
Mortality in Above 40% Thermal Burns
Patients

INTRODUCTION:
Burns are the second leading cause of accidental
death, following vehicle crashes.1 Burn injuries are
very common in developing countries due to high
population density, domestic accidents, poverty,
illiteracy, lack of appropriate safety measures,
negligence in certain working environment and
unsafe use of materials associated with festivals
(fireworks).2 Most common causes of burn injuries
are flame burns followed by hot liquid burns and
electric burns. The most common age groups affected
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are in the first three decades of life.3 Females are
more commonly affected than males in rural areas,
and the overall mortality is higher in females as
compared to males. Maximum number of female
victims has more than 75% total body surface area
(TBSA) burns.4

Depending upon the location of body affected and
degree of severity, a burn victim may experience a
wide number of potentially fatal complications
including shock, infection, respiratory distress,
electrolytes imbalance, psychological and emotional
distress due to scarring and deformity, and economic
and social consequences.5 Mortality increases as
the degrees and total body surface area of burn
increase i.e. 0.25% mortality with less than 10%
TBSA, 5.4% with 20-39% TBSA, and 96.6% for burns
> 90% TBSA has been reported.6 In burn patients,
sepsis and its related complications are the leading
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The studywas conducted in Burn Unit, Khyber Teaching Hospital Peshawar, from October 2007
to 31st March 2008.

The mortality in this study was high due to large TBSA burns, deep burns, referral from peripheral
areas without proper treatment, failure to avail medical treatment in time and septicemia.
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One hundred patients with TBSA more than 40%, any degree of depth and any thermal cause
were included in the study. The interpretation and analysis of data were done with the help of
SPSS 10.0.

To findout the frequency of mortality of thermal burns in different ages and gender.

There were 52 (52%) males and 48 (48%) females. The mean age was 17.90 year + 14.5 year.
The maximum number of patients (30%) were less than 10 year of age, followed by 18 (18%)
of 21-30 year and 15 (15%) of 31- 40 year age group. According to TBSA burns, 47 (47%)
patients had 51-60% burns, followed by 40 patients (40%) having 40-50% burns. Fifty five patients
died, including 28 males (50.90%) and 27 females (49.10%). Mortality was 100% in patients who
were above 80 year of age having more than 80% TBSA burns. Thirty three patients (60%) died
of septicemia, followed by 11 (20%) and 10 (18.19%) patients with acute renal failure and
irreversible shock respectively.
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cause of mortality followed by irreversible shock
and inhalation injury.3 Significant morbidity and
mortality from smoke inhalation occurs in victims of
fire. Inhalation injury increases the number of deaths
and three fold prolongation of hospital stay.7 Mortality
from burn injuries has been reported from a rate of
4.3%8 to 53.4%.2

Worldwide about 5% of deaths are due to burn
injuries and overall global annual cost for treatment
of burn patients has been estimated around 500
billion US dollars.9 The available data on mortality
in patients with thermal burns is not sufficient to
address this issue properly in our local setup. This
study aimed to find out the mortality in different ages
and gendar, and its common cause, in above 40%
TBSA burn patients.

METHODOLOGY:
This descriptive prospective study was done at Burns
Unit, Khyber Teaching Hospital Peshawar from
October 2007 to 31st March 2008. Total of 100
patients were included in the study by stratified
random sampling technique comprising of 52 males
and 48 females. The inclusion criteria was all patients
having thermal burns of more than 40% TBSA of
any age and gender and of any duration presenting
for the first time to our unit. Burns due to any cause
(accidental, homicidal, suicidal), and superficial and
full thickness (partial or deep) burns were admitted.
Other burns due to electric and chemical cause, and
cases with associated (secondary) injuries like
fractures, penetrating wounds were excluded from
the study. Informed written consent was taken from
the patients and the purpose of study, use of data
for research and publication were explained.

After detailed clinical history, all patients having
more than 40% TBSA burn injuries were examined.
Their TBSA involvement according to rule of nine,
depth of burn injuries, nature of burn and time of
injury were recorded. Routine investigations were
done including full blood count, blood urea, random
blood glucose level, serum electrolytes, serum
creatinine, urine routine examination, 12-lead ECG
and chest radiograph(anterioposterior view). These
patients were followed along with ongoing treatment.
The data collection for each patient was completed
at the time of discharge from hospital or death.  The
main outcome measures were death of patient and
any complication related to thermal burn itself or
procedure performed during treatment. The data
was analysed with the help of SPSS for windows
version 10.0, and expressed as mean and
percentage.

RESULTS:
There were 52 (52%) males and 48 (48%) females
with male to female ratio 1.08:1. The mean age of
patients was 17.90 years + 14.5SD. The total number
of patients presenting with superficial, partial
thickness and full thickness burns were 28 (28%),
40 (40%) and 32 (32%) respectively. Fifteen (15%),
17 (17%) and 68 (68%) patients presented within
12 hours, 24 hours and 48 hours after burns injury
respectively. Accidental burns were found in 85
patients (85%) while suicidal and homicidal burns
were in 15 (15%) and 5 (5%) patients respectively.
There were 29 local patients (29%) and 71 patients
(71%) from the peripheral areas. The maximum
number of patients were 30 (30%) who were of less
than 10 years age, followed by 18 (18%) patients
of 21-30 years and 15 (15%) patients of 31-40 years
age group. According to TBSA burns, 47 patients
(47%) had 51-60% burns, followed by 40 patients
(40%) having 40-50% burns.  Other results are
shown in Table I.

The total number of patients died were 55 (55%)
giving high mortality. Out of these, male patients
were 27 (50.90%) and female patients 28 (49.10%).
Mortality was 100% in patients of above 80 year
age group and those having more than 80% TBSA
burns. Mortality according to age groups and TBSA
burns are shown in Table II. Thirty three patients
(60%) died of septicemia, followed by acute renal
failure in 11 patients (20%), irreversible shock in 10
patients (18.19%), and acute respiratory failure in
one pat ient  (1.82%) as given in table I I I .

DISCUSSION:                                  .
Burn injury occurs universally and has plagued
mankind since antiquity till present day. In all
societies including developed and developing
count r ies ,  burn const i tu te  a  medica l  and
psychological problem, but also has severe economic
and social consequences not to them, but also to
their family and society in general.10

In this study male patients (52%) were more than
female (48%) with a ratio of 1.08:1. This overall
male predominance is according to the results of
other studies showing male to female ratios of 2.2:1,11

1.94:1,12 and 2.4:1.13 Also maximum number of
patients with burn injuries was in 16 to 40 years age
group (46%). This also favors the results of other
studies.14,15 It is due to the fact that this age group
carries the daily routine of life in our set up and
hence affected more. Ahuja RB et al has reported
that almost 80% of admissions due to burns are in
the 16-55 years age group.16 Mean age in this study
was 17.90 year. It is similar to Groohi B et al who
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Table  I: Total Body Surface Area Burns in Different Age Groups (n=100)

Age (Year) 40-50% 51-60% 61-70% 71-80% 81-90% >90% Total

Male Female0-10 11 16 1 2 - -

16 (16%) 14 (14%)11-20 05 08 - - - -

6 (6%) 7 (7%)21-30 06 10 - 02 - -

31-40 04 07 02 - 01 01 7 (7%) 8 (8%)

41-50 04 01 - 02 - - 3 (3%) 4 (4%)

51-60 - 02 04 01 - - 4 (4%) 3 (3%)

61-70 - 02 - 03 01 - 3 (3%) 3 (3%)

71-80 - 01 02 - - - 2 (2%) 1 (1%)

>80 -- - - - 01 1(1%) -

Total 30 (30%) 47 (47%) 9 (9%) 10 (10%) 2 (2%) 2 (2%) 52 (52%) 48 (48%)

100 (100%)

Table  II: Mortality in Different Age Groups and TBSA Burns (n=55)

Age (Year) Male Female40-50%
(n=30)

51-60%
(n=47)

61-70%
(n=9)

71-80%
(n=10)

81-90%
(n=2)

>90%
(n=2)

0-10 (n=30) 05 09 01 02 - - 9 (30.00%) 8 (26.67%)

11-20 (n=13) 02 03 - - - - 3 (23.07%) 2 (15.38%)

21-30 (n=18) 04 04 02 - - 4 (22.23%) 6 (33.33%)

31-40 (n=15) 03 03 01 - 01 01

-

4 (26.67%) 5 (33.33%)

41-50 (n=7) 03 - - 01 - - 2 (28.57%) 2 (28.57%)

51-60 (n=7) - 01 03 - - - 2 (28.57%) 2 (28.57%)

61-70 (n=6) - - - 03 01 - 3 (50.00%) 1 (16.67%)

71-80 (n=3) - - - - - - 1 (33.33%) -

>80 (n=1) - - - - - 01 - 1   (100%)

Total 17
(56.67%)

20
(42.55%)

06
(66.67%)

08
(80%)

02
(100%)

02
(100%)

28
(50.90%)

27
(49.10%)

reported 18.0 year as a mean age.17 Song C et al11

and Rimdeika R et al18 have reported mean age of
32.5 years and 41.3 years respectively. Gradual
decline in the number of patients has been seen in
our study after 40 years of age. This observation
was also reported by Abrol A et al.2

The overall mortality in our study was high i.e. 55%
including 28% males and 27% females. In literature
the mortality reported by others was from 6.6% to
36%.19-22 From Pakistan overall mortality of 29.7%
was reported by Khan N et al,23 19% by Muqeem
RU et al24 and 20.96% by Chaudhary IA et al.3 In
Jamu Kashmir, 53.4% mortality has been reported

by Abrol  et al.2 The first reason for such a high
mortality was that most of the patients were from
the peripheral areas (71%) who were referred to our
unit without proper medications. Second reason was
the late presentation as 68% patients presented
after 24 hours and by that time most of the patients
had developed complications like septicemia,
irreversible shock and acute renal failure. Third
reason was that 77% patients were having 40 to
60% TBSA burns, and the fourth reason was that
the patients having partial full thickness and full
thickness burns were 72%.

In our study mortality was slightly more in male
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patients (50.90%) as compared to females (49.10%).
But on analysis of the age groups, it has been noted
that mortality in female patients were more than
males (33.33% vs. 24.24%) between the age groups
of 20 to 40 years. This may be attributed to the fact
that female of this age group are more engaged in
work at kitchen. About 77.5%16 and 88.6%2 flame
burns has been reported to be sustained in the
kitchen.

In this study, septicemia was the leading cause of
death followed by acute renal failure (20%) and
irreversible shock (18.19%). In a local study
conducted by Chaudhary IA,3 mortality was 75%
due to sepsis and its related complications, and
13.46% due to irreversible shock who received
extensive burns. Sepsis (63.6%) and respiratory
failure (9.1%) were the causes of the deaths in a
study from Turkey.25

CONCLUSIONS:
Younger age groups were affected more in above
40% TBSA burns. Large TBSA, deep burns, lack of
burn care facilities at peripheral areas and referral
without proper treatment, failure to avail medical
treatment in time and septicemia were the main
causes of mortality.
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