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ABSTRACT :

Pain in burnt patients has many causes either functional or organic. The maximum peak is during
dressing and/or physiotherapy. This study comprises comparative study between four groups (15
patients in each group) Each group received one modality of pain control, the results were compared
with fourth group, which was the control group, and they did not receive any method of pain relief as
in the other groups. We used pain-rating scale, to assess patient's physiological and behavioral pain

response.
INTRODUCTION : The effects of pain are'*®:
p
Pain defined as whatever the experienced I-It  shares in the development of
person says it is, existing whenever he or she hypermetabolic state.
says it does™ It is an elusive and complex 2-Burn pain is destructive through decreasing
phenomenon and despite its universality, its the autonomic, somatic, and endocrine

exact nature remains a mastery”. Mersky'"
defined pain as "an unpleasant sensory and
emotional experience associated with actual or
potential tissue damage.

There are two types of pain in burnt patients':

1-Organic pain which is sever and shorter in
duration, it occurs in relation to procedures
such as wound cleaning, debridement, physical
therapy, and procedures necessary to critically
ill patients.

2-Functional pain which is related to burn
prolonged hospitalization,

dependency and ‘the resulted

cosmetic disfigurement.

experience,
helplessness,

reflexes, these will result in: Protein
breakdown, Platelets aggregation, and gastro-
intestinal tract (G.LT.) reflexes.

3-It suppress the immune system.

4-It produces Hypoxia, vasoconstriction and
poor tissue perfusion leading to impaired
wound healing.

5-loss of confidence between the medical staff
and patient. '

6-Development of psychiatric disorder and
depressive syndromes.

The burn specialist is faced with a challenge
to achieve proper analgesia without interference
with awareness before, during or after the
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pharmacological and the non-pharmacological
strategy of pain relief. The fourth group was.the
control, They did not receive any previously
mentioned methods of pain relief. Pain relief
strategies started from the first to the tenth post
burn day for all patients.

The tools used for collection of data were:

1-Demographic data including (Age, sex...etc.).

2- Drug monitoring sheet was done to record the
dosage and possible side effect of the drugs
used in the study.

3-Pain rating scale, it was described by
Chambers and Price'"” to assess patient’s pain
response physiological and behavioral. It
consists of nine variables (attention, anxiety,
verbal response, restlessness, tense muscle,
frowning and grimacing, perspiration, sounds,
and nausea). Each variable was rated on a
one-through- five scale. Thus the maximum
pain score was 45 and minimum or no pain
was 9.

RESULTS:

Statistical analysis of the demographic data.,
burn circumstances and burn wound for the
four groups showed that there was insignificant
difference.

The total pain score presented in (graphic
No. J) showed that it was significantly (high)
lower among the Mixed group, inwhom we used
the pharmacological and non-pharmacological
strategies of pain control, in comparison to the
control group. The pharmacological strategy
alone reduce the total pain score significantly in
comparison to the control but the significance
Also, the education and
the score significantly
pain score in case of

was  moderate.
distraction reduce
(slight). The total
pharmacological and Mixed groups was
significantly decreased when we compared its

score from the first to the last day of the study,

while it was unchanged in Education group and
increased in the Control group.

Statistical analysis of the data of the nine
items (the attention score, anxiety score, verbal
skeletal muscle
skeletal
muscle), skeletal muscle response (frowning and

score, response (resting

condition), muscle response (tense
grimacing), perspiration, pain sound score,
nausea score) separately showed that it was the
same as the finding of the total pain score were
significantly in Mixed, Drug,
Education groups in comparison to the Control.

lower and

Using the length of stay as indication for
wound healing showed that it was longer in
group
difference was insignificant.

control than other groups but the

The study of drug monitoring sheet for the
medications used showed that, there were no
complications recorded.

DISCUSSION :

Why treat pain in burned patients? Of
course pain should be treated for obvious
humanitarian reasons, which no burn care
specialist, can be unaware of, and also because it
can be detrimental to burned patients"®. That
are why, although, we are not pain specialists,
we trying to attack this problem in absence of
share from the concerning specialties.

Byers!'! mentioned that burn pain and
anxiety are multifactorial, and the procedural
pain (e.g. during dressing) is significantly higher
than resting pain. The classification of pain
causes in burnt patients into psychological
(functional) and organic, represented the basis
of pain control in such patients.

This study was a trial to evaluate two
different modalities, and the effect of its
combination on the control of the two
We followed the
recommendation in the litera_ture'” that pain

component of pain.
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day of the trial. It may be the cause of absence could offer it successfully for our patients
of side effects of the drugs used because a during dressing and physiotherapy
combination of drugs allows the use of small Pain control strategies makes the patients
dose of each one. more cooperative during wound dressing and

) physio-therapy. It facilitates all steps of wound
CONCLUSIONS : dressing

If the circumstances doesn't allow pain control
for the burnt patients all-over the day, now we

Effect of different pain relieving strategies on pain rating scale variables and total score
in burnt patients during burn wound dressing.
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