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INTRODUCTION
Burn injuries are described as wounds that
result in tissue destruction and are brought on
by the application of heat, chemicals, electrical
current, or radiation to the body's exterior or
interior surface [1]. Burns are severe, erratic, and
catastrophic types of trauma that have an impact
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ABSTRACT
Background: Burn injuries are defined as injuries caused by applying heat,
chemicals, electrical current, or radiation to the external or internal surface of the
body, which destroys the tissue. Studying psychological outcomes of burns as
depression, anxiety, PTSD and disturbed self-image is crucial for a better
understanding of the symptoms of existing psychological problems and prediction
of their upcoming, therefore better management, which in turn improves the
quality of life of these patients.
Aim: To assess (depression, anxiety, post-traumatic stress) symptoms, disturbed
self-image, and the role of social support in burn patients for better management to
improve the quality of life in those patients.
Objectives: The current study is designed to detect the prevalence of depressive
symptoms, anxiety symptoms, disturbed self-image, and clinical correlates of
these disorders and to assess the role and degree of social support among burn
patients.
Methods: This cross-sectional study included 120 burn patients admitted at Burn
Centers in Hehia General Hospital from August 2023 to Mars 2024. All enrolled
participants were subjected to a semi-structured interview, Structured Clinical
Interview of the Diagnostic Statistical Manual for DSM-IV-TR Axis | Disorders
(SCID-I), Hamilton Anxiety Rating Scale (HAM-A), Hamilton Depression Rating
Scale (HAM-D), Self-image Assessment Scale, Multidimensional Scale of
Perceived Social Support (MSPSS) and The Impact of Event Scale-Revised.
Informed written consent was obtained from the patients after a full explanation of
the procedure in the study. Sociodemographic data, Burn-related features, and
psychiatric assessment based on the above-mentioned scales were taken from all
patients.
Results: The study found a high prevalence of anxiety, depression, disturbed self-
image, and post-traumatic stress symptoms among burn patients. The severity of
psychological impacts was associated with factors like being female, single
marital status, living in urban areas, and higher total body surface area burned.
Social support was generally high, especially among rural residents and those with
higher-degree burns.
Conclusion: One of the most horrific experiences a person may have is a burn
injury, which has long-lasting effects on a person's physical and mental health.
Keywords: Depressive symptoms, Anxiety symptoms, Disturbed Self-image,
Social Support, Burn Patients.
on the victim's physical and mental well-being
[2].
With advancements in medical care, a growing
number of patients can endure the acute period of
their recovery and are then left to cope with the
complicated and individualized long-term
psychological impacts of burns [3].
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Due to the lengthy hospital stays and treatments
needed, the most frequent psychological issues
that burn injury patients deal with are pain,
anxiety, melancholy, PTSD, concern over
physical disfigurement, social isolation, and
financial strain [4].
Burn damage patients' quality of life and wellness
are greatly improved when their psychological
issues are resolved [5]. If these issues are not
resolved during the acute stage, they could
develop into long-term mental health disorders
[6]. Burn scars frequently result in deformity,
which may change the patient's perception of their
body, hinder their ability to interact socially, and
lower their quality of life. A patient's social life is
also seriously threatened by altered looks and
stigmatization. Given the severity of the burn
injury and the arduous process of recuperating and
readjusting to society, burns may be regarded as
an ongoing traumatic stress disorder [7].
A person's views, thoughts, and feelings about
their body make up their self-image, which is the
best indicator of long-term psychosocial
adjustment following a burn injury. Burn injuries
can make patients adjust to changes in their
physical appearance, which can negatively impact
their perception of their body and cause them to
worry about other people's opinions [8].
A person's physical, mental, psychological, and
spiritual well-being are positively impacted by
social support awareness, which also raises self-
care levels and helps avoid unfavorable
physiological issues. In the end, this improves
performance [9].
A psychiatric team is required in burn centers
because psychological support for burn patients is
still inadequate, despite the overlap in the
interface between psychiatric morbidity and burn
injuries [10].
The psychological needs of burn survivors must
be met in light of the rising survival rates among
burn patients. The goal is to help the survivor
return to their pre-burn level of functioning and
quality of life, as well as to successfully
reintegrate into society in good physical and
mental health [11].

METHODS
This study is a cross-sectional study. It was done
in Burn centers at Hehia General Hospital during
the period from August 2023 to Mars 2024 on 120
burn survivor who met inclusion and exclusion
criteria and were consecutively collected from
Hehia Burn Centres.
Inclusion criteria included burn patients who were
admitted to burn centers or attended follow-up in
outpatient clinics, aged >18 years and < 45 years
of both sexes
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Exclusion criteria included participants with a
history of mental illness such as [acute psychosis,
dementia, mental retardation] physical illness,
severely ill or intubated patients, current
substance use disorders, and participants with
chronic major medical disorders.

Enrollment of participants was voluntary. Patients
gave their informed written consent after being
fully informed about the study's method and other
ethical considerations raised by the IRB. The
study design was also approved by the Zagazig
University Faculty of Medicine's Ethical
Committee.

The following general principles were explained
to all the Participants: Participation is entirely
voluntary and free of charge. There is no
guarantee that participation will directly benefit
the individual. The treatment plan is unaffected by
the decision to withdraw from the trial at any
moment and  without explanation. The
participant's identity will be kept completely
anonymous, but the study's findings may be
published in a scientific journal.

Participants were subjected to the following
1-Sociodemographic and clinical characteristics:
both gender and age, Relationship status,
employment  status, number of children,
educational  attainment, financial  situation
residence, the people he lives with, smoking
habits, substance abuse, family history of burns,
medical history, and mental health history].
2-Information related to burn: Type of burn (fire,
electrical, chemical, or thermal), percentage of
total body surface area (TBSA), degree of burn
(first, second, and third), and length of hospital
stay (days) are among the factors that determine
the type of burn.

3-Structured  Clinical  Interview of the
Diagnostic Statistical Manual for DSM-IV-TR
Axis | Disorders [SCID-1] [12]

Prior studies carried out by were used to translate
and validate the Arabic version of the SCID-I. El
Missery et al ., [13] in the Institute of Psychiatry,
Ain Shams University.

4- Hamilton Anxiety Rating Scale [HAM-A]:
[14]

We used the Arabic version translated by Lotfy
Fateem [15]. The 14 items on the scale are used to
gauge how anxious a patient is.

5- Hamilton Depression Rating Scale [HAM-D]:
[14]

We used Arabic version translated by Lotfy
Fateem [15]. For many years, the HAM-D scale
has been a valuable tool for assessing a patient's
degree of depression before to, during, and
following treatment. It consists of 21 items that
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are administered by clinicians; however, only the
first 17 are used for score.

6- Self- image assessment scale

We used Arabic version translated by Abd-
Elgawad, [16]. Self -image assessment scale was
developed by Abd- Elgawad, [16], to assess one's
own perception of burn injuries. This scale has 48
statements that burn patients can either answer
"yes" or "no" to.

It was utilized as a pre-test and post-test and has
three dimensions.

A scoring system of self-image assessment scale
A score of one was given to each statement
answered by Yes and zero to each statement
answered by No. The total score was 48. The
self-image assessment scale was classified into
four levels: 1. High when the score ranged from
1-15 of the total score. 2. Moderate, when the
score ranged from 16-20 of the total score. 3.
Low, when the score ranged from 21-29 of the
total score. 4. Very low, when the score ranged
from 30-48 of the total score.

7- Multidimensional scale of perceived social
support [ MSPSS] [17]

The Multidimensional Scale of Perceived Social
Support [MSPSS] is a brief research tool designed
to measure perceptions of support from 3 sources:
Family, Friends, and a Significant Other. With
four elements for each subscale, the scale has a
total of 12 items [17]. The average of each score
obtained from all the elements is used to compute
the MSPSS.

8-The Impact of Event Scale-Revised [IES-R; 18]
The IES-R is a 22-item self-report tool utilized to
measure the subjective distress associated with
traumatic events. [18]. It assesses three PTSD
symptom clusters in the last week: intrusion,
avoidance, and  hyper-arousal  symptoms.
Responses were recorded on a 5-point Likert
scale, which was then added up to get the overall
score. A score of 33 or more suggested that PTSD
may be suspected. Sum scores were determined
using the mean of the completed items if at least
19 out of the 22 were completed. The IES-R
scale's Arabic version exhibits strong validity and
reliability [19].

Procedure: Procedure of this work passed through
the following phases :

Preparation phase :The topic was selected based
on the researcher's area of interest. The study plan
was authorized following the necessary
modifications after being presented to the
Institutional Review Board (IRB) and the
Department of Psychiatry, Faculty of Medicine,
Zagazig University. This study did not use any
funding. The clinical and psychometric
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assessment instruments were ready to be used on
the specimen.

Data collection :

At the Hehia General Hospital for Burns in
Sharkia, Egypt, recruitment was conducted. The
interviews took place between June 2023 and
December 2023, a period of six months. All
subjects provided their informed consent. The
previously stated techniques were used, and
interviews with the patients who met the inclusion
criteria were conducted.

STATISTICAL ANALYSIS
Following the gathering of data, the sheets were
coded, scored, and then entered into Microsoft
Excel 2013 sheets. The statistician then received
the sheets for statistical analysis.

RESULTS

Table (1) shows that the Hamilton anxiety scale
Scores ranged from 15 to 41 with mean = SD of
26.6 = 7.07, (11.7%) had mild anxiety as their
score was 17 or less, (30.8%) had mild to
moderate anxiety as their score ranged from 18 to
24, while (28.3%) had moderate to severe anxiety
as their score ranged from 25 to 30 and (29.2%)
had severe anxiety as their score were more than
30 in HAM-A.

Table (2) shows that there was a statistically
significant difference in marital status and
residence as regards Hamilton anxiety scale
Scores, as HAM-A scores were found to be higher
among single patients (P =0.03) and patients
living in urban areas (P = 0.01).

Table (3) shows that the Hamilton depression
scale Scores ranged from 15 to 36 with mean +
SD of 26.2 + 5.48, none of the patients had mild
depression, while (15%) had moderate depression
as their scores ranged from 14 to 18, while
(12.5%) had severe depression as their score
ranged from 19 to 22 and (72.5%) had very severe
depression as their score was more than 22 in
HAM-D. The self-image assessment scale Scores
ranged from 16 to 36 with mean + SD of 25.7 +
5.68, none of the patients had high self-image,
(21.7%) had moderate self-image as their score
ranged from 16 to 20, (50.8%) had low self-image
as their score ranged from 21 to 29, while (27.5%)
had very low self-image as their score ranged
from 30 to 48. The multidimensional scale of
perceived social support Scores ranged from 22 to
77 with mean £ SD of 61.9 + 11.6, (3.3%) had
low social support as their mean scale score
ranged from 1 to 2.9, while (28.3%) had moderate
social support as their mean scale score ranged
from 3 to 5 and (68.3%) had high social support
as their mean scale score ranged from 5.1 to 7 in
MSPSS. The impact of event scale revised scores
ranged from 20 to 52 with mean + SD of 33.4 +
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6.99, (41.7%) had no possible diagnosis of post-
traumatic stress disorder as they scored less than
33, while (58.3%) had a possible diagnosis of
post-traumatic stress disorder as they scored more
than 33 in IES-R.

Table (4) shows that there was a statistically
significant difference in marital status and
residence, as HAM-D scores were found to be
higher among single patients (P =0.008) and
patients living in rural areas (P = 0.005).

Table (5) shows that there was a statistically
significant  association between  Self-image
assessment scale Scores, sex, marital status, and
degree of burn as self-image assessment scale
scores were higher among the female sex
(P=0.06), higher among single patients (P =0.04),
and higher among 3rd-degree burn (P =0.01).
Table (6) shows that there was a statistically
significant association between the
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Multidimensional scale of perceived social
support and residence and degree of burn, as
MSPSS scores were found to be higher among
patients living in urban areas (P = 0.005) and
among 2" & 3rd-degree burns (P = 0.008).

Table (7) shows that there was a statistically
significant association between the impact of
event scale and sex and degree of burn, as IES-R
scores were found to be higher among the female
sex (P=0.01) and among 2" & 3" degree
(P<0.001).

Table (S1) shows that there was a significant
positive correlation between Hamilton depression
scale Scores and Self-image assessment scale
Scores (r=0.477, P<0.001).

Table (S2) shows that there was a significant
positive  correlation  between length  of
hospitalization with anxiety (r=0.691, P<0.001),
and depression severity (r=0.542, P<0.001).

Tablel: Anthropometric and biochemical characteristics in HT patients

Parameter Controls group, (n=60) | HT group, (n=60) | P value
Age (years) 25.1+9.6 27.6%9.3 0.134
BMI (kg/m?) 22.9+1.8 23.2+1.6 0.336
FT4(ng/dl) 1.68+0.14 1.13+£0.51 <0.001*
TSH (nIU/ml) 2.87+0.14 8.16+1.3 <0.001*
Anti TPO(1U/ml) 49.01+2.4 272.8+68.6 <0.001*
Anti TG (1U/ml) 0.58+0.14 4.16+1.19 <0.001*
Estradiol (pg/ml) 54.82+6.43 52.88+8.4 0.145
Progesterone (ng/ml) 11.2+3.1 11.86+2.8 0.268
Total testosterone (ng/mL) 0.64+0.1 0.63+0.09 0.744
Prolactin (ng/mL) 12.6x£3.7 13.76+1.8 0.672
AFC 13.1+1.9 14.2+4.5 0.083
FSH (mlU/mL) 7.8£1.3 7.06+1.4 0.654
LH (mIU/ml) 5.5+1.2 4.4+3.5 0.656
AMH (ng/mL) 2.75+0.91 2.5+0.72 0.097
*P<0.05.
Table2: -clinical and demographic characteristics of women with HT.
Parameter Fertile group UEI group P value
(n=35) (n=25)
age 26.31£5.6 27.3+4.4 0.460
Age of menarche 12.2+2.6 13.2+1.9 0.107
Marital status (duration in years) 8.3+2.6 794131 0.589
BMI (kg/m?) 23.742.7 25.742.5 0.421
FT4(ng/dl) 1.42+0.21 0.52+0.25 <0.001"
TSH (nIU/ml) 7.48+2.82 9.57+3.01 <0.001"
Anti TPO(1U/ml) 235.2+38.2 342.4456.4 <0.001"
Anti TG (1U/ml) 3.2+0.6 5.63+£0.28 <0.001"
Estradiol (pg/ml) 52.6+6.7 51.235.1 0.851
Progesterone (ng/ml) 11.9+£1.5 11.4+0.6 0.12
Prolactin (ng/mL) 9.7+1.33 9.95+1.33 0.475
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Parameter Fertile group UEI group P value
(n=35) (n=25)
AFC 13.6x1.9 14.2+1.1 0.162
FSH (mIU/mL) 7.5+1.33 7.9£1.43 0.270
LH (mIU/ml) 5.3+1.6 57+1.1 0.599
AMH (ng/mL) 2.4940.42 2.51+0.31 0.833

*P<0.05.

Table 3: Pearson correlation between Relative expression of hsa_circ_0089172 with clinical and laboratory

characteristic in UEI group.

Variable hsa_circ_008917
r p

Age of menarche 0.068 0.607
FT4(ng/dl) -0.047 0.726
TSH (uIU/ml) 0.385 <0.05*
Anti TPO(1U/ml) 0.612 <0.001*
Anti TG (1U/ml) 0.333 <0.001*
AFC 0.038 0.778
FSH (mlU/mL) 0.077 0.557
LH (mIU/ml) 0.038 0.778
AMH (ng/mL) 0.016 0.903

*P<0.05

Table 4: linear regression analyses in UEI patients to test the influence of the main independent variables

against hsa_circ_008917

Model Unstandardized Standardized t p 95% C. |
Coefficients Coefficients
B SE Beta Lower | Upper
Bound Bound
(Constant) 4.660 0.405 11.502 | <0.001* 3.848 5.472
AMH -1.175 1.460 -0.129 -0.805 0.424 -4.102 1.752
Anti TPO -0.871 0.307 -0.457 -2.840 <0.001* -1.486 -0.256
Anti TG -0.002 0.001 -0.278 -2.689 <0.001* -0.004 -0.001
TSH 0.015 0.031 0.048 0.473 0.638 -0.048 0.078
*P <0.05
DISCUSSION Grade | instances, 13.5% of Grade Il cases, and

Prevalence of Anxiety Symptoms

The study found that [11.7%] had mild anxiety,
[30.8%] had mild to moderate anxiety, [28.3%]
had moderate to severe anxiety and [29.2%)]
experienced extreme anxiety due to their HAM-A
score of more than 30. Regarding HAM-A Scores,
there was a statistically significant difference in
the patient's marital status and place of residence;
those who were single, female, or lived in an

urban region had higher HAM-A scores.

As per our findings, all members of the Jain et al.
study sample had mild to moderate anxiety
symptoms. On the other hand, males experienced
slightly higher rates of anxiety symptoms than
females. Severe anxiety was present in 19.6% of
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17.6% of Grade Il cases, but the differences were
not statistically significant. In contrast to 8.2% of
those with superficial burns, serious anxiety
affected 25.5% of people with extensive burns
[20].

Male patients in the aforementioned study had
a higher prevalence of anxiety, which was an
unexpected finding. Male anxiousness may have
been more common because of variables such as
fear of deformity, concerns about the future and
going back to work, and the high cost of therapy.
The majority of the men in their study were
married and employed, but because it would not
forward the goals of the study, differences in
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employment and marital status were not examined
[20].

However, the majority of investigations,
including Morris et al.'s study, have found a
similar incidence in both sexes; these findings are
at odds with our own. [21].

Bhatti et al. observed that patients' anxiety
symptoms ranged from mild to severe when
assessing the degree of anxiety in their sample.
On the other hand, there were significant
differences in the degree of burn and anxiety
level. 69.5% of patients in the group of subjects
[n=105, 47%] who had superficial burns reported
having mild anxiety. The lowest percentage of
patients—only 3.8% [n=4]—had severe anxiety,
whereas only 28 [26.6%] had moderate anxiety.
Patients with deep burns showed a similar pattern,
although their rate of serious anxiety was much
higher (26%). There was statistical significance
here [22].

Prevalence of Depressive Symptoms

The results indicated that none of the patients
had mild depression; instead, 15% had moderate
depression, with a score between 14 and 18,
12.5% had severe depression, with a score
between 19 and 22, and 72.5% had very severe
depression, with a score exceeding 22 on the
HAM-D. Patients' marital status and place of
residence showed a statistically significant
difference in HAM-D scores, with single patients
and patients living in metropolitan areas scoring
higher. The HAM-D Scale revealed a noteworthy
positive connection between the total body
surface area [TBSA] burnt and the severity of
depression.

According to current study results, a
significant portion [n=95] of the sample that Jain
et al. investigated showed signs of depression.
The majority of them had symptoms that ranged
from moderate to severe. Extremely severe
symptoms were marginally more common in
female participants than in male ones. Although
the difference was not statistically significant,
56.6% of Grade | cases 54.0% of Grade Il and
47.1% of Grade Ill cases experienced severe to
very severe depression. Of individuals who
sustained facial burns, 64.9% suffered from
serious to very severe depression. Compared to
cases with superficial burns (20.4%), 52.9% of
cases with extensive burns reported extremely
severe depression [20].

In contrast to our findings, the investigation of
the association between depression and the
surface area of burn in the study by Pavoni et al.
revealed that the individuals' degree of depression
was unaffected by the total body surface area
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[TBSA] involved. The same applied to
anxiousness [23].

According to current study results, the degree
of anxiety and depression was positively
correlated with the total body surface area
affected, as demonstrated by Linzette et al [24].

Consistent with earlier studies, Loey et al.
demonstrated that there is still a strong correlation
between the degree of depression and facial burns,
indicating that facial deformity is a risk factor for
post-burn melancholy [25].

In agreement with current study results, Bhatti
et al. clarified that depression was seen in every
person across all grade levels. The majority of
patients (n = 37) report having mild symptoms.
These patients had burns that were only
superficial. In this category, the proportion of
patients with moderate to severe depression
symptoms was about equal. The percentage of
very severe depression was highest in deep burn
patients [n=54, 45.3%], followed by severe
depression at 40%. In both categories, there was a
statistically significant difference [22].

Prevalence of Disturbed Self-image

The study found that none of the patients had a
high self-image, [21.7%] had a moderate self-
image, [50.8%] had a low self-image; on the other
hand, and [27.5%] had a very low self-image,.
Self-image assessment scale scores were higher
among the female sex, higher among single
patients, and higher among third-degree burn
patients, indicating a statistically significant
correlation between sex, marital status, and burn
degree.

In El-Sayed et al.'s study, the biggest number
of burned patients had burn injuries that covered
20% to less than 40% of their total body surface
area (TBSA). He found that there was a
significantly  significant positive association
between the overall scores of self-image and the
total body surface area. This indicates that poor or
extremely low self-image was present in the
burned patients with significant body surface
areas. This could be the case since any
modification to one's physical composition would
likely induce self-concept disturbance,
particularly if it resulted from a significant TBSA
[26].

In contrast to current study findings, Robert et
al.'s study at the University of Texas Medical
Branch in Galveston on disfiguring burn scars and
teenage self-esteem revealed that the mean
percentage of total body surface area burned was
39% and that adolescents with disfiguring burn
scars felt as valuable as their peers overall [27].

In a separate study, Jain et al. examined the
degree of anxiety, sadness, and self-esteem in
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burn patients while also examining several
characteristics associated with burns that may
impact them. They discovered that TBSA and
face burns did not significantly correlate with
anxiety, despair, or self-esteem [20].

El-Sayed et al. found a strong correlation
between the overall self-image scores of the
patients under study and their educational
attainment. The fact that secondary school
students made up more than half of the study
sample and that burned children are more self-
conscious about their bodies at this age,
particularly if they have deformities, disfiguring
scars, or contractures, may help to explain the
study's findings [26].

All of these result in burned children maybe
never being able to become independent, having a
disrupted position in the family and society, and
having trouble understanding and accepting
individuals around them. Additionally, as was
evident in the study of, there was a disturbance in
the level of contentment and trust toward others
and themselves Toolaroud et al. [28].

The study by He et al., which noted that the
self-image level of burn victims varied in different
genders and education levels, corroborated these
findings. Furthermore, compared to individuals
with lower education levels, those with higher
education levels had superior study abilities and
self-evaluation scores. Moreover, there was a
strong correlation between birth order and the
total self-image ratings. This could indicate that
the burned kids who placed three or four or higher
among their siblings had very poor or negative
self-esteem [29].

In contrast to what we found, El-Sayed et al.'s
study found no significant correlation between
total self-image and either gender or age [26].
Degree of Social Support

Our findings showed that [3.3%] had low
social support while [28.3%] had moderate social
support and [68.3%] had high social support as
their mean scale score ranged from 5.1 to 7 within
MSPSS. Patients with second and third-degree
burns as well as those living in rural regions had
higher MSPSS ratings, indicating a statistically
significant relationship between the two variables.

In a similar study by Wagqgas et al., the Mean
overall MSPSS score was 57.64 [SD 13.57] [30].
In another study, 48.8% of respondents reported
they have enough social support from their
immediate family, 73.82% from their extended
family and friends, and 46.2% from their romantic
partners, as measured by the Multidimensional
Self-Reporting Scale [MSPSS] by Naveed et al.
[31].
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In this regard, Shepherd et al. clarified that
helping people deal with social appearance
anxiety would be made simpler by understanding
the clinical and sociodemographic traits that may
influence anxiety as well as the elements that can
lessen anxiety. Support—more especially, the
support of friends and family as well as social
support—is one of these elements. [32].

Additionally, Atik et al. found that appearance
anxiety is reduced in patients with strong social
support and that social support is helpful in
situations like mastectomy and hemodialysis,
which heighten social appearance anxiety [33].

Ayhan et al. discovered no significant link
between the perceived social support and social
appearance anxiety of patients with burn injuries,
despite the high reported social support of these
patients (68.34 * 18.08) in the current study.
Furthermore, the patients' social appearance
anxiety was not greatly impacted by the
individuals they lived with [34].

According to these findings, Zaboli et al.
concluded that, in contrast to other patient groups,
the support received by people with burn injuries,
which can leave permanent scars on the body and
cause them to isolate themselves from their social
environments, including family and friends, is
ineffective in assisting them in overcoming social
appearance anxiety [35].

Prevalence of PTSD

The current study found that [41.7%] had no
possible diagnosis of post-traumatic stress
disorder while [58.3%] had a possible diagnosis
of Post-traumatic stress disorder according to the
IES-R Scores. Given that IES-R scores were
higher in the female sex and among 2nd and 3rd-
degree burns, there was a statistically significant
correlation between the impact of the event scale
and sex and burn degree.

The IES-R total scores and the three subscale
scores did not substantially alter over time in the
entire sample, as demonstrated by the findings of
Sveen et al. Nevertheless, four unique patterns of
PTSD symptoms throughout time were found
using cluster analysis: robust [40%], recovery
[10%], delayed [32%], and chronic [18%]
trajectories [36].

In a prior research of injury survivors, O'Donnell
et al. observed that patients who acquired PTSD
saw an increase in symptom avoidance within the
first 12 months following injury [37].

The following were the study's limitations: Since
the study was a cross-sectional one conducted at a
single site, its sample might not be entirely
representative of people with burns. Since there
was no long-term follow-up, the assessment of
mental comorbidity was only done once, which
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means it may have underestimated the incidence
of psychiatric sequelae that developed later in the
course of the illness. The rating systems employed
in different studies may differ, which could
further muddy the findings. Additionally, we
neglected to include a number of environmental,
societal, and personal aspects that might have
exacerbated the patients' psychological issues.
CONCLUSION

Burns, which have a lifelong impact on a
person's physical and mental health, are among
the most horrifying experiences one can have.
Research on the psychological consequences of
burns, including depression, anxiety, PTSD, and
distorted self-image, is necessary to identify the
warning indicators of present psychological
problems and predict those that may arise in the
future. Better care will be possible as a result,
improving the patient's quality of life.

As we summarize the most recent
recommendations for the care of burn patients, we
advise paying close attention to our findings. In
addition, more researches are needed to be done to
fully examine this problem. All cases must be
evaluated by a psychiatrist at least once during the
inpatient stay, and all burn patients must undergo
routine screening for psychiatric morbidity. It is
equally critical that the burns unit staff be
sensitive to the psychological requirements of the
patients. To further understand the correlations
and causes at the intersection of psychiatric issues
and burn injuries, future research must
concentrate on long-term studies in a variety of
population groups.
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Table (S1): Correlation of psychiatric illness with Hamilton depression scale Scores

HAM-D Scores
Variable r

Self-image Assessment Scale Scores 0.477
MSPSS Scores 0.036
IES-R Scores 0.038

*Spearman’s rank correlation coefficient test, Non-significant: P >0.05, Significant: P <0.05

Table (S2): Correlation between scores of applied scales and Length of hospitalization

length of hospitalization
Variable r P
Hamilton anxiety scale Scores 0.691 <0.001
Hamilton depression scale Scores 0.542 <0.001
Self-image assessment scale Scores 0.179 0.164
MSPSS Scores -0.107 0.406
IES-R Scores 0.081 0.530

*Spearman’s rank correlation coefficient test, Non-significant: P >0.05, Significant: P <0.05
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