
 

Ministry of Higher Education 

      and Scientific Research 

      University of Babylon 

        College of Nursing 

 

 

 

Effect of Self-Care Instructional Program on 

Patients knowledge in Burn Unit    

A Dissertation by 

WISAM HADI MAHDI  

To 

 Submitted to the Council of College of Nursing University 

of Babylon in Partial Fulfillment of the Requirements for 

the Degree of Philosophy of Doctorate in Nursing 

 

 

Supervisor 

   

Prof. Shatha Saadi Mohammad, Ph.D. 

 

Muharram 1445 A.H.                                                 August 2023 A.D.                                                 



 

 

 

 

 بسم الله الرحمن الرحيم

يَا أَيُّهَا النَّاسُ قَدْ جَاءتْكُم مَّىْعِظةٌَ  

لِّمَا فيِ مِّن ربَِّّكُمْ وَشفَاء 

 (الصُّدُورِ وَهُدًي وَرَحْمَةٌ لِّلْمُؤْمِنِينَ

 

            صدق الله العلي العظيم

  75سورة يونس الآية   

 



 

Supervisor Certification 

 

 I certify that this dissertation, which is entitled: (Effect of Self-Care 

Instructional Program on Patients knowledge in Burn Unit) was 

prepared under my supervision at College of Nursing, University of 

Babylon, in partial fulfillment of the requirements for the Degree of 

Doctorate Philosophy in Nursing.  

 

 

 Signature 

Academic Supervisor 

Prof. Shatha Saadi Mohammad, Ph.D. 

Professor and Academic Advisor 

College of Nursing, University of Babylon 

Date:      /     / 2023 

    

 

 

Signature 

Head of Adult Nursing Department 

Assist. Prof. Mahier K.H. Kadhim, PhD 

College of Nursing, University of Babylon 

Date:     /    / 2023 

 

 



 

Certification  

 

We, the examining committee, certify that we have read this 

dissertation entitled (Effect of Self-Care Instructional Program on 

Patients Knowledge in Burn Unit) submitted by Wisam Hadi Mahdi, 

from the Department of Adult Nursing, and we have examined the 

student in its contents, and what is related to it and we decide that it is 

adequate for awarding the Doctorate of Philosophy in Nursing with 

specialty of Adult Nursing.  

 

 

 

 

 

 

        
 

 

 

 

 

 

Chairperson 

Prof. Amean A. Yasir (Ph.D.) 

Date:   /    / 2023 

 

 

Approved by the council of the college of Nursing 

 

 

Prof. Amean A. Yasir (Ph.D.) 

Dean of Collage of Nursing 

Date:    /    / 2023 

 

 

Member 

Prof. Widad K. Mohammed (Ph.D.) 

 
 

 

Member 

Assist. Prof. Ibrahem A. Al-Ashour (Ph.D.) 

 

 

Member 

Assist. Prof.  Bahir S. Allawi (Ph.D.)   

 

 

 

Member 

Prof. Sahar A. Ali (Ph.D.) 



Dedication 

I dedicate this effort to whom taught me success and 

patience my dear father 

To the fountain of patience and optimism and hope my 

beloved mother 

To my beloved wife who encourage and support me  

To my brothers and my sister whom their love inspired 

my 

To my friends whom help my during this work  

 
 



I             

 

Acknowledgements 
 

             Great thanks for Allah the most Glorious Merciful, most 

compassionate.  

Thanks, are extended to the College of Nursing/ University of 

Babylon, starting with, the Dean Prof. Dr. Amean A. Yasir and all 

members of Adult Nursing Department, The people who helped and 

supported me in my endeavors. Most especially, I especially want to 

express my appreciation to the head of Adult Nursing Department, 

Babylon University Assist. Prof. Mahier K.H. Kadhim. 

I wish to express my great appreciation thanks, and admiration to 

my supervisor (Prof. Dr. Shatha Saadi Mohammad), for her guidance, 

help, time, encouragement throughout the study, for the frequent review 

of the dissertation manuscript and for everything that she has done for 

me. 

Special thanks are presented to all experts who kept me on the 

right track for their time and expertise in reviewing and evaluating of 

study instrument. 

Finally, the last but not the least, my deep thanks and respect to 

the patients who participated in the present study. 

 

 

 

 

 

 

 

 



II             

 

Abstract 

 

Background: Burns injuries are one of the most distressful trauma and 

worst aspects of the tragedies a persons and their family can go through 

for both physically and psychologically as well as a globally fourth most 

prevalent health issue. Severe burns are accompanied by many 

complications that may be effect for long time or forever, the patients 

need be rehabilitated them by instructional programs and follow up from 

medical team after discharge from burn unit for long time to become 

able to do the independence self-care. Objective: The main objective of 

study to evaluate the effective of self-care instructional program on 

knowledge of patients with Burns. Methodology: Quasi-experimental 

design carried to evaluate the effect of the self-care instructional 

program on patients knowledge in burn unit. The instructional  program 

has been constructed pre and post-test for the study sample carried out. 

The study has been established from 19
th
 October 2021 to 9

th
 August 

2023. Non-probability (purposive) sample of (60) patients is selected 

from burn unit, they divided into two groups: (30) patients have been 

exposed to the instructional program assigned as study group and (30) 

patients receive routine care who assigned as control group. The data are 

collected through use of designed questionnaire, which consists of (3) 

major parts (Demographic characteristics, clinical information of 

patients and self-care activities) obtained from the patients by interview 

method.The validity of the questionnaire is determined through an 

experts panel of (10) specialists. Reliability is determined through a pilot 

study. Descriptive and inferential statistical analysis is applied to the 

results. Results: Most of study samples are males, age group (18-27) 

years, married, graduated from primary schools, rural residents, free 

work,  length of hospital stay (12-15) days, third degree burn, burn by 
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flame, and total body surface area (21-30%) and suffer from upper limbs 

burns. As well as the study findings indicate there are highly differences 

between pre-test (Mean=1.7795) and post-tests (Mean= 2.5832) in the 

study group in overall main domains regarding patients knowledge 

concerning self-care after burns. Conclusion: The study concluded the 

instructional program is effective and knowledge of patients regarding 

self-care has been improved after applying the instructional program to 

the study group. Recommendations: Self-care instructional program 

may established in burn unit or out patients, which may improve patients 

education to maintain their health and enhance their quality of life.  
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1.1. Introduction 

Burn is an injury to the skin or other tissues and an unique trauma 

leads to high morbidity with life-threatening events. Burn injury has been 

identified as an important public health problem (Taheri et al.,2018). Also 

is a main cause of admission to hospital, in low-income countries and 

many cases lead to secondary complications such as disfigurements, 

contractures, and scar formations (Mudawarima 2021). 

The burn is a main cause of mortality and disability of worldwide 

whereas it is considered as a traumatic experience, so it has a  negative 

impact on quality of life for  physical, emotional, and social aspects also 

can effect patients mental process (Abd Elalem et al., 2018). Everyone in 

any age and socioeconomic groups can be affected by burn. Between (20 

to 30) years old them most frequent to suffer from burn (Liliane et 

al.,2016). 

Flames and solids, are most caused of burns incidences, the 

pathophysiological response as affected by differences of causes of these 

burns also the level of burn severity selected by the depth and total body 

surface area (Hinkle & Cheever 2018). 

The characteristics of burn depend on  depth of  burn. Pain last for 

two or three days, followed by peeling of the skin for next few days and 

typically red in color cause by the superficial burns (first degree), while 

suffering from discomfort or complain of feeling pressure more than pain 

for patients with burns and more severe from superficial burns (second 

degree), whereas may be completely painless to light touch or puncture 

and may be pink, white or black when Full-thickness of burn (third 

degree). Numbness or tingling may persist for a long duration after an 

electrical injury, also emotional and psychological distress may produce 

from  these (Hadi & Mohammad 2021).   
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Initial assessment of second, third also forth degree of burn, the 

percentage of the Total Body Surface Area (TBSA) that has been burned 

and depth of the burn are essential for an assessment and dependent on it 

in clinical situation, the patient can experience many potentials of fatal 

complications such as respiratory distress, shock, infection and multiple 

organs failure. These can happen through the acute phase of the burn, 

after that the rehabilitation and integration back to the society are hard 

task for both patients and families also burn survivor as well as another 

family members may have uncomfortable psychological effects 

(Academic Senate 2011(. 

Burns can lead to a lot of health problems such as physical 

problems that  result from deformities or scar contractures, changes in 

skin and his color and body contour, and loss of body parts may limit the 

patient’s return to previous activities, also scars of visible burn might 

become the patient social isolation because these interfere with an usually 

social activities of individuals (Stavrou et al., 2014). 

  There are multiple surgical interventions, extensive pain control, 

rehabilitation, and prolonged intravenous medication regimens, 

particularly with antibiotics and opioids, these require for many patients 

with burn and also prolonged hospital lengths of stay (Liliane et al., 

2016(. 

One of basic part of rehabilitation and care programs for burn 

patients are range of motion exercises. It easy to apply and do not require 

any special equipment and space, the patient and his family can do it and 

they are done to maintain flexibility and mobility of the joints. These 

exercises cause joints mobility in their range and don't prevent joint 

stiffness and contracture only but also these can reduce the edema by 

increasing intravenous and lymphatic flow in addition to decrease the pain 

and depression symptoms of patient (Najafi et al., 2019(. 
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The nurse is a part of rehabilitation team and essential links 

between them and also between patients and their families. The he/she has 

coordinator role in this team and between other team of rehabilitation 

members, involve training and improving rehabilitation knowledge, 

providing instruction and training to patients to perform daily self-care 

and helping patients to accomplish their goals of rehabilitation in a perfect 

time (Najafi et al., 2019). 

Nurses are helping patients and have a key role to adept and cope 

with their new situation as (new body image) and giving the information 

to patients about their treatment and complications that can be occur after 

burn. Training and involvement in instructional program on self-care for 

burn patient were helpful as health care would be costly and lead to 

weakness in the quality of life. When development the self-care of 

patients and become have more control and ability to deal with the social 

performance and therefore get better the daily lives. The strategies of self-

care use to improve the self-management and decreased  pain and other 

injuries through training and empowering the patients by exercise. The 

patients will educate and develop the knowledge which  enough to 

decisions making as well as their skills for solving the self-related 

problems (Hinkle & Cheever 2018). 

There are many purposes of self-care: the studied units for self-care 

about the principles of suitable nutrition and diet, use of medications, 

management of pain by pharmacological and non-pharmacological, 

dressing of wound for burns methods to compensate for the disability to 

adjust for temperature, therapeutic programs of exercise and physical, 

verbal changes about feelings of self-image, adapt to changes by 

encouraging them to use different methods, strengthening the ability and 

promoting of self-esteem, application of techniques for relaxation, mental 



Chapter One                               Introduction                                                                                                                                  
 
 

 

5 

health care and sexual relationship (wedded patients) (Hashemi et al.,  

2014). 

1.2. Important of the study 

The WHO estimates about (11) million burn injuries of all types 

occur annually worldwide, (180,000) of which are fatal (Magbool et al., 

2021). 

In some Arab countries bordering Iraq, burn injuries are (5.75%) in 

Kuwait, (2.3%) in Jordan, and (2.8%) in the Kingdom of Saudi Arabia 

(Al-Shamsi & Othman 2017). 

In Iran, (150,000) burns occurred each year, with an annual death of 

(3,000) individuals. Burns comprise (5%) of the total number of accidents 

in Iran and account for (6%) of all deaths from accidents in this country 

(Khajehgoodari et al., 2020). 

In Iraq the common type of injuries are burns based on the latest 

report of WHO. Annually the total number of burn patients has reached 

(92.734) patients, and side effects as the bacterial and viral infections, 

ulcers and other diseases, are one of causes of death after burn which 

included about (37%) of the total number of patients deaths related to 

burn (Abbas et al., 2018). Deaths related to burns about (6.000) and  

disability (18.000) occurred in 2015 (WHO 2016). In addition reports of 

WHO that (3.390) deaths related to burns occurred in 2004, which is 

corresponding to a death rate of (12.3) per (100.000) per year higher than 

the global average (AL-Sudani & Ali 2017). 

 The researchers (Al-Shamsi &Othman 2017) have stated that the 

flame, scalds, electrical, and chemical burns, respectively, are among the 

commonest mechanisms of burns in their study in Basra 2017. 

Burns not only represent a very danger diseases with a possible 

lethal complication, but as well heavy a traumatic events with a important 

potential for development of complicated problems, also  needs patients to 
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cope-with their new body appearance and the situation that lead to some 

of modifications in their lives because the burns, as well after burn 

recovery they needs to providing many health services that include of 

physical, psychological and social problems and prevent the side effects 

that will be more costly and the quality of life become impairment 

because the burns (Hinkle & Cheever 2018). 

1.3. Research problem  

Effect of Self-Care Instructional Program on Patients knowledge in 

Burn Unit. 

When participant the burn patients and training them on the self-

care instructional programs by the health care providers must be more 

effectiveness and beneficial as it helps the patient to have more control 

over his daily lives and be more able to deal with the social performance, 

thereby improving his self-care, self-management, self-esteem and quality 

of life, also decrease the pain, stress and other injuries. There are 

indications as needs for carrying out many researches to fill the shortfall 

in this field to development self-care during carry out the program of self-

care, so the researchers intended to implementation a study in order to 

examine the effect of self-care nursing intervention model on 

enhancement of the self-care (Hinkle & Cheever 2018).  

As aim is to investigate self-care education improve patient health 

condition, continuity of care, and most importantly optimizing self-care 

dependence. This could allow the patient to return to normal lifestyle, and 

perform a productive activity  

Design and implement self-care instructional program for patient 

with burn and to evaluate their effect on patients knowledge in  burn unit. 

1.4. Research hypothesis 

It is hypothesized that: 
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H1: There are significant differences between knowledge of 

patients who attend the instructional program and those who did not 

attend the program. 

1.5. Objectives of study  

1. To assess the need of patients with burn to self-care instructional 

program.  

2. To construct and demonstrate of self-care instructional program for 

patients with burns. 

3. To evaluate  effect of self-care instructional program on knowledge. 

4. To identify the demographic characteristics of the study sample. 

5. To find out association between selected variables  (age, sex, marital 

status, level of education, residence, occupation, length of hospital 

stay, degree of burn, cause of burn and  total body surface area) with 

their self-care knowledge of the study group. 

1.6. Definition of terms: 

1.6.1. Effect 

A. Theoretical Definition: 

Output of any force or action (Al-Reda, & Rajha 2020). 

B. Operational Definition: 

Is improve patients knowledge about self-care through instructional 

program. 

1.6.2. Instructional program 

A. Theoretical Definition: 

Is defined as a specialty and a systematic sequence or many of 

courses directing to a defined objective such as a major, degree, 

certificate, license, the acquisition of selected information or skills, or 

transfer to another institution of higher education (Academic Senate 

2011). 

B. Operational Definition: 
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Sequence of courses about the  knowledge of self-care for patients 

with burns according to their needs. 

1.6.3. Self-care  

A. Theoretical Definition: 

Is a capacity to promote health, prevent disease, and maintain 

health of individuals, families and communities and to cope with illness 

and disability with  the support of a health-care provider or without it 

(WHO 2021). 

B. Operational Definition: 

Is capacity of patients with burns to promote health, prevent 

diseases, maintain health and to cope with effect of burn injury without 

support from medical team or with some help. 

1.6.4. Burn 

A. Theoretical Definition: 

Is an injury caused by heat, electricity, radiation, friction, and 

chemicals to the skin or other tissues (WHO 2018). 

B. Operational Definition: 

The skin or organic tissue injury through which the patient needs to 

optimal care to return these organs and skin to normal condition or near 

from that as possible. 

1.6.5.knewledge  

A. Theoretical Definition:  

Acquired through education or experience, knowledge is the 

theoretical or practical comprehension of a subject (Alkhafaji, & Dawood 

2022). 

B. Operational Definition: 

  It indicates to information that patient obtained after the 

application of specific program designed to enhanced self-care. 
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2. Review of Literatures 

2.1. Theoretical framework 

Theorists are continuous for develop theories in nursing field as well 

filled the space between theory and practice. Orem‟s Self Care Model is 

utilized as a framework to guide the programs of self-care and also a proper 

clinical direction for the principles of self-care, in addition planning and 

implementing  them. Also based on patient‟s needs and conditions in health 

-the role of nurse, the Orem Self Care Model designed in three types of 

care systems: completely compensatory nursing system, partial 

compensatory nursing system, and supportive-educative nursing system 

(Abd Elalem et al., 2018). 

So in this study the proper type of care systems and the role of nurse 

more suitable for patients is a supportive-educative nursing system which 

contributes to decision making, behavior management and addition the 

information's and skills for patient which he cannot do self-care 

independent alone but he ready to acquire the knowledge and implement 

these the behavior (Najafi et al., 2019). 

Given the importance of maintaining and improving the health of 

patients suffering from burns and since no study done in Babylon 

government on the effect of Orem self-care program of these patients had 

been done, the present study was designed with the aim of considering 

these issues. 

2.2. Prevalence and epidemiology of the burn injury 

The epidemiology information for injuries of burns are important for 

distribution of resources and prevention of it. Unfortunately the available 

data are changeable and inconsistent. There is deferent between the data 

which comes from high-income countries and countries with low income 

where access to health- care references, cost limit data collection, variance 
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in environments and resources of the health care systems. Additionally, 

cultural factors such as cooking in open- air areas and loose clothing, 

domestic violence all of these variances  lead to regional variation. Also the 

most common data are provide by countries with high-income (Jeschke et 

al., 2020).  

To address the significant gap in information, the WHO is piloting 

an online, checkbox- based Global Burn Registry that aims to standardize 

reporting. Although burn injuries are decreasing in high income countries, 

the prevalence of burn injuries remains high elsewhere, with (90%) of 

burns occurring in low- and middle- income areas. The WHO estimates 

that (11) million burn injuries of all types occur annually worldwide, 

(180,000) of which are fatal (Magbool et al., 2021). 

There is a wide variability in the incidence of burn injury. For 

example, the number of burn- related deaths per (100,000) population 

ranges from (14.53) in Cote D‟Ivoire to (0.02) in Malta. Burn- related 

deaths of children are (7 to 11) times higher in low- income than in high- 

income countries. In the USA, a bimodal age distribution of all burn 

injuries is evident, with the majority of injuries occurring in young children 

(1–15.9) years of age and in those of working age (20–59) years of age. 

 Regardless of country, burns in children are more equally distributed 

between boys and girls, especially in toddlers, However, this ratio changes 

as age increases; in most countries, nearly twice as many men are injured 

as women. An exception to this trend has been noted in Ghana and India, 

where up to three times more women are injured and die from burn injuries 

than men. The American Burn Association (ABA) National Burn 

Repository (2019) reports that, overall, flame burns are still the majority of 

injuries in the USA (41%), with scalds second at (31%). Electrical burn 

injuries (3.6%) and Chemical (3.5%) occur much less commonly. 
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Burns in children less than five years of age tend to be scald injuries, 

with increasing flame- related burns as age increases. Around the world, 

burns in the elderly copulation are increasing, and are predominantly 

flame- related. However, scald injuries are increasing substantially as well. 

Finally, depending on the environment, burn injuries are more frequent in 

some vulnerable populations, such as those with epilepsy (Jeschke et al., 

2020). 

2.3. Classification of the burn injury: 

2.3.1. Classification according to cause of burn 

2.3.1.1. Thermal burns   

There are three different methods to develop the thermal burns by 

contact, hot liquid and flame burns. These are skin injuries caused by 

excessive heat, usually from contact with hot surfaces, hot liquids, steam or 

flame (Yin 2017). 

2.3.1.1. A. Flame and flash burns 

  Flame burns are usually most common cause of admission to burn 

centers as well as correlated with high percentage of complications and 

could lead to death (Greenhalgh 2016). It is common in both gender in 

developed countries within working-age. While in developing countries the 

these type of burns happen most commonly within women age group (16 - 

35) years, for take long time in kitchen to prepare and cooking the foods so 

them close contact with flame (Kadhim & Hamza 2020). 

2.3.1.1.B. Scald 

Scalding is a form of a thermal burn resulting from heated fluids 

such as boiling water, steam or hot oil. It can be seen in the 2nd or 3rd-

degree of burns, so affects the superficial layers of the skin and led to 

blisters as a basic sign of this type of burns (Sonone et al., 2020). Also it as 

a second most common cause of burns in adults group, in children under (4 
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years) in the United States of America they account for around (70%) of 

burns in children, also common in elderly people. The severity of burns 

depend on the temperature of the liquid or vapor, the period of the contact 

with it and the skin thickness (BURNS 2014; Romanowski 2016). 

 2.3.1.1.C. Contact 

  The contact burn is caused by physical contact with a hot object. 

There are common causes of this type of burns such as stoves, cigarettes, 

iron, heaters, ovens, exhaust pipes, welding equipment, industrial 

equipment and hot coal. It is commonly a small space however can be full-

thickness (Greenhalgh 2016).  

2.3.1.2. Electrical burns 

The body is considered perfect conductor electrical and sever burn 

can occur because it. Usually so difficult in select the effect of the burn on 

body which it carries the current to different parts of body. Also difficult to 

select the organs which could damage by passage of current from entry 

point to exit. Other form of electrical burn is lightning can lead to severe 

burns on skin (Sonone et al.,2020). In generally the severity of burn 

depends on power of current and period of exposure (Dries & Marini 

2017). 

 2.3.1.3. Chemical burns 

Chemical burns are caused by strong alkali or acids. Burns that result 

from alkali more harm than acid burns also it can be deeper penetration into 

the tissue, in addition the pain from it occurs late. Usually it occur 

accidently by using the cleaning materials in daily life at home and work or 

by inhalation or ingestion of the chemical material which lead to systemic 

symptoms and injuries in the gastrointestinal tract (Picchio et al., 2020). 
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2.3.1.4. Radiation burns 

In this type of burns, the degree of severity depends on the dose and 

leads to various symptoms as redness, infection ,ulceration of skin and 

other tissues or even shedding of hair & pigmentation. As well as 

radiological burns can occur by use heavy x-rays for diagnosis or treatment 

(Sonone et al., 2020). 

2.3.1.5. Traumatic burns  

Traumatic burns also are known as road rashes result from friction 

the skin or a rough surface rubbed in speedily, causing damage it. As well 

as can occur by falling on rocks, asphalt or cement, in addition may be 

traumatic burns occur by an exercise treadmill when the skin touching the 

fast-moving mechanical belt. So this type of burn in generally painful 

accompanied with abrasions, or tearing the skin (Huckfeldt et al., 2015). 

2.3.2. Classification by the degree or depth of the burn  

Burns are classified according to the depth of tissue destruction as 

following :- 

  First-degree of burns are superficial injuries that involve just the 

external layer of skin. These burns are erythematous, but the damage 

tissues as result of burn does not separate from the underlying dermis when 

rubbed it and remain epidermis intact (Huckfeldt et al., 2017). Sunburn or 

superficial scald is a typical for first degree of burn, usually it cure within 

few days without leave scar or dysfunction (Noorbakhsh et al., 2021). 

  Second-degree of burns include the total epidermis and some of 

parts of the dermis. The patients in this degree of burn suffer from painful 

and formation the blister. The cure of this type of burn dependent on depth, 

usually within three weeks also both hair follicles and skin appendages stay 

intact and without leave scar or dysfunction (Noorbakhsh et al., 2021). 
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  Third-degree of burns (full-thickness) include entire destruction for 

both layers the epidermis and dermis, and also in some patients destruction 

of underlying tissue. Vary ranges widely the color of burns from pale white 

to red, brown, or may be charred. Nerve fibers for burned area are damaged 

which lead to painless also the area appears leathery and dry because of 

damage the microcirculation; hair of follicles and sweat glands. The 

severity of this burn is many a times cheating to patients because burn areas 

are painless for them (Hinkle & Cheever 2018). 

Fourth-degree of burns (deep burn necrosis) are types of burns 

which  involve the layers of dermal as fascia, muscles, and/or bones, also 

including other organs which under the skin, such brain (Jeschke 2013).  

2.3.3. Classification by body surface area that is burned. 

Different methods are used to calculate the (TBSA) affected by 

burns; among them are the rule of nines, Lund and Browder, and palmer. 

These tools assist the treatment team in making decisions about the plan of 

care, which may include transfer the patient to a burn center. Burn centers 

are hospital based and specially equipped with the resources and personnel 

to treat patients with burns from the time of injury through their 

rehabilitation. Burn center designation is jointly conferred by the (ABA) 

and the American College of Surgeons (Hinkle & Cheever 2018). 

Three methods are commonly used: 

 Wallace‟s „rule of nines‟. 

 Lund and Browder chart. 

 Palmar surface. 

Wallace’s rule of nines 

The rule of nines is the method which more common used to 

calculate  the distance of burns for adults, this method dependent on 

anatomy of regions, each region represent about nine percentage, which 
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quickly method to obtain percentage of size of burn. If a portion of an 

anatomic area is burned, the (TBSA) is calculated accordingly for example, 

if approximately half of one arm were burned, the (TBSA) burned would 

be (4.5%) (Hinkle & Cheever 2018). 

 

Figure  2.1. Wallace‟s rule of nines (Hinkle & Cheever 2018). 

Lund and Browder chart 

The Lund and Browder chart is one of the most commonly used 

methods for assessing burn area. It takes into account the variation of body 

surface area with growth and can be used for both adults and children 

(Murari and Singh 2019). 
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Figure  2.2. Lund and Browder chart (Murari and Singh 2019) 

Palmar surface 

A simple method to estimate burn area is to consider the palm of the 

patient‟s hand with closed fingers as representing approximately (1%) of 

the body surface area. It is effective for estimating the area of small burns 

(<15%) or large burns (>85%). In large burns, the burnt area can be quickly 

calculated by estimating the area of uninjured skin and subtracting it from 

total percentage of body, but not always we can apply this method to 
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calculate the total body surface area because some factors effect on this the 

mothed as obese patients (Borhani et al., 2017). 

 

Figure  2.3. Palmar surface (Stiles  2018).  

2.4.Clinical manifestations of burn injury: 

The depth burn determines the characteristics of a burn. Superficial 

burns cause pain for (2-3) days, and then skin peels after few days. Patients 

with severe burns may feel discomfort or complain pressure more than 

pain. Full-thickness burns may be entirely insensitive to light touch or 

puncture. While superficial burns are typically red in color, severe burns 

may be pink, white or black. Numbness or tingling may persist for a 

prolonged period of time after an electrical injury. Burns may also produce 

emotional and psychological distress. 

Seeing a patient with major burns can be overwhelming due to the 

burns and the smell of burned tissue and hair. The patient is normally alert 

and able to answer questions during admission or until intubated (if there is 

respiratory compromise). Unconsciousness or altered mental status usually 

results from hypoxia due to inhalation injury. Other possibilities include 
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head trauma, substance use, or the side effects of sedation or pain 

medication. Often patients will shiver from heat loss, anxiety, or pain. Full 

thickness burns are painless since nerves in the dermis are destroyed. 

Partial-thickness burns are very painful (Lewis et al., 2023).  

 

Figure  2.4. (Markiewicz et al., 2022). 

2.5.Pathophysiology of the burn injury. 

Burn injuries are very traumatic injuries as the initial injury can 

evolve and worsen over time. Burn injury results from a chemical injury or 

heat transfer from one site to another, causing tissue destruction through 

coagulation, protein denaturation, or ionization of cellular contents. The 

burn wound is not homogenous; rather, tissue necrosis occurs at the center 

of the injury with regions of tissue viability toward the periphery. The 
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center of wound area is called as the zone of coagulation because occurs 

coagulation of necrosis cells  which characteristic by it in this area. Also 

the surrounding of it and the zone of stasis could remain viable but with 

poor blood supply for this area of injured which continues necrosis during 

first day and second day from burn while the outermost zone with 

hyperemia keep the area with minimal effect and help to continues recover 

with time (Hinkle &Cheever 2018). 

The skin and the mucosa of the upper airways are the most common 

sites of tissue destruction, although deep tissues, including the viscera, can 

be damaged by electrical burns or by prolonged contact with a heat or 

chemical source. The release of local mediators and changes in blood flow, 

tissue edema, and infection can cause progression of the burn injury. 

Radiation exposure other potential mechanism of burn injury, also 

because the threats of terrorism and recent world events make the radiation 

exposure has received increased attention. And two detrimental effects 

produced by radiation injuries, the first is a thermal effect, which results in 

cutaneous burn injuries and the second effect is damage to the cellular 

deoxyribonucleic acid (DNA), which may be affected localized or systemic 

on body. So Morbidity and mortality rates depend on the dose of radiation 

exposure. 

The temperature and the duration of contact with the agent which 

select the depth  and effect of burn injury.  In adults, burn injury occur 

when exposure to heat  (54 C°) for thirty seconds or exposure to heat (60 

C°) for five seconds this time enough to destruction the tissue while full 

thickness burn occurs instantaneously at (71C°) (ABA 2011). 

More than thirty percentage of TBSA considered as major burn 

injuries, also both local and systemic effects characterized by burn wound 

edema, generalized edema formation in non-injured tissue, increased 
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metabolic rate (hypermetabolism), hyperdynamic circulation, increased 

oxygen and glucose consumption, catabolism of muscle and bone, immune 

dysfunction, insulin resistance, and impaired organ perfusion (Flores et al., 

2015). Severe injuries ultimately encompass changes in pathophysiology of 

all body systems, these compensatory adaptive responses to the burn injury, 

but quickly become counterproductive events negatively impacting 

recovery (Abdullahi & Jeschke, 2014). 

2.6. Complications of the burn injury. 

2.6.1. Respiratory complications: 

Inhalation injury is one of the main complications that can occur 

with burn by the flame in an enclosed space. Also it could leading to 

mortality and morbidity related with burn injuries (Williams & Hopper 

 In addition may involve upper respiratory tract, low respiratory‏ .(2015

tract, carbon monoxide poisoning, and restraining defects (circumferential 

third-degree burn surrounding the chest area) (Herndon, 2012). Inhalation 

of toxic gases,  hot air, and associated molecules lead to damage to the 

pulmonary system and tracheal during a burn injury (ABA, 2013). Inhaling 

smoke can damage the lungs and hinder the body's ability to exchange 

carbon dioxide and oxygen, as well as cause respiratory failure (Huckfeldt 

et al., 2015). 

The recurrent cause of  mortality and morbidity in patients with 

inhalation injuries is the toxicity of carbon monoxide (CO) it lead to reduce 

the ability to carry oxygen and deliver oxygen to tissues due to it has an 

attraction with hemoglobin (200– 250) times that of oxygen. Also, a 

common complications that often occurs after the primary fluid 

resuscitation stage is pulmonary edema (Greenhalgh 2016). Moreover, a 

common complications for burn patients with an inhalation injury is 

pneumonia. Ventilator-associated pneumonia (VAP) is an important 
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complication in burn-injured patients and high risk for developing has two 

main causes: direct contamination of the tracheobronchial tree by airborne 

or inhaled bacteria, and pneumonia spread through blood (Herndon 2012). 

It was found that patients with burns of all ages had higher acceptance rates 

for bacterial pneumonia, influenza, viral pneumonia, and other respiratory 

infections (Wallace et al., 2017). 

Intranasal intubation and the use of intestinal nasal tubes or 

nasoduodenal tubes for intestinal feeding recently were one of the causes of 

purulent sinusitis, another problem is the lower chest excursion can 

significantly decrease the tidal volume resulting from the increased amount 

of edema, which occurs in third-degree peripheral burns around the chest 

and neck, frequently causing restrictive defects (Herndon 2012). The 

development of intra-abdominal hypertension leads to atelectasis 

development. Consequently, it weakens gas exchange and reduces chest 

wall compliance and residual functional ability (Gaidukov et al., 2013). 

Usually burn patient with respiratory failure is characterized by 

hypoxemia with evolution to acute lung injury or acute respiratory distress 

syndrome to respiratory failure (Dries & Marini 2017). 

2.6.2. Cardiovascular complications 

Burn injuries have long-term systemic effects on the heart and blood 

circulation. More explicitly, adult burn patients have a greater risk of heart 

failure, ischemic heart disease, and cerebral vascular disease (Barrett et 

al.,2019). 

Others complications as immediate decrease in the heart output 

(Hinkle and Cheever 2014) Hypovolemia develops and leads to a decrease 

in venous return as more time passes after a burn. This contributes to 

reducing cardiac output. As the cardiac output remains low even after 

adequate fluid treatment and normal arterial blood pressure are restored 



Chapter Two                              Review of Literatures 
                                                                                                   
 
  

 

23 

(Greenhalgh 2016). There is a relative increase in hematocrit due to fluid 

loss inside the blood vessels. Extreme heat reduces platelet function. 

Thrombosis may occur as a result of the accumulation of leukocytes and 

platelets (Williams & Hopper 2015).‏  

2.6.3. Sepsis 

Sepsis is a significant problem for burns patients.It is a systemic 

infection that overwhelms the body‟s immune system, triggering an 

exaggerated inflammatory response. The infectious process may progress 

to septic shock, multiple organ failure syndrome (MODS), and ultimately 

to death. Infection has been demonstrated to precede multiple (Mann-

Salinas et al., 2013). 

There is early signs of sepsis are need to high index of suspicion and 

focus on monitoring the condition of patients to diagnosis the sepsis, also 

there is many challenges one of them to diagnosis, the lack of definition of 

sepsis between the burns patients, because these patients have hyper-

metabolic may be lead to many signs as (tachycardia, tachypnea and high 

fever) (Markiewicz et al., 2022). 

 

Figure  2.5. Signs of early sepsis (Markiewicz et al., 2022) 
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These physiologic norms in patients with burns make the diagnosis 

of sepsis more challenging. A recent retrospective study of burn admissions 

over a (5-years) which mention hypothermia (< 36C°), tachycardia ( >130) 

bpm, base deficit (< 6 mEq/L), a mean arterial pressure (<60 )mm Hg, 

serum glucose (>150) mg/dL), and utilization of vasopressors were 

predictive of sepsis (Hinkle & Cheever 2018). 

 

 

Figure  2.6. Sepsis (Beg et al.,2020). 
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2.6.4.Gastrointestinal complications 

Complications of burns in the digestive system include increased 

gastric secretions, decreased nutrient absorption, increased intra-abdominal 

pressure, increased GI mucosal permeability, bacterial translocation, 

mucosal ulceration, reduced intestinal motility or GI hemorrhage. These 

consequences produce acute colonic pseudo-obstruction, constipation, 

abdominal compartment syndrome and sepsis (Ng et al., 2016). 

Constipation is a very common complication in burns with multiple 

causes, among the reasons that reduce the movement of the digestive 

system, electrolyte imbalances including hypokalemia, opioid sedation, 

abdominal trauma, prolonged immobility, surgery, and sepsis. Hyper-

metabolic responses after burn injury persist for at least (2) years. Thus, the 

persistence of excessive metabolism leads to a continuous loss of muscle 

mass and bone density. Excess metabolism also leads to poor wound 

healing, impaired rehabilitation, and delayed reintegration of burn 

survivors into society (Kadhim & Hamza 2020).  

   2.6.5. Urinary system 

Infections of the urinary tract are typically linked to the history of the 

catheter, where the specific source of urine with sepsis is predetermined in 

a burn patient (Herndon 2012). One of the most important complications 

that reduce the chances of survival is acute non-inflammatory kidney 

injuries (AKI) in patients with severe burns covering more than (15-20%) 

of (TBSA) (Siew & Davenport 2015). Sepsis, burning surface area, 

hospitalization duration, and kidney toxic drugs are among the most 

important factors preferred for the AKI occurrence. Likewise, 

accompanying diabetes, heart failure, and other kidney diseases (Noshad 

2014). AKI can take two forms early and late, as early AKI occurs in the 

first few days to a week after injury and the cause of its occurrence is the 
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inadequate filling of the blood vessels and low blood pressure caused by 

rapid fluid loss through damaged skin and the respiratory system. While 

late AKI occurs in the weeks following the injury, the reason for this is due 

to complications from sepsis and the nephrotoxicity of the drugs used 

(Witkowski et al., 2016). Renal failure has a major impact on mortality in 

any critical care unit population (Dries & Marini 2017). 

2.6.6. Musculoskeletal: 

Muscle strength for those with severe burns remains weak after the 

burn for (1-5) years (Barrett et al.,2019).The muscle wasting and lack of 

movement after a burn injury can lead to a change in the balance of bone 

synthesis and deterioration and thus lead to bone loss (Randall et al., 2015). 

Vitamin D deficiency is also a complication experienced by burn 

patients, which contributes to bone loss (Klein 2012). Avoiding prolonged 

exposure to sunlight during treatment, low cholesterol levels and 

hypothyroidism are among the factors that lead to a gradual vitamin D 

deficiency after a burn, and its results are bone loss and bone density 

changes for burn patients and thus an increased incidence of fractures and 

possibly to problems of extent life is associated with osteoporosis (Randall 

et al., 2015). 

Burn patients who suffer from severe injuries to the face, head, neck, 

upper back, or upper chest are more at risk of a significant decrease in the 

range of movement and this leads to a major problem that results in 

constant neck deformation. Additionally, mouth abnormalities, destroyed 

nasal passages, reduced compliance under the mandibular space, and 

reposition of the trachea (Greenhalgh 2016). 

2.6.7.Nervous system: 

Cases that may occur with increased prevalence of burn patients, 

episodic and paroxysmal disorders such as migraines, epilepsy, nerve roots,  
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nerves, and plexus disorders (Barrett et al., 2019). In addition, 

Neurovascular compromise can occur with severe burns and their cause is 

the pressure resulting from the scar that contributes to reducing blood flow 

to the areas far from the burned area (Williams & Hopper 2015).‏ Further, 

during the early fluid recovery phase, cerebral edema and high intracranial 

pressure can occur, especially in the case of high-voltage electrical injury 

or concomitant brain injury. The central nervous system may be adversely 

affected while inhaling nerve-toxic chemicals, carbon monoxide or 

hypoxia-induced encephalopathy (Jeschke 2013).‏ 

The chronic pain may not be developed related to burn itself, but 

could be following  the burn wounds. The life of quality may be decreased 

by the pain and lead to increased time of morbidity, recovery of functional 

become limitation, the chronic neuropathic pain (CNP) following burns 

within the last (10 years) ranges from (7.3% to 18%). CNP develops after 

partial or complete peripheral nerve injury. These injuries may manifest as 

mononeuropathy (abnormality in a single peripheral nerve distribution), 

multiple mononeuropathies (mononeuropathy multiplex, simultaneous 

abnormalities of two or more peripheral nerves in separate areas of the 

body) and/or polyneuropathy (abnormality in many nerves in a distal 

symmetrical pattern) (Klifto et al., 2020). 

Mononeuropathy results from localized traumas that include the 

direct burn injury, surgical injury from debridement, escharotomies, 

fasciotomies, compression from tight dressings, edema, eschars, 

heterotopic ossification, incorrect splinting and forceful physical therapy. 

Mononeuropathy multiplex results from combinations of localized and 

generalized trauma, and crush injuries to multiple areas. Polyneuropathy 

can be categorized as generalized polyneuropathy or polyneuropathy of 

critical care illness. Polyneuropathy results from combinations of 
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generalized trauma these include drugs, sepsis, neurotoxins and metabolic 

factors. Polyneuropathy of critical care illness results from sepsis, multi-

organ failure and prolonged mechanical ventilation (Klifto et al., 2020). 

2.6.8. Integumentary system: 

Protection against microorganisms in the exterior environment is one 

of the main functions of the skin and due to burning injuries this protective 

barrier deteriorates so making it easier for microbes to enter the body 

(Güldoğan 2017). The risk of sepsis will increase with continues loss of 

barrier (Hinkle & Cheever 2014). Also, the remains of dead tissues act as a 

good medium for the reproduction of microorganisms. Moreover, the 

longer period of hospital stay, the greater possibility of exposure to hospital 

infections, which complicates patient treatment (Guldogan et al., 2017).  

Infection is a complications that can influence any burn injury. 

Pathogens include bacterial spores, bacteria, fungi and viruses. Once there 

is a rag layer on the skin, this openness to the underlying tissues makes a 

chance for pathogens to come in the body. Deterioration to the body's 

immune response gives these pathogens to multiply within the human 

body, causing disease (Huckfeldt 2015).  

About (75%) of deaths are believed to be due to infectious 

complications that occur after the initial resuscitation period (Greenhalgh 

2016). Seven out of ten complications in burn patients are related to 

infection according to the American Burn Association (American Burn 

Association 2016). 

2.6.9.Endocrine complications: 

Following burn there is a rapid release of inflammatory cytokines, 

catecholamines and cortisol, initiating the hypermetabolic response and 

catabolic state (Barrett, et al., 2019) Other study on sever burn within 
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children refer to  increase level of urinary norepinephrine and cortisol for 

three years after burn (Jeschke  et al., 2011).  

Hormonal changes include: decrease of serum osteocalcin, 

Triiodothyronine (T3) Thyroxine (T4), FSH, Testosterone, parathyroid, 

insulin growth factor, human growth hormone. While increase of ADH, 

Cortisol, Insulin, Epinephrine, Norepinephrine, ANP, Glucose hemostasis, 

Glucagone, Renin and angiotensin II, Aldosterone (D‟Asta et al., 2014; 

Barrett et al., 2019). 

2.6.10. Immune system  

The burn lead to tissue damage so an immune response in body is 

occur also inflammation response to lesion for disappear and initiate tissue 

repair (Septin et al., 2021). In severe burns cases, the inflammatory 

response is very strong and systemic or known as systemic inflammatory 

response syndrome (SIRS) which can lead to organ failure. 

When comparing between trauma from burn and other, inflammatory 

response for the burn injury a greater and more sustained (Mace et al., 

2012). Also within other results that may be occur in other locations 

faraway burn and have negative effects as decrease blood pressure, 

ischemia, and large edema (Cromer et al., 2018). 

There are evidence showing an increased risk of cancer in burn 

patients, especially in women, may be indicative of a unique impact on the 

immune system, leading to significant acute and long-term consequences 

(Duke et al., 2014). 

2.6.11. Psychological disturbance: 

Many patients survive from the acute phase of recovery and left to 

deal with the long-term psychological effects of burns, which are complex 

and vary from patient to patient. The most common psychological 

problems faced by burn injury patients are pain, anxiety, depression, post-
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traumatic stress disorder, concern about bodily disfigurement, social 

isolation and financial burden due to the prolonged duration of 

hospitalization and treatment required (Jain et al., 2017). 

 2.7. Treatments of the burn injury 

The treatment of patients with extensive burns remains a major 

challenge, even with advance in burn care over recent decades. Some 

studies refer to the survival rates reach (50%) in young adults sustaining a 

total body surface area burned (80%) without inhalation injury. Recent U.S. 

data indicate a (69%) mortality rate among patients with  more than (70%) 

of TBSA. Burn patients are an heterogeneous population, with wide 

variation in age, mechanism of injury, depth and site of burn and a different 

co-morbidity. A number of factors outside the control of the burn service 

may also influence outcome, including motivation of the patient, pre-burn 

psychological morbidity, family support and socio-economic background 

(Pavoni et al., 2010). 

Among the burn wound management, there is an important role of 

first aid provided immediately to the clients after burn injury. Quality 

assessment of burn patients and effective management are considered as 

the effective tools to minimize or eliminate the post burn infections. The 

first aid care starts as the initial care and treatment of burn at the point or 

site of burn. The initial 48 hours are very crucial because if the burn is kept 

untreated, the inflammation will progress and the wound will become 

deeper, therefore the first aid has a very important role in the prevention of 

secondary burn injuries. 

2.7.1. Fluid Resuscitation  

Patients with less than ten percentage of TBSA burn don't need fluid 

resuscitation. However, burn encompassing more than (15 %)TBSA will 

require fluid resuscitation (Jeschke 2013). TBSA is calculated and fluid 
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resuscitation with lactated Ringers (LR) should be initiated using fluid 

resuscitation formulas. LR is the crystalloid of choice because its pH and 

osmolality most closely resemble human plasma. The fluid resuscitation 

formula for adults within first day after thermal or chemical burn is as 

follows: (2) mL (LR) × patients weight in kilograms × %TBSA second-, 

third-, and fourth-degree burns. 

For adults with electrical burns: (4) mL (LR) × patients weight in 

kilograms ×% TBSA second-, third-, and fourth-degree burns. 

 

Figure 2.7. Fluid resuscitation formula for adults (American Burn Association 2017). 

Timing is one of the most important considerations in calculating 

fluid needs in the first 24 hours post burn. The starting point is the time of 

injury not the time of arrival to the treating facility. The infusion is 

regulated so that one half of the total calculated volume is given in the first 

8 hours post-burn injury. The second half of the calculated volume is given 

over the next 16 hours. These formulas are only a guideline. It is imperative 

that the rate of infusion be titrated hourly as indicated by physiologic 

monitoring of the patients response. For adults, a urine output of (0.5 to 1) 

mL/kg/h is used as an indication of appropriate resuscitation in thermal and 
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chemical injuries, whereas in electrical injuries a urine output of (75 to 

100) mL/h is the goal. Other indicators such as blood pressure and heart 

rate are useful in assessing adequate intravascular volume in patients with 

major burns (Hinkle & Cheever 2018). 

2.7.2 Topical antibiotic 

Silver-impregnated dressings or silver-based antimicrobial 

creams/gels should be applied to partial thickness burns greater than (10%) 

TBSA, or to all full-thickness burns (excluding the face) (Leopoldo et al., 

2017).   

Topical ointments such as silver sulfadiazine (1%) (Sulfadene) and 

mafenide acetate (11 %) (Sulfamylon) provide broad-spectrum coverage 

and are often used on burn wounds, as well as formulations of mupirocin 

(2%) (Bactroban) and bacitracin/neomycin/polymyxin B (Neosporin) 

(Greenhalgh 2016).‏ 

Silver sulfadiazine is an important treatment in topical treatment for 

burns as a result of its success in fighting infection and reducing side 

effects as silver compounds or salts play a major role in treating local burns 

and reduce sepsis rates, burn wounds, and death (Hyland et al., 2015). 

Mafenide acetate, been used as an alternative to silver compound 

solutions though providing good coverage for Pseudomonas and 

Enterococcus, can cause electrolyte imbalances and is less effective against 

fungal infection. It should not be used to cover more than (20 %) TBSA 

due to risk of systemic metabolic acidosis. The biggest drawback to use it 

is cause significant pain on application on partial thickness burns 

(Greenhalgh 2016).‏ 

Now clear that the use of dressings and gels usually have 

antimicrobial properties responsible for angiogenesis and fibroblast 

proliferation, which may lead to the healing of burn wounds as these 
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dressings consist of minoglycans, glycose, and chitin. As this prevents the 

early extension of a burn injury. The use of carbon fibers in dressings 

increases the carrying capacity of dressing that reduces bacterial growth, 

inflammation and promotes healing (Lee et al., 2015). 

2.7.3. Systemic antibiotic 

Broad-spectrum antimicrobial therapy should be initiated until blood 

culture and sensitivity results specify in which direction to narrow the 

scope of therapy.  

Carbapenems (Meropenem) are considered first-line agents for 

Acinetobacter infections and also provide good broad-spectrum coverage; 

however, resistant cinetobacter strains may be more susceptible to 

aminoglycosides or polymyxins. While there are many options as 

demonstrated above, we would like to reiterate that there is no substitute 

for carefully chosen empiric coverage based on the most prevalent 

organisms in a particular burn unit, and based on susceptibilities from the 

local antibiogram. Many units use antibiotics on a rotational schedule, 

whereby single antimicrobial coverage is maintained while periodically 

varying the drug of choice. This has been shown to slow the evolution of 

drugresistant mutations in microbial species while avoiding toxicities 

associated with prolonged use of a single agent (Greenhalgh 2016).  

Vancomycin alone or in combination with other antibiotics has been 

considered as the treatment of choice for infections caused by methicillin-

resistant staphylococci. Vancomycin should only be administered by slow 

intravenous infusions as this drug can cause an anaphylactic reaction 

known as “Red Man‟s Syndrome”(Jeschke et al., 2011). 

Ceftriaxone was the most prescribed antibiotic are the key drugs 

used for the treatment of burn patients.  
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Systemic antibiotic prophylaxis in the management of the majority of 

burn patients may come into existence if it's used in patients with severe 

burns who require mechanical ventilation, and in selected split-thickness 

skin grafting procedures (Thapa et al., 2022). 

2.7.4. Other medications  

Some common medications use for burn patient like Ranitidine or 

Omeprazole to decrease incidence of gastric ulcer, medication as Nystatin 

to avoid growth of fungi in oral mucosa, multivitamins and Vitamins A, C, 

E to enhance wound healing also immune function and use some 

medications to  haemoglobin formation and cellular integrity as selenium, 

zinc sulphate, iron, vitamin (B1) and folic acid (Jeschke 2013). 

2.7.5. Pain Management  

Pain control is basic for overall burn care from since of burn until to 

cure  so this take long time, it could be still challenging for medical team. 

Perfect pain control contributed to good healing and rehabilitation. 

Mechanisms of  pathophysiological of pain can assorted as neuropathic, 

nociceptive as well as pain  result from  psychosocial distress (Clarey et al., 

2017). 

Mild pain can use acetaminophen and NSAIDs to control on it while 

for severe pain use Ketamine (Griggs et al., 2017), in adults use lorazepam 

for reduce anxiety and avert hallucinations from ketamine. Also use 

Morphine for twenty percentage of (TBSA) of (70mg) daily while (150 mg) 

for equal or more than thirty percentage of (TBSA). Gabapentin to pain 

control also to reduce itching for adults. Anti-anxiolytics can use and clear 

effect to reduce pain and anxiety, and amitryptline could enhance a sleep in 

addition to pain relief or reduce it (Young et al., 2017). 
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There are more evidences for using non-pharmacological techniques 

to reduce pain and anxiety, like cognitive behavioral therapy, hypnosis and 

distraction techniques (Jayarajah et al., 2020). 

2.7.6 Surgical Treatment 

Surgical procedure aims to remove the damage tissues and replace it 

during this procedure  many challenges,  one of them  and  consider as the 

main  when burn area more than sixty percentage of (TBSA), where there 

is not enough healthy skin can use to skin grafts. Superficial dermal burns 

will heal without any surgical intervention within (2–3 )weeks, but deep 

dermal and full-thickness burn will require operation. It is widely accepted 

that if skin does not regenerate within (3) weeks, morbidity and scarring 

will be severe, so the trend in treatment of deep dermal and full-thickness 

burns leans toward very early excision and grafting in order to reduce the 

risk of infection, decrease scar formation, shorten hospital stay and thereby 

reduce costs (Jeschke 2013). 

Skin injury can trigger imperfect tissue repair, leading to scar 

formation. In plastic surgery, the goal of most surgical interventions is 

improving quality-of-life rather than improving mortality, with outcomes 

research often measuring patient satisfaction (Hsieh et al., 2021). 

2.7.6.1 Excision wound   

Excision of as much of the necrotic tissue as possible should be 

carried out whenever a patient is hemodynamic stable and the risks of the 

operation would not increase the mortality that would be expected from the 

traditional treatment. Some limitations to do this procedure in different 

patients as in inhalation injury, old age and cardiac patients, the decision of 

time of surgery and how much to excision (Jeschke 2013).  
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2.7.6.2 Escharotomy 

The burns of extremities lead to increase circumferential pressure 

which could  press on arteries and veins and lead to inefficiency blood 

supply or necrosis. When the neck is burned, affected the airway and blood 

supply to the brain, while in burn chest may impair movement of chest wall 

and impair gases exchange because circumferential press. As above 

perform escharotomy to decrease circumferential pressure and improve 

blood supply to far tissues (Noorbakhsh et al., 2021). 

2.7.6.3 Fasciotomy 

 Method use by surgeon to treatments or decompression of edema by 

surgical incision through fascia which called this procedure as fasciotomy. 

2.7.6.4 Wound Grafting 

Skin grafting is a closure procedure broadly used in plastic surgery 

for the burnt wounds that fail to heal (Almutlaq et al., 2020). 

The patient with deep partial- or full-thickness burns may be a 

candidate for skin grafting to decrease the risk of infection; prevent further 

loss of protein, fluid, and electrolytes through the wound; and minimize 

evaporative heat loss. Special attention is warranted when grafting the face 

(for cosmetic, functional, and psychological reasons) functional areas; such 

as the hands, feet and areas that involve joints. Grafting permits earlier 

functional ability and reduces scar contractures (shrinkage of burn scar 

through collagen maturation). When burns are very extensive, the order in 

which areas are grafted is chosen based on the ability to achieve wound 

closure as soon as possible; therefore, the chest and abdomen or back may 

be grafted first to reduce the total body burn surface area (Hinkle & 

Cheever 2018). 

There are three types of grafting, autograft, allograft, and xenograft. 

Autograft requires skin to be taken from somewhere else on the body, the 
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donor site, and placed on the debrided burn wound. If the burn is large it 

may take multiple surgeries to cover the entire burned area with autograft. 

Since this graft if from the patient‟s body, with proper care, rejection of the 

tissue does not occur. An allograft is a donor skin from another individual. 

Until rejection, the allograft acts as a temporary skin and promotes tissue 

healing. Xenografts are skin taken from animals and used as a temporary 

cover until more definitive care can be provided (Huckfeldt et al., 2017). 

2.7.7. Nutrition 

Large burn injuries lead to hyper-metabolic so require higher calorie, 

protein, and other nutrient  ingestion to improve wound healing. More than 

(20 % TBSA) need for supplementation food. When the patient on 

mechanical ventilation or has severe oral or facial burns, need to nutrition 

by enteral or parenteral (Young et al., 2017). 

One of complex issue is nutritional support after burn. Which short 

period in hospital, enhance wound recovery also limit risk of infection all 

of these occur when good nutritional support start early. Also must observe 

some nutritional factors lead to hyperglycemia by a lot of consumption of 

carbohydrate which may be increase systemic inflammation as well as 

muscle degradation. overdo fat consumption also increase risk of systemic 

infections, so both of them must closely monitored (Rowan et al., 2015). 

2.7.8. Psychosocial Support 

The researchers confirm important of psychosocial support and 

effect it for patient with burn and their family members, which could be 

more hard time to adapt, than physical effect as itching, pain, scars and low 

physical functions. In addition the needs of psychosocial support during 

burn center and rehabilitation period out center also in some patients 

continues counseling and psychosocial support with their families for long 

time (Guest et al., 2018).  
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As well as important of support for coping with difficulties or 

stressful matters like money concerns, hospital insurance coverage or some 

problems may be face it in work or home, for patients have history of 

psychologically problems or abuse of drug or alcohol, necessary provide 

consult of psychiatrist with special attention to provide support and coping 

abilities (Greenhalgh 2016).‏ 

 Sexual activities also need to psychologically support after a burn‏ 

injury, the skin may look and feel very different as well as some changes in 

appearance may result, according to where in recovery journey, the way 

look and the things are able to do might also have changed. Occasionally a 

burn affects how sex organs or other erotic zones work or feel.  So it can 

lead to frustration, anger, and disappointment, all of which often place 

pressure and strain on a relationship. Sexuality spans the biological, 

psychological, emotional, spiritual, and social dimensions of lives‏(Ruth & 

Cindy 2019). 

Feeling good for patient and his body is the first step towards a 

healthy body image so little things like proper grooming can help feel 

positive about self. Exercise and staying active can increase energy levels 

and increase self-esteem. 

The communication is most important thing in an intimate 

relationship, thus patients need to discuss with a partners about feelings or 

disclose that have scars from a burn injury. Be open about how the burn has 

affected sexual desire, function and how it makes feel. Be sure that people 

who have sustained burn injuries can and do have romantic relationships, 

marry, active sex lives, and babies. 

Instruct the patient about don't try to put more pressure on self, 

especially after a recent injury or reconstructive surgery. Discuss with 

patient what can and cannot do (Ruth & Cindy 2019). 
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Resuming intimate relationships comes at a different time for 

everyone – some do so soon after they leave the hospital and some not for 

years after their burn injury. 

Rubbing the skin with moisturizing lotion/oil improves the condition 

and sensitivity of the skin and helps bring closeness and acceptance in 

addition to can promote acceptance and positive feelings towards skin. Stiff 

or painful skin and joints may effect on comfort during sexual activity, so 

take pain medication about haft hour to one hour before to ensure in a pain 

free state. Making sure the  skin is well moisturized may improve the 

mobility. Take time to stretch before or as a part of sex. Avoid positions 

which put pressure on newly healed grafts. Be creative and experiment 

with which positions are most comfortable and can accommodate for stiff 

joints, fragile skin and amputations (Ruth & Cindy 2019). 

When suspect the medications are affecting on sexual function, 

discuss this issue with the doctor. Sometimes different dosing or an 

alternate medication may be prescribed. Usually the menstruation to be 

interrupted after a burn injury, but most women find it starts again 

spontaneously. Pregnancy can occur during this time, so use appropriate 

birth control. Recovering from a burn injury can be stressful, and stress can 

interfere with feelings of sexuality and intimacy. Exercise, meditation, 

music, and relaxation techniques are examples of ways to cope with stress 

in a positive way. Increase the knowledge by exchanging information and 

experience with other burn survivors and Burn Support Group Meetings 

(Ruth & Cindy 2019). 

2.7.9.Rehabilitation  

Rehabilitation plays a key role and must start as soon as possible so 

early begin is important and has positive impact in care to achieve goal of it 

to restore independence patients self-care but mostly patients don't care it or 
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do it late until the joint deformities or contractures appear (Najafi et al., 

2019). 

Patients must understand and their families the care of burn continue 

and not stop when the patients are discharge from hospital as well as 

sometime need to call or comeback to burn center and rehabilitation 

department for long time (Greenhalgh 2016). 

 There are three phases of rehabilitation for burns, the first one is‏

acute rehabilitation which begin when patient admission to medical 

services and go on  until to wounds of patients become half close or skin 

graft. The second phase continues until close the wound completely is 

assurance to restore function and ROM as well as avoid the trauma to new 

tissues. Third phase is long-term rehabilitation which start after completely 

wound until patients have achieve best useful from rehabilitation, sometime 

patients  receive these services in rehabilitation department or outpatient 

therapy setting (Greenhalgh 2016).‏ 

The nurses work within rehabilitation team also as coordinator 

between them include increase and enhance the knowledge of patients 

around rehabilitation and prepare directions and train them to apply 

activities daily living and targets of  rehabilitation within schedule plan 

(Xia et al., 2014). 

2.8. Self-case   

Self-care is challenging for reasons that can be grouped into the 

general categories of behavior change and illness related factors. Six 

specific knowledge gaps that may help to address these challenges include 

the influence of habit formation on behavior change, resilience in the face 

of stressful life events that interfere with self-care, the influence of culture 

on self-care behavioral choices, the difficulty performing self-care with 

multiple chronic conditions, self-care in persons with severe mental illness, 
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and the influence of others (care partners, family, peer supporters, and 

healthcare professionals) on self-care (Riegel et al., 2021). 

  There is growing recognition of need for people with chronic 

conditions to assume responsibility for their own health and to be actively 

involved in self-care. Out of (525,600) min in a year, patients spend only 

on average (66) min or (0.01%) of the time with healthcare professionals. 

All other health maintenance, illness prevention, monitoring and 

management activities are done by persons with chronic conditions and 

their care partners as self-care activities (Riegel et al., 2021). 

2.8.1.Wound care  

A.  Instruct the patient about important of hand washing before and after 

care of  wound (Lanham et al., 2020). 

B. Prior to beginning any dressing change, pain medication should be 

administered (30) min prior to wound care to achieve maximum 

effectiveness (Lanham et al., 2020).‏ 

C. Change the dressings must be done daily or as instructed also topical 

medications and damage tissue should be completely removed before 

apply new dressing (Cancio et al., 2017). 

 

Figure 2.8. Wound care (Owda et al., 2020)‏ 
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D. When wound dressing, must inspect wounds carefully for any signs of 

infection, including increased redness, swelling, drainage, or foul odor 

until completely healed (Hinkle and Cheever 2018). 

E. Using  soap with water to clean the wound  and a clean washcloth to dry 

it. 

F. Applying prescribed topical medications and dressings or use hydrogel-

based wound dressing which has a functional characteristics to 

absorption of secretion, stop or decrease evaporation, maintain gas 

exchange and oxygen concentrations to enhance the wound healing also 

prevent the infections (He et al., 2021).  

 

Figure 2.9. hydrogel-based wound dressing (He et al., 2021). 
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2.8.2 Pain management  

There are many methods used to control the pain or decreased it, one 

of them is relaxation training where several studies have demonstrated that 

massage therapy for (15 min) to others areas not burned reported decreased 

the pain scores. Learning the skills in meditation and stretching can relax 

patients and decreased the pain  also get better compliance with physical 

therapy. Enhancing patient to control on the environment may be by 

providing a choice of music during wound care, scheduling meal times, 

offering food choices and timing of procedures such as wound care. 

Another approach is explaining the mechanics of procedure step by step 

allowing the patient to prepare or sensory-based approach (i.e., you will 

likely feel a tugging sensation as I pull off your dressings). Successful 

technique to minimize undesirable by take rest between stages of wound 

care may be with additional medications for pain and anxiolytic (Ray et al., 

2016). 

 

Figure 2.10. Music assisted wound care (Ray et al., 2016). 
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2.8.3. Bathing 

 Bathing in usual manner may continue, however, soaking in a 

bathtub is not recommended. Test water temperature before getting into the 

tub or shower. The new skin is sensitive to extremes of hot or cold and may 

be injured easily. Using a clean, soft towel and gently washing instead of 

vigorously rubbing will lessen any discomfort of bathing. When the patient 

has open wound which may be lead to discomfort, before washing use 

medications as prescribed. If devices such as shower chairs or grab bars are 

needed in the home, this should be arranged prior to discharge from 

hospital (Lucy et al., 2018). 

  

Figure 2.11. shower chairs and grab bars (Deb Hipp 2023). 

2.8.4. Dry skin care 

The burn causes the damage or destruction of sebaceous glands which 

lead to dry skin and become scaly appearance and some of these need time 

to return normal function during this time use artificial lubricant but 

without contain lanolin or alcohol which may be make blisters in new skin 

(Hyland et al., 2015). 

2.8.5. Itching care 

Approximately effect itching after burn on every patients also it is 

discomfort symptom for patients especially during the first month, effective 

way to dominance on it take many approach as known main cause such as ( 

release of histamine, dryness of skin, and neuropathic) ( Greenhalgh 2016). 
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Could be treat or reduce it by use oral anti-allergy, skin lubrication 

(3–5) times daily, cotton clothes, and some environmental modifications to 

avoid or improve itching. Also instruct the patient about avoid the scratch 

to prevent other complications and discomfort that can occur due to it 

(Hinkle & Cheever 2018). 

2.8.6.Prevent the Bruises 

After healing the wounds of burns, the characteristics of new skin 

different from body as high sensitive and thinner from other skin and need 

long time to build up skin as normal which is different between peoples, 

sometime take many months or years, so become more easily to occur of 

bruise and should be protect it from injury by sharp objects, avoid wear 

tight shoes also tight clothing which cause pressure on new skin and may 

be blistering. Progressively, thickness and hardness of skin, it will become 

less sensitive and able to do the normal routine with less fear of bruising 

(Lucy et al., 2018). 

2.8.7.Scarring care 

There is a relationship between the discoloration and scarring. Where 

the difficult to determine or estimate the size of scarring and which one is 

permanent or recover with time, so many factors effect as tendency to 

formation the scar in some patients and  depth of burn is important agent in 

cure the scar, so the scar which result from first-degree of burns may 

recover during limit time, also likewise for light second-degree burns, 

while a severe burn as third and fourth degree continue to forming the scars 

during the two years after burn, some of them gradually recover  and others 

become permanent forever and need to surgically intervention. So it lead to 

change the appearance of patient and could be psychological problem 

which effect on the outcome of scars (Lucy et al., 2018). 
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Soft massage for superficial scar can be carry out with a moisturizer 

many times per day, elastic bandage wraps are used initially to help 

promote adequate circulation, but they can also be used as the first form of 

compression for scar management. Application of elastic pressure garments 

loosens collagen bundles and encourages parallel orientation of the 

collagen to the skin surface. As pressure continues over time, collagen 

restructures and vascularity decreases, pressure has shown to be beneficial 

in controlling scar formation over time. Also massage with mild lotion or 

cream to stretch skin to maintain/increase its elasticity (Hinkle & Cheever 

2018). 

2.8.8. Cold care 

The new skin is thinner and more sensitive to cold than normal skin also 

may be experienced from sometime slight tingling and numbness when the 

weather is cold particularly in hands and feet. Gradually this feeling will be 

decrease as skin toughens. The discomfort can decrease by wearing warm 

clothing and avoiding exposure to the cold for long time so need to protect 

skin about at least a year (Lucy et al., 2018). 

2.8.9. Discoloration 

The skin discoloration for healed areas is a result of the normal 

healing process. It may appear light to deep pink, brown, or a grayish color. 

Discoloration different between individuals, depending on natural skin 

coloring so normal color could be return after superficial burns and some 

second-degree burns in several months whereas other areas may take 

longer time and some discoloration which result from severe  burns may be 

permanent. 

Increase the discoloration and swelling after walking or having arms 

down for long time if arms or legs are involved because collects the blood 

in feet, legs or arms. Improve circulation and decrease discomfort of 

involved  areas by use the moderation exercise (Lucy et al., 2018). 
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2.8.10. Exercise 

Healing the skin after burn tends to formation the scar tissue and 

formation contracts of muscles. Stiffness and slight pulling in the joints at 

morning or after being inactive for long periods during the day. So the 

movement of the joints gradually decreases the stiffness also the regular 

exercise, daily participation is essential in physical rehabilitation, provide 

adequate rest and sleep also when the patient take rest elevated the swollen 

limbs, use the instructs to controlling pain by use non-pharmacologic 

interventions analgesics, all of them instructions or procedures helps to 

prevent rigid for upper and lower limbs (Hinkle & Cheever 2018). 

Home exercise program is prepare by the therapist and develop it before 

the patient discharge from burn center in addition to instruct the patient and 

his /her family about how can use it also therapist works with them to 

obtain necessary exercise equipment and arranges it for physical therapy 

for patient at home (Lucy et al., 2018). 

There are special warnings for patient during doing the exercises; 

avoiding  hold to the heavy weights not to overload the muscle, breathe 

normally during exercise and avoid the hold breath, avoid the risk of 

dehydration which result from increased sweating secretion due to strong 

exercises and also the patient must stop exercises and consult the doctor 

when feel any of following symptoms as, extreme weariness, chest pain, 

nausea, mild headache or a state of lack of focus (Hinkle & Cheever 2018). 

2.8.11. Diet 

Nutrition is an important to wound healing after leave the hospital as 

during recovery from a burn injury. It is significant to maintain a good 

weight for height by instruct the patient to choose foods with rich protein to 

complete healing and maintain good tissue structure. There are many 

sources from  protein can be obtained as beans, nuts, cheese, fish, eggs, 
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meat, poultry and milk. Vitamins and minerals are essential for healing and 

maintaining normal body functions. They are provided by dairy products, 

whole grain cereals, enriched breads, fruits and vegetables. Daily the 

important to obtained  on one of good source of Vitamin C, such as citrus 

fruits, tomatoes, green vegetables and potatoes. In addition to instruct  the 

patient to use a variety of foods since different foods have different 

nutrients. Avoid the excessive weight gain by control the amount of fat 

added to foods and also avoid use the tea immediately after eating, advice 

the patient to drink a lot of fluid (8 cups or more), when the patient has 

special dietary style or needs, instructions will be provided before leave the 

hospital (Lucy et al., 2018). 

2.8.12.  Psychosocial adaptation and social integration 

 Changing in lifestyle and emotional adjustment to injury take time. 

 Gradually regain the activities and previous interests. 

  Using relaxation techniques to reduce stress and anxiety (can be 

breathing exercises, music and distraction) 

 Consider community and other resources such as burn support groups, 

many books, videos, and Web sites are also available and may be 

invaluable in assisting with burn recovery. 

 Programs are available to assist with school reintegration and return to 

work and the treatment team should be consulted as needed. 

 Demonstrating adaptation of the home environment (Hinkle & Cheever 

2018). 

2.8.13.  Burn Skin Precautions: 

 Wear sunblock with highest sun protection factor possible to protect 

exposed burned skin from the sun. Light colored clothing, long pants, 

and long-sleeved shirts may also be necessary to protect from the sun. 
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 Wear wide-brimmed hats if face or ears have been burned to protect the 

area from the sun. 

 Using only mild soap and lotion (i.e., products without perfume) on 

burned areas. Keeping skin clean overall is important to support good 

hygiene and prevent infection. 

 Avoiding tight clothing over burned areas so as not to restrict movement 

or irritate newly healed areas. 

 Wearing the cotton, white or transparent and  loose-fitting clothes so 

may be irritate the new skin because the dyes in clothes. 

 Protecting the skin after healing by wear clothing and gloves to avoid 

unnecessary bruises, bumps, and scratches. 

 Be aware that tolerance to extremes in temperatures may be affected. 

 Itching is a normal, uncomfortable part of healing and burn recovery; do 

not scratch, pat areas; apply mild moisturizers to decrease itching from 

dryness. Medications for itching can be discussed with the treatment 

team (Hinkle & Cheever 2018). 

2.8.14.  Use of medical devices: 

 Following up occupational therapist‟s instructions for splint use and 

cleaning. 

 Using crutches, walkers, or other assistive devices as instructed. 

 The devices such as shower chairs or grab bars are needed in the home, 

should be arranged prior to discharge (Hinkle & Cheever 2018). 

2.8.15. Electronic health tools  

Electronic health tools such as applications and websites can be used 

to support self-care behaviors and maintain chronic illness stability. These 

interventions have tremendous potential to promote patient engagement 

and eHealth interventions have been found to improve care, self-care, self-

efficacy, healthy behavior (quality of sleep, diet, physical activity mental 
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health) and medication adherence. eHealth also support the process of 

observing oneself for changes in signs, symptoms, and healthy behaviors 

(Riegel et al., 2021). 

2.9. Nursing management of the burn injury.  

Optimal care of the burn patient requires a distinctive 

multidisciplinary approach. Positive patient outcomes are dependent on the 

composition of the burn care team and close collaboration among its 

members. The nurse which work in the burn unite most has the a broad-

based knowledge of multisystem organ failure, techniques of critical care, 

diagnostic studies and rehabilitative ,and psychosocial skills (Greenfield 

2010). 

The nurse supervise on whole care for patient, cooperation with other 

specialties e.g. occupational therapy, physical therapy, social services, 

nutritional services and pharmacy. On other hand she is also a specialist in 

wound care as (responsible for wound care and observe subtle changes) 

which may be occur and effect on healing also need the immediately 

attention, prevent the infection and pain management. 

Continuous development of role of nurse‟s also contributing to care 

of burn by researches of nursing and nurses training about standard 

procedure in nursing field as well as guidelines of  practice, critical care 

and nursing process in burn unit (Greenfield 2010). 

2.9.1. Nursing Assessment 

A. Concentrating on priorities of management of patient with any trauma: 

consideration the wound of burn secondary, although aseptic technique use 

when care of burn and invasive lines. 

B. Assessing the condition of surrounding area of burn: Also assessment 

the time, mechanism, place of burn and any related trauma as possibility 

of inhalation chemicals burns. 



Chapter Two                              Review of Literatures 
                                                                                                   
 
  

 

51 

C. Assess the vital signs: Assessment the characteristics of respiratory, 

pulses in the different places of body (apical, carotid, and femoral) 

especially surround area of burn injury and peripheral pulse. 

D. Monitoring the status of heart if indicated, especially when the patients 

have heart or respiratory diseases also with electrical burns. 

E. Monitoring the input and output of fluid by calculated the oral intake, 

IV fluids, and amount of urine by urinary catheter when catheter is use to 

patient to monitor the renal function. 

F. Taking the complete history: past medical history, past surgical history, 

present history, allergies history, medications history, immunization 

history, and assess the body weight especially before burn. 

G. Assessing the corneal of patients when the patient suffer from face burn 

H. Continues assessment of total body extent area of the burn and degree 

of burn. 

I. Continue to assess the extent of the burn; assess depth of wound, and 

identify areas of full and partial thickness injury. 

J. Assessment the neurologic status: assess the level of consciousness, 

psychological status, level of pain, level of anxiety, and patient behaviour. 

K. Assessment the understand of patient‟s and family‟s for management 

approach of treatment also type of support system and strategies of coping  

by patient (Verastegui 2021). 

2.9.2.a Nursing Diagnosis 

Impaired gas exchange related to carbon monoxide poisoning, smoke 

inhalation and upper airway obstruction. 

Patient outcome: maintenance of adequate tissue oxygenation. 

Nursing interventions 

A. Providing hundred  percentage of humidity oxygen as possible. 
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B. Assessing breath sounds and respiratory rate, rhythm, depth, and 

symmetry of chest excursion, monitor patient for sign of hypoxia and  

report any abnormalities. 

C. Monitoring the erythema or blistering of lips or buccal mucosa, 

singed nasal hairs, burns of face, neck, or chest, increased hoarseness, also 

the respiratory secretions for soot in sputum or tracheal tissue. 

D. Monitoring the level of arterial blood gases, oxygen saturation and 

carboxyhemoglobin. 

E. Preparing to assist with intubation and escharotomies of chest (Hinkle 

& Cheever 2018). 

F. Elevating the head of bed to (30) degrees also daily oral care, if the 

patient on mechanical ventilation daily sedation interruption with 

continue  assessment to be ready for weaning from it, and prophylaxis 

from bedsore and DVT (Dries & Marini 2017). 

2.9.2.b Nursing Diagnosis 

Risk for fluid volume deficit related to loss of fluid from burn 

wounds or hyper metabolic state, insufficient intake or haemorrhagic 

losses. 

Desired Outcomes 

Demonstrating improved fluid balance as evidenced by individually 

adequate urinary output with normal specific gravity, stable vital signs, 

moist mucous membranes. 

Nursing Interventions  

A. Monitoring the vital signs, especially peripheral pulse, refill of capillary 

and central venous pressure. 

B. Monitoring the characteristic of urinary output.  

C. Guessing and compensation wound drainage and insensible losses.  

D.  Monitoring the body Weight.  

https://nurseslabs.com/deficient-fluid-volume/
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E. Evaluating changes in mentation.  

F. Measure circumference of burned extremities as indicated.  

G.  Monitoring for hematemesis, tarry stools, nasogastric drainage and 

stools periodically.  

H. Monitor laboratory test: haemoglobin, haematocrit, electrolytes, random 

urine sodium (Matt 2022). 

2.9.2.c. Nursing Diagnosis  

Ineffective airway clearance and impaired gas exchange related to 

tracheal edema or interstitial edema secondary to inhalation injury and/or 

circumferential torso burn manifested by hypoxemia and hypercapnia. 

Desired outcomes 

• Adequate airway clearance and gas exchange. 

• Partial pressure of oxygen more than (90) mmHg; partial pressure of 

arterial carbon dioxide less than (45) mmHg and oxygen saturation  more 

than (95%). 

• Respiration rate within normal value and normal breath sounds and 

symmetrical of chest wall excursion. 

Nursing interventions 

• Observing oxygen saturation every hour, arterial blood gases and  Chest 

X-ray as instructed. 

• Assessing the characteristics of respiratory, breath sounds and level of 

consciousness. 

• Giving the oxygen as  instructed. 

• Encourage the patient to coughing and take deep breathing every hour 

when he awake. 

• Suction the secretion every two hours or as instructed.  

• Monitoring the characteristics of sputum also amount of it. 

• Comfortable position with raise the head of bed. 
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• Schedule the  activities to avert tiredness of patient (Greenfield 2010). 

2.9.2.d. Nursing Diagnosis  

Acute pain related to tissue and nerve injury. 

Goal : pain control. 

Nursing interventions 

• Assessing the level of pain by use pain intensity scale. 

• Distinguishing between restlessness result from pain and restlessness 

from hypoxia. 

• Administer pain killer as prescribed and assess the effectiveness of it. 

• Providing emotional support and reassurance (Hinkle & Cheever 2018).  

2.9.2.e. Nursing Diagnosis 

Impaired physical mobility related to neuromuscular impairment, 

pain/discomfort, decreased strength and endurance evidenced by reluctance 

to move/inability to purposefully move. 

Desired Outcomes 

• Maintaining position of function as evidenced by absence of 

contractures. 

• Maintaining or increase strength and function of affected and/or 

compensatory body part. 

• Verbalizing and demonstrate willingness to participate in activities. 

• Demonstrate techniques/behaviours that enable resumption of activities. 

Nursing interventions 

•  Avoid or prevent the complications of immobility as bedsore, control 

edema, atelectasis, pneumonia and contractures by encourage the 

patient to do the proper position, turning the patient every two hours as 

possible also repeat the deep breathing (Satahoo et al., 2015). 

•  Giving the pain relive medication before start of exercises. 
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• Continuing the exercises and start with passive when the patient can't 

do the active exercises. 

• Encourage the patient to participation in each  part of exercises as 

possible. 

•  Schedule the time of treatments and other activities to keep enough 

time of  rest (Caldwell et al., 2019). 

2.9.2.f. Nursing Diagnosis 

Risk for infection related to loss of skin, impaired immune response 

and invasive therapies. 

Desired Outcomes 

• Keeping the patient free from infection show that by disappear of signs 

and symptoms of infection. 

• Early detecting for any infection and use suitable treatment. 

• Reducing complications that result from infection. 

Nursing Intervention  

•  Keep the patient in isolation room and application the sterile technique  

and protocol of burns center and use Personal Protective Equipment 

when care the patient. 

•  Daily assessing and debride wounds in addition to send wound culture 

for laboratory a three times a week to check the present which types 

and loud of microorganisms. 

•  Removing the hair except the eyebrows for one inch around the burn 

area (Williams & Hopper 2015).     

•  When the patient feel increased the pain or the dressing become soaked 

or foul smelling change the dressing directly. 

• Instructing the patient for avoid long fingernails also itching. 

•  Giving the antihistamine prior the bedtime to avoid itching as 

instructed (Atiyeh et al., 2014). 



Chapter Two                              Review of Literatures 
                                                                                                   
 
  

 

56 

• Giving the medications which support the immunity as instructed.  

• Administer of systemic and locally antibiotics as prescribed (Williams 

& Hopper 2015). 

2.10. Previous studies. 

First study: 

 (Hassan et al., 2005) who proven in their study (Physical And 

Psychological Effects Of Application Of Self-Care Strategies For Second 

Degree Burned Patients) which used systematic random sampling for sixty 

patients suffer from second degree of burn for seven months at El-

Demerdash Hospital in (burn unit), they are able to carry out self-care 

activities, their conclusion were patients have needs of social and 

psychological greater than physical needs also self-care program was 

successful to improve burn patients knowledge and practices about self-

care.  

Second study: 

(Lotfi et al., 2018)In their study (The Effect of Pre-Discharge Training 

on the Quality of Life of Burn Patients) carry out in Iran, Tabriz, Teaching 

Hospital Sina for (128) burn patients (64) for each group, sampling were 

selecting randomly, provided for the participants in this study training 

materials such as booklets in addition education by face to face and 

answered their questions and worries. Their results refer to significant 

improved of the life quality for patients receive pre-discharge training 

programs. Those recommended for planning of in-discharge training 

programs and design it based on patients needs may be important step to 

improve this a programme for quality of life on the burns patients. 

Third study: 

(Ardebili et al., 2019) They carried out a study entitled (The 

effectiveness of multimedia self-care education on burn patients quality of 
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life: An application of latent growth model) which carried out at Shahid 

Motahari Hospital in Tehran. As the sample of the study consists (100) 

burn patients. The burn patients were allocated into study group half of 

patients and the same number of patients in control group were randomly. 

The study group received the CD of self-care education and uses it during 

for six months. The conclusions of their were improves the burn patient‟s 

quality of life by use the multimedia self-care education. Also 

recommended it for concerned team to use training about multimedia self-

care in order to make better quality of life for burn patients. 
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3.Methodology 

Chapter three presents the research design which used in this study 

and the methodology of it, also explain step by step of study as following 

:study design, arrangement, setting of the study, sample of the study, 

inclusion criteria, selection of the sample, steps of the study, validity and 

reliability of the study instrument, pilot study, data collection, 

implementation of the program and statistical analysis. 

3.1. Study Design 

 A quasi-experimental design is used in the present study by carrying  

out of a pre and post-test approach for the study group and control group 

after implementation of self-care instructional program for patients with 

burns for study group. 

The study been done from 19
th

 October  2021 to 9
th
 August 2023. 

3.2. Administrative Arrangements 

After official request submission and getting the endorsement of 

permission from the Faculty of Nursing / University of Babylon for the 

study also permission from Ethics Committee (Appendix B) after that and 

before collecting data the detailed description of the study including the 

objectives and methodology of the study submitted to the Babylon Health 

Directorate/Training and Human Development Center  (Appendix C) in 

request to get an official consent to application the study and data 

collection. Later on, the official consent is send to at Al – Imam Sadiq 

Teaching Hospital (Burn unit) in order to ensure the agreement and 

cooperation to complete the study, (Appendix D)  as well as take the 

permission from burns patients before that explain the purpose of study and 

provides the confidentiality for patients during and after application of  the 

instruction program.  
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3.3. Setting of the Study 

The present study is done at Al-Imam Sadiq Teaching Hospital in 

Burn unit. This hospital contains on many departments, consultations, 

others facilities, units and wards. One of them is burn unit which divided to 

(10) rooms each one has bed for patient with bathroom. Also this unit 

contains reception, room for manager, consult, physicians, pharmacists, 

nurses, technicians of anesthesia, storage, operating room, intensive care 

room and special bathroom of hydrotherapy for burns. 

 3.4. Sample of the Study 

  Non-probability (purposive sample) used to selected sixty patients 

from burn unit, the study sample in split to two groups (30) patients for the 

study group, which are exposed to the instructional program, and (30) 

patients for control group. Both groups were nearly matched relative to their 

characteristics. The total number of selected patients were (78). Who were 

attending burn unit during the study time, met the criteria and agreed to 

participate in this study. Ten patients selected to assessment patient need 

for self-care program and six patients involved in the pilot study, these 

patients were excluded from original study sample. Thirty patients are 

assigned to the study group and the same number of patients participate in 

the control group, two patients didn’t complete their post-test from this 

purpose they droplet from the sample. 

 Inclusion Criteria  

The criteria for selection the study sample are. 

1. Conscious, able to cooperate and communicate to participate in the 

study. 

2. Total Body Surface Area >10 %. 

3. Passed 48 hours after burn. 

4. Patients who had second, third or fourth degree of burn. 
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5. Stable patients as reported verbally by the physician. 

3.5. Steps of the Study: 

The following steps were carried in this study: 

3.5.1. One of the objectives study is to preliminary assess the patients need 

for self-care instructional program in burn unit;   

There for a format that is a close-ended questionnaire was used its 

content is depended on the review of related literature and personal 

experiences. Data are collected from (10) patients who are selected from 

burn unit and excluded from the study sample, the period of study is carried 

out from 25
th

 September 2022 to 23
rd

 October  2022. 

The questionnaire which is related to the assessment of patients is 

composed of (13) questions about self-care, all patients are interviewed and 

each patient was given between (20-30) minutes to complete the 

questionnaire. The outcome of the assessment indicates that more patients 

had knowledge deficiency (Appendix E). The results recorded as (63.85 %) 

for incorrect answer, (20.77%) not sure and (15.38 %) correct. According 

to assessment results, it has been revealed that there is a need to construct 

an instructional program in order to improve the patients' self-care after 

burn. 

 

 

 

Overall patients 

responses 

 

Rating Frequency Percent 

Incorrect  83 63.85 

Not sure  27 20.77 

Correct  20 15.38 

Total 130 100.0 
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Figure 3.1 Distribution of overall patients responses to assessment their needs 

3.5.2. Construction of the Instructional Program 

The instructional program design is depending on the outcome of 

assessment patients needs and on information which obtained from 

scientific literature review and past studies so this  program which contains 

more details about self-care that should be followed after burn (Appendix 

F) and they must know the following: 

 The Introduction of burn.  

 Introduction  of self-care.  

 Purpose of self-care.  

 Wound care. 

 Pain management. 

 Healthy Diet. 

 Exercise. 

 Monitoring. 

 Medications. 

 Psychosocial adaptation and social integration. 

 Personal Hygiene. 

63.85  % 

20.77 % 

15.38 % 

Overall Patients Responses 

Incorrect

Not sure

correct
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 Dry skin care. 

 Itching care. 

 Preventing bruises.  

 Blisters care. 

 Cold care. 

 Discoloration. 

 Scarring care 

 Body Safety. 

 Health education 

3.5.3. The questionnaire of the study:  

To evaluate the effect of the instructional program on the patients 

with burn, a self-administered questionnaire was developed to assess the 

knowledge; it is constructed through the review of related literature and 

previous  studies. The questionnaire is applied pre and post implementation 

of the program, and used as a means of data collection (Appendix G) 

mainly it consists of three parts: 

Part I. The Demographic Data of the Patients  

This part is concerned with the collection of demographic data 

obtained from interview patients through answer the questionnaire such as 

[sex, age, marital status, level of education, residence and occupational 

status]. The seven questions offered response options of a fill in type. 

Part II  Clinical Information of Patients . 

This part consists of six items which contain: length of hospital stay, 

degree of burn, cause of burn, total body surface area burned, burn area and 

history of chronic diseases. The format of demographic and clinical 

information of the patients data was filled by the researcher for both 

groups. 

 



Chapter Three                         Methodology 
                                                                                                                     
 
 

 

64 

Part III. Self-Care Activities 

This part consists of a (40) items questionnaire divided into (8) main 

domains which are:  

A. Wound care, consists of (6) items.  

B. Healthy Diet consist of (7) items.  

C. Exercises, consist from (4) items.  

D. Monitoring domain consists of (4) items.  

E. Medications, consists of (3) items.  

F. Management of  psychological stress, consists of ( 4) items. 

G. Personal Hygiene, this domain consists of (6) items. 

I. Body Safety, this domain consists of (6) items. 

Rating & Scoring of the Scale:  

These items are rated according to the Likers' scale; incorrect (1); not 

sure (2); correct (3) for the positive items, and vice versa for the negative 

items. The score estimation for the study scale has been evaluated 

according to responses percentages of the items. Each answered (correct) 

item is assigned a score of (3), not sure answered items are assigned a score 

of (2) and those incorrect answered are assigned a score of (1). Total scores 

are summed and ranged in percentages. Score is assessed in percentages of 

the mean depending on the Likert scale as follows: 

* High score: 2.34 – 3.0.  

* Moderate score: 1.67 – 2.33.  

* Low score: 1 – 1.66. 

3.6. Validity of the questionnaire:  

Validity of the content validity was presented to the panel (10) 

experts who had more than ten years’ experience in their field from 

different Universities, in addition to the plastic surgeon, which is a 

specialty of great importance in this field during and after the hospital, they 
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were (2) faculty members from College of Nursing/ University of Baghdad, 

(4) faculty member from College of Nursing/ University of Babylon, (3) 

faculty member from College of Nursing/ University of kufa, (1) plastic 

surgeon from burn unit. To investigate the content of the questionnaire 

(Appendix H), those experts were provided with copy of study instruments 

and were asked to review and evaluate the instrument for its content clarity 

and adequacy. Some items were excluded and others were added after 

taking all the comments and recommendations into consideration. The 

questionnaire was considered valid after performing the modifications that 

based on their responses. 

3.7. Pilot Study  

Pilot study is carried out on (6) patients who are randomly selected 

to get the determine the reliability of the study. The patients in the pilot 

study had the same criteria of the original study sample. It is conducted at 

burn unit during the period from (17
th

 October 2022 to 29
th 

November 

2022) participants have been exposed to pre-test and finally post-test. 

Theses samples are excluded from the total study samples.  

3.7.1. The Purpose of Pilot Study  

1.To find-out whether the contents of the questionnaire and the 

instructional program are clear and understandable to the sample of study.  

2. To know how much the time wanted for answering the questions.  

3. To identify the limitations that may be facing during carry out the study. 

3.7.2. The Result of Pilot Study:  

The results of the pilot study referred to the questionnaire and the 

instructional program are clear and understandable to the participants. The 

time consumer to complete the questionnaire is (30-40) minutes and each 

interview takes about (30-60) minutes. 
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3.8. Reliability of the Study Instrument  

Reliability of the questionnaire is determined through the use of test 

and re-test after (14) days approach on (6) patients in burn unit for 

determination the stability of the instrument to collect the data of burn 

patients regarding self-care. The results of the reliability revealed that the 

alpha correlation coefficient is (r= 0.858), which is statistically acceptable 

comparing with the standard lower bound of the reliability coefficient 

(Barton & Peat 2014). 

3.9. Data Collection  

Data collection  by interview technique through the use of the study 

instrument and carry out of instructional program in the burn unit for the 

period from 3
rd 

December 2022 to 24
th
 May 2023. 

 Pre-test then post-test approach are used as appropriate means of 

data collection and performed through almost six and a half months which 

are lectures, booklets, and discussion. 

The data collected through the following techniques:  

1. All patients are interviewed and informed related to study purposes 

and objectives.  

2. All patients are exposed to the pretest in order to assess their 

knowledge regarding self-care.  

3. The study group are exposed to the instructional program as 

individuals in the similar conditions.  

4. The study group are exposed to the post-test after carryout of the 

instructional program.  

5. Concerning the control group, the same steps are followed except the 

carryout of the instructional program. 
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3.10. Implementation of the Instructional Program:  

The instructional program is designed to provide information to 

patients related to self-care after burn. The program was carried out in burn 

unit (rooms patients) with consider the control infection standards which 

applied in this unit, as well as condition of patient and maintaining the 

privacy of patient, also informed to insure their agreement in the study 

before implementation. 

The instructional program was implemented and introduced through 

three sessions included three lectures with respect to the essential 

information related to patients needs. The lectures are designed and 

scheduled for approximately (1 hour), and presented in the same room of 

patient in burn unit. The program is carried out by three methods; booklets, 

which are enriched with all the information regarding self-care, lectures 

which are related to the main topics and focused on the objectives of each 

lecture and discussion and through cell phone calls and communication, the 

researcher got and responded to any question or comments from the 

patients after the implementation of the program.  

 Sessions of the program: 

First Session. 

 Introduction of burn injury. 

 Introduction of  self-case activities. 

 Purposes of  self-case. 

 Wound care. 

Second Session. 

 Pain management. 

 Healthy diet. 

 Exercise. 

 Monitoring. 
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 Medications. 

 Psychosocial adaptation and social integration. 

 Personal hygiene. 

 Dry skin care. 

Third  Session. 

 Itching care. 

 Preventing bruises.  

 Scarring care. 

 Cold care. 

 Discoloration. 

 Scarring care. 

 Body Safety. 

 Health education. 

3.11. Statistical Analysis  

Statistical procedures are used to analyze the data and assess outcomes 

of the study by used  the package of SPSS (Statistical Process for Social 

Sciences) version (27) and Excel program to determine the effectiveness of 

the instructional program on self-care and correlation between their 

knowledge with specific variables, as following: 

A. Descriptive Statistical Procedures:  

This approach is performed through the determination of:  

 Frequency (f). 

 Percentage (%)     (% = Σ ƒ/n ×100). 

     Mean= n = Σ X/n. 

(Barton & Peat, 2014). It is utilized as a measure of inconstancy when 

interim or proportion information are gotten. This measurement depicts 

how esteems differ about the mean of the dispersion. 
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Standard deviation: is the measure of dispersion of a set of data from its 

mean. It measures the absolute variability of a distribution; the higher the 

dispersion or variability, the greater is the standard deviation and greater 

will be the magnitude of the deviation of the value from their mean. 

 

 

           (Barton & Peat 2014)   

B.  Inferential Statistical Procedures  

These are used to accept or reject the statistical hypotheses, which 

include the following:  

It is used to estimate the study instrument (test and retest) reliability 

through the application of the following formula: 

 

T-test  

It was used to determine the difference between two means at P ≤ 

0.05 and is computed according to the following formula:  

  
    

√
∑  

      

 

D_(X-Y) = the mean difference between the paired scores. 

D = the deviation scores for difference measure. 
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∑d
2 

= the sum of the squared deviation scores. 

N = number of pairs. 

Efficient Alpha Correlation: 

 

Where: 

r    = The estimation reliability. 

K    = The total number of items in the test. 

Q1² = The variance of each individual item. 

Qy² = The variance of the total test score. 

∑    = The sum of. 

T-test (paired sample t-test) : to quantify the mean difference in patient 

responses between two measurement levels (pre-test and post-test).  

Chi-Square test: It examines the deviation between observed and expected 

values. It is determined by calculating the difference between the 

frequencies actually seen in a sample data set and the probabilistically 

expected frequencies. 
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4. Results of the Study 
This chapter shows the characteristics of demographic, clinical 

information and Knowledge's of patients regarding to self-care for both 

groups and describes the effectiveness of instructional program on self-care 

for patients with burn, where the data were collected from patients that 

participants in this study by using specific instrument prepared for the 

mentioned purpose. Use the systematic analysis to discover the results and 

also show the type of relationship between the main of score for patients 

knowledge and specific variables after application of instructional program. 

Table 4.1. Distribution of Participants’ Socio-Demographic 

Characteristics of the Sample 

No  
Variable Groups 

Study  Control 

group F % F % 

 

1 

Sex  

Male 18 60 17 56.7 

Female 12 40 13 43.3 

Total 30 100 30 100 

 

 

Groups 
Study  Control 

group F % F % 

 

 

2 Age Groups 

18-27 years 14 46.7 13 43.3 

28-37 years 6 20.0 8 26.7 

38-47 years 7 23.3 5 16.7 

48-57 years 2 6.7 4 13.3 

58-67 years 1 3.3 0 0 

Total 30 100 30 100 

 

 
Groups 

Study  Control 

group F % F % 

 

 

3 Marital Status 

Single 8 26.7 9 30.0 

Married 19 63.3 18 60.0 

Divorce 2 6.7 2 6.7 

Widower 0 0 1 3.3 

Separated 1 3.3 0 0 

Total 30 100 30 100 
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 Groups 
Study  Control 

group F % F % 

4 

Educational 

Levels 

Cannot read and write 1 3.3 0 0 

Read and write 0 0 1 3.3 

Primary 12 40.0 11 36.7 

Intermediate 9 30.0 8 26.7 

Secondary 7 23.3 9 30.0 

Institute or above 1 3.3 1 3.3 

Total 30 100 30 100 

 Groups 
Study  Control 

group F % F % 

5 

Residence  

Rural 16 53.3 17 56.7 

Urban 14 46.7 13 43.3 

Total 30 100 30 100 

 
 Groups 

Study  Control 

group F % F % 

 6  

Occupation 

 

Employee 8 26.7 9 30.0 

Free work 11 36.7 10 33.3 

Retired 1 3.3 0 0 

House wife 10 33.3 9 30.0 

Student 0 0 2 6.7 

Total 30 100 30 100 

F. =Frequency, % =Percentage,  

 Table (4.1) displays the frequency counts for socio-demographic 

characteristics of participants. As mentioned above, most of the participants 

in study group according to their gender are male (n= 18; 60 %)  in the 

control group (n=17;56.7%), near of half of participants in both group 

within age groups (18-27) years (14;46.7%) (13;43.3%) respectively, near 

of two-thirds study group are married while a little less that in the control 

group (19;63.3%) (18;60.0%) respectively. 

       The education level for study group are primary education (12;40%) 

and (11;36.7%) for control group, more than half of both groups their 
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residence are rural (16;53.3%) in study group and control group are 

(17;56.7%), the percentage of free work in their occupation are (11:36.7%) 

(10:33.3%), respectively. 

Table 4.2. Distribution of Clinical Information for Both Groups  

  Groups Study  Control  

F % F % 

 

1 

 

Length of 

Hospital Stay 

4-7 days 1 3.3 1 3.3 

8-11 days 4 13.3 5 16.7 

12-15 days 18 60.0 16 53.3 

More than 15  days 7 23.3 8 26.7 

Total 30 100 30 100 

  Groups 
Study  Control 

group F % F % 

 

2 
Degree of Burn 

Second degree 3 10.0 3 10.0 

Third degree 17 56.7 18 60.0 

Fourth degree 10 33.3 9 30.0 

Total 30 100 30 1000 

  Groups 
Study  Control 

group F % F % 

 

3 

Cause of Burn 

Flame  19 63.3 20 66.7 

Scald 8 26.7 7 23.3 

Contact 1 3.3 2 6.7 

Chemical burns 0 0 1 3.3 

Electrical burns 2 6.7 0 0 

Total 30 100 30 100 

  Groups 
Study  Control 

group F % F % 

 

4 Total Body 

Surface Area 

11-20% 9 30.0 11 36.7 

21-30% 15 50.0 14 46.7 

31-40% 6 20.0 5 16.7 

Total 30 100 30 100 

F. =Frequency, % =Percentage. 

 The results in table (4.2) show that (18;60%) of study group the 

length of hospital stay within (12-15) days while in control group are 

(16;53.3%), third degree of burns are (17;56.7%) for study group whereas 
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(18;60%) for control group, the flame are cause of burn for more 

participants (19;63.3%) in study group also in control group (20;66.7%). 

And (15;50%) from participants the total body surface area within (21-

30)% in study group while (14;46.7%) in control group. 

Table 4.3. Distribution of the Study Sample related to Site of Burned 

No  Items Groups Study 

group 

Control  

F % F % 

 

1 

 

Head & Neck 
No 21 70.0 22 73.3 

Yes 9 30.0 8 26.7 

Total 30 100 30 100 

  Groups Study 

group 

Control  

F % F % 

 

2 

Chest 
No 18 60.0 19 63.3 

Yes 12 40.0 11 36.7 

Total 30 100 30 100 

  Groups 
Study 

group 

Control  

F % F % 

 

3 

Abdominal 
No 20 66.7 19 63.3 

Yes 10 33.3 11 36.7 

Total 30 100 30 100 

  Groups 
Study 

group 

Control  

F % F % 

 

4 

Back 
No 22 73.3 24 80.0 

Yes 8 26.7 6 20.0 

Total 30 100 30 100 

  Groups 
Study 

group 

Control  

F % F % 

 

5 

Right upper limbs 
No 18 60.0 16 53.3 

Yes 12 40.0 14 46.7 

Total 30 100 30 100 

 
 Groups 

Study 

group 
Control  

F % F % 

 

6 

Left upper limbs 
No 17 56.7 17 56.7 

Yes 13 43.3 13 43.3 

Total 30 100 30 100 



Chapter Four                                   Results                                                                                                                                   

 
 

 

76 

  Groups 
Study 

group 

Control  

F % F % 

 

7 

Right  lower limbs 
No 20 66.7 21 70.0 

Yes 10 33.3 9 30.0 

Total 30 100 30 100 

  Groups 
Study 

group 

Control  

F % F % 

 

8 

Left lower limbs 
No 20 66.7 19 63.3 

Yes 10 33.3 11 36.7 

Total 30 100 30 100 

  Groups 
Study 

group 

Control  

F % F % 

 

9 

Genital area 
No 24 80.0 23 76.7 

Yes 6 20.0 7 23.3 

Total 30 100 30 100 

F =Frequency,% =Percentage. 

The outcomes of table (4.3) show that the place of burn for 

participations where (9;30%) (8;26.7%) respectively suffer from head and 

neck burns, the chest burns in study group are (12;40%) and in control 

group are (11;36.7%), the abdominal burns of participations (10;33.3%) in 

study group while in control group are (11;36.7%), whereas back burns are 

(8;26.7%) in study and (6;20%) in control group, (12;40.%) of right upper 

limbs and (13;43.3%) left upper limbs in study group and (14;46.7%) of 

participants have right upper limbs and (13;43.3%) left upper limbs in 

control group. 

The burns of lower limbs in study group are (10;33.3%) in both 

limbs right and left, while (9: 30%) in control group have right lower limbs 

and (11; 36.7%) left lower limbs. About the genital area burns (6;20%) in 

study group while (7;23.3%) in control group.  
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Table 4.4. Distribution of the Study Sample (both groups) related to their 

Medical History. 

No  
Items Groups 

   Study     Control  

F % F % 

 

1 

 

Hypertension 

 

No 28 93.3 27 90.0 

Yes 2 6.7 3 10.0 

Total 30 100 30 100 

  
Groups 

   Study   Control 

F % F % 

 

2 

Diabetes mellitus 

 

No 26 86.7 26 86.7 

Yes 4 13.3 4 13.3 

Total 30 100 30 100 

  

 
Groups 

  Study    Control 

F % F % 

 

3 

Epilepsy 

 

No 27 90.0 28 93.3 

Yes 3 10.0 2 6.7 

Total 30 100 30 100 

  

 

Groups 
   Study     Control 

F % F % 

 

4 

Cardiovascular disorder 

 

No 29 96.7 30 100 

Yes 1 3.3 0 0 

Total 30 100 30 100 

F =Frequency,% =Percentage. 

The table (4.4) shows the history of diseases for patients, where 

(2;6.7%) in study group and (3;10%) in control group had Hypertension, 

whereas the diabetes mellitus in both groups (study and control) are 

(4;13.3%), Epileptic patients (3;10%) in study group while (2;6.7%) in 

control group, only one patient has cardiovascular disorder (1;3.3%) in 

study group and no one in control group suffer from this disease. 
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Table 4.5. Knowledge of Patients Regarding to Wound Care 

No  Items Study Control 

Pre-Test Post-Test Pre-Test Post-Test 

Mean 

± 

S.D. 

le
v
el

 Mean 

± 

S.D. 

le
v
el

 Mean 

± 

S.D 

le
v
el

 Mean 

± 

S.D. 

le
v
el

 

1.  Take painkillers half hour 

before cleaning the wound. 

1.97 

± 

.718 

M 2.77 

± 

.430 

H 1.93 

± 

. 583 

M 1.93 

  ± 

.365 

M 

2.  Change the dressing must be 

done daily or as instruct. 

2.30 

± 

.702 

M 2.67 

± 

.479 

H 2.30 

± 

.651 

M 2.37 

  ± 

.490 

H 

3.  Topical medications and 

damage tissue should be 

completely removed at each 

time 

1.93 

± 

.583 

M 2.70 

± 

.466 

H 1.97 

± 

.320 

M 2.00 

  ± 

.000 

M 

4.  Use soap with water to clean 

the wound and a clean 

washcloth to dry it. 

2.27 

± 

.640 

M 2.87 

± 

.346 

H 2.30 

± 

.596 

M 230 

  ± 

.535  

M 

5.  Examine the wounds are fully 

with each dressing change for 

signs of infection, including 

increased redness, swelling, 

discharge, or a foul odor. 

1.93 

± 

.691 

M 2.77 

± 

.430 

H 1.87 

± 

.346 

M 1.90 

  ± 

.403 

M 

6.  Use prescribed medications 

and topical dressings as 

instructed. 

2.27 

± 

.640 

M 2.80 

± 

.407 

H 2.23 

± 

.679 

M 2.13 

  ± 

.346 

M 

Total mean of wound care 2.112 

   ± 

0.662 

M 2.763 

  ± 

0.426 

H 2.10 

  ± 

0.529 

M 2.105 

   ± 

0.357 

M 

S.D= Standard Deviation, L = Low  (1.00 – 1.66); M = Moderate (1.67 – 2.33); H = 

High (2.34 – 3.00). 

Table (4.5) Demonstrates results of differences in mean for general 

knowledge items related to wound care in the study group between the pre 

and post-test, the results show improve the knowledge from moderate to 

high on the other hand there are no differences of mean knowledge items 

are moderate between pre and post-test in the control group. 
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Table 4.6. Knowledge of Patients Regarding to Healthy Diet 

 

No  

 

Items 

Study Control 

Pre-Test Post-test Pre-test Post-test 

Mean 

± 

S.D. le
v
el

 Mean 

± 

S.D. le
v
el

 Mean 

± 

S.D le
v
el

 Mean 

± 

S.D. le
v
el

 

7.  Eat white meat (chicken 

and fish) instead of red 

meat. 

1.47 

± 

.629 

L 2.53 

± 

.507 

H 1.40 

± 

.563 

L 1.43 

± 

.626 

L 

8.  Drink one glass of low-fat 

milk daily. 

1.67 

± 

.661 

M 2.67 

± 

.479 

H 1.77 

± 

.626 

M 1.83 

± 

.531 

M 

9.  Eat vitamins and minerals 

as orange or lemon. 

1.80 

± 

.664 

M 2.63 

± 

.490 

H 1.80 

± 

.551 

M 1.80 

± 

.484 

M 

10.  Eat small, frequent (5-6) 

meals per day. 

2.13 

± 

.681 

M 2.83 

± 

.379 

H 2.17 

± 

.592 

M 2.13 

± 

.571 

M 

11.  Avoid drinking tea 

immediately after food. 

1.53 

± 

.571 

L 2.43 

± 

.504 

H 1.27 

± 

.521 

L 1.27 

± 

.521 

L 

12.  Drink 8 glasses of water 

and fluids daily. 

1.57 

± 

.568 

L 2.77 

± 

.430 

H 1.53 

± 

.629 

L 1.43 

± 

.568 

L 

13.  Avoid or limit the amount 

of fat in food. 

1.47 

± 

.681 

L 2.63 

± 

.490 

H 1.33 

± 

.661 

L 1.30 

± 

.596 

L 

Total mean of Healthy Diet 1.66 

  ± 

0.636 

L 2.641 

  ± 

0.468 

H 1.61 

  ± 

0.592 

L 1.599 

± 

0.557 

L 

S.D= Standard Deviation, L= Low  (1.00 – 1.66); M= Moderate (1.67 – 2.33); H = High 

(2.34 – 3.00). 
Table (4.6) displays the level of patients knowledge regarding to 

healthy diet for both groups which are low level in pretest of study group 

while high level in posttest, and still the same low level of assessment 

knowledge in both tests (pre- post) of control group. 
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Table 4.7. Knowledge of Patients Regarding to Exercises 

 

No 

 

 

Items 

Study Control 

Pre-Test Post-Test Pre-Test Post-Test 

Mean 

± 

S.D. 

le
v
el

 Mean 

± 

S.D. 

le
v
el

 Mean 

± 

S.D 

le
v
el

 Mean 

± 

S.D 

le
v
el

 

14.  Can move or transporting 

without help from others. 

2.03 

± 

.718 

M 2.93 

± 

.254 

H 2.10 

± 

.759 

M 2.20 

± 

.407 

M 

15.  When at rest, elevate 

swollen limbs. 

1.63 

± 

.718 

L 2.63 

± 

.615 

H 1.80 

± 

.551 

M 1.73 

± 

.450 

M 

16.  Do simple exercises 

(such as walking). 

1.83 

± 

.648 

M 2.90 

± 

.305 

H 1.93 

± 

.640 

M 1.97 

± 

.320 

M 

17.  You do fitness exercises 

(3-5) times a week. 

1.10 

± 

.305 

L 1.97 

± 

.414 

M 1.17 

± 

.379 

L 1.07 

± 

.254 

L 

Total mean of Exercises 1.648 

    ± 

0.597 

L 2.608 

   ± 

0.397 

H 1.75 

  ± 

0.58225 

M 1.743 

  ± 

0.358 

M 

S.D.= Standard Deviation, L. = Low  (1.00 – 1.66); M. = Moderate (1.67 – 2.33); H = High (2.34 – 

3.00). 

Table (4.7) shows results of knowledge of patients regarding to 

exercises, in pre-test low level and high level of assessment in post-test for 

study group while moderate level in pre-test and maintains the level of 

assessment (moderate) in post-test for control group. 

Table (4.8) Knowledge of Patients Regarding to Monitoring  

 

No  

 

Items 

Study Control 

Pre-Test Post-Test Pre-Test Post-Test 

Mean 

± 

S.D. 

le
v
el

 Mean 

± 

S.D. 

le
v
el

 Mean 

± 

S.D 

le
v
el

 Mean 

± 

S.D. 

le
v
el

 

18.  Regularly measure blood 

pressure. 

1.23 

± 

.568 

L 1.87 

± 

.629 

M 1.27 

± 

.521 

L 1.30 

± 

.596 

L 

19.  Regularly blood sugar 

test. 

1.33 

± 

.661 

L 1.70 

± 

.651 

M 1.10 

± 

.305 

L 1.10 

± 

.305 

L 
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20.  Regularly a plastic 

surgeon visited. 

2.10 

± 

.662 

M 2.70 

± 

.466 

H 2.20 

± 

.484 

M 2.23 

± 

.430 

M 

21.  Visit a psychiatrist when 

needed. 

1.07 

± 

.365 

L 1.73 

± 

.521 

M 1.13 

± 

.346 

L 1.10 

± 

.305 

L 

Total mean of Monitoring 1.433 

   ± 

0.564 

L 2.00 

  ± 

0.567 

M 1.425 

  ± 

0.414 

L 1.433 

 ± 

0.409 

L 

S.D= Standard Deviation, L= Low (1.00 – 1.66); M= Moderate (1.67 – 2.33); H = High (2.34 – 

3.00). 

Table (4.8) presents the outcomes of Knowledge of patients 

regarding to monitoring, in study group change the assessment from low 

level in pre-test to moderate in post-test while low assessment in pretest 

also in post-test for control group.   

Table( 4.9) Knowledge of Patients Regarding to Medications 

 

No  

 

 

Items 

Study Control 

Pre-test Post-test Pre-test Post-Test 

Mean 

± 

S.D. 

le
v
el

 Mean 

± 

S.D. 

le
v
el

 Mean 

± 

S.D. 

le
v
el

 Mean 

± 

S.D. 

le
v
el

 

22.  Stick to taking the correct 

dose of medications. 

2.20 

± 

.610 

M 2.83 

   ± 

.379 

H 2.27 

± 

.640 

M 2.30 

± 

.466 

M 

23.  Avoid using prescribed 

medications without 

medical advice. 

2.17 

± 

.592 

M 2.70 

 ± 

.466 

H 2.07 

± 

.521 

M 2.10 

± 

.305 

M 

24.  Notify the physician when 

appear side effects from 

taking the treatment. 

2.30 

± 

.651 

M 2.57 

± 

.568 

H 2.17 

± 

.592 

M 2.13 

± 

.434 

M 

Total mean of Medications 

 

2.223 

  ± 

0.618 

M 
2.7 

  ± 

0.471 

H 
2.17 

  ± 

0.584 

M 
2.177 

   ± 

0.402 

M 

S.D.= Standard Deviation, L. = Low  (1.00 – 1.66); M. = Moderate (1.67 – 2.33); H = 

High (2.34 – 3.00). 

The results of table (4.9) show knowledge of patients regarding to 

medications, which moderate level of assessment in pre-test of study group 

before applying the instructional program and high in post-test after 
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implementation of instructional program, whereas moderate in pre- test in 

addition to post-test of control group.  

Table (4.10) Knowledge of Patients Regarding to Management of  

Psychological Stress 

 

No  

 

 

 

Items 

Study Control 

Pre-Test Post-Test Pre-Test Post-Test 

Mean 

± 

S.D. 

le
v
el

 Mean 

± 

S.D. 

le
v
el

 Mea

n ± 

S.D. 

le
v
el

 Mean 

± 

S.D. 

le
v
el

 

25.  Get enough time to rest and 

sleep (sleep 7-9 hours a day). 

1.73 

± 

.583 

M 2.57 

± 

.679 

H 1.77 

± 

.817 

M 1.83 

± 

.592 

M 

26.  Avoid situations that make you 

more irritable. 

1.93 

± 

.450 

M 2.83 

± 

.379 

H 2.00 

± 

.587 

M 2.03 

± 

.669 

M 

27.  Use relaxation technique 

(Aerobics, meditation, music, 

and massage techniques) to 

reduce stress and anxiety. 

1.10 

± 

.305 

L 1.73 

± 

.450 

M 1.17 

± 

.379 

L 1.13 

± 

.346 

L 

28.  Interest in communication and 

strengthen social relationships 

with friends and relatives. 

1.67 

± 

.547 

M 2.13 

± 

.507 

M 1.60 

± 

.724 

L 1.53 

± 

.507 

L 

Total mean of Management of  

psychological stress 

1.608 

  ± 

0.471 

L 
2.315 

   ± 

0.503 

M 
1.635 

   ± 

0.627 

L 
1.63 

   ± 

0.529 

L 

S.D.= Standard Deviation, L = Low  (1.00 – 1.66); M = Moderate (1.67 – 2.33); H = 

High (2.34 – 3.00). 

The results of table (4.10) shows knowledge of patient about 

management of psychological stress for both groups (control and study) in 

pre-test are low in both groups while in post-test of study group are 

moderate and low assessment level in post-test for control group. 
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Table 4.11 Knowledge of Patients Regarding to Personal Hygiene 

 

No  

 

 

 

Items 

Study Control 

Pre-Test Post-Test Pre-Test Post-Test 

Mean 

± 

S.D. le
v
el

 Mean 

± 

S.D. le
v
el

 Mean 

± 

S.D. le
v
el

 Mean 

± 

S.D. le
v
el

 

29.  Can take bath without help. 1.40 

± 

.563 

L 2.60 

± 

.621 

H 1.63 

± 

.765 

L 187 

± 

.507 

M 

30.  Depend on yourself when 

using the toilet. 

1.80 

± 

.805 

M 2.77 

± 

.430 

H 1.83 

± 

.791 

M 2.00 

± 

.455 

M 

31.  Get dressed completely 

without help. 

1.27 

± 

.521 

L 2.60 

± 

.563 

H 1.33 

± 

.547 

L 1.67 

± 

.547 

M 

32.  Dress up without help 

(style, hair, nails, hands, 

face and clothes). 

1.23 

± 

.504 

L 2.50 

± 

.498 

H 1.43 

± 

.626 

L 1.63 

± 

.490 

L 

33.  Take care in dental hygiene. 1.77 

± 

.679 

M 2.97 

± 

.183 

H 1.80 

± 

.610 

M 1.83 

± 

.461 

M 

34.  Use soft, clean towels to 

avoid skin scratches. 

2.20 

± 

.484 

M 2.80 

± 

.407 

H 2.27 

± 

.521 

M 2.27 

± 

.583 

M 

Total mean of Personal Hygiene 1.612 

   ± 

0.593 

L 2.707 

  ± 

0.452 

H 1.715 

   ± 

0.643 

M 1.878 

   ± 

0.507 

M 

S.D.= Standard Deviation, L. = Low  (1.00 – 1.66); M. = Moderate (1.67 – 2.33); H = High 

(2.34 – 3.00). 

The table (4.11) shows results regarding to personal hygiene which 

in pre-test are low assessment in study groups and in post-test are high of 

study group, whereas in pre-test also in post-test of control group are 

moderate level of assessment. 
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Table (4.12) knowledge of patients regarding to Body Safety 

 

No  

 

Items 

Study Control 

Pre-Test  Post-Test Pre-Test Post-Test 

Mean 

± 

S.D. le
v
el

 Mean 

± 

S.D. le
v
el

 Mean 

± 

S.D. le
v
el

 Mean 

± 

S.D. le
v
el

 

35.  Wear sunscreen to protect 

burn-prone skin from the 

sun, such as light-colored 

clothing, long pants, and 

long-sleeved shirts. 

1.97 

± 

.556 

M 2.80 

± 

.407 

H 1.93 

± 

.450 

M 1.97 

± 

.414 

M 

36.  Avoid tight clothing over 

burned areas. 

2.00 

± 

.587 

M 2.87 

± 

.346 

H 1.90 

± 

.481 

M 1.97 

± 

.414 

M 

37.  Avoid sitting near a heat 

source (heating). 

1.97 

± 

.718 

M 2.73 

± 

.450 

H 1.83 

± 

.592 

M 1.80 

± 

.551 

M 

38.  Taking care of new skin 

because it is sensitive to 

extreme heat or cold and 

can be easily injured. 

2.20 

± 

.551 

M 2.80 

± 

.407 

H 2.20 

± 

.484 

M 2.23 

± 

.430 

M 

39.  Avoid contact with sick 

people  to avoid 

transmission of infection. 

1.57 

± 

.568 

L 2.40 

± 

.675 

H 1.50 

± 

.630 

L 1.40 

± 

.498 

L 

40.  Avoid falls and accidents. 2.07 

± 

.521 

M 2.63 

± 

.490 

H 2.07 

± 

.583 

M 2.10 

± 

.548 

M 

Total mean of Body Safety 1.963 

   ± 

0.584 

M 2.705 

  ± 

0.463 

H 1.905 

  ± 

0.537 

M 1.912 

   ± 

0.479 

M 

S.D.= Standard Deviation, L= Low  (1.00 – 1.66); M= Moderate (1.67 – 2.33); H = 

High (2.34 – 3.00). 

The table (4.12) shows the results about body safety are moderate 

assessment in pre-test of study, pre-test and post-test of control group 

while high assessment level in post-test of study group. 
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Table (4.13) Comparison the Significance of Total Patients Knowledge 

Related to Self-Care for Patients with Burns Between Study and 

Control Groups. 

Group 
Pre-Test  Post-Test 

N Mean Std. Deviation N Mean Std. Deviation 

Study 30 1.7795 0.3698 30 2.5832 0.3406 

Control 30 1.7835 0.3703 30 1.8078 0.380 

t-test -.244 21.011 

P-value 0.808 0.00001 

Sig. NS HS 

N =Number ,Std= Stander, Sig= Significant, NS=Non Significant and HS=High Significant 

As shown in this table (4.13), there are no significant differences 

between both groups (study and control) at pre-test. While high significant 

between the total knowledge of participants related to self-care for patients 

with burns in the study group and control group in the post-test, at p -value 

≤ 0.05. 

 

Figure (4.1) shows the overall of both groups knowledge related to self-care for patients 

with burns. 
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Table (4.14) Comparison the Significance of Total Patients Knowledge 

Related to Self-Care for Patients with Burns for Study Groups (pre-

test and post-test). 

Group 

Pre-Test  Post-Test 

N Mean Std. Deviation N Mean Std. Deviation 

Study  30 1.7795 0.3698 30 2.5832 0.3406 

t-test 30.305 

P-value 0.00001 

Sig. HS 

N =Number ,Std= Stander, Sig= Significant and HS=High Significant 

As shown in this table (4.14), there is high significant differences 

between pre-test and post-test for study groups after applying the 

instruction program at p -value ≤ 0.05. 

 

Figure (4.2) shows total patients knowledge related to self-care for patients with burns 

for study groups. 
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Table (4.15) Comparison the Significance of Total Mean Score of 

Patients Knowledge Related to Self-Care for Patients with Burns 

Between Pretest and Posttest for Control Groups. 

Group 
Pre-Test  Post-Test 

N Mean Std. Deviation N Mean Std. Deviation 

Control 30 1.7835 0.370 30 1.8078 0.380 

t-test -1.704 

P-value 0.096 

Sig. NS 

N =Number, Std= Stander, P. value= Probability value, Sig= Significant, and NS=Non-

Significant. 

As shown in this table (4.15) there is no significant differences 

between the total participants knowledge related to self-care for patients 

with burns between both tests (pre and post) in control group at p ≤ 0.05. 

Table (4.16) Association Between Patients Specific Variables and Self-

Care Knowledge of the Study Group. 

Specific Variables Chi-Square Value  df P- Value Sig 

Gender 6.371 1 0.702 NS 

Age Groups 38.665 4 .350 NS 

Marital Status 26.827 4 .473 NS 

Educational Levels 33.817 5 .573 NS 

Residence  6.371 1 .702 NS 

Occupation 21.002 4 .786 NS 

Length of Hospital Stay 25.642 3 .539 NS 

Degree of Burn  15.135 2 .653 NS 

Cause of Burn 32.723 5 .206 NS 

Total Body Surface Area 17.667 2 .478 NS 

df= Degree Of Freedom, P. value= Probability value, Sig= Significant, and NS=Non-Significant. 

Table (4.15) shows there is no association between patients specific 

variables as (sex, age, marital status, education level, residence, 

occupation, length of hospital stay, degree of burn, causes of burn and total 

body surface area) with self-care knowledge of the study group at p ≤ 0.05. 
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5. Discussions of the Results 

       Chapter five presents interpretation and discussion of results obtained 

from the current study  with regard to objectives of study and supported by 

available literature and related studies. 

5.1. Discussion of Demographic of patients with burns as shown in 

Table (4.1): 

Throughout the course of the data analysis of the present study, the 

findings show that more than half of study group are males while a slightly 

less than that in the control group. 

This findings agree with the study done by Agbenorku et al., (2017) 

their found (53%) from admitted patients were males also agree with Abo 

El Ata et al., (2021) who found that most of patients were males (63%). 

Related to the natural lifestyle of males, where they need to hard 

work for long time or take on more responsibilities from females so many 

factors interacting together lead to males become more susceptible to 

burns. 

Less than half patients are within age group (18-27) years for both 

groups of study. This result agree with the study that done by Liliane et 

al.,(2016) most frequent patients those suffering from burns between (20 to 

30) years old also support by other study which done by Abo El Ata, et al., 

(2021) who found most of patients within age group more than twenty and 

less than thirty years old. Also support by other study which done by Hadi 

and Mohammad (2021)who found most of burns patients were within age 

group of (20-29) years old.  

Its concluded that many factors related to these age group as more 

activities, the beginning of establishment the future and requirements of life 

increase in these age as (choose the job, buy car, build house, or choosing 

the wife) so more activities and ambitious may lead to become confused 
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and don't concentration to protection procedures and use of protection 

equipment. 

Majority of study sample are married in the both study groups. This 

result is consistent with the findings that found by Heydarikhayat et al., 

(2018) which reveals that the majority of sample (62%) are married. And 

Tehranineshat et al., (2020) who mentioned in their study that most of the 

patients were married (64.9%). And also supported by other study carried 

out by Magbool et al., (2021), which indicates that more than two third of 

burns patients were married. 

From point of view married person may expose to economical and 

social stress more than single person which may increase the chance to 

expose to burn. 

Forty percentage of study group are graduated from primary school, 

while close to that in control group. This result support by the study carry 

out by Abo El-Ata et al., (2021) show their results (47.9%) of study sample 

have basic education. 

  It can be analyzed that the person with primary educational level 

may have less awareness to use or follow preventive measures with 

increasing stress levels in their lives, many studies refer that there is 

correlation between low education level with stress also stress with injures 

so according to these correlation it can be concluded that person with low 

level of education have more possibility to suffer from burn injury. 

More than half a participants their residence is rural for both groups. 

This finding similar for result obtained by Abd Elalem et al., (2018) which 

they fund (58.8)of patients live in rural. 

For this reason people that live in rural area more use to oil 

derivatives in lifestyle to become more possible to burn accidental from 

urban area.   
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Less than one third of those patients in study group their occupation 

as free work, while third of patients in control group their work as free 

work. This study confirms during the study done by Abo El-Ata et al., 

(2021) who found most of patients their occupations are manual work 

(41.1%). 

Therefore, self-employment in different places, as chefs in 

restaurants, bakers, cafes, and car maintenance workshops may be exposed 

to burns more than other professions, because the nature of their work is 

different, in addition to the difference in their interest and priorities in 

safety principles among them. 

5. 2  Clinical information as shown in table (4.2): 

The findings of the present study revealed the sixty percentage of 

patients have length of hospital stay (12-15) days in study group and near 

of that in control group. 

The present study agree with Agbenorku et al., (2017) they found 

(67.1%) of patients the length of hospital more than (10) days. Also the 

study of  Lotfi et al., (2018) where the their study show in control group 

were (13.45) days the length of hospital and (18.03) days in study group. 

It can be revealed that this period of patients to become more stable 

and decrease the risk of complications and could be do the self-care 

independently. 

The results of degree burns in this study are more than half percent 

of participants have third degree of burns in study group, while near of that 

of participants have the same degree of burns in control group. These 

results agree with study carried out by Klifto et al., (2020) which were 

(58%) of participants suffer from the third degree.  

For this reason the third degree need to intensive medical care and 

had more complications reach to life threatening so necessary to admission 
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to burns center to care for their wounds also to instruct the patient about 

self-care. 

  The current study shows a majority cause of burn is flame for 

participants in study group also in control group. The finding is similar to 

results obtained from the study done by Dongo et al.,(2007) the commonest 

causes of burns were flame (61%). Other study support the current study 

done by Abd Elalem et al., (2018) showed the flame was the major cause 

of burn. Also line with the study which done by Jeschke et al., (2020) who 

found the majority cause of burns in the USA is flame. 

As point of view, the gas leakage in kitchens, use of oil in heating 

sources, use of gasoline in car and generator maintenance workshops, the 

storage of gasoline in homes and shops, in addition to the use of other 

highly flammable oil derivatives, all these reasons make flame the most 

common cause of burns in adults. 

The study shows that half of patients in study group are within (20-

29%) of total body surface area, and less than that of patients in control 

group. 

These results are supported by Magbool et al., (2021),who found in 

their study the most of patients with burns within (20-29 %) of total body 

surface area. 

Perhaps because of the area of the burned within (20-29%), it is 

critical and requires care, follow-up, and rehabilitation and long time to 

return the patient to his normal condition as much as possible. 

5.3 Regarding the place of Burn area as shown in table (4.3): 

Right and left side of upper limbs are more effect by burns form 

others parts of body.  

This study agree with results which done by Shahid et al., (2018) 

where refer to (42.8 %) of patients were suffer from right arm and (35.6%) 
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left arm. Also agree with Taheri et al.,(2018) who mention in their study 

(35.4%) suffer from upper limbs. 

Because usually use of upper limbs in many work, kitchen or the 

body reflex when the someone feel in the fire use upper limbs to put out it 

or take off his clothes. 

5.4. Regarding to history of diseases as shown in table (4.4): 

The results of this table shows (13.3%) of participants suffer from 

Diabetes Mellitus in both groups which it more than others history of 

diseases among the participants of study. 

This result support by Kirkland et al., (2022) which refer to about 

(12%) of the population have Diabetes Mellitus. 

There is no relationship between the history of diseases with burn. 

Therefore the Diabetes Mellitus in burn patients within normal incidence 

according to WHO. So no evidence of history of diseases to increase the 

incidence in burn patients. 

5.5 Related to wound care 

The table (4.5) demonstrates results of total mean of knowledge 

items related to wound care in pre and post-test for each group, where the 

results show improve the knowledge from moderate to high level in study 

group on the other hand the same of mean knowledge items are moderate 

level in both tests (pre and post) in the control groups. 

These results correspond with results of study which done by 

O'Brien et al.,(2011) where was a statistically significant improvement 

wounds healed when use guidelines for wound care.  

The study group exposed to instructional program and simulate to 

improvement their knowledge by explain about important use of painkillers 

before cleaning the wound, examine the wounds, important of remove the 

topical medications and damage tissue and sterilize the wound. So these 

instructions modification their knowledge about self-care wound. 
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5.6  Related to Healthy Diet 

The table (4.6) shows the average of score for general patients 

knowledge about healthy diet which indicate a clearly significant change in 

the post-test for the study group while there is no change between the 

control groups in the both tests. 

This study consistent with the study which done by Abd Elalem et 

al., (2018) where their found use the proper nutrition and diet for burn 

patients were effective by applying the self-care nursing intervention 

model. 

Following healthy diet is important to improve the patient health 

condition after a burn because the body needs to build new tissues and 

protein to heal the burn wound, so a healthy diet is an essential component 

in management of burns as it speeds up the healing process. 

5.7 Regarding to Exercises 

The table (4.7) presents the statistical analysis of patients regarding 

to exercises where the level of assessment improve in post-test for study 

group while maintain the same level of assessment when comparing 

between the pre-test and post-test for control group. This results agree with 

the study done by Najafi et al., (2018) which found the program of 

exercises improves the autonomy of burn patients. 

The exercises play important role after burn because decrease the 

activates or immobility and damage of burn for muscles makes it weak, as 

well as joints stiffness and pain, all of them indications to start early 

exercises as soon as possible (as walking and smile exercises in bed as 

movements of hands or toes) and gradually, in addition to continues it for 

long time even the patient return to home or adaptation to new situation 

after burn. 
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5.8 Knowledge of Patients Regarding to Monitoring 

The findings of the research in table (4.8) appear the total knowledge 

of patients regarding to monitoring, there is no different in level of 

assessment between two groups in pre-test, whereas improve level of 

assessment after applying the instructional program in post-test of study 

group when compare with control group. 

Breland et al., (2013) support the current study where mentioned the 

efficacy of self-monitoring of blood glucose was improving glycemic 

control. Also agree with Odom et al.,(2019) use new technologies program 

to provide remote monitoring for participants to improve their knowledge 

of self-care and experience to improve glycemic control. 

After burn some changes can occur because the burn itself or 

because the complications which possible occur, so monitoring the blood 

sugar, blood pressure, regular plastic surgeon and psychiatrist visit will 

improve the general condition for patient and early detect for any 

complication from burn or treatment of burn and proper management for 

contractures or scars which can occur after burn.   

5.9 Regarding to Knowledge of Patients about Medications 

  Table (4.9) presents the statistical analysis regarding to knowledge of 

patients about medications which moderate level of assessment in pre-test 

of study group and high in post-test, whereas moderate in pre-test, in 

addition to post-test for control group.   

These findings agree with Abd Elalem et al.,(2018) their findings 

were statistically significant improvement of self-care knowledge about 

effective and proper use of medications after implementing self-care 

model. 

5.10 Related to Management of Psychological Stress 

The findings of (4.10) the present study revealed the low level of 

assessment knowledge of patient about management of psychological stress 
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for both groups (control and study) in pre-test while improve level of 

assessment when compare between post-tests for both groups where 

become moderate level of study group after what were low assessment and 

the still  level of assessment  are low  for control group. 

This study in line with the study conducted by study which done by 

Heydarikhayat et al.,(2018) psychological status was improved by 

application the follow-up patients with burns after hospital discharge. In 

addition to Tehranineshat et al., (2020) their results indicate that 

management and coping with difficulties or problems play important roles 

in improving their health. 

Training skills on stress management and dealing with stress to avoid 

or decreased it also to improve the quality of life, adaptation of the home 

environment and emotional adjustment to injury after burns. 

5.11 Regarding to Personal Hygiene 

  The table (4.11) shows results of personal hygiene which are low 

assessment level in pre-test and improve the level of assessment after use 

instructional program to high in post-test for study group, on other hand no 

enhance in level of knowledge patients in pre-test and too in post-test of 

control group (moderate level). 

This study line with study done by Mattson et al., (2016) their found 

the effective interventions and direct participants in learning and 

maintaining on personal hygiene can play a role in enhance health 

promotion, decrease incidence of disease, increase socialization and 

merging with the environment. 

Personal hygiene is important not only for patient but also for 

everyone, especially for burn patients. Therefore, it plays a major role in 

reducing and controlling infection. It also has a role in improving healing, 

self-care, and returning to normal life or close to that as soon as possible. 
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5.12 Regarding to Body Safety 

The table (4.12) displays the better changes of findings between the 

patients knowledge related to (body safety) after implementation of the 

program, from moderate to high level, these results fulfill the research 

objectives in the study group. On the other hand the control group are not 

exposed to the instructional program so they keep the same moderate level 

of the knowledge regarding  to body safety.   

The current study is in line with the study by Mehta et al., (2014) 

this study emphasizes that standard precautions should be followed to 

prevent transmission of infection to burn patients. Also supported by 

another study done by Lanham et al., (2020) wearing protective clothing 

during the day with long sleeves, long pants, using sunscreen to avoid 

ultraviolet and also to avoid using heaters and candles, all these 

interventions maintain the body safety for burn patient. 

The new skin needs a long time to return to its normal 

characteristics, and during this period the skin is more sensitive to heat and 

cold, and it is easy to get injured and change the color of the skin. Infection 

control also contributes to protecting the patient from transmission of 

infections through contact with sick people. The body safety after burns is 

important and more instructional information is needed to achieve the goal 

of it. 

5.13 Related to Total Means Score of Patients Knowledge for Study 

and Control Groups 

This table (4.13) explain the total means score of knowledge between 

(study and control) groups in pre-test where P-value (0.808) that refer to 

there is no significant difference between them, whereas present high 

significant (0.00001) improvement in the knowledge of the patients after 

implementation of the instructional program for study group when 

compared with control group in post-test.  
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There results supported by Magbool et al., (2021) their reported 

there were non-significant statistical difference between pre study test and 

pre control test in all domains while highly significant statistical after 

application of self-care education when compare between (post study test 

and post control test). 

Implementing of instructional program make improves knowledge 

among patients so they become aware of the things that benefit them and 

the things that they should avoid. While the control group may obtain 

knowledge by chance or through discussion or search with anyone close or 

through social media, but it is not as perfect as those who have an 

instructional  program, so they are still at a different level of knowledge 

when compared between them. 

5.14  Related to Comparison between Total Means Score of Patients 

Knowledge for Study Groups in Both Tests 

Table (4.14) presents there is high significance when compare 

between total mean score of patients knowledge in pre-test and post-test of 

study groups after applying instructional program on self-care. 

This results support by Hashemi et al., (2014) their found high 

significant for application of self-care program on burns patients. 

For this reason instructing and training patients on how to take care 

of themselves and motivating them to follow the application of the program 

“wound care, healthy diet, exercise, monitoring, medication, management 

for stress and body safety,” and communicates with patients over the phone 

and other social media to talk about any self-care queries. 

5.15  Related to Comparison between Control Groups in Both Tests 

Table (4.15) comparison patients total mean score of knowledge related to 

self-care between pretest and posttest for control groups which there is no 

significance between two groups in both tests.  
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This outcomes consistent with the outcomes by Hashemi et al., 

(2014) where they found no significant changes were observed in the self-

care for patient who did not undergo the self-care program. 

Not much change happens to patients without educating them and 

they can maintain the same level of assessment or make some adjustments 

to care on their own,  because no add new information to patient by training 

and instruction by participating in like this program. 

5.16 Related to Relationship between Selected Variables with Their 

Overall Knowledge 

This table (4.16) show the statistical analysis of patients regarding to 

relationship between selected variables as (sex, age, marital status, 

education level, residence, occupation, length of hospital stay, degree of 

burn, cause of burn, and  TBSA) with their overall knowledge in the study 

group,  there is no association between each variables with total knowledge 

of patients at p-value ≤ 0.05. 

The present study is agreement with the findings of study by 

Kazemzadeh (2019) was indicate no significant association between 

variables as (age, monthly income and education level) with quality of life 

for patients with burn. Also with the findings of Lotfi et al., (2018) findings 

of their study showed that there is no significant relationship between self-

care and hospital stay. 

It is interested in the delivery of information in a simple and logic 

access to the patients, so that all information is accessible to all age group, 

taking into consideration all levels of culture and education of all patients 

in the study group. So there is no difference between age groups, level of 

education and other variables in getting knowledge and the instructional 

intervention is effective in improving the patients knowledge. 
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Generally, the current study outcomes clarify the significant 

effectiveness of instructional program on self-care for patients with burns, 

these results support the hypothesis of the study. 
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Chapter Six 
Conclusions and Recommendations 

6.1. Conclusions: 

         Based on the study results, the researcher has come to the following 

conclusions: 

Most of the study samples are males, within age group (18-27) years, 

married, graduated from primary school, rural residents are more 

vulnerable to burn, compared with urban residents, and free works. 

Most of study samples are the length of hospital stay within (12-15) 

days, suffer from third degree, the cause of burn is flame, and total body 

surface area within 21-30%. 

Most of study samples suffer from upper limbs burns. 

The majority of the sample had poor knowledge about self-care for 

patients with burns before the instructional program and improvement the 

knowledge of patients after application the instructional program while no 

change in knowledge of patients in the pre-test and post-test for control 

groups. 

Instructional program is effective and improve the knowledge of 

patients regarding to self-care for patients with burns after application of 

self- care instructional program in study group for all domains as shown 

in the post test 

There is no significant relation between patients with specific 

variables as (sex, age, marital status, education level, residence, 

occupation, length of hospital stay, degree of burn, causes of burn and 

total body surface area) with their overall knowledge in the study group. 
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6.2. Recommendations: 

1. Self-care instructional program may established in burn unit or out 

patients, which may improve patients education to maintain their health and 

enhance their quality of life. 

2. Nurses play a unique role when they act as teachers or educators in the 

burn units to improve patients self-care, which can be started as group 

sessions or by individual session, written instruction can be used also. 

3. Supporting civil society institutions for burn survivors to rehabilitate 

them and to integrate them with society. 
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(Appendix A) 

[Panel of Experts] 

 قائًح تأسًاء انخثشاء

 

سُىاخ  يكاٌ انعًم الاختظاص انهقة الاسى انثلاثٍ خ

 انخثشج

ل فؾخ الاعشح رّش٠ اعزبر أ١ِٓ ػغ١ً ا١ٌبعشٞ د. 1

 ٚاٌّغزّغ

عبِؼخ ثبثً/ و١ٍخ 

 اٌزّش٠ل

83 

 الاعشح فؾخ رّش٠ل اعزبر د. عٍّٝ وبظُ عٙبد 2

 ٚاٌّغزّغ

عبِؼخ ثبثً/ و١ٍخ 

 اٌزّش٠ل

83 

عبِؼخ ثبثً/ و١ٍخ  اهفبي رّش٠ل اعزبر ٔٙبد ِؾّذ اٌذٚسٞ د. 3

 اٌزّش٠ل

8:  

عبِؼخ ثبثً/ و١ٍخ  رّش٠ل اٌجبٌغ١ٓ اعزبر د. عؾش ادُ٘ ػٍٟ 4

 اٌزّش٠ل

72 

عبِؼخ ثغذاد/و١ٍخ  رّش٠ل اٌجبٌغ١ٓ اعزبر د. ؽغ١ٓ ٘بدٞ ػط١خ 5

 اٌزّش٠ل

94 

اعزبر  د. اثشا١ُ٘ ػٍٛاْ وبظُ 6

 ِغبػذ

عبِؼخ وٛفخ/ و١ٍخ  رّش٠ل اٌجبٌغ١ٓ

 اٌزّش٠ل

92 

اعزبر  د. ِؾّذ ػجذ اٌىش٠ُ 7

 ِغبػذ

عبِؼخ وٛفخ/ و١ٍخ  رّش٠ل اٌجبٌغ١ٓ

 اٌزّش٠ل

99 

د. فبدق ػجذ اٌؾغ١ٓ  8

 ؽغٓ

اعزبر 

 ِغبػذ

عبِؼخ ثغذاد/و١ٍخ  رّش٠ل اٌجبٌغ١ٓ

 اٌزّش٠ل

98 

اعزبر  وبظُ عٛاد عٙبد 9

 ِغبػذ

 و١ٍخ/ وٛفخ عبِؼخ اٌجبٌغ١ٓ رّش٠ل

 اٌزّش٠ل

99 

هج١ت  د. اؽّذ فخشٞ ػج١ذ 11

 اخزقبؿ 

 دائشح فؾخ ثبثً/ رغ١ٍ١ّخ عشاؽخ 

ِغزؾفٝ الاِبَ 

 اٌقبدق ع

99 
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Appendix E 

"Statistical Results of the Assessment Needs" 

No  Variable Groups Freq. % 

1.  

Can move or transporting 

without help from others 

Incorrect  2 20 

Not sure  3 30 

Correct  5 50 

Total 10 100 

No  Variable Groups Freq. % 

2.  
Depend on yourself when 

using the toilet 

Incorrect  2 20 

Not sure  3 30 

Correct  5 50 

Total 10 100 

No  Variable Groups Freq. % 

3.  

Can take bath without 

help 

Incorrect  10 100 

Not sure  0 0 

Correct  0 0 

Total 10 100 

No  Variable Groups Freq. % 

4.  

Get dressed completely 

without help 

Incorrect  7 70 

Not sure  3 30 

Correct  0 0 

Total 10 100 

No  Variable Groups Freq. % 

5.  

Can do breathing and 

coughing exercises 

Incorrect  2 20 

Not sure  5 50 

Correct  3 30 

Total 10 100 

No  
Variable Groups Freq. % 

6.  

Do simple exercises 

(such as walking) 

Incorrect  5 50 

Not sure  3 30 

Correct  2 20 

Total 10 100 



No  Variable Groups Freq. % 

7.  

Drink 8 glasses of water 

and fluids daily 

Incorrect  10 100 

Not sure  0 0 

Correct  0 0 

Total 10 100 

No  Variable Groups Freq. % 

8.  

Eat small, frequent (5-6) 

meals per day 

Incorrect  10 100 

Not sure  0 0 

Correct  0 0 

Total 10 100 

No  Variable Groups Freq. % 

9.  Eat white meat (chicken 

and fish) instead of red 

meat 

Incorrect  7 70 

Not sure  3 30 

Correct  0 0 

Total 10 100 

No  Variable Groups Freq. % 

10.  Use relaxation technique 

to reduce stress and 

anxiety 

Incorrect  10 100 

Not sure  0 0 

Correct  0 0 

Total 10 100 

No  Variable Groups Freq. % 

11.  

Take care in dental 

hygiene 

Incorrect  8 80 

Not sure  2 20 

Correct  0 0 

Total 10 100 

No  Variable Groups Freq. % 

12.  

Able to communicate 

with others 

Incorrect  4 40 

Not sure  3 30 

Correct  3 30 

Total 10 100 

No  Variable Groups Freq. % 

13.  Get enough time to rest 

and sleep (sleep 7-9 

hours a day) 

Incorrect  6 60 

Not sure  2 20 

Correct  2 20 

Total 10 100 



 

 

 

Distribution of overall patients responses to assessment  their needs 

63.85  % 

20.77 % 

15.38 % 

Overall Patients Responses 

Incorrect

Not sure

Correct

 

Overall patients responses 

 

Rating Frequency Percent 

Incorrect  

83 63.85 

Not sure  
27 20.77 

Correct  
20 15.38 

Total 130 100.0 
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 رغشثخ رؼزجش لأٔٙب اٌؼبٌُ أٔؾبء ع١ّغ فٟ ٚاٌؼغض ٌٍٛف١بد اٌشئ١غٟ اٌغجت ٟ٘: انحشوق

  اٌؾ١بح ٚٔٛػ١خٚالاعزّبػ١خ  ٚاٌؼبهف١خ اٌغغذ٠خ اٌغٛأت ػٍٝ عٍجٟ رأص١ش ٌٚٙب ِإٌّخ

(Abd Elalem et al., 2018). 

 

 اٌؾشاس٠خ  اٌؾشٚق .9

 اٌٍٙت . أ

 .اٌؾشق ثبٌّبء اٌؾبس . ة

 .اٌغبخٕخ اٌؾشٚق اٌزلاِظ ِغ الأعطؼ . د

 اٌؾشٚق ثبٌىٙشثبء. .7

 اٌى١ّ١بئ١خ. اٌؾشٚق .8

 ثبلإؽؼبع. اٌؾشٚق .9

 . (Greenhalgh 2016 : Yin 2017)اٌؾشٚق ػٓ هش٠ك الاؽزىبن .:

 

 فمو اٌغٍذ ِٓ اٌخبسع١خ اٌطجمخ رق١ت عطؾ١خ ئفبثبد ٟ٘الأونً:  انذسخح .حشوق1

 (,.Huckfeldt et al اٌغطؾٟ أٚ اٌؾشق ؽشٚق اٌؾّظ ؽّب١ِخ، ِضً  اٌؾشٚق ٚرغّٝ

2017. ) 

 الأدِخ ٚئٔٙب ِٓ ِخزٍفخ ٚأعضاء ثأوٍّٙب اٌجؾشح ؽشٚق رؾًّ انثاَُح: . حشوق انذسخح2

 .(Noorbakhsh et al., 2021) اٌجضٛس ثزى٠ٛٓ ػبدح   ٚرشرجو ِإٌّخ

 رٍف اٌؾبلاد ثؼل ٚفٟ ٚالأدِخ، ٌٍجؾشح وبِلا   رؾًّ ؽشقانثانثح:  انذسخح . حشوق3

 الأؽّش ئٌٝ اٌجب٘ذ الأث١ل ِٓ وج١ش ثؾىً اٌغشػ ٌْٛ اٌزٟ رؾذ الادِخ. ٠ٚزشاٚػ الأٔغغخ

 .(Hinkle & Cheever 2018) اٌّزفؾُ أٚ اٌجٕٟ أٚ

اٌؼنلاد اٚ  أٚ اٌؼ١ّمخ الأٔغغخ اٌّّزذح اٌٝ الإفبثبد رٍه ٟ٘انشاتعح:  انذسخح . حشوق4

 . (Jeschke 2013) (إٌخش اٌؼ١ّمخ اٌؾشٚق) اٌؼظبَ

 

 

 اٌزغؼخ لبػذح ِضً: ثبٌؾشٚق، اٌّزأصشح اٌغغُ عطؼ ِغبؽخ ٌزمذ٠ش ِخزٍفخ هشق رغزخذَ

 . (Hinkle & Cheever 2018)ثبٌّش ٚهش٠مخ ٚثشاٚدس ٌٛٔذ ٚهش٠مخ

 

 انحشوق

 اسثاب انحشوق 

 تانحشوق انًتأثشج اندسى يساحح

 دسحاخ انحشوق  



  

 

ب الأوضش ٚ ٟ٘ اٌطش٠مخ  ٘زا ٠ٚؼزّذ. اٌجبٌغ١ٓ ػٕذ اٌؾشٚق ِذٜ ٌزمذ٠ش اٌّغزخذِخ ؽ١ٛػ 

 اٌغغُ عطؼ ِغبؽخ ( 5ِٓ 4) ؽٛاٌٟ ٠ّضً ِٕٙب وً ، اٌزؾش٠ؾ١خ إٌّبهك ػٍٝ إٌظبَ

.(Hinkle & Cheever 2018)

 
 

 

 

                          

ب اٌطشق أوضش ٚثشاٚدس أؽذ ٌٛٔذ ِخطو ٠ؼذ  الاػزجبس فٟ ٠أخز. اٌؾشق ِٕطمخ ٌزم١١ُ ؽ١ٛػ 

 Murari) ٚالأهفبي اٌجبٌغ١ٓ ِٓ ٌىً اعزخذاِٗ ٠ّٚىٓ إٌّٛ ِغ اٌغغُ عطؼ ِغبؽخ رجب٠ٓ

and Singh 2019. ) 

 
 

 

 اٌّش٠ل ٠ذ ساؽخ اػزجبس فٟ اٌؾشق ِغبؽخ ٌزمذ٠ش اٌجغ١طخ اٌطشق ئؽذٜ ٟ٘

 ِغبؽخ ٌزمذ٠ش فؼبٌخ ئٔٙب هش٠مخ ٚ .اٌغغُ عطؼ ِغبؽخ ِٓ (95) ؽٛاٌٟ رّضً ِغٍمخ ثأفبثغ

 اٌّؾزشلخ إٌّطمخ ؽغبة ٠ّىٓ ،5(:3)<  اٌىج١شح اٌؾشٚق أ5ٚ( :9)> اٌقغ١شح اٌؾشٚق

 Borhani et) (911) ِٓ ٚهشؽٙب اٌّقبة غ١ش اٌغٍذ ِغبؽخ رمذ٠ش هش٠ك ػٓ ثغشػخ

al., 2017.) 

 (نىانس) انتسعح قاعذج.1

 وتشاودس نىَذ يخطؾ.2

  تانًش  ؽشَقح.3



 
 

 

 أعشح أٚ فشد ِٓ ٔؾبه أٞ فٟٙ. اٌؾخق١خ فؾزٗ ػٍٝ اٌفشد ِؾبفظخ رؼٕٟ اٌزار١خ اٌشػب٠خ

 Riegel et) ِٕٗ اٌٛلب٠خ أٚ اٌّشك ِؼبٌغخ أٚ ٚاعزؼبدرٙب اٌقؾخ رؾغ١ٓ ث١ٕخ ِغزّغ أٚ

al., 2021..) 

 

 ٚاعزخذاَ اٌغزائٟ، ٚإٌظبَ إٌّبعجخ اٌزغز٠خ ِجبدب ؽٛي اٌّذسٚعخ اٌزار١خ اٌؼٕب٠خ ٘ٛ 

 ٚاٌغشٚػ ثب٢لاَ ػٓ هش٠ك الاد٠ٚخ اٚ ِٓ خلاي اٌطشق اٌغ١ش اٌذٚائ١خ، ٚاٌؼٕب٠خ الأد٠ٚخ،

 اٌؾشاسح ٚاٌزى١١ف ٌذسعخ اٌؼغض ػٓ اٌزؼ٠ٛل ٚهشق ٚاٌزن١ّذ، اٌّؾشٚق، ٚاٌغٍذ

 اٌزؾغ١غ ٚهشق اٌزار١خ، اٌقٛسح ؽٛي اٌّؾبػش فٟ ٚاٌزغ١شاد اٌطج١ؼٟ، ٚاٌؼلاط ٚاٌزّبس٠ٓ

 رم١ٕبد ٚرطج١ك اٌزاد، اؽزشاَ ٚرؼض٠ض اٌمذسح ٚرم٠ٛخ اٌزغ١١شاد، ِغ اٌزى١ف ػٍٝ

 Riegel) (اٌّشمٝ اٌّزضٚع١ٓ) اٌغٕغ١خ ٚاٌؼلالبد اٌؼم١ٍخ اٌقؾ١خ ٚاٌشػب٠خ الاعزشخبء،

et al., 2021..) 

  

 ثبٌغشٚػ اٌؼٕب٠خ ِٓ دل١مخ 81 لجً الأِش ٌضَ ئرا اٌّٛفٛفخ الأٌُ ِغىٕبد رٕبٚي - أ

 .(Lanham et al., 2020) فؼب١ٌخ اٌؼلاط ِٓ لذس ألقٝ ٌزؾم١ك

 ٚالأٔغغخ اٌّٛمؼ١خ الأد٠ٚخ ئصاٌخ ٠ٚغت اٌزؼ١ٍّبد، ؽغت أٚ ١ِٛ٠ ب اٌنّبدح رغ١١ش - ة

ب اٌزبٌفخ  ِ  . (Cancio et al., 2017)ِشح وً فٟ رّب

 ,.He et al) ٌزغف١فٗ ٔظ١فخ ِٕٚؾفخ اٌغشػ ٌزٕظ١ف اٌّبء ِغ اٌقبثْٛ اعزخذَ - د

2021 .) 

 ص٠بدح اٌؼذٜٚ ِضً  ػلاِبد ػٓ ثؾض ب مّبدح رغ١١ش وً ِغ ثؼٕب٠خ اٌغشٚػ افؾـ - س

 Hinkle and Cheever) اٌشائؾخ اٌىش٠ٗ الافشاصاد أٚ أٚ اٌزٛسَ أٚ الاؽّشاس

2018.) 

 تاندشوذ انعُاَح. 1

 سعاَح راتُح

 انزاتُح انشعاَح يٍ انغشع



 ,.He et al) اٌزؼ١ٍّبد ؽغت اٌّٛفٛفخ اٌّٛمؼ١خ ٚاٌنّبداد اعزخذاَ الأد٠ٚخ - ط

.(2021 

 

 

 رم١ٍٍٗ ِٕٚٙب: أٚ الأٌُ ػٍٝ ٌٍغ١طشح اٌّغزخذِخ اٌطشق ِٓ اٌؼذ٠ذ ٕ٘بن

 ٌّذح ثبٌزذ١ٌه اٌؼلاط أْ اٌذساعبد ِٓ اٌؼذ٠ذ أصجزذ ؽ١ش الاعزشخبء ػٍٝ اٌزذس٠ت 

 .الأٌُ دسعبد ٠ٛدٞ  اٌٝ رم١ًٍ اٌّؾشٚلخ غ١ش الأخشٜ ٌٍّٕبهك( دل١مخ :9)

  ٍُئٌٝ ٠إدٞ وّب الأٌُ ٠ٚمًٍ اٌّشمٝ ٠ش٠ؼ أْ ٠ّىٓ ٚاٌزّذد اٌزأًِ ِٙبساد رؼ 

 .اٌطج١ؼٟ ٌٍؼلاط أفنً اِزضبي

  اٌؼٕب٠خ أصٕبء اٌّٛع١مٝ خ١بس رٛف١ش خلاي ِٓ اٌج١ئخ ػٍٝ اٌّش٠ل ع١طشح رؼض٠ض 

 ً الاٌُ.١لذ ٠غبػذ فٟ رمٍ ثبٌغشٚػ

 اٌطج١ت اعزخذاَ الاد٠ٚخ اٌّٛفٛفخ ؽغت اسؽبداد (Ray et al., 2016). 

 

 

 ئفبثخ ِٓ اٌزؼبفٟ أصٕبء ٟ٘ وّب اٌّغزؾفٝ ِغبدسح ثؼذ ٌٍقؾخ ِّٙخ اٌزغز٠خ رؼزجش 

 . ٌٍطٛي ثبٌٕغجخ ع١ذ ٚصْ ػٍٝ اٌؾفبظ اٌُّٙ اٌؾشٚق ِٚٓ

 اٌغ١ذح  الأٔغغخ ث١ٕخ ػٍٝ ٚاٌؾفبظ اٌؾفبء لاعزىّبي ثبٌجشٚر١ٓ اٌغ١ٕخ اخز١بس الأهؼّخ

 .(ثذلا ِٓ اٌٍؾَٛ اٌؾّشاء ٌذعبط ٚالأعّبنا رزٕبٚي اٌٍؾَٛ اٌج١نبء ِضلا)

  ؽشة وٛة ٚاؽذ ِٓ اٌؾ١ٍت ل١ًٍ اٌذعُ ١ِٛ٠ب. 

 ١ِٛ٠ ب( ;-:) ِٚزىشسح فغ١شح ٚعجبد رٕبٚي. 

 ٓٚاٌغجٓ ٚاٌّىغشاد اٌفٛي ِٓ اٌجشٚر١ٓ ػٍٝ اٌؾقٛي ٠ّى. 

  ٠زُ. اٌطج١ؼ١خ اٌغغُ ٚظبئف ػٍٝ ٚاٌؾفبظ ٌٍؾفبء مشٚس٠خ ٚاٌّؼبدْ اٌف١زب١ِٕبد 

 ٚاٌفٛاوٗ اٌّذػُ ٚاٌخجض اٌىبٍِخ ٚاٌؾجٛة الأٌجبْ ِٕزغبد خلاي ِٓ رٛف١ش٘ب

 ٚاٌخنشٚاد.

 ٓٚاٌطّبهُ اٌؾّن١بد ِضً ٠َٛ، وً عٟ ٌف١زب١ِٓ ع١ذ ٚاؽذ ِقذس رن١ّ 

 .ٚاٌجطبهظ ٚاٌخنشٚاد

 َِخزٍفخ ِغز٠بد ٌٙب اٌّخزٍفخ الأهؼّخ لأْ الأهؼّخ ِٓ ِزٕٛػخ ِغّٛػخ اعزخذا. 

 . انُظاو انغزائ3ٍ

  انسُطشج عهً الانى.2



 ُاٌٛصْ ص٠بدح ِٕغ فٟ ٌٍّغبػذح الأهؼّخ ئٌٝ اٌّنبفخ اٌذْ٘ٛ و١ّخ فٟ رؾى 

 .اٌّفشهخ

 الأوً. ثؼذ ِجبؽشح اٌؾبٞ رٕبٚي رغٕت 

 أوضش أٚ أوٛاة 3) اٌغٛائً ِٓ اٌىض١ش ؽشة ٠ٕقؼ( 

  خبفخ، ف١غت أخجبس اٌطج١ت اٌّؼبٌظ ٌٍؾقٛي  غزائ١خ اؽز١بعبد وبٔذ ٕ٘بن ئرا

 .(Lucy et al., 2018)اٌّغزؾفٝ  ِغبدسح لجً اٌنشٚس٠خػٍٝ اٌزؼ١ٍّبد 

 

 

 ؽذ فٟ ٠زغجت ِّب الأمجبك، ئٌٝ اٌغٍذ ١ّ٠ًٚ إٌذث١خ الأٔغغخ رزطٛس اٌغٍذ اٌؾفبء خلاي

ب. اٌؼنلاد  ثؼذ أٚ إٌَٛ ِٓ الاعز١مبظ ػٕذ اٌّفبفً فٟ هف١ف ب ٚعؾج ب لذ ٠ٛدٞ اٌٝ ر١جغ 

 ِٓ رمًٍ رذس٠غ١ ب اٌّفبفً ِٚٓ اٌّّىٓ اْ ؽشوخ. إٌٙبس خلاي ه٠ٍٛخ ٌفزشاد اٌخّٛي

 ِٓ ٚاٌغبل١ٓ اٌزساػ١ٓ ِٕغ ػٍٝ إٌّزظُ اٌزّش٠ٓ ٠غبػذ ،اٌز١جظ اٌزٞ ٠ؾذس ٌٍّفبفً

 . (Hinkle & Cheever 2018) رقٍت

 ٠ٚٛعٗ ٌٍّش٠ل ِٕض١ٌخ رّبس٠ٓ ثشٔبِظ ثزط٠ٛش اٌّؼبٌظ ٠مَٛ اٌّغزؾفٝ، ِٓ اٌخشٚط لجً

ب اٌّؼبٌظ ٠ؼًّ. لاعزخذاِٗ ٚالأعشح اٌّش٠ل  ػٍٝ ٌٍؾقٛي ٚػبئٍزٗ اٌّش٠ل ِغ أ٠ن 

 .(Lucy et al., 2018) ٌٍّشمٝ اٌطج١ؼٟ اٌؼلاط ٚرشر١ت اٌلاصِخ اٌزّش٠ٓ ِؼذاد

 

 

 .اٌزّبس٠ٓ اٌش٠بم١خ ِٓ ِّىٓ لذس ثأوجش اٌم١بَ •

 .اٌّؼبٌغْٛ ٠مذِٗ اٌزٞ اٌزّبس٠ٓ اٌش٠بم١خ ثٕظبَ اٌزضاَ •

 (.اٌّؾٟ ِضً) اٌجغ١طخ اٌش٠بم١خ اٌزّبس٠ٓ ِّبسعخ •

 .الأعجٛع فٟ ِشاد( :-8) اٌجذ١ٔخ ا١ٌٍبلخ اٌزّبس٠ٓ ِّبسعخ •

 .اٌىبف١١ٓ ٚإٌَٛ ٌٍشاؽخ اٌزخط١و •

 .اٌّزٛسِخ الأهشاف سفغ ٠غت ، اٌشاؽخ ػٕذ •

 حُسٍَ انشَاػا.انت4ً

 يًاسسح انتًاسٍَ انشَاػُح



 

 إٌؾٛ ػٍٝ اٌّغىٕبد رٕبٚي ، اٌّضبي عج١ً ػٍٝ) الأٌُ ػٍٝ اٌغ١طشح هشق اعزؼًّ •

 .الأٌُ( ػٍٝ اٌذٚائ١خ اٌغ١طشح غ١ش اٌزذخلاد ٚاعزخذاَ اٌّٛفٛف،

 الأهؼّخ اٌّضبي، عج١ً ػٍٝ) اٌقؾخ ٌزؼض٠ض اٌلاصِخ اٌغزائٟ إٌظبَ فٟ اٌزغ١١شاد  •

 .اٌم١ٍٍخ اٌؾشاس٠خ راد اٌغؼشاد ِٓ الاهؼّخ ثذلا ، ثبٌجشٚر١ٕبد اٌغ١ٕخ

 & Hinkle) اٌّغىٓ الأد٠ٚخ ثبعزخذاَ اٌّشرجو الإِغبن ٌّٕغ اٌلاصِخ اٌغٛائً رٕبٚي  •

(Cheever 2018. 

 

 .اٌؼنلاد فٟ رفشه لا ؽزٝ اٌضم١ٍخ الأٚصاْ سفغ رغٕت •

 .أٔفبعه ؽجظ ٚػذَ اٌزّش٠ٓ أصٕبء هج١ؼٟ ثؾىً اٌزٕفظ ِٓ رأوذ •

 الإفبثخ خطش ص٠بدح ئٌٝ ٠إدٞ ِّب اٌؼشق ئفشاص ص٠بدح ئٌٝ اٌؾذ٠ذح اٌزّبس٠ٓ رإدٞ •

 .ثبٌغفبف

ٚاعزؾش  اٌش٠بمخ ِّبسعخ ػٓ فزٛلف اٌزب١ٌخ  الأػشاك ٘زٖ ِٓ ثأٞ ؽؼشد ئرا •

 :اٌطج١ت

 .اٌؾذ٠ذ اٌزؼت •

 .اٌقذس فٟ آلاَ •

 .اٌغض١بْ •

 .(Hinkle & Cheever 2018) اٌزشو١ض ػذَ ِٓ ؽبٌخ •

 

 .ثبٔزظبَ اٌذَ مغو ل١بط •

 .ثبٔزظبَ اٌذَ فٟ اٌغىش ٔغجخ فؾـ •

 تحزَشاخ خاطح

 شاقثح اندسى .ي5



 .ثبٔزظبَاٌزغ١ٍ١ّخ  ص٠بسح عشاػ •

 (.(Breland et al., 2013 اٌؾبعخ ػٕذ إٌفغٟ اٌطج١ت ص٠بسح •

 

 

 .الأد٠ٚخ ِٓ اٌقؾ١ؾخ اٌغشػخ ثزٕبٚي اٌزضَ •

 .هج١خ اعزؾبسح دْٚ اٌّٛفٛفخ الأد٠ٚخ اعزخذاَ رغٕت •

 .(He et al., 2021) اٌؼلاط رٕبٚي ِٓ عبٔج١خ آصبس ظٙٛس ػٕذ اٌطج١ت ئثلاؽ •

 

 

 .ٚلز ب رغزغشق ٌلإفبثخ اٌؼبهفٟ ٚاٌزى١ف اٌؾ١بح ّٔو فٟ اٌزغ١١شاد •

 .رذس٠غ١ب اٌغبثمخ ٚالأٔؾطخ الا٘زّبِبد اعزئٕبف  •

 (.١ِٛ٠ب   عبػبد 4 ئٌٝ 2 ِٓ إٌَٛ) ٚإٌَٛ ٌٍشاؽخ اٌىبفٟ اٌٛلذ ػٍٝ اٌؾقٛي •

 .ػقج١خ أوضش رغؼٍه اٌزٟ اٌّٛالف رغٕت •

( اٌزذ١ٌه ٚرم١ٕبد ٚاٌّٛع١مٝ، ٚاٌزأًِ، اٌش٠بم١خ، اٌزّبس٠ٓ) الاعزشخبء رم١ٕبد اعزخذَ •

 ٚاٌمٍك اٌزٛرش ٌزم١ًٍ

ب ٚوزٌه اٌؾشٚق، دػُ ِغّٛػبد ِضً الأخشٜ ٚاٌّٛاسد الا٘زّبَ ثبٌّغزّغ  •  أ٠ن 

 فٟ اٌّغبػذح فٟ ثضّٓ رمذس لا ٚاٌزٟ ا٠ٌٛت ِٚٛالغ اٌف١ذ٠ٛ ِٚمبهغ اٌىزت ِٓ اٌؼذ٠ذ

 .اٌؾشق ِٓ اٌزؼبفٟ

اٌؼًّ  ئٌٝ ٚاٌؼٛدح اٌّذسعخ فٟ الإدِبط ئػبدح فٟ ٌٍّغبػذح اٌّزبؽخ اٌجشاِظ اعزخذَ •

 .اٌؾبعخ ؽغت اٌّؼبٌظ فش٠ك اعزؾبسح ٚلذ ٠غت

 إٌّض١ٌخ. اٌج١ئخ ِغ اٌزى١ف •

 & Hinkle) ٚالألبسة الأفذلبء ِغ الاعزّبػ١خ اٌؼلالبد ٚرم٠ٛخ ثبٌزٛافً الا٘زّبَ •

Cheever 2018.) 

 

 ؽٛك فٟ ثبٌٕمغ ٠ٕقؼ رٌه لا ِٚغ اٌّؼزبدح، ثبٌطش٠مخ الاعزؾّبَ فٟ ِٓ اٌّّىٓ الاعزّشاس

 .الاعزؾّبَ

 انشخظُح. انُظافح  8

 .استخذاو الادوَح6

 .انتكُف انُفسٍ والاختًاعٍ 7



 

 ٌٍؾشاسح ؽغبط اٌغذ٠ذ الاعزؾّبَ، اٌغٍذ فٟ اٌذخٛي لجً اٌّبء ؽشاسح دسعخ اخزجش 

 .ثغٌٙٛخ ٠قبة أْ ٠ّٚىٓ اٌؾذ٠ذح اٌجشٚدح أٚ اٌؾذ٠ذح

  َاٌؾؼٛس ِٓ ع١مًٍ ثمٛح اٌفشن ِٓ ثذلا   ثشفك ٚاٌغغً ٚٔبػّخ ٔظ١فخ ِٕؾفخ اعزخذا 

 .الاعزؾّبَ أصٕبء اٌشاؽخ ثؼذَ

 ػٍٝ الأد٠ٚخ ف١غت اعزخذاَ اٌشاؽخ، ػذَ رغجت ِفزٛؽخ ِٕبهك أٞ ٕ٘بٌه وبْ ئرا 

 .اٌغغ١ً لجً اٌّٛفٛف إٌؾٛ

 فٟ الإِغبن ِمبثل أٚ الاعزؾّبَ وشاعٟ ِضً أعٙضح ئٌٝ ؽبعخ ٕ٘بن وبٔذ ئرا 

 .اٌّغزؾفٝ ِٓ اٌخشٚط لجً رٌه رشر١ت ف١غت إٌّضي،

 ( ْالا٘زّبَ ثٕظبفخ الاعٕب.(Lucy et al., 2018 

 

 ثؼل عزجذأ. ٌٍذْ٘ٛ إٌّزغخ اٌغذد رذ١ِش أٚ رٍف ػٓ ٌٍغٍذ ٚاٌّزمؾش اٌغبف اٌّظٙش ٠ٕزظ

اٌّشهجخ  ِٛاد ثؼل اعزخذاَ اٌٛلذ رٌه ؽزٝ ٌٚىٓ أخشٜ، ِشح اٌؼًّ فٟ اٌغذد ٘زٖ

 رى٠ٛٓ ئٌٝ ر١ًّ لأٔٙب ٚاٌىؾٛي اٌلا١ٌٛٔٓ ػٍٝ رؾزٛٞ اٌزٟ اٌّشهجبد رغٕت الافطٕبػ١خ ٚ

 .(Hyland et al., 2015) اٌٍّزئُ اٌغٍذ فٟ ثضٛس

 

 ٚرؾزبط اٌٝ ٚلذ  ِفزٛؽخ ِٕبهك ٠ٚزشن اٌشل١ك اٌغٍذ ٠ؾطُ لذ ٘زا لأْ اٌؾه رغٕت

 .اهٛي ٌٍؾفبء

 اندهذ انداف.انعُاَح ت9

 انحكحت  انعُاَح .11



 ( ِشاد ١ِٛ٠ب .:-8) رشه١ت اٌغٍذ  أٚ اٌّغزؾنش ٚمغ 

 .اسرذاء اٌّلاثظ اٌمط١ٕخ 

 ت اسؽبد اٌط١ت اعزخذاَ ِنبداد اٌؾىخ ؽغ(Greenhalgh 2016). 

 

 

 ٚأوضش ؽغبع١خ أسق رىْٛ اٌغٍذ ِٓ عذ٠ذح هجمخ رظٙش اٌؾشٚق، ٘زٖ رٍزئُ ػٕذِب ِٓ 

 ِٓ ؽّب٠زٙب ٠ٚغت ثغٌٙٛخ ٌٍىذِبد إٌّبهك ٘زٖ رزؼشك ؽ١ش عٛف. اٌغغُ ثبلٟ

 .اٌؾبدح ٚالأؽ١بء اٌؾشٚق

 َٚاٌزمشػ ؽ١ش ٠ؾزبط اٌنغو رغجت أْ ٠ّىٓ م١مخ اٌزٟ أؽز٠خ أٚ ِلاثظ اسرذاء ػذ 

فشد  وً ِغ ٠خزٍف عٛف اٌٛلذ هٛي. اٌنغو رؾًّ ٠ّىٕٗ عٍذ ٌجٕبء ٚلذ ئٌٝ اٌغغُ

 .أوضش أٚ عٕخ ٠غزغشق لذ ا٢خش ٚاٌجؼل أؽٙش ػذح ٠غزغشق لذ ٌٍجؼل ثبٌٕغجخ

 ِّبسعخ ػٍٝ لبدس ٚ ؽغبع١خ ألً ٠قجؼ ٚرم٠ٛزٗ، اٌغٍذ اٌٛلذ عّبوخ رذس٠غ١ ب، ِغ 

 .(Lucy et al., 2018) اٌىذِبد ِٓ ألً خٛف ِغ اٌطج١ؼٟ اٌشٚر١ٓ

 

 

 ٌٍمٍك داػٟ ٚلا اٌّطؼّخ أٚ اٌٍّزئّخ إٌّبهك فٟ ؽبئغ ثؾىً اٌجضٛس رؾذس. 

 ثضٛس ظٙٛس فٟ ٠زغجت عٛف ثبلأؽ١بء ٚالاسرطبَ ٚاٌفشن ِلاثظ اٌىزبْ ِٓ الاؽزىبن. 

 ب ِٕبعت دػُ دْٚ ه٠ٍٛخ ٌفزشاد اٌٛلٛف ٠إدٞ لذ  . اٌجضٛس ظٙٛس ئٌٝ أ٠ن 

 ًِغ ا١ًٌّ ٘زا ٠ٚزٕبلـ غ١شُ٘، ِٓ أوجش ثغٌٙٛخ اٌجضٛس رى٠ٛٓ ئٌٝ إٌبط ثؼل ١ّ٠ 

  (Lucy et al., 2018).اٌغذ٠ذ اٌغٍذ عّبوخ ص٠بدح

 

 

 خف١ف ثٛخض ِٓ اٌّّىٓ اٌؾؼٛس. ٌٍجشد ؽغبع١خ أوضش ٠ىْٛ ٚ اٌغذ٠ذ سل١ك اٌغٍذ

ا اٌطمظ ٠ىْٛ ٚاٌمذ١ِٓ ػٕذِب ا١ٌذ٠ٓ فٟ خبفخ ٚر١ًّٕ،  رذس٠غ١ ب الإؽغبط ٘زا ع١مً. ثبسد 

 ٚرغٕت اٌذافئخ اٌّلاثظ اسرذاء خلاي ِٓ الأضػبط ٠مًٍ أْ ٠ّٚىٓ. اٌغٍذ رقٍت ِغ

 (& Daviesالألً ػٍٝ ػبَ ٌّذح اٌجؾشح ٌؾّب٠خ ع١ؾزبط ه٠ٍٛخ، ٌفزشاد ٌٍجشد اٌزؼشك

Hewitt 2022  .) 
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 ٚلذ اٌطج١ؼ١خ اٌؾفبء ٌؼ١ٍّخ ٔز١غخ اٌٍّزئّخ ِٕبهك فٟ اٌغٍذ ٌْٛ رغ١ش ٠ظٙش

ب ٠جذٚ  رغ١ش ٠خزٍف. ٌٍمٍك عججب ١ٌظ سِبدٞ، ٘زا أٚ ثٕٟ أٚ غبِك ٚسدٞ ئٌٝ فبرؾ 

 ئٌٝ اٌطج١ؼٟ اٌٍْٛ ٠ؼٛد ٚلذ اٌطج١ؼٟ اٌجؾشح ٌْٛ ؽغت ٢خش ؽخـ ِٓ اٌٍْٛ

 رغزغشق ٚلذ. أؽٙش ػذح خلاي اٌضب١ٔخ اٌذسعخ ؽشٚق ٚثؼل اٌغطؾ١خ اٌؾشٚق

ب اٌٍْٛ رغ١ش ثؼل ٠ىْٛ ٚلذ أهٛي ٚلز ب أخشٜ ِٕبهك  ّ  اٌؼّك راد اٌؾشٚق فٟ دائ

 .الأوجش

 اٌٍْٛ رغ١ش ِٓ اٌّض٠ذ رلاؽع فمذ ِؾشٚلخ، اٌغبل١ٓ أٚ اٌزساػ١ٓ وبٔذ ئرا

 اٌغبل١ٓ فٟ اٌّؾىٍخ ٘زٖ رخف١ف فٟ ٠غبػذ أْ اٌزساػ١ٓ ٠ّٚىٓ سفغ أٚ اٌّؾٟ ثؼذ

ب ألً اٌزغشثخ ٘زٖ رغذ لذ. وشعٟ ػٍٝ اٌمذ١ِٓ سفغ ِغ اٌغٍٛط هش٠ك ػٓ  ئصػبع 

 ٌٍذَ ٠غّؼ ه٠ٍٛخ ٌفزشاد صبثز ب اٌٛلٛف. ٚاؽذ ِىبْ فٟ اٌٛلٛف ِٓ ثذلا   ِؾ١ذ ئرا

 اٌش٠بمخ ِّٚبسعخ. اٌٍْٛ ٚرغ١ش اٌزٛسَ ٠غجت ِّب ٚاٌغبل١ٓ اٌمذ١ِٓ فٟ ثبٌزغّغ

 ,.Lucy et al) الأضػبط ٚرم١ًٍ إٌّبهك ٘زٖ فٟ اٌذ٠ِٛخ اٌذٚسح عزؾغٓ ثبػزذاي

(2018. 

 

 

 ِؼشفخ ٌٍغب٠خ اٌقؼت ِٓ  اٌجذا٠خ فٟ ،ثبٌزٕذة ػبَ ثؾىً اٌٍْٛ رغ١ش ٠شرجو

امبلخ  .ٌٍزٕذة أوجش ١ًِ ٌذ٠ُٙ إٌبط ثؼل ؽ١شدائّخ  عزىْٛ اٌزٟ إٌذٚة ِمذاس

 ٠زُ اٌى١ّخ لأْ ؽخـ أٞ ثٙب ع١قبة اٌزٟ إٌذثبد ثى١ّخ اٌزٕجإ اٌقؼت ِٓ اٌٝ

ب رؾذ٠ذ٘ب  ػٓ إٌبرغخ إٌذثبد رخزفٟ لذ .اٌؾشق ٚػّك فشدٞ أعبط ػٍٝ أ٠ن 

 لذ. أؽٙش ثنؼخ غنْٛ فٟ اٌخف١فخ اٌضب١ٔخ اٌذسعخ ٚؽشٚق الأٌٚٝ اٌذسعخ ؽشٚق

 إٌذثٟ إٌغ١ظ رى٠ٛٓ فٟ ٚاٌضبٌضخ اٌضب١ٔخ اٌذسعخ ِٓ اٌؼ١ّمخ اٌؾشٚق ِٕبهك رغزّش

 رذس٠غ١ب. ثبلاخزفبء إٌذثبد ثؼل رجذأ لذ اٌّشؽٍخ ٘زٖ فٟ. الألً ػٍٝ ػب١ِٓ ٌّذح

ب ٠ّىٓ ب ٠ّٚىٓ ثؼنٙب ٠ىْٛ أْ رٛلغ أ٠ن   ّ  رغجت اٌزٟ إٌذثبد ثؼل رؾغ١ٓ دائ

 Hinkle & Cheever)عشاؽ١ ب اٌؾشوخ فؼٛثخ أٚ اٌؾخقٟ اٌّظٙش ثؾأْ اٌمٍك

(2018. 
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 رىْٛ لذ. اٌؾّظ أؽؼخ ِٓ ٌٍؾشٚق اٌّؼشمخ اٌجؾشح ٌؾّب٠خ اٌؾّظ ِٓ ٚال١ ب اسرذ   •

 مشٚس٠خ اٌط٠ٍٛخ الأوّبَ راد ٚاٌمّقبْ اٌط٠ٍٛخ ٚاٌغشا٠ًٚ اٌفبرؾخ الأٌٛاْ راد اٌّلاثظ

ب  .اٌؾّظ أؽؼخ ِٓ ٌٍؾّب٠خ أ٠ن 

 أؽؼخ ِٓ إٌّطمخ ٌؾّب٠خ الأر١ٔٓ أٚ اٌٛعٗ ؽشق رُ ئرا اٌؾٛاف ٚاعؼخ لجؼبد اسرذ   •

 .اٌؾّظ

 اٌّقبثخ إٌّبهك ػٍٝ( ػطش ثذْٚ إٌّزغبد أٞ) اٌقبثْٛ ٚاٌغغٛي فمو اعزخذَ •

 .اٌؼذٜٚ ِٕٚغ اٌغ١ذح إٌظبفخ ٌذػُ ُِٙ أِش ػبَ ثؾىً اٌجؾشح ٔظبفخ ػٍٝ اٌؾفبظ. ثبٌؾشٚق

 اٌزٟ إٌّبهك ر١ٙظ أٚ اٌؾشوخ رم١ذ لا ؽزٝ اٌّؾشٚلخ إٌّبهك فٛق اٌن١مخ اٌّلاثظ رغٕت •

 .ؽذ٠ض ب ؽُف١ذ

 ر١ٙظ اٌٍّٛٔخ اٌّلاثظ فٟ اٌقجغبد رغجت لا ثؾ١ش فنفبمخ ث١نبء لط١ٕخ ِلاثظ اخزش •

 .رؼبفٝ اٌزٞ اٌغٍذ

 غ١ش ٚاٌخذٚػ ٚاٌقذِبد اٌىذِبد ِٓ ٠زؼبفٝ اٌزٞ اٌغٍذ ٌؾّب٠خ ٚاٌمفبصاد اٌّلاثظ اسرذ   •

 .اٌنشٚس٠خ

 . اٌؾشاسح دسعبد ٠زأصش رؾًّ لذ  ؽزسا وٓ •

 .ٚرٕظ١فٙب اٌغج١شح لاعزخذاَ اٌّؼبٌظ رؼ١ٍّبد ارجغ •

 .اٌزؼ١ٍّبد ؽغت اٌّغبػذح الأعٙضح ِٓ غ١ش٘ب أٚ اٌّؾب٠خ أٚ اٌؼىبصاد اعزخذَ •

 .ثبٌؼذٜٚ ٌزغٕت الافبثخ  اٌّشمٝ ِخبٌطخ رغٕت •

 .(Hinkle & Cheever 2018) ٚاٌؾٛادس اٌغمٛه رغٕت •

 

 

اٌزضم١ف اٌطجٟ ِٓ اٌّٛام١غ اٌّّٙخ عذا ٌىً اٌّشمٝ ٚخقٛفب اٌّشمٝ 

 إٌبع١ٓ ِٓ اٌؾشٚق ِٕٚٙب اٌضمبفخ اٌغٕغ١خ.

 

 ٚرٕظ١فٙب اٌغج١شح لاعزخذاَ اٌّؼبٌظ رؼ١ٍّبد ارجغ. 

 َاٌزؼ١ٍّبد ؽغت اٌّغبػذح الأعٙضح ِٓ غ١ش٘ب أٚ اٌّؾب٠خ أٚ اٌؼىبصاد اعزخذ. 
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 : الأخهضج انطثُح انتثقُف حىل استخذاو



 إٌّضي، فٟ الإِغبن ِمبثل أٚ الاعزؾّبَ وشاعٟ ِضً أعٙضح ئٌٝ ؽبعخ ٕ٘بن وبٔذ ئرا 

 (Hinkle & Cheever 2018). اٌّغبدسح اٌّغزؾفٝ لجً رٌه رشر١ت ف١غت

 

 ب. ِخزٍف ب ٠ٚؾؼش ثبٌغٍذ ٠جذٚ لذ ثبٌؾشق ئفبثخ ثؼذ  ِ  اٌّظٙش، فٟ اٌزغ١١شاد ػٓ ٠ٕزظ لذ رّب

 اٌزٟ ٚالأؽ١بء اٌّظٙش ٠زغ١ش لذ اٌزؼبفٟ، سؽٍخ فٟ ئ١ٌٙب اٌّش٠ل ٚفً ٌٍّشؽٍخ اٌزٞ ٚفم ب

ب ثٙب اٌم١بَ ٠ّىٕه  .أ٠ن 

  اٌّض١شح إٌّبهك أٚ اٌغٕغ١خ الأػنبء ؽؼٛس أٚ ػًّ و١ف١خ ػٍٝ أؽ١بٔ ب اٌؾشق ٠إصش 

 ِب غبٌج ب رٌه ٚوً الأًِ، ٚاٌغنت ٚخ١جخ الإؽجبه ئٌٝ ٠إدٞ أْ ٠ّىٓ ٌزٌه. الأخشٜ

 اٌج١ٌٛٛع١خ الأثؼبد اٌؾبٌخ اٌغٕغ١خ ئٌٝ رّزذ. اٌؼلالخ ػٍٝ ٚاٌزٛرش اٌنغو ئٌٝ ٠إدٞ

 .ٌٍؾ١بح ٚالاعزّبػ١خ ٚاٌشٚؽ١خ ٚاٌؼبهف١خ ٚإٌفغ١خ

 ْفاْ ٌزا ٌٍغغُ، فؾ١خ فٛسح ٔؾٛ الأٌٚٝ اٌخطٛح ٘ٛ ٚعغُ ٔفظ ػٓ ثبٌشمب اٌؾؼٛس ئ 

 . ٔفظ رغبٖ ثبلإ٠غبث١خ اٌؾؼٛس فٟ رغبػذ أْ ٠ّىٓ إٌّبعجخ الاعزّبٌخ ِضً اٌقغ١شح الأؽ١بء

 ٓاؽزشاَ  ٚص٠بدح اٌطبلخ ِغز٠ٛبد ص٠بدح ئٌٝ ٔؾط ب ٚاٌجمبء اٌش٠بمخ ِّبسعخ ٠إدٞ أْ ٠ّى

 .اٌزاد

  ًِغ ِٕبلؾخ ئٌٝ اٌّشمٝ ٠ؾزبط ٌزٌه اٌؾ١ّّخ، اٌؼلالخ فٟ ؽٟء أُ٘ ٘ٛ اٌزٛاف 

 .ثبٌؾشٚق الإفبثخ ػٓ إٌبرغخ إٌذٚة ػٓ اٌىؾف أٚ اٌّؾبػش ؽٛي ؽشوبئُٙ

  سِٚبٔغ١خ، ػلالبد ئلبِخ ثبٌفؼً ٠ّىُٕٙ ثبٌؾشٚق أف١جٛا اٌز٠ٓ الأؽخبؿ أْ ِٓ رأوذ 

 .ٚالأهفبي إٌؾطخ، اٌغٕغ١خ ٚاٌؾ١بح ٚاٌضٚاط،

 ٟثؼذ رٌه ٠فؼً فبٌجؼل - ٌٍغ١ّغ ثبٌٕغجخ ِخزٍف ٚلذ فٟ اٌؾ١ّّخ اٌؼلالبد اعزئٕبف ٠أر 

 الإفبثخ ثؼذ رؾزبط اٌٝ ٚلذ ه٠ًٛ ا٢خش ٚاٌجؼل اٌّغزؾفٝ ِغبدسرٗ ِٓ ٚع١ضح فزشح

 ِش٠ؾخ أٔٙب ٚؽش٠ىه أٔذ رمشس اٌزٟ اٌؾ١بح ٟ٘ اٌطج١ؼ١خ اٌغٕغ١خ اٌؾ١بح. ثبٌؾشٚق

 .اٌّزؼخ ٚرّٕؾىّب

 اٌزمبسة ػٍٝ ٠ٚغبػذ ٚؽغبع١زٗ اٌغٍذ ؽبٌخ ٠ؾغٓ ِشهت ص٠ذ ثغغٛي، رشه١ت اٌغٍذ 

 .اٌجؾشح رغبٖ الإ٠غبث١خ ٚاٌّؾبػش اٌمجٛي رؼض٠ض ئٌٝ ثبلإمبفخ ٚاٌمجٛي

  رٕبٚي ٌزا اٌغٕغٟ، إٌؾبه أصٕبء اٌشاؽخ ػٍٝ اٌّإٌّخ أٚ اٌّز١جغخ ٚاٌّفبفً اٌغٍذ ٠إصش لذ 

 ِٓ خب١ٌخ ؽبٌخ فٟ اٌّش٠ل ِٓ ٌٍزأوذ ٚاؽذح عبػخ ئٌٝ عبػخ لجً ٔقف الأٌُ ِغىٕبد

 . الأٌُ

  انتثقُف حىل انثقافح اندُسُح:



  فٟ. اٌطج١ت ِغ اٌّؾىٍخ ٘زٖ ٔبلؼ اٌغٕغ١خ، اٌٛظ١فخ ػٍٝ الأد٠ٚخ رأص١ش فٟ اٌؾه ػٕذ 

 .ثذ٠ً دٚاء أٚ ِخزٍفخ عشػبد ٚفف ٠زُ لذ الأؽ١بْ ثؼل

  ِٓ أخشٜ ِشح رجذأ إٌغبء ِؼظُ ٌىٓ ثبٌؾشٚق، الإفبثخ ثؼذ اٌؾ١ل ٠ٕمطغ أْ اٌؾبئغ 

 اٌؾًّ ِٕغ ٚعبئً اعزخذَ ٌزا اٌٛلذ، ٘زا خلاي اٌؾًّ ٠ؾذس أْ ٠ّىٓ. ػفٛٞ ثؾىً

 .إٌّبعجخ مشٚسٞ

  ٓا اٌؾشٚق ئفبثخ ِٓ اٌزؼبفٟ ٠ىْٛ أْ ٠ّى  ِغ اٌزٛرش ٠زذاخً أْ ٠ّٚىٓ ِش٘م ب، أِش 

 ٚرم١ٕبد ٚاٌّٛع١مٝ، ٚاٌزأًِ، اٌش٠بم١خ، اٌزّبس٠ٓ رؼزجش. ٚاٌؾ١ّ١ّخ اٌغٕغ١خ اٌّؾبػش

 .ئ٠غبث١خ ثطش٠مخ اٌزٛرش ِغ اٌزؼبًِ هشق ػٍٝ أِضٍخ الاعزشخبء

  اٌؾشٚق ِٓ ا٢خش٠ٓ إٌبع١ٓ ِغ ٚاٌخجشح اٌّؼٍِٛبد رجبدي خلاي ِٓ اٌّؼشفخ ص٠بدح 

(Ruth & Cindy 2019). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix G 

 المعلومات الديموغرافية /  المحور الأول

    انثى            ذكر         الجنس: -1

 سنة.      :  العمر -2

  الحالة الاجتماعيــــة:     -3

            أعزب/ باكر                         

  متزوج/ متزوجة                          

 مطلق/ مطلقة                              

        منفصلة/  منفصل                  

 أرمل/ أرملة                               

 منفصل /منفصلة                          

 المستوى التعليمي :  -4

 لاٌقرأ ولا ٌكتب                                 

 ٌقرأ وٌكتب                                     

 خرٌج ابتدائٌة                              

 خرٌج متوسطة                             

 خرٌج  إعدادٌة                             

  خرٌج معهد فما فوق                       

 :  السكنبيئة  -5

                           حضر               رٌف              

 : الوظيفة  -6

 متقاعد              مهنة حرة           موظف حكومً      

 طالب               ربة ربٌت             

 

 

 



 المحور الثاني /  المعلومات السريرية

 يوم   مدة الرقود في المستشفى   .1

 درجة الحرق  .2

   الدرجة الثالثة                   الدرجة الثانية     

                          الدرجة الرابعة    

 اسباب الحرق  .3

     اٌّبء اٚ عٛائً عبخٕخ:               اللهب :              

    المواد الكٌمائٌة:                    مس الاشٌاء الساخنة:  ل         

 الاشعاع:                            التٌار الكهربائً:               

 :المحروقة الجسم سطح مساحة  .4

 11-  02 % 

 01- 02  % 

 01- 02  % 

 مكان الحرق  .5

 الصدر                              والعنق الرأس                            

   البطن  

           الطرف          الطرف العلوي الاٌمن            الظهر

                 العلوي الاٌسر  

 سرالاٌ سفلًال الطرف    الاٌمن سفلًال الطرف                  

  المنطقة التناسلٌة 

 تعاني من الأمراض التالية:  

   نعم               :          كلا  ارتفاع ضغط الدم المزمن - أ

   نعم               :                     كلا   مرض السكري - ب



  نعم                كلا  الصرع:                                - ت

   نعم               :    كلا  أمراض القلب والاوعٌة الدموٌة - ث

 :المحور الثالث/ العناية الذاتية 

 

 دائما احيانا ابدا انفقشاخ ت

 انعُاَح تاندشذ

    اخز ِغىٕبد الالاَ لجً ٔـ عبػخ لجً رٕظ١ف اٌغشػ.  .1

    رغ١١ش اٌنّبدح ٠غت اْ ٠ىْٛ ١ِٛ٠ ب أٚ ؽغت اٌزؼ١ٍّبد.  .2

ب فٟ وً ِشح.ئصاٌخ   .3  ِ     الأد٠ٚخ اٌّٛمؼ١خ ٚالأٔغغخ اٌزبٌفخ رّب

    اعزخذَ اٌقبثْٛ ٚاٌّبء ِٕٚؾفخ ٔظ١فخ ٌزٕظ١ف اٌغشٚػ.  .4

افؾـ اٌغشٚػ ثؼٕب٠خ ِغ وً رغ١١ش مّبدح ثؾض ب ػٓ ػلاِبد   .5

ص٠بدح الاؽّشاس أٚ اٌزٛسَ أٚ الافشاصاد أٚ اٌشائؾخ  ِضً اٌؼذٜٚ،

 .اٌىش٠ٙخ

   

ٚاٌنّبداد اٌّٛمؼ١خ اٌّٛفٛفخ ؽغت اعزخذَ الأد٠ٚخ   .6

 .اٌزؼ١ٍّبد
   

 انغزاء انظحٍ

رزٕبٚي اٌٍؾَٛ اٌج١نبء ِضً)اٌذعبط ٚالأعّبن( ثذلا ِٓ اٌٍؾَٛ   .7

 .اٌؾّشاء
   

     .رؾشة وٛة ٚاؽذ ِٓ اٌؾ١ٍت ل١ًٍ اٌذعُ ١ِٛ٠ب  .8

    .رزٕبٚي اٌجشرمبي اٚ ا١ٌٍّْٛ  .9

    .١ِٛ٠ب( ٚعجبد ;-:رزٕبٚي ٚعجبد فغ١شح ِٚزىشسح )  .11

    .رزغٕت رزٕبٚي اٌؾبٞ ِجبؽشرب ثؼذ اٌطؼبَ  .11

     .أوٛاة ١ِٛ٠ب ِٓ اٌّبء ٚاٌغٛائً 3رزٕبٚي   .12

    .رزغٕت اٚ رؾذد و١ّخ اٌذْ٘ٛ فٟ الأوً  .13

 انتًاسٍَ انشَاػُح

    .رغزط١غ رؾش٠ه اٚ اٌزٕمً ثذْٚ ِغبػذح الاخش٠ٓ  .14

    .اٌّزٛسِخ الأهشاف شفغر اٌشاؽخ ػٕذ  .15

    .اٌزّبس٠ٓ اٌجغ١طخ )ِضً اٌّؾٟ (رّبسط   .16

    .ِشاد فٟ الأعجٛع :-8رّبسط رّبس٠ٓ ا١ٌٍبلخ اٌجذ١ٔخ   .17

 انًشاقثح

    .رمَٛ ثم١بط مغو اٌذَ ثؾىً ِٕزظُ  .18

    .رمَٛ ثم١بط ِغزٜٛ اٌغىش اٌذَ ثؾىً ِٕزظُ  .19

    .رمَٛ ثّشاعؼخ  هج١ت اٌزغ١ٍ١ّخ ثبٔزظبَ  .21



    .اٌؾبعخرمَٛ ثض٠بسح اٌطج١ت إٌفغٟ ػٕذ   .21

 انعلاج

    .رٍزضَ ثأخز اٌغشػخ اٌقؾ١ؾخ ِٓ اٌذٚاء  .22

    .رزغٕت اعزخذاَ الأد٠ٚخ اٌّٛفٛفخ دْٚ اعزؾبسح هج١خ  .23

رمَٛ ثأخجبس اٌطج١ت ػٕذ ظٙٛس ا٢صبس اٌغبٔج١خ إٌبرغخ ِٓ رٕبٚي   .24

 .اٌؼلاط
   

 انتعايم يع انؼغىؽاخ انُفسُح

 4 -2ٚإٌَٛ )إٌَٛ رؾقً ػٍٝ اٌٛلذ اٌىبفٟ ِٓ اٌشاؽخ   .25

 عبػبد( فٟ ا١ٌَٛ.
   

    .رزغٕت اٌّٛالف اٌزٟ رإدٞ اٌٝ ص٠بدح أفؼبٌه  .26

اعزخذَ أعٍٛة الاعزشخبء )الأ٠شٚثىظ ، ٚاٌزأًِ ، ٚاٌّٛع١مٝ ،   .27

 ٚرم١ٕبد اٌزذ١ٌه( ٌزم١ًٍ اٌزٛرش ٚاٌمٍك.
   

الا٘زّبَ ثبٌزٛافً ٚرم٠ٛخ اٌؼلالبد الاعزّبػ١خ ِغ الأفذلبء   .28

 ٚالألبسة.
   

 انُظافح انشخظُح

     .رغزط١غ الاعزؾّبَ ثذْٚ ِغبػذح  .29

    .رؼزّذ ػٍٝ ٔفغه ػٕذ اعزخذاَ اٌّشؽبك  .31

    .رشرذٞ ِلاثغه ثقٛسٖ وبٍِخ ثذْٚ ِغبػذح  .31

رمَٛ ثبٌزأٔك ثذْٚ ِغبػذح )الأبلخ ،اٌؾؼش ،الأظبفش ،ا١ٌذ٠ٓ   .32

 (.،اٌٛعٗ ٚاٌّلاثظ
   

    .رٙزُ ثٕظبفخ الاعٕبْ  .33

    .رغزخذَ إٌّبؽف إٌبػّخ ٚإٌظ١فخ وٟ رزغٕت خذٚػ فٟ اٌغٍذ  .34

 سلايح اندسى

 أؽؼخ ِٓ ٌٍؾشٚق اٌّؼشمخ اٌجؾشح ٌؾّب٠خ اٌؾّظ ِٓ ٚال١ ب اسرذ    .35

 اٌط٠ٍٛخ ٚاٌغشا٠ًٚ اٌفبرؾخ الأٌٛاْ راد اٌّلاثظ ِضً ، اٌؾّظ

 .اٌط٠ٍٛخ الأوّبَ راد ٚاٌمّقبْ

   

    .اٌّؾشٚلخ إٌّبهك فٛق اٌن١مخ اٌّلاثظ اسرذاء رغٕت  .36

    .رزغٕت اٌغٍٛط ثبٌمشة ِٓ ِقذس اٌؾشاسح )اٌزذفئخ(  .37

 اٌجشٚدح أٚ اٌؾذ٠ذح ٌٍؾشاسح ؽغبعخ لأٔٙب اٌغذ٠ذح ثبٌجؾشح اٌؼٕب٠خ  .38

 .ثغٌٙٛخ رقبة أْ ٠ّٚىٓ
   

رزغٕت ِلاِغخ اٚ ِخبٌطخ اٌّشمٝ ِٓ أعً رغٕت أزمبي   .39

 .اٌؼذٜٚ
   

    .رزغٕت اٌغمٛه ٚاٌؾٛادس  .41

 

             

 

 



  University Of Babylon / Faculty Of Nursing 
Part one / Demographic Characteristics 

1. Sex  : 

Male                    Female    

2. Age  :                   years      

3. Marital Status 

 Single         

 Married      

 Divorced    

 Widowed      

 Separated 

4. Level of Education 

 No read and write               

 Read and write   

 Primary                    

 Intermediate          

 Secondary                  

 Institute and above   

5. Residency 

 Urban          

 Rural           

6. Occupation   

 Employee            

 Free work            

 Retired                 

 House wife          

 Student                

 



Part 2:Clinical Information: 

1. Length of hospital stay:    days 

2. Degree of burn:  

 Second degree            •Third degree       

 Fourth degree                                          

3. Cause of Burn: 

 Flame                            Scald                 

  Contact burns              Chemical       

  Electrical current         Radiation     

4. Total Body Surface Area Burned: 

 11–20%      

 21–30%      

 31–40%      

5. Burn area : 

 Head & Neck           Chest                Abdominal      

 Back                      R. upper limb    L. upper limb   

 R.   lower limb      L. lower limb    Genitalia           

6. Suffer from any of the diseases below: 

Hypertension :                  No         Yes    

Diabetes mellitus :            No         Yes    

Epilepsy :                          No         Yes    

Cardiovascular disorder:   No         Yes    

 

 

 



Part 3 / Self-Care Activities 

Always 

 

Sometimes Never Item  No  

Wound care 

   Take painkillers half an hour before 

cleaning the wound. 

1  

   Change the dressing must be done daily 

or as instruct. 

2 

   Topical medications and damage tissue 

should be completely removed at each 

time 

3 

   Use soap with water to clean the wound 

and a clean washcloth to dry it. 

4 

   Examine the wounds carefully with 

each dressing change for signs of 

infection, including increased redness, 

swelling, discharge, or a foul odor. 

5 

   Use prescribed medications and topical 

dressings as instructed. 

6 

Healthy Diet 

   Eat white meat (chicken and fish) 

instead of red meat. 

7 

   Drink one glass of low-fat milk daily. 8 

   Eat vitamins and minerals as orange or 

lemon. 

9 

   Eat small, frequent (5-6) meals per day. 10 

   Avoid drinking tea immediately after 

food. 

11 

   Drink 8 glasses of water and fluids 

daily. 

12 

   Avoid or limit the amount of fat in food. 13 

Exercises 

   Can move or transporting without help 

from others. 

14 

   When at rest, elevate swollen limbs. 15 

   Do simple exercises (such as walking). 16 

   You do fitness exercises (3-5) times a 

week. 

17.  

Monitoring 

   Regularly measure blood pressure. 18.  

   Regularly blood sugar test. 19.  

   Regularly a plastic surgeon visited. 20.  



   Visit a psychiatrist when needed. 21.  

Medications 

   Stick to taking the correct dose of 

medications. 

22.  

   Avoid using prescribed medications 

without medical advice. 

23.  

   Notify the physician when appear side 

effects from taking the treatment. 

24.  

Management of  psychological stress 

   Get enough time to rest and sleep (sleep 

7-9 hours a day). 

25.  

   Avoid situations that make you more 

irritable. 

26.  

   Use relaxation technique (Aerobics, 

meditation, music, and massage 

techniques) to reduce stress and anxiety. 

27.  

   Interest in communication and 

strengthen social relationships with 

friends and relatives. 

28.  

Personal Hygiene 

   Can take bath without help. 29.  

   Depend on yourself when using the 

toilet. 

30.  

   Get dressed completely without help. 31.  

   Dress up without help (style, hair, nails, 

hands, face and clothes). 

32.  

   Take care in dental hygiene. 33.  

   Use soft, clean towels to avoid skin 

scratches. 

34.  

Body Safety 

   Wear sunscreen to protect burn-prone 

skin from the sun, such as light-colored 

clothing, long pants, and long-sleeved 

shirts. 

35.  

   Avoid tight clothing over burned areas. 36.  

   Avoid sitting near a heat source 

(heating). 

37.  

   Taking care of new skin because it is 

sensitive to extreme heat or cold and 

can be easily injured. 

38.  

   Avoid contact with sick people  to avoid 

transmission of infection. 

39.  

   Avoid falls and accidents. 40.  



Appendix H 

 

 



 انًستخهض
 

 

 اٌغٛأت أعٛء ِٚٓ اٌّإٌّخ اٌقذِبد أوضش ِٓ ٚاؽذح اٌؾشٚق ئفبثبد رؼذ انخهفُح:

 ٚوزٌه ٚٔفغ١ ب عغذ٠ ب عٛاء ؽذ ػٍٝ ٚػٛائٍُٙ الأؽخبؿ ثٙب ٠ّش أْ ٠ّىٓ اٌزٟ  اٌّأعب٠ٚخ

ا اٌقؾ١خ اٌّؾىلاد أوضش ساثغ رىْٛ ِقبؽت  اٌؾذ٠ذح اٌؾشٚق .اٌؼبٌُ ِغزٜٛ ػٍٝ أزؾبس 

 اٌّشمٝ ٠ؾزبعٛا الأثذ، ئٌٝ أٚ ه٠ٍٛخ ٌفزشح رغزّش أْ ٠ّىٓ اٌزٟ اٌّنبػفبد ِٓ اٌٝ اٌؼذ٠ذ

ثؼذ  اٌطجٟ اٌفش٠ك لجً ِٓ ِٚزبثؼزُٙ الإسؽبد٠خ اٌجشاِظ خلاي ِٓ رأ١ٍُ٘ٙ ئػبدح ئٌٝ

 .اٌّغزمٍخ اٌزار١خ ثبٌشػب٠خ اٌم١بَ ِٓ ١ٌزّىٕٛا ه٠ٍٛخ ٌفزشح اٌؾشٚق ٚؽذح ِٓ خشٚعُٙ

 ػٍٝ الإسؽبدٞ اٌزار١خ اٌشػب٠خ ثشٔبِظ ش١أصررم١١ُ اٌٙذف اٌشئ١غٟ ِٓ اٌذساعخ ٘ٛ : فذهان

 ثشٔبِظٌزم١١ُ رأص١ش  رغش٠ج١خ ؽجٗ دساعخ رق١ُّ رُ :ُهدُحانً .اٌؾشٚق ِشمِٝؼبسف 

 اٌزٞ الإسؽبدٞ اٌؾشٚق. اٌجشٔبِظ فٟ ٚؽذح ِشمِٝؼبسف  ػٍٝ الإسؽبدٞ اٌزار١خ اٌشػب٠خ

أعش٠ذ اٌذساعخ ِٓ  .حزإٌّف ٌؼ١ٕخ اٌذساعخ اٌجؼذٞٗ ثٕٙظ الاخزجبس اٌمجٍٟ ٚثٕبؤٖ ٚرطج١م رُ

اخز١بس ػ١ٕخ  رُ .7178 ؽٙش اة اٌزبعغ ِٓ ئٌٝ 7179 رؾش٠ٓ الاٚي ػؾش ِٓ ؽٙش زبعغاٌ

ئٌٝ  ِّْٛمغ ُ. ٚ٘اٌؾشٚق ٚؽذح ِٓ ب  ( ِش٠ن1;) ( ِٓػ١ٕخ غشم١خغ١ش اؽزّب١ٌخ )

 ( ِش٠نب  81ٚ ) وّغّٛػخ اٌذساعخ الإسؽبدٌٍٞجشٔبِظ  خنؼٛا ( ِش٠نب  81): ِغّٛػز١ٓ

رُ عّغ اٌج١بٔبد ِٓ خلاي اعزخذاَ  .مبثطخ وّغّٛػخ رؼ١١ُٕٙ ٚرُ سٚر١ٕ١خ سػب٠خ ٠زٍمْٛ

 اٌغش٠ش٠خ ٚاٌّؼٍِٛبد اٌذ٠ّٛغشاف١خ عضاء سئ١غ١خ )اٌخقبئـ( أ8ِٓ ) خاٌّقّّ الاعزجبٔخ

 ؽذدد اٌّمبثٍخ. هش٠ك ػٓ ػ١ٍٙب اٌؾقٛي رُ اٌزار١خ( اٌزٟ اٌشػب٠خ ٚأٔؾطخ ٌٍّشمٝ

 رؾذ٠ذ ٚرُ. ِزخقق١ٓ( 91) ِٓ ِىْٛ ِٓ اٌخجشاء فش٠ك خلاي ِٓ الاعزج١بْ فلاؽ١خ

فٟ رُ رطج١ك اٌزؾ١ًٍ الإؽقبئٟ اٌٛففٟ ٚالاعزٕزبعٟ  .رغش٠ج١خ دساعخ خلاي ِٓ اٌّٛصٛل١خ

( 72-93) اٌؼّش٠خ فئبرُٙ ُ٘ ِٓ: اٌزوٛس، اٌذساعخ ػ١ٕبد ِؼظُ انُتائح: .رؾ١ًٍ اٌج١بٔبد

 الإلبِخ ِذح ؽشح، اػّبي اٌش٠ف، عىبْ الاثزذائ١خ، اٌّذاسط ِٓ رخشعٛا ،ِزضٚعْٛ عٕخ،

 عطؼ ِٚغبؽخ ثٍٙت، اٌؾشق اٌضبٌضخ، ؽشٚق ِٓ اٌذسعخ ٠ِٛب ،( :9-97) اٌّغزؾفٝ فٟ

 ٔزبئظ ٚوزان رؾ١ش .اٌؼ٠ٍٛخ ٠ٚؼبْٔٛ ِٓ ؽشٚق فٟ الأهشاف ،5(81-79) اٌى١ٍخ اٌغغُ

 ٚالاخزجبس( :9.224=  اٌّزٛعو) اٌمجٍٟ الاخزجبس ث١ٓبد وج١شح فشٚل ٚعٛد ئٌٝ اٌذساعخ

 ؽٛي اٌّشمٝ ثّؼبسف ٠زؼٍك ف١ّب اٌذساعخ ِغّٛػخ فٟ( 387:.7=  اٌّزٛعو) اٌجؼذٞ

 فؼبي الاسؽبدٞ اٌجشٔبِظ أْ ئٌٝ اٌذساعخ : اعزٕزغذالاستُتاج اٌؾشٚق. ثؼذ اٌزار١خ اٌشػب٠خ



 الاسؽبدٞ اٌجشٔبِظ رطج١ك ثؼذ رؾغٕذ لذ اٌزار١خ اٌشػب٠خ ؽٛي اٌّشمٝ ِؼبسف ٚأْ

 .اٌذساعخ ٌّغّٛػخ

 اٌّشمٝ أٚ اٌؾشٚق ٚؽذح فٟالاسؽبدٞ  اٌزار١خ ٌشػب٠خا ثشٔبِظ ئٔؾبء ٠زُ لذ :انتىطُاخ

 .ؽ١برُٙ ٔٛػ١خ ٚرؾغ١ٓ فؾزُٙ ػٍٝ ٌٍؾفبظ اٌّشمٝ ِؼبسف ٠ؾغٓ لذ ِّب اٌخبسع١١ٓ،

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



        

 خًهىسَح انعشاق                                                  

انعهًٍوصاسج انتعهُى انعانٍ وانثحث                                               

 كهُح انتًشَغ -خايعح تاتم                                          

                                    

 

 

 

 

 

 

 ًشػًانيعاسف  عهً الإسشادٌ انزاتُح انشعاَح تشَايح شُأثت

 انحشوقفٍ وحذج 
 ثـٙب رمــذَ أهشٚؽخ

 

 وساو هادٌ يهذٌ

 انً

 تاتم خايعح - انتًشَغ يدهس كهُح

 عهىو فٍ فهسفح انذكتىساِشهادج  َُم يتطهثاخ يٍ كدضء

 انتًشَغ

 

 تأشـشاف

 شزي سعذٌ يحًذ جستار انذكتىسالأ
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