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Abstract

Introduction. Paediatric burns account for almost 40,000 
visits to UK emergency departments annually. Following a 
burn, patients often remain off school – this has educational 
and social impacts on children, plus financial implications 
for caregivers. The risk of infection, the commonest cause of 
morbidity, is highest in the first week post-burn. Currently, 
there are no formal guidelines regarding school return 
following a burn, and the recent cost of living crisis in the UK 
prompted a review into how school return could be facilitated. 
This study aimed to propose criteria to guide school return if 
no clear difference in complications was seen between patients 
returning school before versus after complete wound healing, 
and to reassess complication rates after implementing a trial 
in which select patients would return to school early.
Methods. A retrospective review of all referrals between 
January-June 2023 was performed. A set of criteria to guide 
school return was implemented, and following a 6-month trial 
period between February-July 2024, another retrospective 
review was done.
Results. 241 children were referred between January-June 
2023; after exclusion, 113 cases were reviewed. 8 (7.08%) 
developed complications; 2/19 (10.53%) of those remaining 
off school, 2/77 (2.60%) with unclear school return, and 4/17 
(23.53%) of those attending school before complete wound 
healing, with infection developing in all 3 with delayed 
initial hospital presentation. During the 6-month trial with 
guided school return, 238 children were referred. 28 children 
attended school prior to wound healing as per the agreed 
criteria; patients were followed up until discharge, and none 
developed complications.
Discussion and Conclusions. Delay in presentation, and 
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return to school immediately post-burn, with an associated 
delay in specialist burn care, appeared to be biggest risk factor 
for infection in the cohort reviewed. Findings also supported 
that other risk factors for burn wound complications include 
burn depth and disturbance to NPWT. Risk of complications 
did not seem to increase when school return was guided by 
the proposed criteria, with predictors for uncomplicated early 
school return appearing to be small burn size (≤1% TBSA), 
burn location (hands, trunk or limbs), and superficial partial 
thickness depth. Children remaining off school following 
a burn can have psychosocial, educational and monetary 
impacts upon the patient and their caregivers; allowing them 
to return before complete wound healing may help to diminish 
these effects, and has been shown to be safe when guided by 
the proposed criteria.

Keyword: Burns, Paediatrics, Children, Wound Healing, 
School, Management, Infection 

Introduction

Paediatric burns are defined as injuries to the 
skin through thermal (hot or cold), chemical, 
electrical or radiation mechanisms in those 
under the age of 18. These burns account 
for a large number of hospital attendances, 
with almost 40,000 visits to UK emergency 
departments annually.1 

Within the North of England, including North 
Wales and the Isle of Man, there are 3 burn centres, 
2 burn units, and 2 burn facilities providing 
specialist services for paediatric patients.2 
The regional burns unit in Sheffield Children’s 
Hospital (SCH) covers a wide area in Yorkshire, 
accepting paediatric patients with burns up to 
30% TBSA (total body surface area).3 Patients 
referred to this unit for burns not requiring 
admission, or those following discharge, are 
typically followed up as outpatients until the 
wounds have healed.

Infection is the commonest, and one of 
the biggest causes of morbidity in paediatric 
burns.4,5,6 Not only can burn wound infection 
impair wound healing, with a prolonged 
recovery time, but it may also lead to other 
complications such as sepsis.4,7 The risk of 
developing wound infection post-burn is highest 
in the first week,8, 9 with scald injuries, the most 
frequently encountered burn mechanism in 
paediatric patients,6 developing infection after 
only 2 days,10 highlighting the importance of 
timely management.

In view of infection risk, local protocol in SCH 
was to advise all children to remain off school until 
complete wound healing i.e. no longer requiring 
dressings. This has numerous implications on 
both patients and their caregivers. Aside from 
missing education and interacting with their 
peers, which has been shown to impact upon 
children’s mental health,11, 12 children may lose 
routine, which can particularly affect those 
with learning difficulties;13 these psychosocial 
issues may exacerbate, and/or be worsened by, 
the mental health problems and social isolation 
already found in school-aged children with 
burns.11, 14, 15, 16

With children needing to stay at home whilst 
off school, parents or other caregivers may need 
to take time off work, or arrange alternative 
childcare, both of which have a financial 
implication. Other added costs to families 
include bills, such as extra food and heating, 
whilst the child is at home; caregiver anxiety 
associated with these alterations in work and 
outgoings, possibly worsened by the recent 
cost of living crisis in the UK,17,18 may further 
negatively impact upon the child.16

Currently, there are no formal guidelines 
regarding school return in children who have 
suffered a burn. This study aimed to compare 
complication rates in paediatric burns patients, 
between those returning to school before 
versus after complete wound healing, and to 
review complications during a trial in which 
select patients would return to school early. 
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Subsequently, this paper proposes a set of criteria 
to guide which patients may be suitable to return 
to school prior to complete wound healing, in 
order to minimise the educational, psychosocial 
and financial implications to both patients and 
caregivers, of keeping them off school. 

Method

In order to gain insights into experiences with 
cases of children returning to school early, and 
guide decision-making in terms of trial criteria, 
an anonymous online survey, created by the 
authors, was sent to members of the burns team 
involved with patient follow up (nursing staff and 
therapists). The survey included the following 
questions:

1. Do you know how long children are advised 
to take off school following a burn?

2. Do you advise all parents/children to take 
this length of time off school?

3. Have you seen cases where a child has gone 
to school before complete wound healing?

4. If yes to the above, what were the reasons 
for this?

5. In your experience, do you think there are 
cases in which a child would be safe to 
return to school sooner? 

6. Do you think it is appropriate for the child to 
return to school following a burn, provided 
they are well, and the burn/wound covered 
with a dressing?

7. Have you seen any cases in which a child 
has developed a complication because they 
went to school too early?

8. Which do you think are the biggest 
issues faced by families, whilst a child is 
recovering at home/staying off school? 

Following the survey, a retrospective case-
control study was performed on burns referrals 
from January to June 2023. Inclusion criteria 
included nursery/school age, burns requiring 
ongoing dressings, and follow up at SCH 
until discharge. Exclusion criteria included 
patients not attending nursery/school, patients 
going abroad, missing documentation, failed 
attendance at follow up appointments, care 
transferred to another hospital, and patient 
discharged on first review or burn already 
healed/erythema upon initial review. Records 
for included cases were reviewed for data on 
the burn, management, school return and 

complications. 
Complications included wound breakdown 

(loss of epithelialisation), graft loss, local wound 
infection (diagnosed as per traditional criteria)19, 
and systemic infection i.e. sepsis secondary to 
wound colonisation. 

School return was deemed unclear in cases 
where records did not include mention of the 
child returning to school, or of school altogether.

Findings were discussed at the SCH 
burns interdisciplinary meeting, attended 
by consultants, nursing staff, therapy staff 
(physiotherapists and occupational therapists) 
and psychologists, and a set of criteria deemed 
appropriate for early school return was agreed 
upon (Figure 3).

Following this, a 6-month clinical trial was 
performed from February to July 2024, with 
retrospective data collection on burn data, 
school return and complications performed 
during and after the trial. Inclusion criteria 
were age ≥5, children requiring ongoing burn 
management, school attendance, patients 
followed up until complete wound healing, and 
clear documentation of school return prior to 
discharge. Exclusion criteria were as above, along 
with burn characteristics (size >10%; location 
on feet/face), complex cases (polytrauma/
management for other injuries/social issues), 
and unclear school return date. Inclusions 
and exclusions were not limited to those in the 
“Criteria for early school return” (Figure 3) in 
order to capture patients fallen outside of these 
criteria, who did attend school prior to complete 
wound healing. 

Results

Survey

The survey received 12 responses; answers to 
their respective questions are listed below.

1. Do you know how long children are advised 
to take off school following a burn?
• Yes – 100%

2. Do you advise all parents/children to take 
this length of time off school?
• Yes – 41.7%
• No – 8.3%
• Advice dependent on factors such as burn 

location, child age, mental wellbeing – 50%
3. Have you seen cases where a child has gone 

to school before complete wound healing?
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• Yes – 83.3%
• No – 16.7%

4. If yes to the above, what were the reasons 
for this?
• Teenagers with exams (41.7%)
• Parents unable to take time off work/

arrange childcare (25%)
• Children requiring structure + routine 

for mental health/behavioural reasons 
(16.67%)

• Burn small/well covered e.g. leg (16.7%)
• Families choosing not to follow advice 

(8.3%)
• Parents not informed (8.3%)
• Child safety i.e. being fed at school (8.3%)

5. In your experience, do you think there are 
cases in which a child would be safe to 
return to school sooner? 
• Yes – 100%
• Common themes within reasoning:

- Burn factors – small, superficial, nearly  
healed; dressings at home
-  Patient factors – older age, sensible, able 
to keep clean/safe; children requiring 
routine 
-  School can accommodate – no sports; 
child can leave lessons early to avoid 
busy corridors 

6. Do you think it is appropriate for the child to 
return to school following a burn, provided 
they are well, and the burn/wound covered 
with a dressing?
• Yes – 58.3%
• Maybe – 41.7%
• No – 0%

7. Have you seen any cases in which a child 
has developed a complication because they 
went to school too early?

• No – 66.7%
• Yes – 16.7%
• N/A – 16.7%

8. Which do you think are the biggest 
issues faced by families, whilst a child is 
recovering at home/staying off school? 
(figure 1)

Burn referrals

In the periods evaluated (January-June 2023, and 
February-July 2024), the average time from burn to 
complete healing for all patients managed by SCH 
(n=479), excluding those transferred elsewhere or 
not attending appointments, was 18.3 days (SD 
= 14.0). The majority of cases had burns of <1% 
TBSA (55.9%), superficial partial thickness depth 
(53.7%), and the hands/wrists were the most 
commonly affected body parts (42.0%).

First cycle – retrospective case-control study
 

Between January-June 2023, a total of 241 
children were referred to the burns unit; after 
exclusions (Figure 2), 113 cases were reviewed. 
Of these, 17 children were clearly documented 
to have attended school prior to complete 
wound healing; reasons for this included 
delayed presentation to hospital (n=3), patients 
being informed school was fine to attend by 
A&E (n=2), parents unable to arrange childcare 
(n=1), unclear reasoning (n=3) and as advised by 
the burns team (n=8). Children were advised to 
attend school early when requiring routine e.g. 
autism (n=3), when the child had a prolonged 
time off school i.e. 3+ weeks (n=4) and unclear 
in one case (n=1). These cases, with associated 
complications, are detailed in Table 1. Average 

Figure 1. Family challenges during school absence after burn injury.
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length of time from injury to complete wound 
healing was 17.1 days (SD = 11.4).

Complications were seen in 8 patients (7.08%). 
Of those returning before wound healing, 4/17 
(23.53%) children developed complications; 
all 3 with delayed hospital presentation (and 
subsequently attending school prior to specialist 
burn care) developed infection. The only other 
complication in this group was a case with long 
(95 days) healing time; the patient returned to 
school due to prolonged time off, and developed 
wound infection and associated breakdown a 
few weeks after returning. A Fischer’s test was 
performed to assess the association between 
delayed hospital presentation and infection; 
there was a significant increase in infections 
with delayed presentation (p = 0.0059).

In the group who remained off school, 2/19 
(10.53%) developed complications (sepsis; 
graft failure due to negative pressure wound 
therapy (NPWT) dressing failure). Of those with 
unclear school return, 2/77 (2.60%) developed 
complications (infection, wound breakdown). 
These are detailed in Table 2. 

Another Fisher’s test was completed to compare 
the groups returning to school before and after 
wound healing; this showed that children who 
returned to school before wound healing had a 
higher chance of developing complications (odds 
ratio = 2.62, 95% CI [0.38, 18.2]), but the findings 
were not statistically significant (p = 0.38, two-
tailed).

After presenting initial findings to the burns 
multidisciplinary team, a set of criteria was 
agreed for patients felt to be appropriate for 
early school return (Figure 3).

Figure 2. Study flow diagram of patient selection 
(first cycle).

Figure 3. Proposed criteria for early school 
return following paediatric burn injury.
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Table 1. Characteristics and outcomes of patients returning to school before complete wound healing (first cycle).

Reason for return to 
school Age TBSA Depth Site Days to 

heal Complications/other

Told school fine to 
attend by A&E 5 <1% SD Face 14 Told by A&E school fine; advised to stay off by 

SCH when seen 

10 <1% SD Left 
hand 11

Not informed to stay off by Barnsley; advised 
can return to school by no PE/busy breaktimes 
by SCH when seen

Delayed presentation 
to hospital 14 1.5% FT Arm 57 Wound infection

• Self-inflicted/DSH; did not tell parents + attended school post injury 
- Told someone at school day 4 post burn; seen at SCH day 7 with cellulitis (started on Abx 3    
   days prior) - more Abx day 26; debridement + graft day 36; healed by day 57 
- Unclear if returned to school in meantime  

12 <1% SD Leg 30+ Wound infection

• Delayed presentation to hospital; given Abx by DRI 
- Seen by SCH 2+ weeks post injury 
- Picked scabs whilst healing; healed by 30+ days

9 <1% DD-FT Right 
foot 30+ Wound infection 

• Did not attend A&E after injury 
• PO Abx for infection day ?15
• Agreed by PT/OT can return to school (on ?day 18)

Advised by SCH team 11 3-4% SD-DD Thigh/ 
groin 54 Advised can return to school day 48 (18 days post 

FTSG) - burn healed 1 week later 

14 <1% SD Left 
foot

Advised day 10 – no PE/playing outside 2/52 after 
healing

7 1.5% SD-FT Face + 
thigh 95 Wound infection (Abx day 66) + breakdown

Psychology referral

• Day 22 – excision FT burn + closure right thigh + PICO – advised no PE with PICO 1 month 
later

7 <1% SD-DD Right 
hand 15 Special education needs requiring routine

14 <1% SD Right 
hand 11 Mental health problems – on reduced timetable 

already 

5 <1% SD Right 
thumb 20 Given 1/52 Abx by GP; seen by SCH day 8 post 

burn? ADHD - patient needing routine 

9 <1% DD-FT Right 
hand 27 Advised could return to school day 22

8 2-3% SD-
MD

Chest, 
face, 
left 

hand

32

• Burn sustained on holiday – seen day 2 + started on Abx due to mechanism 
• Cleaned + dressed in theatre day 3; discharged day 4
• Off school 5 weeks before agreed to return but no PE/playing outside 

Parents unable to 
stay home 1 3% SD-

MD
Chest 
+ arm 16

Unclear 14 <1% SD Hand 12

11 1% DD Leg 27 Prophylactic oral Abx given day 27 for group A 
strep on swab 

8 <1% SD Hand 11 Unclear if advice r.e. school given 
Legend. SD = superficial dermal; MD = mid-dermal; DD = deep dermal; FT = full-thickness; Abx = antibiotics
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Second cycle – trial implementation

Between February-July 2024, 238 children 
were referred to and reviewed by the burns 
unit. Average length of time between injury and 
complete wound healing was 19.5 days (SD = 
16.1). Patients were excluded (n=205) according 
to previous exclusion criteria, as well as trial 
criteria (Figure 4). School return was unclear in 
5 cases.

During this period, 28 children attended 
school prior to wound healing (as agreed by 
parents/guardians). Ages ranged between 5 year 
6 months, and 14 years 10 months. 24 cases had 
burns fulfilling checklist criteria; the majority 
were small burns with TBSA <1% (n=20), and 
the remainder TBSA 1% (n=4). Depths included 
SD (n=14) SD-MD (n=2), SD-DD (n=2), S-FT (n=1), 
MD-DD (n=1), DD (n=5), DD-FT (n=2) and FT 
(n=1). The commonest burn location was the 
hands (n=12; 42.9%). Average healing time in 
this cohort was 22.4 days (SD = 12.1). 

The remaining 4 (Table 3) were patients with 
larger burns, who were advised to return in view 
of age, and ease of keeping the burn covered/
protected; the patient with 6% TBSA burns was 
advised to return following MDT discussion. All 

patients were advised to stay off PE and remain 
indoors during breaktimes. Patients were 
followed up until discharge, and none developed 
any complications. 

Discussion 

This study reviewed complication rates in 
paediatric burns patients returning to school 
before complete wound healing during two 
cycles; the first, in which these patients were 
compared to those only returning to school after 
total wound healing, and the second, during 
which select children were advised to return to 
school as per trial criteria. 

Time to complete wound healing was 17.1 days 
in the first cycle, versus 19.5 days in the second 
cycle; the reason for this is unclear, however 
may be in part due to, on average, a larger TBSA 
(2 vs 2.57%) and deeper burns (i.e. deep dermal 
to full thickness; 15.4% vs 17.2%) in the second 
cohort. This would explain the increase in time to 
healing to 22.4 days in the trial cohort, with this 
average being skewed by the three patients with 
the most prolonged healing times; these included 
a 6% TBSA burn, with the longest healing time of 
52 days, and two small (<1% TBSA) but deep (DD-
FT) burns on the hand and leg/ankle. Though 
there is evidence to strongly suggest that burn 
healing time is increased by burn depth,20, 21, 

22 as well as the location of deeper burns being 
on the extremities,23 TBSA has not been shown 
to be a significant risk factor for prolonged 
wound healing,24 so it is unclear whether the 
act of returning to school early, or other factors, 
contributed to these findings in the trial cohort. 

A total of 8 complications were seen in patients 
referred between January-June 2023, with 

Table 2. Characteristics and complications of patients who remained off school or had unclear school return 
(first cycle).

Age TBSA Depth Site
Days 

to 
heal

Complications/other

7 <1% DD-FT Forehead 19 Wound infection (Abx day 4)
Seen at SCH day 6

7 <1% FT Right foot 49 Graft loss (as PICO dressing broke)
Overgranulation 

• Debridement + SSG in theatre day 17
• Returned to school when wound healed

9 <1% MD-DD Food 25 Wound breakdown – patient removing dressings at home

6 <1% SD Right hand 21 Admitted day 8 with sepsis 
Legend. SD = superficial dermal; MD = mid-dermal; DD = deep dermal; FT = full-thickness; Abx = antibiotics

Table 3. Trial cohort returning early to school.
Age TBSA Depth Site

10y8m 1.5% SD R arm 

10y2m 2% SD Arm/abdomen

8y2m 3% SD Abdomen + b/l thigh

12y10m 6% SD-DD Left thigh/hip
Legend. SD = superficial dermal; MD = mid-dermal; DD = deep 
dermal; FT = full-thickness



March 2026 | Volume 2 Issue 1  |  46

Figure 4. Study flow diagram of patient selection (first cycle).

infection affecting 5 of these. Complication rates 
were highest in those who clearly returned to 
school prior to wound healing (23.53%), however, 
all three patients with delayed initial hospital 
presentation (and therefore delayed review 
by the SCH burns team) developed infection. 

Excluding these, there was 1 complication in the 
early return group (7.14%), compared to 2 in the 
group remaining off school (10.53%), and 2 in 
those with unclear school return (2.60%). 

Of these 8 cases, 6 patients had burns of <1% 
TBSA, with the other two only 1.5%. 5 patients 
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were partially/completely full thickness, with 4 
developing infection, and another deep dermal; 
though burn depth is also a known risk factor 
for infection,25,26 a possible explanation for these 
findings, 2 of these cases, however, were related to 
potential causative events; wound complications 
have been shown to result from NPWT failure,27 
but there is little evidence to support the link 
with inappropriate removal of dressings. Though 
only small numbers of patients, these findings 
are consistent with evidence that delayed burn 
care increases the risk of infection.26,28,29  No 
complications were seen in the trial cohort, 
despite a range of burn depth, TBSA, and location, 
highlighting that early management by a burns 
team may be a key protective factor against burn 
wound infection and breakdown. There has been 
no research commenting on burn complications 
and their association with school return for these 
findings to be compared to. 

Reviewing all children who returned to school 
before wound healing, both those in cycle 1, 
and the trial cohort in cycle 2, predictors for 
uncomplicated early school return appear to be 
small burn size (≤1% TBSA), burn location on 
hands, trunk or limbs, and superficial partial 
thickness depth; this aligns with previous studies 
reviewing factors that may impact upon school 
return,30 though it must be noted that studies 
reporting factors that can increase the duration 
off school are typically based on patients requiring 
hospital admissions with large burns,31, 32 unlike 
the majority of the SCH burn patients. Staley et 
al,31 did however show that, despite a long length 
of time away from school, children did not have a 
negative impact upon their behaviour or education 
upon their return, unless these problems existed 
prior to the burn. Based on these findings, it may 
be argued that children may not face any issues 
if remaining off school until complete wound 
healing in the majority of SCH cases, with healing 
times being far less than the time off school in 
these studies, but as per earlier discussion, many 
other factors must be considered when a child is 
remaining at home, such as their safety i.e. being 
fed and kept warm, caregiver availability, added 
costs to families, and how caregiver stress/anxiety 
may impact upon the child, and issues revolving 
around these may be prevented or reduced by 
facilitating early school return.

This trial has shown that the risk of wound 
complications does not appear to be increased 
when early school return is guided by the 
specialist burns team, provided patients are of 

an appropriate age, the burn is an appropriate 
size and can be easily managed, and sports/busy 
activities at school can be avoided. 

Limitations

The authors acknowledge the limitations of 
this study which should be considered when 
interpreting the results, in particular, the small 
sizes of the populations being reviewed may 
lead findings to not be generalisable to the wider 
population. The low numbers are mostly due to 
unclear or a lack of documentation regarding 
school return, which also limited review of the 
length of time between burn injury and school 
return. A sample size calculation was not 
performed as patient cohorts were reviewed 
retrospectively. 

Conclusion 

Delay in presentation to emergency health 
services and return to school immediately after 
burn injury, with an associated delay in specialist 
burn care, appeared to be biggest risk factor for 
developing infection in the cohort reviewed, 
and is a known risk factor for developing burn 
wound infection. No complications, including 
wound infections, were seen in any of the burns 
patients who returned to school before complete 
wound healing, when guided by the SCH criteria, 
or after discussion in MDT. 

Allowing children to return to school is 
beneficial to both patient and families/caregivers 
– not only does this allow for minimal disruption 
to the child’s education, routine, and socialising 
with peers, but also the routine for others. 
Whilst the patient is at school, caregivers do not 
need to take time off work/arrange childcare, 
nor are additional outgoings required for food, 
electricity, gas, or water which may be needed if 
the child were at home. 

This study proposes the above criteria as a 
guide for decisions regarding return to school 
following a burn, after initial review by the 
specialist burns team, to help minimise issues 
arising from time off school, whilst limiting the 
risk of burn complications. 

© The Author(s) 2026. This article is published 
by iEditore and distributed under the terms of the 
Creative Commons Attribution 4.0 International 
License (CC BY 4.0).

https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/


March 2026 | Volume 2 Issue 1  |  48

References

1. Davies K, Johnson EL, Hollén L, Jones HM, Lyttle MD, Maguire S, et al. Incidence of medically attended 
paediatric burns across the UK. Inj Prev. 2020;26(1):24-30. https://doi.org/10.1136/injuryprev-2018-042881

2. Northern Burn Care Network [internet]. Home page. Accessed March 18, 2025. Available from: https://
northern-burncare-network.nhs.uk/

3. Sheffield Children's NHS Foundation Trust [internet]. Burns service. Accessed March 18, 2025. Available 
from: https://www.sheffieldchildrens.nhs.uk/services/burns/

4. Toma A, Voicu D, Popazu C, Mihalache D, Duca O, Dănilă DM, et al. Severity and clinical outcomes of pediatric 
burns—a comprehensive analysis of influencing factors. J Pers Med. 2024;14(8):788. https://doi.org/10.3390/
jpm14080788

5. Williams FN, Lee JO. Pediatric burn infection. Surg Infect. 2021;22(1):54-57. https://doi.org/10.1089/
sur.2020.218

6. García-Díaz A, Gacto-Sánchez P, Durán-Romero AJ, et al. Pediatric major burns: a monocentric retrospective 
review of etiology and outcomes (2008–2020). Eur J Plast Surg. 2022;45:967-975. https://doi.org/10.1007/
s00238-022-01957-y

7. Rowan MP, Cancio LC, Elster EA, et al. Burn wound healing and treatment: review and advancements. Crit 
Care. 2015;19:243. https://doi.org/10.1186/s13054-015-0961-2

8. Tsolakidis S, Freytag DL, Dovern E, et al. Infections in burn patients: a retrospective view over seven years. 
Medicina (Kaunas). 2022;58(8):1066. https://doi.org/10.3390/medicina58081066

9. Geringer MR, Stewart L, Shaikh F, Carson ML, Lu D, Cancio LC, et al. Epidemiology and timing of infectious 
complications from battlefield-related burn injuries. Burns. 2024;50(9):107200. https://doi.org/10.1016/j.
burns.2024.07.004

10. Zhou S, Xiao S, Wang X, Wang X, Han L. Risk factors and pathogens of wound infection in burn inpatients 
from East China. Antibiotics (Basel). 2023;12(9):1432. https://doi.org/10.3390/antibiotics12091432

11. Office for National Statistics (ONS) [internet]. The relationship between child mental ill health and 
absence from school, England: 2021 to 2022. London: ONS; 2025 Sept 9. Available from: https://
www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/childhealth/articles/
childmentalillhealthandabsencefromschoolengland/2021to2022 

12. Epstein S. Examining school absence as a predictor of mental health problems and self-harm in adolescents: 
A series of longitudinal studies using linked mental health and education data [doctoral thesis]. King’s College 
London; 2024 Mar 1. Available from: https://kclpure.kcl.ac.uk/portal/en/studentTheses/examining-school-
absence-as-a-predictor-of-mental-health-problems/ 

13. Selman SB, Dilworth Bart J. Routines and child development: A systematic review. J Fam Theory Rev. 
2024;16(2):272–328. https://doi.org/10.1111/jftr.12549 

14. Epstein S, Roberts E, Sedgwick R, Polling C, Finning K, Ford T, et al. School absenteeism as a risk factor for 
self harm and suicidal ideation in children and adolescents: A systematic review and meta analysis. Eur 
Child Adolesc Psychiatry. 2019 Apr 15. Epub ahead of print. https://doi.org/10.1007/s00787-019-01327-3 

15. Woolard A, Hill NTM, McQueen M, Martin L, Milroy H, Wood FM, et al. The psychological impact of 
paediatric burn injuries: a systematic review. BMC Public Health. 2021;21:2281. https://doi.org/10.1186/
s12889 021 12296 1 

16. Patel KF, Rodríguez Mercedes SL, Grant GG, Rencken CA, Kinney EM, Austen A, et al. Physical, psychological, 
and social outcomes in pediatric burn survivors ages 5 to 18 years: a systematic review. J Burn Care Res. 
2022;43(2):343–352. https://doi.org/10.1093/jbcr/irab225

17. Statista [internet]. Share of people in Great Britain who reported an increase in cost of living in the past month 
from 2024 to 2025. Accessed March 18, 2025. Available from: https://www.statista.com/statistics/1300280/
great-britain-cost-of-living-increase/

18. NatCen Social Research [internet]. Society Watch 2023: The Price We Pay – The Social Impact of the Cost-of-
Living Crisis. Published 2023. Accessed March 18, 2025. Available from: https://natcen.ac.uk/sites/default/
files/2023-08/Society%20Watch%202023%20The%20Price%20we%20Pay%20V2.pdf

19. Cutting K. Criteria for identifying wound infection. J Wound Care. 2024;33(9):480-482. https://doi.org/10.12968/
jowc.2024.0186

20. Palmieri TL, Greenhalgh DG, Hunt JL, et al. Cutaneous microcirculatory assessment of the burn wound is 
associated with depth of injury and predicts healing time. Burns. 2009;35(6):795 803. https://doi.org/10.1016/j.
burns.2009.06.195

21. Kelly EJ, Oliver MA, Carney BC, Shupp JW. Infection and burn injury. Eur Burn J. 2022;3(1):165 179. https://
doi.org/10.3390/ebj3010014

22. Khatib, M., Jabir, S., Fitzgerald O'Connor, E., & Philp, B. (2014). A systematic review of the evolution of 
laser Doppler techniques in burn depth assessment. Plastic surgery international, 2014, 621792. https://doi.



49 | International Journal of Wound Research

org/10.1155/2014/621792
23. Liu NT, Rizzo JA, Shingleton SK, et al. Relationship between burn wound location and outcomes in severely 

burned patients: More than meets the size. J Burn Care Res. 2019;40(5):558 565. https://doi.org/10.1093/jbcr/
irz098

24. Jewell LM, Guerrero R, Quesada AR, Chan LS, Garner WL. Rate of healing in skin grafted burn wounds. Plast 
Reconstr Surg. 2007;120(2):451 456. https://doi.org/10.1097/01.prs.0000267416.64164.7e

25. Benitez JP, Zuluaga M, Trochez JP, Árias ÁA, Penagos DF, Briceño E, et al. Burn wound infections: a 35-
year review of advances, diagnostic challenges, and evidence based strategies. Rev Bras Cir Plást. 
2025;40:s00451809394. http://www.dx.doi.org/10.1055/s-0045-1809394

26. Zhou S, Xiao S, Wang X, Wang X, Han L. Risk factors and pathogens of wound infection in burn inpatients 
from East China. Antibiotics (Basel). 2023;12(9):1432. https://doi.org/10.3390/antibiotics12091432

27. Collinge C, Reddix R. The incidence of wound complications related to negative pressure wound therapy 
power outage and interruption of treatment in orthopaedic trauma patients. J Orthop Trauma. 2011 
Feb;25(2):96 100. https://doi.org/10.1097/BOT.0b013e3181de0134.

28. Tsolakidis S, Freytag DL, Dovern E, Alharbi Z, Kim BS, Houschyar KS, et al. Infections in burn patients: 
a retrospective view over seven years. Medicina (Kaunas). 2022;58(8):1066. https://doi.org/10.3390/
medicina58081066.

29. Ozbek S, Ozgenel Y, Etoz A, Akin S, Kahveci R, Heper Y, et al. The effect of delayed admission in burn centers 
on wound contamination and infection rates. Ulus Travma Acil Cerrahi Derg. 2005;11(3):230 237.

30. Michael AI, Ademola SA, Olawoye OA, Iyun AO, Adebayo W, Oluwatosin OM. Time to return to school in child 
and adolescent burn patients from a sub-Saharan tertiary hospital. Burns. 2020;46(4):974–979. https://doi.
org/10.1016/j.burns.2019.10.014. 

31. Staley M, Anderson L, Greenhalgh D, Warden G. Return to school as an outcome measure after a burn injury. 
J Burn Care Rehabil. 1999;20(1):91–94. https://doi.org/10.1097/00004630-199901001-00023

32. Oh G-W, Carrougher GJ, deGrauw X, Field R, Lillybridge S, Orton CM, et al. Factors impacting delayed return 
to school among children living with burn injury: a Burn Model System study. J Burn Care Res. 2025;46(5):963-
969. https://doi.org/https://doi.org/10.1093/jbcr/iraf059


