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ABSTRACT
OBJECTIVES: Our study aimed to investigate pediatric burn 
cases in Canakkale, Türkiye, focusing on the demographic 
and etiological aspects of patients treated at Onsekiz Mart 
University Hospital. We assessed the incidence of pediatric 
burns, identified prevalent causes, and analyzed patterns 
among affected children.

MATERIALS AND METHODS: We reviewed retrospective 
demographic details, burn parameters, and follow-up 
information of 26 pediatric patients treated between January 
2020 and July 2023. We examined pretreatment and 
postoperative patient photographs, analyzed data on 
intentional harm or unintentional negligence, and compared 
information on our patients with patients in the literature.

RESULTS: Over the 30-month period, 26 pediatric burn 
patients were treated at the clinic, constituting 38.8% of the 
total burn cases (n = 67). Scalds (80.8%) and contact burns 
(19.2%) emerged as the primary causes. Of note, no evidence 
of abuse was identified among the pediatric patients with 
burn injuries. The child-to-total pediatric burn patient ratio 
exceeded expectations.

CONCLUSIONS: Child neglect in Canakkale persists despite 
the region’s higher socioeconomic status. This study 
emphasized the need for targeted educational and 
preventive initiatives, focusing on household safety for 
young children. Interventions must address neglect as a 
primary cause of pediatric burns, necessitating 

comprehensive examinations of all burn patients to identify 
potential abuse or neglect.

KEY WORDS: Child burns, Pediatric neglect, Preventable 
burns

INTRODUCTION
In 2022, Canakkale, Türkiye, located in the North Aegean 
region, had a total population of 560 000, with 120 000 
(21.5%) under the age of 18 years. Despite Canakkale being 
approximately 300 km away from Bursa and Izmir, the 
city provides health services to Ayvalik, Edremit, Kalkim, 
Gönen, and Bandirma. In Canakkale, where there is no burn 
center, the university hospital provides treatment for pedi-
atric patients presenting with <10% extensive burns and 
special area burns.According to a study from the American 
Burn Association, between 2013 and 2017, children who 
were aged less than 16 years represented approximately 26% 
of all admissions to burn center hospitals. According to a 
24-year-long systematic literature review on burn injuries 
in Europe, the incidence of severe burn cases in children in 
Türkiye was 1.5 to 2 times higher than the European aver-
age of total number of burn patients. In another study that 
analyzed data of patients with burn injuries over an 8-year 
period from various provinces throughout Türkiye, 35.8% 
of burn patients were younger than aged 18 years.In this 
study, we aimed to examine nonaccidental burns, defined 
as secondary burns resulting from abuse or neglect, owing 
to the elevated number of pediatric burn cases within our 
dataset, and to analyze the demographic and etiological 
data of pediatric burn patients admitted to Onsekiz Mart 
University Hospital.

MATERIALS AND METHODS
This study followed the principles of the Declaration of 
Helsinki. We obtained ethical approval for this study 
from the Local Clinical Research Ethics Committee. We 
obtained written informed consent from legal guardians 
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of pediatric patients before the study. We obtained verbal 
consent from children who were old enough to understand 
the nature and purpose of the study.

We obtained retrospective data on demographic charac-
teristics (age, sex), burn parameters (type of burn, burn 
areas, burn degree, and percent total body surface area), 
and follow-up information of 26 pediatric patients treated 
in our clinic for burns between January 2020 and July 2023 
(Table 1). Sixteen of the patients were under aged 5 years, 
7 were between aged 5 and 12 years, and 3 were between 
aged 12 and 18 years. The most common cause of burn in 
children under aged 5 years was contact with hot water; as 
age increased, the frequency of burns from contact with 
a hot object (often a stove) increased. Burns on patients’ 
bodies often healed with daily dressings; however, debride-
ment and, if necessary, full-thickness skin grafts were also 
applied to heal burn wounds, particularly in the hand and 
foot region.

As examples, Figure 1 shows patient 1 before treatment. 
Figure 2 shows preoperative and 1-week postoperative 
photographs of patient 26 with contracture as a common 
late burn complication, and Figure 3 shows our dressing 
approach for pediatric patients without the use of a splint 
(patient 25). Patients who were admitted to the hospital but 
were referred with a burn percentage above 10% were not 
included in the study. We compared all photographs with 
illustrations documented in the literature regarding burn 
marks and patterns of children who were abused. We ana-
lyzed collected data to investigate the presence or absence 
of indicators suggesting potential instances of child abuse.

RESULTS
Over the 30-month period, 26 pediatric burn patients were 
treated at the clinic, constituting 38.8% of the total burn 
cases (n = 67). Interestingly, although children constituted 
21.5% of the general population, burn rate in our clinic 
was almost twice as high as number of children in the 
general population. When we analyzed data and patient 
photographs, no evidence of abuse was identified among 
our pediatric burn patients.

One in 4 of all burn patients at our clinic were toddlers 
under aged 5 years. Scalds (80.8%) and contact burns 
(19.2%) were the most common causes of burns among the 
study group. Burns comprised average total body surface 
areas of about 4.4%. Male-to-female ratio was 1.17 to 1. 
Eight patients (30.8%) had burns only on their hands, and 
19 patients (73.1%) had burns on their extremities versus 
isolated burns. The youngest patient in our series was a 
5-month-old baby who received a burn from contact with 
hot water; because of this, it is necessary to discuss the 
concept of neglect. According to the Child Abuse Report 

in Türkiye, published in 2010 by the Government of the 
Republic of Türkiye and UNICEF, 25% of children are 
neglected by their parents.

When we investigated burn etiologies and details of their 
occurrence, we found that most burns happened indoors 
when an adult was nearby the child; 46.2% of children were 
from a single parent family and 55.2% lived in rural areas, 
which may suggest adult carelessness or neglect as a cause 
of burns.

DISCUSSION
According to the World Health Organization, “behaviors 
performed knowingly or unknowingly by a competent 
individual that negatively affect a child’s health and physical 
development” are considered child abuse. This broad defi-
nition of an unknowing negative affect may be associated 
with child abuse. More specific boundaries around when 
abuse or neglect begins are needed. A UK team created a 
model to identify and manage children with burns who 
had been abused. Perhaps the solution lies in the develop-
ment of management charts and models tailored to distinct 
geographical regions and sociocultures.

Indicators that strongly suggest intentional burns include 
deep partial thickness and full-thickness burns, burns on 
the posterior trunk, and injuries caused by hot tap water. 
Burns on the buttocks, genitals, and legs, a younger child’s 
age, and additional injuries like cutaneous injuries/bruises 
and fractures moderately raise suspicion of intentional 
harm, whereas burns on the head, neck, anterior trunk, 
upper extremities, and feet are more commonly associated 
with accidents. Limited data exist on burns resulting from 
neglect.The incidence of burn injuries among school-aged 
children increases during school holidays. This highlights 
the need for targeted education and prevention campaigns 
in the periods immediately preceding the school holidays. 
Lack of supervision is a significant risk factor in childhood 
burns.Our study had some limitations. First, a prevailing 
challenge in this field of research is the absence of a defin-
itive standard to differentiate between injuries from abuse 
and not from abuse. With the exception of an immediate 
admission of guilt from a parent or caregiver, there exists 
no absolute discriminator for nonaccidental injuries. 
Confirmation or ruling out child abuse in a methodically 
sound manner is necessary. Descriptions detailing how 
burns were deemed accidental, and thus excluding nonac-
cidental causes, have been scarce in most studies.Second, 
quality and quantity of evidence pertaining to burns result-
ing from neglect are notably poor. Consequently, it seems 
quite difficult to make a meaningful comparison between 
these burns and those caused intentionally. Third, no 
discernible differences were found on sex, age, and the per-
centage of total body surface area burned. Data on burns 
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TABLE 1. Information of 26 Pediatric Patients Treated in Our Clinic for Burns Between January 2020 and July 2023

ID Age Sex Type of Burn, Complaint 
After Burn

Burn 
Percent

Burn 
Degree

Burn Area Treatment

1 5 mo M Contact with hot coffee 7% 2nd Upper extremity and 
trunk

Daily dressing with Silvadene at 
outpatient clinic

2 2 y, 4 
mo

M Hot water burn followed by 
PIP and DIP joint contracture

NL NL R hand 2nd finger Contracture release with 1 Z-plasty

3 4 y M Burned plastic bag attached to 
right eye region

1% 1st + 2nd R peri-orbital, 1/2 nasal 
dorsolateral region

Terramycin eye pomade 2 times/day 
+ daily moisturizing dressing

4 1 y, 9 mo F Contact with hot tea 7% 1st + 2nd Neck, chest, and L 
axillary region

Daily dressing with Silvadene at 
outpatient clinic

5 11 y M Contact with hot water 9% 2nd R anterior leg and 
lower abdomen

Daily dressing followed pediatric ICU, 
compression garment

6 18 y M Hypertrophic scar after contact 
with gasoline flame

NL NL 2 Hypertrophic lesions 
in the frontal region

Excision after 1 mo

7 5 y M Contact with hot coffee 3% 2nd R hand Daily dressing with Silvadene at 
outpatient clinic

8 4 y M Contact with hot tea 3% 2nd Anterolateral R thigh Daily dressing with Silvadene at 
outpatient clinic

9 1 y F Contact with hot water 2% 1st + 2nd Palmar side of L hand Follow-up in outside center, silicone 
compression garment

10 9 y M Hot water burn followed by 
PIP joint contracture

NL NL L hand’s 1st web space Contracture release with multiple 
Z-plasties

11 5 y F Contact with hot tea 2% 1st + 2nd Lateral of L leg Daily dressing with Silvadene at 
outpatient clinic

12 4 y F Contact with hot water 5% 2nd R foot and leg Daily dressing with Silvadene at 
outpatient clinic

13 1 y M Burn scar after contact with 
hot water 

NL NL L arm and forearm Follow-up in outside center, silicone 
compression garment

14 8 y F Contact with hot water 4% 2nd Anterior of L thigh Daily dressing with Silvadene at 
outpatient clinic

15 2 y, 5 
mo

M Heater burn followed by PIP + 
DIP joint contracture

NL NL R hand 2nd and 3rd 
fingers

Contracture release with multiple 
Z-plasties

16 9 y F Contact with hot tea 2% 1st. + 2nd R lateral thigh + gluteal 
region

Daily dressing with Silvadene at 
outpatient clinic

17 7 y F Contact with heater 5% 1st + 2nd Abdominal region Daily dressing with Silvadene at 
outpatient clinic

18 1 y, 11 mo M Contact with hot tea 6% 2nd Anterior chest wall and 
R arm

Daily dressing with Silvadene at 
outpatient clinic

19 17 y F Burn scar and contracture after 
a hot water burn 15 years ago

NL NL R breast and 
surrounding area

Scar excision + Latissimus dorsi flap

20 6 y M Contact with hot water 4% 1st + 2nd L face and shoulder Daily Silvadene for shoulder, 
moisturizer for face

21 3 y F Contact with picnic tube flame 3% 1st + 2nd Anterior chest wall IV fluid, inpatient daily dressing with 
Silvadene

22 2 y F Contact with hot tea 9% 2nd R and L foot and leg IV fluid, inpatient daily dressing with 
Silvadene, FTSG

23 12 y F Contact with hot tea 8% 2nd R gluteal, anterolateral 
thigh and tibia

Inpatient daily dressing with 
Silvadene, FTSG

24 3 y F Contact with hot coffee 3% 1st + 2nd Anterolateral R leg Daily dressing with Silvadene at 
outpatient clinic

25 1 y M Contact with hot water 1% 2nd R hand dorsal side Daily dressing with Silvadene at 
outpatient clinic

26 17 y M Hot water burn followed by PIP 
+ DIP + MCP joint contracture

NL NL R hand 3rd finger Contracture release with multiple 
Z-plasties

Abbreviations: DIP, distal interphalangeal FTSG, full thickness skin graft; ICU, intensive care unit; IV, intravenous; L, left; MCP, metacarpophalangeal; 
NL, not listed; PIP, proximal interphalangeal; R, right
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resulting from neglect are limited, and existing studies are 
not exhaustive, highlighting the urgent need for further 
research. Neglect as a cause of burns demands greater 
attention. We advocate for a comprehensive examination 

of every child with burn injuries, as minor burns may go 
unnoticed, and additional injuries like bruises are signifi-
cantly associated with intentional burns.

FIGURE 1. Patient 1 Before Treatment: Burn in 7% Total Body Surface Area 

 

FIGURE 1. Patient 1 Before Treatment: Burn in 7% Total Body Surface Area

FIGURE 2. Patient 26: Burn Contracture Treated With Multiple Z-Plasty
FIGURE 2. Patient 26: Burn Contracture Treated With Multiple Z-Plasty 

 



Mustafa Akyürek, Orhun Ali/Burn Care and Prevention (2024) 2: 37-41 41

CONCLUSIONS
Despite the higher socioeconomic status of Canakkale 
and its hinterland, the Southern Marmara and Northern 
Aegean regions, similar to other areas of Türkiye, child 
neglect remains an ongoing issue. Initiatives aimed at 
education and prevention, geared toward raising aware-
ness, should concentrate on household safety for young 
children, given that many of these preventable burns 
transpired within domestic environments. We anticipate 
that the information elucidated in this study, underscoring 
the significant role of neglect as a preventable cause of 
pediatric burns, will serve as a valuable enhancement in 
shaping strategies for these campaigns. Accidents may not 
be totally avoidable, but burns as a result of negligence can 
be prevented.
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FIGURE 3. Patient 25: Pediatric Dressing Splint

FIGURE 3. Patient 25: Pediatric Dressing Splint 




