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a b s t r a c t

Introduction: ‘Background pain’ and ‘pain anxiety’ are among the numerous problems of

patients with burns. Non-pharmacological and pharmacological interventions have been

used to reduce background pain and pain anxiety. This study compared the effectiveness of

hypnosis and ‘neutral hypnosis’ (as a placebo in the control group) in decreasing the

background burn pain and pain anxiety of adult male survivors with burns.

Design: This is a blinded, randomised, placebo-controlled study.

Methods: Sixty men with burns were included in the minimisation method (30 individuals in

the intervention group and 30 individuals in the control group). Four hypnotherapy sessions

were performed every other day for each participant in the intervention group. Four neutral

hypnosis sessions were performed every other day in the control group. Burn pain and pain

anxiety of the patients in both groups were measured at the end of the second and fourth

sessions. Repeated measures ANOVA was used for data analysis.

Results: There was no significant difference between the groups in the reduction in

background pain intensity. There was a significant reduction in background pain quality and

pain anxiety in the intervention group during the four hypnosis sessions. After two

hypnotherapy sessions, a significant reduction was observed in the level of background pain

quality and pain anxiety of participants.

Conclusion: Hypnosis is effective in reducing background pain quality and pain anxiety of men

with burns.
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1. Introduction

1.1. Background

Every year, more than 11 million people worldwide suffer from
burns and undergo medical interventions such as hospital-
isation. Three hundred thousand people lose their lives
because of fire-related burns. In Iran, the statistics indicate
that about 300,000 people suffer from different types of burns,
and 24,000 people are hospitalised every year [1].

Burn is associated with several problems with both physical
and mental aspects such as scarring, deformity, pain, anxiety
and post-traumatic stress disorder [2]. Burn pain is one of the
most difficult problems for patients with burns. They describe
their burn pain as ‘a living hell’ [3]. Patients with burns
experience three types of pain: procedural pain, background
pain and breakthrough pain. Procedural pain is discomfort
that occurs with procedures such as daily wound treatments,
invasive line insertions, and physical and occupational
therapy. Breakthrough pain is described as acute, strong and
episodic pain. It is generally related to an activity or movement
of the affected zone. Background pain is a type of discomfort
that affects patients while resting and going through their
daily routine. It is persistent, long-term and unpredictable, and
patients describe it as a burning and throbbing pain.
Background pain persists, and patients often feel it is
unbearable [4]. In addition to the pain and repeated exposure
to painful therapeutic measures, a type of predictive and
anticipatory anxiety develops in these patients. There is a
direct relationship between anxiety and pain, and the level of
anxiety is affected by the perception of all three types of pain.
There is a vicious cycle between anxiety and pain: pain causes
anxiety and increased anxiety level causes increased pain
perception, making it difficult to endure the pain [5].

Different pharmacological and non-pharmacological
methods are used for pain control. Pharmacological inter-
ventions have been the focus of research in treating burn-
associated pain. Because excessive consumption of narcotic
drugs leads to some adverse effects such as respiratory
depression and drowsiness, the use of other pain control
methods such as non-pharmacological methods are being
investigated [6]. Among the non-pharmacological interven-
tions, hypnosis is considered a noteworthy pain-control
method.

Hypnosis is an altered state of consciousness in which
environmental unconsciousness and individual responsive-
ness to social cues reduces, with increase in the level of
attention and local concentration. In other words, it is a
method for altering thoughts, perceptions and actions by
induction, which is carried out by a therapist after the patient
enters a hypnotic state [7]. Although hypnosis has roots in the
history of pain reduction and it has been used for a long time, it
has not been discussed sufficiently in Iran.

1.2. Rationale

Literature review reveals that most of the studies on the effect
of hypnosis on burn pain were in the form of case studies, and
they mainly focused on procedural pain reduction [8–10]. Some

differences can be seen in various studies on pain reduction
after hypnotherapy and in the number of sessions for
hypnosis. In addition, standard methods of hypnosis have
not been applied in most studies, and the interventions were
merely a type of relaxation/imagination state [11]. To the best
of our knowledge, thus far, only one study examined some
suggestions for reducing pain anxiety in patients with burns
[12]. Few studies examined the effect of hypnosis on the
qualitative aspect of the pain in these patients. The limitations
of prior research include sample size inadequacy, no applica-
tion of a standard hypnosis technique to reduce burn pain, lack
of assessment of the hypnotisability of participants and no
application of a placebo in the control group. Attempts were
made in this study to compensate for the weaknesses of the
earlier studies and achieve further accurate results on the
effect of hypnosis on pain and burn pain anxiety, especially
through the application of the ‘neutral hypnosis’ method like
the use of placebo in a control group. The present study
examined the effectiveness of hypnosis in decreasing burn
pain and pain anxiety in adult men with burns using ‘neutral
hypnosis’ as a placebo in the control group.

1.3. Hypotheses

On the basis of the literature findings, the hypotheses designed
and studied in this work are as follows:

1. Participants who receive hypnosis intervention will have
greater reduction in pain intensity than participants in the
neutral hypnosis group.

2. Participants who receive hypnosis intervention will have
greater reduction in pain quality than participants in the
neutral hypnosis group.

3. Participants who receive hypnosis intervention will have
greater reduction in pain anxiety than participants in the
neutral hypnosis group.

2. Methodology

2.1. Research design

A blinded, randomised, placebo-controlled clinical trial was
designed to achieve the research objectives.

2.2. Sampling and randomisation strategy

In this study, patients were selected through convenience
sampling, and they were placed in either the intervention or
control group (IG and CG) using the minimisation method,
which is a form of randomisation that allows the selection of
small groups that are meticulously alike in terms of patient
characteristics [13]. This study considered the variables of age,
education, history of any type of psychotherapy, total body
surface area (TBSA) and type of burn in the minimisation
method. This research calculated a sample size of 25 in each
group with respect to the study of Shakibaei and colleagues
and inclusion of some data such as m0=3.1 and m1=3.3 SD=1.44

a=0.05 and 1�b=0.8 in the formula N ¼ 4d2
Za=2þZbð Þ2
m1�m0ð Þ2 . Assuming
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an approximate sample attrition of 30%, 32 patients were
considered for each group. In the IG and during the
hypnotherapy sessions, one individual was excluded as the
patient was reluctant to continue the research and one
individual was excluded because of discharge from hospital.
In the CG, two patients were transferred to another burn
centre. Finally, the study was continued with 30 individuals in
each group (Fig. 1).

2.3. Inclusion and exclusion criteria

The hypnotherapist was a man and based on the culture and
traditions of our country: a woman with a male stranger in a
separate room would be considered indecorous; therefore,
women were not included in this current study. Participants
were between 18 and 50 years old, they had passed the
emergency phase of treatment and they were in the acute
phase of recovery. These participants had second- and third-
degree burns with TBSA of 10%–40%, they spoke Persian or
Azeri languages and they had no hearing or vision problems.

Patients with active psychiatric disorders were excluded.
Those with a history of epilepsy were also excluded. Other
exclusion criteria were unwillingness to participate in the
study for any reason, transfer from the ward into the burn
intensive care unit, and discharge or death.

2.4. Participants and setting

Sixty individuals hospitalised in Imam Khomeini Teaching
Hospital of Urmia, capital of West Azerbaijan Province in
northwest Iran, were included in the study. This centre is
affiliated to Urmia University of Medical Sciences. The mean
age of the participants was 30.5�9.11years, and the mean
TBSA was 24.2�9.4%. Most patients had second-degree burns
(58.3%), the most frequent cause of burn was fire (78.3%), and
90% of the patients had no previous hospitalisation due to
burns. Most patients had primary education (45%), were
employed (80%) and moderate incomes (56.7%). Only 3.3%
did not have insurance coverage. Table 1 shows the demo-
graphic characteristics of the participants in each group.

Fig. 1 – Enrolment and allocation to study groups.
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2.5. Measurements

2.5.1. Pain intensity
The intensity of background pain was examined by the visual
analogue scale (VAS). The scale includes a 100-mm horizontal
line, which indicates a continuum with the marked ends of
‘painless=00 and ‘intolerable pain=1000. The participants were
asked to put a mark on the point of the line in proportion to
their pain intensity or utter its numerical value to the
researcher. The distance was estimated in millimetres, and
the pain intensity was recorded.

2.5.2. Pain quality
This research used the short form-McGill pain questionnaire
(SF-MPQ) for pain quality measurement [14]. Its major contents
included 15 descriptors (11 sensory items and 4 emotional
items) and 6 pain intensity criteria (from painless to torturous).
The scale has been used in several studies for various types of
pain. In the study by Stephenson and colleagues, there was an
appropriate correlation between this questionnaire and the
initial McGill pain scale (r=0.86), and it had a good reliability
(Cronbach’s alpha=0.9) [15]. In Iran, Khosravi and colleagues

[16] translated the questionnaire through the intercultural
adaptation model while maintaining its main structure. They
then assessed the reliability, which was over 0.8 for all fields of
the questionnaire.

2.5.3. Pain anxiety
‘Pain anxiety’, which is a type of pain-related anticipatory
anxiety, was studied by the short-form Burn Specific Pain
Anxiety Scale (BSPAS). The scale consists of 5 items, and the
patients were requested to specify their reply for any item on a
0–100mm VAS within the range of ‘never=00 to ‘the worst
imaginable=1000. The mean score of 5 items of the BSPAS,
which were marked on the VAS, specifies the final score of pain
anxiety. Taal and colleagues [17] designed this tool, for which
they reported a Cronbach’s alpha coefficient of 0.9, indicating
its appropriate reliability. A Cronbach’s alpha coefficient of
0.7 was also reported in a study conducted in Iran [18].

2.5.4. Hypnotisability
This research used the Stanford Hypnotic Clinical Scale for
adults for hypnotisability of the patients. The questionnaire
that was used for measuring the hypnotisability of individuals

Table 1 – Characteristics of participants in both intervention (n=30) and control (n=30) groups.

Group Intervention Control Test results Sig.
Variable n (%) n (%)

Age Mean�SD 30.3�9.57 30.96�8.76 t=0.39a p=0.69

TBSA Mean�SD 24.66�10.34 23.75�8.53 t=�0.37a p=0.71

Hypnotisability Mean�SD 3.03�0.78 2.82�0.79 t=�1.03a p=0.30

Depth of burn Degree II 17 (56.7) 18 (60) X2=0.49b p=0.78
Degree III 6 (20) 4 (13.3)
Degree II and III 7 (23.3) 8 (26.7)

Cause of burn Flame 22 (37.3) 25 (83.3) Fisher exact p=0.52
Hot liquid 4 (13.3) 4 (13.3)
Electricity 1 (3.3) 1 (3.3)
Chemical 1 (3.3) 0
Touch 2 (6.7) 0

Past history of burn hospitalisation Yes 4 (13.3) 2 (6.7) X2=0.74b p=0.38
No 26 (86.7) 28 (93.3)

Level of education Illiterate 6 (20) 4 (13.3) X2=1.06b p=0.78
Primary 12 (40) 15 (50)
High school 10 (33.3) 10 (33.3)
BS 2 (6.7) 1 (3.3)

Occupational status Inactive 8 (26.7) 4 (13.3) X2=1.66b p=0.19
Active 22(73.3) 26 (86.7)

Income status Low 11 (36.7) 8 (26.7) X2= 1.75b p=0.41
Moderate 17 (56.7) 17 (56.7)
High 2 (6.7) 5 (16.7)

Insurance coverage Without insurance 2 (6.7) 0 Fisher exact p=0.49
Insured 28 (93.3) 30 (100)

a Independent t-test.
b Chi-square test.

4 b u r n s x x x ( 2 0 1 7 ) x x x – x x x

JBUR 5297 No. of Pages 10

Please cite this article in press as: H. Jafarizadeh, et al., Hypnosis for reduction of background pain and pain anxiety in men with burns:
A blinded, randomised, placebo-controlled study, Burns (2017), http://dx.doi.org/10.1016/j.burns.2017.06.001

http://dx.doi.org/10.1016/j.burns.2017.06.001


has 5 items: moving hands together, a dream, age regression, a
posthypnotic suggestion, and posthypnotic amnesia. The
measure is reliable and valid. Cronbach’s alpha was 0.66 for
internal consistency. The clinical scale requires approximately
20min for administration [19]. The Cronbach’s alpha for the
questionnaire in our study was 0.79.

2.5.5. Demographic questionnaire
A self-reported demographic questionnaire was used to obtain
the personal information of the participants. It provided data
such as age, TBSA, depth of burn, cause of burn, history of
hospitalisation, level of education, occupation status, level of
income, insurance status and history of psychotherapy.

2.6. Ethical considerations

This research was approved by the Committee of Ethics of
Urmia University of Medical Sciences (Code: ir.rec.um-
su.1395.3). After providing the patients with sufficient expla-
nation of the project, written informed consents were obtained
from them. The participants were informed that they would be
able to withdraw at any stage of the research without causing
any problems in their course of treatment. The participants
were assured of the confidentiality of the obtained
information.

2.7. Procedure

In the first session, the researcher explained the research
objectives to the patients at their bedsides and obtained
informed consents from them. Baseline data including
demographic characteristics, background pain intensity and
background pain quality (in the afternoon), and pain anxiety
(in the morning and before dressing) were obtained from both
groups in the first session. Participants were not told whether
they were receiving neutral hypnosis or hypnosis, and they did
not know which group they were randomised to. In both
groups, hypnosis (or neutral hypnosis) was performed along
with routine nursing care. Research assistants collected the
data during all 3 assessment times of study. Therefore, the
hypnotherapist was blind to the gathered data during this
whole period. Administration of analgesics was continued as
before. Four hypnotherapy (or neutral hypnotherapy) sessions
were performed every other day for each participant in both
groups. The time of hypnotherapy varied with respect to
patients’ suggestibility and the time needed to develop a
proper depth of trance. Different standard induction techni-
ques were performed, dictated by patient characteristics such
as age and hypnotisability. Hypnotherapy sessions were
performed between 16:00 and 20:00 (local time) when the
patients were not tired and were comfortable in a ward and in a
room with moderate temperature and sufficient light on an
armchair. The corresponding author, who is a nurse special-
ising in burn care, performed the hypnosis. The hypnothera-
pist received his certificate from the Iranian Scientific Society
of Clinical Hypnosis. Pain and pain anxiety in the intervention
and control groups were measured before starting hypnother-
apy intervention and at the end of the second and the fourth
sessions.

2.7.1. Intervention group
Various techniques such as eye fixation, progressive muscle
relaxation, Chiasson’s technique and hand levitation were
used to begin hypnotherapy and induction in this group.
Imagination, dissociation and progressive muscle relaxation
techniques were used for deepening the trance. Induction and
trance deepening techniques were different based on the
participant characteristics in this study. In the suggestion
delivery phase of hypnosis—which is the therapeutic compo-
nent of hypnosis—we used a standardised script for burns
based on the script for Rapid Induction Analgesia that has been
used in earlier trials [20]. The participants were also requested
to repeat the techniques during the day. The patients were not
aware of being in the IG (blinding).

2.7.2. Control group
It is necessary to use a placebo-controlled group in pain
treatment trials [21]. Unlike the placebos used in drug trials,
which mimic the original drug in all aspects except the main
ingredient, it is difficult to find such a placebo for hypnother-
apy [22]. As the main content of therapy in hypnosis includes
specific suggestions of a disease, some studies introduced a
type of hypnosis suitable for a control group called neutral
hypnosis by including general and non-therapeutic sugges-
tions after the induction process and typical trance [23,24].

Neutral hypnosis with non-therapeutic suggestions was
performed in this trial in the CG. All processes of induction,
trance deepening and altering phase were performed similar
to those in the IG. Suggestions such as imagining being on a
beach and/or in a garden were used instead of the therapeutic
suggestions for burn pain and pain anxiety. The participants
were not aware of being in the CG (blinding).

2.8. Data analysis

Data were analysed using the software SPSS (version 23). All
the data were reported using descriptive statistics. Quantita-
tive and qualitative data are shown as mean�standard
deviation and frequency (%), respectively. The Kolmogorov-
Smirnov test was used to identify the normal distribution of
data. The independent t-test, Chi-square test and Fisher's
exact test were used in the demographic characteristics for
examining the differences between the two groups. The
independent t-test was used for comparing the major variables
of the research before starting hypnosis (baseline data).
Repeated measures ANOVA was used for studying the changes
in the level of main variables during the fourth session of
hypnotherapy. A p<0.05 was considered significant. Data
analysis was performed by an assistant unaware of participant
allocation to each group (blinding).

3. Results

3.1. Pain intensity

The independent t-test showed no significant difference
between the baseline data (before starting hypnosis) of the
IG and CG with regard to the background pain intensity
(t=0.781, p=0.438). The first measurement was carried out

b u r n s x x x ( 2 0 1 7 ) x x x – x x x 5
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before starting the sessions, the second measurement was
made after the second session and the third assessment was
made after the fourth session. Repeated measures ANOVA was
used for studying the effect of hypnosis on pain intensity
during the fourth session. The test results showed no
significant differences between the groups with regard to
the background pain intensity reduction (F=0.742 and
p=0.392). Fig. 2 shows no significant difference in the IG (F
(2, 58)=2.19, p=0.12) and CG (F (1.29, 37.52)=2.23, p=0.13) in
pain intensity during the four sessions of hypnotherapy.
Therefore, the first hypothesis was rejected.

3.2. Pain quality

The independent t-test showed no significant difference
between the baseline data of both groups with regard to the
background pain quality (t=0.217, p=0.829). The results of
repeated measures ANOVA showed a significant difference
between the groups in terms of background pain quality
reduction during the four sessions of hypothesis (F=4.902,
p=0.031). Fig. 3 shows a significant reduction in the mean score
in the IG during the four sessions (F (1.628, 47.219)=47.356,
p<0.0005). Despite the slight reduction in the mean scores
between the baseline data and after the second session, the
Bonferroni post-hoc test showed that the difference was not
significant (p=0.153). The test also indicated a notable
significant difference between the mean scores of the second
and the fourth sessions (p<0.0005). In the CG, no significant
change was seen in the mean scores over time (F (1.607, 46.59)
=0.02, p=0.994). Therefore, the second hypothesis was
confirmed.

3.3. Pain anxiety

Despite the insignificance of the difference between the
baseline data of both groups (t=0.479, p=0.634), there was a
significant difference between the groups in terms of pain
anxiety reduction during the four sessions of hypnosis
(F=4.163, p=0.046). Fig. 4 shows a considerable reduction in
mean scores during the four sessions in IG (F (2, 58)=35.215,
p<0.0005). Despite the slight reduction in the mean scores

between the baseline data and the second session, the
Bonferroni post-hoc test showed that the difference was not
significant (p=0.62). The test also indicated a notable signifi-
cant difference between the mean scores of the second and the
fourth sessions of hypnosis (p<0.0005). No significant change
was seen in the mean scores in the CG over time (F (1.451 &
42.068)=0.02, p=0.784). Therefore, the third hypothesis was
confirmed. All the detailed results are summarised in Table 2.

4. Discussion

This study aimed at examining the effect of hypnosis on
reducing background pain and pain anxiety in men with burns.
Attempts were made to achieve further accurate results on the
effect of hypnosis on burn pain and pain anxiety by applying
neutral hypnosis in the CG. The findings showed that the level
of pain and pain anxiety in this study was at a moderate level,
which is consistent with the results of other studies in Iran
[25,26]. As the patients had passed the emergency phase and
were in the following treatment phases, their background pain
was not severe. Being in a strange environment and
experiencing painful procedures and expecting to experience
them again resulted in the patients having medium level of
pain anxiety.

The research results clearly show that hypnosis is generally
effective for the treatment of pain and pain anxiety, which is
consistent with many studies confirming the effect not only on
burns but also on many other types of acute or chronic diseases
[27–29]. Although the mechanism of the effect of hypnosis on
pain reduction has not yet become clear, studies with positron
emission tomography have shown blood flow increase at the
time of inductions in the extra striate areas, the anterior
cingulated cortex, thalamus, and upper-frontal gyrus and
simultaneous flow reduction in the somatosensory cortex
[30,31].

The main variables of the study in the IG decreased
considerably in comparison with the CG (despite a reduction
in the mean values of the CG during 4 sessions). This finding is
inconsistent with the study of Askay and colleagues [12]. In
their study, reduction of pain and pain anxiety in both groups

Fig. 2 – Pain intensity.
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Fig. 3 – Pain quality.

Fig. 4 – Pain anxiety.

Table 2 – Means, standard deviations, p-values and effect sizes of main variables.

Group Time of measurement Sig. h2
partial

First evaluation
(baseline)

Second evaluation (second
session)

Third evaluation (forth
session)

Mean SD Mean SD Mean SD

Variables Intensity of pain IG 51.33 15.18 50.16 15.35 49.96 14.82 p=0.12a 0.07
CG 54.80 18.98 53.33 18.64 54.60 18.64 p=0.11b 0.07

Quality of pain IG 27.7 9.08 27.83 8.97 19.3 7.82 p<0.0005b 0.62
CG 30.23 9.95 30.26 8.73 30.2 8.98 p=0.99b 0.00

Pain anxiety IG 46.56 17.26 43.60 14.75 28.46 12 p<0.0005a 0.54
CG 48.83 19.35 48.86 21.87 47.66 23.26 p=0.78b 0.005

IG: Intervention group, CG: Control group, h2
partial: Partial eta squared (effect size).

a Mauchly's Test of Sphericity indicated that the assumption of sphericity had not been violated.
b Mauchly's Test of Sphericity indicated that the assumption of sphericity had been violated, and therefore, a Greenhouse-Geisser correction was

used.

b u r n s x x x ( 2 0 1 7 ) x x x – x x x 7
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was significant. In explaining this finding, we can highlight the
role of applying neutral hypnosis in current study. As a placebo
for the CG, neutral hypnosis can be used, in which completely
general suggestions irrelevant to pain reduction and pain
anxiety are used for the patients instead of therapeutic
suggestions.

Contrary to the findings of Shakibaei and Frenay [32],
hypnosis had no significant effect on pain intensity reduction
(measured by pain VAS), which is one of the key findings of this
study. Some points can be mentioned regarding the interpre-
tation of this finding. There are relationships among pain
intensity, pain receptor input and an individual’s sensory
experience of pain; however, some suggestions were used in
this study, which had no relationship with the pain sensation
of an individual, and the term ‘pain sensation’ was never used
in the inductions. Despite having the same pain intensity, pain
quality reduced considerably in the IG. This finding is quite
consistent with the study of Askay and colleagues. In addition,
Price and Barber believed that hypnosis might alter both
intensity and quality of pain and that the change depends
upon the nature of the suggestions [33]. His finding has been
confirmed by brain imaging [34]. Pain intensity suggestions are
effective in the somatosensory cortex, and pain quality
inductions affect areas related to emotions. In this study,
the hypnotherapist provided an overall image of the qualita-
tive and emotional state of the participants using the data
obtained from the SF-MPQ for evaluating the baseline data of
the IG patients and presented appropriate therapeutic sug-
gestions based on the standardised script for Rapid Induction
Analgesia.

Unlike the findings of Askay and colleagues, hypnosis had a
considerable effect on reducing anxiety in the IG patients. This
phenomenon can be explained in two ways. The first is
provision of proper therapeutic suggestions, which were used
for pain anxiety reduction. The second could be the breaking of
the vicious cycle of pain and anxiety in the participants. That
is, hypnosis reduced pain anxiety in the patients following the
reduction of pain perception or pain quality. In other words,
patients whose perceptions have been reduced anticipate
tolerating a lower level of pain, which reduces their anxiety.

Consistent with the study of Shakibaei on patients with
burns and other studies in other fields [35–37], no significant
results were seen in pain reduction or other study variables in
the early hypnotherapy sessions. A significant reduction in SF-
MPQ and BSPAS scores was seen from the second to the fourth
(final) session of hypnotherapy, and there was no significant
difference between the baseline and the second session. This
might be because the patients had become accustomed to the
hypnotherapy room atmosphere and hypnosis process after
the early sessions. Conditioning techniques were used at the
end of the second session for the participants; consequently,
the entry and deepening stages of trance occurred earlier, and
the hypnotherapist had more time to provide therapeutic
suggestions. More than two hypnotherapy sessions are
necessary for acceptable reduction in pain and pain anxiety.

4.1. Clinical applications

This study showed that hypnosis could be used at the clinic
because it is safe [38] and requires no special and expensive

equipment or tools. The major problem with using hypnosis at
the clinic is that a psychotherapist capable of performing
hypnotherapy is not always available, and the treatment
performed by them is expensive. As recommended by some
studies, hypnotherapy by a specialist nurse (a nurse trained in
hypnotherapy) is a more cost-effective solution because of its
availability and the low cost [39,40]. Holistic nursing theories
support the use of hypnotherapy by nurses and provide a
framework for it [41]. The measures known as mind-body
treatments such as distraction, deep breathing, mental
imagery and relaxation are already part of nursing care [42],
and these are the integral parts of hypnosis.

4.2. Limitations

While having strengths, this study has some limitations.
Because of the cultural limitations in Iran, this study was
conducted only on men. It is recommended that future studies
include both men and women to elucidate the probable
differences in response to hypnosis in both genders. Although
the sample size in this study exceeded that of the earlier
studies, the use of a larger sample size in future studies will
provide further accurate results. One of the major limitations
of the trial was the difficulty in making the necessary
measurements after each session because there were a limited
number of interviewers; therefore, measurements were only
made after the second and the fourth sessions. This limitation
hindered our ability to specify accurately after which session
pain reduction or pain anxiety reduction started. The
morphine dosage of the patients, as a pain reliever, was not
recorded and analysed in this research. Consequently, we
were unable to find out the possible role of morphine in
reducing the pain of the participants. However, all the patients
in the burn ward of our hospital receive morphine at their
request (PRN) if there is no contraindication. We recommend
that morphine dosage is recorded and analysed accurately in
further studies. To provide clearer results on the advantages of
the intervention on pain and anxiety management, future
studies may divide participants into ‘medication only’,
‘hypnotherapy and medication’ and ‘hypnotherapy alone’
groups.

Those patients who qualified received early excision and
grafting in the study setting; it seems that this measure also
reduced their pain. Because the surgical process was not
considered in the inclusion/exclusion criteria, we were unable
to measure its role in relieving the pain of the participants. We
also excluded patients with active psychiatric disorders. This
limitation hindered our ability to truly understand the clinical
utility of the intervention, particularly given the rates of pre-
morbid mental health issues in burn survivors [43].

5. Conclusion

Clinical trial results showed that hypnotherapy considerably
reduced pain and pain anxiety in the men. Although this study
is an evidence-based report for the nursing staff, who attempt
to reduce the pain and pain anxiety of patients with burns, it is
necessary to conduct further complementary studies to clarify
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different aspects of the effect of hypnosis on different
variables and population groups.
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