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Objective: 1) Realize that more complex illnesses in pediatrics require a 
consistent level of experience to maximize outcomes. 

2) Consider if large pediatric burns meet the criteria for this 
consideration. 

3) Debate the pros and cons of moving patients longer distances to 
a more experienced center. 

Abstract: Introduction:  In 2015, we presented an argument for regionalization of 
large (>40% TBSA) pediatric burns in order to improve competence and 
mortality.  Utilizing well-established examples of quaternary care 
pediatric systems, we proposed that in the subset of large pediatric 
burns, outcomes were significantly improved as number of cases 
increased.  A recent publication at that time by Palmieri et al (2015), as 
well as our own institutional outcomes supported this proposal.  We will 
now propose an actual design for a nationwide model that we hope can 
maximize outcomes in this very specific population. 
 
Methods:  We will survey all existing burn centers, verified and 
unverified, in the continental United States for their annual pediatric 
volume for 2017 and 2018.  If specific pediatric volume is not readily 
available, we will extrapolate this number from total burn admissions 
and estimate pediatric volume from National Burn Repository (NBR) 
percentages.  We will then design a nationwide model in which large 
pediatric burns would be grouped at various centers so as to maintain 
competence of the centers through adequate caseloads while 
minimizing patient transport and family travel as much as possible. 
 
Conclusion:  Given the published data in the medical literature, it is very 
difficult to argue that, when dealing with highly specialized care in 
pediatrics, patient volume directly contributes to survival.  This concept 
applies to the subgroup of catastrophic pediatric burns as well.  The 
regionalization model we will propose would ideally maximize survival in 
this high-risk population.  This model is not without its downsides.  
Certain low census centers would obviously no longer care for these 
large pediatric burns.  They would, however, continue to manage their 
more common pediatric burns that were less than 40% TBSA.  
Additionally, there would be increased travel for family members with 
this model.  This would potentially be offset by the fact that these burns 
typically would have more prolonged stays and family would already be 
taking advantage of housing at the hospital such as Ronald McDonald 
House.  Finally, reimbursement across state lines is always problematic 



but not impossible.  In conclusion, we feel that the collection and review 
of specific pediatric morbidity and mortality data from individual centers 
may indicate the need for this redistribution model. 
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