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Background 
Burn injuries are thought to be preventable but are still a prevalent global health 
problem, especially in low- and middle- income countries, including Ethiopia. According 
to the 2016 Ethiopian Demographic and Health Survey report, burn injuries represent 
8.7% of all significant injuries in Ethiopia. Such injuries result in catastrophic 
consequences for patients; to reduce this burden of injury, we need to ensure that future 
community-based burn prevention and treatment interventions are effective, available 
and evidence based. The main objective of this study was to assess the magnitude and 
causes of burn injuries as well as the knowledge, attitude and practice towards burns of 
community members to create an evidence base for improving basic burn care services 
focusing on prevention. 

Methods 
This cross sectional study was conducted in three districts (Dembiya, Limu Genet and 
Tula) found in Amhara, Oromia and Southern Nations, Nationalities, and People’s Region 
(SNNPR) regional states. 651 households were selected using multi-stage cluster 
sampling method. 

Results 
The survey team asked households if anyone in the selected household had experienced a 
burn injury within the past 12 months; 3.5% of these households reported a burn injury 
(using WHO definition), which was equivalent to 0.7% of all individuals from the surveyed 
households. Of the individuals who experienced a burn, the majority were female (14 of 
23, 60.9%) and children under five (14 of 23, 60.9%); households with a separate ‘house’ 
for cooking had an 85.9% reduction in their chances of experiencing a burn injury. The 
main causes of burn injuries were heat, flame and hot liquid water (89.7%) and all 23 burn 
injuries occurred at home. A significant number of community members still used 
traditional practices to treat a burn injury, like applying dough and oil. 

Conclusions 
This research highlights the importance of improving community awareness and 
knowledge on burn prevention methods, with recognition that women and children are 
high risk groups. The research also demonstrates the need to develop the capacity of 
health facilities at all levels, through appropriate training and resources, to enable them 
to provide quality health care service to the community. 

The distribution of disease, death and injury globally can 
be seen as a reflection of the differing economic, social and 
political climates that exist in the world, with low- and mid-
dle-income countries (LMICs) sustaining disproportion-
ately worse health outcomes than their high-income coun-
terparts.1 Burn injuries are no exception, with 95% of 
flame-related burns occurring in low and middle-income 
countries.2 This disparity is exacerbated by the capacity of 

high-income countries to implement proven prevention 
strategies and provide high quality care for burn patients, 
whereas a lack of resources prevents low-income countries 
from taking the same approach. With burns being a leading 
cause for disability-adjusted life years in LMICs and there 
being more than 180,000 deaths attributed to burns annu-
ally,3,4 it is appropriate to consider burns to be a global pub-
lic health crisis. 
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In high-income countries, there have been dramatic ad-
vances in clinical burn care paired with successful imple-
mentation of prevention strategies and increased public 
awareness.5 The result of these improvements is a signif-
icant decrease in burn injuries and an increase in appro-
priate, high-quality treatment. In contrast to this, many 
LMICs still lack effective prevention strategies leading to an 
unreasonably high incidence of burn injuries, often with-
out access to even basic care, leading to avoidable death, 
disability and stigma. With this in mind, burn-mitigating 
strategies should focus on how to take proven interventions 
and implement them in LMICs. 

Ethiopia is classed as a low-income country, according to 
the Organisation for Economic Co-operation and Develop-
ment.6 Their 2016 demographic and health survey indicated 
a high burn injury rate, with 8.7% of household members 
being injured or killed by a burn injury in the 12 months 
prior to the survey.7 Although this information is useful in 
understanding the burden of burns in Ethiopia, it does lit-
tle to elucidate the underlying specifics of the cause of the 
injury or the knowledge, attitudes and practices (KAP) of 
the communities in which the burns occurred. It is crucial 
to understand the causes underlying burns and KAPs sur-
rounding burns injuries in different communities. This in-
formation is necessary to successfully create and implement 
burn prevention strategies in order to make them context 
specific. 

This study was designed to address the lack of in-depth, 
local information on burn incidence and aimed to investi-
gate both the incidence and causes of burn injuries in three 
districts in Ethiopia – Dembiya, Limu Genet and Tula – as 
well as the KAPs of the same communities through the em-
ployment of a standardised community survey. The results 
from the survey will be used to inform a locally led, contex-
tually relevant community prevention and first aid strategy. 

METHODS 

This study was a community survey conducted across three 
districts in Ethiopia: Dembiya district in Amhara region, 
Limu Genet District in Oromia Region, and Tula District in 
Southern Region. These locations were purposively selected 
on the basis that the Ministry of Health plans to establish 
burn units in the three hospitals proximal to the respective 
areas. The survey collected information on the incidence, 
risk factors and KAPs surround burn injuries. 

A multi-stage stratified sample using probability propor-
tional to size approach (as per WHO guidelines for sample 
size calculation method8) was used to select kebeles; ke-
beles are the smallest administrative unit of Ethiopia. Sys-
tematic random sampling was deployed to select the house-
holds in each kebele. In each district, a minimum of 12 
kebeles were covered, and in each kebele a minimum of 
12 households were selected using a systematic sampling 
procedure. Using the WHO guidelines,8 a minimum of 209 
households were required; however, the data collectors 
were able to cover more than the expected household size 
(i.e., a total of 216 in Dembiya, 216 in Tula and 219 in Limu 
Genet) so the total sample households covered was 651. The 
data collectors started in the center of the Kebele and se-
lected every tenth household. The survey was conducted 

over 15 days, beginning on February 20th, 2019. 
Data was collected using Open Data Kit (ODK) software 

downloaded onto a mobile tablet. 12 data collectors were 
selected in consultation with the regional government 
health bureaus and district health offices; all data collectors 
were health professionals, fluent in the local language with 
previous data collection experience. The data collectors at-
tended a two day training course, which included practicing 
how to use the tablet correctly and how to collect data using 
ODK to ensure systematic, consistent data entry. 

After training and prior to the full data collection, there 
was a one-day pilot data collection period to ensure that 
the data collectors understood the methods and procedures. 
Any queries from this period were addressed and minor 
amendments were made to optomise the survey for the data 
collectors and make it user-friendly for the participants. 
During the main data collection period, each team of three 
data collectors had a supervisor for quality assurance pur-
poses and to assist with any problems. Additionally, the 
data collected in ODK was checked daily to certify that it 
was being inputted correctly. 

The data was transferred to SPSS version 20 and descrip-
tive analysis was conducted and presented using frequency 
tables. Detailed analysis included using Chi -square test and 
Binary Logistic Regression when there were statistically sig-
nificant variations among socio- demographic factors and 
to examine how these factors (dependent variables) deter-
mined the occurrence of burn injuries (outcome variable). 
Prior to the survey, ethical clearance was obtained from the 
Ethiopian Public Health Institute Ethical Review Commit-
tee of the Federal Democratic Republic of Ethiopia. This 
research was funded by the National Institute for Health 
Research (NIHR) (16.137.110) using UK aid from the UK 
Government to support global health research. The views 
expressed in this publication are those of the author(s) and 
not necessarily those of the NIHR or the UK government. 

The qualitative data collected in this study included key 
informant interviews (KIIs) in each district, comprising one 
health center head/representative, one Kebele chairman 
and one Health Extension Worker (HEWs). In addition, one 
focus group discussion (FGD) per district was conducted 
including elder people, women, and religious leaders. The 
data was collected from established members of the com-
munity to enrich the quantitative findings through acquisi-
tion of local knowledge on the various burn risk factors. The 
qualitative data was transcribed, reviewed, summarized and 
triangulated with the findings of the quantitative data. 

RESULTS 
DEMOGRAPHICS 

The survey was completed by a 651 households across the 
3 areas, with each household having at least one valid re-
ponse. There was an average of 5 members per household, 
thus information on 3276 family members was collected 
(Table 1). All burn injuries reported were considered, re-
gardless of severity. 

Of the information from the 3267 family members, 1160 
(35.4%) were from Limu Genet district, 1074 (32.8%) were 
from Dembiya district and 1042 (31.8%) were from Tula dis-
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Table 1. Demographic information of all the study participants across all surveyed households. 

Demographic characteristics Total household members (N= 3276, total households = 651) 

Gender 

1679 ( 51.3%) 

1597( 48.7%) 

District 

1074 (32.8%) 

1160 (35.4%) 

1042(31.8%) 

Table 2. Demographic information of all the individuals from the surveyed households who reported to have 
sustained a burn 

Individuals who sustained a burn in the 12 months prior to the survey Number (N=23) 

Gender 

Male (frequency, %) 9 (39%) 

Female (frequency, %) 14 (61%) 

District 

Dembiya 17 (2.6%), 

Limu Genet 2 (0.3%) 

Tula 4 (0.6%) 

Age group 

Infant (under age one) (frequency, % of N) 4 (17.4%) 

Children between age one and five (frequency, % of N) 10 (43.5%) 

Age between 5 and 15 (frequency, % of N) 6 (26.1%) 

Age between 15 and 24 (frequency, % of N) - 

Age between 25 and 49 (frequency, % of N) 3 (13%) 

Over 49 - 

Male 

Female 

Dembiya (Frequency, % of N) 

Limu Genet (Frequency, % of N) 

Tula (Frequency, % of N) 

trict. Among the family members 51.3% were male and the 
remaining were females. Table 1 outlines the demographic 
characteristics. 

The housing type (e.g., mud, concrete) and the place of 
cooking (e.g., separate kitchen, no separate kitchen) was 
recorded and the results are shown in Table 3. 

MAGNITUDE OF BURN INJURIES AND BURN 
CHARACTERISTICS 

The WHO defines a burn as “an injury to the skin or other 
organic tissue primarily caused by heat but can also be due 
to radiation, radioactivity, electricity, friction or contact 
with chemicals.”3 Using this definition, the results of the 
survey indicated there was a total of 23 burn injuries within 
the previous 12 months observed across all households in-
volved in the survey. This represents 0.7% of all survey par-
ticipants from 3.5% of the total surveyed households. 

As shown in Table 2, the majority of burn injuries (74%) 
occurred in the Amhara Region in the Dembiya district. 
Among the 23 burn injuries, the majority 14 (60.9%) were 
female. Children under age 15 experienced 87% of all the 

burn injuries and among these, 14 (60.9%) were under five 
years old. 

CAUSES AND TREATMENT OF BURN INJURIES 

All of the recorded burn injuries from the survey occurred 
in the household. A total of 18 were accidental, and 5 were 
intentional. The major causes were heat and flame (N=12, 
52.2%), followed by hot liquid ( N=10, 43.5%) and one per-
son (4.3%) sustained an electrical burn. 

Considering burn injury occurrence in the past 12 
months before the survey as an outcome variable and type 
of house and place where cooking take place as dependent 
variables, binary logistic regression analysis indicated that 
cooking in a ‘separate house’ made a statistically significant 
contribution for not having burn injury occurrence com-
pared with cooking inside the house with no separate 
kitchen (see Table 4), such that having a ‘separate house’ for 
cooking led to a 85.9% reduction in your chance of experi-
encing a burn injury while cooking. 

Home treatments were undertaken for 20 (87%) of the 
burn injuries occurring in the past 12 months. The most 
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Table 3. Type of house and method of cooking in each surveyed household, by study district. 

House characteristics 
Dembiya 
(N=216) 

Limu Genet 
(N=219) 

Tula 
(N=216) 

Total (N= 
651) 

Type of household 

Concrete (frequency, %) 0 1 11 (5%) 12 (2%) 

Thatched house (frequency, % ) 0 (0%) 9 (4%) 46 (21%) 55 (8%) 

Mud wall and corrugated Iron sheet (frequency, %) 75 (35%) 45 (21%) 5, 2% 125 (19%) 

Wood wall and corrugated Iron sheet (frequency, 
% ) 

141 (65%) 164 (75%) 154 (71%) 459 (71%) 

Total 216 219 216 651 

Place where cooking take place 

Inside the house, No separate Kitchen (frequency, 
% of N) 

39 (18%) 23 (11%) 25 (12%) 87 (13%) 

Inside the house, with separate kitchen (frequency, 
% of N) 

11 (5%) 10 (5%) 13 (6%) 34 (5%) 

In a separate house (frequency, % of N) 24 (11%) 163 (74%) 145 (67%) 332 (51%) 

Both (frequency, % of N) 129 (60%) 19 (7%) 25 (12%) 173 (27%) 

Outdoors (frequency, % of N) 13 (6%) 4 (2%) 8 (3.7%) 25 (4%) 

Total 216 219 216 651 

Type of Cooking stove used in the house* 

Three stones (frequency, %) 214 (99%) 218 (100%) 189 (88%) 621 

Coal pot (frequency, %) 66 (31%) 28 (13%) 52 (24%) 146 (22%) 

Kerosene (frequency, %) 2 (1%) 0 (0%) 0 (0%) 2 (0%) 

Electricity (frequency, %) 5 (2%) 13 (6%) 22 (10%) 40 (6%) 

Total 287 259 263 809 

Table 4. Binary Logistic Regression Analysis on the effect of type of house and cooking place on burn injury 
outcome 

Data 
Statistics 

95% confidence interval 
for EXP(B) 

B SE Wald df Sig Exp(B) Lower Upper 

Type of House 

Intercept   2.921 3 0.404    

Thatched house -2.602 1.54 2.855 1 0.091 0.074 0.004 1.516 

Mud wall with corrugated 
Iron 

-1.234 1.246 0.98 1 0.322 0.291 0.025 3.35 

Wooden wall with 
Corrugated Iron 

-1.26 1.155 1.189 1 0.275 0.284 0.029 2.73 

Place where cooking usually preformed (Inside the house, with no separate kitchen as a reference) 

Intercept   11.059 4 0.026    

Inside the house, with 
separate kitchen 

-1.482 1.141 1.687 1 0.194 0.227 0.024 2.127 

In separate house -1.962 0.609 10.386 1 0.001 0.141 0.043 0.464 

Both -0.563 0.565 0.993 1 0.319 0.57 0.188 1.723 

Outdoors -1.026 1.107 0.858 1 0.354 0.359 0.041 3.142 

Constant -0.987 1.187 0.692 1 0.405 0.373   

common type of treatments used by the community was the 
use of dough made of “Teff powder” used on 10 of the burn 

injuries. The other types of home treatment were the appli-
cation of a leaf “Esat Abrid”, oil, milk, coffee powder, lotion, 
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Table 5. Descriptive table showing various burn treatments and reasoning reported from the surveyed 
households.* 

Why you did the home treatment?* Number (N=20) 

5 (25%) 

7 (35%) 

12 (60%) 

1 (5%) 

1 (5%) 

After the injury, was the burn patient taken to any type of facility? N=23 

13 (56.5%) 

10 (43.5%) 

Reason for not taking to other places N=10 

7 (70%) 

2 (20%) 

1 (10%) 

If you went for treatment to other places, where did you go first? N=13 

11 (84.6%) 

1 (7.7%) 

1 (7.7%) 

Did household income decline because of Injury? N=23 

4 (17.4%) 

4 (17.4%) 

15 (65.2%) 

Did the household supply (i.e., changes to household living conditions) decline because of the injury N=23 

5 (21.7%) 

16 (69.6%) 

1 (4.3%) 

Did the injured person stop education because of the injury? N=23 

2 (8.7%) 

18 (78.3%) 

3 (13%) 

Did they lose their job because of injury? N=23 

4 (17.4%) 

17 (74%) 

2 (8.7%) 

*More than one response was possible 

I had applied it before 

Family members suggested to do so 

I had heard about it before 

I just did 

Neighbours suggested 

Yes 

No 

Had a belief in home treatment 

Lack of money 

No particular reason 

Health center 

Primary hospital 

Private clinic 

Yes, a big decline 

Yes, a slight decline 

No 

Yes 

No 

Refused to say 

Yes 

No 

Not applicable 

Yes 

No 

Not applicable 

water and salt. They applied the home treatment mainly be-
cause they heard about it from others (60%) or their family 
members suggested it (35%) (Table 5). 

Among the injured persons occurring in the past 12 
months before the survey, 13 (56.5%) were taken to health 
facilities (health center, primary hospital or a private clinic) 
for treatment and 10 (43.5%) were treated at home. 

Regarding the socio-economic impact of the injury on 
the household, 8 (34.8%) said that their household income 
declined because of the injury; 15 (21.7%) mentioned their 
household income was not affected, 2 (8.7%) stopped school 

for a few days; and 4 (17.4%) lost their jobs because of the 
injury (Table 5). 

KNOWLEDGE, ATTITUDE AND PRACTICE ABOUT BURN 
INJURIES 

Respondents were asked a range of questions to try get 
a better understanding of their knowledge, attitudes and 
practice towards burn injuries. 

Of the respondents, 63.6% disagreed or strongly dis-
agreed that burns can cause bad scars; 89.2% believed that 
most burns are preventable and 66.4% mentioned that most 
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Table 6. Descriptive table illustrating the answers given by households on their perception of risk factors for 
burn injuries 

Questions No. (%) 

Possible cause of burn injuries for the next 12 months N= 651 

394 (60.5%) 

66 (10.1%) 

160 (24.6%) 

9 (1.4%) 

22 (3.4%) 

Type of family members with a high possibility of getting burn injury in the next 12 months* N=651 

428 (64.2%) 

202 (31%) 

2 (0.03%) 

7 (1.1%) 

27 (4.1%) 

Possible time of getting burn injuries N=651 

133 (20.4%) 

287 (44.1%) 

162 (24.9%) 

58 (8.9%) 

10 (1.5%) 

1 (0.01%) 

Burn can cause bad scars N=651 

231 (35.5%) 

6 (0.9%) 

4 (0.6%) 

410 (63%) 

Most burns are preventable N=651 

221 (33.9%) 

360 (55.3%) 

39 (6%) 

30 (4.6%) 

1 (0.2%) 

*More than one response was possible 

Heat and Flame 

Electric Current 

Hot liquid 

Chemicals 

Do not know 

Children 

Women 

Men 

Don’t know 

Missed 

Morning 

Afternoon 

Night 

Do not know 

At any time 

Missing 

Agree 

Neutral 

Disagree 

Strongly disagree 

Strongly agree 

Agree 

Neutral 

Disagree 

Strongly disagree 

people with burns will die as a result of their injury (Table 
6). 

When respondents were asked what they would do if they 
split hot liquid on themselves, or on their family members, 
69.6% said that they would apply oil; 50.8% said that they 
would put dough on it and only 25.3% said they would apply 
cold water. Other methods were also mentioned such as use 
of aloe vera, coffee powder, milk, alcohol or soil. The partic-
ipants were also asked what they would do if their clothing 
caught fire, 84.3% stated that they would pour water on the 
flames, 51.2% said they would take off their clothing and 
6.1% expressed them would stop, drop and roll. 

Participants were asked where they would take someone 
from their family who received a small/minor burn. The ma-
jority (75%) said that they would take them to health center, 

but a significant amount (15.4%) also stated that they would 
take them to a herbalist/ traditional practitioner. Other 
places mentioned by the respondents were health posts 
(9.2%), pharmacy (6.1%) and HEWs (3.5%). 

The participants were asked about what they thought 
might cause burn injuries for themselves and family mem-
bers. Many of the respondents (60.5%) said that it could be 
due to heat and flame, 157 (24.1%) mentioned hot liquid 
(including steam or gas), while electric current was men-
tioned by 66 (10.1%) respondents. Many of respondents 
(64.2%) stated that they thought children were the most 
vulnerable family members for burns, followed by women 
(31%). 

Cooking/eating at home was mentioned by 33.9% of re-
spondents as a perceived risk factor for burns and 12% 
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stated working outside of the household was a perceived 
risk factor. 

QUALITATIVE RESULTS 

In discussion with the Kebele leaders, it was stated that the 
major causes of burn in the community were from hot wa-
ter/coffee, burns from cooking and other household associ-
ated burns. The participants expressed the view that the lo-
cal community did not have adequate knowledge about how 
to treat burn injuries. 

Participants from the Dembiya district discussed how 
gender roles mean women keep a fire all day in the kitchen. 
This is in order to cook, and to bake traditional “engera” 
and prepare the drink “tela”, both of which, according to so-
cietal norms, should always be available in each household. 
The participants stated that this continuous fire-keeping 
makes women vulnerable to flame injuries, as well as an in-
creased risk of burns in the household due to flammable 
materials, such as grass, often making up parts of the 
kitchen infrastructure. As children are often kept close to 
their mothers in the kitchen, they too are at high risk for fire 
burns. 

Further risks to children were discussed; participants 
said older children often look after their younger siblings, 
and when the older children go to school the younger chil-
dren can be left unattended, increasing their exposure to 
burn hazards. The participants reported that the most af-
fected group for burn injuries were children under three 
years old. 

Among the leaders of the health centers, there was a de-
tailed discussion on the lack of capacity to deal with burns. 
They detailed that health workers in the selected health 
centers were not trained in burn management, compounded 
by a lack of adequate facilities. This was backed up by the 
HEWs who explained that they did not know about appro-
priate burn care, and that most of the community would not 
come to them due to their lack of expertise. This view was 
reflected by one of the Kebele chairman: “even if our people 
are taking the injured family to health facilities, they didn’t 
get enough treatment so that the community instead try to 
use cultural medicine”. 

Members of the FGDs reinforced the lack of healthcare 
capacity. They said that they did not get adequate treatment 
for burns at health facilities as the health workers would 
just apply Gentian Violet and send them home. 

DISCUSSION 

There is a dearth of literature surrounding community level 
knowledge on burns in Ethiopia. The information from this 
study is therefore novel and should be used to aid the devel-
opment of future interventions and policy aimed at reduc-
ing the incidence and severity of burns in these districts in 
Ethiopia. Although the information provided is highly con-
textual, the model of collecting local data to inform health 
activities tailored to the study communities is transferable. 
This is especially relevant in low-income settings where 
there is often a paucity of relevant local information to in-
form policy and interventions. 

The data indicates that participants may have inaccurate 

perceptions of burn injuries, given that 66% recorded that 
they believed that most people die from burn injuries. At 
the same time almost 90% believe that burn injuries are 
preventable, suggesting that they may be open to preven-
tion and awareness raising interventions. 

It is evident from this study that burns present a prob-
lem, with 0.7% of the study population reporting a burn 
within the previous 12 months. This result is in line with 
a recent review of burn prevalence in Ethiopia that found 
results spanning from 0.1 to 1.2%.9 Women and children 
were the most likely to experience a burn injury, a pattern 
which is reflected in much of the pre-existing epidemio-
logical data surrounding burn injuries.10–12 All burns oc-
curred in the household; with data strongly supporting the 
use of a separate location for cooking as a key driver in pre-
venting burn injuries during cooking related activities. Due 
to the traditional roles of women in the studied areas of 
Ethiopia, the women are expected to be in the home most 
of the day preparing various food and drinks over a fire, ex-
posing them to burn hazards. Children are often with moth-
ers while they are cooking meaning they are also exposed to 
this risk. Another explanation for children being at high risk 
was given in the FGDs, suggesting that when older siblings 
begin education, younger children can be left with no one to 
look after them if the parents are elsewhere. This is clearly 
a complicated scenario relating to socioeconomics with no 
panacea solution. However, it does present clear implica-
tions for increasing burn awareness activities that specifi-
cally target and support women and children in the com-
munity. This notion is reinforced by the large percentage of 
the study participants who relied on home treatments for 
burns, often which were not best practice, such as applying 
oil to the injury. 

The qualitative results from the study highlighted the 
lack of healthcare capacity, specifically within HEWs, to ad-
equately manage burns, as well as insufficient knowledge 
in the community on how to manage and prevent burn in-
juries. The main recommendations therefore suggest capac-
ity-development for HEWs to improve their burn manage-
ment skills and knowledge; this is very important in the 
Ethiopian context where HEWs are at the forefront of com-
municating with the community on various health pack-
ages. This provides the opportunity to present burn aware-
ness and prevention programs, tailored for the high-risk 
groups that should target context specific risk factors such 
as addressing existing harmful first aid practices like apply-
ing dough to burns, whilst encouraging discussion and pro-
viding information about the appropriate measures. 

The research showed that there was a significant reliance 
on traditional medicine, with 15.4% of respondents sug-
gesting in the case of a family member getting burned, they 
would take them to a herbalist/traditional healer. It is 
therefore important to incorporate traditional practitioners 
in future strategies to improve burn care, to integrate ap-
propriate methods of burn management into their practice. 
This notion is supported by the WHO Traditional Medicine 
(TM) Strategy; the central aim of this strategy is “integrat-
ing TM products, practitioners and practice into health sys-
tems, where appropriate.”13 With there being such a high 
reliance on TM, not just in the context of this study, but all 
over the world for a spectrum of health ailments, it is im-
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portant to be proactive in strengthening their role in the 
health system and supporting TM practitioners to give the 
best possible care. 

The survey also reflected the significant economic and 
education toll the injuries had on those affected. This is es-
pecially detrimental in a setting where many are already 
in economically challenging situations. In this respect, pre-
vention of the burn occurring is, again, paramount. 

The study has a range of limitations which means that 
caution should be used when interpreting the results. For 
example, participants had to recall events over the previous 
12 months raising the issue of recall bias that in inherent in 
any retrospective survey design. A larger sample of partici-
pants from different parts of the country may have given a 
more detailed and representative set of results from a na-
tional perspective, although the procedures for recruitment 
were in line with WHO recommendations8 ensuring that the 
sample were representative of the local population. How-
ever, one of the strengths of the study is the emphasis on 
community participation in understanding the local con-
text. There is a small possibility that the members of the 
team of researchers interpreted the questions in the survey 
differently when interacting with households; however, we 
are confident that the detailed training that they received 
before the start of the study and the use of the Open Data 
Software ensured a consistent approach was used. Further 
work will be needed to understand the background to the 
5 intentional burn injuries reported in the study; often the 
cases are different in origin and require different content 
within a prevention strategy. Interburns (www.inter-
burns.org), a main partner in this research, is currently de-
veloping a psychosocial training course to help develop ca-
pacity in addressing this complex and sensitive issue. 

All further burn prevention efforts and health training 
should use local, relevant data in its development. A good 
example is the Interburns developed ‘Basic Burn Care’ 
(BBC) model; a course which covers first aid and prevention, 
simple dressings and complications.14 BBC has already 
been conducted in Nepal, where the burn training for health 
workers was co-created with the community. The content of 
the course has been driven by local needs and informed by 
local people to ensure that it aligns with the needs of the 
community. BBC demonstrates a very appropriate model of 
the community being at the center of both prevention inter-
ventions and health worker training. 

This study illustrates that the risks of burn injury are 
perpetuated by a variety of social and environmental factors 
and therefore prevention programs will need to take a holis-
tic and contextually sensitive approach. Both the survey and 
the qualitative data collection methods were designed with 
substantial involvement from local stakeholders, and this 
level of involvement should carry on for future burn pre-
vention and training actions. The study has provided a rich 
knowledge base on the current burn situation and high-
lights the importance of involving the local communities in 
order to produce meaningful results. 

CONCLUSIONS 

All of the burns reported in the survey happened in the 
household, with far fewer burns occurring in households 

with a separate ‘house’ for cooking. The most ‘at-risk’ 
groups highlighted by the survey were women and children, 
with many families relying on traditional treatment op-
tions. Local health leaders acknowledged that there is a lack 
of capacity in the local health services in terms of dealing 
with patients presenting with burns. The recommendations 
from this research, therefore, are to implement community-
based burn awareness activities which support the commu-
nity to learn about measures they can take to prevent burns, 
as well as appropriate first aid options and appropriate re-
ferral practices when faced with a burn injury. This should 
be supported by the provision of training to improve the ca-
pacity of healthcare workers to manage burns when needed. 
Given the need to include all members of a community in 
such an initiative, future work should include traditional 
medicine practitioners and herbalists to allow them to give 
appropriate care for patients presenting to them with burn 
injuries. 
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