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Introduction: Previous work has demonstrated that
frailty predicts mortality and patient disposition in burn
patients >50 years old. It is unknown to what extent pov-
erty contributes to these outcomes. There has been no work
demonstrating the interplay of these two variables on patients
with burn injuries. The purpose of this study was to determine
the relationship of frailty and poverty in burn patients over
the age of 50, and their association with patient outcomes.
Methods: A 9-year retrospective chart review from 2009-2018
of patients >50 years old admitted to an ABA verified burn center
with acute burn injuries was completed. Patient demographics,
burn characteristics, frailty scores and poverty levels were col-
lected. Frailty scores were assigned using the Canadian Study
of Health and Aging Clinical Frailty Scale (scored 1-7). Frailey
was dichotomized with scores >5 being frail. Poverty data were
obtained using zip code and US census data. Poverty level was
categorized according to whether a patient came from a zip code
that had >20% of people living in poverty. Descriptive statistics,
univariate analysis, and multivariate analysis were completed to ex-
amine the relationship between frailty and poverty; as well as each
variable independently on mortality and length of stay (LOS).
Results: A total of 953 patients were included. Mean age was
63.5 + 10.4 years and 675 (70.8%) were male. Mean % TBSA
was 11.4%+14.2% and mean frailty score was 3.8 + 1.2. Upon
admission, mean poverty score was 17.3+ 8.7. The overall
mortality rate was 8.8%. Univariate analysis demonstrated
that non-survivors had significantly higher chances of living
in poverty (p=0.02). Similarly, univariate analysis showed that
non-survivors were more likely to have frailty scores of 5 or
greater compared to survivors. Multivariate logistic regres-
sion confirmed relationship between poverty and mortality
(<20% vs >20%, OR 0.47 95% CI 0.25-0.89) and frailty
and mortality ( >5 vs 1-4, OR 2.9 95%CI 1.4-5.8). It also
demonstrated that the combined variable of frailty and poverty
was not significantly associated with mortality (Wald x2 2.0,
p=0.15). Neither poverty (< 20% vs >20%, p=0.26) nor frailty
(1-4 vs >5, p=0.52) were associated with LOS. Both poverty
and frailty were associated with a patient’s disposition desti-
nation (p=0.03; p< 0.0001). Univariate analysis did not show
a significant correlation between poverty and frailty (p=0.08),
though there was a trend towards significance.

Conclusions: Poverty and frailty each independently predict
mortality and discharge destination in burn patients >50, but
they are not associated with LOS, and do not show a signif-
icant association with each other, nor a combined effect on
mortality.
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Introduction: Previous work has demonstrated the asso-
ciation of increased frailty and mortality in burn patients,
but the impact of specific co-morbidities and frailty on burn
patients’ short term outcomes has not been explored. The
purpose of this study was to determine the relationship of
frailty and patient comorbidities on in-hospital mortality and
length of stay (LOS).

Methods: A retrospective chart review of all acutely in-
jured burn patients admitted from January 2016 - December
2017 at 3 US ABA verified burn centers was conducted.
Demographics and all comorbidities included in the burn
database were collected. The modified frailty index-11 score
(MFI) was calculated for each patient. Descriptive statistics,
univariate and multivariate analysis were completed to de-
termine the relationship between frailty and comorbidities
with mortality, LOS, and LOS/% Total Body Surface Area
(%TBSA).

Results: 1615 patients were included. Mean age was
45.9 +17.7 yearsand 1145 (70.9%) were male. Mean % TBSA
was 9.6%+14.2% and mean MFI was 0.43 + 0.74. The mean
LOS was 12.3 days + 21.1. A total of 1542 (95.5%) patients
survived to discharge. The most common co-morbidities
present on admission were: smoking (336, 22.7%), hyper-
tension (HTN, 313, 19.4%), drug dependence (247, 15.3),
diabetes (DM, 175, 10.8%), alcoholism (171,10.6%), major
psychiatric illness (MPI, 169,10.5%), heart failure (CHE, 23,
1.4%), obesity (7, 4.3%), and respiratory disease (RD, 136,
8.4%). Multivariate logistic regression revealed that RD (OR
3.6, 95%CI 1.4-9.4), age (OR 1.1, 95%CI 1.06-1.1), and
%TBSA (OR 1.1, 95%CI 1.1-1.17) were independently pre-
dictive of mortality. Multiple linear regression demonstrated
patients without alcoholism ( -3.9 95% CI -5.7- -2.1), MP1
(B -3.895% CI -4.9- -3.0), drug dependence (B -3.9 95% CI
-5.7--2.1), and DM (B -2.0 95% CI -5.7- -2.8) had shorter
LOS. Though MFI, heart failure, DM, MP]I, alcoholism, and
HTN, were all significant for LOS/%TBSA in univariate
analysis, they were NOT significant in the multivariate linear
regression model.

Conclusions: MFI does not independently contribute
to mortality or LOS when accounting for other patient
co-morbidities. Respiratory disease on admission is associ-
ated with mortality, and major psychiatric illness and drug
dependence increase LOS. This information will be used to
develop interventions for these groups in order to improve
mortality, and decrease LOS.
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