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Psychiatric aspect of burn & 
pain management in burn 
patients



PSYCHIATRIC ASPECT 

There are 3 phase:

 1- pre-existing 

2- Hospital course

3- long term



1-Pre-existing:
substance & alcohol abuse
suicidal thoughts
schizophrenia  
attention deficit hyperactive 
disorder (ADHD) 
conduct
dementia
personality disorders   



accident proneness and 
impulsivity, which may 
represent a person's 
disposed to a traumatic 
event. 



1-greaterTBSA% covered by a third-
degree
2- more inhalation injury 
3- more hospital complication
4- higher morbidity & mortality (3 
times)
5-longer Hospital course

A respective  review of 497 pts Hospital in Halifax bet 
1995-2013
13%  had a psychiatric dis



These concepts are 
necessary for 
psychiatric and other 
mental health 
workers care



2-Hospital course:

Burn patients often suffer: 

1-severe pain   

2- insomnia

3- nightmare



The proper treatment 
requires: 
1-debridement
2- daily wound care
3- surgery  
4-physical therapy 

all of which can be extremely 
painful. 



In addition to the pain that arises from 
the burned tissues and donor sites, 
burned patients may experience 
additional pain from
- wound infections 
-concomitant injuries suffered at the 
time of the burn
-pre-existing conditions
-abdominal pathology related to 

sepsis



most burn patients suffer from 
psychiatric disorders ; especially:           
1-anxiety
2-depression
3-acute stress disorder (ASD)  

There is a strong correlation 
between severity and duration of 
injuries and mental illness



3-LONG TERM:

1-depression
2-PTSD

3-anxiety
4-suicidal attempt



Pain management



From the moment of injury through 
rehabilitation and beyond, pain 
control is a major challenge in the 
management of patients with burn 
injuries. In fact, some argue that burn 
pain is the most difficult to treat 
among any etiology of acute pain (DR 
Patterson 2004). 



It has been shown that 
uncontrolled pain has 
physiologic effects that 
impede wound healing.



Despite the goal of adequate pain 
control, patients are frequently 
undermedicated for pain. This can 
lead to the full range of psychiatric 
symptoms, which include anxiety, 
depression, and posttraumatic stress 
disorder (PTSD).



Nonsystematic review of the 
literature published between 2000 
and 2016 in MEDLINE/PubMed, 
Embase, Sciencedirect, SciELO, 
LILACS, Google Scholar, academic 
books, and institutional 
management guidelines.



Management of acute pain in patients with 
severe burn injury should not focus only 
on the somatic components of pain but 
should also encompass the:
emotional
physical
psychosocial components 
in order to provide comprehensive 
management, both pharmacological and 
nonpharmacological.



Acute pain:
1- disrupts normal 
physiological functions
2- increases stress
3-sleep disturbances 
4-increased anxiety, which 
further exacerbate pain. 



The Initial Pain Assessment Tool 
and the Brief Pain Inventory are 
two useful questionnaires that 
provide options for initial 
evaluation of acute or chronic 
pain by a comprehensive set of 
questions on the nature and 
effects of pain. It has been 
accepted that on a 0 - 10 scale. 



Opioid administration is the 
foundation of effective burn 
pain management. Opiates and 
benzodiazepines are often 
given together for the 
management of pain and pain-
associated anxiety control in 
the burn patient.



Morphine
the long-standing drug of choice for 

patients with burn injuries, should 
be quickly and aggressively 
administered, without exception, 
intravenously. 



The recommended dosage in 

pediatric:
0.1 mg/kg every 5 to 10 minutes

adults:

5 mg to 10 mg every 5 to 10 
minutes. 



It's not uncommon for adults 
with large-area partial- and full-
thickness thermal burns to 
receive 80 mg to 100 mg of 
morphine, given in 10-mg 
increments, in the first hour of 
care



There is no evidence that opioid
addiction occurs more often in 
burn patients compared to other 
patients requiring opiates for 
acute pain. 



Active substance abusers who 
are victims of burn injuries 
require higher doses of opiates 
than their counterparts to 
achieve adequate analgesia



As the pain decreases and 
after a taper of 10 percent of 
IV morphine and 
midazolam, gradual 
transition to:
lorazepam
oxycodone
codeine
acetaminophen



Benzodiazepines usually enhance 
opiate response. For pain-
associated anxiety, midazolam and 
lorazepam more commonly used. 
For adults on ventilatory support, 
starting doses of midazolam are 5 
to 10 mg per hour and for children 
.05 to .1 mg/kg per hour. 



Lorazepam added to opioid
analgesics during procedural 
pain in patients with high 
baseline pain and state anxiety 
appears to have an analgesic 
effect with significant reduction 
in pain ratings.



Pain control during dressing: 

1-lorazepam 1-2mg po
2-diclofenac 100mg  suppository  
3-haloperidol/biperidin 5/5mg im
4-morphin 5mg iv



Phantom pain after amputation:

1-gabapentin 300 mg q 12 h up to 
1800mg/day
2- pregabalin 50-75 q12h up to 
450mg/day
3-morphine-codeine

4-TCAs: amitriptyline - nortriptyline

5-tramadol - carbamazepine



Oral NSAIDS and 
acetaminophen are of 
benefit in treating minor 
burns, usually in the 
outpatient setting. 



Antipsychotic medications (e.g. 
haloperidol and quetiapine) are also 
good options and are increasingly 
utilized for management of anxiety
and agitation associated with burns. 
Antidepressants appear to enhance 
opiate-induced analgesia, especially 
in patients with chronic (neuropathic) 
pain (Bittner 2016).



Pain Management by a Combination of Tramadol, Haloperidol and 
Carbamazepine in Iraqi Burn Patients

Waleed Ibraheem Ali, Eman Abdul Yemmah Hadi, Zuhair
A. Al-Johar

Baghdad, Iraq from February 2016 to 
June 2016. In this study, we depended 
on using carbamazepine (given orally 
in a dose of 100- 200 mg twice per 
day) with haloperidol (0.05-0.15 
mg/kg orally once daily) and 
tramadol (300 mg to 400 mg 
continues infusion for 12 hours). 



Fentanyl, a synthetic opioid
around 100 times more 
potent than morphine, is 
available in injectable, 
transmucosal, and 
sustained transdermal
presentations.



Anesthetic agents such as ketamine, 
propofol, and nitrous oxide are being 
used outside the operating room more 
often to facilitate the performance of 
burn care.



NONPHARMACHOLOGIC THERAPIES

1-Relaxation
2-breathing exercise 
3- hypnosis



Any effort to talk to the 
patient without  pain 
control is not worth 



Relaxation Techniques
It is widely accepted that 
relaxation enhances the 
effectiveness of analgesics by 
reducing muscle tension and 
increasing blood flow. 



Breathing exercises 
and deep muscle relaxation 
are examples of practical 
bedside interventions to 
alleviate tension and 
enhance the patient's sense 
of control and well-being.



Hypnosis is particularly 

valuable when there are medical 
contraindications to adequate 
narcotic control of pain.



Hypnosis is helpful in 

the treatment of pain and pain 
related anxiety. During burn 
dressing changes, anxiety
appears to be better controlled 
by hypnosis than by stress-
reducing strategies



Four different type of burn pain:

(1) Background pain is pain that 
is present while the patient is at 
rest, results from the thermal tissue 
injury itself, and is typically of low 
to moderate intensity and long 
duration



A patient in significant pain has little 
tolerance for a meaningful 
conversation; therefore, it is not 
possible to properly assess the 
psychological issues such as the 
reaction to the injury, depression, guilt, 
body image, or cognitive deficits in 
such a state



(2)Procedural pain is an 
expected and temporary increase 
in pain that occurs after burn 
excision, donor skin harvesting, 
grafting, or interventions such as 
the placement of central lines due 
to the creation of new and painful 
wounds in the process. 



(3) Breakthrough pain describes 
unexpected spikes of pain that occur when 
background analgesic effects are exceeded, 
either at rest, during procedures, or with 
stress.  



(4) Chronic pain is pain that 
lasts longer than six months or 
remains after all burn wounds 
and skin graft donor sites have 
healed. 



The most common form of 
chronic pain is neuropathic 
pain, which is the result of 
damage sustained by the nerve 
endings in the skin
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