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Abstract 
Objective. The aim of the study was to determine the relationship between the socioeconomic factors and chosen 
parameters of burns in children. �  
Materials and method. An anonymous survey was conducted among caregivers of 200 children hospitalized due to burns 
in 5 Polish hospitals. The socioeconomic factors and location of the burn, surface of the burn, depth of the injury, type of 
treatment, and length of hospitalization were analyzed. Statistical analysis was performed using Statistica v.12. �  
Results. Single parenthood was related with longer hospitalisation of the child, higher degree of burn wound, and more 
frequent operative treatment (p < 0.05). Children from families with several children (≥3) more often had severe burns than 
the only children (p = 0.018). A statistically significant relationship was observed between fathers’ age and the surface of 
burn wound, burn depth, burn severity, type of required treatment, and duration of hospitalization (p < 0.05). In the group 
of children with minor burns, the percentage of mothers with secondary education was lower than in mothers with primary 
education (p = 0.004) and with higher education (p = 0.006). In the group with average burns, the proportion of mothers 
with secondary education was higher than with primary education (p = 0.019). In the group of children with severe burns, 
the percentage of fathers with primary education was higher than the percentage of fathers with secondary (p = 0.005) and 
higher education (p = 0.018). The surface of burn was higher in children those fathers had lower education (p < 0.05). Fathers’ 
unemployment was related to higher surface of burn in children (p < 0.05). �  
Conclusions. The relationship between socioeconomic factors and analyzed parameters of burns is important to identify 
the groups for which preventive actions should be designed.
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INTRODUCTION

Burn trauma is considered as very devastating and often 
occurs in childhood. The problem of burns among children is 
still actual in low-income and high-income countries [1–12]. 
The problem of burns among children, especially infants and 
toddlers, is usually related to the behavior of the caregivers 
[13–14]. The leading type of burns in Poland in this age group 
are scalds [15–16], and it seems that most of the situations 
leading to this type of trauma could be avoided. There are 
many factors that can affect the risk of burns [13, 14, 17]. 
There are no studies about the relationship between the 
socioeconomic characteristics of families of Polish children.

OBJECTIVE

The objective of the study was to determine whether a 
relationship exists between socioeconomic factors and the 
chosen parameters of burns in children. It seems important 
to choose adequate prevention methods and identify the 
groups for which preventive actions should be designed. 
Moreover, during the first stage of pandemics, an increase 

was observed in the number of hospitalizations of burned 
children [18–22].

MATERIALS AND METHOD

An anonymous questionnaire was conducted among the 
caregivers of 200 children (80 girls, 120 boys) under 18 
years of age hospitalized due to burns in 5 Polish hospitals: 
Department of Paediatric Surgery, Marciniak Hospital in 
Wrocław (146 patients); Department of Paediatric Surgery, 
Burns and Paediatric Urology ‘Zdroje’ in Szczecin (31 
patients); Department of Paediatric Surgery, WCM in Opole 
(16 patients); Department of Plastic Surgery, SCM in Polanica 
Zdrój (5 patients); and the Clinic of Paediatric Surgery and 
Paediatric Urology in Wrocław (2 patients). The study was 
conducted between 5 March 2014 – 5 March 2016.

The survey was in two parts. The first was completed 
by the parents/caregivers and included questions about 
the socioeconomic factors (economic situation of the 
family, family structure). The second was completed by the 
medical staff and provided information about the chosen 
characteristics of the burn injuries.

The collected data included location of the injury, surface 
of burned skin (%TBSA), depth of the burn wound, type 
of treatment (surgical or preservative), and duration of 
hospitalization (days). The surface of burned skin (%TBSA) 
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was calculated with the use of the Lund-Bowder chart for 
children under 16 years old, and with the rule of nines for 
children aged over 16 years. After clinical assessment of the 
depth of the burn wound (4-degrees scale), the patients were 
divided into two groups: partial-thickness (I-II) and full-
thickness burns (III-IV). The American Burn Association 
severity classification was used to categorize patients into 
three groups: minor, moderate, and major burn. The group 
of minor burns included burns I degree; burns II degree < 10% 
TBSA; burns III degree < 5% TBSA. The group of moderate 
burns included burns II degree – 10–20 % TBSA; burns III 
degree < 10 % TBSA; burns affecting the face, eyes, ears, 
hands, and feet. The group of major burns included burns 
II degree > 20% TBSA; burns III degree > 10% TBSA; burns 
III degree that involved the face, hands, feet, genitalia, and 
perineum; electric burns, chemical burns, inhalation injury, 
and oesophageal burns. In accordance with the classification, 
the patients with pre-existing medical disorders and patients 
with concomitant trauma were categorized as major burns 
[23]. Inclusion criteria were:
•	 hospitalization because of burn injury;
•	 agreement of caregivers and patients over 16 years old to 

participate in the study;
•	 patient age under 18 years old.

Exclusion criteria:
•	 non-agreement of caregiver/patient to participate in the 

study.

The indications for hospitalization in children with burns 
according to the Polish recommendations are age under 
1-year-old; moderate and major burns; circumferential 
burns of trunk and extremities; burns involving major joints, 
fingers, toes; burns involving the face, hands, feet, genitalia, 
perineum; electric burns; chemical burns; inhalation injury, 
oesophageal burns, and suspicion of non-accidental burn [23].

The study was accepted by the Bioethical Committee of 
Wrocław Medical University (Opinions Nos. KB – 109/2014, 
KB – 305/2015, KB – 493/2015, KB – 518/2015, KB – 141/2016). 
The study was carried out from 5 March 2014 to 5 March 2016.

Statistical analysis of the obtained data was performed 
using Excel and Statistica v. 12.

RESULTS

Characteristics of families of burned children. The obtained 
results indicate that most of the burned children lived in 
families presenting the ‘2+2’ model, consisting of both 
parents and two children. Mostly, the average age of fathers 
was higher than that of the mothers (Tab. 1). There was a 
statistically significant difference between the education level 
of the mothers and fathers (p = 0.0258) and working activity 
(p < 0.00001).

Single parenthood. In the study group, a single parenthood 
was confirmed in 22 children. The group of ‘single parenthood’ 
included children raised by single mothers or single fathers 
(there were no single fathers). The group under the heading 
‘No’ included children who live in a full family or with one 
of their parents and grandfather or grandmother. Children 
living in an educational centre or with a person other than 
a parent were excluded from the analysis.

No statistically significant relationship (p > 0.05) was observed 
between the surface of the burn and single parenting. Single 
parenthood was related with longer hospitalisation of the 
child, higher degree of burn wound, and more frequent 
operative treatment (p < 0.05).

Table 1. Basic statistics of parents’ age and number of children in the 
families of burned children

No. of children in the family Mothers’ age Fathers’ age

M ± SD 1.9 ± 1.0 31.4 ± 6.4 34.2 ± 6.7

Me (Q1; Q3) 2 (1; 2) 32 (27; 36) 34 (29; 39)

Min. – Max. 1 – 8 17 – 45 21 – 52

Table 2. Parental education level. Unemployment of parents

Parameter Mothers Fathers

n % n %

Education level

  Elementary 14 7.0% 15 7.5%

  Secondary 88 44.0% 110 55.0%

  Higher 77 38.5% 52 26.0%

  No data 21 10.5% 23 11.5%

Is a parent working?

  Yes 81 40.5% 11 5.5%

  No 100 50.0% 164 82.0%

  No data 19 9.5% 25 12.5%

Table 3. Single parenthood and the surface of burn (%TBSA), length of 
hospitalization (days) of burned children

Single parenthood

Yes N = 12 No N = 138
t Student’s test

p

Surface of burn (%TBSA)

  M ± SD 8.4 ± 5.1 8,6 ± 8,5

  Me (Q1; Q3) 9.5 (4.5; 10.5) 6 (4; 11) 0.957

  Min. – Max. 1 – 17 1 – 70

Length of hospitalization (days)

  M ± SD 13.1 ± 9.8 7.5 ± 5.1

  Me (Q1; Q3) 13.5 (8; 14) 6 (4; 10) 0.003

  Min. – Max. 3 – 38 1 – 31

Table 4. Lone parenthood and the depth of burn wound, severity of 
burn, type of treatment required by burned children

Single parenthood

Yes (N=12) No. (N=138) Chi-squared test

Parameter n % n % p

Depth of burn (o)

  I–II 4 33.3 93 67.4
0.017

  III–IV 8 66.7 45 32.6

Severity of burn

  Minor (2 children), Moderate 5 31.7 99 52.3
0.027

  Major 7 58.3 38 27.7

Treatment

  Conservative 5 41.7 105 75.0
0.032

  Operative 7 58.3 35 25.0

418 Annals of Agricultural and Environmental Medicine 2022, Vol 29, No 3



Agata Maria Kawalec, Krystyna Pawlas﻿﻿﻿﻿﻿﻿﻿. Socioeconomic characteristic of burned children families

Number of children in the family and analyzed parameters 
of burns. Number of children in the family differed from 1 
– 8 (M ± SD: 1.9±1.0; Me = 2; Q1 =1; Q3 =2). No statistically 
significant relationship was observed between children in 
the family and the surface of burn wound (p > 0.05), burn 
depth (p > 0.05), duration of hospitalization (p > 0.05), and 
type of treatment required (p > 0.05). Children from families 
with several children more often had severe burns than the 
only children (p = 0.018). 

Age of parents. No statistically significant relationship was 
observed between mothers’ age and surface of the burn 
wound (p > 0.05), burn depth (p > 0.05), burn severity (p > 0.05), 
and type of treatment required (p > 0.05). The duration of 
hospitalization was longer when the age of mother was 
younger (p > 0.05). A statistically significant relationship was 
observed between fathers’ age and surface of the burn wound, 
burn depth, burn severity, type of treatment required, and 
duration of hospitalization (p < 0.05).

Education of parents. No statistically significant relationship 
was observed between parental education and burn depth, 
type of treatment required, and duration of hospitalization 
(p < 0.05). In the group of children with minor burns, the 
percentage of mothers with secondary education was lower 
than in mothers with primary education (12.3% vs. 46.2%; 
p = 0.004), and with higher education (12.3% vs. 31.8%; 
p = 0.006). In the group with average burns, the proportion 

of mothers with secondary education was greater than 
those with primary education (58.9% vs. 23.1%; p = 0.019). 
Both children of mothers with higher and secondary 
education most often suffered from moderate severity burns. 
Surprisingly, children of mothers with primary education 
most often suffered from minor burns. The positive influence 
of the mother’s higher education on the severity of the child’s 
injury was not confirmed. However, the subject requires 
in-depth research due to the fact that the group of burned 
children whose mothers had primary education was relatively 
small (13 patients). In the group of children with severe 
burns, the percentage of fathers with primary education 
was significantly higher than the percentage of fathers with 
secondary education (64.3% vs. 26.4%; p = 0.005) and higher 
(64.3% vs. 28.3%; p = 0.018).

These results seem to confirm the positive influence of 
the father’s education on the severity of burn in children. 
However, similarly to the analysis of the mother’s education, 
the small number of people with primary education should be 
taken into account. Moreover, the surface of burn was higher 
in children whose fathers had lower education (p < 0.05).

Unemployment and parameters of burns. Analysis of 
parental working activity and analyzed parameters of burns 
revealed that the fathers’ unemployment was related to a 
higher surface of burn in children (p < 0.05).

Economic situation of the family. This was assessed based 
on the subjective assessment of the caregivers. The question 
of the economic situation of the family could be answered 
with one of five answers. Due to the small size of the group 
of people who answered ‘bad’ or ‘very bad’, these groups 
were analyzed together. According to the obtained data 
on the economic situation of the family, three groups were 
distinguished. 113 caregivers described their economic 
situation as ‘good’ and ‘very good’, 39 as ‘average’, and 3 as 
‘bad’ or ‘very bad’.

No statistically significant relationship was observed 
between the economic situation of the family and the surface 

Table 5. Basic statistics of number of children in the family and analyzed 
parameters of burns

No. of children in the family

1 2 ≥ 3 Chi-squared test

Parameter n % n % n % p

Depth of burn (o)

  I–II 45 65.2 40 68.9 15 55.6 0.482

  III–IV 24 34.8 18 31.1 12 44.4

Severity of burn

  Minor 21 30.9 9 15.5 7 25.9

  Moderate 27 39.7 36 62.1 7 25.9 0.018

  Major 20 29.4 13 22.4 13 48.2

Treatment

  Conservative 51 72.9 46 78 16 59.3
0.196

  Operative 19 27.1 13 22 11 40.7

Table 6. Basic statistics of number of children in the family and analyzed 
parameters of burns

No. of children in the family ANOVA

Parameter 1 2 ≥ 3 p

Surface of burn (%TBSA)

M ± SD 7.8 ± 6.3 8.8 ± 7.5 8.9 ±12.5

0.7255Me (Q1; Q3) 6 (3; 11) 7,5 (4; 11) 6 (4; 15)

Min. – Max. 1 – 25 1 – 51 1 – 70

Length of hospitalization (days)

M ± SD 7.4 ± 6.0 8.23 ± 6.9 10.03±7.6

0.24378Me (Q1; Q3) 5 (4; 10) 7 (4; 9) 8 (4; 10)

Min. – Max. 1- 38 1- 16 1- 31

Table 7. Basic statistics of parental age and analyzed parameters of burns

Parameter Mothers Fathers

M ± SD p M ± SD p

Depth of burn (o)

  I–II 30.76±6.03 0.061 32.55±7.32 0.004

  III–IV 32.4±6.89 35.83±7.61

Severity of the burn

  Minor, Moderate 31,06±6,22 0.193 33.05±7.45 0.044

  Major 32.0±6.72 35.25±7.67

Treatment

  Conservative 30.88±6.19 0.071 32.78±7.29 0.006

  Operative 32.51±6.73 36.06±7.78

Surface of burn (%TBSA)

  <10 31.15±6.20 0.256 34.51 ±7.09 0.020

  >10 31.30±6.55 31.68 ±8.50

Length of hospitalization (days)

  <7 30.41±5.99 0.019 32.59 ±6.64 0.015

  >7 23.32±6.66 35.54 ±8.49

419Annals of Agricultural and Environmental Medicine 2022, Vol 29, No 3



Agata Maria Kawalec, Krystyna Pawlas﻿﻿﻿﻿﻿﻿﻿. Socioeconomic characteristic of burned children families

Table 8. Basic statistics of parental education level and analyzed parameters of burns

Mother’s education Father’s education

1 2 3 χ2 test 1 2 3 χ2 test

Parameter n % n % n % p n % n % n % p

Depth of burn (o)

  I–II 9 69.2 47 64.4 42 63.6 0.928 5 35.7 61 67.0 31 67.4 0.064

  III–IV 4 30.8 26 35.6 24 36.4 9 64.3 30 33.0 15 32.6

Severity

  Minor 6 46.2 9 12.3 21 31.8

0.007

1 7,1 20 22,0 15 32.6

  Moderate 3 23.1 43 58.9 24 36.4 4 28.6 47 51.6 18 39.1 0.029

  Major 4 30.8 21 28.8 21 31.8 9 64.3 24 26.4 13 28.3

Treatment

  Conservative 8 61.5 54 72.0 49 74.2
0.647

7 50.0 69 74.2 34 73.9
0.161

  Operative 5 38.5 21 28.0 17 25.8 7 50.0 24 25.8 12 26.1

Table 9. Basic statistics of parental education level and analyzed parameters of burns

Mother’s education ANOVA Father’s education ANOVA

Parameter 1 2 3 p 1 2 3 p

Surface of burn (%TBSA)

  M ± SD 10.5 ± 12.8 9.0 ± 5.4 8.0 ± 9.7

0.530

14.9 ± 12.0 9.0 ± 8.6 6.0 ± 4.3

0.002  Me (Q1; Q3) 6 (4; 10) 8 (5; 11) 5 (3; 10) 15 (6; 18) 7 (4; 11) 5 (3; 9)

  Min. – Max. 2 – 51 1 – 25 1 – 70 2 – 51 1 – 70 1 – 17

Length of hospitalization (days)

M ± SD 8.3 ± 6.1 8.7 ± 6.4 7.2 ± 5.0

0.400

10.7 ± 4.9 7.5 ± 4.4 8.5 ± 7.8

0.252Me (Q1; Q3) 6 (4; 16) 7 (5; 13) 6 (3.5; 10) 12 (8; 15) 6 (4; 10) 7 (3; 11)

Min. – Max. 3 – 17 1 – 38 1 – 21 3 – 17 1 – 19 1- 38

Table 10. Basic statistics of parental unemployment and analyzed parameters of burns

Mother’s unemployment Father’s unemployment

yes no χ2 test yes no χ2 test

Parameter n % n % p n % n % p

Depth (o)

  I–II 48 70.6 52 60.5
0.191

5 50.0 92 65.7
0.315

  III–IV 20 29.4 34 39.5 5 50.0 48 34.3

Severity

  Minor 16 23.5% 21 24.7%

0.814

2 20.0% 34 24.5%

  Moderate 33 48.5% 37 43.5% 3 30.0% 65 46.8% 0.360

  Major 19 27.9% 27 31.8% 5 50.0% 40 28.8%

Treatment

  Conservative 45 75.0% 60 73.2%
0.959

5 50.0% 105 73.9%
0.204

  Operative 15 25.0% 22 26.8% 5 50.0% 37 26.1%

Table 11. Basic statistics of parental unemployment and analyzed parameters of burns

Mother’s unemployment Father’s unemployment

Parameter yes no p yes no p

Surface of burn (%TBSA)

  M ± SD 9.3 ± 7.7 8.1 ± 8.6

0.350

15.7 ± 14.0 8.1 ± 7.6

0.005  Me (Q1; Q3) 7.5 (4; 12) 6 (3; 10) 11 (8; 17) 6 (4; 10)

  Min. – Max. 1 – 51 1 – 70 1 – 51 1 – 70

Length of hospitalization (days)

  M ± SD 8.0 ± 6.6 7.9 ± 5.1

0.954

9.2 ± 4.4 8.0 ± 5.9

0.647  Me (Q1; Q3) 6 (4; 9) 6 (3; 13) 9 (6; 12) 6 (4; 12)

  Min. – Max. 1 – 38 1 – 21 4 – 15 –  38
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of burn wound (ANOVA; p = 0.966; p > 0.05), and duration 
of hospitalization (ANOVA; p = 0.421; p > 0.05). Similarly, no 
statistically significant relationship was observed between 
burn depth (p = 0.197; p > 0.05), burn severity (p = 0.614, 
p > 0.05), type of treatment required (p > 0.05), and the 
economic situation of the family (‘good’, ‘very good’ vs. 
‘average’; three children with ‘bad’ and ‘very bad’ economic 
situation were excluded from the analysis). Interestingly, 
children from families with an average economic situation 
required surgical treatment slightly more often than children 
from families with ‘very good’ and ‘good’ economic situations 
(31.7% vs. 26.5%; p > 0.05).

DISCUSSION

There are many factors that can affect the risk of burns 
[13–14]. Many injuries are the consequences of the lack of 
parental supervision or insufficient knowledge about the 
situations that can lead to burns [11, 24–28].

In the literature, there are no data on whether there exists 
a relationship between socioeconomic factors and burns in 
Polish children. The current study investigating a possible 
association between a family structure, parental education, 
economic situation of the family conditions, and chosen 
characteristics of burn injury in the Polish population, is 
therefore innovative. The advantage of the study is the fact 
that it was conducted in several hospitals in different regions 
of Poland.

Nevertheless, the encumbrance of the analysis was the 
likelihood of the caregivers to provide truthful answers, 
avoiding answers to particular questions, and their ability 
to objectively assess their own situation. For example, when 
respondents describing the economic situation of the family 
as ‘good’ were asked about the income per family member, the 
responses varied. It must be underlined that the participants 
in the study were recruited from surgical departments, 
therefore patients with minor burns without indications 
of hospital treatment were not included in the analysis. It 
must be noted that it was probable that youths living some 
distance from the children’s surgical wards were treated 
in paediatric departments, insofar as they did not require 
surgical treatment.

In the literature there are many reports about the 
relationship of the family structure and the occurrence of 
injuries in children. The obtained results indicate that most 
of burned children lived in the families that represented the 
‘2+2’ model, consisting of both parents and two children. 
Single parenthood was related with longer hospitalisation 
of the child, higher degree of burn wound, and more 
frequent operative treatment (p < 0.05). This fact could be 
related to the limited number of caregivers in single parent 
families. Longer hospitalization could be the result of the 
problem with providing adequate care to the burned child 
by a single parent. Similarly, a Danish study showed an 
increased risk of burns and other injuries in children raised 
by single parents, compared to children from so-called ‘full 
families’ [8]. However, the authors point out that analysis of 
all socio-demographic factors showed that parenting had no 
association with injury risk [29]. Alnababtah et al. confirms 
a relationship between single parent families and burns 
[15], and a study conducted in Finland confirms that the 
marital status of parents affected the risk of burns [30]. In 

the analysis by Karan et al., only 66% of fathers lived with 
their burned offspring [31]. The association of fatal burns 
in children resulting from fires with single parenthood has 
been confirmed in the study undertaken in the United States 
[32]. The authors associate this fact with fewer adults in the 
household who could save a child, more frequently leaving 
the child unattended, and a worse financial situation [32].

Mashreky et  al. discovered that the risk of burns was 
significantly more elevated in children from single-
generational families compared to children of extended 
families [33]. The authors suggested that the presence of 
grandparents caring for a child has a protective effect. In 
current study, only 6.5% of burned children lived with their 
grandmother and/or grandfather, and one or both parents. 
This seems insufficient to confirm the ‘protective properties’ 
of multi-generation families.

In this study, children from families with several children 
(≥3) more often had severe burns than the only children 
(p = 0.018). Other researchers have also investigated the 
number of siblings of burned children. Laitakari et al. found 
that the eldest child had a higher risk of burns than the 
younger siblings [30]. In a study conducted in France, 48.8% 
of burned children had two or more siblings [34]. Mercier 
and Blond found that the proportion of large families (more 
than three children) was higher in the burn group than in 
the French population – 44.1% vs. 21% [35]. Similarly, a 
study conducted in the UK showed that families with at 
least three children have a higher risk of burns [36]. Aghaei 
et al. found that more than five members in the household 
was a risk factor of paediatric burns [37]. Opposite results 
were obtained by Laursen and Nielsein in Denmark where 
the fact that the child was one of three or more children 
in the family did not increase the risk of burns [29]. It can 
be assumed that in large families, due to the large number 
of household duties, it is more difficult for the caregivers’ 
attention to be equally divided between all children. It can 
be also the result of a situation where the caregivers need 
to leave younger children in the care of older siblings. In 
this way, children (even unconsciously) are able to lead to a 
situation of burns to younger siblings, e.g. by leaving a cup 
with a hot drink on the edge of a table.

In the literature there are many reports about the 
relationship of the age of parents with the injuries in the 
child. Laitakari et al. found an increased risk of burns in 
children of young mothers under the age of 25 [30]. Laursen 
and Nielsen confirmed that a higher risk of burns occurred in 
children whose mothers were under 25 years of age at the time 
of delivery [29]. Mercier and Blonde, however, state that the age 
of the mother was not related to the frequency of burns [35]. 
According to Joseph et al., the literature discrepancies result 
from the fact that the young age of the mother is associated 
with an overall increase in the risk of injuries to the child, 
and from the fact that some of the studies only concern fatal 
cases of burns [38]. In the current study, the duration of 
hospitalization was longer when the age of mother was younger 
(p > 0.05). Moreover, a statistically significant relationship was 
observed between the age of the fathers and the surface of the 
burn wound, burn depth, burn severity, type of treatment 
required, and duration of hospitalization (p < 0.05).

Education is considered as the most effective method for 
the prevention of children’s burns [39, 40]. The education of 
parents is commonly described in the literature as a factor 
reducing the risk of child injuries. Khandarmaa et al. observed 
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that urban children whose mothers had a college degree had a 
2-fold lower risk of burns [41]. In a study conducted in Cairo, 
Egypt, as many as 67.7% of burned children had an illiterate 
mother [42]. Forjuoh et al. also described the association of 
maternal education with a reduced risk of burns in the child 
[43], while Laursen and Nielsen showed an increased risk of 
burns in the offspring of parents with primary education 
[29]. According to the authors, higher education and the 
experience that parents acquire with age are factors that 
protect a child from injury [29]; Shai and Lupinacci also noted 
a link between fatal burns from fires in minors whose parents 
had a lower education (less than nine years of study) [32]. 
Delgado et al. found that the education of both the mother 
and father is a factor in reducing the risk of burns; however, 
in their study, a smaller role was attributed to the father’s 
education [44]. In the study by Wang et al., the majority of 
parents/guardians had no high school or degree, and many 
were farmers or migrant workers [45]. In the current study, 
the positive influence of the mother’s higher education on 
the severity of the child’s injury was not confirmed; however, 
the results have limited value due to the fact that the group of 
burned children whose mothers had primary education, was 
relatively small. Those results confirm the positive influence 
of the father’s education on the severity of burn in in children. 
Moreover, the surface of burn was higher in children whose 
fathers had lower education (p < 0.05).

The professional activity of caregivers is also of interest 
to researchers. The employment by both parents should be 
associated with an improvement in the financial situation of 
the family. On the other hand, worse supervision of children 
is to be expected by the absence of mother and father from 
home. In addition, the loss of employment is associated with 
stress and the deterioration of mood, which can make it 
difficult to take proper care of the offspring. In the current 
study it was found that more extensive burns were found in 
children whose fathers did not work (p < 0.05). The results of 
the study by Van Niekerk et al. indicate that unemployment, 
which causes a disturbance in the financial management of 
the family, is a factor that increases the risk of a child being 
burned [46]. Colvin et al. investigated relationships between 
county-level unemployment and paediatric hospitalizations 
in fourteen states of the USA. They noticed that raised 
unemployment was associated with heightened paediatric 
hospitalizations due to burns [47]. The unemployment rate of 
caregivers was also high in the retrospective review by Dinesh 
et al. among the patients aged 0 – 18 years, admitted to a burn 
care unit [48]. The increased risk of burns in the offspring of 
unemployed parents was also described by Dĕdovic et al. [49]. 
Shai and Lupinacci showed a relatioship between parental 
unemployment and the mortality of children burned by fires 
[31]. In the study by Mashreky et al. the risk of burns was 
higher in children whose mothers spent more than eight 
hours a day away from home, which can be associated with 
professional activity. However, the differences compared to 
the children of mothers who spent all their time at home were 
not statistically significant [33]. In a French study, Mercier 
and Blond found that 43.8% of mothers of burned children 
did not work professionally, but took care of the home [35]. 
However, Gyedu et al. noted that the children of working 
parents have a significantly increased risk of burns compared 
to the offspring of the unemployed [50].

In the analyzed material, no relationship was found between 
the financial situation and the examined parameters of the 

burn. In a study conducted in Denmark, the risk of burns 
was almost twice as high in the group with the lowest income 
compared to the group with the highest income [29]. Padalko 
et al. also confirms a relationship between risk of burn injury 
in children and family income [51]. In London, a geographical 
analysis of socioeconomic factors showed a higher incidence 
of burns in families with a poor financial standing [36]. Patel 
et al. noticed that increasing poverty led to an increase in the 
odds of scald burns [52]. In the study by Borg et al., families 
of low socioeconomic status were disproportionately affected 
by sink-bathing scalds. [25]. Kamal also observed a significant 
relationship between burn injuries and low family income; 
in his opinion, a better financial situation is probably related 
with better, safer housing conditions [53]. In the USA, the 
association of fatal burns of children as a result of fires in low 
income families has been confirmed [32, 54]. In a study by 
El-Badawy and Mabrouk, all burned children came from low-
income families [42]. Lal et al. found that low socioeconomic 
increased the frequency of burns in children [55].

In the current study, most of the respondents described 
their situation as ‘good’ or ‘very good’ and a positive 
correlation was observed between subjective assessment 
and income per family member. However, income per family 
member in most cases (31.0%) was between 501–1,000 PLN, 
which was lower than the average net disposable income 
per one person in households according to the Central 
Statistical Office – 1,410.17 PLN in this period [56]. Indirectly, 
it can be concluded that despite declaring a good financial 
situation, the children actually came from poorer families. 
The explanation for the discrepancies between the current 
results and the results of other studie, may be the fact of 
analyzing the subjective assessment of the parents and not 
verifying the data provided by them regarding income per 
family member.

CONCLUSIONS

Analysis of the socioeconomic characteristics of the families 
burned children confirm a relationship between the family 
structure, parental education, and unemployment with 
analyzed parameters of burns. Further research is necessary 
to identify the groups for whom preventive actions should 
be designed, and to select adequate prevention methods.
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