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Abstract 

 

Burn injury in children is a traumatic experience to them and to their families. The aim of 

the study is to examine the prevalence post traumatic disorder and depression in children 

burns victims compared to a control group in Gaza Strip governorates, the population 

consisted of total 67 children with burn who were referred to two rehabilitation clinics for 

MSF in Gaza Strip and 126 control cases.  From the total sample, 37 of children with burn 

were boys (55%) and 30 were girls (45 %), while 63 of control group were boys (51%) and 

62 were girls (49%). The age ranged from 3- 14 years with a mean age of 5 years. 

Results: The study showed that the most common cause of burn was hot fluids- hot water, 

hot tea, and hot oil, while the least common cause was burn contacts with plastic mateiral, 

according to degrees of burn, 9 % had first degree burn, 76.1 % had second degree, and 9 

% had second and third degree, and 6 % had third degree. The most affected body areas 

were lower extremities (37 %), trucks and neck (25 %), upper extremities (25 %), face and 

neck (6 %) each. 

For psychopathology of burn children, the most common post-traumatic stress symptoms 

reported by children 7 years and above were: unable to recall the traumatic events of burn 

events 61%, upset by some things which reminded him/her of burn events 56 % and 

avoiding things or situations which remind him of events 56 %.  For post-traumatic stress 

disorder, 7% of children reported no symptoms, 27% reported one cluster of symptoms, 

33% reported partial, and 33% reported full criteria of PTSD.  For preschool age children 

13.5% reported  no PTSD,  27 % reported  one cluster of symptoms,  36.5 % reported 

partial criteria (2 cluster symptoms), and 23% reported full criteria of PTSD. 

In comparing depression between children with burn and control group, the most common 

depression symptoms rated by mothers of burned children aged 3-6 years injured were: 

96% needs support in activities, 96% feeling rejected,96% needs reassurance, 92% anxious 

and worried and ,92% moody , grouchy and irritable.  Depression symptoms in those 7 

years and above 47% do not have lot of energy, 35% do not look forward, 29% do not like 

to go out and 29% feel like running away. 

This study showed clearly a marked load of psychological symptoms in children subjected 

to burn trauma (Anxiety, Depression and PTSD) compared to normal control. 
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Chapter I 

 

1. Introduction: 

This topic was chosen as it is often an area overlooked in burn centers and is very relative 

to the care provided by medical staff. When gathering research studies only English 

language papers were reviewed these were assessed from online database such as 

PsycINFO, PsycARTICLES, Academic Search Premier, PubMed and Ovid. The literature 

reviewed consisted of many different styles of research studies mainly from academic 

journals. Search words were generated when searching for studies which are related to the 

topic, these words were included: Burns, Burn injury, depression, anxiety, Post-traumatic 

stress disorder, coping strategies and social implications, although there were a wide 

variety of studies, but there was no Palestinian studies found regarding this topic. 

Burn injuries are serious traumatic events for anyone, especially children. The morbidity 

and the mortality rates of them are tremendously high. In USA, burn injuries cause around 

3000 deaths per year, and 1 million emergency department’s visits (The Merk Manual, 

2006). Burn injuries neuropsychiatric sequels are the most neglected aspects of the care 

provided to burn victim. This co-morbidity is usually unknown by health professionals 

working in this area. It’s also unknown, that adults suffering from a psychiatric disorder 

such as mood disorder, anxiety disorder, personality disorders, drug addiction and 

psychotic disorder (Pavan, 2012) are more at risk of burn accidents than the general 

population; unfortunately, there isn’t clear data on child population regarding this matter. 

 

 

1.1.  Study Problem: 

Gaza inhabitant population is under tremendous stressors due to several factors: siege since 

2007 up till now, poor material resources and poverty, danger to physical and 

psychological integrity due to repeated devastating wars, this afore mentioned   stressful 

factors affect the ability of individuals to cope and maintain reasonable level of adaptation. 

The individual variance in coping strategies to stress resulted in emergence pf 

psychological symptoms and impairments in function and quality of life. Stressful struck 
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patients are prone to accidents of several types including burns (Natalia et al, 2012). This 

promoted us to look for the not uncommon and man-made traumatic stress ( burns) in Gaza 

Strip area as this subject have not been touched before, mainly children, this group are still 

in their potential path of development and burn trauma may have everlasting physical and 

psychological sequelae.  

 

1.2. Study justification: 

Several studies in Gaza Strip dealing with psychological symptoms in stressful situations 

and effects on quality of life of Palestinian population ( Thabet .AA, et al , 2008, 2009), are 

done with focus on stress, mood disorders and post-traumatic stress disorders resulting 

from siege and wars. As burns trauma have never been studied in our Palestinian child 

population, this study was initiated to fill the gap of spectrum of these several stressors on 

our unfortunate vulnerable young children by traumatic burn injuries which can be reduced 

markedly and hopefully be eradicated, this main themes of clinical interest in these 

children were depressive and PTSD and anxiety symptoms were frequently reported in 

burned patients (Palmu et al, 2010). 

 

1.3. Study goal: 

Palestinian people in Gaza Strip are living under very stressful conditions, this has been 

created by continuous siege from 2007 up till now and the destructive war attacks by Israel 

(3wars). Observation and studies showed a marked increase of psychopathology 

symptoms, with clinical feature of PTSD, stress reaction, anxiety, and depressive 

symptoms (Thabet et al, 2009). 

In this study we focus on one serious traumatic events, that is burn in which there is 

remarkable clinical psychopathological symptoms both acute with event of burns and 

chronic PTSD evolutionary to burn trauma, with serious impact on and  influence on 

quality of life, rehabilitation and reintegration of burned victims to pre-trauma function. 

The group of burned victims we choose in our study are children 3-14 years of both 

genders and matched control in socio-demographic factors from different areas in Gaza 
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Strip who attend MSF clinics for burn care and treatment, the source of referral is either 

self-referred or from the governmental health centers and hospitals. 

 

1.4. Specific research objectives: 

  To identify the presence of PTSD symptoms in burned children and their 

prevalence, intensity, and severity.( this evaluated by the presence of full criteria of 

PTSD, partial criteria or single symptoms variable). 

 To determine the prevalence of depressive symptoms in burned children and 

matched control. 

 To recognize the causative agents causing burn trauma in our community children 

victims. 

 To predict coping strategies and preventive measures necessary to avoid exposure 

to burn in young children. 

 Psychosocial attitude and awareness of accident prone children vulnerable to 

trauma in general and burns in particular. 

 

1.5. Context  

Palestinian people in Gaza Strip are under severe unfavorable and harmful stresses, siege 

since 8years, and repeated exposure to destructive wars, increase psychological 

decompensation and disorders, this scene is complicated by disadvantageous socio-

economic factors (poverty, unemployment, unsuitable residential places, involvement of 

young children in home chores and works). In this situation children are the vulnerable 

groups of these ailments and stressors including burn injuries. 

In Gaza Strip, MSF runs two clinics offering postoperative care to help patients recovering 

from trauma and burn injuries, most of the time, after they have been discharged from one 

of Gaza strip hospitals’ burn units. Most of these clinic’s patients are children, victims of 

burn injuries, aged from few months to 17 years old. These injuries are caused by domestic 

accidents due to electricity cut or shortages of fuel which force people to find alternative 
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means to cook or heat their homes. Children are burned by hot liquids, flames or electric 

wire. The care offered includes physiotherapy, dressings and psychological support.  

Short term psychotherapy has been provided for some patients in need, more and more 

each month, through a clinical psychologist based in each clinic.  

MSF is an international, independent, medical humanitarian organization that delivers 

emergency aid to people affected by armed conflict, epidemics, natural disasters and 

exclusion from healthcare. MSF offers assistance to people based on need, irrespective of 

race, religion, gender or political affiliation. MSF is present in the Palestinian Occupied 

Territories since 1989 and in Gaza strip since 2000, running medical, surgical, and mental 

health projects. In Gaza strip, the activity is also focused on plastic surgery, reconstructive 

surgery and hand surgery for patients suffering from serious burns, trauma and other 

debilitating injuries. Specialist surgeons, anesthetists and operating theatre nurses work 

alongside Palestinian colleagues in the two main public hospitals (Shifa & Naser), during 

surgical rounds. 

 

1.6. Definitions: 

1.6.1 Burn injury: 

Is defined as damage to the skin or other body parts by extreme heat, flame, or 

contact with heated objects or chemicals. 

1.6.2  TBSA:  

Size refers to the extent of area of the body damaged and is expressed as a 

percentage of total body surface area (TBSA) 

1.6.3 PTSD: 

A common anxiety disorder that develops after exposure to a terrifying event or 

ordeal in which grave physical harm occurred or was threatened. 

1.6.4 Depression: 

An illness that involves the body, mood, and thoughts and that affects the way a 

person eats, sleeps, feels about himself or her, and thinks about things. 

http://www.medicinenet.com/anxiety/article.htm
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Chapter II 

2.  Conceptual framework & literature review: 

 

The reaction of the individuals to traumatic events and stressors whether burns accidents or 

others differs greatly and the resulting symptoms in heterogeneous in presentation. This 

depends on various factors both negative and positive to give a final outcome to burn 

trauma (see figure 1) for detailed display of interacting variables. 

As shown in  ) figure 1 ( we are going to study the prevalence of PTSD and depression 

among burn children and depression among control group and to find the main differences 

between the two groups in depression and in relation to other socioeconomic variables 

such as sex, age, place of residence,  family monthly income, and number of siblings. 

  

Figure 1 : Conceptual frame work of study 

 

2.1. Trauma and stressor related disorders: 

Trauma and stress related disorders in which exposure to a traumatic or stressful event is 

listed explicitly in DSM-5 as diagnostic criterion; these include reactive attachment 

disorder, disinhibited social engagement disorder, post-traumatic stress disorder, acute 

stress disorder and adjustment disorders (DSM-5, 2013). 



 

6 

 

Psychological distress following exposure to a traumatic or stressful event is quite variable, 

In the sense that many individuals exhibit a phenotype in which, rather than anxiety or 

fear-based symptoms, the most prominent clinical characteristics are anhedonia and 

dysphoric symptoms, angry and aggressive symptoms or dissociative symptoms, of clinical 

distress following exposure to catastrophic or aversive event, the DSM-5 grouped the 

aforementioned disorders under a separate category: Trauma- and stress – related 

disorders. 

 Furthermore, it is not uncommon for the clinical picture to include some combination of 

the above symptoms (with or without anxiety or fear-based symptoms). Such a 

heterogeneous picture has long been recognized in adjustment disorders as well. 

Social neglect that is, the absence of adequate care giving during childhood is a diagnostic 

requirement of both reactive attachment disorder and disinhibited social engagement 

disorder (DSM-5, 2013). The internalizing symptoms of these are depressive symptoms 

with withdrawn behavior and the externalizing symptoms are angry and aggression (Pavan, 

1996). 

The exposure to burn trauma is one of the most serious and distressing event a child can 

face. Children are vulnerable group for accidents of serious nature especially falls and 

burns are the most prevalent in the childhood trauma scene. Thus burns in children 

represent an important cause of mortality, morbidity with serious physical and emotional 

sequelae. Male children have higher levels of burns incidence which probably due to 

gender difference in behavior compared with girls and this is observed in different cultures 

in which family impose greater surveillance among girls and boys have more chance to 

explore and develop risky behavior exposing them to accidents of several types including 

burns (Natalia et al, 2012). 

 

Burns accidents events in childhood are quite related to gender, age, development phase, 

and presence of physical or mental impairments. Most burns injuries in children occur at 

home, the causal agents, hot fluid, chemicals, inflammable products, hot metals, electric 

plugs and wires. In late childhood periods flames are more frequent, traumatic burn injury 

cause damage to the skin or other body parts by extreme heat, flame or contact with heated 

objects or chemicals (William, 2012). 
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Burn victims often suffer from psychiatric disorders and there a clear connection between 

the extent and severity of injuries, total body surface area (TBSA) and mental illness (see 

figure 2.1) particular anxiety, mood disorders, and post-traumatic stress disorders (Pavan et 

al, 2012), older and children are usually less able to cope with traumatic experiences. For 

example up to 80 % of children suffering from burns develop PTSD 1 or 2 years after the 

trauma versus 30% of adults (Pavan et al, 2012). 

The impact of burn injuries on health service is tremendous. In USA about one million 

burn victims occur every year, 500 thousands are attended at emergency services and 40 

thousands are hospitalized (Gonclaves et al, 2012), deaths due to burns are the fifth 

common cause of non-intentional trauma and the third cause of fatal trauma at home 

(Yoder et al, 2010). 

Burns are a global public health problem, accounting for an estimated 265,000 deaths 

annually. The majority of these occur in low-and middle income countries and almost half 

occur in the WHO south-east Asia region (WHO, 2014), In many high-income countries, 

burn death rates have been decreasing, and the rate of child deaths from burns is currently 

over 7 times higher in low-and middle-income countries than in high-income countries. 

Not only mortality but also non-fatal burn are escalating and leading cause of morbidity, 

including prolonged hospitalization, disfigurement and disability, often with resulting 

stigma and rejection. In 2004, nearly 11 million people worldwide were burned severely 

enough to require medical attention (WHO, 2014), In India, over one million people are 

moderately or severely burnt every year. Data from some countries also mirror the 

seriousness and wide spread burn injuries. In Bangladesh nearly 173,000 children are 

moderately or severely burnt every year, 17% of them have temporary disability and 18% 

have a permanent disability. In other countries particularly Nepal, burns are the second 

most common injury accounting 5% of disabilities. Figures from WHO reveals regional 

differences in burns rates. 

Children in African under 5 years have almost 3 times the incidence of burn deaths than 

infants worldwide, the boys less than 5 years in Eastern Mediterranean region are almost 6 

times as likely to die from burns as boys in European region. 

In burns injures females and males have broadly similar rates, this is in contrast to the 

usual injury pattern, where the rates of injury for the various injury mechanisms tend to be 
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higher in males than females. In children the presence of physical or mental disability is a 

risk factor for burn injury with improper adult supervision and child maltreatment, as 

children are particularly vulnerable to burns, serious burn injury leading to death in 

children aged 1-9 years are the 11
th

 leading cause among them and the fifth most common 

cause of non-fatal childhood injuries( WHO , 2014). 

The economic impact of burn injury is huge. In 2000, direct cost for care of children with 

burns in USA exceeded 211 million dollars. In Norway, cost for hospital burn management 

in 2007 exceeded 10.5 million Euros. In direct costs such as prolonged care for deformities 

and emotional trauma, and commitment of family resources, also contribute to 

socioeconomic impact (Brigham, 1996), what is more noticeable is that people living in 

low- and middle-income countries are at higher risk for burns than people living in high-

income countries. Within all countries however, burn risk correlates with socioeconomic 

status (WHO, 2014), other important risk factors for children in burn injuries are poverty, 

overcrowding, lack of proper safety measures, placement of young girls in household roles 

such as cooking and care of small children. And children burns occur for this reason 

mainly at home in domestic kitchens, from upset receptacles containing hot liquids or 

flames, or from cook stove explosions. 

 

Due to advancement of medical care for burns and increased awareness of its impact 

among medical profession and public, the incidence of burns accidents declined. In a 

recent evaluation it has been found that the incidence level of burns decreased in recent 

years from 10 cases per 1000 in 1950 to 4.2 per 1000 in 1990 (Brigham, 1996). And the 

symptoms clusters maybe few and sub-syndromal or the psychological distress is fully 

apparent in well recognized disorder which met diagnostic criteria of trauma and stressor 

related disorders, especially in those with preexisting psychopathology and poor coping 

through dysfunctional and disruptive strategies (Dalal et al, 2010). 

The premorbid psychopathology maybe proposed as proneness or vulnerability risk factors 

for burn trauma in the same ideas of accidents prone people including car accidents, and it 

is logic to assume that impulsive, aggressive and reckless traits of personality put a risk 

factor of great magnitude. 
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2.2 Psychological effects of burn children 

 

2.2.1 Acute stress disorder 

Acute stress disorder (ASD) as defined by DSM-V is composed of dissociative symptoms, 

intrusive, avoidant and arousal symptoms with negative mood criterion added in DSM-V 

version. 

Acute stress disorder occurs easily in burn trauma (first week), dissociative symptoms are 

prominent from beginning (de-realization, emotional numbing, depersonalization, 

reduction of awareness of ones surroundings). These can be observed in various types of 

accidents (Speigel,  1992 ) (Cardina et al, 1993).   In preschool children, acute stress was 

reported in 25 % - 29 % of the children (De Young, 2012). Separate symptom clusters 

were highly prevalent: 80 % for re-experiencing, 62 % for avoidance, and 39 % for arousal 

(Stoddard, 2006), negative mood features such as sad, fearful, irritable, angry and 

withdrawn. 

In school-aged children, acute stress disorder (ASD) was diagnosed in 31 % of the children 

within the first 2 weeks post burn injury (Saxe et al, 2005), the duration of symptoms 

requirement is three days up to one month and can typically begin immediately after burn 

trauma. .Acute stress disorder with anxiety and depressive features are prevalent in various 

studies 18%-26 % (Medianos et al, 2001). (Difeda et al, 2002). 

Wide range of psychological distress and symptoms are expected in the plethora of 

seriousness of burn trauma results, such as losses, pain, disfiguring, distorted body image, 

sleep disturbance and social dysfunction, the well-recognized psychiatric disorder 

following burn injury is PTSD – Post Traumatic Stress Disorder. Some authors found 

moderate to severe depression in high proportion of burn survivors ( Wiechman S.A et al, 

2001), and anxiety features in those who recover from severe burn injury 65 % compared 

to 55 % in those with non-burn injury (William et al, 2008). See Annex  6: DSM-5 

Diagnostic Criteria for Acute Stress Disorder. 

2.2.2 Post-Traumatic Stress Disorder (PTSD) 

It is well established that trauma-exposed children and adolescents run considerable risk of 

developing posttraumatic stress disorder (PTSD). Since Terr (1981; 1983) first described 



 

10 

 

posttraumatic stress symptoms in children ( Saigh, 1996), the study of pediatric PTSD has 

shown an exponential growth, the Prevalence of post-traumatic disorder in trauma exposed 

young children varies between studies with rate 25 %  (Bryant, 2004) to 76.5%  (Khamis, 

2008), on average 30%  of  traumatized young children develops PTSD. 

Post traumatic disorder is a major mental illness in acute burn injury. Exposure to 

perceived life threatening trauma or event, must involve intense personal emotional 

response that results in social or occupational impairment (Ibram et al, 2013), (APA-DSM-

V, 2013), to quality for post-traumatic stress disorder diagnosis, the complication of PTSD 

economically is tremendous. In 2005 US war Veteran were receiving disability 

compensation for this illness, for a cost of 4.3 billion USD, this is because of the frequently 

correlated agonizing pain, mental stress, extended admittance in hospitals, permanent 

amputation, contractures formations, all of which contribute to the enhancement of 

physical and mental disability and impairment in social and occupational domains, and 

quality of life (Ibram et al, 2013) mentioned that the incidence of burn injury homicidal in 

India – Pakistan region has always been astronomical in rates and that 10.9 % of total 

admission in Khayber-teaching hospital of Peshawar was due to burn injuries. 

Early literatures identified mental health consequences of burn injury resulting in 

dissociation experiences, avoidance, and acute grief in those hospitalized for burn injuries 

(Tedston et al, 1997),   and the rate of PTSD reported by (Bryant et al, 1996) was 45 % in 

adults 12 months after burn injury. Diagnosis of PTSD can only be established more than 

one month after the traumatic event; screening instruments for detection of symptoms 

(intrusion, avoidance, and hyper arousal) are useful to identify those at risk and in need of 

treatment. 

The predisposing risk factors associated with PTSD were younger age (adolescents), 

gender female, and greater total body surface area injured by burn (Loey, 2003), also found 

that anxiety related to acute pain was a predictor of PTSD symptoms after burns and long 

after discharge from hospital, and that pain severity was the most robust predictor of later 

expression of suicidal ideas and thinking. 

This has been observed in different types of trauma with disproportionate suicidal rates 

among individuals suffering from different type of pain, the size and severity of burn 

injury do not always predict psychological outcome in children, factors such as family 

cohesion, support, and loving style in children rearing. 
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Behavior and conduct problem in injured children pre burned trauma are complex interplay 

of factors  which can enable us to understand why a person with minor burn  trauma may 

have devastating psychological reaction, whereas some with massive burn injury may 

adjust surprise  (Taal et al, 1997), the pain perception in burns has a large psychological 

component  and attracts a strong attentive response because of the potential threat of 

damaged tissue associated with the sensation ( Linzette, 2012). 

Patient comfort and compliance during wound care and rehabilitation as well as successful 

healing of the wound, is essential in achieving optimal functional out comes and quality of 

life post-injury (Linzette, 2012). Adequate pain management in burns injured patients 

stressed by several authors to make the rehabilitation process as well as the entire recovery 

process less distressful and improve compliance and recovery process (Hoffman et al, 

2011). 

As burns injury is a most painful experience to child victim, and their emotional problems 

experienced have long been over shadowed by the emphasis on survival, Child undergoes 

various stages of maturation and adjustment that parallel the stages of physical recovery, 

adjustments of burns injury seem to involve interplay between the child temperament 

before the injury, moderating environmental factors and ensuing medical care, 

Understanding the process behind emotional suffering of children following burns will 

help the clinicians to recognize the psychiatric sequelae. (Taal et al, 1998).This will help in 

appropriate psychiatric services to patients with burn and will help in speeding up their 

recovery. 

Rehabilitation into their social, academic and family situation will thus be more easily 

achievable if emotional needs of the victimized child can be handled more effectively, 

quality of life in children surviving massive burns can be improved by multidisciplinary 

after care and family support, family services should be incorporated into both acute 

management and follow up care. In addition children should resume age appropriate 

activities including school, as soon as possible after discharge (Sheridan et al, 2000). 

As children cognitive development are not able to process or rationalize the traumatic burn 

event, which leads to persistence of the distress and avoidance behavior, emotional 

paralysis and para arousal, Post-traumatic stress disorder (PTSD) usually develops 

sometimes after traumas, the delay maybe relatively short or perhaps as long as 30 years 

(Paven et al, 2012). Symptoms may fluctuate over time and more intense in stressful 
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periods. Around 10 % show no improvement, the remaining either recover or maintain 

mild symptoms. Children are less able to cope with burn experiences, for example, up to 

80 % of children suffering burns develop PTSD 1 or 2 years after trauma. 

Those surrounded by a stronger social support network are more greatly protected against 

the development of PTSD, or develop less severe form, and tend to have better and quicker 

recovery (Lu et al, 2007). See Annex 7: DSM-5 Diagnostic Criteria for Post-Traumatic 

Stress Disorder. 

The main therapeutic approaches are supportive and encouragement to discuss the burn 

event, sleeping pills and mild sedatives can often also help as well as anti-depressants such 

as Imipramine and Amitriptyline, which have proved to be effective in both anxiety and 

reactive depression. 

Some Selective-Serotonin Reuptake Inhibitors (SSRI) can also be helpful in treating 

symptoms, especially in the acute phase. Other drugs may also be useful in PTSD – 

symptoms and signs, (Stanovic et al, 2001) reported on use of Risperidone in burn trauma 

in adults 10 in number in retrospective study. Risperidone is an atypical antipsychotic 

medication that demonstrate significant a- noradrenergic antagonism. It showed moderate 

to high efficacy with PTSD – related symptoms including pain, nightmares, distressing 

symptoms, negative mood and aggression. the dose which Stanovic used 0.5 mg – 2 mg , 

average 3 mg and no reported side effects. As the sample is small and patients are adults 

with no long term follow up, its use in children with burn trauma have to be selected with 

high care and close observation by psychiatrist. 

The study of  Harmon & Riggs reported also a beneficial effect of clonidine in PTSD in 

seven preschool children ( ages 3- 6) with a diagnosis of PTSD received open treatment 

with clonidine at dose range of 0.05 -0.15 mg per day, ( Harmon et al, 1996), the minority 

of children showed at least moderate improvement in hyper-arousal, hypervigilance, 

insomnia, nightmares and mood labiality, the rationale for use of Risperidone is the 

reduction of central nervous system (CNS) adrenergic activity, same as clonidine, 

Norepinephrine appears to play important role in acute stress and post – traumatic stress 

disorder (PTSD) symptoms such as arousal, nightmares, vigilance, and selective attention. 
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2.2.3 Mood Disorders in burn injuries 

Major depressive disorder is categorized, in the DSM-5, under mood disorders. The 

estimated lifetime prevalence is 6% across the world (Waraich, 2004). The symptoms can 

vary from one to another patient, but include a depressed mood or loss of interest/pleasure 

in daily activities lasting for a minimum of 2 weeks. These symptoms have negative 

consequences on the individual's routine activities and/or relationships. 

Of all mood disorders, major depressive disorder is the most frequent reported in burn 

injured patients, 15 to 21 % (Palmu et al., 2010). Many studies have found that, of all the 

negative psychological outcomes, depression is a common childhood psychological 

reaction to burn injury (Patterson et al., 1993). And as stated by Lawrence et al. (2006) 

depression is the most common mental consequences of burn trauma. There isn’t any 

clinical difference in terms of symptoms quality between major endogenous depressive 

disorder and a depressive episode caused by a traumatic experience . 

A major and necessary distinction has to be made between major depressive disorder and 

adjustment disorders to life events such as burns. An adjustment disorder is, by definition, 

directly related to an acute event which happened in the previous three months and should 

last no longer than 6 months after the event. The prognosis is better than the major 

depressive disorder one or anxiety disorders ones . 

Most burn survivors’ depression index is within mild to moderate range (Wiechman et al., 

2001). However, moderate to severe depressive disorders have been found in 18 to 45% of 

burn survivors, several years after their physical injuries healed (Thombs et al., 2007). One 

study, with a child population with minor burns, didn’t report depression as a consequence, 

several weeks up to 4 years after the burn (Fukunishi, 1998). However, two cross sectional 

studies found major depression in 3 % of a 7 to 19 years old child population; 9 years after 

the incident (Stoddard et al., 1992), and in 9 % of young adults, 14 years after the burn 

(Meyer et al., 2007). Long-term cross-sectional studies on depression-related concepts, 

such as mood and psychological adjustment, have reported mixed results. Overall 

depression ratings in adolescents 3-14 years post burn were higher compared to both 

healthy controls and controls with fractures (Rivlin, 2007). The child depressive reactions 

include suicidal ideation, self-rejection, aggressiveness, irritability, and withdrawal 

behavior (El Hamaoui, 2002). Furthermore, Stoddard (1982) reported in their study that 

anger, grief, and guilt were also identified among pediatric burn patients. 
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In summary, diagnostic studies have shown that depression might be a long-term issue for 

a small subgroup of survivors. Significant rates of depression were particularly found 

among survivors of large burns. Depression is linked to anxiety (Stoddard et al., 1992), 

worse quality of life, negative body esteem, and dissatisfaction with appearance (Pope et 

al., 2007). 

 This point towards follow-up studies with goals of tackling different areas of impairments 

and encourage various professional domains-physicians, psychologist’s, social workers, 

physiotherapists and family all collaborating to improve the health and quality of life of 

these young burn injured victims. Adolescents and young adults from more positively 

functioning families (Rosenberg et al, 2006), and with more social support from friends 

(Orr et al., 1989) were less depressed than others. 

2.2.4 Anxiety disorders in burn patients 

Anxiety is one of the psychiatric disorders a burned patient can experience. There is a clear 

connection between injury’s extent and severity as measured by TBSA and the 

development of this mental illness (Pavan et al., 2012). 

 Anxiety disorders were present in 14% of burned patients before the incident (anxious 

personality). And in 20 % of cases, the anxiety disorder developed after the incident will 

last forever (Franulic et al., 1996),  state anxiety is what we observe in burned victims; it’s 

due to psychosocial or natural stressful events regarding grieving reaction over the loss of 

their previous appearance sometimes troubled by reactions of others (Partridge et al., 

1995).  

There is an issue of appearance and aesthetic especially when there is facial injury or large 

injury. They have a significant impact on self-consciousness. In consequence, they increase 

the risk of developing an anxiety disorder (Tebble et al., 2004).And that other magnitude 

of anxiety disorder across groups of non-burned trauma, burned trauma and neutral reveals 

a remarkable high anxiety in severe burn injury ( Hulbert et al, 2008). 

Burn pain is the most excruciating type of pain, in burn injury, it leads to anxiety in 

viscous circle as shown on the figure 2.3 adapted from (Loncar et al., 2006). 
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Figure 2: The relationship between burn pain, and anxiety. 

 

An adequate and proper pain management would help a lot to reduce distress, suffering 

and anxiety of burn injured patients. 

 

2.2.5 Sleep disorders in burned patients 

Insomnia and nightmares are reported in 70 % of PTSD cases; and it is core features of 

PTSD diagnosis. Nightmares are usual symptoms of PTSD; they seem to predict the 

emergence of acute and chronic PTSD (Pavan et al., 2012). Strategies based on emotional 

and therapeutic effective family approaches can reduce the frequency and intensity of 

nightmares events, and it’s prudent to monitor burned patients to evaluate the risk of acute 

and chronic PTSD (Low et al., 2006). 
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Children who are severely burned have a high risk of developing sleep problems, which in 

return have significant adverse effect on their recovery. Difficulty falling asleep, increased 

arousal, nightmares, and increased daytime sleepiness are common in the acute phase and 

may persist up to one year after the event. 

Treatment is divided into two major types: non pharmacological and pharmacological. Non 

pharmacological treatment, also referred as behavioral techniques, may include one or a 

combination of the followings: sleep hygiene, stimulus control, sleep restriction, relaxation 

techniques, cognitive, and light therapy. Pharmacological therapies may include hypnotics 

(benzodiazepine, non -benzodiazepine, or benzodiazepine receptor agonists), 

antidepressants, over-the-counter preparations, hormone replacement therapy, herbs, and 

melatonin. What is suitable for a burned child is the antihistaminic Cyproheptadine; it is 

useful on both insomnia and nightmares. 

 

2.3 Pain in burn injury 

Burn injury pain is arguably one of the most excruciating types of pain known to the 

mankind and the most difficult type of acute pain to manage (Loncar et al., 2006). It has 

been reported that patients who didn’t receive appropriate pain management, had more 

chance to develop chronic pain, post-traumatic stress disorder, and associated depression 

(Taal, 1997). Pain management is one of the most important parts of burn management. 

Fear and anxiety induced by a negative acute pain experience increases pain perception 

and causes patient loss of faith in medical staff and poor compliance with rehabilitation 

therapies (Loncar, 2006(. 

Routine pain monitoring and treatment is an important aspect of burn management. Pain 

numeric rating scale (NRS), interviewer administered (verbal) and self-administered 

(visual), is nearly ubiquitous in health care settings (Kurt et al., 2000). The interviewer is 

asking the patient: ―on a scale from 0 to 10, where zero means no pain and 10 equals the 

worst possible pain, what is your current pain level?‖. Adolescents and elder children have 

good enough development cognition to understand how to respond to this pain assessment. 

For younger children, it isn’t suitable. So, apples pictures can be used, they have different 

sizes symbolizing the pain the child is experiencing. The physician can also judge from 

their behavior . 
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The skin pain threshold temperature is 42°C. Analgesia is best accomplished by cooling, 

covering the burned area, and opioid IV (Morphine) in a dose weight schedule. In child 

burned victims antidepressant are useful also as analgesics associated with pediatric 

formulations of (NSAIDs) non-steroid anti-inflammatory drugs, local Lidocaine in the 

form of cream or spray. Opioid derivative therapy is recommended as last resort in 

specialized burns clinics. The importance of this is the often overlooked conception if the 

importance of the relationship of pain and psychological distress , and that the burn 

individual feels pain exaggerated by his anxiety during procedure of treatment leading to 

further anxiety and pain as both positively correlated ( Abdi et al, 2002). 

This emphasizes the importance psychological treatment in pain therapy. There are several 

non-invasive management approach which are found to useful adjuncts to pharmacological 

analgesic, as treatment for both pain and pain related anxiety. These include the following 

methods: 

 Music therapy. 

 Video games. 

 Attention focusing. 

 Cognitive behavior technique. (Can be used in elder children). 

 Relaxation therapy in adolescents. 

 Deep breathing exercise. 

 Patient education and preparation. 

Note: desensitization and supportive psychotherapy can be used in older 

adolescents with good cognitive abilities and welling for cooperation and comply 

with schedule of therapy sessions (Linzette D Morris, 2012), this component of 

management ensures prompt social reintegration and optimal quality of life post 

burn- injury (Sen, et al, 2010). 

 

 

 



 

18 

 

Chapter III 

3. Methodology 

3.1 Introduction: 

This chapter covers in detail the research methodology that is used to obtain the result of 

study; this includes search sample, overview of information needed, research design, 

methods of data collection, methods for data analysis and synthesis, ethical considerations 

and  limitations of the study. 

3.2 Study design 

This survey is a  descriptive comparison  study as it is useful in assessing stress related 

psychological symptoms in a community like Palestinians in Gaza Strip who are already 

under stress of siege and faced destructive wars and several disadvantages other stress.,  

 

3.3 Study population 

The population of burn included all the children with burns injury of the age ranging from 

3- 14 years old , and who were coming to the MSF clinics, and the control were chosen  

from siblings and neighbors of the burn children matching age ,and sex and had no history 

of traumatic injury. 

The total number of children with burn and included in the study was 67 cases, and the 

control group was 126 children. 

3.4 Sampling method 

Every child attending the clinic for burn rehabilitation was included in the survey after 

checking the exclusion criteria. The inclusion for the control group was done the same day 

or another day, depending of the clinic activity with siblings of child patients, and 

neighbors. 
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3.5 Study setting 

MSF rehabilitation postoperative program in the Gaza Strip started in 2007 to provide 

postoperative care (dressing, physiotherapy and medical care) for burn and trauma patients. 

The medical teams are specialized in providing medical care for burn patients. Around 

80% of patients attending the clinics are domestic burn injuries, 60 % are children under 16 

years old. 

3.6 Eligibility criteria 

 

3.7.1 Inclusion 

 Inclusion criteria were:  burned injured children, aged over 3 and less than 14 years 

old. 

  Oriented and   able to communicate with others. 

 Burn injury at least 4-6 weeks. 

3.7.2 Exclusion 

 Exclusion criteria were:  

 Intellectual developmental disorder. 

 Epilepsy. 

 Chronic physical illness causing motor impairment, sight and hearing function 

impairment. 

 Age under 3 and over 14 years old. 
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3.7 Data collection procedure 

A structured interview with 5 tools has been implemented to collect data directly from 

burned child parents attending to the MSF clinics in Gaza City and Khan Younis 

governorates through an interview with one of the medical staff of the clinic (physicians, 

nurses, and physiotherapists). Information and instructions have been provided to the MSF 

medical staff about the study. Every ambiguous question has been clarified with them if 

necessary. 

3.8 Data entry and analysis 

The researcher  used statistical package the social science (SPSS) program, version 20,the 

stages of data analysis included coding the questionnaire, data entry, data cleaning, 

constructing frequency table for all the study variables, testing for frequency distribution, 

cross tabulation for main findings and advanced statistical tests such as Chi square test to 

compare categorical variables between cases of burns and control, and t test or One way 

ANOVA test to compare means of numeric variables will be done when required to 

analyze questionnaire data and will find the difference in PTSD and depression. 

3.9   Study instrumentations 

The researcher used five instruments to implement his study 

3.10.1  Socio- Demographic Questionnaire 

           This questionnaire included epidemiological data: sex, age, area of residence, type      

of residence, number of siblings, parent’s education, parents work, cause of burn, 

location of burn and the degree of burn. 

3.10.2   Depression Self-Rating Scale for Children 

(Birleson 1978), translated in Arabic (Thabet, 2010) 

The DSRS-C is simple to use.  It is brief and only takes a child a few minutes to 

complete.  Children with poor reading skills or short-term auditory memory 

difficulties may require help in understanding the longer items, but the scoring 

patterns of younger children have been found to be very similar to those of their 

elder peers (Birleson et al. 1987).  
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 Children are usually pleased to describe their experience through completing the 

scale and this communication or sense of being understood may facilitate a 

therapeutic relationship. Children are asked to consider their experience during the 

previous week and to tick how each item has applied to them. Explain that there is 

no right or wrong answer and that the important thing is to say how they have really 

felt.   

They are asked to choose whether the statement applied to them "most of the time", 

"sometimes" or "never".  Item responses are simply scored in the direction of 

disturbance, i.e. depressive items score 2, "sometimes" items score 1, and non-

depressive items score 0.  

For items 1, 2, 4, 7, 8, 9, 11, 12, 13 and 16 'mostly' scores 0, 'sometimes' scores 1 

and 'never' scores 2.  For items 3, 5, 6, 10, 14, 15, 17 and 18 'mostly' scores 2, 

'sometimes' scores 1 and 'never scores 0.  The item scores are summed to give the 

total score.    

3.10.3  The Pre-school Children Depression Checklist (PCDC). 

 (Translated in Arabic (Thabet, Abu Kousa, 2013) 

Depressive symptoms were transformed into 32 questions that cover an array of 

depressive behaviors in this age range (mood, affects, interaction with peers and 

with adults, play characteristics, somatic and vegetative disturbances, etc.). Arabic 

version of the scale was used in current study consisted of 32 items. Items on the 

checklist were scored on a severity scale of 0 to 4 (0 = never observed; 1 = rarely 

observed; 2 = sometimes observed; 3 = often observed; 4 = always observed).  The 

32 questions cover an array of depressive behaviors preschool children where lack 

of vitality and worthlessness (2, 3, 6, 8, 9, 14, 15, 16, 17, 19, 22, 23, 28, 30), 

loneliness and anxiety (11, 12, 13, 18, 24, 25, 26, 31), while anger and aggression 

(4, 5, 21, 27, 29). Items on the checklist were scored on a severity scale of 0 to 4 (0 

= never observed; 1 = rarely observed; 2 = sometimes observed; 3 = often 

observed; 4 = always observed).  

Particular care was given to the choice of terminology with a preference for terms 

that could be easily understood by personnel in daily and prolonged contact with 

children (parents, teachers and nurses).  
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3.10.4  The Posttraumatic Stress Disorder Checklist (DSM-IV) 

 (Translated in Arabic (Thabet, 2008) 

The Posttraumatic Stress Disorder Checklist contains 17 items adapted from the 

DSM-IV   PTSD symptom criteria. The 17 PTSD symptoms are rated by the 

participant for the previous month on a scale indicating the degree to which the 

respondent had been bothered by a particular symptom from 1 (not at all) to 5 

(extremely). Items can be categorized as follows: items 1-4, 17: criteria B (intrusive 

re-experiencing); items 5-11: criteria C (avoidance and numbness); and items 12-

16: criteria D (hype arousal). Respondents are asked to rate on a 5-point Likert 

scale (1 = not at all to 5 = extremely) the extent to which symptoms troubled them 

in the previous month.    Previous research (Blanchard et al, 1995) has suggested 

using as a minimum sum either a score of 3 or 4 on a symptom for it to count as 

positive towards the diagnosis. This scale was used in previous studies   and 

showed high reliability and validity (Thabet et al, 2007, 2008).  

3.10.5   UCLA PTSD Index for DSM-IV: Parent Version. 

 (Rodriguez et al, 1999), (Thabet et al 2008, 2014) 

The items of the UCLA PTSD indices are keyed to DSM-IV criteria and can 

provide preliminary PTSD diagnostic information. Self-reports for children and 

adolescents exist, as well as a parent report of PTSD symptoms. The adolescent 

version (for adolescent aged 13 years and older) contains a total of 22 questions, 

have also been administered in school classroom settings. A 5-point Likert scale 

from 0 (none of the time) to 4 (most all the time) is used to rate PTSD symptoms. 

The structure of the measure facilitates scoring. The first 18 questions on the child 

and adolescent version, and the first 19 questions on the parent version, assess for 

DSM-IV PTSD Criterion B, C, and D symptoms, three separate scores were 

computed from these 20 items for intrusive symptoms (Criterion B), avoidance 

symptoms (Criterion C), and hyper arousal symptoms (Criterion D).  Questions 13-

19 assess Criterion A1, and 20-22 assess for Criterion A2. The internal consistency 

of the Arabic version of the PTSD mother form Reaction Index was highly 

satisfactory.  
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3.10 Ethical Considerations 

An official approval was obtained from community mental health department at Al-Quds 

University.  

Approval letter was obtained from Helsinki committee to implement his study. 

Approval letter was obtained from MSF to give the researcher the Opportunity to enter the 

clinics to implement the study. 

The parents were provided with an exploratory about the study; including the purpose of 

the study and confidentially information and instructions for applying the questionnaires. 

Informed consent from each parents for every child. 

 

3.11 Limitation of the study 

The sample size is small, only 67 patients with burn injury. The results can’t be 

generalized to the all burned child population of Gaza strip, a social worker wasn’t 

available to do home visit and report about families’ socio economic situations, education 

style, residence safety measures and the parents’ awareness level of fire risks. 

Mothers may exaggerate their view and report of symptoms in answering to the 

questionnaires believing that this will give more attention and care by the treating team in 

the clinic, and fathers were absent when mothers answered the questionnaires; so their 

point of view hasn’t been explored. Family history of mental health problems or stressors 

including adolescents and children conduct disorder features may predispose to trauma in 

general including burn incidents. 

It may also be of great interest to undertake a long-term follow-up of these children, to 

study the clinical and psychopathological evolution of burn trauma, with its influence on 

life quality.  
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Chapter IV 

4     Results 

4.1 Introduction: 

This chapter aimed to describe and analyze the main socio-demographic, economic 

variables, and prevalence of depression and quality of life related to the study. The 

researcher will pose the methods utilized to finding the results of the study. 

The results of current study are presented by description of the socio-demographic 

characteristics of the study sample, using the descriptive, statistics, frequencies, 

percentages, means and standard deviation. 

 

4.2 Socio-demographic characteristic of the study sample: 

 There 67 children in the patient group and 126 children in the control group have been 

included in the study. 

4.2.1  Distribution of the sample according to sex: 

The sample consisted of 64 boys from control group (51 %) and 37 boys from children 

with burn (55%) and 62 girls from control group (49%) and 30 girls from children with 

burn (45%). No significant differences between the two groups. 

 

Table 1: Distribution of the sample according to sex 

Sex Control Children with Burn Total  p 

Male 
No. 64 37 101 

0.34 0.55 

% 51 55 52.3 

Female 
No. 62 30 92 

% 49 45 47.7 

Total 
No. 126 67 193 

% 65 35 100 
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4.2.2  Distribution of the sample according to age 

 

Table 2  shows the distribution of the sample according to age, According to the selection 

criteria, the age range was 3-14 years, with a mean age of 4.94 years (SD = 2.44). 

Also, 78% of children with burn age ranged from 3-6 years, and 22 % from age 7-

14years.While 80% of control group from age 3-6 years, and 20 % from age 7-14 years. 

There were no significant differences according to age (2 = 2.44, p = 0.29). 

 

Table 2: Distribution of the sample according to age 

Age Control Children with Burn  p 

3-6 years No. 101 52 

2.44 0.29 
% 80 78 

7-14 years No. 25 15 

% 20 22 

 

4.2.3 Distribution of the sample according to place of residence: 

Regard place of residence, majority of patients were from Gaza governorate equally both 

the burned and control, followed by the north area governorates, there were no difference 

between the control ad burn children as regards area of residence. 

Table 3: Distribution of the sample according to place of residence 

Governorate 
Control 

group 

Children with 

Burn 

North Gaza 26 (21%) 14 (21%) 

Gaza 75 (59.5%) 40 (60%) 

Middle 8 (6%) 4 (6%) 

Khan Younis 7 (5.5%) 4 (6%) 

Rafah 10 (8%) 5 (7%) 

Total 126 67 
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4.2.4  Distribution of the sample according to number of siblings: 

Table 5 shows the distribution of the sample according to number of siblings, 51% of 

children with burn and 48% from control group had 4 and less siblings, 34% of burn 

children had 5-7 siblings, and 15% had 8 and more siblings, There were no significant 

differences in number of siblings (2 = 3.83, p = 0.15). 

Table 4: Distribution of the sample according to number of siblings 

Number of siblings Control Children with Burn  p 

4 and less siblings 
61 34 

3.83 0.15 

48% 51 % 

5-7 siblings 
56 23 

44 % 34 % 

8 and more siblings 
9 10 

7 % 15 %  

 

4.3 Medical history of burn children 

As shown in table 7, the most common cause of burn was hot water (41.8%), hot tea 

(26.9%), and hot oil (11.9%), while the least common cause was burn by plastic material 

(1.5%) and Gas (1.5%). That shows that (80.6 %) were home domestic burn accidents. 

According to safe kids worldwide, the organization reports the sobering statistics that 90 

percent of burn injuries to children under age 5 are caused by scalds or contact burns. 

Children have thinner skin than adults, which means burns can be more severe, and very 

young children most likely do not perceive the danger of hot liquids, food and steam. In 

some instances, lifelong scarring or even death can occur. 

As shown, 9% had 1
st
 degree burn, 76.1% had 2

nd
 and 3

rd
 degree, 9% had 2

nd
 degree, 6% 

had 3
rd

 degree. According to place of burn, 37% had burn in lower extremities, 25% upper 

body (trunk and back), 25% upper extremities, 6% face, and 6% neck. 
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Table 5: Medical characteristic of children with burn 

  No. % 

Cause of burn 

Hot water 28 42 

Hot tea 18 27 

Hot oil 8 11.5 

Electricity 5 7.5 

Fire 3 4.5 

Gasoline 3 4.5 

Plastic 1 1.5 

Gas 1 1.5 

Degree of burn 

First degree 6 9 

Second degree 6 9 

Second and third degree 51 76 

Third degree 4 6 

Total 67 100 

Place of burn 

Lower extremities 25 37 

Trunk & back 17 25 

Upper extremities 17 25 

Face 4 6 

Neck 4 6 

 

 

4.4 Prevalence of PTSD symptoms in burn children age 7 -14 years: 

As shown in table 6, the most common post-traumatic stress symptoms reported by 

children 7-14 years old  were: unable to recall important parts of the event (61.1%), upset 

by some things which reminded him of the events (55.6%), and avoiding doing things or 

going into situations which remind you by the events (55.6%). 
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Table 6: Prevalence of PTSD symptoms in burn children age 7 - 14 years 

  
Never/rarely      

(%) 

Sometimes 

(%) 

Often/always 

(%) 

Painful images or memories of the events. 27.8 22.2 50 

Distressing dreams of the events. 33.3 33.3 33.3 

Thoughts of the events were reoccurring. 38.9 27.7 33.3 

Upset by some things which reminded you 

of the events. 
16.7 27.7 55.6 

Avoiding any thoughts or feelings about 

the event. 
33.3 16.6 50 

Avoiding doing things or going into 

situations which remind you by the events. 
22.2 22.2 55.6 

Found yourself unable to recall important 

parts of the event. 
22.2 16.6 61.1 

Difficulty enjoying things. 44.4 27.7 27.8 

Distant or cut off from others people. 44.4 22.2 33.3 

Unable to have sad or loving feeling. 50 22.2 27.8 

Found it hard to imagine having along life 

span fulfilling your goals. 
50 11.1 38.9 

Trouble falling asleep or staying sleep. 66.7 27.7 5.6 

Irritable or had outbursts of anger. 50 22.2 27.8 

Difficulty in concentration. 44.4 11.1 44.4 

On edge been easily distracted or hade to 

stay. 
38.9 27.7 33.3 

Jumble easily started. 50 16.6 33.3 

Physically up set by reminders of the 

event. 
16.7 27.7 55.6 

 

 

4.5 Prevalence of PTSD in burn children age 7-14 years.  

Using the DSM-IV criteria for mothers form of PTSD (one re-experiences, three 

avoidance, and two arousal), 6.7 % showed no PTSD, 26.7 % showed one cluster of 

symptoms, 33.3% showed two cluster of symptoms (partial PTSD criteria) and 33.3% 

showed full PTSD. (Table 7). 
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Table 7: Prevalence of PTSD in burn children age  4-7 years 

PTSD adolescents No % 

No PTSD 1 6.7 

One Symptom 4 26.7 

Partial PTSD 5 33.3 

Full PTSD 5 33.3 

Total 15 100 

 

The PTSD symptoms which were observed in burn patients have been variable in symptom 

grouping, and it was found that not all of them have the symptom cluster criteria of PTSD, 

with 15 burn patients have the symptom of re-experiencing the event, 14 the symptoms had 

the symptoms of avoidance behavior, and finally 15 had arousal symptoms. 

 

Table 8: Means and Standard deviations of PTSD of adolescents 

  N Mean Std. Deviation 

PTSD 17 items_ adolescents 15 34.78 13.5 

Re-experiences 14 10.92 4.8 

Avoidance 15 13.71 4.9 

Arousal 15 10.14 4.9 

4.6 Prevalence of PTSD symptoms in burn children age 3-6   years  

The most common post-traumatic stress symptoms reported by children age 3-6   years 

were: My child feels grouchy, angry or mad (66%), When something reminds my child of 

what happened he/she gets very upset, scared or sad (58.5%), and My child tries to stay 

away from people, places, or things that make him/her remember what happened (52.8%). 

Details are shown in (table 9). 
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Table 9: Prevalence of PTSD symptoms in burn children age 3-6 years 

 
Always/often 

% 

Sometimes 

% 

Never/ 

Rarely 

% 

 My child watches out for danger or things that 

he/she is afraid of. 
50.9 28.3 20.8 

 When something reminds my child of what 

happened he/she gets very upset, scared or sad. 
58.5 24.5 17 

 My child has upsetting thoughts, pictures or 

sounds   of what happened come into his/her mind 

when he/she does not want them to. 

28.3 41.5 30.2 

 My child feels grouchy, angry or mad. 66 13.2 20.8 

 My child has dreams about what happened or 

other bad dreams 
43.4 24.5 32.1 

 My child has flashbacks of what happened; he/she 

feels like he/she is back at the time when the bad 

thing happened living through it again. 

30.2 37.7 32.1 

 My child feels like staying by him/her self and not 

being with his/her friends. 
15.1 28.3 56.6 

 My child feels alone inside and not close to other   

people. 
9.4 28.3 62.3 

 My child tries not to talk about, think about, or 

have feelings about what happened. 
24.5 30.2 45.3 

 My child has trouble feeling happiness or love. 20.8 34 45.3 

My child has trouble feeling sadness or anger. 22.6 35.8 41.5 

 My child feels jumpy or startles easily, for 

example, when he/she hears a loud noise or when 

something surprises him/her. 

52.8 22.6 24.5 

 My child has trouble going to sleep or wakes up 

often during the night. 
49.1 30.2 20.8 

 My child feels that some part of what happened is 

his/her fault. 
22.6 18.9 58.5 

 My child has trouble remembering important parts 

of what happened. 
11.3 34 54.7 

 My child has trouble concentrating or paying 

attention. 
17 26.4 56.6 

 My child tries to stay away from people, places, or 

things that make him/her remember what 

happened. 

52.8 20.8 26.4 

 When something reminds my child of what 

happened, he/she has strong feelings in his/her 

body like heart beating fast, headaches, or stomach 

aches. 

47.2 22.6 30.2 

My child thinks that he/she will not live a long life. 1.9 9.4 88.7 

My child is afraid that the bad thing will happen 

again. 
13.5 28.8 57.7 
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4.7 Means and Standard deviations of PTSD of  children age3-6 years 

Table 12 shows that mean PTSD reported by mothers was 30.71 (SD = 10.6), mean re-

experiences was 10.34(SD= 3.54), avoidance mean was 7.79 (SD =4.8), and arousal mean 

was 10.82 (SD = 3.44) 

 

Table 10: Means and Standard deviations of PTSD of preschool children 

  No Mean SD 

PTSD -20 Items preschool 52 30.71 10.6 

Re-experiences 52 10.34 3.54 

Avoidance 52 7.9 4.8 

Arousal 52 10.82 3.44 

 

4.8 Prevalence of PTSD in preschool children 

Using the DSM-IV criteria for mothers form of PTSD (one re-experiences, three 

avoidance, and two arousal), 13.5% showed no PTSD, 26.9% showed one cluster of 

symptoms, 36.5% showed two cluster of symptoms (partial PTSD criteria) and 23.1% 

showed full PTSD. 

Table 11:  Prevalence of PTSD in preschool children ( 3-6 years ) 

PTSD- cases for preschool No % 

No PTSD 7 13.5 

One Symptom 14 27 

Partial PTSD 19 36.5 

Full PTSD 12 23 

Total 52 100 

 

4.9 Depression symptoms in children with burn age 3-6 years 

according to preschool  children depression checklist 

The most common depression symptoms rated by mother of burn children aged 3-6 year 

were:  he/she needs support to improve his/her activities (96.2%) ,   feels rejected by others 

(96.2%),  needs reassurance/seeks gratification (96.1%),  needs reassurance to stop playing 
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a game or to go away (94.3%), is anxious, worried (92.4%), and is moody, grouchy or 

irritable (92.3%). While the most common depression symptoms by control group 

preschool age children were anxious, worried (75.4%), constantly on the (56.8%), cries 

frequently (53.9%), and needs support to improve his/her activities (41.1%). 

Table 12: The Preschool Children Depression Checklist (PCDC) 

Always/ often 

  
No

. Control 

(%) 

Burn 

(%) 

15.8 5.8  Seems younger than his/her age 1 

15.6 17.3 Does not talk much 2 

14.7 7.7  Moves little and/or slowly 3 

56.8 73.1 Is constantly on the move 4 

11.7 0  Tires easily 5 

15.6 7.7 Tends to give up in the face of difficulty 6 

11.7 21.1 Gets easily frustrated by scolding and failure 7 

11.7 46.1  Finds it difficult to enjoy new situations, is afraid of novelty 8 

18.6 80.7  Finds it difficult to socialize, s/he feels better in small groups 9 

8.8 96.2  Feels rejected by others 10 

38.2 5.7  Finds it difficult to leave parents 11 

29.4 96.1  Needs reassurance/seeks gratification 12 

5.8 1.9 Says he/she feels alone, unloved 13 

2.9 9.6  Feels inadequate, incapable 14 

6.8 42.3 Seems unable to make up his/her mind 15 

10.7 46.1  Is not interested in activities, objects, or situations 16 

25.4 50 
 Plays monotonously, repetitively, with descriptive, formal 

elements 
17 

30.3 19.2  Spends more time with adults 18 

41.1 96.2  Needs support to improve his/her activities 19 

10.7 5.7 Is not very curious, does not explore very much 20 

29.4 94.3 Needs reassurance to stop playing a game or to go away 21 

12.7 67.3 Does not get involved in games easily 22 

10.7 86.5 
 Finds it difficult to express desires and needs or to ask for 

help 
23 

53.9 61.5 Cries frequently 24 
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Always/ often 

  
No

. Control 

(%) 

Burn 

(%) 

75.4 92.4  Is anxious, worried 25 

3.9 0 Thinks about death 26 

13.7 92.3  Is moody, grouchy or irritable 27 

7.8 28.8  Is sad, morose 28 

15.6 13.5  Gets angry—has temper tantrums 29 

14.7 25  Is timid, closed, embarrassed 30 

3.9 13.4  Has somatic complaints 31 

9.8 1.9 Has problems with food 32 

 

4.10 Differences in Means and standard deviation of depression in cases 

of burn and control in preschool children: 

In order to find differences in mean depression between the two groups, independent t test 

was conducted in which case/control was entered as independent variable and mean 

depression in preschool as dependent variable. The results showed that mean depression in 

control was 38.74 (SD =17.7) and for children with burn was 70 (SD =8.8). There were 

statistically significant differences in depression between the two groups toward preschool 

age children with burn (t= 12.01, p = 0.001), but we cannot categorize depression as major 

or dysthymic disorder because these children unable to express themselves cognitively or 

express idea of suicide, guilt, or worthlessness, but probably these children will manifest 

clear picture if we follow them up for a longtime so their intellectual development will be 

mature. 

Table 13: Means and standard deviation of depression of Children with Burn and 

control group 

  N Mean Std. Deviation t P 

Depression  

preschool 

Control 101 38.74 17.7 

12.01 0.001 

Burn 52 70 8.8 
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4.11 Depression symptoms in children with burn and control group age 

7 and above years according to Self-reported Depression scale 

The most common depression symptoms rated by children with burn aged 7 year and 

above were:    I [do not] have lots of energy (47.1%), I [do not] look forward (35.3%),   I 

[do not] like to go out (29.4 %), and I feel like running away  (29.4%). While the most 

common depression symptoms rated by control group children aged 7 year and above 

were, I get tummy aches (65.2%) I [do not] have lots of energy (60.9%) and I [do not] like 

to go out (34.8 %). 

 

Table 14: Depression symptoms in children with burn age 7 and above years 

according to Self-reported Depression scale 

Mostly 
  No. 

Burn % Control  % 

35.3 21.7  I [do not] look forward 1 

17.6 6.5  I [do not] sleep very well 2 

23.5 26.1  I feel like crying 3 

29.4 34.8  I [do not] like to go out..... 4 

29.4 15.2  I feel like running away 5 

35.3 65.2 I get tummy aches 6 

47.1 60.9  I [do not] have lots of energy 7 

23.5 15.2  I [do not] enjoy my food 8 

11.8 15.2  I can [not] stick up..... 9 

17.6 13 I think life isn’t worth living 10 

17.6 6.5 I am [not] good at things I do 11 

23.5 19.6 I [do not] enjoy things 12 

5.9 0  I [do not] like taking 13 

29.4 13 I have horrible dreams 14 

11.8 10.9 I feel very lonely 15 

17.6 15.2 I am [not] easily cheered up 16 

5.9 8.7  I feel so sad I can..... 17 

11.8 21.7 I feel very bored 18 
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4.12 Differences of depression disorder in cases of burn and control in 

adolescents: 

In order to find differences in mean depression between the two groups, independent t test 

was conducted in which case/control was entered as independent variable and mean 

depression as dependent variable. The results showed that mean depression in control was 

25 (SD =13.0) and for children with burn was 16.40 (SD =6.16). There were no  

statistically significant differences in depression between the two groups   (t = 1.89, p = 0. 

06). 

Table 15: Means and standard deviation of depression in children with burn and 

control group in adolescents 

Burn/control N Mean 
Std. 

Deviation 
t p 

Birleson 

Depression 

Control 25 13.0 5.05 
1.89 0.06 

Burn 15 16.40 6.16 

 

4.13 Differences in percentage of depression in total  adolescents (N=40) 

Table 18 Using cut-off points of depression scale of 18 and more as depression, depression 

in children with burn was 17.5 % compared to 12.5 % among the control group. The 

difference is marginal in favor of burn children, but it is not statistically significant 

differences in depression toward Children with Burn (2 = 3.17, p = 0.07), and this in 

contradiction to depression rate in burn pre-school children, and this probably due 

developmental age of adolescents and their cognitive abilities to cope with stressful events. 

Table 16: Differences in prevalence in depression in cases of burn and control in 

adolescents 

No Depression Depression  p 

Control group 
No 20 5 

3.17 0.07 

% 50 12.5 

Burn 
No. 8 7 

% 20 17.5 

Total 
No 28 12 

% 70 30 
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Chapter V 

5  Introduction: 

This chapter presents a discussion of the results of the study as presented in chapter four, 

these findings are discussed in line of literature review that is important to clarify them in 

comparison of other studies conducted by other researchers. 

The chapter also presents recommendations regarding to trauma, PTSD, anxiety and 

depression among children with burn injuries in Gaza strip, also to provide decision 

makers recommendation to put plans to care about this category. 

5.1 Discussion: 

Burn injury is a serious traumatic event everyone can face in their life. Burn injuries’ 

neuropsychiatric sequels are the most neglected aspects of the care provided to burn 

victim. This co-morbidity is usually unknown by health professionals working in this area. 

 In Gaza Strip, MSF runs two clinics offering postoperative care to help patients recovering 

from trauma and burn injuries, most of the time, after they have been discharged from one 

of Gaza strip hospitals’ burn units. 

 Most of these clinic’s patients are children. It’s because it has never been studied on the 

Palestinian child population that this study has been designed, focusing on PTSD and 

Major Depressive Disorder. Of all psychiatric disorder, Major Depressive Disorder is the 

most frequently reported by burned patients (15-21%) (Palmu et al., 2010). 

 The aim of this study was to compare the prevalence of PTSD and Depressive Disorder in 

the child burn victim population of MSF clinics and in a control population, matched by 

sex, age and other socio-demographic variables.  

67 children in the patient group and 126 children in the control group have been included 

in the study. There was the same distribution for boys and girls. They were between 3 and 

14 years old, age mean of 5 years old. The burned children have been injured by hot fluids 

for most of them. 9% of them had first degree burn, 76.1% had second and third degree 

burn, 9% had second degree burn and 6% had third degree burn. 
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 The seriousness of burns is closely connected with the extent severity of injured body 

surface (TBSA). These children were coming, for most of them, from families with low 

income (29.5% with income < 1200 NIS); it’s known that one of the risk factor of child 

high burn injury trauma is poverty, over-crowding, lack of safety measures and placement 

of young girls in house hold roles as cooking and care of small children (WHO, 2014).  

 In the patient population of this study, children 3 to 6 years old were presenting, 

from their mother point of view, a needy behavior, feelings of rejection, a need for 

reassurance, a withdrawn behavior, worries, a grouchy and irritable mood with a range 

prevalence going from 92.3% to 96.2% for each symptom. 

 Finding these symptoms in this population is consistent with literature (Difeda et al., 

2002) but the prevalence of them is higher than what has been written in literature on this 

matter (Medianos, 2001 - 18- 26 %). 

 This plethora of psychological distress symptoms is observed early in the post-burn 

process. Later, other symptoms develop themselves such as losses of body part, pain, 

disfiguring, distorted body image, sleep disturbance, social dysfunctions, depression, 

PTSD, anxiety disorders… William and al. study (2008) reports 65% of anxiety features 

after severe burn injury and compares that number with 55% which is the incidence of 

these symptoms in another population exposed to non-burn injury. Wiechman and al. 

(2001) study reports severe depression in burn survivors, no figures were given. 

In this study, symptoms of  depressive disorder in preschooler children (3-6 years old) is 

very high, around 94 % (92.3% - 96.2%), the most common depressive symptoms rated 

were: loss of energy 47.1 %, not able to look forward in life 35.3 %, social isolation 29.4 

%, feels like running away 29.4 %. 

The later sequel and most serious psychological disorder of burn trauma is the post-

traumatic stress disorder in its full diagnostic criteria. In Bryant and al. study (1996), they 

found a high rate (45%) of PTSD in adults after 12 month following burn injury. Ibram and 

al. (2013) study in Pakistan was more stringent, including only burned adult victims 

qualified for the full PTSD diagnostic criteria (DSM-5, 2013), but nevertheless found 

10.9% of the victims with marked impairments in social, occupational and emotional 

interactions. 
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 In this study, we looked for various elements of post-traumatic stress disorder diagnostic 

criteria in preschooler children and adolescents. What we found for preschooler is that they 

rate being unable to recall the event for 61.1%, they are upset by reminders of the event in 

55.6 %, and they have an avoiding behavior in 55.6 %. Adolescents present re-experience 

experience in 10%, avoidance in 7.79 %, and arousal in 9.17 %. The majority of the 

children in this study present PTSD symptoms (partial diagnostic criteria: 33.3% of the 

adolescents and 36.5% of the preschooler; one symptom: 26.7% of the adolescents and 

26.9% of the preschooler) or the full syndrome (33.3% of the adolescents, 23.1% of the 

preschoolers). Only 6.7 % of the adolescents and 13.5% of the preschooler were not 

presenting symptoms. 

The majority of children burned treated in MSF clinics had developed psychological 

distress following the incident. They didn’t all react the same way, some of them had better 

coping skills than other, which can explain why a full PTSD diagnostic isn’t made to 

everyone. The child’s coping skills are dependent of their developmental stage and the 

support offered by their environment and their family. 

Regarding the small sample of this population, it isn’t possible to extend the results to all 

Gaza child population burn victims. But, at least, it raises the awareness of health 

professionals on this very important subject that is the psychological sequels of burn 

trauma.  
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5.2 Trauma: 

 

Traumatic or stressful events which individual are exposed, which include but are not 

limited to, exposure to war as a combatant or civilian, threatened or actual physical assault 

( e.g. Physical attack, robbery, mugging, childhood physical abuse), threatened or actual 

sexual violence (e.g. forced sexual penetration, alcohol/drug facilitated sexual penetration, 

abusive sexual contact, non-contact sexual abuse, sexual trafficking, being kidnapped, 

being taken hostage, terrorist attack, torture, incarceration or prisoner war, nature or human 

made disaster, severe motor vehicle accidents and burns accidents. 

As burns injury is a most painful experience to child victim, and their emotional problems 

experienced have long been over shadowed by the emphasis on survival adjustment of 

burns injury in children involve interplay between several factors, child temperament 

before injury moderating environmental and familial factors, and ensuring medical care. 

In our research we found that male children victims if burn out number female 19.2 % vs 

15.5 % but the difference is not significant or marginally so (P= 0.55). 

Number of siblings was not adverse factor in burn trauma: 4 or less sibling 17.6 % are 

burned victims, 8 and more siblings number 5.2 %, but the socio economic factor was 

prominent risk factor for burns as judged by family monthly income with rates of burns in 

children with income family of less than 1200 NIS 29.5 % vs 0.5 % in families with 

income more than 3010 NIS. 

These trends are of findings in our research of burns injury vulnerability factors are 

concordance with recent research data and emphasized in WHO (WHO, 2014). 
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5.3 Epidemiology: 

Thousands of children died from burns globally, and death due to burns are the fifth most 

common cause of non-intentional trauma and the third cause of fatal trauma at home 

(Yoder et al, 2010), in fact all our sample of burned injury children occurred at home. 

(WHO, 2010) estimated that 322,000 people die each year from fire related burns with > 

95 % of these occurred in developing countries. 

Unfortunately in Gaza district we do not have clear statistical data of death due to burns in 

adults or children. 

 

5.4 Depression and anxiety: 

Mood and emotional disorder (depression and anxiety) are the most common reported in 

burn patient. 

In children early in burn trauma, pain and anxiety with behavioral problems are observed 

in more than 90% of burns victims. 

In our sample in children with burns age 3-6 years about 94 % reported by mothers to be 

grouchy, irritable, moody, anxious, worried, need reassurance and socially isolated, with 

prominent depressive symptoms: get easily frustrated by scolding and failure 21.1 %, 

finding it difficult to enjoy new situations 46.1 %,  find it difficult to socialize feels betters 

in small group 80.7 %, feel rejected by other 96.2 %, for more details see table 12 . 

In those aged 7 years and above 60 % do not have lots of energy, 65.8 % have tummy 

aches, 34.8 % don’t like to go out, 26.1 % feels like crying, and 21.7 % don’t look forward. 

In our study children on the age 3-6 years with burn trauma have a mean depression score 

of 70 with (SD= 8.8) compared with the control group 38.74 mean (SD=17.7) and this 

difference is highly significant ( p = 0.001),  but in the adolescent children there were no 

difference between the burn and control group 12. 5 % control vs 17.5 %  burn group. 
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5.5 Post-traumatic stress disorder (PTSD): 

Post-traumatic stress disorder cluster symptoms reported in young children aged 3-6 years 

( one- re-experience, 3 avoidance, 2 arousal), 13.5 % showed no PTSD, 26.9 % showed 

one cluster of symptoms, 36.5 % showed 2 cluster of symptoms and 23.1 % showed full 

PTSD criteria. 

In adolescents burned victims we found 33.3 % having full PTSD criteria, 26.7 % having 

one symptom. 

Those finding in our research points toward the grace impact of burns injury to the mental 

health of children a subject unfortunately neglected by health professional in their dealing 

with physical component of injured children. 

In addition this through lights on risk factors which are of potential significance – large 

family siblings, poor socioeconomic status and household environment context. 

Hoping that community, media, health care system have to be knowledgeable and aware of 

the seriousness of burns injury in our community and take steps to improve the quality of 

life to our beloved children. 

 

5.6 Recommendations: 

Burns are preventable events. Prevention strategies should address the hazard for specific 

burn injuries (Hot liquids, flames and chemicals). Burn awareness campaign should be ran 

in Gaza strip, especially in vulnerable communities, schools, kindergarten and women 

centers through posters, health education seminars, and media. 

There isn’t much evidence that house safety education without the provision of safety 

equipment (smoke detectors, lowering geyser temperature, flame retarding) would reduce 

thermal injuries amongst children; and in Gaza strip, it’s difficult to implement these 

equipment due to the poor socio economic condition, and  the political context 

(occupation, dispute, and siege). 

Regarding pain control management and pain monitoring system, it needs to be under 

constant revision and improvement, especially for burn children in the acute stage in Gaza 
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hospitals burn units. This will have a positive impact on the child’s psychological 

condition during the recovery period. 

Regarding depression and PTSD post burn trauma, it would be appropriate to provide 

psychological support and family guidance to burned children; in the acute, the recovery 

and the rehabilitation phase, in order to minimize the development of psychopathological 

symptoms. 

A follow up system for children victim of burn through home visits by a social worker or a 

counselor should be implemented to study the socio economic impact of the burn injury on 

the child family; and so, adapt the care and support offered to be more efficient and 

helpful. 
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Annexes 

Annex 1:  Socio Demographic Questionnaire for burn children 

 رً احذ الاثٌٍٕ /ػزٌزي

 رحٍخ طٍجخ ٔثؼذ

ثذساصخ اصبس انحشٔق ػهى انصحخ انُفضٍخ  MSF َشجٕ انزؼبٌٔ فً اكًبل انًؼهٕيبد انًٍُخ ادَبِ حٍش اَُب َمٕو فً 

ٔانزٕلٍغ ,نلاطفبل يٍ يُطهك اْزًبَُب انشذٌذ ثبطفبنُب الاػزاء فً لطبع غزح ٔيؼشفخ الاصبس انشذٌذح نهحشق ػهٍٓى 

 .ثبنًٕافمخ ػهى اجشاء ْزِ انذساصخ

 _________صجت انحشق________________________اصى انطفم 

انحشقيكبٌ  ________دسجخ انحشق ______________ربسٌخ انحبدس  

 اَضً  rركش       rانجُش   ____ػًش انطفم  

 يكبٌ صكُك انحبنً

 يؼضكشrلشٌخ      rيذٌُخr     :انضكٍ

 ٔأكضش 8     7-5ٔألم      يٍ  4    -------- :ػذد الأخٕح 

      شٍكم  أكضش يٍ  3000-2010 يٍ   شٍكم    2000-1201 يٍ  شٍكم  1200 ألم يٍ    :دخم الأصشح انشٓشي

 شٍكم 3010

 ___________ػًم الاة 

 ______ػذد صُٕاد رؼهٍى الاة 

 ______ػًم الاو 

 ______ػذد صُٕاد رؼهٍى الاو

 انزبسٌخ   _____ _______انزٕلٍغ   ___________________ (اخزٍبسي)الاصى الاة أ الاو  
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Annex  2: The Posttraumatic Stress Disorder Checklist 

 نهحشق )انصذيخ(اصزجٍبٌ كشة يب ثؼذ انشضح 

 ػجذ انؼزٌز صبثذ .رشجًخ د

 _______انجُش  _______انؼًش _________________________________:الاصى

ٔشعٛ الإعبثخ  ,رٟ أِبِه ِغّٛػخ ِٓ الأعئٍخ رج١ٓ سدٚد اٌفؼً ػٍٝ اٌخجشاد اٌظبدِخ اٌزٟ رىْٛ لذ رؼشػذ ٌٙب ِٓ لجً/ػض٠ضٞ 

أِب ثبٌٕغجخ ٌٍخجشح اٌظبدِخ ف١غت أْ رىْٛ ِحذدا إٌٝ الأحذاس اٌزٟ  . فٟ اٌخبٔخ اٌظح١حخ (√)ػٍٝ وً عؤاي ٚٚػح ػلاِخ 

 .روشرٙب ِٓ لجً

 دائّب غبٌجب أح١بٔب ٔبدسا أثذا ) انحذس (انخجشح انصبديخ و

      .ً٘ رؼبٚدن طٛس ٚ أحذاس ٚ روش٠بد ثّب رؼشػذ ٌٗ أصٕبء اٌحشق  1

      ً٘ رحٍُ أحلاَ ِضػغخ رزوشن ثبٌحشق  2

3  
ً٘ ٠ٕزبثه شؼٛس ثأْ ِب رؼشػذ ٌٗ  فٟ فزشح ٌٍحشق عٛف ٠حذس ا٢ْ ِشح 

  أٚ رٍؼت ثأش١بء رزوشن ثبٌحشق )أخشٜ 

     

4  
ً٘ رظبة ثحبٌخ ِٓ اٌؼ١ك اٌشذ٠ذ ػٕذ اٌزؼشع ٢ٞ ِٛلف طؼت خبسعٟ 

 أٚ داخٍٟ ِٓ ٔفغه ٠زوشن ثّب رؼشػذ ٌٗ أصٕبء ٌٍحشق

     

5  

ػٍٝ شىً عشػخ فٟ )ً٘ رظبة ثحبٌخ ِٓ اٌمٍك ٚاٌؼظج١خ ٚاٌزٛرش  

ػٕذ رؼشػه لأٞ ِٛلف  (ػشق غض٠ش ,ػشثبد اٌمٍت سػشخ فٟ ا١ٌذ٠ٓ

 خبسعٟ طؼت أٚ داخٍٟ ِٓ ٔفغه ٠زوشن ثّب رؼشػذ ٌٗ أصٕبء ٌٍحشق

     

6  
ٚالإحغبعبد اٌزٟ رزوشن ثبٌخجشاد  ,ٚالأحبد٠ش ,ً٘ رزغٕت الأفىبس

 اٌظبدِخ اٌزٟ رؼشػذ ٌٙب إصٕبء ٌٍحشق

     

7  
ً٘ رزغٕت الأشخبص ٚ الأِبوٓ ٚاٌّٛالف اٌزٟ رزوشن ثبٌخجشاد اٌظبدِخ 

 اٌزٟ رؼشػذ ٌٙب إصٕبء اٌحشق

     

8  
أطجحذ غ١ش لبدس ػٍٝ رزوش أش١بء ِّٙخ رزؼٍك ثفزشح ٌٍحشق ٚ ِب رؼشػذ 

 ٌٗ ِٓ ِٛالف طبدِخ

     

9  
ِٕز رؼشػذ ٌٍظذِخ ً٘ لً ثشىً ٚاػح ا٘زّبِه ثبٌّشبسوخ فٟ إٌشبؽبد 

 ٚ اٌّشبسوبد اٌغ١بع١خ اٌّخزٍفخ ,ٚاٌّذسع١خ ,الاعزّبػ١خ
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      ً٘ رشؼش ثبٌغشثخ ٚ الأفظبي ػّٓ حٌٛه ٚأٔٗ ١ٌظ ٌه ثُٙ أٞ طٍخ  10

      ً٘ أٔذ ػبعض ػٍٝ حت ا٢خش٠ٓ ِٓ حٌٛه  11

12  
ً٘ رشؼش ثأٔٗ ١ٌظ ٌذ٠ه ِغزمجً ِضً أْ رىًّ رؼ١ٍّه ٚرزضٚط ٚرؼ١ش ح١بح 

ؽ٠ٍٛخ 

     

      ً٘ رشىٛ ِٓ طؼٛثخ فٟ إٌَٛ أٚ اٌجمبء ٔبئّب  13

      ً٘ رشؼش ثبٌزٛرش ٚرٕزبثه ٔٛثبد ِٓ اٌغؼت اٌشذ٠ذ  14

      ً٘ ٌذ٠ه طؼٛثبد فٟ اٌزشو١ض أصٕبء رأد٠خ ٚاعجبره اٌّذسع١خ  15

      ً٘ رشؼش ثأٔه دائّب ِز١مظ ِٚزٛلغ ٌلأعٛأ ٚفٟ حبٌخ أزظبس دائُ ٌّب ع١حذس  16

      ً٘ رغفً ٚ رزفضص ثشىً غ١ش ؽج١ؼٟ ٌغّبػه ألً طٛد  17
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PTSD Checklist  

The Posttraumatic Stress Disorder Checklist contains 17 items adapted from the DSM-IV   

PTSD symptom criteria. The 17 PTSD symptoms are rated by the participant for the 

previous month on a scale indicating the degree to which the respondent had been bothered 

by a particular symptom from 1 (not at all) to 5 (extremely). 

S   Never Rarely Sometimes 

Most 

of the 

time 

Always 

1 Painful imagoes or memories of the burn.           

2 Distressing dreams of the burn.           

3 Thoughts of the burn was reoccurring.           

4 
Upset by some things which reminded you of the 

burn. 
          

5 
Avoiding any thoughts or feelings about the 

event. 
          

6 
Avoiding doing things or going into situations 

which remind you by the burn. 
          

7 
Found yourself unable to recall important parts of 

the event. 
          

8 Difficulty enjoying things.           

9 Distant or cut off from others people.           

10 Unable to have sad or loving feeling.           

11 
Found it hard to imagine having along life span 

fulfilling your goals. 
          

12 Trouble falling a sleep or staying sleep.           

13 Irritable or had outbursts of anger.           

14 Difficulty in concentration.           

15 On edge been easily distracted or hade to stay.           

16 Jumble easily started.           

17 Physically up set by reminders of the event.           
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Annex 3: UCLA PTSD INDEX for DSM IV (Parent Version, Revision I) 

 
Here is a list of problems children sometimes have after very stressful experiences.  Please 

think about your child's stressful experience that you wrote about in Question #14.  Then, 

read each problem on the list carefully.  CIRCLE one of the numbers (0, 1, 2, 3, 4 or 5) 

that tells how often the problem has happened to your child in the past month.  Refer to the 

Rating Sheet (on page 5) to help you decide how often the problem has happened. Note:  If 

you are unsure about how often your child has experienced a particular problem, then try to 

make your best estimation.  Only circle "Don't Know" if you absolutely cannot give an 

answer.  PLEASE BE SURE TO ANSWER ALL QUESTIONS 

 
 

 
None 

 
Little 

 
Some 

 
Much 

 
 Most 

 
 Don't 

Know 
 
1

D4
 My child watches out for danger or things that 

he/she is afraid of. 

 
 

0 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 
 
2

B4
 When something reminds my child of what 

happened he/she gets very upset, scared or sad. 

 
 

 0 

 
 

 1 

 
 

 2 

 
 

 3 

 
 

 4 

 
 

 5 
 
3

B1
 My child has upsetting thoughts, pictures or 

sounds 

        of  what happened come into his/her mind 

when he/she does not want them to. 

 
 

 

0 

 
 

 

1 

 
 

 

2 

 
 

 

3 

 
 

 

4 

 
 

 

5 

 
4

D2
 My child feels grouchy, angry or mad. 

 
 0 

 
 1 

 
 2 

 
 3 

 
 4 

 
 5 

 
5

B2
 My child has dreams about what happened or 

other bad dreams 

 
 

0 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 
 
 
6

B3
 My child has flashbacks of what happened; 

he/she feels like he/she is back at the time when 

the bad thing happened living through it again.  

 
 

 

0 

 
 

 

1 

 
 

 

2 

 
 

 

3 

 
 

 

4 

 
 

 

5 

 
7

C4
 My child feels like staying by him/her self and 

not being with his/her friends. 

 
 

 0 

 
 

 1 

 
 

 2 

 
 

 3 

 
 

 4 

 
 

 5 
 
8

C5
 My child feels alone inside and not close to 

other 

        people.  

 
 

0 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

 
9

C1
 My child tries not to talk about, think about, or 

have feelings about what happened. 

 
 

0 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 
 
10

C6
 My child has trouble feeling happiness or love. 

 
0 

 
1 

 
2 

 
3 

 
4 

 
5 

 
11

 C6
My child has trouble feeling sadness or anger. 

 
0 

 
1 

 
2 

 
3 

 
4 

 
5 
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 1998 Pynoos, Rodriguez, Steinberg , Stuber & Frederick 

 

 

 

 

12
D5

 My child feels jumpy or startles easily, for 

example, when he/she hears a loud noise or when 

something surprises him/her. 

 

 

0 

 

 

1 

 

 

2 

 

 

3 

 

 

4 

 

 

5 

 
13

D1
 My child has trouble going to sleep or wakes up 

often during the night.  

 
 

0 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

 

14
AF

 My child feels that some part of what 

happened is his/her fault. 

 
 

0 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

 
 

 
 None 

 
 Little 

 
 Some 

 
 Much 

 
 Most 

 
 Don't 

 Know 
 
15

C3
 My child has trouble remembering important 

parts of what happened. 

 
 

0 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

 
16

D3
 My child has trouble concentrating or paying 

attention. 

 
 0 

 
 1 

 
 2 

 
 3 

 
 4 

 
 5 

 
17

C2
 My child tries to stay away from people, places, 

or things that make him/her remember what 

happened. 

 
 

 0 

 
 

 1 

 
 

 2 

 
 

 3 

 
 

 4 

 
 

 5 

 

18
B5

 When something reminds my child of what 

happened, he/she has strong feelings in his/her 

body like heart  beating fast, headaches, or 

stomach aches.  

 
 

 

0 

 
 

 

1 

 
 

 

2 

 
 

 

3 

 
 

 

4 

 
 

 

5 

 

 

19
C7

My child thinks that he/she will not live a long 

life.  

 
 0 

 
 1 

 
 2 

 
 3 

 
 4 

 
 5 

 
20

AF
My child is afraid that the bad thing will happen 

again. 

 
0 

 
1 

 
2 

 
3 

 
4 

 
5 

 

21
B1

My child plays games or draws pictures that are 

like some part of what happened.  

 
 

0 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 
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UCLA PTSD INDEX FOR DSM IV 

 صُّ 7-3يمٍبس كشة يب ثؼذ انصذيخ نلأو يٍ 

أِبِه ِغّٛػخ ِٓ الأعئٍخ اٌزٟ رم١ظ سدٚد اٌفؼً ػٍٝ الأحذاس اٌظؼجخ  ِضً اٌزؼشع ٌٍحشق اٌزٟ لذ ٠زؼشع ٌٙب  :ػض٠ضرٟ الاَ 

 ثشعبء ٚػغ دائشح حٛي الإعبثخ اٌظح١حخ  .ؽفٍه

 غبٌجبلاً  وض١شالاً  أح١بٔبلاً  ل١ٍلالاً  لا اٌجٕٛد َ

 4 3 2 1 0 ٠زشلت دائّبلاً شٟء خط١ش أٚ أش١بء أخشٜ ٠خبف ِٕٙب ِّىٓ رحذس ٌٗ 1

ػٕذِب ٠زوش ؽفٍٟ أٞ أحذ ثبٌحذس اٌزٞ ٚاعٙزٗ ، ٠ظبة ثبٌمٍك ، ٚ اٌزٛرش،  2

 .ٚ اٌحضْ 

0 1 2 3 4 

اثٕزٟ  أفىبس ، أطٛاد ، طٛس ، ٌّب حذس ٌٗ ثذْٚ سغجخ ِٕٗ  /رٕزبة أثٕٟ 3

 فٟ اعزشعبػٙب

0 1 2 3 4 

 4 3 2 1 0 .٠شؼش ثبٌغؼت اٌشذ٠ذ ، اٌز١ٙظ  4

 4 3 2 1 0 .٠ؼبٟٔ ِٓ أحلاَ ِضػغخ رزؼٍك ثّب رؼشع ٌٗ  5

٠شؼش ثأْ ِب حذس ٌٟ ع١حذس ِشح أخشٜ ا٢ْ ، وّب ٌٛ أٔٗ ٠ؼ١ش فٟ ٔفظ  6

 .اٌحذس ِشح أخشٜ ا٢ْ 

0 1 2 3 4 

 4 3 2 1 0 .٠حت أْ ٠ىْٛ ٌٛحذٖ ٚ ١ٌظ ِغ أطذلبئٗ  7

 4 3 2 1 0 ٠شؼش  ؽفٍٟ ثأٔٗ ٚح١ذ ٚ ١ٌظ لش٠جبلاً ِٓ أحذ 8

 4 3 2 1 0 .٠شؼش ثّب حذس ٌٗ   ,٠حبٚي ثألا ٠زحذس ، ٠فىش  9

 4 3 2 1 0 .٠ؼبٟٔ ِٓ طؼٛثبد فٟ أْ ٠شؼش ثبٌغؼبدح ، أٚ حت ا٢خش٠ٓ  10

 4 3 2 1 0 .٠ؼبٟٔ ِٓ طؼٛثبد فٟ أْ ٠شؼش ثبٌحضْ ٚ اٌغؼت  11

٠شؼش ثأٔٗ ٠ز١ٙظ ثغشػخ ، أٚ ٠زفضص ٌّغشد عّبع طٛد ػبٌٟ ، أٚ أحذ  12

 .٠فبعئٗ ثغشػخ 

0 1 2 3 4 

 4 3 2 1 0 .ٌذ٠ٗ طؼٛثخ فٟ اٌز٘بة ٌٍَٕٛ ، ٚ ٠ظحٛا وض١شالاً فٟ ا١ًٌٍ 13

 4 3 2 1 0 .٠شؼش ثبْ ِب حذس ٌٗ ٘ٛ غٍطٗ ِٕٗ   14

 4 3 2 1 0 .ٌذ٠ٗ طؼٛثبد فٟ رزوش الأحذاس اٌزٟ رؼشع  ٌٙب  15

 4 3 2 1 0 .ػٕذٖ طؼٛثخ فٟ اٌزشو١ض ٚ الأزجبٖ  16

 4 3 2 1 0 .٠زغٕت الأشخبص ، الأِبوٓ ، الأش١بء اٌزٟ رزوشٖ ثبٌحذس اٌظبدَ  17

ػٕذِب ٠زوشٖ أحذُ٘ ثّب حذس ،٠شؼش ثمشؼش٠شح فٟ عغّٟ ، ٚ عشػخ فٟ  18

 .ػشثبد اٌمٍت ، ٚعغ فٟ اٌّؼذح ، طذاع 

0 1 2 3 4 

 4 3 2 1 0 .٠ؼزمذ ثأٔٗ ٌٓ أػ١ش ٌفزشح ؽ٠ٍٛخ ، ٚ ع١ىْٛ ػّشٖ لظ١ش  19

 4 3 2 1 0 .٠خبف ِٓ أْ أش١بء ع١ئخ عٛف رحذس ٌٗ  20
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Annex 4: Depression Self-Rating Scale For Children 

(Birleson 1978) 
 

 
Please read these statements and tick the answer that best describes how you have felt 
during the past week.  It is important to answer as honestly as you can.  The correct 
answer is to say how you have really felt. 
 
             Mostly         Never 
             Sometimes  

1. I look forward to things as much as I used to.. [   ] [   ] [   ]   ___ 

2. I sleep very well.............................…….. …… [   ] [   ] [   ]   ___ 

3. I feel like crying.............................…………… [   ] [   ] [   ]   ___ 

4. I like to go out to play......................…….…… [   ] [   ] [   ]   ___ 

5. I feel like running away.....................………… [   ] [   ] [   ]   ___ 

6. I get tummy aches...........................….……… [   ] [   ] [   ]   ___ 

7. I have lots of energy........................…………. [   ] [   ] [   ]   ___ 

8. I enjoy my food..............................…………… [   ] [   ] [   ]   ___ 

9. I can stick up for myself...................…………. [   ] [   ] [   ]   ___ 

10. I think life isn't worth living...............…………. [   ] [   ] [   ]   ___ 

11. I am good at the things I do.................………. [   ] [   ] [   ]   ___ 

12. I enjoy the things I do as much as I used to… [   ] [   ] [   ]   ___ 

13. I like talking with my family.................……….. [   ] [   ] [   ]   ___ 

14. I have bad dreams.......................……….. [   ] [   ] [   ]   ___ 

15. I feel very lonely............................…………… [   ] [   ] [   ]   ___ 

16. I am easily cheered up.......................……….. [   ] [   ] [   ]   ___ 

17. I feel so sad I can hardly stand it...........…….. [   ] [   ] [   ]   ___ 

18. I feel very bored............................…………… [   ] [   ] [   ]   ___ 

                   Score            ____ 
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Birleson Depression Scale-Questionnaire 

ػجذ انؼزٌز صبثذ  .رشجًخ د

 أَضى □  ركش □انجُش      __________ :انؼًش

 ػزٌزرً /ػزٌزي

 .ٞ ثٗ فٟ خلاي الأعجٛع اٌّبػٟ ِٓ فؼٍه ػغ ػلاِخ طح فٟ اٌخبٔخ اٌظح١حخ/أِبِه ِغّٛػخ ِٓ الأعئٍخ رزؼٍك ثّب رشؼش

 لا ثؼغ الأح١بْ دائّب اٌجٕذ. َ

 2 1 0 ِب صٌذ أٔظش ٌلأش١بء فٟ ح١برٟ وّب رؼٛدد ػ١ٍٙب 1

 2 1 0 .أٔبَ ع١ذالاً  2

 0 1 2 .أشؼش ثإٟٔٔ عٛف أثىٟ  3

 2 1 0 .أحت أْ أخشط فٟ اٌشبسع ٌٍؼت  4

 0 1 2 .أسغت فٟ اٌٙشٚة ثؼ١ذالاً  5

 0 1 2 .أرّزغ ثطبلخ وج١شح  6

 2 1 0 .رظ١جٕٟ آلاَ فٟ اٌّؼذح  7

 2 1 0 .اعزّزغ ثبلأوً 8

 2 1 0 .أعزط١غ اٌم١بَ ثخذِخ ٔفغٟ  9

 0 1 2 .أشؼش ثأْ اٌح١بح لا رغبٚٞ ش١ئبلاً  10

 2 1 0 .أفؼً الأش١بء ثشىً ع١ذ  11

 2 1 0 .اعزّزغ ثؼًّ الأش١بء وّب وٕذ فٟ اٌغبثك  12

 2 1 0 .أحت اٌزحذس ِغ أٍٟ٘ ِٚغ ا٢خش٠ٓ  13

 0 1 2 .أحٍُ أحلاَ ِضػغخ  14

 0 1 2 .أشؼش ثبٌٛحذح اٌشذ٠ذح 15

 2 1 0 ِٓ اٌغٌٙٛخ أْ أثزٙظ 16

 0 1 2 أشؼش ثبٌزؼبعٗ ٌذسعخ لا رطبق 17

 0 1 2 .أشؼش ثبًٌٍّ 18
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Annex 5 : The Preschool Children Depression Checklist PCDC 

 

      1 Seems younger than his/her age  

      2 Does not talk much  

      3 Moves little and/or slowly  

      4 Is constantly on the move  

      5 Tires easily  

      6 Tends to give up in the face of difficulty  

      7 Gets easily frustrated by scolding and failure  

      8 Finds it difficult to enjoy new situations, is afraid of novelty  

      9 Finds it difficult to socialize, s/he feels better in small groups  

     10 Feels rejected by others  

     11 Finds it difficult to leave parents  

     12 Needs reassurance/seeks gratification  

     13 Says he/she feels alone, unloved  

     14 Feels inadequate, incapable  

     15 Seems unable to make up his/her mind  

     16 Is not interested in activities, objects, or situations  

     17 Plays monotonously, repetitively, with descriptive, formal elements  

     18 Spends more time with adults  

     19 Needs support to improve his/her activities  

     20 Is not very curious, does not explore very much  

     21 Needs reassurance to stop playing a game or to go away  
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     22 Does not get involved in games easily  

     23 Finds it difficult to express desires and needs or to ask for help  

     24 Cries frequently  

     25 Is anxious, worried  

     26 Thinks about death  

     27 Is moody, grouchy or irritable  

     28 Is sad, morose  

     29 Gets angry—has temper tantrums  

     30 Is timid, closed, embarrassed  

     31 Has somatic complaints  

 32     Has problems with food 
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The Preschool Children Depression Check list 

س٠بع الأؽفبي - لبئّخ الاوزئبة ٌلأؽفبي

ػجذ اٌؼض٠ض صبثذ . رشعّخ د

َ.   

0 1 2 3 4 

ٔبدسالاً أثذالاً 
ثؼغ 

الاح١بْ 
دائّبلاً ػبدح 

          ٠جذٚ ػ١ٍٗ أطغش ِٓ عٕٗ  1

          لا ٠زىٍُ وض١شالاً  2

          ٠زحشن ثجؾ ٚ ل١ٍلالاً ِب ٠زحشن  3

          ٠زحشن ثبعزّشاس  4

          ٠زؼت ثغٌٙٛخ  5

          ٠غزغٍُ ثغشػخ إرا ٚاعٙزٗ ِشىٍخ  6

          ِٓ اٌغًٙ أْ ٠ظبة ثبلإحجبؽ ػٕذِب ٠فشً ف١ّب ٠طٍت ِٕٗ ػٍّٗ  7

          ٠غذ طؼٛثخ فٟ اٌزّزغ ثبٌّٛالف اٌغذ٠ذح ٚ ٠حبف ِٕٙب  8

9 
٠غذ طؼٛثخ فٟ الأذِبط اعزّبػ١بلاً ِغ ا٢خش٠ٓ ٚ ٠شؼش أفؼً إرا 

وبْ فٟ ِغّٛػخ طغ١شح 
          

          ٠شؼش أٔٗ غ١ش ِشغٛة ثٗ ِٓ ا٢خش٠ٓ  10

          ٠غذ طؼٛثخ فٟ رشن اٌٛاٌذ٠ٓ  11

          ٠حزبط دائّبلاً ٌٍزط١ّٓ ٚ اٌزذ١ًٌ  12

          ٠مٛي ثأٔٗ ٠شؼش ثأٔٗ ٚح١ذ ٚ غ١ش ِحغٛة  13

          ٠شؼش ثبٌؼغض ٚ أٔٗ ٠ٕمض ػٓ الأؽفبي فٟ عٕٗ  14

          ٠جذٚ ػ١ٍٗ ثأٔٗ لا ٠غزط١غ أْ ٠مشس أٞ ش١ئ  15

          لا ٠ٙزُ ثبٌٕشبؽبد ٚ الأش١بء ٚ اٌّٛلف حٌٛٗ  16

          ٠ٍؼت ثطش٠مخ ِىشسح ٚ ثٕفظ الأٌؼبة  17

          ٠مؼٟ ٚلذ أؽٛي ِغ اٌجبٌغ١ٓ  18

          ٠حزبط ٌٍذػُ وٟ ٠حغٓ ػٍّٗ  19

          غ١ش فؼٌٟٛ ٚ لا ٠غزىشف ِب حٌٛٗ  20
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          ٠حزبط ٌٍزط١ّٓ ٌٛلف اٌٍؼت أٚ اٌخشٚط  21

          لا ٠ٕذِظ فٟ الأٌؼبة ِغ ا٢خش٠ٓ ثغٌٙٛخ  22

          ٠غذ طؼٛثخ فٟ اٌزؼج١ش ػّب ٠ش٠ذٖ ٚ احز١بعبرٗ أٚ ؽٍت اٌّغبػذح  23

          ٠جىٟ ثبعزّشاس  24

          لٍك ٚ ِزٛرش  25

          ٠فىش فٟ اٌّٛد  26

          ِضاعٟ ٚ ِزٛرش  27

          حض٠ٓ ٚ وئ١ت  28

          رٕزبثٗ ٔٛثبد ِٓ اٌغؼت ٚ ِٓ اٌغًٙ أغؼبثٗ  29

          خغٛي ٚ ِشرجه  30

          ٠شىٛ ِٓ ا٢َ عغذ٠خ  31

          ٌذ٠ٗ ِشبوً فٟ الأوً  32
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Annex 6:  Diagnostic criteria Acute Stress Disorder 

308.3 (F43.0): 

 

Exposure to actual or threatened death, serious injury, or sexual violation in one (or 

more) of the following ways: 

1. Directly experiencing the traumatic event(s). 

2. Witnessing, in person, the event(s) as it occurred to others. 

3. Learning that the event(s) occurred to a close family member or close 

friend. 

Note: In cases of actual or threatened death of a family member or friend, the event(s) 

must have been violent or accidental. 

4. Experiencing repeated or extreme exposure to aversive details of the 

traumatic event(s) (e.g., first responders collecting human remains, police 

officers repeatedly exposed to details of child abuse). 

Note: This does not apply to exposure through electronic media, television, movies, or 

pictures, unless this exposure is work related. 

A. Presence of nine (or more) of the following symptoms from any of the five categories 

of intrusion, negative mood, dissociation, avoidance, and arousal, beginning or 

worsening after the traumatic event(s) occurred: 

B. Intrusion Symptoms 

5. Recurrent, involuntary, and intrusive distressing memories of the traumatic 

event(s). Note:  In children, repetitive play may occur in which themes or 

aspects of the traumatic event(s) are expressed. 

6. Recurrent distressing dreams in which the content and/or affect of the dream 

are related to the event(s). Note: In children, there may be frightening 

dreams without recognizable content. 
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7. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts 

as if the traumatic event(s) were recurring. (Such reactions may occur on a 

continuum, with the most extreme expression being a complete loss of 

awareness of present surroundings.) Note: In children, trauma-specific 

reenactment may occur in play. 

8. Intense or prolonged psychological distress or marked physiological 

reactions in response to internal or external cues that symbolize or resemble 

an aspect of the traumatic event(s). 

Negative Mood: 

9. Persistent inability to experience positive emotions (e.g., inability to 

experience happiness, satisfaction, or loving feelings). 

Dissociative Symptoms: 

10. An altered sense of the reality of one’s surroundings or oneself (e.g., seeing 

oneself from another’s perspective, being in a daze, time slowing). 

11. Inability to remember an important aspect of the traumatic event(s) 

(typically due to dissociative amnesia and not to other factors such as head 

injury, alcohol, or drugs). 

Avoidance Symptoms: 

12. Efforts to avoid distressing memories, thoughts, or feelings about or closely 

associated with the traumatic event(s). 

13. Efforts to avoid external reminders (people, places, conversations, activities, 

objects,  situations)  that  arouse  distressing  memories,  thoughts,  or  

feelings about or closely associated with the traumatic event(s). 

Arousal Symptoms: 

14. Sleep disturbance (e.g., difficulty falling or staying asleep, restless sleep). 

15.   Irritable behavior and angry outbursts (with little or no provocation), 

typically expressed as verbal or physical aggression toward people or 

objects. 
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 Hypervigilance: 

16. Problems with concentration. 

17. Exaggerated startle response. 

D. Duration of the disturbance (symptoms in Criterion B) is 3 days to 1 month after 

trauma exposure. 

Note: Symptoms typically begin immediately after the trauma, but persistence for at least 3 

days and up to a month is needed to meet disorder criteria. 

E.  The disturbance causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning. 

F. The disturbance is not attributable to the physiological effects of a substance (e.g., 

medication or alcohol) or another medical condition (e.g., mild traumatic brain in 

jury) and is not better explained by brief psychotic disorder. 
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Annex 7:  Diagnostic criteria Post Traumatic Stress Disorder 

309.81 (F43.10): 

 

The following criteria apply to adults, adolescents, and children older than 6 years. 

A. Exposure to actual or threatened death, serious injury, or sexual violence in one (or 

more) of the following ways: 

1. Directly experiencing the traumatic event(s). 

2. Witnessing, in person, the event(s) as it occurred to others. 

3. Learning that the traumatic event(s) occurred to a close family member or 

close friend. In cases of actual or threatened death of a family member or 

friend, the event(s) must have been violent or accidental. 

4. Experiencing repeated or extreme exposure to aversive details of the 

traumatic event(s) (e.g., first responders collecting human remains; police 

officers repeatedly -exposed to details of child abuse). 

Note: Criterion A4 does not apply to exposure through electronic media, television, 

movies, or pictures, unless this exposure is work related. 

B. Presence of one (or more) of the following intrusion symptoms associated with the 

traumatic event(s), beginning after the traumatic event(s) occurred: 

5. Recurrent, involuntary, and intrusive distressing memories of the traumatic 

event(s). 

Note: In children older than 6 years, repetitive play may occur in which themes or aspects 

of the traumatic event(s) are expressed. 

1.  Recurrent distressing dreams in which the content and/or affect of the 

dream are related to the traumatic event(s). 

Note: In children, there may be frightening dreams without recognizable content. 

2. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts 

as if the traumatic event(s) were recurring. (Such reactions may occur on a 
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continuum, with the most extreme expression being a complete loss of 

awareness of present surroundings.) 

Note: In children, trauma-specific reenactment may occur in play. 

3. Intense or prolonged psychological distress at exposure to internal or 

external cues that symbolize or resemble an aspect of the traumatic event(s). 

4. Marked physiological reactions to internal or external cues that symbolize 

or resemble an aspect of the traumatic event(s). 

C. Persistent avoidance of stimuli associated with the traumatic event(s), beginning 

after the traumatic event(s) occurred, as evidenced by one or both of the following: 

1. Avoidance of or efforts to avoid distressing memories, thoughts, or feelings 

about or closely associated with the traumatic event(s). 

2. Avoidance of or efforts to avoid external reminders (people, places, 

conversations, activities, objects, situations) that arouse distressing 

memories, thoughts, or feelings about or closely associated with the 

traumatic event(s). 

D. Negative alterations in cognitions and mood associated with the traumatic event(s), 

beginning or worsening after the traumatic event(s) occurred, as evidenced by two 

(or more) of the following: 

1. Inability to remember an important aspect of the traumatic event(s) 

(typically due to dissociative amnesia and not to other factors such as head 

injury, alcohol, or drugs). 

2. Persistent and exaggerated negative beliefs or expectations about oneself, 

others, or the world (e.g., ―I am bad,‖ ―No one can be trusted,‖ ―The world 

is completely dangerous,‖ ―My whole nervous system is permanently 

ruined‖). 

3. Persistent, distorted cognitions about the cause or consequences of the 

traumatic event(s) that lead the individual to blame himself/herself or others. 
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4. Persistent negative emotional state (e.g., fear, horror, anger, guilt, or 

shame). 

5. Markedly diminished interest or participation in significant activities. 

6. Feelings of detachment or estrangement from others. 

7. Persistent inability to experience positive emotions (e.g., inability to 

experience happiness, satisfaction, or loving feelings). 

E. Marked alterations in arousal and reactivity associated with the traumatic event(s), 

beginning or worsening after the traumatic event(s) occurred, as evidenced by two 

(or more) of the following: 

1. Irritable behavior and angry outbursts (with little or no provocation) 

typically expressed as verbal or physical aggression toward people or 

objects. 

2. Reckless or self-destructive behavior. 

3. Hypervigilance. 

4. Exaggerated startle response. 

5. Problems with concentration. 

6. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep). 

F. Duration of the disturbance (Criteria B, C, D, and E) is more than 1 month. 

G. The disturbance causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning. 

H. The disturbance is not attributable to the physiological effects of a substance (e.g., 

medication, alcohol) or another medical condition. 

Specify whether: 

With dissociative symptoms:  The individual’s symptoms meet the criteria for 

posttraumatic stress disorder, and in addition, in response to the stressor, the individual 

experiences persistent or recurrent symptoms of either of the following: 
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1. Depersonalization: Persistent or recurrent experiences of feeling detached 

from, and as if one were an outside observer of, one’s mental processes or 

body (e.g., feeling as though one were in a dream; feeling a sense of 

unreality of self or body or of time moving slowly). 

2. Derealization: Persistent or recurrent experiences of unreality of 

surroundings (e.g., the world around the individual is experienced as unreal, 

dreamlike, distant, or distorted). 

Note: To use this subtype, the dissociative symptoms must not be attributable to the 

physiological effects of a substance (e.g., blackouts, behavior during alcohol 

intoxication) or another medical condition (e.g., complex partial seizures). 

Specify if: 

With delayed expression: If the full diagnostic criteria are not met until at least 6 months 

after the event (although the onset and expression of some symptoms may be immediate). 

Posttraumatic Stress Disorder for Children 6 Years and Younger: 

A. In children 6 years and younger, exposure to actual or threatened death, serious injury, 

or sexual violence in one (or more) of the following ways: 

1. Directly experiencing the traumatic event(s). 

2. Witnessing, in person, the event(s) as it occurred to others, especially primary 

caregivers. 

Note: Witnessing does not include events that are witnessed only in electronic media, 

television, movies, or pictures. 

3. Learning that the traumatic event(s) occurred to a parent or caregiving figure. 

B. Presence of one (or more) of the following intrusion symptoms associated with the 

traumatic event(s), beginning after the traumatic event(s) occurred: 

1. Recurrent, involuntary, and intrusive distressing memories of the traumatic 

event(s). 
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Note: Spontaneous and intrusive memories may not necessarily appear distressing and may 

be expressed as play reenactment. 

2. Recurrent distressing dreams in which the content and/or affect of the dream are 

related to the traumatic event(s). 

Note: It may not be possible to ascertain that the frightening content is related to the 

traumatic event. 

3. Dissociative reactions (e.g., flashbacks) in which the child feels or acts as if the 

traumatic event(s) were recurring. (Such reactions may occur on a continuum, with 

the most extreme expression being a complete loss of awareness of present 

surroundings.) Such trauma-specific reenactment may occur in play. 

4. Intense or prolonged psychological distress at exposure to internal or external cues 

that symbolize or resemble an aspect of the traumatic event(s). 

5. Marked physiological reactions to reminders of the traumatic event(s). 

C. One (or more) of the following symptoms, representing either persistent avoidance of 

stimuli associated with the traumatic event(s) or negative alterations in cognitions and 

mood associated with the traumatic event(s), must be present, beginning after the 

event(s) or worsening after the event(s): 

Persistent Avoidance of Stimuli: 

1. Avoidance of or efforts to avoid activities, places, or physical reminders that arouse 

recollections of the traumatic event(s). 

2. Avoidance of or efforts to avoid people, conversations, or interpersonal situations 

that arouse recollections of the traumatic event(s). 

Negative Alterations in Cognitions: 

3. Substantially increased frequency of negative emotional states (e.g., fear, guilt, 

sadness, shame, confusion). 

4. Markedly diminished interest or participation in significant activities, including 

constriction of play. 
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5. Socially withdrawn behavior. 

6. Persistent reduction in expression of positive emotions. 

D. Alterations in arousal and reactivity associated with the traumatic event(s), 

beginning or worsening after the traumatic event(s) occurred, as evidenced by two 

(or more) of the following: 

1. Irritable behavior and angry outbursts (with little or no provocation) typically 

expressed as verbal or physical aggression toward people or objects (including 

extreme temper tantrums). 

2. Hypervigilance. 

3. Exaggerated startle response. 

4. Problems with concentration. 

5. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep). 

E. The duration of the disturbance is more than 1 month. 

F. The disturbance causes clinically significant distress or impairment in relationships 

with parents, siblings, peers, or other caregivers or with school behavior. 

G. The disturbance is not attributable to the physiological effects of a substance (e.g., 

medication or alcohol) or another medical condition. 

 

Specify whether: 

With dissociative symptoms:  

The individual’s symptoms meet the criteria for posttraumatic stress disorder, and the 

individual experiences persistent or recurrent symptoms of either of the following: 

1. Depersonalization: Persistent or recurrent experiences of feeling detached from, 

and as if one were an outside observer of, one’s mental processes or body (e.g., 

feeling as though one were in a dream; feeling a sense of unreality of self or body 

or of time moving slowly). 
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2. Derealization: Persistent or recurrent experiences of unreality of surroundings (e.g., 

the world around the individual is experienced as unreal, dreamlike, distant, or 

distorted). 

Note: To use this subtype, the dissociative symptoms must not be attributable to the 

physiological effects of a substance (e.g., blackouts) or another medical condition (e.g., 

complex partial seizures). 

Specify if: 

With delayed expression: If the full diagnostic criteria are not met until at least 6 months 

after the event (although the onset and expression of some symptoms may be immediate). 
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Annex 8:  Diagnostic criteria Major Depressive Disorder 

296.99 (F34.8): 

A. Five (or more) of the following symptoms have been present during the same 2 week 

period and represent a change from previous functioning; at least one of the 

symptoms is either (1) depressed mood or (2) loss of interest or pleasure. 

Note: Do not include symptoms that are clearly attributable to another medical condition. 

1. Depressed mood most of the day, nearly every day, as indicated by either 

subjective report (e.g., feels sad, empty, and hopeless) or observation made by 

others (e.g., appears tearful).  (Note:  In children and adolescents, can be irritable 

mood.) 

2. Markedly diminished interest or pleasure in all, or almost all, activities most of the 

day, nearly every day (as indicated by either subjective account or observation). 

3. Significant weight loss when not dieting or weight gain (e.g., a change of more than 

5% of body weight in a month), or decrease or increase in appetite nearly every 

day. (Note: In children, consider failure to make expected weight gain.) 

4. Insomnia or hypersomnia nearly every day. 

5. Psychomotor agitation or retardation nearly every day (observable by others, not 

merely subjective feelings of restlessness or being slowed down). 

6. Fatigue or loss of energy nearly every day. 

7. Feelings of worthlessness or excessive or inappropriate guilt (which may be 

delusional)  nearly  every  day  (not  merely  self-reproach  or  guilt  about  being 

sick). 

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day 

(either by subjective account or as observed by others). 
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9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation 

without a specific plan, or a suicide attempt or a specific plan for committing 

suicide. 

B. The symptoms cause clinically significant distress or impairment in social, 

occupational, or other important areas of functioning. 

C. The episode is not attributable to the physiological effects of a substance or to 

another medical condition. 

Note: Criteria A–C represent a major depressive episode. 

Note: Responses to a significant loss (e.g., bereavement, financial ruin, losses from natural 

disaster, a serious medical illness or disability) may include the feelings of intense sadness, 

rumination about the loss, insomnia, poor appetite, and weight loss noted in Criteriion A, 

which may resemble a depressive episode. Although such symptoms may be 

understandable or considered appropriate to the loss, the presence of a major  depressive  

episode  in  addition  to  the  normal  response  to  a  significant  loss should also be 

carefully considered. This decision inevitably requires the exercise of clinical judgment 

based on the individual’s history and the cultural norms for the expression of distress in the 

context of loss. 

D. The  occurrence  of  the  major  depressive  episode  is  not  better  explained  by 

schizoaffective disorder, schizophrenia, schizophreniform disorder, delusional 

disorder, or other specified and unspecified schizophrenia spectrum and other 

psychotic disorders. 

E. There has never been a manic episode or a hypomanic episode. 

F. Note: This exclusion does not apply if all of the manic-like or hypomanic-like 

episodes are substance-induced or are attributable to the physiological effects of 

another medical condition. 
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Annex 9:  Wallace rules of nines for percentage of total body surface area 

estimation 
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Annex 10:     Helsinki Committee for ethical approval 
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Annex 11:    Medecins Sans Frontieres approval letter 
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Annex 12:    Arabic abstract 

اٌٍّخض ثبٌٍغخ اٌؼشث١خ 

دساصخ يمبسَخ  لاضطشاة يب ثؼذ انصذيخ ٔالاكزئبة ػُذ الاطفبل ضحبٌب انحشٔق فً 

يحبفظبد غزح 

يحًذ اثٕ يغٍصٍت : اػذاد 

انجشٔفٍضٕس ػجذ انؼزٌز يٕصى صبثذ : اششاف 

ٚاٌغشع ِٓ ٘ذٖ اٌذساعخ ٘ٛ ٌفحض الاػشاع , ٌؼبئٍزُٙ ٚاٌحشٚق فٟ الاؽفبي ٟ٘ اطبثخ خطشح ٌُٙ 

ِب ثؼذ اٌظذِخ ٚأزشبس٘ب ٚوذٌه اػشاع الاوزئبة فٟ ٘ؤلاء الاؽفبي ػحب٠ب اٌحشٚق ِمبسٔخ ِغ ػ١ٕخ 

. ػبثطخ فٟ ِحبفظبد لطبع غضح

د٠ُٙ حشٚق رُ ِزبثؼزُٙ فٟ ػ١بدرٟ رأ١ً٘ اٌحشٚق اٌزبثؼخ ي ؽفً 67اٌؼ١ٕخ اٌزٟ رُ دساعزٙب رزىْٛ ِٓ 

.  ػ١ٕخ ػبثطخ126ٌه رٚن, لأؽجبء ثلا حذٚد فٟ لطبع غضح

 وبٔٛا أبس 30ٚ  % 19.2 ِٓ الاؽفبي ػحب٠ب اٌحشٚق وبٔٛا روٛسا اٞ ثٕغجخ 37ٚوبٔذ إٌز١غخ اْ 

%. 15.5اٞ 

ٚ وبٔذ الاػّبس  (%32.1) وبٔٛا أبس 62ٚ   ( %33.3) ِٓ اٌؼ١ٕخ اٌؼبثطخ وبٔٛا روٛسا 64ٚاْ 

.  ِزٛعؾ عٕخ 5 عٕخ ثّزٛعؾ 14-3ث١ٓ 

ث١ٕذ اٌذساعخ اْ ِؼظُ حبلاد اٌحشق ػٕذ الاؽفبي وبٔذ ٔز١غخ اٌغٛائً اٌغبخٕخ ِضً اٌشبٞ اٌغبخٓ، 

. ٚاٌض٠ٛد اٌغبخٕخ، ٚالً ِغجت ٌٍحشق ٘ٛ اٌّٛاد اٌجلاعز١ى١خ

دسعخ  % 9ِٓ اٌذسعخ اٌضب١ٔخ ٚ  % 76ِٓ اٌذسعخ الاٌٚٝ ٚ  % 9اِب ثبٌٕغجخ ٌذسعبد اٌحشق فىبْ 

. ِٓ اٌذسعخ اٌضبٌضخ % 6صب١ٔخ ٚصبٌضخ ٚ 

ٚا١ٌذ٠ٓ ,  % 25ٚ اٌغغُ اٌؼٍٛٞ  % 37ٚاْ اوضش الاِبوٓ فٟ اٌغغُ اطبثخ ثبٌحشق الاؽشاف اٌغفٍٝ 

. ٌىً ِّٕٙب% 6ٚاٌٛعٗ ٚاٌشلجخ  % 25
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فبلأوضش أزشبسا ٟ٘ اػشاع ِب ثؼذ , اِب ثخظٛص الاػشاع إٌفغ١خ فٟ الاؽفبي ػحب٠ب اٌحشٚق

وبٔٛا غ١ش لبدس٠ٓ ػٍٝ رذوش اٌحبدس ثبٌؼجؾ ٚ % 61.1ح١ش ,  عٕٛاد ٚاوضش7اٌظذِخ فٟ الأؽفبي 

وبٔٛا ٠زغٕجٛا الاش١بء %  55.6وبٔٛا ٠ؼبْٔٛ ِٓ ثؼغ الاػشاع اٌزٟ رزوشُ٘ ثبٌحبدس ٚ % 55.6

. ٚاٌّٛالغ اٌزٟ رزوشُ٘ ثحبدس اٌحشق

%  26.7ِٓ الاؽفبي ١ٌظ ٌذ٠ُٙ اػشاع ٚ % 6.7 اِب ثخظٛص ِزلاصِخ ِب ثؼذ اٌظذِخ فٕٙبن 

وبْ ٌذ٠ُٙ اػشاع ِب ثؼذ اٌظذِخ ٌٚىٓ ٌُ رظً % 33.3وبٔٛا ٠ؼبْٔٛ ِٓ ِغّٛػخ ِٓ  الاػشاع ٚ 

اِب الاؽفبي اٌذ٠ٓ وبٔٛا ٠ؼبْٔٛ ِٓ اٌّؼب١٠ش ,اٌٝ دسعخ اٌّؼب١٠ش اٌىبٍِخ ٌزشخ١ض ِشع ِب ثؼذ اٌظذِخ

%. 33.3اٌىبٍِخ ٌّب ثؼذ اٌظذِخ فشىٍٛا 

١ٌظ ٌذ٠ُٙ اػشاع ِب ثؼذ % 13.5,  عٕٛاد 6-3اِب ثخظٛص الاؽفبي ِب لجً اٌّذسعخ اٞ ِٓ 

َ وبْ ٌذ٠ُٙ اػشاع غ١ش ِىزٍّخ اٌّؼب١٠ش % 36.5وبْ ٌذ٠ُٙ  ثؼغ الاػشاع ٚ % 26.9.اٌظذِخ ٚ 

. وبْ ٌذ٠ٗ وبًِ اٌّؼب١٠ش ٌّشع ِب ثؼذ اٌظذِخ% 23.1اٌزشخ١ظ١خ ٚ 

فبْ اوضش , اِب فٟ ِب ٠خض الاوزئبة فٟ الاؽفبي اٌّظبث١ٓ ثبٌحشق ِمبسٔخ ِغ اٌؼ١ٕخ اٌؼبثطخ

٠حزبط ):  عٕٛاد فىبٔذ6-3الاػشاع ش١ٛػب ٌلاوزئبة حغت ِب رُ دوشٖ ِٓ لجً الاِٙبد ٌلأؽفبي ِٓ 

لٍك , ٠حزبط اٌٝ رط١ّٓ ٚرٙذئخ, ٠شؼش أٗ ِٕجٛر ٚغ١ش ِحجٛة , اٌطفً اٌٝ اٌّغبٔذح فٟ ٔشبؽبرٗ

. (ٚعش٠غ اٌغؼت ِٚزمٍت اٌّضاط, ِطشة

% 35.3ٚ , ٠ؼبٔٛا ِٓ اٌىغً ٚلٍخ اٌطبلخ% 47.1 عٕٛاد ٚاوضش ف 7اِب الاوزئبة فٟ الاؽفبي دٚٞ 

 .ٌذ٠ُٙ احغبط ثبٌٙشة %  29.4, ٠حت اٌؼضٌخ ٚلا ٠ش٠ذ اٌخشٚط% 29.4, ١ٌظ ٌذ٠ُٙ ٔظشح ِغزمج١ٍخ 

= الأحشاف اٌّؼ١بسٞ  ) 70 ٚوبْ ِزٛعؾ ٔزبئظ الاػشع الاوزئبث١خ فٟ الاؽفبي اٌّظبث١ٓ ثبٌحشق 

ٚ ٘ذا ٠ذي اْ ٕ٘بن  (17.7= الأحشاف اٌّؼ١بسٞ ) ) 38.74اِب اٌؼ١ٕخ اٌؼبثطخ فىبْ اٌّزٛعؾ , (8.8

دسعخ الا١ّ٘خ  )فشق ُِٙ عذا فٟ أزشبس الاوزئبة فٟ اؽفبي ػحب٠ب اٌحشق ٚاٌؼ١ٕخ اٌؼبثطخ 

t=12.01 p=0.001)). 

ٚ٘ذٖ اٌذساعخ رضجذ ثشىً ٚاػح اْ الاػشاع إٌفغ١خ فٟ الاؽفبي اٌذ٠ٓ رؼشػٛا اٌٝ اطبثخ اٌحشٚق 

. وض١شح ٚحبعّخ ِمبسٔخ ثبلأؽفبي ِٓ اٌؼ١ٕخ اٌؼبثطخ (ٚاػشاع ِب ثؼذ الاطبثخ, اٌمٍك , الاوزئبة  )

ٚ ٘ذ اٌذساعخ رؼط١ٕب ِؼٍِٛبد ِّٙٗ ػٓ ِذٜ أزشبس الاػشاع إٌفغ١خ فٟ الاؽفبي ػحب٠ب اٌحشٚق 

 .فٟ لطبع غضح ٚاٌذ٠ٓ رُ اٌىشف ػ١ٍُٙ فٟ ػ١بداد اؽجبء ثلا حذٚد 
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ٚ٘ذا ٠ٕغغُ ِغ اٌذساعبد اٌزٟ اعش٠ذ فٟ ٘ذا اٌّغبي ٚرؤوذ اْ الاػشاع إٌفغ١خ اٌّشػ١خ ٟ٘ فٟ 

ِّب ٠غزٛعت ػٍٝ اٌمبئ١ّٓ فٟ اٌّشاوض , اٌحم١مخ ػب١ٌخ فٟ اؽفبٌٕب الاػضاء ػحب٠ب اطبثبد اٌحشٚق

اػبفخ اٌٝ الاطبثخ اٌؼؼ٠ٛخ ٚ٘زا ٠حغٓ ػ١ٍّخ اٌزب١ً٘ ٚاٌشفبء ٚ عٛدح , اٌظح١خ اٌز١مظ ٚاٌىشف ػٕٙب

. اٌح١بح ٌؼحب٠ب اٌحشق

 


