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Abstract: Objective: To explore the effects of the Roy Adaptation Model on psychological resilience and nutritional 
status in elderly burn patients. Methods: Retrospectively, 112 elderly burn patients undergoing routine nursing care 
based on the Roy Adaptation Model were enrolled as the observation group, and another 112 patients receiving 
routine nursing care only were selected as the control group. The psychological resilience, level of hope, immunity, 
emotions, quality of life and sleep of enrolled patients were assessed. Results: In the observation group, patients 
were observed with markedly improved psychological resilience, notably higher hope and SF-36 scores, significantly 
lower Self-Rating Anxiety Scale, Self-Rating Depression Scale, Self-Rating Anxiety Scale and Pittsburgh Sleep Quality 
Index, as well as markedly elevated serum albumin, prealbumin, and hemoglobin, IgM and IgG levels, in contrast 
to the control group (all P<0.05). Conclusion: Nursing care based on the Roy Adaptation Model can significantly 
enhance the psychological resilience and hope, improve emotions, pain and sleep quality, strength nutritional ab-
sorption and immunity when applied in elderly burn patients, so as to increase their compliance with treatment and 
quality of life.
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Introduction

Elderly burn patients represent a special clini-
cal population. Due to age-related decline in 
physiological function, weakened immune sys-
tems, and the presence of underlying chronic 
diseases, they face great challenges in the 
recovery process following burn injuries. Burns 
not only cause severe physical harm but also 
lead to a range of psychological and physiologi-
cal adaptation problems. Studies have shown 
that approximately 12.5% to 22% burn patients 
experience significant anxiety, 51.3% suffer 
from insomnia, and there is a 2.21 times higher 
risk for them to have depression in comparison 
to the general population [1, 2]. In addition, 
post-burn malnutrition is one of the key factors 
contributing to delayed recovery in elderly burn 
patients. Deterioration in nutritional status not 
only impairs wound healing but also increases 
the risk of infections and complications [3]. 
Studies have shown that elderly burn patients 
commonly exhibit a hypermetabolic response, 
leading to accelerated depletion of nutritional 

reserves. When combined with preexisting mal-
nutritional conditions, the catabolic rate in the 
body can reach 1.5 to 2 times that of normal 
levels [4, 5].

The Roy Adaptation Model is a nursing theory 
that emphasizes achieving physiological and 
psychological balance through adaptive behav-
iors. This model advocates enhancing patients’ 
adaptive capacity to help them regain equilibri-
um across physical, psychological, and social 
dimensions, thereby improving their overall 
health and quality of life [6]. Previous studies 
have confirmed that the Roy Adaptation Model 
demonstrates significant clinical value in vari-
ous fields, including oncology, postoperative 
rehabilitation, chronic disease management, 
and trauma care. It has been shown to have 
efficacy in enhancing patients’ adaptability and 
improving their psychological well-being, physi-
ological functions, as well as quality of life 
[7-10]. Although some recent studies in and 
outside China have applied the Roy Adaptation 
Model to the care of elderly burn patients pri-
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marily focusing on pain management and qual-
ity improvement of life, few have explored its 
impact on psychological resilience and nutri-
tional status in depth [11]. Therefore, this study 
aims to investigate the effects of nursing inter-
ventions based on the Roy Adaptation Model 
on psychological resilience, nutritional status, 
and quality of life in elderly burn patients, with 
the goal of providing guidance for the imple-
mentation of nursing strategies in clinical 
settings.

Materials and methods

Case selection

A total of 112 elderly burn patients undergo- 
ing routine nursing care based on the Roy 
Adaptation Model from January 2021 to 
February 2024 at the Affiliated Hospital of 
Jiangnan University were enrolled as the obser-
vation group. Additionally, another 112 patients 
receiving routine care only during the same 
period were selected to form the control group. 
The general information of patients in both 
groups is shown in the Results section 2.1. The 
study was approved by the Medical Ethics 
Committee of the Affiliated Hospital of Jiangnan 
University.

Inclusion criteria: Patients were eligible for the 
study if they were aged 60 or above; they suf-
fered from burn injuries caused by various sud-
den accidents; they were admitted to the hospi-
tal no more than 72 hours before receiving des-
ignated treatments, with burn area (%TBSA) 
ranging between 5% and 50%; their medical 
records were complete and traceable; their 
cognitive functions were normal, with an ability 
to do various activites (MMSE scores ≥24).

Exclusion criteria: Patients were excluded from 
the study if they were aged under 60; they had 
severe organic or psychological diseases; they 
completed treatment and follow-up as per 
required; they voluntarily withdrew or dropped 
out from the study due to other reasons; they 
were concurrently receiving other systemic 
intervention research; they had severe psycho-
logical or neural disorders.

Nursing interventions

Patients in the control group received routine 
nursing care [12]. Routine nursing care includ-

ed: immediate fluid resuscitation upon admis-
sion to prevent hypovolemic shock, mainte-
nance of fluid and electrolyte balance accord-
ing to patients’ conditions, administration of 
anti-inflammatory medications and nutritional 
supplements, and maintenance of dry wound. 
Patients received routine care for their wound 
scares and offered knowledge about how scars 
are formed, with each of their inquiries an- 
swered patiently by medical staff. Based on 
their pain levels, appropriate analgesic treat-
ment was given. Moreover, patients were guid-
ed to do exercises to help their body function 
recovery and reminded constantly not to tear 
off the scabs themselves. Meanwhile, patients 
were followed up regularly and required to revis-
it the hospital for examinations.

Patients in the observation group received 
nursing care based on the Roy Adaptation 
Model [6]. Specific measures included: 1) 
Establishment of an integrated nursing team 
based on the Roy Adaptation Model: This team 
consisted of 6 members, including a chief phy-
sician, a head nurse, two leaders from the  
nursing team, and two charge nurses. To begin 
with, a scientific and comprehensive nursing 
regimen was created by the team members 
working together. Next, all team members 
received uniform training to acquire skills and 
knowledge required for the nursing regimen. 2) 
Assessment of physiological symptoms: Pain, 
functional limitations, and limb numbness of 
patients were assessed. In addition, measures 
to manage patients’ pain, guide their rehabi- 
litation and improve sleep quality were deter-
mined as well. 3) Cognitive education strategy: 
To help patients understand what treatment 
and rehabilitation processes they were going  
to have, and to improve their compliance with 
the processes, cognitive education strategies 
were implemented with aims to improve their 
compliance with nursing interventions. 4) Im- 
provement of role function: Psychological co- 
unseling, scar management, and encourage-
ment for restoring daily self-care were carried 
out to help patients relieve anxiety and restore 
their family and social roles. 5) Loneliness alle-
viation: Family members were encouraged to 
offer companionship and support to patients, 
and interact with them on a regular basis to 
alleviate their loneliness and sensitivity to 
emotions.
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Data collection

Primary observation indicators: 1) Psychologi- 
cal resilience assessment: The Connor-David- 
son Resilience Scale (CD-RISC) was used to 
evaluate the psychological resilience of patien- 
ts in the two groups in terms of three aspects: 
perseverance, self-reliance, and optimism. The 
scale has a maximum score of 100, with higher 
scores indicating stronger psychological resil-
ience [13]. 2) Nutritional status comparison: 
After fasting overnight, 3 mL of venous blood 
was drawn from the patients’ elbow to deter-
mine the levels of serum albumin, prealbumin, 
and hemoglobin using an automatic biochemi-
cal analyzer (Hitachi 7600, Shanghai Huanxi 
Medical Equipment Co., Ltd.). 3) Anxiety level 
comparison: Anxiety levels were assessed 
using the Self-Rating Anxiety Scale (SAS). A 
score of 50 or higher suggests the presence of 
anxiety symptoms, with higher scores indicat-
ing more severe anxiety [14]. 4) Depression  
status assessment: Depression levels were 
evaluated using the Self-Rating Depression 
Scale (SDS). Scores between 53 and 62 indi-
cate mild depression, 63 to 72 indicate moder-
ate depression, and scores above 72 indicate 
severe depression. Higher scores reflect more 
severe depression [15].

Secondary observation indicators: 1) Sleep 
quality assessment: The Pittsburgh Sleep Qu- 
ality Index (PSQI) was used to compare sleep 
quality of patients between the two groups 
[16]. This scale consists of 19 self-assessment 
questions and 5 questions rated by their sleep 
partners. The 19 questions cover seven dimen-
sions, with each dimension scoring from 0 to 3. 
The total score from all dimensions constitut- 
es the PSQI score, which ranges from 0 to 21. A 
higher score indicates poorer sleep quality. 2) 
Quality of life assessment: The Health Survey 
Short Form (SF-36) was used to evaluate pa- 
tients’ quality of life. This questionnaire includ- 
es five main sections: physical functioning, gen-
eral health, social functioning, emotional role, 
and mental health, with each section having a 
maximum score of 100 points [17]. 3) Hope 
level measurement: The Herth Hope Index was 
used to measure patients’ level of hope before 
and after the intervention. The maximum score 
is 48, with higher scores indicating greater lev-
els of hope [18]. 4) Pain assessment: The Visual 

Analog Scale (VAS) was used to assess pa- 
tients’ pain [19]. Patients were asked to mark 
their pain level on a line with 10 points labeled, 
where 0 represents no pain and 10 represents 
extreme pain. 5) Immunoglobulin concentra-
tion measurement: A 5 mL fasting blood sam-
ple was obtained from patients, and separated 
using a centrifuge. BNProSpec Immunotur- 
bidimeter (Diagnostic Products Co., Ltd.) was 
employed to measure the concentrations of  
IgG and IgM (IgG Kit, Catalog number JC-BS-
IgG-202; IgM Kit, Catalog number JC-BS-
IgM-305; Nanjing Jiancheng Bioengineering 
Institute Co., Ltd.). 6) Social function impair-
ment evaluation: The Social Function Deficit 
Screening Scale (SFDSS) was used to evaluate 
patients’ social function impairment. The scale 
contains 10 items, with higher total scores in- 
dicating severer social function impairment 
[20]. 7) Adherence evaluation: A self-designed 
questionnaire was used to evaluate patients’ 
adherence to rehabilitation treatment (e.g., fol-
low-up, treatment execution, and nutritional 
support). The adherence rate was calculated 
using the formula: Adherence rate = (the num-
ber of adherent samples/the total samples) × 
100%. 8) Family member satisfaction assess-
ment: The primary caregivers of patients were 
invited to complete a satisfaction survey to 
measure their satisfaction with the hospital’s 
nursing care. The satisfaction levels were grad-
ed as: Satisfied (90-100 points), Generally 
Satisfied (60-89 points), and Dissatisfied (<60 
points). The satisfaction rate was calculated 
using the formula: Satisfaction rate = (the num-
ber of satisfied and generally satisfied cases/
the total cases) × 100%.

Statistical analysis

All data were analyzed using SPSS 20.0. For 
continuous variables, normality was assessed 
using the Shapiro-Wilk test; normally distribut-
ed data were expressed as mean ± standard 
deviation, with between-group comparisons 
carried out by independent samples t-test and 
within-group comparisons (pre- vs. post-inter-
vention) by paired t-test. Categorical data were 
presented as n (%), with between-group differ-
ences assessed by the χ2 test or Fisher’s exact 
test (if expected frequencies were <5). All tests 
were two-sided, and a P-value <0.05 was con-
sidered statistically significant.
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Results

Comparison of baseline data between the two 
groups

There were no statistically significant differenc-
es between the two groups in terms of age, 
gender, weight, length of hospital stay, burn 
area, burn depth, burn causes, or comorbidi-
ties (all P>0.05). See Table 1.

Comparison of psychological resilience be-
tween the two groups

Before interventions, there were no statisti- 
cally significant differences between the obser-
vation and control groups in the scores of psy-
chological resilience, self-strength, and opti-
mism, as well as the total score on the CD-RISC 
(P>0.05). However, after interventions, both 
groups showed improvements in the scores for 
the three dimensions of CD-RISC and the total 
score. Notably, the observation group exhibited 
significantly better scores in the dimensions  
of psychological resilience, self-strength, and 

optimism, as well as the total score, compared 
to the control group (P<0.05). See Table 2.

Comparison of anxiety and depression be-
tween the two groups

Before interventions, there were no significant 
statistical differences in the SAS and SDS 
scores between the two groups (P>0.05). How- 
ever, after interventions, both groups showed 
significant decreases in their scores. Notably, 
in the observation group, the SAS and SDS 
scores were significantly lower compared to the 
control group (both P<0.001). See Figure 1.

Comparison of quality of life between the two 
groups

Before interventions, no significant statistical 
differences were observed in the quality of life 
between the two groups (P>0.05). After inter-
ventions, the scores for quality of life assess-
ment of patients in the observation group were 
significantly improved in several dimensions, 
including physical function, overall health sta-

Table 1. Comparison of general baseline data between the two groups (n/%)
Indicators Observation group (n=112) Control group (n=112) t/χ2 P
Age (years) 74.56±6.27 75.02±6.36 0.545 0.586
Gender 0.072 0.789
    Male 56 54
    Female 56 58
Burn area (%TBSA) 23.45±5.62 22.98±5.41 0.638 0.524
Burn depth 0.162 0.687
    Depth II 63 60
    Deep III 49 52
Cause of burn 0.021 0.989
    Thermal burn 54 53
    Electric burn 41 42
    Chemical burn 17 17
Concomitant disease
    Diabetes 33 31 0.087 0.767
    Hypertension 45 47 0.074 0.786
    Heart disease 28 30 0.093 0.760
    History of liver disease 17 19 0.132 0.716
    Chronic kidney disease 13 15 0.163 0.686
    Smoking 52 55 0.161 0.688
    Tipple 41 43 0.076 0.783
Weight (kg) 65.4±8.5 64.7±8.3 0.624 0.534
Length of hospital stay (days) 28.2±6.7 27.9±6.9 0.330 0.742
Note: %TBSA: The ratio of the patient’s burned area to its total body surface area.



Roy Adaptation Model for elderly burn patients

4683 Am J Transl Res 2025;17(6):4679-4688

Table 2. Comparison of CD-RISC scores between the two groups

Group
Tenacity Self-improvement Optimistic Total scores

Before  
intervention

After  
intervention

Before  
intervention

After  
intervention

Before  
intervention

After  
intervention

Before  
intervention

After  
intervention

Observation group (n=112) 20.35±1.30 36.12±3.12# 14.32±1.21 22.69±2.83# 7.44±1.21 11.03±1.95# 45.12±4.96 70.16±7.42#

Control group (n=112) 20.65±1.03 29.87±2.73# 14.19±0.85 15.15±3.03#  7.32±1.35 8.70±1.80# 45.19±5.01 53.77±8.32#

t 1.226 3.257 0.825 6.148 1.615 4.578 0.086 4.543 
P 0.225 0.043 0.408 0.020 0.107 0.025 0.913 0.021 
Note: Compared with before intervention, #P<0.05.

Table 3. Comparison of quality of life scores between the two groups (score, 
_
x±s)

Group
Somatic function General health Social function Emotional role Mental health

Before  
intervention

After  
intervention

Before  
intervention

After  
intervention

Before  
intervention

After  
intervention

Before  
intervention

After  
intervention

Before  
intervention

After  
intervention

Observation group (n=112) 62.11±8.54 78.21±11.17# 81.21±11.82 92.62±7.20# 60.20±10.21 73.84±11.22# 50.53±8.12 64.77±9.65# 49.41±7.51 69.21±10.88#

Control group (n=112) 62.33±8.05 66.16±9.32# 81.28±9.22 86.63±12.11# 60.87±10.22 65.53±10.34# 50.57±8.17 56.41±7.22# 49.40±7.43 56.32±7.66#

t 0.198 8.766 0.049 4.499 0.491 5.764 0.037 7.341 0.01 10.252

P 0.843 <0.001 0.961 <0.001 0.624 <0.001 0.971 <0.001 0.992 <0.001
Note: Compared with before intervention, #P<0.05.
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tus, social ability, emotional state, and men- 
tal health, compared to the control group (all 
P<0.01). See Table 3.

Comparison of sleep quality between the two 
groups

Before interventions, there were no significant 
differences in PSQI scores between the two 
groups (P>0.05). After interventions, the PSQI 
scores generally decreased in both groups, 
with the observation group showing a signifi-
cantly lower PSQI score compared to the con-
trol group (all P<0.001). See Figure 2.

Comparison of nutritional status between the 
two groups

Before interventions, there were no significant 
statistical differences between the two groups 
in the levels of serum albumin, prealbumin, and 
hemoglobin (P>0.05). After interventions, both 
groups showed significant improvements in the 
three levels, with the observation group dem-
onstrating higher levels in comparison to the 
control group (all P<0.001). See Table 4.

Comparison of social function scores between 
the two groups

Before interventions, there were no significant 
statistical differences in the SFDSS scores 
between the two groups (P>0.05). After inter-
ventions, both groups showed significant de- 
creases in their SFDSS scores, with the obser-
vation group showing a more significant re- 
duction compared to the control group (all 
P<0.001). See Figure 3.

Before interventions, there were no significant 
statistical differences in the IgM and IgG levels 
between the observation and control groups 
(P>0.05). After interventions, the IgM and IgG 
levels were elevated in both groups, with those 
in the observation group being higher when 
compared to the control group (P<0.05). See 
Figure 5.

Comparison of rehabilitation treatment adher-
ence between the two groups

When observing adherence to treatment regi-
men, follow-up time, and nutritional supple-
mentary, the observation group demonstrat- 
ed higher adherence compared to the control 
group (P<0.05). See Table 5.

Comparison of nursing satisfaction between 
the two groups

The satisfaction scores of care caregivers in 
the observation group were significantly higher 
than those in the control group (P<0.05). See 
Figure 6.

Discussion

It was found in the study that the psychological 
resilience scores of patients in the observation 
group were significantly higher in comparison 
to the control group. This result is consistent 
with the research by Krstic B and Ozdemir O et 
al. [21, 22]. The reason for this improvement 
lies in the focus of the Roy Adaptation Model-
based nursing care on enhancing patients’ 
adaptive behaviors, providing social support, 

Figure 1. Comparison of SAS and SDS scores between the two groups. 
A: Comparison of SAS scores between the two groups; B: Comparison of 
SDS scores between the two groups. Compared with the control group, 
***P<0.001; Compared with before intervention, ###P<0.001. SAS: Self-Rat-
ing Anxiety Scale; SDS: Self-Rating Depression Scale.

Comparison of pain scores 
between the two groups

Before interventions, there 
were no significant statistical 
differences in the VAS scor- 
es between the two groups 
(P>0.05). However, after inter-
ventions, both groups show- 
ed marked decreases in their 
VAS scores, with the observa-
tion group showing notably 
lower VAS scores compared  
to the control group (all P< 
0.001). See Figure 4.

Comparison of immunoglobu-
lin levels between the two 
groups
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and offering psychological counseling to help 
them strengthen their coping abilities in the 
face of challenges. Additionally, the Roy Ad- 
aptation Model helps patients improve their 
understanding and acceptance of their physi-
cal and psychological states by enhancing their 
knowledge about the illness and treatment pro-
cess, further contributing to an increase in psy-
chological resilience.

Studies have shown that approximately 30% of 
patients with broad-area burns suffer from 
chronic pain, which is also the cause of their 
anxiety and depression [23]. Among patients 
with severe burn injuries, about 23.7% may 
develop depression within six months after the 
injury, with these symptoms potentially lasting 
up to 24 months post-injury [24]. In this re- 
search, it was reported that the anxiety lev- 
els (assessed by the SAS) and depression 
severity (evaluated using the SDS) in the ob- 
servation group were significantly better than 
those in the control group, suggesting that Roy 
Adaptation Model-based nursing care signifi-
cantly mitigated the anxiety and depression 
levels in elderly burn patients, which is consis-
tent with the findings of Aydogdu O et al. [25]. 
The underlying mechanism lies in the fact  
that the employment of Roy Adaptation Model-
based nursing care strengths social support 
networks, provides targeted emotional coun-
seling, and implements personalized lifestyle 
interventions to help patients develop problem-

coping strategies, thereby being particularly 
suited to address the diminished psychologi- 
cal adaptability of elderly populations resulting 
from physiological decline and the burden of 
chronic diseases.

Elderly burn patients often face high metabolic 
rates and nutritional depletion, with malnutri-
tion being a significant factor affecting their 
recovery, especially during the post-burn heal-
ing process [26]. The study found that patients 
in the observation group had significantly high-
er levels of serum albumin, prealbumin, and 
hemoglobin compared to the control group. 
This suggests that the addition of the Roy 
Adaptation Model to nursing care has enhanc- 
ed the effectiveness of nutritional interven-
tions, thereby promoting the wound healing 
process and improving patients’ overall health 
status. Additionally the observation group had 
notably higher levels of IgM and IgG when com-
pared to the control group, indicating patients 
receiving Roy Adaptation Model-based nursing 
care showed better immune function, enabling 
them have a quicker respond when facing post-
burn immune challenges. The Roy Adaptation 
Model focuses on the holistic recovery of 
patients’ health, integrating nutritional support 
and functional rehabilitation training to help 
improve both their physiological function and 
psychological state, ultimately enhancing their 
quality of life. The observation group showed 
significantly higher scores across all dimen-
sions of the scale for assessing quality of life 
compared to the control group. This finding 
aligns with the results of Feng K’s study, fur- 
ther supporting that Roy Adaptation Model-
based nursing interventions not only improved 
patients’ nutritional status but also strength-
ened their physiological function and psycho-
logical adaptation, ultimately improving their 
overall quality of life [27].

Studies have shown that elderly burn patients 
often experience a significant fear of “being 
excluded”, leading to active avoidance of so- 
cial activities and a 46% reduction in social 
engagement [28]. Other findings have also indi-
cated that nursing interventions based on the 
Roy Adaptation Model have significant effects 
on improving patients’ social functions [29].

In this research, the observation group showed 
significantly higher compliance with treatment 

Figure 2. Comparison of PSQI scores between the 
two groups. Note: Compared with the control group, 
***P<0.001; Compared with before intervention, 
###P<0.001. PSQI: Pittsburgh Sleep Quality Index.
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regimen, follow-up attendance, and nutritional 
support compared to the control group. This 
suggested that nursing intervention based on 
the Roy Adaptation Model significantly benefit-
ed patients during the whole treatment and 

recovery processes. In addition, the satisfac-
tion scores by caregivers to nursing care from 
the hospital were markedly higher in the ob- 
servation group in comparison to the control 
group, suggesting patients in the observation 
group received more satisfaction. Nursing care 
based on the Roy Adaptation Model not only 
focuses on the physical and psychological 
health of patients but also emphasizes the 
involvement and support of family members,  
as the model recognizes the significant role 
that family support plays in patient recovery. By 
educating family members with necessary 

Table 4. Comparison of nutritional status between the two groups

Group
Alb (g/L) PA (mg/L) Hb (g/L)

Before  
intervention

After  
intervention

Before  
intervention

After  
intervention

Before  
intervention

After  
intervention

Observation group (n=112) 25.07±6.76 34.12±2.88# 120.53±18.20 247.13±8.11# 71.22±9.14 85.34±5.12#

Control group (n=112) 24.87±6.72 28.77±2.32# 121.46±17.11 185.43±8.14# 71.26±9.08 76.31±5.64#

t 0.222 15.31 0.394 56.827 0.033 12.546
P 0.824 <0.001 0.694 <0.001 0.974 <0.001
Note: Compared with before intervention, #P<0.05. Alb: Albumin; PA: Prealbumin; Hb: Hemoglobin.

Figure 3. Comparison of SDSS scores between 
the two groups. Note: Compared with the control 
group, ***P<0.001; Compared with before interven-
tion, ###P<0.001. SDSS: Social Disability Screening 
Schedule.

Figure 4. Comparison of VAS scores between the 
two groups. Note: Compared with the control group, 
***P<0.001; Compared with before intervention, 
###P<0.001. VAS: Visual Analog Scale.

Figure 5. Comparison of immunoglobulin levels 
between the two groups. A: IgM comparison be-
tween the two groups, B: IgG comparison between 
the two groups. Note: Compared with the control 
group, ***P<0.001; Compared with before treatment, 
###P<0.001.
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medical knowledge, increasing their compan-
ionship and offering them with emotional sup-
port, their emotional burden and stress were 
notably alleviated, thereby increasing their sat-
isfaction towards the nursing care provided by 
the hospital.

Although this study provides beneficial evi-
dence of employing the Roy Adaptation Model 
in elderly burn patients, it also has some limi- 
tations. This study was performed retrospec-
tively and lacks a randomized controlled trial 
design, resulting in the existence of possible 
bias in sample selection, which could affect  
the conclusion of the results. Future research 
should consider using randomized controlled 
trials to strengthen the validation of these find-
ings. Additionally, the follow-up time in this 
study was relatively short. Thus, a comprehen-
sive assessment of long-term effects was not 
possible. Future studies should extend the fol-
low-up period to better evaluate the impact of 
the Roy Adaptation Model on patients’ long-
term health outcomes. Although we conduct- 
ed a comprehensive assessment of patients’ 
physical and psychological symptoms, we did 
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could influence recovery, such 
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background. Future research 
could take these factors into 
account to further enrich the 
understanding of patient re- 
covery.

In conclusion, this study has 
demonstrated that Roy Adap- 
tation Model-based nursing 
interventions significantly im- 
prove psychological resilience, 
social function, hope levels, 
anxiety, depression, quality of 
life, sleep quality, and nutri-
tional status in elderly burn 
patients, while also enhanc- 
ing the satisfaction of family 
members towards nursing ca- 
re.

Disclosure of conflict of inter-
est

None.

mailto:18068351252@163.com


Roy Adaptation Model for elderly burn patients

4688 Am J Transl Res 2025;17(6):4679-4688

[5] Nunez JH and Clark AT. Burn patient metabo-
lism and nutrition. Phys Med Rehabil Clin N Am 
2023; 34: 717-731.

[6] Rezazadeh M, Hosseini SA and Musarezaie A. 
Effects of Roy’s adaptation model on quality of 
life in people with opioid abuse under metha-
done maintenance treatment: a randomized 
trial. Ethiop J Health Sci 2023; 33: 355-362.

[7] Wang YX and Li SK. Effect of Roy-adaptive 
nursing on psychology and quality of life of 
lung cancer patients with radiotherapy and 
chemotherapy. J Int Psychiatry 2023; 50: 897-
900.

[8] Seng YY. Observation on the effect of Roy-
adaptive nursing intervention in patients with 
multiple myeloma chemotherapy. Guizhou 
Med 2022; 46: 1491-1492.

[9] Lu YF, Qian LF and Yan LJ. Effect of Roy’s adap-
tive mode nursing on functional rehabilitation 
and coping style of breast cancer patients af-
ter surgery. Lab Med Clin 2022; 19: 1103-
1105.

[10] Yan DY, Wei J and Xia XY. Application of Roy-
based adaptive nursing during postoperative 
radiotherapy in patients with breast cancer. 
Chin J Clin Res 2022; 35: 1314-1318.

[11] Zheng CD, Huang QH, Huang F, Lu LX, Wang 
SX, Li QY, Tang Q and Qin M. Intervention study 
on nursing care of elderly burn patients based 
on Roy Adaptation Model. China Med Herald 
2023; 20: 178-181.

[12] Alcalá-Cerrillo M, González-Sánchez J, Gon- 
zález-Bernal JJ, Santamaría-Peláez M, Fernán-
dez-Solana J, Sánchez Gómez SM and Gómez-
Martín A. Retrospective study of the epidemio-
logical-clinical characteristics of burns treated 
in a hospital emergency service (2018-2022). 
Nurs Rep 2024; 14: 1987-1997.

[13] Connor KM and Davidson JR. Development of 
a new resilience scale: the Connor-Davidson 
Resilience Scale (CD-RISC). Depress Anxiety 
2003; 18: 76-82.

[14] Dunstan DA, Scott N and Todd AK. Screening 
for anxiety and depression: reassessing the 
utility of the Zung scales. BMC Psychiatry 
2017; 17: 329.

[15] Sepehry AA. Zung self-rating depression scale. 
New York: Springer New York 2011.

[16] Buysse DJ, Hall ML, Strollo PJ, Kamarck TW, 
Owens J, Lee L, Reis SE and Matthews KA. Re-
lationships between the Pittsburgh Sleep Qual-
ity Index (PSQI), Epworth Sleepiness Scale 
(ESS), and clinical/polysomnographic mea-
sures in a community sample. J Clin Sleep Med 
2008; 4: 563-571.

[17] Vitorino DF, Carvalho LB and Prado GF. Hydro-
therapy and conventional physiotherapy im-
prove total sleep time and quality of life of fi-
bromyalgia patients: randomized clinical trial. 
Sleep Med 2006; 7: 293-296.

[18] Van Gestel-Timmermans H, Van Den Bogaard 
J, Brouwers E, Herth K and Van Nieuwenhuizen 
C. Hope as a determinant of mental health re-
covery: a psychometric evaluation of the herth 
hope index-dutch version. Scand J Caring Sci 
2010; 24 Suppl 1: 67-74.

[19] Maxwell C. Sensitivity and accuracy of the vi-
sual analogue scale: a psycho-physical class-
room experiment. Br J Clin Pharmacol 1978; 6: 
15-24.

[20] Zhang D, Wei J and Li X. The mediating effect 
of social functioning on the relationship be-
tween social support and fatigue in middle-
aged and young recipients with liver transplant 
in China. Front Psychol 2022; 13: 895259.

[21] Krstic B, Krstic M, Selakovic D, Jovicic N and 
Rosic G. Therapeutic approach to emotional 
reactions accompanied with thermal skin inju-
ry - from basic to epidemiological research. 
World J Psychiatry 2024; 14: 199-203.

[22] Ozdemir O and Unsar S. The effect of educa-
tion given to hemodialysis patients based on 
the Roy Adaptation Model on fluid manage-
ment, symptom control, and quality of life. 
Nurs Health Sci 2024; 26: e13118.

[23] Panayi AC, Heyland DK, Stoppe C, Jeschke MG, 
Didzun O, Matar D, Tapking C, Palackic A, 
Bliesener B, Harhaus L, Knoedler S, Haug V, 
Bigdeli AK, Kneser U, Orgill DP and Hundesha-
gen G. The long-term intercorrelation between 
post-burn pain, anxiety, and depression: a post 
hoc analysis of the “RE-ENERGIZE” double-
blind, randomized, multicenter placebo-con-
trolled trial. Crit Care 2024; 28: 95.

[24] Su YJ and Liang SH. Unravelling the impact of 
prior depression and trauma-related cognitive 
processes on depression following trauma: a 
2-year prospective study of burn survivors. 
Gen Hosp Psychiatry 2024; 90: 157-164.

[25] Aydogdu O, Tastan S and Kublay G. The ef- 
fects of the instrumental reminiscence therapy 
based on Roy’s adaptation model on adapta-
tion, life satisfaction and happiness in older 
people: a randomized controlled trial. Int J 
Nurs Pract 2023; 29: e13101.

[26] Nunez JH and Clark AT. Burn patient metabo-
lism and nutrition. Phys Med Rehabil Clin N Am 
2023; 34: 717-731.

[27] Feng K. Effectiveness of comprehensive nurs-
ing intervention based on the Roy Adaptation 
Model in the perioperative period of bladder 
cancer. Altern Ther Health Med 2024; [Epub 
ahead of print].

[28] Budzyńska A, Talarska D and Bączyk G. Wound 
pain as a determinant of function in patients 
hospitalised for burns. Int J Environ Res Public 
Health 2023; 20: 1951.

[29] Kim J and Kim H. A structural equation model 
on social Re-adjustment of stroke patients: 
based on Roy’s Adaptation Model. J Korean 
Acad Nurs 2023; 53: 480-495.


