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Abstract  

Burn injuries that occur quite commonly worldwide are an important health problem that has social and 
economic dimensions and adversely influences lives of individuals and families. Burns are a special type of 
trauma that occurs when the organism is locally exposed to hot liquids and active matters in excess. In our 
country, around 15 thousand patients are treated in burn units each year and a significant proportion of these 
patients experience intense and long-term pain. While the burn pain is initially related to size and degree of the 
injury, later on treatment methods, possible infections, rehabilitation practices and psychosocial environment the 
patient is in also become additional important factors on the pain. The patients’ experiences of pain and related 
expectation for pain cause anxiety for patients at different levels and create a vicious cycle between anxiety and 
pain.  A literature review reveals that pain and anxiety are defined as two inseparable reactions or phases of the 
same phenomenon that is triggered by tissue damage. In his study Karateke (2010) states that there is a relation 
between burn patients’ pain and anxiety levels. In this regards, it is important to consider patients’ pain and 
anxiety as a whole.  Insufficient evaluations of pain and anxiety can adversely affect healing and rehabilitation 
processes of the burn patients. It is recommended that health professionals who provide service for burn patients 
achieve optimal pain control and anxiety level reduction. 
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Introduction  

Burn injuries which continue to be an important 
health problem in our country, are a special 
trauma type that occur when skin layers or organs 
opening outside of the body are exposed to 
factors such as high heat, chemical substances, 
electric current and radiation as a result of lack of 
attention and education, home and industry 
accidents (Yavuz, 2014; Yorgancı  & Gelecek 
Geyik, 2007). 

Each year around 50.000 people consult 
emergency services of hospitals in the United 
States of America due to burn injuries. While the 
exact number is not known in our country, it is 
estimated to be around 200.000. 15.000 of these 
cases receive in-hospital treatment and various 
processes such as medical dressing, 
hydrotherapy, physiotherapy, surgical 
debridement, grafting, fasciotomy and 
escharotomy are applied (Guloglu & Aksoy,  

2007; Burn Incidence and Treatment in the 
United States, 2016). These processes applied in 
order to increase the quality of the care provided 
for the patients result in serious pain. Repetition 
of these processes with intervals and patients’ 
knowledge about the process causes anxiety. 
Wall defines pain and anxiety as two inseparable 
reactions or phases of the same phenomenon that 
is triggered by tissue damage (Fakhar, Rafii & 
Orak, 2013).Since pain and inability to control 
anxiety would affect recovery of the patient 
adversely, providing optimal pain control and 
reducing anxiety level are recommended.  

Mechanisms, Characteristics and Stages of 
Burn Pain  

In addition to being an intense and long-lasting 
pain, burn pain is also defined as the worst pain 
experienced by the patients (Kursun, 2007). 
While the burn pain is initially related to size and 
degree of the injury, later on treatment methods, 
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possible infections, rehabilitation practices and 
psychosocial environment of the patient also 
become additional important factors on the pain 
(Talu, 2007; Cimen & Erdine, 2007). 

Several neural and chemical mechanisms are 
thought to create pain in burn injuries. The reason 
for the feeling of pain following the burn injuries 
is the response of nociceptors in the skin to heat 
(thermoceptor), mechanic distortion 
(mechanoreceptor) and both exogenous 
(chemical burn) and endogenous (polymodal 
receptor) chemical stimulants. The pain stimulus 
created that way is then transferred to dorsal root 
with both myelinated A delta (20%) and non-
myelinated C axons. Painful stimulant creates 
network both at the level of dorsal root and upper 
centres (reticular track, thalamus) and becomes 
carried to cortex in a complex state causing the 
feeling of pain in peripheral and central 
mechanisms (Akinci & Basel, 2011; Erdine, 
2007). 

While the depth of burn is directly related with 
the intensity of the pain in burns, clinical 
classification based on depth and width of the 
wound may not always be an indicator in 
evaluation of the pain. Theoretically it is stated 
that the pain is more intense for partial thickness 
burns (first and second degree) as a result of 
stimulation of nerve endings whereas usually 
there is no pain or there is restraining, oppressive 
type ofpain that is felt as a result of oedemas in 
neighbouring tissue for full thickness burns (third 
and fourth degree). Such a statement may not be 
always true based on various factors. The burn 
injury as a whole would not be in full thickness 
and definitely different degrees of burns occur. In 
addition, in line with the treatment nerve endings 
would develop again in granulation tissue and the 
pain would be perceived with sensorial transfer 
(Akinci & Basel, 2011; Kabalak, 2012). 

Another reason for pain in burn injuries is the 
inflammatory response of the burn injury which 
includes chemical mediators such as histamine, 
bradykinin and prostaglandin that are released 
soon after the injury. These mediator cause pain 
at the point of injury and around it (Kabalak, 
2012; Castana et al., 2009; Gregoretti et al., 
2008). 

Burn pain occurs acutely following the injury, 
continues during treatment process and under 
certain conditions it may even become chronic 
pain (Talu, 2007; Eti Aslan, 2014; Papaioannou 

et al., 2016; Gauffin et al., 2016).  Literature 
review reveals that the burn patients experience 
pain in various dynamics during the treatment 
process (Boluda et al., 2016; Shen et al.,  2017). 
General characteristics of burn injury are a 
continuous basal pain with mild-middle intensity 
that is felt due to factors such as tissue injury and 
related changes in the general condition. In 
addition to basal pain, medical procedure related 
pains also occur during treatment such as 
grafting, medical dressing.  Moreover, short-term 
intense ‘breakthrough’ pains occur as a result of 
stimulations such as movement and touch with 
the effect of a sensitive peripheral and central 
nerves system (Akinci & Basel, 2011; Hanafiah, 
Potparic & Fernandez, 2008; McQillan, Makic & 
Whalen, 2009). 

In the study conducted by Boluda et al. (2016) on 
serious burn patients, it was indicated that the 
patients experience the pain in various dynamics 
until they are discharged and they fell the pain 
most often while medical dressing is being 
replaced(Boluda et al., 2016). 

Factors Affecting Pain Perception  

While the sources that determine the intensity of 
pain for the burn patients are not understood 
completely, medical, social and psychological 
factors affecting perception of the pain are 
discussed (Kursun, 2007). 

• Medical factors: It is known that factors such as 
depth, width and localisation of the burn affect 
the intensity of the burn pain ( Kursun, 2007; 
Billings, 2007). 

• Social factors: It is stated that intensity of pain 
varies based on age, gender, ethnic root, 
education, profession and socioeconomic status 
for burn patients. 

• Psychological factors: Factors such as previous 
experiences (injury, pain), current condition 
(treatment process) and anxiety related to 
concerns for the future (life time, physical 
deterioration, loss of independence and so on), 
pain expectation, condition of the wound and 
theneed to stay at the hospital significantly affect 
the pain (Cimen & Erdine, 2007; Kursun, 2007). 

Literature points out that fatigue and sleep 
deprivation significantly affect the pain 
experience. Many studies indicate that many 
factors result in deterioration of the ability to fall 
in sleep or stay asleep and thus increase fatigue 
which in return increases the intensity level of the 
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pain (Gauffin et al., 2016; Smith et al., 2008; 
Raymond, Ancoli-Israel & Choinière,  2004; 
Baartmans et al., 2016). Other factors increasing 
the level of pain may be listed as fear, anxiety, 
depression, being in a unfamiliar environment, 
concerns regarding family, loss of job and 
prestige, itching, medication used during 
treatment.  

Anxiety in Burn Patients 

Burn injuries are a complex phenomenon that has 
adverse biological, emotional, mental and social 
effects on individuals. In addition to factors such 
as intensity of pain and duration of hospital stay, 
other factors such as age, gender, personal 
characteristics, life experiences result in various 
emotional reactions, but many studies indicate 
that one of the most common problems is anxiety 
for burn patients (Bunevicius et al., 2007; Kutlu 
et al., 2016; Arif & Ramprasad, 2013; Alvi, 
Assad & Malik, 2008). The study conducted by 
Alvi et al. (2008) on burn patients found that 
following the burn 82%  of the patients have 
anxiety and 58% have depression(Alvi, Assad & 
Malik, 2008).  

Anxiety is a psychological response for an 
unknown internal danger or threat. It can also be 
defined as a state of abnormal, groundless 
nervousness and fear that is accompanied by 
somatic symptoms (American Psychiatric 
Association, 2013). Symptom during anxiety 
vary based on people and may be different. 
Physiological symptoms may be listed as 
tachycardia, difficulty in inhaling, rapid inhaling, 
shivering of hands and feet, excessive sweating 
and psychological symptoms as distress, 
agitation, feeling like something bad will happen 
suddenly and fear (Karamustafalıoglu 
&Yumrukcal, 2011). 

Anxiety experienced by burn patients during this 
period is thought to be stemming from ineffective 
pain control, feeling of itching, deterioration of 
body integrity, loss of functions, hospitalization 
and fear regarding the surrounding. In addition, 
personality, lack of social support systems, 
applied interventions and the idea of losing 
independence are the factors increasing the 
feeling of anxiety (Pazar, İyigun & Sahin, 2016; 
Loncar, Bras & Mickovic, 2006). 

In cases when the burn patients are not treated for 
anxiety, they encounter problems such as fear, 
sleep deprivation, depression and helplessness. 
This makes it difficult for patients to cope with 

their illness and complicates the treatment 
(Fakhar, Rafii & Orak, 2013). Therefore, it is 
important to evaluate level of anxiety for burn 
patients and control it in a short time.  

Role of Nurses in Pain and Anxiety Control of 
Burn Patients 

It is known that anxiety increases the perception 
of pain and the pain results in anxiety. 30% of the 
pain patients experience panic disorder, common 
anxiety disorder (Cam Celikel, 2003). Wall 
defines pain and anxiety as two inseparable 
reactions or phases of the same phenomenon that 
is triggered by tissue damage.  

Daily procedures of burn patients result in serious 
pain (Park, Oh & Kim, 2013).The patients’ 
experiences of pain and related expectation for 
pain cause anxiety for patients at different levels 
and create a vicious cycle between anxiety and 
pain.   

The studies point out that there is a mutual 
relation between patients’ level of pain and 
anxiety (Park, Oh & Kim, 2013; Fakhar, Rafii & 
Orak, 2013; Hsu, Chen & Hsiep,  2016; Seyyed-
Rasooli et al., 2016). The study conducted by 
Karateke (2010) indicated that the burn patients 
that experience intense pain should also be 
considered in terms of anxiety level(Karateke, 
2010).  

In this context, it is important to approach pain 
and anxiety of patients as a whole. Since 
insufficient evaluations of pain and anxiety can 
adversely affect healing and rehabilitation 
processes of the burn patients, the nurses who are 
members of multidisciplinary burn team should 
help patients achieve optimal pain control and 
anxiety level reduction. 

Conclusion 

Despite important improvements in care and 
treatment of burn injuries, it continues to be a 
life-threatening problem. Additionally, as a result 
of long stays at the hospital and applied processes 
in order to increase the quality of the care, the 
patients experience intense pain and these painful 
procedures result in an increase of anxiety levels 
for patients. The nurses who are expert in burn 
care have a significant role in approaching the 
patients holistically, diagnosing pain and anxiety 
levels, managing pain control and reducing 
anxiety levels of the patients.    
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