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ABSTRACT

Research into recovery and adjustment after burn injury has indicated a link between
psychopathological symptoms including traumatic stress, distress, depression and anxiety,
and worse psychosocial and physical outcomes. The severity of psychological symptoms
does not always correlate with that of the burn injury, and symptoms can be ongoing in
certain patients for extensive periods, leading to a need for early screening in burns patients
for psychological vulnerabilities. One potential factor influencing recovery from the
psychological impact of burn injury is adult attachment style, specifically secure and
insecure attachment, as this describes how an individual organizes their stress regulation.
This cross-sectional study measured: (a) attachment style (via the Relationship Question-
naire [RQ]): (b) negative psychological symptoms (via the Depression Anxiety and Stress Scale
[DASS]); and, (c) post-traumatic symptoms (via the Davidson Trauma Scale [DTS]) in a cohort
of burns patients (n=104, 51 analysed) in a severe burns unit in Australia during the acute
phase of their recovery. Secure attachment style was inversely related to psychopathological
symptoms. Secure participants scored significantly lower scores on the DASS (M=17.63,
SD =17.07) compared to self-rated insecure participants [(M=42.38, SD=34.69), p < .01] and
on the DTS (M=14.22, SD=15.42) compared to insecure participants [(M=40.54, SD =35.72),
p <.01]. Similar results were found in analyses controlling for covariates of gender, age and
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burn severity as potential confounders. This research suggests attachment style may play an
important role in psychosocial recovery from severe burn injury.

© 2019 Elsevier Ltd and ISBI. All rights reserved.

1. Introduction

Research into psychosocial adjustment following severe burn
injury demonstrates that early after injury symptoms of
depression, anxiety, stress and trauma are associated with
later psychosocial impairment, reduced quality of life and
delayed physical recovery [1,2]. Psychological and burn and
treatment-related factors interact in determining adjustment/
recovery outcomes [3]. Psychosocial factors contribute to
delayed recovery via several possible pathways including poor
treatment adherence and delayed discharge from hospital [4].
Subsequently, longer-term studies measuring the trajectory of
psychosocial recovery after burn injury have identified
patients often fall into identifiable subgroups with better or
worse outcomes. Mason et al. [S] found patients with severe
symptoms of distress at discharge steadily worsened over two
years and patients with sub-threshold symptoms also wors-
ened; whereas patients with mild or low distress improved
slightly over that same period. Sveen et al. [6] found, using
cluster analysis, four distinct trajectories of post-traumatic
stress disorder (PTSD) symptoms in a 12-month longitudinal
study of burns patients. Sveen et al. [6] described patients with
the most severe symptoms showing noimprovement, patients
with low traumatic symptoms (described as “resilient”)
continuing to do well, however identified a group with higher
symptoms improving slowly and another group with lower
symptoms experiencing a delayed traumatic reaction. Fur-
thermore, Fauerbach et al. [1] found higher psychological
distress measured during initial hospitalisation was associat-
ed with both physical and psychosocial impairment when
measured 6 and 12 months after the injury. In contrast,
resilience, defined as the ability to make a “psychosocial
comeback in adversity” [7], has been reported to be a vital
positive capacity influencing recovery from a severe burn
injury [8]. Research to support an understanding of factors
associated with or promoting resilience then becomes impor-
tant in efforts to promote recovery from burn injury.
Screeningstudies in burns patients have found evidence for
a link between early psychological symptoms and longer term
psychological and psychosocial outcomes. For example,
anxiety measured at two weeks correlated significantly with
anxiety at three months [9]. PTSD symptoms measured in
hospital were found to be the best predictor of PTSD at six
months [2,10]. A further study described a significant
relationship between depressive symptoms rated at three
weeks after burn injury and both patient-rated scar severity
and self-esteem at 3 months [11]. The prevalence of acute
stress disorder (ASD) in burns patients has been estimated at
between 18-32%, and the prevalence of PTSD 23-33%, with
evidence that close to 90% of patients with ASD later meet
criteria for PTSD [2]. Given the risk for psychological and
traumatic symptoms in burns patients, and the evidence that
early symptoms continue to predict later psychopathology,

the need for early identification of patients at risk of impaired
adjustment to burn injury is significant in enabling provision
of appropriate support and treatment.

A possible factor influencing early distress and psychopa-
thology and promoting or inhibiting resilience in traumatic
injury such as severe burn, is attachment style. Models of adult
attachment outline the developmental course of attachment
patterns, learned interactively with attachment figures such
as parents, forming self-protective strategies to regulate stress
and cope with stressful life events [12,13]. Secure attachment
promotes flexible coping with learnt capacities to self-regulate
and the capacity to appropriately seek help and social support
as needed [14]. Insecure attachment styles have been linked to
illness through: increased vulnerability to unregulated stress;
use of external means of stress regulation such as harmful use
of smoking or drugs and alcohol; failure to utilize protective
behaviours like accessing social support, adherence to
treatment and reporting symptoms to treatment providers
[14]. In this way secure attachment is a potential mediator of
resilience and insecure attachment a potential risk for poorer
recovery. Research indicates attachment style is a relatively
stable characteristic, and both insecure attachment and a
change to insecure attachment after a significant event is
linked to higher psychopathological symptoms [15].

Evidence has shown insecure attachment style is associat-
ed with poorer psychological and health outcomes [16-19]. This
suggests that identifying attachment style and targeting
interventions to specific groups based on attachment style
may assist with treatment outcomes and improve recovery.
Although to date within the burns literature, attachment style
has limited evidence as a factor influencing adjustment and
psychosocial outcomes in burn injury, there is some evidence
thataspects of coping that canbe seen as arising from secure or
insecure attachment styles may influence psychopathology
and trauma in burns patients. For example, avoidant coping,
which could be seen as an expression of an insecure avoidant
attachment style has been associated with worse outcomes in
burns recovery [10].

This study therefore aimed to investigate the effects of
attachment style on adjustment to burn injury in the shortand
medium term, defined as the first three months after injury, as
this is the window before chronic PTSD can be diagnosed [20].
This cross-sectional study proposed that hospitalised burns
patients having a secure attachment style would report less
distress, depression, anxiety and post-traumatic stress symp-
toms and this effect would remain after covariate adjustment.
This was part of a larger mixed methods study that examined
measures of attachment, coping style and personality and
psychological adjustment outcomes [21]. The covariates of
gender, age and Total Burn Surface Area (TBSA) were chosen as
these have been considered to be important in burns recovery
[1]. The impact of these factors on recovery and their
interrelationships are still under investigation. While TBSA
has generally not been a consistent predictor, Fauerbach et al.
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[1] demonstrated an association between TBSA and slowed
physical recovery, and that distress was associated with both
slowed physical and psychosocial recovery. Wallis et al. [22],
however, found no significant association between distress
and severity of burn injury. A number of studies have
suggested females can experience increased psychological
symptoms compared to males, potentially related to the
location and visibility of burn scarring [23,24]. Age has also
been investigated as recovery may be compromised in older
patients, with some evidence of impact on psychosocial
outcomes [25,26].

2. Methods
2.1. Patients, design and procedures

This study was approved by the local ethics committee. Adult
inpatients (aged 18 and above) with burns necessitating
inpatient care within three months of the burn injury were
informed about the study by a multidisciplinary team during
their stay on a Severe Burn Injury Unit in Australia. A member
from the research team then approached them for written
consent. Although the unit admits approximately 200 patients/
year, many patients were excluded on the bases outlined below
and only a small number of the remaining consented. Reasons
for this may have included that this was a preliminary study
with minimal local funding and staff, and the ethical approval
required a distance between clinical care and research. The
initial information for recruitment was reliant on the liaison
and good will of thebusy clinical staff and the clinical reality was
that many patients were seriously unwell and declined to
participate, or found completion of questionnaires difficult.
After consent, questionnaires were left with participants for
completion, a member of the research team was available to
assist with questions or concerns. The 5-year period allowed
slow accrual of patients in order to obtain an analysable sample
and inform future research design and processes. Patients
excluded from the study included those cognitively impaired,
intellectually disabled, or not proficientin the English language.
Patients needed to be delirium-free for greater than seven days
or have experienced no delirium after injury. Consenting
participants were asked to complete a Relationship Question-
naire (RQ), a Depression, Anxiety and Stress Scale (DASS) and a
Davidson Trauma Scale (DTS) within 12 weeks of admission to
hospital. Participants also completed other measures of
psychopathology, including Type D personality, which have
been reported elsewhere [27]. Type-D, “distressed” personality
is a coping style defined by the dual propensity to experience
greater negative emotions and thoughts while simultaneously
inhibiting their social expression [28].

2.2. Data collection

2.2.1. Independent variable

The independent variable of attachment style was measured
using the Relationship Questionnaire (RQ), a forced-choice self-
classification measure examining four various configurations
around comfort in relationships and attitudes towards depen-
dence versus independence, with respondents asked to choose

the response option thatbest describes their “style” in “forming
relationships” [29]. The RQ has demonstrated significant
associations between attachmentand psychological symptoms
of depression and anxiety, and has adequate reliability and face
and discriminantvalidity as a questionnaire [30]. The fouritems
have shown convergent and discriminant validity with other
measures [31]. While a Likert form of the scaleis available,and a
dimensional approach can add information, the forced choice
version was chosen for this study to assess the security versus
insecurity states. This was due to 3 considerations: the
measurement consideration that prototypes can add predictive
power over a dimensional approach [31]; clinically it can be
more useful to consider the major style to plan interventional
response—a consideration used by other researchers [32]; the
study group here was considered to need a minimising of
questionnaire burden. The original RQ research found no
particular difference for the categorical and continuous
measures [29] and this study with a small sample size planned
abinary comparison. Hence given the above considerations, the
forced choice form only was used.

In the self-report four statements are included that describe
different styles. The secure statement in the RQ emphasises
comfort with both emotional closeness and dependence while
simultaneously acknowledging the capacity for aloneness and
self-acceptance. The statements that identify participants as
insecure describe types of discomfortin relationships and with
inflexible attitudes to independence versus dependence [29].
The dismissing form of insecurity highlights valuing indepen-
dence and being comfortable without close relationships. The
preoccupied form of insecurity highlights being uncomfort-
able without close relationships and anxiety that others donot
value the respondent as much as they value them; the fearful
form of insecurity highlights difficulties in getting close to
others due to difficulties in trusting and depending on others
[29]. The instructions stated: “Below are descriptions of four
styles of formingrelationships. Please read them and circle the
one that best describes you or is closest to the way you are.”

For analysis the three insecure responses were grouped as
‘insecure’ for comparison with those choosing the secure style.

2.2.2. Dependent variables

Self-rated psychological symptoms were measured using the
Depression, Anxiety and Stress Scale (DASS), a questionnaire
rating emotional states of depression, anxiety and self-
perceived stress [33]. This has been validated among both
clinical [34-36] and non-clinical populations [37].

PTSD symptoms were measured using the Davidson
Trauma Scale (DTS), where participants rated the severity,
and frequency of posttraumatic stress symptoms [38]. The DTS
has shown to be a reliable and valid measure within the
domain of burns [39], with scores over 40 predictive of a
diagnosis of PTSD [40]. Its prior use in a longitudinal study
made it the instrument of choice to be able to compare results
with published data and to test its utility in a study seeking to
establish a longitudinal battery in the local setting.

2.3.  Data analysis

Cross sectional data from the initial time point (within three
months of burn injury) was analysed using chi-square tests of
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association for categorical variables, independent samples t-
tests for scale measures such as the DASS and DTS (the
dependent variables of psychopathology), and analysis of
covariance (ANCOVA) was utilised for checking the robustness
of the results of attachment measures (a binary independent
variable) using gender (categorical), age and TBSA (continuous
variables) as covariates. The number of chosen covariates
needed to be small given the sample size and these were the
major covariates noted in the literature. The level of signifi-
cance was set at .05. In this instance only complete data was
analysed in each analysis and N is reported in each instance.

3. Results

Over 200 patients attend the burns unit each year. Over a five-
year period of recruitment 104 patients consented to join the
study of which 1 formally withdrew. 51 returned the RQ,
comprising 37 males and 14 females. The sample’s mean agein
years was42.9 (SD=17.1), with arange of 71, from 18 years to 89
years of age. The mean TBSA was 10.6 % (SD=10.3), ranging
from 1% to 50% (Table 1). There were no statistically significant
differences in terms of age or TBSA between the patients who
returned the questionnaires and those who did not after
original consent (see Table 2). However, males and younger
participants were more predominant in the non-returns
group. The mean age for non-returns was 36.9 (SD = 15.3) with

mean TBSA 11.8 (11.9). A 3-month cut off was employed for
return of questionnaires.

To assess the data for normalcy and outliers, an initial
exploratory analysis was undertaken. Whilst a small number
of outliers were detected, they were considered to be extreme
and were retained within the following analyses. Checking at
the end of the analysis with their exclusion confirmed that
their inclusion did not impact on the results.

Of 50 participants who completed both the Depression,
Anxiety and Stress Scale (DASS) and the Relationships
Questionnaire (RQ), 24 had secure attachment styles as
measured by the RQ and 26 had insecure attachment styles
(Table 3). Participants who rated themselves as secure had
significantly lower scores on the DASS (M=17.6, SD=17.1)
compared to participants who rated themselves as insecure
(M=42.4, SD=34.7), t (37.1)=—3.24, p=.003.

A test for effect size of the unadjusted difference in means
between secure versus insecure attachment style using
Cohen’s d indicated a large effect size (d = —.89) for psychiatric
research (Table 4). Our results suggest, in line with our
hypothesis, people with secure attachment style experience
lower psychopathological symptoms of depression, anxiety
and perceived stress compared to people with insecure
attachment styles.

After adjustment for gender, age and TBSA, there was a
statistically significant difference in attachment style on the
DASS, F(1,44)=7.26, p=.01,r=.376. The only covariate that was

Table 1 - Demographics for full set of secure and insecure attachment style subgroups.

Attachment (RQ) Total Female Age (years) (n=50) TBSA (%) (n=50)

n (%) n (%) Range Mean (SD) Range Mean (SD)
Total 51 14 (27.5) 18-89 429 (17.1) 150 10.6 (10.3)
Secure 25 (49.0) 8 (32.0) 18-81 43,6 (16.2) 142 7.9 (8.4)
Insecure 26 (51.0) 6 (23.1) 19-89 42.2 (18.2) 150 13.2 (11.6)

Table 2 - Sex, age and burn injury characteristics of consenting patients who returned the RQ questionnaire, compared to

patients who did not.

Total N=103 Study sample Non-returns sample X2 t df p-Value
N N

Male [n (%)] 51 37 (72.5) 52 46 (88.5) 4.167 1 .041°

Age in years [mean (SD)] 50 429 (17.1) 49 6.9 (15.3) 1.84 97 .069

%TBSA [mean (SD)] 50 10.6 (10.3) 49 11.8 (11.9) -539 97 591

" Significant at the .05 level; df = degrees of freedom.

Table 3 - Comparison of means of DASS and DTS for security vs insecurity.

Attachment (RQ) N Mean SD SE t df p-Value
DASS Secure 24 17.63 17.07 3.48 —3.60 37.06 .003
Insecure 26 42.38 34.69 6.80
DTS Secure 23 14.22 15.42 3.22 —3.42 34.89 .002°
Insecure 26 40.54 35.72 7.00

NB. Total sample <51 due to incomplete data for these questionnaires.

" Significant at the .05 level; DASS = depression, anxiety and stress scale; df = degrees of freedom (adjusted); DTS = Davidson Trauma Scale.
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Table 4 - Adjusted and unadjusted means and variability for the DASS for secure vs insecure attachment styles with gender,

age and TBSA as covariates.

N Mean (SD) SH df p-Value Cohen’s d Mean diff 95% CI
Unadjusted t
Secure 24 17.63 (17.1) 3.48 —3.24 37.06 .003 —.89 —24.75 [-40.24, —9.27]
Insecure 25 43.92 (34.5) 6.90
Adjusted F
24 20.93 5.15 7.26 1 .01
25 40.75 5.05
Gender .003 1 .953
Age 1.30 1 .260
TBSA 13.05 1 .001

NB. Total sample N <51 due to missing data.

SD =standard deviation; SE=standard error; DASS =Depression, Anxiety and Stress Scale; df =degrees of freedom (adjusted).

significant was TBSA, F(1,44)=13.05, p=.001 (Table 4). The
difference in attachment style on psychopathological symp-
tomsis robust after analysing a model thatincluded covariates
of gender, age and TBSA, although analysis confirms the
importance of TBSA in this sample.

Of 49 participants who filled out both the DTS and the RQ,
23 had secure attachment styles and 26 had insecure attach-
ment styles. Secure participants had significantly lower scores
on the DTS (M=14.22, SD=1542) compared to insecure
participants (M=40.54, SD=35.72), t(34.89)=-3.42, p=.002.
(see Table 3). Effect size estimation on the unadjusted difference
in means using Cohen’s d indicated a very large effect size (d =
—.94) (Table 5). This suggests, in line with our hypothesis, people
with secure attachment style experience lower post-traumatic
symptoms compared to people with insecure attachment styles
in the initial post-burn adjustment period.

After adjustment for gender, age and TBSA, there was a
statistically significant difference in attachment style on the
DTS, F(1,43) =8.87,p=.005,r = .414). The only covariate that was
significant was TBSA, F(1,43)=11.69, p=.001 (Table 5), con-
firming the importance of this covariate for post-traumatic
symptoms in this sample. A correlation between the RQ, DTS
and DASS (Table 6) demonstrated moderate inverse relation-
ships between RQ and both DASS (r=-.461, p=.001) and DTS
(r=-.431, p=.002), with a strong positive correlation between
DASS and DTS (r=.881, p <.001).

4, Discussion

This research study presents a cross-sectional quantitative
analysis of early adjustment to burns injury. Our hypothesis
proposed that there would be an inverse relationship between
a secure adult attachment style and psychopathology after
severe burn injury, suggesting a potential protective relation-
ship between secure attachment and coping with trauma. Our
results supported this hypothesis, with patients employing a
secure attachment style showing lower overall negative affect,
as measured by the DASS, and lower post-traumatic symp-
toms on the DTS. This relationship was robust for a covariate
analysisincluding gender, age and TBSA. These results provide
early evidence that a patient’s attachment style influences
their experience of distress and psychological adjustment to
trauma during recovery from a burn injury.

Other authors have demonstrated a link between attach-
ment and recovery from other traumas such as cardiovascular
surgery [16] and physical functioning with cancer [17]. The
current study suggests further research into attachment style
and psychosocial outcomes in severe burn injury is likely to be
fruitful, in that, if replicated, it may identify those burn patients
at risk of more distress or less efficient coping strategies. An
early analysis of several interviews from the larger study
suggested a contribution of attachment security to early

Table 5 - Adjusted and unadjusted means and variability for the DTS with secure vs insecure attachment styles with gender,

age and TBSA as covariates.

N Mean (SD) SE df p-Value Cohen’s d Mean diff 95% CI
Unadjusted t
Secure 23 14.22 (15.42) 3.22 —3.42 34.89 .002 —.94 —26.32 [—41.97, —10.67]
Insecure 25 42.16 (35.72) 7.09
Adjusted F
23 17.05 5.35 8.87 1 .005
25 39.55 5.12
Gender .504 1 482
Age .532 1 470
TBSA 11.69 1 .001

NB. Total sample N <51 due to missing data.

SD =standard deviation; SE=standard error; DTS =Davidson Trauma Scale; df = degrees of freedom (adjusted).
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Table 6 - Correlations matrix between RQ (secure), DASS
and DTS'.

RQ (secure) DASS
DASS —.461"
p-Value .001
DTS —.431" 881"
p-Value .002 <.001

RQ=Relationship Questionnaire; DTS =Davidson Trauma Scale;
DASS =Depression Anxiety and Stress Scale;
" Pearson correlation (2-tailed) is significant at the .01 level.
& N =49 and DASS and DTS scores are total scores.

adjustmentand further flagged that a spiritual attachment may
be of benefit [21]. Further work may also help clinicians and
possibly families and carers find ways to foster more adaptive
coping and a more comfortable recovery journey, and find ways
to engage with and optimise an individual’s coping style. For
example, those who dislike dependence could be engaged
cognitively around the need for temporary greater dependence
in the service of longer-term independence, and their discom-
fort both validated and eased perhaps with humour [41] or
strategies like target-setting that engage their sense of mastery.
Those who are more overtly anxious and more dependent could
be both appropriately reassured and slowly engaged to step up
theirindependence as recovery proceeded. Assessing the utility
of these approaches requires further study.

Covariate analysis indicated a significant contribution of
TBSA to psychological symptoms and post-traumatic stress
after burn injury, but not age or gender in our study sample.
Previous research has been mixed with these variables. Larger
burn size has been found to be associated with physical rather
than psychosocial impairment 12 month following a burn
injury [1]. A study of patients five years after burn found those
with higher TBSA also had greater physical limitations, and
this along with visible location of burns - for example on the
face or hands - resulted in higher depression symptoms [42].
Higher distress in burns patients has been associated with
burns sustained to face, neck and hands, as well as older age
[5]. In a population of severely burned patients (TBSA >70%),
facial burns undergoing grafting and age were associated with
poorer mental component scores on a measure of quality of life
atleasttwo years afterburn injury [43]. Older age, being female
and full-thickness burns have been linked to poorer physical
and psychosocial health, using the same measure in a sample
of patients with moderate-severe burns at 12 months after
burn [26]. A study of the effect of aging on quality or life found
that increased age predicted poorer physical function and
some aspects of mental component such as vitality and role
emotional (using the Short Form-36 Medical Outcomes
Survey), however also noted increased resilience in recovery
with older age [25].

Our study sample included patients with burn sizes <10%,
whereas previous studies finding an association with age have
examined patients with TBSA > 10% [26] or >70% [43] and so
our results may not be generalizable to groups with larger
levels of TBSA. These studies also considered psychosocial and
physical outcomes greater than 12 months after burn injury,
unlike our study which focused on psychological symptoms in

the acute recovery phase after the burn. The latter short-term
focus of our study was intentional, but clearly datais needed to
comment on attachment and outcomes at the end of that first
crucial year of recovery. From a patient’s point of view
however, it is best to ease distress and post-traumatic
symptoms early and so early identification of risk factors
may aid more comfortable and effective recovery.

Correlational analysis of the measures used indicated
significant correlations between the three measures, between
attachment style, the summative measure of depression, anxiety
and stress and posttraumatic symptoms. However it may be
useful to consider the experience from a person-centred
approach whereby stressful events such as a burn injury cause
us to manage that stress in ways that are familiar to us.
Attachment speaks to the ways we are comfortable in coping and
whether we can comfortably accept help from others and then
smoothly move back to independence when ready. Attachment
style is developed from childhood through interaction with
caregivers and serves as a relatively stable mechanism of self-
regulation and coping through thelifespan[12,13,44]. Thereforeit
is promising to consider the role that pre-injury attachment style
plays in influencing coping and adjustment after burn injury,
leading to differences in after injury psychopathology but also to
less efficient coping styles such as wishful thinking, using alcohol
and drugs and not engaging social support described previously
in burns patients [45].

4.1. Strengths and limitations

The sample recruited were a small number of the patients
passing through the unit and may have been impacted on by
selection bias. Future studies will aim to decrease patient load
and increase comfort for the patient, and be part of treatment
culture shifts that emphasises psychosocial care as a core part
of burns recovery and outcome tracking. Although the RQ has
demonstrated continuity over time in a normative population
[46], the issue that the traumatic injury itself may have altered
attachment style indicates that future research could examine
the longitudinal course of attachment style over a long course
of rehabilitation and recovery. Given however the importance
of responding to patient’s needs for psychosocial engagement
while in hospital, the current attachment style at admission
may be an important clinical factor.

The current study had a very small sample of female
burns patients, which may have inhibited the ability to see
an impact of gender on the results. A larger sample size
including more females, and with a larger population of
burns >10% may have found different results. Also, results at
12 months or later may also show some differences not
identified within the acute recovery stage. Examining the
contribution of location of burn was outside the scope of this
paper, but could potentially be an important covariate to
consider in further reports.

Analysis of longitudinal data, tracking psychopathological
and trauma symptoms as well as coping strategies over a
longer period of burn recovery would provide stronger
evidence for the role of attachment style in adjustment to
burn injury and return to psychosocial function.

Selection bias may well have been a factorin our cohort, as the
study was likely to attract more secure and more psychologically
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resilient participants, and hence reported results may underes-
timate the between-group differences. Asmallnumber of outliers
were noted in our results. One possible explanation for this was
self-report bias, where participants might rate themselves as
secure on the RQ when in fact they would actually be insecure as
determined by a more in-depth measurement such as the Adult
Attachment Interview (AAI) [13].

Self-report bias from questionnaires could be addressed
and potentially reduced with clinician-administered meas-
ures, interview assessments and/or information from
treating mental health providers. Future studies should
also allow for more continuous self-report measures of
attachment. Another possibility that could be considered is
that although historically secure, the trauma may have
disorganized the participants’ coping, yielding higher
psychopathology scores. Interviews with participants and
family may identify historical coping patterns from those
after injury. These are matters for further research and
consideration. This study also considered only a small
subset of likely covariates. Any future study should consider
inclusion of other covariates including length of stay and
additional demographic variables.

A further potential limitation of this study is the inclusion
of patients from only one burns centre in Australia. Multisite
collaborative projects could potentially incorporate a wider
and more representative sample of burns patients. There
remains the overarching possibility that trauma could have
shifted the respondents’ sense of their attachment style as
trauma can disrupt our normal coping. Again, longitudinal
research would be helpful in examining the issue of stability of
the style during adjustment to burns.

5. Conclusion

Secure attachment style was inversely related to psychopath-
ological symptoms and this result remained robust after
adjusting for gender, age and extent of burn. This research
suggests attachment style may play an important role in
psychosocial recovery from severe burn injury. This study
suggests a potential utility in further examining the link
between attachment style and long-term adjustment to burn
injury. The notion of continuity of security both in hospital and
on discharge is relevant. Recovery from a severe burn injury
may take years and hence thereis a possibility that attachment
styles may change over that period of rehabilitation. Security
might well be tested and perhaps insecurity transformed as a
result of post-traumatic growth.

Further work would offer the potential opportunity to
improve the recovery journey and outcomes for patients who
due to their insecure attachment style are at demonstrated
risk of worse psychological early adjustment and theoreti-
cally at risk of less efficient coping, less optimal use of
supports and less engagement with treatments. Research
examining different treatments and approaches needed for
the different kinds of insecurity is warranted for both early
interventions and interventions to improve longer term
outcomes. Further studies are required to examine these
clinical possibilities in association with more detailed and
longitudinal studies.
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