(GEORGIAN
VIEDICAL
INNEWS

ISSN 1512-0112 NO 11 (368) Hosiops 2025

TBUJIMCHU - NEW YORK

EXEMECSUYHBIN HAYUHBIN )KYPHAJ

MennuuHckue HoBocTH I'py3uun
Logodmggmml Lsdgwoobm Losbemgbo



GEORGIAN MEDICAL NEWS

Monthly Georgia-US joint scientific journal published both in electronic and paper
formats of the Agency of Medical Information of the Georgian Association of Business Press.
Published since 1994. Distributed in NIS, EU and USA.

GMN: Georgian Medical News is peer-reviewed, published monthly journal committed to promoting
the science and art of medicine and the betterment of public health, published by the GMN Editorial
Board since 1994. GMN carries original scientific articles on medicine, biology and pharmacy, which
are of experimental, theoretical and practical character; publishes original research, reviews, commen-
taries, editorials, essays, medical news, and correspondence in English and Russian.

GMN is indexed in MEDLINE, SCOPUS, PubMed and VINITI Russian Academy of Sciences. The full
text content is available through EBSCO databases.

GMN: Meaununnckue HoBocTH I'py3un - exxeMecsuHbli pelieH3UpyEeMblil HayYHbIHN KypHal, U3AaéTcs
Penaxumonnoit komierueit ¢ 1994 roma Ha pPycCKOM W aHIJIMMCKOM SI3BIKaX B IIEJISIX TOIJEPIKKH
MEAMIIMHCKON HayKd M YIy4dlIeHHUs 30paBOOXpaHeHHs. B KypHase myOIMKYIOTCSI OpUTMHAJIbHBIE
Hay4HbIE CTaThbH B 00JIACTU MEIUIIMHBI, OMOJIOTUH U (papMaliy, CTaTbl 0030pHOT0 XapakTepa, HayuHbIe
cO0O011IeHNs, HOBOCTH METUIIMHBI U 3/ipaBooxpaHenus. XKypuan unnexkcupyercs B MEDLINE, orpaxén
B 0aze nanHbix SCOPUS, PubMed u BUHUTU PAH. IlonHOTEKCTOBBIE CTAThU KypHaia JTOCTYIHBI
yepe3 b/ EBSCO.

GMN: Georgian Medical News — Lo Jo®mggeoml bsdgoozobm Losbangbo — s@ols ymggemgoy@o
bodg(36096m LodgeoEobm M9396%0Mgdswo gy@bogno, aodmoigds 1994 Faowsb, [omdmswagbls
Lbodgosd@om gomagyoobs s 533-0l 39360909d0L, aobosmengdols, 0beyglE®ool, byermgbgdols
s 39bgd0ldgBYyggegdols Log@msdm@olim s3ogdool gOmmdaog godmgdsl. GMN-Fo Gyl
> 0baaoly® gbgody J3g9bwgds 9Jb3gM0dgbG o, mgm@oygmo s 3GsJBogyeo bobosmols
M®0y0bsayg®o  bsdgsbogdm LEsGogdo dgooi3obols, domamaools ©s @o®dsizool beyg®mdo,
dodmboagomo babosmol LEs@ogdo.

J9®bsao obpgdbodgdyamos MEDLINE-ol bsg@msdm@obem Lol gdsdo, sbsbygaos
SCOPUS-o0l;, PubMed-ols ws BUHUTH PAH-0ls dmbsgdms dobgddo. LRs@ogdols barygao @gjl@o
bgendolsfgmdos EBSCO-I dmbsigdms dsbgdowsb.

WEBSITE
www.geomednews.com



K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.
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7. Please indicate last names, first and middle initials of the native authors, present names and initials
of the foreign authors in the transcription of the original language, enclose in parenthesis corresponding
number under which the author is listed in the reference materials.

8. Please follow guidance offered to authors by The International Committee of Medical Journal
Editors guidance in its Uniform Requirements for Manuscripts Submitted to Biomedical Journals publica-
tion available online at: http://www.nlm.nih.gov/bsd/uniform_requirements.html
http://www.icmje.org/urm_full.pdf
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in square brackets] and in the reference list and numbers are repeated throughout the text as needed. The
bibliographic description is given in the language of publication (citations in Georgian script are followed
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9. To obtain the rights of publication articles must be accompanied by a visa from the project in-
structor or the establishment, where the work has been performed, and a reference letter, both written or
typed on a special signed form, certified by a stamp or a seal.

10. Articles must be signed by all of the authors at the end, and they must be provided with a list of full
names, office and home phone numbers and addresses or other non-office locations where the authors could be
reached. The number of the authors (co-authors) must not exceed the limit of 5 people.

11. Editorial Staff reserves the rights to cut down in size and correct the articles. Proof-sheets are
not sent out to the authors. The entire editorial and collation work is performed according to the author’s
original text.

12. Sending in the works that have already been assigned to the press by other Editorial Staffs or
have been printed by other publishers is not permissible.

Articles that Fail to Meet the Aforementioned
Requirements are not Assigned to be Reviewed.
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Abstract.

Background: Burn injuries represent a significant global
public health concern, disproportionately affecting vulnerable
populations, particularly young children. Despite the severity of
the issue, no comprehensive epidemiological studies have been
conducted in Georgia to date.

Aim: This study aimed to fill this existing gap by analyzing the
frequency, distribution, and outcomes of pediatric burn injuries.

Materials and Methods: A retrospective, observational
study was conducted using data from the national electronic
hospitalization registry maintained by the National Center for
Disease Control and Public Health (NCDC) from 2017 to 2024.
All hospitalized patients aged 0—17 years diagnosed with burn
injuries were included. Key variables included demographic
characteristics, burn etiology, injury severity, length of hospital
stay, outcome related variables and seasonal distribution.
Seasonal variation was analyzed using one-way ANOVA and
Tukey’s HSD test.

Results: A total of 5,268 pediatric cases were identified. Most
patients were male (58.4%) and under one year of age (51.5%).
Thermal burns accounted for 90.9% of cases, with second-
and third-degree burns the most frequent. Nearly half of the
patients were discharged within 24 hours, while 28.5% required
hospitalization over seven days. Significant seasonal peaks
occurred in December and July, especially among children aged
0-5 years (p < 0.05).

Conclusion: This first national-level study highlights
the high burden of pediatric burn injuries and outlines key
epidemiological patterns in Georgia. Findings emphasize the
importance of seasonally targeted prevention strategies. Future
studies should incorporate more detailed epidemiological data
to support effective, evidence-based interventions.

Key words. Burn injuries, pediatric burns, epidemiology of
burns.

Introduction.

Burn injuries represent acommon and widespread public health
issue. Although the global incidence of burn injuries has been
gradually declining, these injuries remain a significant public
health concern due to their potential to cause severe physical,
psychological, and socioeconomic consequences [1,2]. Burns
continue to disproportionately affect vulnerable populations
and pose ongoing challenges in both prevention and long-term
care—especially in low-resource settings, where limitations in
healthcare infrastructure are presented [3-5].

Numerous epidemiological studies have demonstrated, that
burn injuries significantly impact the pediatric population.
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Although the specific epidemiological characteristics of burn
injuries may vary depending on a country’s cultural practices,
traditions, and socioeconomic conditions, children under the
age of five consistently represent the most affected group across
the majority of studies. In some reports, this age group accounts
for about 40% to 60% of all burn injury cases [5-7].

According to data from the Institute for Health Metrics and
Evaluation (IHME) published in 2021, the estimated mortality
rate from exposure to fire, heat, and hot substances in Georgia is
2.7 deaths per 100,000 population. Among 26 Eastern European
countries, Georgia ranked seventh in terms of death rate. Across
the region, rates varied from as high as 6.0 to as low as 0.4
per 100,000 population [8]. To the best of our knowledge, no
comprehensive epidemiological study has been conducted
in Georgia to date to examine the patterns, distribution, and
characteristics of burn injuries, despite the considerable public
health importance of the issue and the existing knowledge gap
in the field.

It is important to emphasize that burn injuries are largely
preventable [9,10]. This highlights the need for identifying and
evaluating key risk factors as a critical component of effective
public health strategies. Given that the prevalence and causes of
burn injuries may vary significantly across different countries and
regions, it is essential to conduct context-specific assessments to
understand the underlying social, environmental, and behavioral
determinants. Tailored preventive interventions—designed
to address the unique needs and vulnerabilities of specific
populations—are vital to further reducing the incidence of burn
injuries and mitigating their long-term impact.

The aim of this study is to provide the first comprehensive
epidemiological analysis of pediatric burn injuries in Georgia.
One of the main objectives is to analyze the distribution,
underlying risk factors, and clinical outcomes of burn injuries
among the pediatric population. By establishing baseline data,
the study aims to inform the development of context-specific
prevention strategies and contribute to improving pediatric burn
care nationwide. An additional aim is to identify and define key
variables and data elements that should be prioritized in future
surveillance efforts. Establishing such a framework is essential
for enabling more accurate, systematic, and comprehensive
epidemiological studies in the country.

Materials and Methods.

A retrospective, observational study was conducted from
01.01.2017 to 31.12.2024. This study incorporated all
hospitalized patients between the ages of 0 and 17 years who
were diagnosed with burn injuries, identified according to the
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ICD-10 (WHO classification system for diseases) codes from
T20 to T32 (See Supplementary Table S1).

Supplementary Table S1. ICD-10 (WHO classification system for
diseases) codes from T20 to T32.

ICD-10
Code
T20 Burns and corrosions of head and neck

Description

T21 Burns and corrosions of trunk
Burns and corrosions of shoulder and upper limb, excluding

122 wrist and hand

Burns and corrosions of wrist and hand (including fingers,
T23

palm, thumb)
T24 Burns and corrosions of hip and lower limb, excluding ankle

and foot
T25 Burns and corrosions of ankle and foot (including toes)
T26 Burns and corrosions confined to eye and its adnexa
T27 Burns and corrosions of respiratory tract
Burns and corrosions of mouth, pharynx, and other internal
organs
T29 Burns and corrosions involving multiple body regions
T30 Burns and corrosions of unspecified body region
T31 Burns categorized by extent of body surface area involved

T28

Corrosions (chemical burns) categorized by extent of body

132 surface area involved

The data for our study was retrieved from electronic databases
of the National Center for Disease Control and Public Health
(NCDCQ), specifically an electronic module called “Form 066-
Hospitalization Module”, which is a standardized medical
record used in Georgian healthcare to document the clinical
information pertaining to a patient’s admission, diagnosis,
treatment, and discharge. The electronic module captures
information on all hospitalizations nationwide. Consequently,
our analysis includes all patients hospitalized in Georgia in
2017-2024 diagnosed with thermal, chemical or any other types
of burn injuries.

Data Variables and Grouping Criteria:

1. Demographic Characteristics: Demographic data included
age, gender, and geographic distribution. For detailed analysis,
the pediatric cohort was stratified into four developmental age
groups: Infants and toddlers (0—1 years): Limited mobility and
awareness. Preschool-aged children (2-5 years): Increased
mobility and curiosity, with limited risk perception. School-
aged children (6-12 years): Growing independence and
exposure to external environments. Adolescents (13—17 years):
Greater autonomy and risk-taking behaviors. This stratification
enables targeted analysis of burn mechanisms and outcomes
by developmental stage, supporting age-specific prevention
strategies. The region of residence was classified in two ways:
a) By area type: urban or rural, based on official administrative
definitions.

b) By geographic region: a 13-category system comprising
Georgia’s 12 administrative regions of Georgia (Tbilisi, Adjara,
Guria, Imereti, Kakheti, Kvemo Kartli, Mtskheta-Mtianeti,
Racha-Lechkhumi and Kvemo Svaneti, Samegrelo-Zemo
Svaneti, Samtskhe-Javakheti, Shida Kartli, and Abkhazia)
and an additional “Overseas” category for non-residents. For
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regional comparisons we calculated age-specific hospitalization
rates per 100,000 children (0-17 years) using mid-year
population denominators from the National Statistics Office of
Georgia (GEOSTAT).

2. Burn Types: burn injuries were classified by etiology into
three categories: thermal burns (including scalds, flame, and
contact injuries), chemical burns, and electrical/other causes.
Classification was based on ICD-10 external cause codes (X00—
X19), covering burns and corrosions, which were used to extract
relevant data from the database.

3. Burn Severity (Depth): Burn depth was classified using
internationally recognized standards: first-degree burns/
Superficial (epidermal involvement only), Second-degree
burns/Partial-thickness (superficial or deep dermal layers),
Third-degree burns/ Full-thickness (complete destruction of the
epidermis and dermis), and Fourth-degree burns (extending into
subcutaneous tissue, muscle, or bone).

4. Hospitalization data: Collected variables included date
of admission; length of hospital stay (LOS) and outcome. LOS
was grouped into five categories: 1) 1 day (24 hours); II) 2-3
days (short term stays); III) 4-7 days; IV) 8-15 days; V) 15 +
days.

5.Seasonal variation: To evaluate temporal trends, burn injury
cases were analyzed by both season and month of admission.
Seasons were defined as follows: spring (March—-May), summer
(June—August), autumn (September—November), and winter
(December—February). In addition, a monthly breakdown
was performed to identify more specific fluctuations in burn
incidence throughout the year.

To examine seasonal variation in pediatric burn cases in
Georgia, we conducted a retrospective analysis of monthly
aggregated hospitalization data from 2017 to 2024.

The data were analyzed using one-way Analysis of Variance
(ANOVA), implemented in SPSS v26. Separate analyses were
performed for different types of burns (thermal, chemical, based
on ICD-10 classification) and age groups (01, 2-5, 612, and
13-17 years). The month of admission (coded from 1 to 12)
was treated as a categorical independent variable, while the
number of monthly cases served as the dependent variable.
Prior to conducting ANOVA, assumptions of normality and
homogeneity of variances were evaluated using the Shapiro—
Wilk and Levene’s tests, respectively. In cases where ANOVA
revealed significant variation (p < 0.05), post-hoc comparisons
were performed using Tukey’s Honestly Significant Difference
(HSD) test to identify specific month-to-month differences.
Monthly case counts were aggregated across all available years,
excluding missing or incomplete data. One-way ANOVA was
applied to test for significant differences in mean monthly
burn cases. Post-hoc Tukey HSD tests were used to identify
specific months with significantly different case numbers.
Seasonal patterns were interpreted based on ANOVA results,
post-hoc comparisons, and visual examination of peak months.
Descriptive statistics, including mean, median, and standard
deviation, were used to summarize continuous variables.
Categorical variables, such as age groups, gender, burn type,
and burn depth, were compared using Pearson’s Chi-square test
to assess associations. The ANOVA test was applied specifically
to evaluate seasonality in burn incidence. Statistical significance



was set at p < 0.05 for all analyses. All statistical analyses were
performed using SPSS software, version 26.

This study was approved by the Ethics Committee of the
National Center for Disease Control and Public Health (IRB #
2022-053). The need for informed consent was waived due to
the retrospective use of de-identified data.

Results.

Over the 8-year period from January 2017 to December 2024,
11,472 burn injury cases were recorded. Of these, 5,268 cases
(45.9%) involved pediatric patients aged 0 to 17 years, forming
the study sample. Although yearly fluctuations occurred, the
overall trend in burn cases declined, with the most significant
drop in 2020 (—63.99%), and minor increases in 2021 (+3.66%)
and 2023 (+6.65%). A full summary of annual changes is
presented in Table 1.

Table 1. Annual Changes in the Number of Burn Injury Cases Over
the study period.

Year Number of cases |Annual percentage Change (%)
2017 1279 -

2018 1077 -15.79%

2019 1064 -1.21%

2020 383 -63.99%

2021 397 3.66%

2022 346 -12.83%

2023 369 6.65%

2024 353 -4.34%

Demographic Characteristics:

Among the 5,268 pediatric burn cases, 3,077 (58.4%) were male
and 2,191 (41.6%) were female, yielding a male-to-female ratio

A ; ; Burn Hospitalization Rate per 100,000 (Ages 0-17)

0 - 50 _100km
[ .

of approximately 1.4:1. The mean age was 3.39 years (£ 4.04),
with a median of 1.0 year and a mode of 1 year, indicating a
predominance of injuries among very young children. The 0-1
year age group accounted for the largest share of cases (51.5%,
n=2,715), followed by 2-5 years (27.0%, n=1,424), 6-12
years (16.0%, n = 841), and 13-17 years (5.5%, n = 288). Male
patients outnumbered females across all age groups. Geographic
data were available for 3,450 cases, as urban/rural residence
was consistently recorded only from 2019 onward. Of these,
59.3% (n = 2,047) resided in urban areas and 40.7% (n = 1,403)
in rural areas. Figure 1 show regional variation in age-specific
hospitalization rates for pediatric burns in 2023 (per 100,000
children in the corresponding age group), with the highest rates
in Kakheti, followed by Racha-Lechkhumi and Kvemo Svaneti,
and Mtskheta-Mtianeti, indicating a disproportionate burden in
these regions. Additional demographic details by age, gender,
and residence are provided in Table 2.

Types and depth of burns:

Thermal burns were the most common cause, comprising
90.9% (n=4,788) of all cases. Chemical burns accounted for
7.0% (n = 369), while other causes (including electrical burns)—
represented 2.1% (n = 111). The distribution of burn depth was
as follows: First-degree: 7.2% (n = 380); Second-degree: 38.7%
(n=2,041); Third-degree: 35.8% (n=1,887); Fourth-degree:
2.1% (n = 111). Second- and third- degree burns were the most
frequently observed overall, particularly in thermal burn cases.
In contrast, first-degree burns were most commonly associated
with chemical burns.

Anatomical distribution analysis showed that the trunk was
the most commonly affected region, followed by the shoulder
and upper limb. Burns involving multiple regions or unspecified
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Figure 1. Age specific hospitalization rates for pediatric burn injuries per 100,000, corresponding age group population, by region, Georgia,

2023.
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Table 2. Demographic distribution of pediatric burn cases by age, sex, residence, and burn type, Georgia 2017-2024.

Variables Sub-category Thermal Burns Chemical Burns Other Total N (%)
Age Group 0-1 2517 149 49 2715 (51.5%)
2-5 1265 122 37 1424 (27.0%)
6-12 750 69 22 841 (16.0%)
13-17 256 29 3 288 (5.5%)
Gender Male 2795 203 79 3077 (58.4%)
Female 1993 166 32 2191 (41.6%)
Place of Residence Urban 1874 118 55 2047 (59.3%)
Rural 1304 61 38 1403 (40,7%)
Table 3. Distribution of Burn Severity by Age Group, Gender, Burn Type, and Affected Body Area.
. : I degree IT Degree III Degree  Unspecified Other
Variables Sub-category (o0 N (%) N (%) N (%) N (%) Total N p-value
Age Group 0-1 155 (5.7%) 1085 (40.0%) 1015 (37.4%) 411 (15.1%) 49 (1.8%) 2715 p=0.0001
2-5 125 (8.8%) 510 (35.8%) 492 (34.6%) 260 (18.3%) 37 (2.6%) 1424
6-12 71 (84%)  333(39.6%) 276 (32.8%) 139 (16.5%) 22(2.6%) 841
13-17 29 (10.1%) 113 (39.2%) 104 (36.1%) 39 (13.5%) 3 (1.0%) 288
()
Gender Male 204 (6.6%) 1178 (38.2%) 1097 (35.7%) 519 (16.9%) 79@6%) 3077 p=0.0001
Female 176 (8.0%) 863 (39.4%) 790 (36.1%) 330 (15.1%) 32(1.5%) 2191
Types of Burns Thermal 27 (0.6%) 2039 (42.6%) 1880 (39.3%) 842 (17.6%) 0 (0.0%) 4788 p=0.0001
Chemical 353 (95.7%) 2 (0.5%) 7 (1.9%) 7 (1.9%) 0(0.0%) 369
Other 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 111 (100%) 111
Body parts Head and Neck o o 0 0 0
injured (120) 8 (1.7%) 293 (61.4%) 167 (35.0%) 9 (1.9%) 0 (0.0%) 477 p=0.0001
Trunk (T21) 5(0.5%)  475(45.4%) 561 (53.6%) 6 (0.6%) 0 (0.0%) 1047
Shoulder and
Upper Limb 4 (0.4%) 591 (62.2%) 354 (37.3%) 1(0.1%) 0 (0.0%) 950
(T22)
Z’Z’g and Hand 4 0 6p) 310 (49.9%) 303 (48.8%) 4 (0.6%) 0(0.0%) 621
Hip and Lower o o o o o
Limb (T24) 5(0.7%) 342 (47.9%) 360 (50.4%) 7 (1.0%) 0 (0.0%) 714
fg‘éj and Fool 350 73.19%) 5 (1.0%) 122 (25.5%) 2 (0.4%) 0(0.0%) 479
Multiple body 0 o o N 0(0.0%)
regions (129) (05 23Q7%)  18Q21%) 817 (948%) 862
Other parts of the
body (T26,; T27; 0 (0.0%) 2 (1.7%) 2 (1.7%) 3 (2.5%) 111 (94.1%) |118

728; T30; T31)

sites ranked third, while the hip and lower limb were fourth. The
head and neck were the least frequently affected. Age-specific
analysis indicated that younger children had a higher proportion
of severe burns (second- and third-degree). A consistent
male predominance was observed across all burn depths. A
significant association was found between burn depth and age
group (Pearson’s Chi-square test, p = 0.0001), indicating that
younger children more often sustained superficial burns, while
older children experienced a higher proportion of deeper burns.
Detailed data about burn depth by gender, age group, burn type,
and affected body regions are available in Table 3.

Anatomical distribution of burns:

Analysis of the burn injury cases based on ICD-10 coding
revealed that the trunk (T21) was the most frequently affected
body region, accounting for 19.9% of all reported burns. This was
followed by burns involving the shoulder and upper limb (T22),
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which constituted 18.0% of the cases. Burns involving multiple
body regions (T29) represented 16.4%, indicating a significant
proportion of cases with extensive injury distribution. Injuries to
the hip and lower limb (T24) ranked fourth, comprising 13.6%
of cases. Burns of the wrist and hand (T23) were recorded in
11.8% of cases, while both ankle and foot (T25) and head and
neck (T20) injuries were equally represented, each accounting
for 9.1%. Less frequently affected areas included the eye and
adnexa (T26), reported in 1.0% of cases, followed by internal
organs (T28) at 0.5%, and the respiratory tract (T27) at 0.1%.
Burns involving unspecified body regions (T30) were also rare,
comprising 0.1% of the total (Table 3).

Length of hospital stay (LOS).

Length of hospital stay (LOS) was analyzed for all 5,268
pediatric burn cases. The mean LOS was 5.56 days (£ 7.02),
with a median of 2.00 days and a mode of 1 day, indicating



a right-skewed distribution. Patients were categorized into five
groups based on LOS: ¢ 1 day: 49.6% (n = 2,611) « 2-3 days:
5.1% (n=271) » 4-7 days: 16.8% (n = 887) * 8—15 days: 20.7%
(n=1,088) « Over 15 days: 7.8% (n = 411).

Almost half of all patients (49.6%) were discharged after a
single day of hospitalization, a pattern consistent across age
groups, genders, and burn types. Hospital stays longer than
7 days occurred in 28.5% of cases, with infants and toddlers
(0—1 years), and preschool-aged children (2-5 years) more
frequently represented in longer LOS categories (>8 days) than
older children. Male and female patients showed similar LOS
patterns. Thermal burns were the most common injury type
among both short-term and long-term admissions. A detailed
analysis of LOS by demographic and burn characteristics is
presented in Table 4.

Clinical Outcomes.

Among evaluated 5,268 pediatric burn patients, 4,839 (91.9%)
were discharged after completion of treatment. 379 patients
(7.2%) were transferred to other medical facilities, and 36 cases
(0.7%) were discharged against medical advice. There were 14
deaths (0.27%) recorded during the study period. Mortality was
highest among children under 5 years of age, with 5 deaths in
the 0—1 year group and 5 in the 25 years group. The remaining
deaths occurred in 612 years (n =2) and 13-17 years (n=2)
groups. All fatalities were coded under ICD-10 T29.0 (burns

and corrosions of multiple body regions, unspecified degree).
The leading external cause of death was contact with hot fluids
(X12), accounting for 9 of 14 deaths, followed by exposure to
electric transmission lines (W85) in 3 cases, and flammable
material ignition (X04, X02) in 2 cases.

Seasonality.

One-way ANOVA was conducted in SPSS on monthly
aggregated data to assess seasonal differences in the pediatric
burns. Thermal burns (91.6% of cases) showed significant
monthly variation (F (11, 84) = 3.5, p =0.001), with post-hoc
Tukey HSD tests indicating higher case counts in December
(494) and July (420) compared to May (360) and June (350) (p
< 0.05). Chemical burns (6.4%) showed no significant monthly
differences (F (11, 84) = 1.2, p =0.30), though a slight peak was
observed in December (34 cases). Age groups 0—1 year (44.9%)
and 2-5 years (33.7%) exhibited significant monthly variation
(F (11, 84)=3.2,p=0.002; F (11, 84) = 3.0, p = 0.003), with
December peaks (247 and 185 cases, respectively) significantly
higher than in May—June (p < 0.05). Age groups 6—12 years
(13.4%) and 13-17 years (9.0%) showed weaker variation (p
~ 0.10-0.15). These findings highlight pronounced seasonal
peaks for thermal burns, especially among children aged 0-5
years, with December and July being the highest-risk months
(Table 5 and Figure 2).

Table 4. Distribution of Length of hospital Stay by Age Group, Gender, and Burn Type.

. LOS 2-3 Days 4-7 Days 8-15 Days 15+ Days
Variables Sub-category 1Day N (%) N (%) N (%) N (%) N (%) Total (N)
Age Group 0-1 1300 (47.9%) 141 (5.2%) 540 (19.9%) 569 (21.0%) 165 (6.1%) 2715
2-5 688 (48.3%) |71 (5.0%) 213 (15.0%) 309 (21.7%) 143 (10.0%) 1424
6-12 462 (54.9%) 45 (5.4%) 98 (11.7%) 154 (18.3%) 82 (9.8%) 841
13-17 161 (55.9%) 14 (4.9%) 36 (12.5%) 56 (19.4%) 21 (7.3%) 288
Gender Male 1521 (49.4%) 160 (5.2%) 543 (17.6%) 623 (20.2%) 230 (7.5%) 3077
Female 1090 (49.7%) 111 (5.1%) 344 (15.7%) 465 (21.2%) 181 (8.3%) 2191
Types of burns  Thermal 2346 (49.0%) 239 (5.0%) 815 (17.0%) 1001 (20.9%) 387 (8.1%) 4788
Chemical 228 (61.8%) 13 (3.5%) 46 (12.5%) 67 (18.2%) 15 (4.1%) 369
Other 37 (33.3%) 19 (17.1%) 26 (23.4%) 20 (18.0%) 9 (8.1%) 111
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Figure 2. Monthly distribution of pediatric burn hospitalizations by age group, 2017-2024.
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Table 5. Seasonal Variation in Pediatric Burn Cases by Month, ANOVA Results (2017-2024).

F-statistic

Variable (df= 11, 84)
Thermal Burns 3.48
Chemical Burns 1.21
Age Group (01 years) 3.23
Age Group (2-5 Years) 3.01
Age Group (6—12 Years) 1.80
Age Group (13—17 Years) 1.60

Note: Analysis base on aggregated monthly counts

Discussion.

Burn injuries are one of the most frequent causes of injuries
and reason of hospitalization among pediatric population
worldwide. Morbidity as well as mortality rates for these types
of injuries are higher in developing countries compared to
developed ones [3,9].

Global data consistently shows that males are more susceptible
to injuries across childhood and adolescence compared to
females [12-14]. The epidemiological studies about pediatric
burn injuries similarly demonstrate a higher incidence among
boys compared to girls [15]. This trend is likely due to greater
involvement in risk-prone behaviors and activities which is
commonly observed among males. The same pattern was
evident in our study: with a male-to-female ratio of 1.4:1.

A recent study about global trends for pediatric burn injuries
has shown that most affected countries for burn injuries are low
and middle-income countries [12]. Most vulnerable age group
for this type of injury is children under 5 years, especially the
ones from 0—2-year-old age group. The age distribution of burn
injuries in our study revealed a clear predominance among
infants and toddlers (0—1 years), who accounted for 51.5%
of all cases, followed by children aged 2—5-years, who made
up 27% of cases. Together, these two groups represented the
majority of pediatric burn injuries. This early age group’s
high vulnerability may be attributed to limited mobility, lack
of hazard awareness, and complete dependence on caregiver
supervision. This pattern is commonly observed in other similar
studies as well [16]. For example, a study conducted in Sweden
on pediatric burn injuries found that more than 70% of the injured
children were under 3 years old [17]. A six-year retrospective,
epidemiological study conducted in central China reported a
corresponding age distribution, with the average age of pediatric
burn patients being 3 years [15]. These findings highlight the
need for targeted prevention efforts focused on home safety
and caregiver education during early childhood. The next, most
vulnerable age group from our study were children aged 6-12
years, constituting 16% of cases. For school-aged children, both
preventive and educational initiatives should be considered and
implemented. These programs should target not only parents but
also the children themselves. Integrating safety education into
school curricula could be highly effective. Additionally, public
education on proper first aid techniques is essential. Prompt
and appropriate first aid can significantly improve recovery
outcomes and prevent further injury. Promoting basic first aid
knowledge across all sectors of society should be a public health
priority.
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P-value Interpretation

0.001 Significant peaks in July and December
0.290 No significant monthly variation

0.002 Significant peak in December

0.003 Significant peak in December

0.100 Weak peak in December

0.150 Weak peak in December

A comprehensive 11-year analysis on the Global Burden of
Disease (GBD) caused by fire, heat, and hot substances has
shown that the burden of burn injuries—as well as associated
morbidity and mortality—has significantly decreased worldwide.
This positive trend can be attributed to the implementation of
preventive strategies and improvements in injury-specific care
[18].

Our study has revealed, that the incidence of burn injuries has
sharply declined over the eight-year study period in Georgia
as well. Between 2017 and 2020, the number of pediatric burn
cases decreased by approximately 70.1%, declining from 1,279
cases in 2017 to 383 cases in 2020. One potential explanation
for this marked decrease is the COVID-19 pandemic. During
the pandemic, both global and local (Georgian) lockdowns
were implemented, resulting in parents spending more time at
home. It is plausible that increased parental supervision led to a
reduction in childhood burn injuries. Alternatively, it is possible
that caregivers avoided seeking medical attention for minor
burn cases due to fear of contracting the virus in healthcare
settings. Interestingly, the number of burn injuries has remained
relatively low even after the pandemic, compared to the
significantly higher rates observed during the first three years
of the study. From 2021 through 2024, reported cases varied
slightly between 397 and 353, indicating a relatively stable
trend with a modest, continued decrease. This pattern suggests
that the factors contributing to the initial reduction may have
had a lasting impact beyond the pandemic period. As no formal
preventive measures have been introduced during this period,
further investigation is warranted to understand the underlying
factors contributing to this sustained decline. Such insights
could inform future strategies to maintain or even further reduce
burn injury incidence.

Thermal burns and specifically scald burns are widely
recognized as the primary cause of pediatric burn injuries in
both developed and developing countries [3,4,16,17,19,20].
This trend is supported by a recent multinational analysis,
which found that scalds accounted for approximately 62% of
pediatric burn cases [14]. Our study revealed an even higher
proportion, with scald-related thermal burns comprising 90.9%
of all pediatric burn injuries.

The analysis of our study revealed clear seasonal trends
in pediatric burn hospitalizations, particularly for thermal
burns and children under 5 years of age. The most prominent
peaks occurred in December and July, likely reflecting a
combination of environmental, behavioral, and societal factors.
The December peak may be attributed to increased exposure



to heating devices (e.g., stoves, electric heaters, open fires),
which are often used inappropriately or without adequate safety
measures in colder households. Additionally, festive activities
during the winter holidays may involve candles, fireworks,
and cooking-related hazards—all of which increase the risk of
burns in young children. These winter-month injury peaks are
consistent with findings from other studies conducted in both
developed and developing countries. For example, a study
from Switzerland found that scald injuries peaked in January,
whereas flame-related burns were more common in May and
August [19]. By comparison, a winter predominance was
observed in underdeveloped minority areas of Guangxi, China,
where both scalds and flame burns were the leading etiologies,
reflecting regional climatic and lifestyle influences [21]. The
July peak may be linked to children spending more time at home
or outdoors during school holidays, often without consistent
adult supervision. Increased interaction with hot surfaces (e.g.,
grills, sun-heated materials) and liquids, as well as water-related
hazards (e.g., burns from hot water in outdoor taps or hoses left
in the sun), are likely contributors. Comparable seasonal peaks
were reported in studies from Beijing and southeast Turkey,
where the majority of cases occurred during spring and summer
months [22,23]. In Beijing, burns peaked in May, while in
southeast Turkey, most cases were reported between May
and October. In contrast to these findings, a study conducted
in Sarajevo found no significant seasonal variation in pediatric
burn injuries [24].

Interestingly, chemical burns in our cohort did not display
notable seasonal variation. This suggests that their occurrence
may be less influenced by environmental or calendar-
based factors and more related to year-round risks, such as
unsupervised access to household chemicals.

The pronounced seasonality in younger age groups (0—1 and
2-5 years) is consistent with known developmental patterns:
young children are more likely to explore their environment
without understanding danger and are physically more
vulnerable to injury from thermal sources.

These findings highlight the need for seasonally targeted burn
prevention strategies, especially in the home environment.
Public health messaging campaigns and parental education
programs could be particularly effective if launched before the
winter and summer months.

The observed U-shaped distribution of hospital length of stay
(LOS) likely reflects a combination of systemic and clinical
factors. Contextual aspects of Georgia’s healthcare organization
and insurance reimbursement policies may influence discharge
patterns, especially for minor cases, while variation in burn
severity among pediatric patients contributes to longer
hospitalizations in severe cases.

This pattern emphasizes the importance of interpreting
administrative data within its health-system context and of
distinguishing short observation admissions from clinically
complex hospitalizations. From a public health perspective,
these findings highlight the need for prospective clinical studies
that integrate burn severity and treatment complexity indicators
to better understand LOS patterns, optimize hospital resource
allocation, and strengthen injury prevention strategies.
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Epidemiological studies confirm that it is very important to
collect proper epidemiological information/variables of burn
injuries in order to plan proper preventive measures [6].

To enhance the quality and utility of national burn injury
surveillance, it is recommended that hospitals systematically
collect and report more comprehensive epidemiological data
associated with risk factors for burn injuries. Key variables that
should be included are the Total Body Surface Area (TBSA)
affected, the location and time of injury, causative agents (e.g.,
specific liquid or material), whether and what type of first aid
was administered, etc.

Access to such comprehensive and standardized data
would enable the design and execution of more in-depth
epidemiological studies in the future. These, in turn, could
inform the development and implementation of more effective,
targeted, and evidence-based prevention strategies.

In addition, as it is well known, in 2017 the World Health
Organization (WHO) established the Global Burn Registry
[11,14]. The registry offers the statistical information about burn
injuries from 20 countries already. It would be highly beneficial
for our country to join this registry in order to contribute to
global efforts in assessing the magnitude of the burn injury
problem and to gain access to internationally developed
preventive strategies.

Limitations.

A key limitation of this study is the lack of complete and
essential epidemiological variables in the database on which
the analysis was based. Important data points—such as Total
Body Surface Area (TBSA) affected, location and timing of
the injury, first aid measures administered, among others—
were missing. These variables are critical for conducting a
comprehensive epidemiological analysis of burn injuries,
identifying contributing risk factors, and developing effective,
targeted prevention strategies. One contributing factor to
this limitation is the absence of standardized data collection
protocols in hospitals; medical personnel are neither informed
nor mandated to record these variables systematically. As
a result, the available epidemiological information remains
insufficient.

Additionally, this study focused exclusively on hospitalized
burn cases and did not capture milder injuries managed at home
or in outpatient settings. However, it is reasonable to assume
that achieving full coverage of all burn injuries—including those
not requiring hospitalization presents a significant worldwide
challenge. Comprehensive data collection on burn injuries that
do not require hospitalization is difficult due to underreporting
and the fact that many cases are managed in informal or non-
centralized settings.

Strength of the Study.

A key strength of this study is its large scope and comprehensive
approach. It is the first national-level study to examine pediatric
burn injuries over an eight-year period. This long-term and
wide-ranging analysis provides important information about
how burn injuries affect children of different age groups and
regions across the country. By using the complete national
hospitalization database, the study includes all recorded cases,



which makes the results more accurate and representative of
the whole population. In addition, the long study period made
it possible to analyze seasonal trends in burn injuries, offering
useful insights into patterns related to specific times of the year,
which may help guide prevention efforts

Conclusion.

This study presents the first comprehensive analysis of pediatric
burn injuries in Georgia, covering an eight-year period (2017—
2024). The findings highlight a substantial burden, particularly
among infants and toddlers (01 years), who accounted for over
half of all cases. Thermal burns—especially scalds—were the
leading cause, with a high proportion of second- and third-degree
injuries requiring intensive care. The study has demonstrated
that pediatric burn hospitalizations show clear seasonal peaks
in December and July, mainly due to thermal burns among
children under 5. These findings suggest that seasonally focused
prevention efforts, before winter and summer, are essential to
reduce burn risks in young children. Implementing targeted
prevention, improving caregiver education, and establishing
data collection protocols for key burn injury indicators are
crucial for better surveillance, prevention, and policy planning.

Although this study provides fundamental and reliable evidence
on pediatric burn injuries, its potential for informing targeted
prevention is limited due to the absence of key epidemiological
variables such as the time and location of injury, the context
of the incident, and the application of first aid. Future studies
should be designed with a more detailed and context-specific
approach, including the collection of such variables, to support the
development of more effective, data-driven preventive strategies.
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TpaBmbl, BbI3BaHHbIe O:koramm y Jereid B I'pysum :
peTpPOCNeKTUBHBI aHaIu3 3a 8 JieT, OCHOBaHHBIH Ha
JIAHHBIX 00JILHUIX

BBenenue: TpaBMbI, BBI3BaHHBIC OKOTAMH, SIBIISIOTCS
CephEe3HOW TPOOJIEMO OOIIECTBEHHOTO 3APaBOOXPAHEHMUS.
OcobeHHO ys3BUMOI1 TPYNIION [UIsl TOTO BHJIa TPABM SIBIISIFOTCS
MasiojeTHHe JeTh. HecMOoTps Ha cepbe3HOCTh IPOOJIEMBI,
J0 HACTOSIIET0 BpeMeHHM B [py3nm He NpOBOAWIOCH
SMHUIEMHUOIOTHYECKOTO HCCIICOBAHUST TPaBM, BBI3BAHHBIX
0’KOT'aMH, CPE/IN JIETCKOTO HACEIICHHSI.

Hear wuccnenoBanmsi: ILlenplo wnccienoBaHUs — SBISETCS
W3y4eHWE W aHalIW3 OJMUAEMHOJIOTHYECKHX XapaKTEePUCTHK
(BKJIIOYAst 4acCTOTY, paclpOCTPaHEHHOCTb, TIOCIEICTBHS U T.1.)
0)k0roB y netei B Bo3pacte 0-17 net B ['pys3un.

MeTtonoJiorus: Ha OCHOBE PETPOCIIEKTUBHBIX
0o0cepBalMOHHBIX HMCCIEAOBAaHMI OBUT M3y4eH 3JIEKTPOHHBINA
peectp 0a3pl HOaHHBIX O TrocmuTanu3anuy HanmoHambHOTO
LEHTpPa 10 KOHTPOIIO 3a00JICBaHUH ¥ OOIIECTBEHHOTO
3npaBooxpaHenus ['pysuu. B uccnenoBanne ObUIM BKITIOYEHBI
BCE CIy4YauW TOCIHUTAIM3ALMH JETEH C JUAarHO30M OXOora B
nepuon ¢ 2017 no 2024 rox. Jns cTaTUCTHUECKOTO aHaIU3a
ObUTH HCIIOJB30BaHbl CIEIYIOIINE OCHOBHBIE IIE€PEMEHHBIE:
JaeMorpauyeckue XapaKTepPUCTHKH, JSTHOJOTHS  0XKOTOB,
TSOKECTh  TPaBMBI, IPOAOJDKUTEIBHOCTh TOCHHTAU3AlNH,
MCXOJ] TOCITUTAIN3AINHN 1 Ce30HHOE pacnpeneneHne. Ce30HHbIE
KoseOaHus OLCHMBAINCH C IIOMOIIBIO JHCIEPCHOHHOTO
ananmza (one-way ANOVA) u HSD rtecra Post hoc Tukey.

PesyasTaThl: Beuto BeIABICHO B 00IIel cIoXHOCTH 5268
MeMaTpUIEeCKUX CllydaeB. BONBIIMHCTBO MAalMEHTOB ObLIN
Mmyxckoro nona (58,4%) n B Bo3pacre no 1 roma (51,5%). B
90,9% cny4aeB HaONIONANIUCh TEPMHUYECKHAE OXKOTH, a dYarle
BCET0 BCTPEYAINCh O’KOTM BTOPOH M TpeThel crereHu. [loutn
TIOJIOBMHA MMAIMCHTOB OBLIN BHIITUCAHBI N3 OOJIEHUIIBI B TEUECHHE
TIepBBIX 24 4acoB, B TO BpeMsI Kak B 28,5% ciydaeB npeObIBaHNe
B OOJBHHUIIE COCTAaBISUIO Ooiee ceMH AHEH. 3HaunTeIbHBIC
CE30HHBIE TMKH OBUTH BEISIBIICHBI B IeKa0pe U Hioje, 0COOEHHO
y nmereii B Bo3pacte 0-5 net (P< 0,05).

3akurouenue: [IpoBeieHHOE NCCIEJOBAHNE SIBIISIETCS TEPBBIM
HaIMOHAIBHBIM HCCIIEIOBAHUEM, B Pe3yJIbTaTe KOTOPOTro ObLIN
BBISIBJICHBI OCHOBHBIC 3ITHIEMHOJIOTHYECKUE XapaKTEPUCTHKU
OKOTOBBIX TPaBM B IeIUMaTPUYEcKOM Bo3pacte B ['pysum.
HccnenoBanne BBIIBIJIO  BBICOKYIO — PacHpOCTPaHEHHOCTH
OKOTOB y JeTeil B cTpaHe. IlosydeHHBIC pe3yJbTaThl TaKXkKe
CBHJICTEIECTBYIOT O BAXXHOCTH NPO(UIAKTHUECKHX Mep C
YYETOM CE30HHBIX KojeOaHuil. CienyeT MMeTh B BHIY, 4TO
JuIst BHeNpeHHUs 3((GEeKTUBHBIX M HAYYHO 0OOCHOBAHHBIX MeEp
6e30macHOCTH HEoOXOAMMO IUIAHMPOBAaTh HCCIIEIOBAaHHS Ha
Oyaymiee, KoTopele OyAyT BKIOYATH Ooinee MOApOOHBIE U
YIIyOaeHHbIE STIHICMHUOIOTHUECKHE TaHHbIE.
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