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Introduction

Psychiatric illness and substance abuse are well-de-
scribed risk factors for burn injury.1-3 The treatment of burn
patients with psychiatric illness is challenging as their hos-
pital course is often complicated by withdrawal symptoms,
agitation, delirium, and significant pain.4-6 Furthermore,
studies have shown that preexisting psychiatric diseases
are associated with delayed wound healing, an increase of
surgical operations, prolonged hospital stay, and slower re-
habilitation.7 For these reasons, a multidisciplinary ap-
proach to burn care, incorporating a psychiatric service,
might be beneficial and could potentially improve patient
outcomes.

Along these lines, in June 2009, a dedicated staff psy-
chiatrist joined our Burn Service at the Sumner Redstone
Burn Center. His main tasks consisted of assisting with in-
patient management of pain, agitation, and delirium; di-
recting the outpatient burn psychiatry clinic; and imple-

menting/coordinating an educational curriculum for med-
ical students, residents, fellows (and other house staff mem-
bers) centered on the role of psychiatry in burn care. 

In this paper, we review our initial experience of this
approach by evaluating the indications for psychiatric con-
sultation, the treatments implemented by the psychiatric
team, and highlight the benefits of incorporating a dedi-
cated psychiatric service in a multi-disciplinary burn team.

Methods

We performed an IRB-approved retrospective review
of all admissions to our Adult Burn Center (MGH Sumn-
er Redstone) between June 15, 2009 and April 30, 2010.
The Research Patient Data Registry, a centralized clinical
database maintained by Partners Healthcare, was used to
identify burn patients that were evaluated by our psychi-
atric service. Demographics as well as burn injury char-
acteristics were extracted. These included age, gender, type
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of burn, total body surface area (TBSA) involved, history
of psychiatric illness, history of substance abuse, indica-
tion for consultation, and pharmacologic intervention by
staff psychiatrist. 

results

Between June 15, 2009 and April 30, 2010, a total of
344 patients were admitted to the Sumner Redstone Burn
Center, of which 83 (24.1%) were evaluated by the staff
psychiatrist. Of those evaluated, the mean age was 43.3
years (SD 12.9), and 59 patients (71.1%) were males. The
most common mechanism of burn was flame injury
(n=47/83, 56.6%), followed by scald injury (n=24/83,
28.9%). Table I presents the different mechanisms of in-
jury along with their incidence, TBSA, length of hospital
stay, as well as the different treatment plans and types of
final disposition.

The most common indication for a psychiatric con-
sultation was pain control (32.5%), followed by alcohol
abuse (18.1%), and agitation/delirium (10.8%). Table II
lists all indications. 21 patients (25.3%) had more than one
indication for psychiatric evaluation; such patients suffered
from both substance abuse and poor pain control. 

Prevalence of Psychiatric Disorders
The prevalence of a preexisting psychiatric disorder

among patients examined by our psychiatrist was 40.9%
(n=34/83). 23 of them (67.6%) had a previous diagnosis
of a mood disorder (16 had depression and 7 bipolar dis-

order). 9 patients (26.5%) had a previous diagnosis of gen-
eralized anxiety disorder (GAD), 4 (11.8%) had attention
deficit hyperactivity disorder (ADHD), and 1 (2.9%) ob-
sessive-compulsive disorder (OCD). 4 patients (11.8%) had
more than one diagnosis, with two suffering from both de-
pression and GAD, and two others from depression and
ADHD. 

Mechanism of Injury
Flame Scald Contact Desquamating Frostbite Electrical Sunburn
n=47 n=24 n=7 disease n=2 n=1 n=1 n=1

Incidence 56.6% 28.9% 8.4% 2.4% 1.2% 1 1
Mean TBSA 17.2% 8.8% 4.4% N/A 3% 2% 30%
Treatment

Excision and Grafting 83.3% 81.1% 100% - - - -
• Autograft 94.2% 100% 100% - - - -
• Allograft 22.9% 11.1% 33.3% - - - -
• Xenograft 8.6% 5.5% 16.7% - - -

Orthopedic Procedure 26.2% - - - - - -
Contracture Release 11.9% - - - - - -
Observation/ Local wound care 14.3% 9.1% 16.7% 100% 100% 100% 100%

Length of hospital stay (d) 20.1 8.7 10.7 7 7 4 1
Disposition

Home 66.7% 81.1% 83.3% 100% 100% 100% 100%
Rehabilitation 26.2% 13.6% - - - - -
Shelter - - 16.7% - - - -
Against Medical Advice 2.4% - - - - - -
Deceased 4.8% 4.5% - - - - -

Table I - Characteristics of the burn-injured patients that received psychiatric evaluation

reason for consultation No of patients (%)
Pain Control 27, (32.5%)

Alcohol Abuse 15, (18.1%)
Agitation/Delirium 9, (10.8%)

Acute Stress Reaction 7, (8.4%)
Generalized Anxiety 4, (4.8%)

Depression/Adjustment Disorder 3, (3.6%)
Suicide/Self-immolation 2, (2.4%)

Table II - Indications for consultation of the burn-injured patients
that received psychiatric evaluation

Substances of abuse No of patients, %
Alcohol 21, 48.8%

Prescription opiates 5, 11.6%
Cocaine 5, 11.6%
Heroin 3, 6.9%

Benzodiazepines 2, 4.6%
None 20, 24.1%

Table III - Substance of abuse among the burn-injured patients that
received psychiatric evaluation
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Prevalence of Substance Abuse
The prevalence of substance abuse in patients evalu-

ated by our psychiatrist was 51.8% (n=43/83). Alcohol was
in the lead (21 patients, 48.8%), followed by prescription
opiates and cocaine (5 patients each, 11.6%). Table III
shows the prevalence of the different abused substances.
Concomitant psychiatric illness and substance abuse were
present in 17 of the total 83 patients (20.4%). 

Pharmacologic Interventions
Pharmacologic therapy was recommended and initiat-

ed in 91.5% of all evaluated patients (n=76/83). Opiates
for pain control came first, with methadone being the most
prescribed drug (50% of patients). Dopamine antagonists,
such as haloperidol and quetiapine, came second (58.9%).
Benzodiazepines were third (25%), followed by serotonin
modulators (12.5%). Approximately 80% of the patients
were treated with multiple medications (i.e. from differ-
ent pharmacologic classes). Table IV summarizes all pre-
scribed drugs.

initial delay in seeking care and to poor compliance with
treatment, potentially leading to a complicated hospital
course. Despite these facts, the management of concomi-
tant psychiatric illness and burn injury remains ill-defined
in the available literature.

The most common indication for psychiatric consul-
tation in this study was pain control. Methadone was fre-
quently used in our burn center and patients were closely
followed up after discharge. Patients with a history of sub-
stance abuse are known to suffer extensively from inade-
quate pain control.4 These patients should be identified ear-
ly during their hospital course for a prompt psychiatric as-
sessment. Agitation and delirium are also frequently en-
countered psychiatric conditions, particularly in the burn
ICU and among elderly patients. These events seem to be
particularly associated with pain.10 Pain remains a major
problem in the burn ICU; it not only results from the burn
and trauma themselves, but also from the multiple surgi-
cal and non-surgical procedures these patients frequently
undergo.11,12 Moreover, a recent study found that opiates
and methadone reduced the risk of developing delirium,
whereas exposure to benzodiazepines seemed to trigger
such state.13 In the event these conditions develop, close
monitoring is warranted, and oftentimes a dopamine an-
tagonist is required.14 In this study, pharmacologic thera-
py was started in all but four patients evaluated by our
staff psychiatrist (91%). 

Building on these results, our staff psychiatrist organ-
ized an educational program for medical students, resi-
dents, fellows, and midlevel providers who rotate on the
burn service. Weekly didactic lectures are given covering
a wide array of topics—including pain management, al-
cohol withdrawal, and delirium.

conclusion

Major burn centers have evolved to provide a multi-
disciplinary approach to patient care in which psychiatry is
an essential component. This approach proved to be bene-
ficial to burn patients at our center. In addition to inpatient
and outpatient psychiatric care, implementing an educa-
tional program highlighting the unique psychiatric needs of
the burn population is of utmost importance. For further
validation of our results, a prospective trial where burn-in-
jured patients are randomized to either a psychiatric eval-
uation arm or a regular burn care arm is warranted; such
trial needs to evaluate pertinent clinical outcomes (length
of hospital stay, pain score, rehabilitation, cost, etc…) as
well as the cost-effectiveness of such an approach. 

Medications No of patients, %
Methadone 28, 32.9%
Quetiapine 24, 28.2%
Haloperidol 7, 8.2%
Olanzepine 1, 1.2%

Benzodiazepines 14, 16.5%
SSRIs 4, 4.7%

Trazadone 3, 3.5%
Gabapentin 3, 3.5%

Phenobarbital 1, 1.2%

Table IV - Pharmacologic interventions initiated by psychiatric con-
sultation

Discussion

Over a ten-month period, our psychiatry service at the
Sumner Redstone Burn Center evaluated 83 patients ad-
mitted for burn injuries. More than 50% of those had a
history of substance abuse, close to 40% had a preexist-
ing psychiatric disorder, and 20% had both. Previous stud-
ies demonstrated that such burn patients might suffer from
delayed wound healing, prolonged hospital stay, and might
even require more operations.8 Furthermore, recent studies
suggested that psychological distress, even in the absence
of a psychiatric history, can negatively impact burn re-
covery.9 Psychological distress might even contribute to an

rÉSUMÉ. Les troubles psychiatriques peuvent être plus fréquents chez les patients brûlés que dans la population générale, et
contribuent souvent à la blessure elle-même. Même en l’absence de maladies psychiatriques sous-jacents, les patients brûlés peu-
vent encore bénéficier d’une évaluation psychiatrique pendant et après leur hospitalisation. À cet égard, nous avons inclus un ser-
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vice de psychiatrie dédié à notre équipe multidisciplinaire pour la gestion des brûlures. Nous examinons ici les cours de patients
brûlés à qui une évaluation psychiatrique a été proposée et nous mettons en évidence les avantages d’un tel programme. Nous
avons effectué un examen rétrospectif - approuvé par les CPP - des patients brûlés admis dans notre institution entre le 15 Juin
2009 et le 30 Avril, 2010, à partir de lequel nous avons identifié 83 patients qui ont été examinés par notre psychiatre. Nous avons
enregistré les indications pour la consultation, les antécédents de maladie psychiatrique et la toxicomanie, ainsi que les médica-
ments administrés. Parmi les 83 patients évalués, 48 (57,8 %) avaient un trouble psychiatrique préexistante et 36 (43,4%) a souf-
fert de l’abus de substances. Les indications les plus fréquentes de consultation étaient la douleur (28,1%), la dépendance à l’al-
cool (25,8%), l’anxiété (24,7%), l’abus de drogues illicites (16,8%), la dépression (15,7%), les troubles de stress post-traumatique
(8,9%), et troubles du sommeil (8,9%). La pharmacothérapie a été instaurée dans 75 patients (90,3%). 31 (37,3%) ne présentaient
pas de troubles psychiatriques ni une histoire d’abus de substance mais quand même 26 d’entre eux (83,9 %) ont reçu des médi-
caments pour des troubles psychiatriques. L’inclusion d’un psychiatre spécialisé dans le cadre de notre équipe a amélioré notre sys-
tème complet de soins aux brulés. Dans l’écrasante majorité des cas, même en l’absence des maladies psychiatriques préexistantes,
la consultation a donné lieu à une intervention pharmacologique et a amélioré les soins aux patients.
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