810 (13.3)

   Neurologic disease 7 (4.5) 72 (1.2)

   Diabetes 4 (2.6) 95 (1.6)

   Gastrointestinal disease 4 (2.6) 306 (5.0)

   Cancer 2 (1.3) 32 (0.5)

   Miscellaneous 19 (12.2) 722 (11.8)

No. of diseases

   0 85 (54.5) 4386 (72)

   1 60 (38.5) 1411 (23.2)

   >1 11 (7.0) 296 (4.8)

Sick before ICU stay 7 (4.5)

Sick leave 38 (24.5) 75 (1.2)

 ŧMissing value for 3 patients  
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Table 3 Proportions of the ICU patients with SF-36 score 2SD below the reference group

 lower level adjusted for age and sex

N (%) range mean SD

Without comorbidity (n=85)

Physical functioning 4 (5) 24.8-29.3 27.2 1.9

Physical role 3 (4) -0.45- -0.01 -0.24 0.2

Bodily pain 1 (1) 21.2-21.2 21.2

General health 2 (2) 24.0-25.2 24.6 0.8

Vitality 7 (8) 2.3-18.1 9.2 6.2

Social functioning 12 (14) -2.4-37.5 23.2 14.1

Emotional role 22 (26) -7.3 - - 2.6 -5.4 1.4

Mental health 29 (34) -14.1-35.9 15.7 14.3

Comorbidity 1 disease (n=60)

Physical functioning 0

Physical role 0

Bodily pain 0

General health 1 (2) 14.5-14.5 14.5

Vitality 3 (5) -13.3-4.8 -7.0 10.2

Social functioning 11 (18) -4.3-25.0 10.5 13.1

Emotional role 13 (22) -2.0- -1.6 -1.8 0.1

Mental health 4 (7) -9.0-18.5 10.6 13.2

Comorbidity >1 disease (n=11)

Physical functioning 0

Physical role 2 (18) -8.0- -0.2 -4.1 5.5

Bodily pain 0

General health 0

Vitality 1(9) 0.34-0.34 0.34

Social functioning 2 (18) 10.5-10.7 10.6 0.13

Emotional role 0

Mental health 2 (18) -1.4-15.8 7.2 12.2
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Table 4 Descriptive data for the burn patients with SF-36 score 2SD under the reference group lower level in at least 

one of the SF-36 eight dimensions comparison with the burn patients with normal SF-36 score

Data are number (%) unless otherwise stated

Patients with normal level Patients with low level

(n=96)  (n=60) p-value

Age  years mean (SD) 46 (18.4) 46 (13.1) 0.960

Sex, male 66 (71.0) ŧ 47 (78.3) 0.311 

TBSA 21.8 (17.8) 27.7 (18.5) 0.052

TBSA-FT 10.7 (13.2) 16.6 (18.4) 0.023

Stay in ICU, hours mean (SD) 20.8 (16.8) 36.2 (35.7) <0.001

Time on ventilator, hours mean (SD) 5.1 (9.9) 10.4 (17.4) 0.016

Marital state 0.040  

   Married/cohabit 39 (40.6) 33 (55)

   Single 46 (47.9) 26 (43.3)

   Widow /widower 11 (11.5) 1 (1.7)

Employment before ICU * 0.226 

   Employed/leader 56 (58.9) 41 (68.3)

   Retired 23 (24.2) 11 (18.3)

   Other 16 (16.7) 8 (13.3)

Sick leave before ICU 2 (2.1) 5 (8.3) 0.067

Born in Sweden * 83 (88.3) 54 (91.5) 0.525

Education

 Higher than compulsory school 65 (67.7) 44 (73.3) 0.456

   High School/university * 11 (11.6) 7 (11.7) 0.987 

Mortality during the study 2 (2.1) 2 (3.3) 0.631

* Not all patients answered the question 

ŧ Missing value for 3 patients
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Table 5a  Impact of different factors on HRQoL physical dimensions, (SF-36 mean) at 12 months

Linear multiple regression analysis. Data are p-value, B (95% Confidence Interval for B ) 

Physical Physical Bodily General

Variable functioning role pain health

TBSA 0.436 0.396 <0.001 0.735
-0.13 (-0.45 to 0.20) -0.24 (-0.80 to 0.32) -0.47 (-0.71 to -0.23) -0.05 (-0.36 to 0.25)

TBSA-FT <0.001 0.173 0.282 0.091

-0.57 (-0.82 to -0.32) -0.46 (-1.12 to 0.20) -0.22 (-0.61 to 0.18) -0.33 (-0.72 to 0.05)

Length of stay 0.173 <0.001 0.843 0.001

-0.17 (-0.41 to 0.08) -0.65 (-0.90 to -0.41) 0.03 (-0.27 to 0.33) -0.23 (-0.36 to -0.09)

Time on ventilator 0.500 0.628 0.051 0.263

-0.17 (-0.66 to 0.32) 0.20 (-0.62 to 1.03) 0.49 (-0.003 to 0.98) 0.22 (-0.17 to 0.62)

Pre-existing disease 0.147 0.684 0.069 0.004

   Yes/No -4.81 (-11.33 to 1.71) -2.46 (-14.37 to 9.46) -6.59 (-13.72 to 0.53) -8.72 (-14.57 to -2.87)

Sex 0.235 0.062 0.245 0.104

   Male/Female -5.57 (-14.78 to 3.65) -14.40 (-29.52 to 0.72) -5.91 (-15.92 to 4.10) -6.84 (-15.09 to 1.41)

Age <0.001 0.004 0.007 <0.001

-0.52 (-0.77 to -0.28) -0.59 (-0.99 to -0.19) -0.38 (-0.65 to -0.11) -0.47 (-0.73 to -0.22)

Sick leave now 0.643 0.905 0.824 0.239

   Yes/No 1.19 (-3.86 to 6.23) 0.49 (-7.60 to 8.57) 0.61 (-4.80 to 6.02) 2.55 (-1.71 to 6.82)

Employment  now 0.016 0.161 0.014 0.022

   Yes/No -9.86 (-17.83 to -1.90) -10.10 (-24.25 to 4.06) -10.91 (-19.55 to -2.27) -8.68 (-16.11 to -1.25)

Education

   Higher than basic school 0.408 0.771 0.288 0.829

   Yes/No 3.82 (-5.29 to 12.93) 2.45 (-14.19 to 19.09) 5.41 (-4.63 to 15.46) 0.93 (-7.61 to 9.48)

   High school/university 0.647 0.335 0.195 0.756

   Yes/No 3.08 (-10.20 to 16.35) 10.07 (-10.50 to 30.65) -9.08 (-22.84 to 4.69) -1.82 (-13.40 to 9.75)

Marital state 0.984 0.736 0.679 0.865

   Married, cohabit/Single -0.09 (-8.87 to 8.69) 2.56 (-12.44 to 17.55) 1.94 (-7.31 to 11.18) 0.67 (-7.14 to 8.48)

Adjusted for age, and sex; Beta, unstandardized coefficient

HRQoL; Health related quality of life, SF-36 short form health outcome, TBSA; Total body surface area, 

TBSA-FT; Total body surface area full thickness  
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Table 5b  Impact of different factors on HRQoL mental dimensions, (SF-36 mean) at 12 months 

 Linear multiple regression analysis. Data are p-value, B (95% Confidence Interval for B )

Vitality Social Emotional Mental

Variable functioning role health

TBSA 0.437 0.696 0.151 0.112

0.12 (-0.19 to 0.44) 0.08 (-0.33 to 0.50) 0.431(-0.15 to 0.98) 0.24 (-0.56 to 0.53)

TBSA-FT 0.002 0.371 0.094 0.021

-0.38 (-0.61 to -0.15) -0.21 (-0.67 to 0.25) -0.37 (-0.80 to 0.06) -0.27 (-0.49 to -0.04)

Length of stay 0.215 <0.001 0.554 0.351

-0.16 (-0.41 to 0.09) -0.39 (-0.56 to -0.22) -0.13 (-0.57 to 0.31) -0.11 (-0.34 to 0.12)

Time on ventilator 0.268 0.872 0.527 0.711

0.24 (-0.19 to 0.66) -0.05 (-0.66 to 0.56) 0.28 (-0.59 to 1.14) 0.08 (-0.37 to 0.54)

Pre-existing disease 0.029 0.383 0.844 0.029

   Yes/No -6.95 (-13.16 to -0.74) -3.53 (-11.52 to 4.46) 1.25 (-11.27 to 13.77) 7.74 (0.80 to 14.69)

Sex 0.271 0.551 0.401 0.405

   Male/Female -5.03 (-14.03 to 3.96) -3.24 (-13.98 to 7.49) -6.79 (-22.70 to 9.13) -3.58 (-12.05 to 4.89)

Age 0.010 0.264 0.306 0.434

-0.35 (-0.62 to -0.08) -0.16 (-0.45 to 0.12) -0.23 (-0.68 to 2.21) 0.09 (-0.13 to 0.30)

Sick leave now 0.038 0.670 0.587 0.423

   Yes/No 4.67 (0.26 to 9.09) 1.15 (-4.19 to 6.50) 2.33 (6.14 to 10.82) 1.75 (-2.56 to 6.06)

Employment  now 0.010 0.127 0.002 0.015

   Yes/No -10.16 (-17.81 to -2.51) -7.43 (-16.99 to 2.13) -22.58 (-36.68 to -8.49) -9.02 (-16.26 to -1.79)

Education

   Higher than basic school 0.079 0.162 0.982 0.386

   Yes/No 7.72 (-0.91 to 16.35) 7.37 (-3.00 to 17.75) -0.19 (-16.82 to 16.44) 3.69 (-4.70 to 12.09)

   High school/university 0.760 0.686 0.331 0.100

   Yes/No -1.95 (-14.57 to 10.66) 3.31 (-12.88 to 19.51) 10.90 (-11.20 to 33.01) 9.30 (-1.80 to 20.40)

Marital state 0.454 0.399 0.941 0.340

   Married, cohabit/Single 3.06 (-5.00 to 11.12) 4.30 (-5.75 to 14.35) -0.57 (-15.77 to 14.64) 3.65 (-3.88 to 11.19)

Adjusted for age, and sex; Beta, unstandardized coefficient

HRQoL; Health related quality of life, SF-36 short form health outcome, TBSA; Total body surface area, 

TBSA-FT; Total body surface area full thickness  
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Figure legends 

 

0

10

20

30

40

50

60

70

80

90

100

P
hy

si
ca

l f
un

ct
io
ni
ng

P
hy

si
ca

l r
ol

e

B
od

ily
 p

ai
n

G
en

er
al
 h

ea
lth

V
ita

lit
y

S
oc

ia
l f
un

ct
io
ni
ng

E
m

ot
io

na
l r

ol
e

M
en

ta
l h

ea
lth

Reference group (n=6093)

Burn-ICU 12 months  (n=75)

Burn-ICU 24 months (n=75)

 

Health-related quality of life (SF-36): comparison of the reference group (n=6093) with the 

burned patients 12 and 24 months after the burn (n=75).   

 

 

 

 

 

 

 

 

 

 

 


	Resubmit version_final 20121031-2-TitlePage
	Resubmit version_final 20121031-2

