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The rehabilitation of burn patients has become an increasingly important issue in 
conjunction with the improved survival rate of these individuals during the course 
of the past 15 years, individuals who would have died are remaining alive but 
with debilities that have to be corrected. In children, who form a significant 
proportion of this population, recoveries are complicated and prolonged by their 
growth. In all of these instances, the rehabilitative process begins with the 
assessment and classification of the injury. This includes a determination of what 
percentage of the body surface has been burned, the depth of the burn and the 
nature of the caustic agent. Once the patient's problems have been identified, the 
early management of the case can begin. This stage of care consists of replacing 
fluid losses, skin grafts, prevention and control of infections and the use of 
physical therapy to counteract the stiffening effects of scars and contractures and 
thereby preserve the mobility of the joints. During this period of treatment, 
psychological counseling has great importance. especially in the care of children. 
Because of the multiplicity of problems that develop in a burned individual, the 
short and long-term damages of a burn can be great. Assessment by the 
rehabilitation counselor should take into account acute medical care, 
rehabilitional and vocational therapy and psychological counseling, in addition to 
the possibility of late occurrence of functional impairment and emotional 
difficulties. 
 
Introduction 
 
Significant changes in the treatment of burn patients have been accomplished 
over the past 15 to 20 years so that many individuals, who would have died just 
10 to 15 years ago, today survive. Survival often necessitates detailed life care 
plans or rehabilitation plans and  vocational rehabilitation intervention, particularly  
in younger survivors.  
 
In excess of 2,230,000 new burns injuries occur each year resulting in the need 
for over 74,000 hospitalizations. Nationwide, in excess of 100,000 persons are 
hospitalized for a total of 2 million in-patient hospital days secondary to burns. In 
the Southeastern United States alone in 1981, there were 1,329 cases involving 
third degree burns admitted into general hospital programs and requiring an 
average of 18.7 days of in-patient care. First and second degree burns resulted 
in 3,496 hospitalized cases requiring 9.3 days of inpatient treatment. This results 
in a total of 57,365 inpatient hospital days and does not reflect the numbers of 
cases treatable on an outpatient basis either through hospital emergency rooms 
or physician office visits. Curtis P. Artz, M.D., in his research, estimates 3.6 
million visits per year are made to outpatient facilities or physician offices as the 
result of burns. 
 
In 1974 alone the estimated cost of burns reached $1 billion dollars annually, 
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including the medical expenses, lost time from work and estimated lifetime 
earnings reduced as a result of death. 
 
Approximately 9,000 deaths result each year from burn accidents. However, 
statistical records reviewed suggest that improvement in fire control regulations 
along with the development of more flame resistant clothing and improved living 
conditions have lowered the numbers of severe burns and particularly the 
mortality rate from severe burns occurring in home accidents. Moreover, 
improved medical care has resulted in higher survival rates among the severely 
burned. 
 
Table 20-1 shows a percent survival rate versus total area of burn for all ages. 
There is a breakdown showing the difference among individuals burned between 
1965 and 1971; 1972 to 1975; and 1976 through 1979. During this same period, 
(1965 through 1979), the numbers of specialized burn centers around the United 
States increased significantly and may in part be the reason for the improved 
survival rate. 
 
To view table 20-1, “Percent Survival vs. Total Area Burned, All Ages”, click here. 
(please see attached file- "LCP 4- Lesson 7- Percent Survival vs. Total Area 
Burned, All Ages.pdf).   
 
During this treatment period there has also been a gradual decrease in the length 
of hospitalization required for treatment of severe burns. This is reflected in Table 
20-2, which shows a drop of 100+ days of hospitalization in the years 1965 
through 1971 (for the most severe burns) to 75+ days of hospitalization in the 
years 1976 through 1979 for the most severe burns. 
 
An interesting issue broached in the literature on the care of severe burn cases 
questions whether the proliferation of intensive or comprehensive burn centers is 
justified by the resultant outcomes (Linn, et al., 1979). The results of this initial 
study suggested that in fact increased monetary expenditures for the 
development of specialized burn treatment centers was not justified by an 
increase in successful outcomes or an increase in survival.  
 
To view table 20-2, “Length of Hospitalization vs. Size of Burn- By Year Group” 
click here  
(please see attached file- "LCP 4- Lesson 7- Length of Hospitalization vs. Size of 
Burn- By Year Group.pdf").  
 
Although, certainly additional studies were recommended to analyze the 
questions raised by this research more carefully, it is also important to consider 
adding a dimension to the questions propounded. The issues dealt with in this 
research only delve into the question of survival rates and not the long-term 
outcomes after acute care has been delivered. Most of the comprehensive burn 
treatment centers take into consideration a total team approach providing not 
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only acute care, but also addressing the issue of rehabilitation. Such research 
must follow the patient beyond initial discharge from acute medical care to 
determine whether or not the added dimension of a comprehensive team 
approach has resulted in, not only greater survival, but an improved quality of life 
post discharge. This issue of quality of life addresses, not only independence in 
function for activities of daily living, but also the ability to approximate as closely 
as possible pre-accident vocational involvement. It is this aspect of the 
comprehensive team approach utilized at major burn centers that would tend to 
justify the increased expenditures and the increased effort. 
 
Age Distribution of Victims 
Table 20-3 reflects data collected by the National Burn Information Exchange, 
which suggests that by far the greatest number of severe burns occur in the one-
year to five-year age group. There is a gradual decline through age 17 and a 
significant increase occurring again in the age 17 to 25 population. There is no 
doubt from the charts that the overall trend is a significantly higher number of 
burn trauma cases in lower age categories. 
 
To view table 20-3, “Age Distribution of Victims of Severe Burns,” click here  
(please see attached file "LCP 4- Lesson 7- Distribution of Victims of Severe 
Burns.pdf") 
 
These data reflect the need for early vocational rehabilitation intervention and in 
more severe cases the development of appropriate life care planning programs. 
It is important that the rehabilitation professional recognize, when evaluating 
such a case, that the anticipated medical and comprehensive rehabilitation 
intervention costs cannot be limited to those incurred during and immediately 
after the acute care intervention, particularly in the young population. 
 
Table 20-4 helps to demonstrate the unique problems experienced by children 
suffering from severe full-thickness burns. The chart data clearly indicates the 
time from initial burn trauma to last reconstructive surgery is greatest among the 
younger population. 
 
It is often necessary to postpone surgery until after growth has occurred and 
accordingly long-term costs must be considered in the evaluation. 
 
To view table 20-4, “Estimated Time from Burn to Last Reconstruction vs. Size of 
Full-thickness Burn By Age When Burned”, Click here 
(please see attached file "LCP 4- Lesson 7- Estimated Time from Burn to Last 
Reconstruction vs. Size of Full-thickness Burn By Age When Burned.pdf") 
 
Etiology 
Etiology of burn cases tends to vary by age group to some extent. For children 
ages 1 and 2, bathing, followed by pulling pots, pans or skillets from the stove 
represent the highest frequency of burn accidents. After this in decreasing order 
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are the following types of accidents, pulling on containers of hot liquids; playing 
with kitchen appliances; the spilling of hot liquids; house fires; playing with a 
heater; playing with the stove; playing with matches; sleeping near a heater. By 
far the largest share of accidents in this age group occurs in the kitchen and/or 
bathroom. 
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