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Abstract

Over one million burns occur in sub-Saharan Africa each year, leading to significant morbidity
and mortality. In Africa, children under five have almost three times more burn-related deaths than
children worldwide. There has been wide and diverse research carried out with regards to burn
injury related topics. However, there is limited published literature within the Ethiopian context
concerning burn injuries among children and the psychosocial impact on caregivers and this
research project aims to close the gap. This project had five study objectives: objective 1 forming
part of Stage | (Study 1); Objective 2 and 5 forming part of Stage Il (Study 2 and Study 5);
Obijective 3 and 4 forming part of Stage 11l (Study 3 and Study 4). These studies were clustered
into stages based on similarities in study methods.

Objectives: The purpose of this research project was to assess the patterns, circumstances, and
characteristics of burn injuries in children admitted to Yekatit 12 Hospital, Myungsung Christian
Medical Centre and Addis Ababa Burn Emergency and Trauma Hospital in Addis Ababa; explore
the psychosocial impact of burn injuries on children and their caregivers; identify the caregivers
practice of first aid among children with current burn injuries; assess the post burn health related
quality of life (HRQoL) of the children aged less than 18 years and the socioeconomic impact of
burn injuries on current caregivers in Addis Ababa; and to assess the current children burn injury
prevention practice in Addis Ababa.

Methodology: This thesis was conducted in three stages.

Stage I: A retrospective review of records from 1st of January 2016 to 31st of December 2020 to
assess the patterns, circumstances and characteristics of burn injuries of children. Data collection
sites were included based on availability of burns unit centre for children. Data was extracted from
the files of children with burn injuries who were less than 18 years of age and did not have missing

information. Descriptive analysis was carried out.

Stage Il: A qualitative study to assess the psychological impact of burn injury among the
caregivers and the current burn prevention program in use in Addis Ababa. Content analysis was

used to analyse the data.



Stage I11: A quantitative study to assess post burn HRQoL among the children, Household and
socioeconomic impact of burn injury and first aid practice knowledge among the caregivers where
carried out. Paeds QoL inventory questionnaire was used for children and closed and open ended

questionnaire were used for the caregivers. Descriptive analysis was carried out.

Results: Stage I: The total number of children at the three hospitals from January 2016 to
December 2020 was 15,600 and of these, 350 (2.24%) had major and minor burn injuries. From
the 350 files of children with burn injuries only 282 (80.6%) fulfilled the criteria for inclusion in
the study. The majority n=134 (48%) of children with burn injuries were less than 4 years old and
146 (51.8%) of children who sustained a burn injury were females. The major cause of the burn
among the children was hot liquid and flame burns. The association between the age group 0-4
years and contracture development was shown to be statistically significant (OR 2.1.88 95% ClI
(0.835-5.730) P-Value was > 0.05).

Stage I1: Most of the children and the caregivers had difficulty in sleeping, nightmares and fear
of the hot liquid among the children and loneliness among the caregivers. Some of the caregivers
felt that they had lost all their friends because of their children’s burn injuries and no one to speak
to in the time of emergency. There is a gap on burn injury prevention school programmes in
government departments and there is no evidence of current dedicated burn injury prevention

programs in use at Health Ministry level.

Stage I11: The household and socio-economic status analysis shows that 31(33%) of the fathers
were illiterate and 43(45%) of the mothers completed or enrolled in primary schools. The majority
of the caregivers [n=49 (52.1%)] were getting between 3501 and 4500 Birr per month which is
equivalent to USD 62-74. Most of the families [n=40 (42.6%)] had 5-6 people in a one room house
followed by 7-10 people [n=13 (32%)]. The study on HRQoL revealed that there were no major
differences between physical and social component. The psychosocial health score was calculated
as the mean of the items from the emotions, social and school functioning scales. The result
indicate that physical and social component was higher compared to the emotional and school
functioning component. There was no difference in any domain between caregivers reports and

self-reports. Most of the caregivers [n=30 (31.9%)] applied cool water on the burned site of the



body, 29 (30.9%) applied Litti (a dough for bread) and honey [n=7 (7.4%)] as first aid at home
whereas 22 (23.4%) of the caregivers used animal manure, salt, sugar, milk, butter and traditional
herbs. The caregivers used the cool tap water application method as first aid and there were no
statistically significant differences in the knowledge of the standard 20-minute application duration

between different facilities (p-value = 0.974).

Conclusion: Burn injuries are an important public health problem with high incidence and
mortality rates. There is a need to establish a burn prevention department at the government level
in Ethiopia, a support group for caregivers and burn injury survival in Addis Ababa hospitals with
burn units. Collective action is required from the health authorities and their partners to address
these issues through developing prevention strategies incorporating further research on burns.

The results of this study should be regarded as a first attempt rather than the final outcome on the
level and extent of psychosocial impact of burn injury in Addis Ababa and hopefully another study

will be conducted at national level on the caregivers and children post burn experiences.

Key words: Burn, Children, Caregivers, Addis Ababa, Profile, Characteristics,

Psychosocial, first aid knowledge, Ethiopia, Health related quality of life, Physiotherapist
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Definition of terms
Activity

Activity is the execution of a task or action by an individual (WHO, 2001).

Activity limitations

Activity limitations are difficulties an individual may have in executing activities.

Burn

Bodily injury resulting from exposure to heat, caustics, electricity, or some radiations marked by
varying degrees of skin destruction, and hyperaemia often with the formation of watery blister and
in severe case by charring of the tissue and classified according to the extent and degree of the

injury (Roger., 2006).

Burn Injury

A burn is an injury to the skin tissue encompassing scalds, thermal, chemical or electrical injuries.

Caregiver
In this study a caregiver is any person living with a burn injury child responsible for both physical

and financial support.

Child
There is no universally agreed age range for what constitutes childhood. A concept that varies

considerably across cultures. This study uses the definition of a child according to the study aim



and objectives. Such as 0-4 toddlers, 5-9 school age, 10-18 pre teenager and childhood age (Roger,

2006).

Injury
A bodily lesion resulting from acute over exposure to energy (this can be mechanical, thermal,
electrical, or chemical) interacting with the body in amounts or rates that exceed the threshold of

physiological tolerance (WHO, 2002 a).

Profile

A profile is a graphic representation of the extent to which an individual or group exhibits (Roger,

2006).

Participation

A participation is involvement in a life situation (WHO, 2001).

Participation restriction

Are problems an individual may experience in involvement in life situations (WHO,.2001).
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Chapter 1

1.1.1 Introduction to chapter

The necessity and rationale for the investigation are explained in this chapter. To set the scene for
the study, a brief overview of the Democratic Republic of Ethiopia is given in this chapter. To
emphasize the need for research, the global profile of burn injuries among children up to 18 years,
the psychosocial effects of burn injuries on children and caregivers, the conceptual and theoretical
framework, and the contributing factors of burn injuries will be covered. This chapter also presents
the study's importance, goals, and purposes as well as the thesis outline.

1.1.2 Background

Ethiopia is a country located in the eastern region of the Horn of Africa. It's estimated that over a
million people in Africa experience burns annually, with 18% of hospitalizations attributed to
burns, suggesting that Ethiopia likely has a significant burn injury burden (Potokar, 2016). Based
on the May 2007 National population and Housing Census report of the Central Statistical Agency
(CSA) of Ethiopia, the population of Ethiopia was 84,320,987 of which 42,556,999 were male and
41,763,988 were female individuals and the population of Addis Ababa was 3,384,569 (CSA,
2019). Yekatit 12 hospital (A), Myungsung medical centre (B) and Addis Ababa burn, and
emergency trauma (AaBET) Hospital (C) are situated in Addis Ababa, the capital of Ethiopia.
Burn injuries are a serious global health risk to young children (Ashley, 2007, De Young, et al.,
2012, Ogada, et al., 2019), yet it remains an under-appreciated trauma that can affect anyone,
anytime and anywhere (Dos Santos, et al., 2021). The most recent statistics available from the
World Health Organization (WHO), (2018) state that around 265,000 deaths are attributed to fires
alone each year, with additional deaths occurring from electrical burns, scalds, and other burn

types (Mortada, et al., 2020). According to the WHO, (2022) report, burn injuries are the fifth most



common cause of non-fatal child-hood injuries. Africa and South-East Asia has a
disproportionately high rate of burn injuries (Potokar, 2019, WHO, 2020). In sub-Saharan Africa
alone it is estimated that-between 18,000-30,000 children younger than the age of five years die
annually due to burn-related injuries (Ashley, 2007; WHO, 2020,_Mulatu, et al., 2022). Burn
injuries occur in a home and at the workplace (Joseph, 2019, WHO, 2023). A community survey
conducted in Ethiopia and Bangladesh showed that 80-90% of burns sustained by children occur
at home (WHO, 2022). A person’s relationships can be strained, depression or substance addiction
can result, and their physical health may even be further compromised by the emotional trauma
resulting from burn injuries (Shupp, 2017). Apart from causing death and severe injuries, burn
injuries may result in disabling scars, painful hypertrophic tissue (Leblebici, et al.,2006), itching
and psychological problems among the children (Desousa, 2010). The caregivers are also affected
psychologically following the burn injury due to stress and emotional disturbance (De Sousa, 2015,
Alemayehu, et al., 2020, Tibebu, et al., 2021). Therefore, the management of burn injuries require
sound awareness of its epidemiological features, associated hazard aspects as well as information
relating to the effectiveness of prevention and management protocols (Potokar, 2013; Mulatu, et
al., 2022). The contributing factors for burn wounds in children are many such as age, gender,
comorbidity, and unknown factors which are identified as potential factors for burn injuries among
the children in the Ethiopian context such as traditional rituals with fire in some communities. The
management of the burn injury in the health facility and severity of injury will determine whether
the outcome of burn injury is bad or good. Burn injury treatment is expensive and thus, educating
the public on the danger of burn injury will minimize the incidence and severity of burn injuries.
According to the World Physiotherapy definition, physiotherapy is a treatment to restore, maintain

and make the most of a patient’s mobility, function and wellbeing (WPT, 2023). Physiotherapists



provide services that develop, sustain and restore people’s maximum movement and functional
ability. They can help people at any stage of life, when movement and function are threatened by
ageing, injury, diseases or environmental factors (WPT, 2023). The role of a physiotherapist
includes health promotion, rehabilitation, and the prevention of disabilities resulting from
unintentional injuries such as burn injuries (Bricknell & Chan., 2014). Therefore, physiotherapy
plays a key role in restoring and preventing post-burn impairment and assisting in reducing the
level and extent of disability. The physiotherapists assist and provide assistive devices for the
attainment of activities of daily living (ADL). In a hospital setting physiotherapists are part of the
burn management team members (Edigard & Bereton, 2004, Bricknell & Chan, 2014). According
to the Ethiopian Physiotherapy Association records, currently more than 280 physiotherapists are
working in the government hospital. Few are working in private practices in Addis Ababa, and it
is reported that physiotherapy is a relatively underdeveloped field in Ethiopia (Banata, 2022). From
experience at Hospital (A) burn unit, the researcher has observed that physiotherapists treat an

average of 2-4 patients with burn injury at Hospital (A) burn unit daily.

1.1.3 Problem Statement

Burn injuries are a national problem in Ethiopia (Wolde, et al., 2008) and were the second leading
cause of death among children from unintentional injuries (Gedilu, 1994, Alemayehu, et al., 2020,
Mulatu, et al., 2022). A study conducted by Megenagna, (2019), in Addis Ababa city indicated
that, the total damage caused by fire to property in Addis Ababa alone was estimated at USA
$500,000 (twenty-six million Ethiopian Birrin 2016). Domestic fire accidents are a genuine issue
in Addis Ababa, and their impacts have enormous implications on safety, lives, and the economy

(Megnagna, 2019). Burn injury data is limited in the east African region (Mulkagaju, et al., 2022).



Literature on burn injuries and related factors on post burn psychosocial impact on caregivers and
children are scarce.

A review of the literature revealed few reviews of psychological aid groups for burn survivors and
their families in the low-income countries (Barnett, et al., 2017). Most studies investigate the cause
and the contributing factors of burn accidents. Many of the studies conducted in Ethiopia focus on
resuscitation and management of burn injuries in hospitalized children. Appropriate pre-hospital
care for burn injury is not practiced in Africa (Outwater & Braekel., 2019). Studies investigating
the caregivers’ knowledge of first aid and the burn injury prevention strategies in Ethiopia are not
available for review. Studies on the Health-related Quality of Life (HRQoL) of Ethiopian children
post discharge from hospital are not available for review. This concurs with a study conducted in
Kenya by Letei & Mwangi, (2011) which highlighted the unavailability of children burn injury
data in western Kenya. None of the published studies took children’s post burn HRQoL into
consideration. Severe burn injury is the contributing factor for depression, isolation and activity
limitation and participation restriction among children (WHO, 2001, Merryn, 2009, Bricknell &
Chan., 2014). Burn injury remain cause for concern in Ethiopia. The study conducted by Nega &
Lindtjérn; (2002) indicated that mud, oil and butter were used as a first aid treatment in Mekelle
town in Ethiopia. A similar study conducted by Achamyelsh, (2014) at Yekatit 12 Hospital in
Addis Ababa indicates that some caregivers were using raw eggs and ice cube application on burn
wounds as a first aid treatment. This indicates that a gap in first aid knowledge for treatment of
burn injury in Ethiopia may exist. There is also limited literature with regards to post burn HRQoL,

psychological and social impact among children and their caregivers in Ethiopia.



1.1.4 Research question

1.1.4.1 What are the patterns, circumstances, characteristics of burn injuries and HRQoL of
children who sustained burn injuries in Hospital (A), Hospital (B) and Hospital (C) in Addis
Ababa?

1.1.4.2 What is the psychosocial impact of burn injuries on children and caregivers in Addis
Ababa?

1.1.4.3 What is the current child burn injury prevention practice in use in Addis Ababa and the

implementation knowledge of caregivers on burn injuries as a first aid?

1.1.5 Aim of the study
The main aim of the study was to assess the pattern, psychosocial impact of burn and contributing
factors of activity limitations on the children and caregivers with burn injuries in three selected

hospitals in Addis Ababa.

1.1.6 Objective of the study
1.1.6.1 The specific objectives of this study are grouped in stages
e The first objectives were under study of stage 1, To assess the patterns, circumstances
and characteristics of burn injuries sustained by the children admitted to Addis Ababa’s
Hospitals A, B and C.
1.1.6.2 The second and the fifth objectives were under stage 1l
e To explore the psychosocial impact of burn injuries on children and their caregivers
e To assess the current burn injury prevention practice in use in Addis Ababa.

1.1.6.3 The remaining third and fourth objectives were under stage 111



e To assess the post burn HRQoL of children aged less than 18 years and socioeconomic
impact of burn injuries on current caregivers in Addis Ababa. 7
e To identify the implementation knowledge of first aid among the caregivers of children

with current burn injuries in Addis Ababa.

Figure (1.1 and figure 1.2 below on page 7 and 8) gives a highlight on the study structures,
objectives of the study the data collection tools and source of data for the intended study

correspondingly. A flow diagram on page 8 below illustrates the flow of the study stages.



Hospital record review

Yekatit 12 Hozpital

Stage I BEum injury characteristics -
Study 1 and pattern hymgzang pital |

AsEFET Hospital ]

Carepivers Inbervieny
Paychosocizl mpact and um
PrEvVention prioETam
Foey infonmant
Imterviear
Open andad
HEQaL of Life and questionnaires
Imowledze of frst aid
AFONE Care SIVeTs Lilert-Scal
qQuestionBaires

Figure 1.1 Study Structure, objectives of the study and a data source for the children

enrolled in this study (n= 282).



4

Stage I To assess the pattern, droumstances of bumm m 3 hospitals m Addis
Albaba

1) Staze IT. To explors the peycho-social impact of bum on children and theis
CETBEIVETE.

T zzzess the ouorent children, o mjury prevention Program
use in Addiz Ababa

i !.-I.
H ZtapeIll. To aszesz post bum HR QoL of children and sociceconamic impact
of vam injuriss on care givers.

T azzes: the ourent carsgiver frst 2id practice  inuse in Addiz

Figure 1.2 Flow diagram of thesis



1.1.7 Outline of the study phases

This study commenced after the approval of the physiotherapy department and ethics committee.
The study phase's plan was developed by the principal investigator based on similarities of the
study objectives. The study was conducted in the three consecutive phases as indicated above,
according to the Wits Human Research Ethics Committee (Medical)'s recommendation (Figure
1.1 Page,7). The study was conducted with a multiple methods approach that includes both
quantitative and qualitative designs, consisting of three stages. Stage | was a record review, using
a data capture tool. Stage Il was a qualitative study on the psychological impact of burn injury,
using a semi structured interview guide tool, and voice recording and establishing the current burn
prevention in use in Addis Ababa using a closed and open-ended interview guide tool. Stage Il
was a quantitative study on post burn HRQoL and household socio-economic status of the current
caregivers and survey on first aid knowledge practice of a caregivers on burn injuries. Using
research assistant administered closed and an open ended questionnaire, for care givers and

Paediatric quality of life inventory for children.



1.1.8. Clinical Significance

Burn injuries are a serious universal health threat to young children (Ashley, et al., 2007, De
Young, et al., 2012, Ogada, et al., 2019). In recent years burn injuries have been reported as a
public health concern among the children in low socioeconomic status households in Addis Ababa
(Megnagna, 2019, Van-Nickerk, et al., 2020). One of the contributing factors could be limited
rooms or space for young children to play (Gedilu, 1994, Joseph, 2019, Herut, 2022) Literature
shows that children and caregivers need more support following the burn injury. Particularly in
normalizing family members’ reactions to burns and post burn life. (Phillip, et al.,2007) advice
support regarding scar management and altered appearance is very important management of
psychosocial aspect (Phillip, et al., 2007). Despite the increase in the number of burn injuries, there
is an inadequate supply of psychosocial support, descriptions of prevention measures and
surroundings of occurrences of burn injuries in Addis Ababa (Alemayehu, et al., 2020). According
to the study conducted in Ethiopia by Teshale & Alemu, (2017) on knowledge of first aid in Addis
Ababa indicates that there is a huge gap on the implementation practice of first aid among the taxi
drivers. An important and frequently overlooked global health disparity, yet research is limited
from Low- and Middle-Income Countries (LMICs) on how survivors and their caregivers recover
and successfully return to their pre-burn lives (Rencken, et al., 2021, Mulatu, et al., 2022).
Identifying the gaps in psychosocial support in the community and creating a solution to solve the
limitation or a gap within the context of the local health care delivery services may lead to an
improvement in the care of burn injury children and caregivers in Addis Ababa. Furthermore, it
will provide the information for efficient and effective burn injury prevention strategies in Addis

Ababa. This study may form the basis for psychosocial support, continuing education s and
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providing clinicians with an appropriate approach of burn injury rehabilitation and prevention in

the country.

1.1.9 Outline of the thesis writing

The literature review in Chapter 2 will cover the literature on the prevalence of burn injuries in
children aged 0 to 18 in high- and low-income countries, as well as the causes of burn injuries and
burn management. The methodology and study one are covered in Chapter 3, along with the
research site(s), research methods (such as data collection techniques), research design, and data
analysis. Study two is discussed in Chapter 4, along with the study's findings. Study three is
discussed in Chapter 5 along with the study's findings. Study 4 is discussed in Chapter 6 and
provides the study's findings and research methodology. Study 5 is discussed in Chapter 7 along
with the findings. In Chapter 8, the entire investigation will be discussed in relation to the goals
and research questions. The chapter also includes the thesis conclusion, recommendations, and
limitations of the study. The table of contents begins with chapter number; for instance, 1.1.1
denotes chapter 1, and 1.1 will be the introduction paragraph. Another example: 7.5.1 - the
numbers 7 and 5 correspond to Chapter 7, Study Number 5, and the Introduction Paragraph 1
respectively Since each study objectives does not always inform the next, even though they are
related, the thesis is given in an I-11-111- study phase manner. Each study goal is distinct and serves

to close specified research gaps. However, they do influence one another.
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1.1.10 Theoretical framework

The theory underpinning the entire Thesis is the biopsychosocial model approach, considering the
physical aspect of the burn wound itself (biological), psychological impact such as the patient
complaints due to pain, disfigurement, stress and depression (psychological), and the social
implications such as related to activity of daily living and functioning, relationships, and societal
stigma (social)—all interacting to influence the overall recovery process and quality of life. (Partr

WHO., 2001a) (Figurel.3 pagel4).

This approach is more comprehensive and wider compared to the biomedical approach. Sub-
Saharan Africa (SSA) experiences over a million burns annually, resulting in considerable morbi
dity and mortality (Collier, et al., 2021). The cost of the treatment of burns injuries is very high
and it causes a strain on the existing health management system particularly in LIC’s (Potokar,
2016). According to the Child Wound Care Foundation Ethiopia, treating a burn at Myungsung
Medical Centre in Addis Ababa cost a total of USD 1,500, equivalent to 57, 000 Ethiopian birr
(Einar, 2022). Therefore, empowering the community with basic education of prevention may
minimize the extent and the level of burn related expenses and complications (Peck., 2016,
Potokar, 2021, Alemayehu., 2022). Hospital based burn management is not adequate to reduce the
level and extent of disability caused by burn injuries. The cost of burn injury treatment is beyond
the ordinary citizen of Ethiopia. Burn injuries in children occur accidentally, and no one can
foresee when they will occur. This study focuses on preventative techniques and views burn
injuries as a public health issue. Therefore, the Ottawa Charter for Health Promotion (WHO, 1986)
was chosen as the strategical framework for mobilizing the community and educating and
empowering the community to reduce the number and extent of burn injuries among the children.
This will be a comprehensive system of medical care for burn victims. There are varied factors
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that can either favour or harm our health - for example economic, cultural, environmental and
behavioural factors. In the Ottawa Charter of health promotion there are certain conditions that
need to be fulfilled to achieve good health and minimize disability. To achieve this, three basic
strategies for health promotion were established, one of them is advocacy for health. The aim is to
reduce disability, to make health condition as good as possible, mediate, which means that
prospect for health cannot be ensured by the health sector itself; cooperation with voluntary and
non-governmental organization, involving media sectors to make and facilitate a public education
forum in order to increases injury awareness among the community (WHO,1986). The last
strategies will be enabling the community, which means assisting the community to reach their
full health potential through capacity building training. It is important to ensure the availability of
equal opportunities and resources for all. (Figure, 1.4 Page, 15) outlines the Ottawa Model of

Health Promotion.
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Figure 1.4, Ottawa Model of health promotion (WHO, 1986)

Source: Online https://www.who.int/teams/health-promotion/enhanced-wellbeing/first-global-

conference/call-for-action.
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1.1.11 Conceptual Framework of the study

Burn injury has been correlated with age, of the children, comorbidity, illiteracy, and low
socioeconomic status of the family. Each of this are contributing factors for burn injury. The cause
and cost of burn injury treatment can be minimized or mediated by increasing awareness on the
prevention strategies and improving the infrastructure, skilled manpower and applying poverty
reduction strategies. It is suggested in the literature that burn injury patients require regular
therapeutic physical exercise to reduce or minimize the level and extent of disability. This study
was carried out on bio psychosocial approach, whereby interactions between biological,
psychological and social factors determine the cause and outcome of wellness or disease (Engel.,
1977, Kusnanto, 2018, Malhotra & Kaimal,2022) This approach is in contrast with the medical
model which views a problem of a person directly caused by trauma or disease (WHO, 2001). The
relationship between the contributing variables to the injury and the significance of increasing
knowledge regarding burn injury, burn injury rehabilitation, and burn injury prevention
intervention is summarized by the conceptual framework that follows. According to the study's
conceptual frameworks, the following factors contributed to the children's burn injuries: age,
gender, comorbid conditions like leprosy and epilepsy, poverty, and the civil war in Ethiopian
context. Burn injury causes activity and participation limitation and disability. Early participation
in therapeutic physiotherapy exercises and greater awareness of burn injury prevention will lower
the frequency of burn injuries and reduce pain, contracture and stress and increase the activity of

daily living among children,

The management of the burn injury in health facility, cause of the burn level of the damage and
level of awareness of the caregivers on burn injury prevention knowledge will determine the

outcome of burn injury. According to a research assessing the impact of burn education among
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Indian schoolchildren, kids who had competed responded much differently than those who had not
(Keswani, 2001). In children burn injury, it is not possible to predict the injury and to put a
prevention measure, however, the most effective burn injury managements are the prevention of
burn accidents from occurring. Thus, it reduces the outcome of the children mortality and
morbidity related to the burn injuries (Mulatu, et al., 2022). There is no doubt that burning is
always an injury to the covering of the body that is the skin (Gilboa, 2001). Burn can cause
contracture, pain and disfigurement. Early involvement of rehabilitation will reduce pain and

contractures and increase joint mobility and flexibility of muscles.

In conclusion, research suggests that children from families with a basic foundation in burn injury
prevention are more likely to escape severe complications from burn injuries than children without
any burn injury prevention training (Farzan., et al., 2023, Teshale, et al., 2022). for instance, even
though a burn injury is an accident and cannot be predicted, the mother with basic burn injury
prevention training will not apply traditional medicine to the wound region; instead, she will apply
water to the afflicted area of the body and transport the child to a medical institution for further
management unlike the mother who do not have any training on burn injury prevention. Thus, the
most effective way to lessen the severity and extent of burn-related sickness and mortality is

through active burn prevention campaigns and mobilization of the community.

Chapter 2. Literature review

2.1.0 Introduction
This chapter discusses the historical background of the burn injuries, world perspective, African

perspective and Ethiopian perspective of children burn injuries. A Medline search was conducted
as part of the preparation stages of the research methodology, sorting specific papers with

subheadings such as “epidemiology” and “Burn.” The electronics databases including PubMed,
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CINAHL, Medline, Pedro and PSYC INFO were searched for related publications from 2016 to
2020. The terms in the title used was (“Physiotherapy “OR’ Physical therapy “OR”
Rehabilitation). Web based online information was utilized. Google Scholar was used as a search

engine.

2.2.1 Historical background of burn literature

Burn injuries are a common occurrence that have affected people from ancient times to the present.
During Hippocrates (460-377B.C) day, iron was thought to be able to heal illnesses that medicine
was unable to treat. Fire was used to heal those who were not healed by iron. Those deemed
incurable were those who could not be healed by fire (Sowemimo, 1982). The majority of ancient
burn care consisted of topical therapies and can be traced back for centuries. One of the earliest
records of burn treatment was described in an Egyptian Smith Papyrus written in 1600 BC which
advocated the use of resin and honey salve for treating burns (Lee, et al.,2014). The World Health
Organization (WHO) estimates that burn injuries account for around 180,000 deaths and is the
fifth leading cause of non-fatal childhood injuries (WHO, 2022). There are at least eight burn
injury deaths each day in Iran, indicating a high incidence and mortality rate for burn injuries
(Zamanzadeh, et al.,2015). Fire-related burns are the 11th leading cause of death for children
between the ages of 1 and 9 years (WHO, 2021). The WHO broadly defines a burn injury as an
injury caused by heat (Martin, et al., 2000, Othman & Kendrick,2010) whereby the amount of the
temperature of a burning agent on the skin is exceeding above the normal temperature of the human
body. The skin is the largest organ of the human body and the first line of defence to our body
system consisting primarily of two layers, the epidermis and dermis (Martin, et al., 2000). Skin

damage is proportional to the temperature of a burning agent, the length of time it remained in
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contact with the skin and the thickness of the skin. The elderly and incredibly young have thinner

skin thus, they will sustain deeper burns (Potokar, 2013, Mulatu, et al.,2022).

2.2.2. Global perspective of burn injury in children

Numerous and varied studies have been conducted on subjects relating to burn injuries.
Nonetheless, there is a paucity of published research on burn injuries in children in the Ethiopian
context (Mulat, et al.,2022). This led to the investigator’s use of international literature that could
be related to the Ethiopian situation, for comparative reasons. According to WHO, (2020) nearly
173,000 Bangladesh children under 18 years are moderately or severely burned every year. The
study conducted by Mashreky, et al., (2011), in Bangladesh reported that 26% were due to flame
and 25% were hot liquid among the children who sustained burn injury. Electrical burn injuries
constitute about one third of total burn injuries in the same study conducted by Mashereky, et al.,
(2011). In 2008 over 410,000 burn injuries occurred in the United States of America with
approximately 40,000 requiring hospital admission (WHO, 2020). According to the American Burn
Association Report (2018), in 2015 burn injury was the 5 leading cause of deaths in the United
States for children aged 1-4 and the 3™ for those aged 5-9 (Anon, 2018, Mulate, et al.,2022). Nearly
96 000 children under the age of 20 years were estimated to have been fatally injured as a result
of a fire-related burn in 2004 (WHO, 2008). It is estimated that 250 per 10,000 children aged 0 —
4 are hospitalized for a burn’s injury in Western Australia (McGarry, et al.,2013). The systematic
review on epidemiology of burn injuries conducted in the east Mediterranean region by Othman
and Kendrick, in 2010 highlighted that the incidence of burn injury ranged from 112 to 518 per
100,000 per year. It was reported that the burn victims were more frequently young and
approximately one third of the victims were children aged 0-5 years (Othman & Kendrick., 2010).

A retrospective study conducted by Riedlinger, et al., (2015,) in Australia and New Zealand
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indicate that scalding is a common injury in children aged 0-14 years and a frequent reason for
hospitalization despite being a preventable injury. It is estimated that 25,000 children attend
emergency departments (ED) in England and Wales per year with a flame or scald, with 3800 of
these children requiring hospital admission (Battel, et al.,2016). A similar systematic study
conducted on epidemiology of burn injury in Nepal by Tripathee & Basnet, (2017) indicated that
flame burns were found to be the most common burn injuries followed by scald burns among the

paediatric population.

2.2.3 The African perspective of burn injury in children

Sub-Saharan Africa (SSA) experiences over a million burns annually, resulting in considerable
morbidity and mortality (Collier, et al.,2021, Mulat, et al.,2022). Children remain the most
common victims of burns injury in sub-Saharan Africa (Banga, et. al., 2023). In Africa, children
under the age of five years have almost three times the incidence of burn deaths than children
worldwide (Alemayehu, et al., 2020). Children who are below four years have disproportionately
higher mortality compared to the other age group (Tusiime, et al., 2022). Children who live in
poverty have the highest rate of burn injuries. An estimated 18,000 to 30,000 children under the
age of 18 pass away from burn-related illnesses each year in SSA (Alemayehu, et al., 2020).
According to Albert, et al., (2006) relevant and accurate data regarding paediatric burn injuries is
sketchy and incomplete. Burn injuries are a leading cause of hospital admission and are linked to
high rates of morbidity and mortality in young children aged four years or less (Fomukong, et al.,
2019). A study conducted by Biru, et al., (2020) in Ethiopia at Hwassa specialized hospital
revealed that 97.7% of burn injuries occurred at home. Childhood burns place enormous socio-
economic burden on patients, their families and health services (Fomukong, et al.,2019. Mulat, et
al.,2022). Burns are a substantial burden of paediatric injuries, particularly in low and middle-
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income countries, where more than 90% of burn-related paediatric deaths occur (Wesson, et al.
,2013). Whereas a study conducted in South Africa, by Wesson et al., (2013) indicated that South
Africa has a rate of 2.8 burn related deaths per 100,000 children which is more than five times
higher than other upper middle countries in Africa. According to the study conducted
retrospectively in South Africa Red Cross Children Hospital by Wesson et al., (2013) indicate that
between 1995 and 2009, 9,438 children attended the facility due to burn related injuries. Another
study conducted by Alemayehu et al., (2020), highlighted that annually 3.2% of the South African
population acquired burns with 50% occurring below the age of 20 years. Burns are third among
external causes of death in South Africa for children under the age of eighteen (Heeder, et
al.,2012). The children’s burn injury in Dar es Salaam, Tanzania represented 16.3% of reported
injuries (Roman, et al.,2012). The most common contributor to burn injury in Dar es Salaam was
open flame, 36.9%, followed by hot liquids, 33.8%. A community based cross sectional survey
conducted in Egypt by Halawa, et al., (2015) in over 27 Egyptian administrative regions
highlighted that, from a sample population of 1399 households, burn injuries was 20.3 % and the
most common accidental injuries among the children 0-18 years old. When compared to older and
younger children, the incidence of these injuries was significantly higher in males (57.2%) than in
girls, particularly in children between the ages of two and six (70%) (Halawa, et al.,2015).
According to the study conducted by Mohammed, et al., (2012) in Khartoum Hospital in Sudan, a
child below five years constituted 75% of the patients with male dominance in Sudan. Similar
study conducted in South Africa, indicate that male children was more dominant with burn injury
(Wesson, et al.,2013). In contrast, Oduor, (2010) conducted a study in the Rift Valley provincial
hospital in Kenya, where the majority of burn victims were female and the mortality rate was

11.9%, with flame burns being more deadly than scalds. This is in contrast to the study conducted
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in South Africa by Wesson, et al., (2013) whereby the predominant burn injury mechanism was
scald. Of the flame burns, 68% were caused by charcoal or firewood while 32% were as a result
of kerosene-initiated burns. In Kenya, it is estimated that children’s burns are the cause of 20% of
all traumas seen at Kenyatta National Hospital (Wanjeri, 2019). The study conducted by Hassen,
et al., (2010) at Assiut University Hospital in Egypt highlighted that, from 1999 burn injury
children 1444 children treated in outpatient department for burns less than 10% TBSA (Hassen, et
al.,2010), Children under the age of 5 years were most affected and the main cause for burns was
scald 75% followed by flame 20% burn injuries. This finding is in contrast with the finding in

Ghana whereby scald burn injury was 45% among the children with burn injuries.

Burns are important preventable causes of morbidity and mortality (Peck.,2009, Nthumba., 2016).
According to the study report conducted in Cameroon by Fomukong, et al., (2019) indicated that,
a major factor affecting burn care in Africa is the absence of established protocol. This statement
was supported by Mohammed, et al., (2018) state that in Eritrea accurate data on burn injuries are
either unavailable or incomplete information on the characteristics and management of burns were
not available. Certain African nations use standard operating procedures, which include
determining the degree of wounds. However, the management of burn causality in Africa is
challenging. The main contributing factors for delayed management of burn causality could be
frequent occurrence of highly infectious disease such as tuberculosis and HIV/AIDS, political
instability, and terrorist acts in some part of African countries (Nthumba, 2016). In addition to the
above scenario, Sub-Saharan African nations have little funding for preventive measures, pre-
hospital, in-hospital and post- discharge burn care, which contributes to a high rate of burns, high
morbidity, and high death rates (Potokar,2013, Peck,2016, Nthumba,2016). The potential factors

for increasing the risk of burn injuries in Ethiopia were age, gender, and socioeconomic status.
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Naphtha lanterns, which are homemade lights used at night, are a frequent cause of burns.
Furthermore, poorly designed houses, ground floor cooking, as well as underlying disease

conditions such as epilepsy, were considered risks for children burn injuries.

2.2.4 Children burn injury in Ethiopia

Burn injuries are thought to be the cause of 265,000 deaths worldwide each year, making them a
major public health concern (Alemayehu, et al,2020). Burn injuries were first reported in Ethiopia,
as a public health problem in 1993 by Court right, et al., (1993). Burn injuries are a national
problem in Ethiopia (Wolde, et al., 2008, Mulat, et al.,2022). Most burns occur at home, the causes
being scald and flame (Alemayehu, et al.,2020, Van-Niekerk, et al.,2020). In recent years, burn
injuries have been reported as a public health concern among children in Addis Ababa
(Megenagna.,2019, Gate, et al.,, 2022). Despite this understanding, there are inadequate
descriptions of the individuals and circumstances of occurrences of burn injuries in Addis Ababa.
In Ethiopia, there has been an emphasis on hospital-based studies into burn injuries (Derbew &
Ahmed,2006, Alemayehu, et al.,2020). With regard to burn injuries sustained by children in Addis
Ababa, the available data make it challenging to determine the actual cost of burn injuries to the
city’s general population. Moreover, little is known about the epidemiology of burn injuries in the
population that is not present in the burn care facilities in Addis Ababa. This is a significant
knowledge gap to explore further. A systematic review of literature conducted by Edna, et al.,
(2019) in four regions of Ethiopia estimates that burns account for about 1.5% to 9% of injuries in
all age groups and between 4% and 15% of injuries in the paediatric population. The prevalence
of burn injuries in the population under study was exceptionally low and estimated to range
between 0.1 and 1.2% in Ethiopia (Edna, et al., 2019). The study conducted by Jordan, et al.,

(2022) supports the same findings, where children aged 1-4 years contributed to 62% of burn
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injuries. Nega and Lindtj¢rn, (2002) noted the incidence of burn injuries among children less than
five years to be 4.8% in Mekelle town in North Ethiopia. A similar study conducted in Addis
Ababa at the Yekatit 12 burn centre between July 2001 and September 2002 indicated that 121
burn-related injuries of all ages were admitted to the burn unit for management (Edna, et al., 2019).
According to the Ethiopian Demographic and Health Survey (EDHS) (2016), 3% of households
said that they had at least one member who was once injured or killed due to burn accidents in
Ethiopia. More girls (12.0%) experience burn accidents compared to male children (7%) in
Ethiopia (EDHS, 2016). One possible explanation for the rise in burns among teenage girls is

cultural bondage, which includes meal preparation, which increases the risk of burns.

2.2.5 Health Related Quality of life (HRQoL)

Health related Quality of life (HRQoL) is a more comprehensive phrase that includes aspect of
life that are not directly related to health and are instead considered non- medical (such as assessing
how the surrounding area or environment affects overall well-being) that are not directly amenable
to healthcare services and medical products (Varni, et al,2007). The study conducted in the north-
west of Ethiopia's Amhara region on HRQoL and its associated factors by Tibebu, et al., (2021)
indicates that burn injuries lead to severe HRQoL activity limitation and mortality. It has also had
considerable health and economic impacts on the patients. Literature on burn injuries and related
factors on post burn QoL for caregivers and children is scarce (Price, et al.,2021). There is little,
if any, data available on post burn HRQoL among children in Africa. A review of the literature
revealed few reports of psychological support groups for burn survivors and their families in LIC’s
(Barnett, et al., 2017).Research carried out in the united states has demonstrate that a patient’s
capacity to reintegrate into daily life following a burn is not solely reliant on the physical
aspects of the burn; rather , it also depends on coping mechanisms, the support of family and
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society , and the psychological health of the victim (Van-Niekerk ,et al., 2020, Renckene, et. al.,

2021).

2.2.6 Quality life

Quality of life becomes one of the most crucial elements of recovery as the burn survivor enters
the rehabilitation phase (Fonia, 2010). Over the past 15 years, there has been an improvement in
the psychosocial outcome and quality of life for children who have suffered burn injuries
(Blakeney et al, 1998). A through rehabilitation is necessary to enhance functional independence
and lessen the patient's post-traumatic effects. The dedication of the members of the burn team,
their support of patient participation and full engagement in rehabilitation, and their commitment
to patient care can all make a significant impact on the long-term quality of life (QOL) of paediatric

burn patients (Ohgi & Gu., 2013).

In this study the investigator relies on caregivers and children with burn injuries reported outcome
for post burn QoL measure as there is no specific tool to measure post burn quality of life
particularly in African context. Physical trauma, body disfigurement, the social stigma associated
with burn injury completely shatter an individual life (Gautam, et al.,2022). Despite being a
leading cause of death and morbidity for children and young women worldwide, Burn injuries do

not cleanly fit under a single Millennium Development Goal (Peck, 2011).

2.2.7 Physiotherapy's function in burn injuries

Burn injuries are complex and involved injuries that require immediate and specialized
interventions (Chu, et al., 2023). A physiotherapist plays a key role in the acute phase to prepare
the patient both physically and mentally for physical activities (Fonia, 2010, Chu, et al., 2023,).

Rehabilitation begins immediately with a comprehensive approach of physical, psychological, and

25



emotional aspects. The rehabilitation phase begins when the burn wound is reduced to less than
20% of the total body surface area, and it continues until the patient reaches his or her maximum
level of physical and emotional independence (Salisbury, et al., 1983, Morgan & Hendon, 2002).
The physiotherapist’s role during the rehabilitation phase is to collaborate with the patient to plan
and implement a treatment, which will assist the child to regain muscle strength, range of motion,
and function. The goal of the physiotherapist in the management of burn injuries is twofold. First,
the physiotherapist is to assist the patient in regaining his or her pre-burn range of motion, strength,
balance, and posture (Fonia, 2010) and secondly, integration into the family and community. An
important and fundamental component of burn treatment is rehabilitation. It is a process that begins
on the first day of admission and lasts for months or even years after the primary occurrence,
rehabilitation exercises do not start after skin grafts heal or after being released or discharged from
the burn care centre (Morgan & Hennon, 2002, Fonia, 2010). Burns rehabilitation is not something
that is completed by one or two individuals but should be a team approach, incorporating the
patient and, when appropriate, their family. The term ‘Burns Rehabilitation’ incorporates the
physical, psychological, nutritional, and social aspects of care and it is common for burn patients
to experience difficulties in one or all of these areas following a burn injury (Fonia, 2010, Tapfuma,

2020).

Burn injury rehabilitation has been divided into an early stage of rehabilitation and a later stage of
rehabilitation. Early mobilization as tolerated by the patient's condition is encouraged, including
deep breathing exercises to support respiratory function and prevent complications like

pneumonia. The main goal of Physiotherapy in the initial stages of burn rehabilitation is to prevent

26



contractures through the use of appropriate positioning, splinting, and gentle range-of-motion

exercises (Edgar & Brereton, 2004).

The goal of physiotherapy in the later stages of burn rehabilitation is to manage the psychological
effects of the burn injury while concentrating on scar management, increasing muscle strength and
endurance, improving balance and coordination, facilitating functional activities, and reintegrating
into society by addressing issues like walking with little assistance. This phase aims to maximize
the patient's quality of life after the burn healing process (Edgar& Brereton,2004, Fonia, 2010). It
must be understood that they may overlap between the early and later stages depending on
individual progress (Fona, 2010). The burn team members' devotion, commitment to the patient's
care, and encouragement of patient participation and full engagement in rehabilitation can be
effective to young burn patients' long-term life (QOL) (Raipure, et al., 2023). First aid after a burn
injury is considered to be integral to reducing scar and infection, and the need for surgery. The
current recommendation for optimum first aid after a burn is a tap water cooling for twenty minutes

within three hours of the post burn injury (Wood, et al., 2016).

2.2.8 The Associated factors of burns and the impact of burns.

In Africa, burn injuries are linked to a variety of factors, such as socioeconomic circumstances,
environmental risks, and vulnerabilities connected to health. Burns are common in urban slums
and shantytowns, especially because of poverty, congestion, and dangerous housing structures.
Burn risks are also increased by cooking methods such using kerosene lamps and open fires,
particularly when children are involved (Tusiime, etal.,2022). Lack of parental supervision and

certain medical disorders, like epilepsy, can also make the danger even higher.
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The impact of burn injuries is both obvious and invisible. The obvious impact of burn injuries
would be the loss of body parts, such as fingers, legs, and upper limbs, scarring, deformity, loss of
hair, change in body pigmentation; and alterations in the skin texture and loss of sensation
(Potokar, 2013; Lee, et al., 2014). The invisible impact of burn injuries is the physical and
emotional pain and the associated financial burden (Mashreky, et al., 2008). The physical
discomfort may be itching of the wound and intolerance to ultraviolet rays (Lee, et al., 2014,
Potokar, 2013). For common Ethiopians, the expense of burn injury treatment becomes an
obstacle. The trauma associated with burns is influenced by the socioeconomic factors (Frank, et
al., 2001, Ahachi, et al., 2017). In a developing nation such as Ethiopia, with poorly developed
and ill-funded health facilities, poor or non-existent public sector and poor socioeconomic support
systems, the impact of burns on the patient, his family, and their socioeconomic activities can be

quite overwhelming (Ahachi, et al., 2017).

2.2.9 Measurement of burn surface area and depth

It was only at the end of the 19™ century that it was realized that a relationship existed between the
size of a burn and mortality (Lee, et al., 2014). An early attempt at linking the size of burns to
prognosis was carried out by Smart CB, (1876) who studied 12 burn victims from an explosion
aboard a ship and concluded that burn severity was determined by their percent of total body
surface area (TBSA%) size and depth, in addition to other bodily systems that were affected, such
as the airway (Muir, et al., 1987, Devgan, et al.,2006, Lee, et al., 2014). The percentage of body
surface area was calculated by using the rule of nine formulae (Figures 2.1 and 2.2 Page, 31 and

32). The measurement of burn depth is not exact science (Leveridge, 1991, Rice, et al., 2021) but
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there is some agreement about the criteria used for the clinical assessment of burn depth. However,
the complexity of the dynamic changes that occur to the cellular and parenchymal elements of the
skin after burning, has led to the failure to produce an agreed-upon technique for the histological
measurement of burn depth. The determination of burn depth is further complicated by the
dynamic changes in depth that were observed during the acute post-burn period (Watts, Tyler,
Roberts & McGrouther., 2001, Rice, et al., 2021). In the early nineteenth century, Dupuytren
reviewed the care of fifty burn patients, treated with occlusive dressings, and developed a
classification of burn depth that is still used today (Herndon, 2002, Lee, et al.,2014). The diagnosis
of the depth of the burn is difficult (Leveridge, 1991, Herndon,2002, Rice, et al.,2021). The
surgeon uses a combination of two factors to diagnose the depth of the burn: (1) the type and
circumstances of the burn; and (2) the skin's texture and appearance. To assess the degree of
sensation, he or she uses the pinprick test, which involves pricking the skin. The depth of burns
has been measured using a variety of methods, including biopsies, vital dyes, infrared images, and
ultrasounds. Research employs all of these methods to estimate burn depth. These are all
techniques used in research for estimating burn depth. In children, at the surface of the burn
injuries, a superficial or deep layer of the skin is actually destroyed by the heat (Devgan, et
al.,2006,). The deeper layer of the skin and the subcutaneous tissue are severely affected by the
heat because the resistance to heat of the epidermal layer in children is less than that of the adult
skin (Muir, Barclay & Settle, 1987, Rice, et al., 2021). The penetration of burns can be classified
according to the degree of burns. Clinically, burn depth measurement is important as it determines
the appropriate treatment (Spurr & Shakespeare, 1990, Rice, et al., 2021). The currently accepted
categories of cutaneous burn injuries, found in many surgical texts, describe three levels of burn

injuries based on a combination of the clinical estimation of the depth and outcome of the wound.
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These are (1) superficial partial thickness, (2) deep partial thickness (deep dermal), and (3) full
thickness burns or third-degree burns that can affect deep layers of your skin, including fatty
tissues. (4) Fourth degree burns also go much deeper, affecting your muscle tissues, tendons, and
nerves. (Panke & McLeod, 1985; Watts, et al., 2001, Rice, et al.,2021). A superficial burn affects
the epidermis and is a minor injury that leaves the underlying tissue red and painful. This
corresponds to the first-degree burn. Deep partial thickness burns (second degree burns) destroy
the epidermis and dermal layer, but it leaves sweat glands and hair follicles intact. Moist and
blistered, these burns are not sensitive to pinprick, but perception of deep pressure is still intact
(Derstine & Hargrove, 2001; Herndon, 2002, Rice, et al.,2021). Full-thickness burns (third degree
burns) occur when the entire skin layer is destroyed. As a result of nerve-ending destruction, the
victims experience little or no pain. Deep injuries that involve muscle and bone destruction are
sometimes referred to as fourth-degree burns. Electrical burn injuries are very common in the
paediatric population and are usually accidental and sometimes occupational (Shahid, et al.,
2022) The contributing factors for children electrical burn were that the standard of equipment
used at home for heating the water and cooking, as well as the installation of electrical wiring was
below the standard (Rencken, et al.,2021,). Electrical injuries often result in fourth-degree injuries

(Derstine & Hargrove, 2001, Rice, et al.,2021, Shahid, et al.,2022).
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Figure: 2.1 Rule nine Estimation for adult.
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Anterior Posterior

Figure: 2.2 Rule of nine for small children.

Source: online: https://www.emergency-live.com/health-and-safety/calculating-the-surface-

area-of-a-burn-the-rule-of-9-in-infants-children-and-adults/

32



2.2.10 Burn's psychosocial effects on caregivers and children

Research on how survivors and their caregivers rehabilitate and effectively return to their pre-
burn life styles is scarce from LMICs, despite the fact that this is a crucial and often overlooked
global health inequity (Gete, et al.,2022) The long-term psychological stress and the varied
spectrum of psychiatric disorders in burn patients are profound (Abafita, et al., 2020). Advances
in medicine have improved the chances of survival following burn injuries, however, Psychosocial
outcomes have not seen the same improvement, (Woolard, et al., 2023) Paediatric burn patients
are at a higher risk of developing Psychopath-ology compared to the general population (Van
Niekerk, et al.,2020). Policymakers have been persuaded that caregiving is a significant public
health concern by the evidence on the health effects of caregiving that has been acquired over the
previous 20 years (Schulz & Sherwood.,2008). In this study, caregiving denotes care that is
provided by family members or friends rather than by a professional. Caregiving has all the
features of chronic stress experiences (Schulz & Sherwood., 2008, Van- Niekerk et al., 2020,
Woolard, et al., 2023). The association between physical and psychological health and being
informal caregivers are well established (Schulz & Sherwood, 2008, Woolard, et al., 2023).
Globally, low socioeconomic status is also associated with more severe burns and higher mortality
rates (Park, et al., 2009, Peck, 2011). There is a correlation between poor socioeconomic status
and greater fatality rates and more severe burns (Get et al., 2022). The study conducted in Nigeria
by Ahachi, et al., (2017) shows that of the study population of fifty-two subjects with burn injuries,
21.6% had a subnormal social life. Implementation of a dedicated national for psychosocial
support of burn patients should be made accessible to all patients (Druery, et al., 2017, Shahid, et
al., 2022). All patients should have access to a specialized national for psychosocial support for

children and adults with burn injury survival (Druery et al., 2017, Shahid et al., 2022). High rates
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of anxiety and depression are linked to burn injuries and burn depth, according to a 2017 study by
De-Sousa., et al. in India that, evaluated the degree of anxiety and depression among burn

survivors.

2.2.11 Post burn Social Rehabilitation.

Some people may experience feelings of loneliness and isolation after suffering a burn injury. It
could be challenging for them to reintegrate into society and resume their lives as they were before
their injury (Van Niekerk, et al., 2020). Particularly if they have obvious burn scars, they might
feel like they are the only one who has experienced such an injury and may be unsure of how to
reintegrate into society (Wischman & Patterson., 2004, Fonia, 2010). As soon as they are able,
these people should be encouraged to re-establish themselves in their social and professional lives,

and their family members should be encouraged to support this behaviour as well.

Childhood burn injuries can be traumatizing and have long-lasting consequences for adulthood
(DeSousa.,2010). Paediatric burn recovery and rehabilitation are influenced by a variety of factors.
Family dynamics, parental responses, parental mental illness, the role of family members, it is
critical that paediatric burn units understand the importance of having a child psychiatrist and
psychotherapist on their team for rehabilitation. In addition to burn-related treatment, effective
psychotherapy will significantly improve these patients' quality of life (DeSousa, et al., 2010,
2017). Reaching the best possible physical, psychological, and functional outcome for burn injury

victims may be facilitated by an understanding of their social and psychological challenges.
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2.2.12 Burns Prevention

Burn injuries are a global public health problem; fortunately, they are preventable. This has been
demonstrated by the considerable progress made by high-income countries in their burn
prevention strategies, such as Australia, Canada, the United Kingdom, and New Zealand (Wainjeri,
et al, 2018). Cooking-related child burn injuries cause a greater health burden in low- and middle-
income countries (Adane, et al., 2023) Low- and middle-income countries tend to focus on
treatment, with little or no funding allowed for injury prevention and research (Potokar, 2016). But
treatment of burn injuries is expensive, which is why policies and legislation need to be developed
to reduce the prevalence and incidence of burn injuries (Wainjeri, et al,.2018, Price, et al.,2021).
Studies targeting households can result in the identification of risk factors operating in family
setups (Wesson, et al.,2013, Wainjeri, et al.,2018,). Previous burn-related injury experiences in the
family have an elevated risk of causing burn injuries. Risk factors for burn injury differ according
to region, but typically include alcohol and smoking, the use of open fires for space or room
heating, the use of a ground level stove for cooking, the wearing of long, loose fitting clothing
while cooking, high set temperatures in hot water heating, and substandard electrical wiring. Many
of these risk factors are eminently amenable to prevention efforts (WHO, Mock, et al., 2008).
Prevention is a key and truly, the best way to treat a burn is to prevent it from happening in the
first place (Biru, et al.,2020). Effective prevention s will face similar barriers to implementation as
those efforts to improve acute care, but prevention is much more cost-effective and will clearly
reach greater numbers of people (Peck, et al.,2009, Achameyelsh, 2014). The prevention of burn
injuries can be effectively achieved by educating parents about safety measures and improving
health infrastructure. (Price, et al.,2021, Shahid, et al.,2022). It is sad to notice that well-managed

burn injury prevention measures are available in high-income countries (HICs) but scanty
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information on prevention strategies in low-income countries (LIC’s) including Ethiopia. To my
knowledge, there are no efficient and impactful burn injury prevention s in use in Addis Ababa
compared to HIC’s. A systematic review published in 2015 highlighted that implementation and

evaluation of burn prevention program has been limited in LMIC’s (Price, et al., 2021).

2.2.13 Conclusion

Burn injuries have been a common occurrence that have affected people from ancient times to the
present. Children with burn injuries can be found all over the world and in all societies. The impact
of burn injuries varies according to the level and extent of the injury. Application of a tap of cool
water to the affected part of the body for 20 minutes is considered the best treatment to reduce
burn scars and hypertrophic tissue and minimize the number of post burn surgeries. Burn injuries
can cause feelings of isolation and loneliness for some children and caregivers. Reintegrating into
society and returning to their pre-injury lives may prove to be difficult for them. However early
psychosocial support increases the reduction of anxiety and loneliness among the burn injury
children and caregivers. A burn injury prevention proved effective in some countries with a
reduction in the number of children with burn injuries. In contrast, there has been an incomplete
burn prevention without evaluation and implementation strategies in low-income countries,
including Ethiopia. Educating the young male and girl children at an early age will minimize the
extent and level of burn injury during their adulthood, particularly female children in the Ethiopian

context.
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Chapter 3 Methodology and Study 1

3.1 Methodology

This study uses multiple methods. Multiple methods which when two or more research objectives
are conducted and each complete by itself to address research objectives (Driessnack, et al., 2007).
Qualitative and quantitative data represents word and numbers, which are the two fundamental
languages of human communication (Polit & Beck., 2006, Creswell, et al.,2013). The strength and
weaknesses of these two types of data and associated methods are complementary. Thus, by using
multiple methods a researcher can possibly avoid the limitation of a single approach (Polit &
Beck.,2006, Creswell, et al., 2013). Multiple methods research has gained popularity in recent
years. There is some variation in defining multiple methods research, although there is a general
consensus that it combines a mixture of qualitative methods within a project to fully explore a
research question (Leonard,1990, Creswell, et al., 2013,). This method is preferred because it will
best address the objectives of this study. The quantitative study will describe the characteristics of
the target population under study, while the qualitative aspect explores more detailed information
from the caregivers and key informants. In this study quantitative study analysis was done in the
first phase of study and qualitative data analysis was carried out in the second phase of the study.
This strategy was chosen by the Principal investigator (PI) to assimilate the findings according
to the study aim and objectives. The link between all of these is depicted in (Figure 2.3 Page 38)
below. A rescored review is used to evaluate the pattern and circumstances of burn lead to assess
psychosocial effects of burns, the first aid competence of caregivers, the preventative in Addis

Ababa, and, lastly, the quality of life of children who have had burns.
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3.1.0 Chapter 3 Study 1

To assess the patterns, circumstances and characteristics of burn injuries of children
admitted to Yekatit 12 Hospital (A), Myungsung medical centre (B) Addis Ababa burn
emergency and trauma Hospital (C)in Addis Ababa.

3.1.1 Introduction

In this phase of the study, the record review was conducted in three selected hospitals with burn
units in Addis Ababa from August 2022- to November 2022. The selection of the hospital was
based on the criteria set by the principal investigator which states that the hospital will have a burn
unit centre for children. The purpose was for easy access to the children with burn injury medical
records. For the purpose of confidentiality and anonymity the three above- mentioned hospital
was designated an alphabetic symbol of A, B and C in a sequential order in this particular study.
The name of the hospitals was Yekatit 12 hospital(A), Myungsung medical centre(B) and Addis
Ababa burn emergency and trauma (AaBET) Hospital (C). These three Hospitals were chosen as
they serve as referral centres for domestic burn injuries within Addis Ababa and the whole
country. Most patients with burns requiring hospitalization were referred to these hospitals. See

more information about the hospital below.

3.1.1.2 Yekatit 12. Hospital

Northeast of Addis Ababa is home to this governmental hospital that specializes in teaching. It can
accommodate 260 beds and sees about 600 patients every day. It offers every kind of specialist
service, including physiotherapy. The Ethiopian government subsidizes the cost of medical

services. (Source: Public Relations Office at the Hospital).
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3.1.1.3 Myungsung Hospital

This is a private tertiary hospital with 230 beds that is owned by Koreans. It may be found in the
eastern region of Addis Ababa. 500 patients a day are expected to visit the facility. It is a fee-
paying hospital with all specialized services, including physiotherapists. (Source: Office of

Hospital Records Management)

3.1.1.4 Addis Ababa Burn Emergency and Trauma Hospital (AaBET)

This public referral hospital is connected to Millennium Medical College's St. Paul's Hospital.
Provide 250 beds for burn emergency and trauma patients, together with 12 ICU beds for the
treatment of burn injuries. It is situated in the heart of the Addis Ababa city government. 600
patients are reportedly seen each day. The hospital has a physiotherapy centre in addition to all

specialties (Source: Addis Ababa, March 2022, Hospital Public Relations Office)

3. 1.2 The aim of the study

The aim of the study was to identify the pattern of burn injury in Addis Ababa at three burn care

Hospitals.

3.1.2.1 Objective of the study

The objectives of the study were to assess the patterns, circumstances and characteristics of burn

injuries of children admitted to Hospital(A), Hospital (B) and Hospital (C) in Addis Ababa.
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3.1.2.2 Source of population

Records of patients under the age of eighteen who sought medical attention in the inpatient and
outpatient departments of the aforementioned hospitals between January 1, 2016, and December

31, 2020, served as the study's source.

3.1.2.3 Study population

The study population for this study were patients with burn injuries who are less than 18 years of
age who visited inpatient and outpatient departments of Hospital (A), Hospital (B) and Hospital
(C) within the specified period of time (1stJan 2016- 31% Dec2020) for getting help for their burn

injuries.

3.1.2.4 Study settings

Three carefully chosen Addis Ababa hospitals hosted the study. The fact that the three hospitals
listed above serve as Addis Ababa's primary burn treatment and rehabilitation facilities serves as
justification for selecting them as study centres. It was anticipated that all patients with burn
injuries would be referred to these facilities for acute and subacute phase resuscitation and
rehabilitation. This will facilitate the researcher's recruitment of volunteers for the remaining
study. Additionally, the entire nation refers patients to the Centre for management and

rehabilitation.

3.1.2.5 Study design

A retrospective descriptive study design was used. Retrospective record survey is a popular

methodology widely applied in much health care-based disciplines such as clinical audit and
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epidemiology (Matt & Matthew., 2013). When studying different group characteristics and the
population is diverse, stratified sampling is the ideal method. It helps prevent specific population
attributes from being overrepresented or underrepresented, which can happen with basic random
sampling. The population size of each catchment area of research site was not available to conduct
stratified sampling. As a literature, indicate even if the sample is representative of the whole

population, there will still be an element of error in the outcome (Carolyn ,1995, p 21-34).

3.1.2.6 Piloting

The instruments in this study were piloted for all study objectives at the same time in order to
reduce the frequency of time caregivers and medical staff travelled to medical facilities during the
data collection period in Addis Ababa because of the Coved 19 Virus pandemic. An explanation
of each study objective instrument piloting procedures is provided below. The primary goal of
conducting the pilot study on the data collection tool and questionnaires was to evaluate the quality
of the data recorded on children's files and the possibility of recruiting participants for the study.
Furthermore, to pre-test the use of the data capturing sheets, questionnaires and interview guides
to identify any gaps in the tools, and the length of time required for a research assistant. Piloting
was performed on both qualitative and quantitative instruments prior to the main study. The pilot
study was carried out after the approval of the protocol and ethical clearance was received. The
data from the pilot study was analysed to identify the gaps and areas that require clarification. For
the study of record review two files for each of the years under review (2016-2020 = 10 files) were
selected randomly and the information on the folder was captured on the data capture tools. This
will help to identify potential challenges with the record review and the data capture tool.
Amendments to the data collection tool or procedure were made after identifying the

problems. Thus, the data collection period was extended from Monday through Friday from 8
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a.m. to 4:30 p.m. to Saturday at 12 p.m. the following day. The change to working time gives
extra working hours to give enough time for file collectors to identify files from the store. The data
capture sheet was adapted from the literature search and tested using two blinded research
assistants, to establish if they captured the same information in the same way. The data capture
sheet (Appendix,3.2 Page,222) was appropriate in retrieving all the information from the
electronically and manually stored information from the three hospitals as the information
retrieved was the same. The information took between 10 to 15 minutes to retrieve from each file.
Piloting of the first aid practice and other study objectives questionnaires were translated into the
local national language Ambharic by a professional translator (Appendix 3.8, Page,238). The
translation was done forwards and backwards: first from English to Amharic and from Amharic to
English and compared the similarity of wording. Then the translated version was distributed in the
burns outpatient department to 12 of the study participants (Moore, et al., 2011) to establish if

there are any confusing words or sentences in the questionnaires.

The interview guide was sent to the health workers in the burns clinic to get their input about the
type of questions and make amendments as per their recommendations for relevance and clarity.
All possible changes were made according to the research settings and objectives of the study. The
particular change that was made was the definition for burn injury in Amharic translation was not

clear and changed into human body or skin burn injury.

3.1.2.7 Instrument

The pertinent data was extracted from the hospital records using a data capture sheet that was
modified and adapted from Nasih, (2010) (Appendix, 3.2, Page, 222). There were two portions to

the data capture sheet. The patients' socio-demographic data is provided in the first section, and
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details about the type of burn injury, the body parts injured, the cause of the burn, the depth of the
burn, the total surface area affected, the patient's residence, and the hospital treatment received are

provided in the second section.

3.1.2.8 Sample size

Sample size calculation was based on studies by Gessess & Yibeltal, (2017) which indicated that
the prevalence of patients with burn injuries was 6.4% in Yekatit 12 hospital in Addis Ababa.
The sample size was calculated by using a single population proportion formula by considering
the following assumption (Hicks, 1997, Nasih, 2010,): P=6.4% prevalence of burn injury among

children; Level of Confidence =95%; Margin of error (d) = 5%

n=(Za/2)2 X P (1-P)

d2

n= minimum sample size required, p= prevalence of burn injury, d= margin of error and Za/2

standard normal value at (1-a;) 100% confidence level.

N=(1.96)2 X 0.064 (1-0.064) = 94 per clinical facility, total 94x3 = (282)

(0.0025)

3.1.2.9 Procedure

Half day training was given for data collector’s qualified physiotherapists and principal registered
nurses who were recruited to serve as research assistants by principal investigators. The training
was focused on the data collection tools, how to access records and capturing each item in the

instrument accurately. It was conducted before the actual data collection date. Close monitoring
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was done by the principal investigator to ensure the quality of the data. The medical records for
the period of 1st January 2016 to 31st December 2020 were reviewed. The records for patients
who were less than 18 years old and sustained burn injury were identified from the registry in the
paediatric outpatient department of the respective hospitals. Once the folder number was identified
the name and diagnosis of the child was followed up with the admission ward and record
department where the folder of all discharged patients was retained. Information as per study

objectives was extracted onto the data extraction sheet.

3.1.2.10 Ethical considerations

The documentation review was carried out for two months, from the 23rd of August 2022 to
October 14th, 2022. Ethical approval was obtained from the Human Research Ethics Committee
(HREC:M211105) of the University of Witwatersrand (Appendix 3.3 Page, 230), Human research
committee Yekatit 12 Hospital Y12HMC 026/22 (Appendix, 3.4 Page, 231), Myungsang
specialized Medical centre human research committee MCM 153/22 (Appendix,3.5, Page, 232)
and for AaBET from St Paul Millennium Hospital human research committee PM 23/987

(Appendix, 3.6, Page, 233).

3.1.2.11 Inclusion criteria

The inclusion criteria include all selected patient's charts of children of 0- 18 years of age with

burn injury, which was with complete medical record.

3.1.2.12 Exclusion criteria

A file where the handwriting is not clear and a file with wrong file number and missing information

was excluded from the study.
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3.1.2.13 Data analysis

The data was checked manually for completeness and consistency and coded and exported into
Microsoft Excel and the outcome variables (Gender, Tbsa, Age Location, Aetiology, Depth and
Site of burn on the body) were analysed using descriptive statistics. Analysis of the data was done
using the Statistical Package for Social Sciences (SPSS) version 26. All clinical and socio-
demographic data were grouped into nominal and interval data. Findings were summarized using
means, medians, and standard deviations, frequencies and percentages for categorical data. Chi-
square was conducted to identify associations between variables. All information regarding the
row data, a soft copy and hard copy was kept in a safe place for three years with the principal

investigator.

3.1.3 Outcomes for study 1

Study 1 outcomes will be discussed in this section. With the use of tables, figures, flow charts and
bar charts, the sample's characteristics were described in relation to the demographic profile and
clinical data. The chi-squared statistical test was used to conduct inferential statistical analysis,
examining relationships between burn injuries and variables like gender. There are two subsections

that include the results:

1. The study encompassed the socio-demographic features of all children admitted to the three

hospitals in Addis Ababa with burn injuries, whose files were analysed.
2. Characteristics, pattern and circumstances of burn injury.
15,600 medical records were obtained from the three hospitals between January 1, 2016, and

December 31, 2020. These documents pertain to children who were seen both as outpatients and
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as inpatients. All children seen at the hospital for orthopaedic, surgical, and other conditions were
included in this figure. Out of all the files, only 350 (2.24%) had records of children who suffered
burn injuries, and only 282 (80.6%) of those met the study's inclusion criteria. Due to incomplete
information, mislabelled folder numbers, and unreadable handwriting, 68 (19.4%) of the files

could not be used. See flow chart below (Figure 3.1 Page, 48).
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3.1.3.1 Socio demographic characteristics

A total of n=282 folders were identified and analysed: 103 (36.5%) folders from hospital (A), a
total number of n=73 (25%) folders from Hospital (B) and a total of n=106 (37.6%) children
folders from Hospital (C). There were more female children n=59 (59.3%) than male children
(n=44, 44.7%). (Figure 3.2 Page,48) Enrolled children admitted to Yekatit 12 Hospital,
Myungsung Christian Medical Centre and Addis Ababa Burn Emergency and Trauma Hospital in

Addis Ababa. See Table 3.1 Page,51 below.
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Figure 3.2: Admitted children from a total of 350 children at three Hospitals (n=282)
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3.1.3.2 Characteristics of age group, gender, location and degree of burns.

Of 282 study sample 134 (47.5%) were of the 0-4 age group, with 136 (48.2%) male children. The
mode for gender was zero (0). Regarding the location 225 (79.8 %) of the total study subjects were
from Addis Ababa area while the remaining 57 (20.2%) were from surrounding village within 3-

4 Km radius. The second degree burn 215 (76.2%) was more common burn injuries.
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Table 3.1 Age group, gender, location and degree of burn (n=282)

= Hospital A Hospital B Hospital C
Characteristics 282 n= 103 n=73 N =106
Age, in years
0-4 134 63 (61.2%) 42 (57.5%) 29 (27.4%)
-5-9 60 18 (17.5%) 11 (15.1%) 31 (29.2%)
10-18 -88 22 (21.4%) 20 (27.4%) 46 (43.4%)
Gender
Male 136 44 (42.7%) 36 (49.3%) 56 (52.8%)
Female 146 59 (57.3%) 37 (50.7%) 50 (47.2%)
Location
Addis Ababa 225 88 (85.4%) 59 (80.8%) 78 (73.6%)
Outside Addis
Ababa 57 15 (14.6%) 14 (19.2%) 28 (26.4%)
Degree of Burn
injury
1st 28 10(10.0%) 14(19.2%) 4 (3.8%)
2nd 215 85 (83%) 55 (75.3%) 75(70.8%)
3rd 28 5 (4.9%) 2 (2.7%) 21 (19.8%)
4th 11 3 (2.9%) 2 (2.7%) 6 (5.7%)
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3.1.3.3 Type of burn.

The three most common types of burns were thermal (273, or 96.8%), electrical (2.1%) and
chemical (3.1%). The cause of burn hot liquid and flame (Table 3.2) is shown below. Children
who sustain burns from chemicals or electricity are rare injuries, and their care varies widely
(Alemayehu., etal.,2014). While chemical and electrical burns are uncommon, they have a high
morbidity and fatality rate. Electrical burn injuries are common in Addis Ababa among children
0-4 years old. Although there has been more research on electrical burns in children than chemical
burns, to date no established true epidemiological data in electrical burn injuries among the
children in Ethiopia. Because of their very low frequency, electrical and chemical burns were not

covered in this study.
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Table 3.2 Type of burn and cause of burn (n=282).

Frequency (n- Percent (%o)
)
Thermal 273 (96.8%)
Type of Chemical 3 (1.1%)
burn -
Electrical 6 (2.1%)
Hot liquid 141 (50.0%)
Flame 117 (41.5%)
Gas stove 6 (2.1%)
Electrical 6 (2.1%)
Cause of Charcoal 5 (1.8%)
burn _
Hydrochloric acid 3 (1.1%)
Hot metal 1 (0.4%)
Matches 1 (0.4%)
Kuraz 1 (0.4%)
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3.1.3.4 Percentage of total body surface area burn

Total body surface area (TBSA) ranged from 0-15% for the majority of children (n =133 (47.2%),
16-25% for n = 99 (35.1%), 26-35% for n = 34 (12.1%), 36-45% for n = 11 (3.9%), and above

46% forn =5 (1.8%).

3.1.3.5 Site of the burn injury on the body.

The thigh (n=87; 30.9%) was the most frequently afflicted body part, followed by burn injuries to
the upper arm (n=67; 23.7%). Injuries to the upper lower extremities were n = 61 (21.6%) for
hands and n = 67 (23.7%) for arms. 53 injuries to the head and neck (18.8%) and 57 injuries to the
anterior trunk (20.2%). Fourteen (4.96%) of the children had burns on their genitalia and perineum
area.

Table 3.3: Site of burn injuries (n: 282)

N (%)
Head and neck 53 (18.8%)
Trunk and chest
Anterior trunk 57 (20.2%)
Posterior trunk 31 (11%)
Upper extremities
Upper arm 67 (23.7%)
Hand 61 (21.6%)
Lower extremities
Thigh 87 (30.9%)
Feet 48 (17.02%)
Genitalia and perineum 14 (4.96%)
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3.1.3.6 Age distribution of cause of burn according to the age group

The contingency table of 3 x 5 shows that the majority of the flame burn injuries were within 0-4
age group 50 (37.5%) followed by 10-18 years’ age group 43 (48.9%). Scald burn was seen in
75(56.0%) children among the 0-4 years whereas the 10 -18 age group only had 36(40%). Among
the 0-4 age group only 4 (3.0%) had electrical burn injuries while 2 (2-3%) were among the 10-18
years. More chemical injury was observed among 10-18 years’ age groups. flame was the
predominant cause of burn among pre- pubertal and pubertal 10-18years of age. The contingency
test result indicates that the association among the age group and the cause of burn was weak. P-

value (0.329). See the Table below:
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Table 3.4 Cross tabulation of cause of burn and age group (n:282)

Cause of burn injury

Flame Scald Electric Charcoal Hcl acid Total P value
n:117 (%) n:141(50 %) | n: 6(2.1%) | n 5(1.8%) | n:3(1.1%)
0-4 50(37.5%) 75(56.0%) 4 (3.0%) 0 1(0.7%) 134 (47.5%) 0.329
5-9 24(40.0%) 30(50%) 0 3(5.0%) 1(0.7%) 60 (21.2%)
Age
10-18 | 43(48.9%) 36(40.9%) 2(2.3%) 2(2.3%) 2(2.3%) 88(31.2%)
group

282
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3.1.3.7 Contracture

Of the 282 children’s folders, 106 (37.6%) children developed a contracture as the result of burn

injury in their extremities.

Table 3.5: Frequency table of contracture (n: 282)

Frequency Percent

No 176 62.4%

Yes 106 37.6%
Total 282 100%
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3.1.3.8 Contracture case by age group (n:282)

The table below shows the number of children who are affected by the burn injury and who
subsequently developed contractures. The analysis shows that 35(26.1%) were in the age group
category 0-4, 23 (38.3%) from the 5-9 age group and 48 (54.5%) from the 10-18 age group. The
relationship between developing contracture and the age group was shown to be statistically
significant (p value 0.001). Risk estimate was conducted, and it shows no significance between
contracture and scar development because the odds ratio result was above 1. To be significant the
odds ratio must be less than 1. The result for 95% confidence interval (CI) shows that the whole

range was above 1 thus, the p value was >0.05. (see Table 3.6).
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Table: 3.6 Contracture cases per age groups (n: 282)

No Yes Total
0-4 99 35 134
73.9% 26.1% 100%
Age group 5-9 37 23 60
61.2% 38.3% 100%
10-18 40 48 88
45.5% 54.55 100%
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Contracture * scar tissue Cross-tabulation (2x2).

Table 3. 7 Cross tabulation

Scar tissue
No Yes Total
No
Contracture 168 (96%) 8 (4.0%) 176
Yes
96 (91%) 10(9.0%) 106
Total 264 (93.6%) 18 (6.7%) 282
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Risk Estimate.

Table 3.8 Risk Estimate

OR 95% CI P-value
2.188 (0.835-5.730) >0.05
1.054 (0.983-1.130) >0.05
0.482 (0.196-1.183) >0.05
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3.1.3.9 Gender and degree of the burn

In this study of records, burns caused primarily by hot liquids were found to be the main cause of
children burn injuries as in several earlier investigations conducted in sub-Saharan Africa and other
regions (Gebreab, et al., 2019). The majority of burns were 2" degree burns 215 (76.2%), and the
most affected gender was female children 146 (51.8%), compared to male children. This could be

attributed to the bondage of the female children to their mothers. The p-value was 0.823.

3.1.3.10 Gender and thermal burn

In this study, scald/hot liquids and flame burn injuries were considered thermal burn injuries. The
results indicate that out of a total of 273 thermal burn injuries, 80 (58%) female children sustained
scald burn injuries, and 58 (42%) sustained flame burn injuries, whereas 103 (76.2%) male

children sustained scald burn injuries and 32 (23.7%) sustained flame burn injuries. (Table 3.9).

63



Table: 3. 9 Gender and thermal burn injury

Scald Flame Total
n (%) n (%) n (%)
Female 80 58% 58 42% 138 (100%)
Gender
Male 103 76.2% 32 23.7%) | 135 (100%)
183 90 273
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3.1.3.11 Thermal, and others burn and gender (2X2) crosstab

Two variables were subjected to the crosstab analysis. There was a correlation between gender
and thermal burn injuries, according to the nominal factors analysis. The null hypothesis was that
there was no correlation between this variable and burn aetiology or gender. The results of the
Fisher exact test showed that the p value was less than 0.001, the OR was 16.3, and the 95% CI
was (6.9-38.6). According to the results, girls are more likely to get burn injuries. This outcome
demonstrates the need for Addis Ababa to establish a burn prevention specifically for female

children. (See Table 3.10, below).

Table: 3.10 Gender, thermal, electrical and chemical burn 2x2 table.

Gender Thermal  (Scald/Flame) | Electrical and | Total
(n=221) chemical (n=9)
Female 141(97%) 3(3%) 146
Male 80(59%) 6(41%) 136
282

Fisher exact test p=1.00

Odd ratio 95% CI P.value

16.3 6.9-38.6 <0.001.
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3.1.3.12 Age group and TBSA

At Hospital (A), the majority of children (n = 35, or 70%) had 0-15% of their whole-body surface
area among the 0—4 age group, whereas n = 17 (or 39.5%) of the children in the 10-18 age group
had 0—15% of their total body surface area. at Hospital (C). Only 24 (60%) of the children ages 0—
4 had 0-15% TBSA sustained at hospital(B). Only 11 children (28.0%) sustained TBSA 16-25%
at Hospital (C), compared to 17 (58.6%) at Hospital (A) and 16 (64.0%) at Hospital (B) among the
0-4 age group. 10 children (58.8%) in the 0—4 age group suffered 26-35% TBSA burn injuries at
Hospital (A), compared to just 5 (45.5%) in Hospital (C). According to the data, 2 children (66.7%)
between the ages of 10 and 18 had burn injuries at Hospital (A) that resulted in 36% TBSA. There
was just one case 0-4 age group at Hospital (A) and 4 from age group 10-18 at Hospital(C) with
burn injury of 46% and above TBSA of burn. (Table 3.11). Further Chi-square test analysis shows
that body surface area was significantly associated with age group at hospital A. The data was
decoded and Pearson chi-square=7.464 and P-Value was 0.024. The remaining attributes were

not significant. See the Table 3.12 Page,69 below.
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Table 3.11 Cross Tabulation of Age Group by Total body surface Area (n: 282)

Cross tabulation

Age group, * Total body surface area and facility
n =282 0-4yn (%) | 5-9y n (%) | 10-18y n (%) | Total Present
0-15 A | 35(70%) | 10 (20.0%) | 5(10.0%) 50 100%
Total body 24(60.0%) | 7 (17.5%) | 9 (22.5%) 40 100%
surface
0, 0, 0, 0,
area c | 12(27%) | 14(32.6%) | 17(39.5%) 13 100%
16-25% A | 17(58.6%) | 5(17.2%) 7(24.1%) 29 100%
B | 16(64.0%) | 2(8.0%) 7(28.0%) 25 100%
C | 11(24.4%) | 12(26.7%) | 22(48.9%) 45 100%
26-35% A | 10(58.8%) | 3(17.6%) 4(23.5%) 17 100%
B | 1(18.7%) | 2(33.3%) 3(50.0%) 6 100%
C | 3(27.3%) | 3(27.3%) 5(45.5%) 11 100%
36-45% A | 1(33.3%) | 0(0.0%) 2(66.7%) 3 100%
B | 1(50.0%) | 0(0.0%) 1(50.0%) 2 100%
2(33.3%) | 2(33.3%) 2(33.3%) 6 100%
46%and above | 0(0.0%) 4(100%) 4 100%
1(100%) 0(0.0%) 1 100%
282 100%
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Table 3:12 Chi-square test

valid case n=106

Hospital Pearson chi-square P value
Hospital (A) Number of 7.464 0.024
valid cases n=103
Hospital (B) number of 1.215 545
valid cases n=73
Hospital (C) Number of 528 .768
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3.1.3.13 Facility and Gender of admitted children for burn injury at the hospitals

According to the findings, 53 (18.8%) female and 50 (17.8%) male children with thermal burn
injuries were admitted to Hospital (A). 32 (11.3%) female, and 41 (14.5%) male children were
admitted to Hospital (B), and the remaining 46 (16.3%) female and 60 (21.2%) male children were
admitted to Hospital (C) in Addis Ababa. The majority of the male children, 60 (21.2%), were
admitted to Hospital (C), while 53 (18.8%) of the female children were admitted to Hospital (A).
The estimated date of hospitalization from the burn unit record ranges from 1-15 days at Hospital
(C), 7-21 days of admission at Hospital(A), and 1-6 weeks of admission at Hospital (B). The
relationship between facility and number of days admitted was shown to be statistically significant

with a p value of <0.001.
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Table: 3.13 Gender and facility admission

Facility Total
Hospital A | Hospital B Hospital C
Female 53 32 46 131
Gender Male 50 a1 60 151
103 73 106 282

3.1.3.14 Result of Bivariate and Multi-Variate Binary analysis.

Bivariate analysis examines two matched data sets to see whether they are related. Using two or
more variables, multivariate analysis determines whether any of them are correlated with a
particular result. In the latter instance, the objective is to identify the factors that affect or contribute
to the result. Majority of the victims were female and the age group 0-4 were most affected age.

There was no association between burn injury and gender. The range was 17 for the children age.

According to the multivariate analysis, there was no correlation between the aetiology of burn
injury and total body surface area (P-Value 0.084). While the number of hospital admission days
were not significant with the father's caregivers’ p-value of 0.078, the number of days and mother
were significant with a P-value of 0.017. Physiotherapy services and the degree of burn injuries
were significantly correlated (P-Value 0.001). There was no relationship between the total body

surface area and age group. Further statistical analysis of Binary logistic analysis of contributing
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factors for contractures shows that there was no significance between age and gender. Model
goodness of fit was checked by Hosmer and Lemishow test. after checking both bivariate and multi
variate logistic regression model was implemented and variables having P-Value less than or
equal 0.05 were considered statistically significant. (see table 3-14 below)

Table 3.14 Multi nominal logistic regression analysis

Model Fitting Information

Model Fitting Criteria Likelihood Ratio Tests
-2 Log
Model AIC BIC Likelihood Chi-Square Df Sig.
Intercept Only 703.256 717.823 695.256
Final 616.352 849.434 488.352 206.904 60 <.001

Likelihood Ratio Tests

Model Fitting Criteria Likelihood Ratio Tests

AIC of BIC of -2 Log

Reduced Reduced Likelihood of Chi-
Effect Model Model Reduced Model Square Df Sig.
Intercept 616.352 849.434 488.352% .000 0 :
Facility hospital 641.137 845.083 529.137 40.785 8 <.001
name
Location 611.071 829.585 491.071 2.719 4 .606
Type of burn 619.664 823.611 507.664 19.313 8 013
Occupational therapy 612.395 830.910 492.395 4.044 4 400
Physiotherapy 606.083 780.894 510.083 21.731 16 152
Total body surface 614.667 818.614 502.667 14.315 8 074
area
Recoded degree of 683.973 902.487 563.973 75.621 4 <.001
burn comparing 2nd
degree with other
Recoded causes of 626.760 830.707 514.760 26.409 8 <001

burns as Flame, Hot
liquid and other
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The chi-square statistic is the difference in -2 log-likelihoods between the final model and a reduced
model. The reduced model is formed by omitting an effect from the final model. The null hypothesis
is that all parameters of that effect are 0.

3.1.4 Summary of the results

The study’s objectives were to assess the pattern and circumstances surrounding burn injuries in
three Addis Ababa hospitals. Inall, 15,600 children sought medical attention at the aforementioned
hospitals. Of the children with burn injuries, a statistically optimum sample of 282 records was
analysed. Hospital (C) 106 accounted for the majority of the burn injury children's folder (37.6%),
with hospital A (103) coming in second (36.5%). Gender-wise, 146 (59.3%) were female and 136
(51.8%) were male. Female demonstrated dominance. This was an unusual finding, considering
the majority of the research on children burns (Ramajisthan et al., 2005, Odondi, et al., 2022)
supports the idea that males dominate in childhood burn injuries. The possible explanation for the
dominance of Male children could be more likely than girls to engage in risky behaviours like fire
play, exploring dangerous situations, and participating in activities involving flammable materials.
These behaviour’s are often influenced by peer pressure and contribute to the higher likelihood of

burn incidents that male children experience than female children.

The majority of the 225 children (79.8%) were from Addis Ababa. With 273 (96%) of the burns,
in this study, thermal burns were the most common form of burn injuries. (Thermal burns include
flame and scald burns.) Electrical burns came in second with 6 cases (2.1%), while chemical burns
accounted for the remaining cases. No suicidal effort to burn oneself or cause burn injuries was
documented. The two most common types of burn injuries were flame burns 117 (41.5%) and
scald (hot water) burns 141(50.0%). Table 3.4. Page, 58 (3.x4) presents cross-tabulation statistics

indicating that children aged 0-4 experienced a higher incidence of hot water burns n = 75 (56.0%)
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compared to flame burns n = 50 (37.5%). The result revealed that 53(18.8%) female and 50
(17.8%) male children admitted at Yekatit 12 hospital and 60 (21.2%) male and 46 (16.3%) female
children was admitted at AaBET hospital where as (18.8%) and (14.5%) children admitted at
Myungsung hospital respectively. In relation to the days of hospitalization majority of the children
was admitted at AaBET hospital 1-15 days and 7-21 days at Yekatit 12 hospital whereas from 1-
6 weeks at Myungsung hospital .80 (58%) female sustained scald burn injury and 103 (76.2%)
male children sustained scald burn injury while 42% female children sustain flame, and 23.7%
male children sustained flame injuries. (Table 3,9 Page, 64). In this study only 6 (2.12%) children
sustained smoke inhalation injuries, and 14 (4.9%) children sustained genitalia and perineum area
burn injuries. The following is a summary of the burn injury pattern and characteristics in this
study. Most victims were female, most children had burns with a total body surface area between
0 and 15%, most burn depths were second degree, and hot liquid or scald was the main cause of
burn injuries. At Hospital C, more children were admitted. The majority of children with burn
injuries (85.4%) came from Addis Ababa. In every hospital in Addis Ababa, mothers were the
primary caregivers for children with burn injuries. The body parts that were most impacted were
the upper and lower extremities. After suffering burn injuries, 16 (5.6%) children died and 106
(37.6%) children were developed contractures. Fisher exact statistical test conducted and revealed
that girls are more likely to get thermal burn injuries than male children. p. Value <0.001, OR 16.3
and 95% CI was (6.9-38.6). Burn injuries brought on by chemicals, and high electrical voltages

were not included in this study. (See table 1 Page, 52, Figure 3.4, Page, 77, Table 3.10, Page, 65).

3.1.4.1 Age and gender

Of the 282 burn cases, the majority of them were female (146, or 51.8%). The female

predominance prevailed in the 0—4 age group, whereas male children are more exposed to scald
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burns in the age group between 5 and 9 years, and more (43%) of the children in the age range of
10-18 were exposed to flame burn injuries. This study concurs with study conducted in Tanzania

whereby more male children exposed for the scald burn.

3.1.4.2 Causative agent and degree of burn

In this study Scald burns accounted for 105 (48.8%) and 19 (67.9%) of the burn injuries among
the children with first-degree superficial burns and second-degree/partial-thickness burns,
respectively. Nonetheless, flame burns accounted for most burn injuries among the 6 (54.5%)
individuals who had third-degree or full-thickness burns. Second degree/partial thickness burns
affected 215 (76.2%) of the children, followed by first degree/superficial thickness burns, and third
degree/full thickness burns 56 (19.9%). Chemical burns, electrical burns, frostbite burns, contact

burns, and sunburn injuries were out of the scope of this study.

3.1.4.3 Availability of Allied Health professional services in Addis Ababa for burn patients

In terms of the availability of allied health care, all hospitals provide dietician, social worker
physiotherapy, and insignificant or very limited occupational therapy services to patients. These
were due to the shortage of skilled occupational therapist on burn management in the country. The
counselling services were conducted by a social worker at the hospital. All children get services at
the government hospital. Some of the services of rehabilitation were available, except occupational
therapy by the time of this study. However, services like clinical psychologist, orthosis and

prosthesis services were not available in all three hospitals in Addis Ababa
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Rehabilitative support offered for burn patients (n=282)

244

Physiotherapy Psychology Dietician Occu pational
thermpy

Figure 3.3: Rehabilitation service (n: 282)
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According to (Figure 3.4 Page, below), 16 children died following burn injury, 9 had amputations,
and 106 suffered contractures. Despite its tiny size, this statistic has clinical relevance. As
literature indicates children with burn injuries suffer from isolation, disfigurement and pain which

lead to poor academic performance and socio- economic constraints on a family budget.

OUTCOME OF BURN PATIEINTS

9

%
.
.
.

Figure 3.4: The outcome of burn injury.
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3.1.4.4 Discussion on Rehabilitation services offered at the hospital

Out of the children in this study, only 181 (64.2%) received physiotherapy services, while 101
(35.6%) did not. Additionally, the number of therapy sessions varies from every day to once per
week. A dietitian saw 174 (61.7%) children daily, whereas a social worker saw 85 (30.1%) children
daily. Only 9 (3.1%) children were treated with occupational therapy (Figure 3.3 Page 75).
Therapeutic exercises can be described as bodily movements prescribed to correct impairment,

improve musculoskeletal function, or maintain a state of well-being (Carolyn, 1995), Anon, 2023).

They are described as a variety of exercises that put an emphasis on preserving and regaining
flexibility, stability, strength, and balance. Restoring the wounded patient to a completely
functional, pain-free state is the primary objective of therapeutic activities (Fonia, 2010, Anon,
2023), From the perspective of physical therapy, joint mobilization, strengthening, endurance,
flexibility, balance, and coordination exercises were the rehabilitation activities documented in the
patient record at the hospitals. However, the record shows that patients were not followed
up regularly for exercise after burn injuries. The children with burn injuries who exercised
benefited from better cardiovascular health, better bone weight maintenance, more self-
confidence, and enhanced social skills. Musculoskeletal mobilization decreases joint space and
ligament shortening and inversely increases the range of motion and flexibility of muscular tissues;
this reduces subcutaneous tissue oedema and increases patient range of motion and participation

in activities (Rice, et al., 2021).
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3.1.5 Discussion

It was hard to obtain the records of every patient admitted due to inadequate record management
at one of the hospitals and this needs remedying. Burn are a global health concern, burn injuries
represent a significant threat to our health and our economy. They present a challenge for medical
professionals as well as a significant cause of stress for the victims and their families (Nduaguban,
et al., 2022). Burn injuries are among the most prevalent health conditions worldwide especially

children, military, and victims of fire accidents (Mamo, et al.,2023).

The results of the study will be discussed in correspondence with the aim and objectives of the
research. The study's aim was to assess the patterns, circumstances, and characteristics of burn
injuries sustained by children who were admitted to the three clinical sites. The sample
sociodemographic data revealed that 146 female children and 136 male children sustained burn
injuries. One possible reason for female children's dominance in this study could be that in
Ethiopian culture, females are more attached to kitchen activities, and they are prone to burn
injuries, mostly in the pre- and post-adolescent age group. For infant and kindergarten children
with burn injuries, the main reason could be the knowledge gap on prevention among the mothers

or caregivers.

The striking finding was that one child sustained a chemical burn injury from the peripheral
location of Addis Ababa, which is not a common finding for chemical burn injuries. The study
found that burn injuries were mostly caused by scald and flame. Oduor, (2010) observed similar
results in the Refit Valley Provincial Hospital in Kenya, where girls made up the majority of the
victims. This is in contrast to the results of Halawa et al., (2015) in Egypt, who found that boys
were more impacted than girls with burn injuries (57.2%) of them. The possible reason for this

could be that, boys are more active and tendencies of exploring the surrounding environment. In
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Addis Ababa study scald burns account for 141 (50%) of the total burn injuries. Similar findings
to this study were found in a South African study by Wesson et al., (2013), which indicated that
scald burn was the primary contributing cause for burn injuries among children aged 0 to 18.
Another study carried out at the AaBET Hospital in Addis Ababa by Mamo et al., in (2023)
revealed that burns on children were primarily caused by scalds. One of the contributing factors
for scald injuries among young children could be a knowledge gap in the dangers of burn injuries
and an awareness of the impact of burn injuries. Young mothers have no experience taking care of
the young ones at home and lack knowledge of the risk of burn injury. The study conducted by
Tusiime, et al. (2022) in Kampala, Uganda, highlighted that under five children from single
mothers and teenage mothers, were more likely to get burn injuries such as scald or hot fluid burns
in Uganda. The results of this study support those of Rediliner, et al., (2015), who found that scald
was the most frequent cause of burns in children in Australia. This is not the case with the findings
in Tanzania's Dar es Salaam. Open flames accounted for (36.9%) of burn injuries in Dar es Salaam,

with hot liquids coming in second at (33.8%).

The contributing factors for this could be that cooking is done primarily on the floor, it is possible
that young children in their toddler years (0-3), explore the environment and more likely to knock
over pots and kettles as cooking was done mostly on the floor in Ethiopian context. Cooking
methods that include charcoal, gas stoves, and open fires on the ground that are easily accessible
by young children can result in moderate to severe burn injuries. This is the typical cooking
practice in Ethiopian rural areas, where people cook on the ground. Only 6 (2.12%) inhalation
injuries were found in this investigation. In study conducted by Ramakrishan et al., (2005) burns

by inhalation were observed in 7 (77.8%) of the 0—18-year-old children in India.
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These burns with smoke inhalation were uncommon and linked to severe flame burns. The factor
that contributed to the increase in flame burn injuries in Addis Ababa among females compered to
male children was associated with the cultural beliefs that females are not allowed to work on the
farm in my home village in Ethiopia or outside the house and that they are responsible for taking
care of children and cooking at kitchen. This was consistent with research conducted with findings
from Felegehiwot hospital (2017) in Ethiopia whereby female were more affected with flame
burn injuries as compared to the males. The assumption that more female affected than male
children with flame burn injuries was based on the literature. Research done at Bahir-dar, Ethiopia
by Mulatu.et al., (2022) showed that 0.46% of paediatric female populations were more affected
than males. In the age range of 0—4, scald burns accounted for (50.0%) of all burn injuries in Addis
Ababa study. These results are consistent with those of Ramakrishan et al., (2005), who found

that scald burns were the most common type of burn among the 0—4 age group in India.

In Ghana, children less than ten years accounted for 53.5% of all burn admissions. A similar trend
has been reported elsewhere; in Turkey, children younger than five accounted for 44.6% of the
burn admissions. It is clear from the above studies that children bear much of the burden of burn
injury, not only in Addis Ababa but in other low- to middle-income countries. In this study, 14
(4.9%) children sustained burn injuries around the genitalia and perineum area. Burns surrounding
the genitalia were a clinical concern for physiotherapists due to the increased risk of contractures
forming. Over 50% of the children had upper limb injuries, which may result in restricted shoulder
and elbow range of motion as well as potential contractures of the wrist and fingers. This finding
concurs with the study conducted in Nairobi by Mutisa & Khainga, 2010 whereby the upper limbs
were the commonest site with about 5% burn injuries among children 0-4 years old. The most

prevalent total body surface area in the 0—4 age group was 0-15%. It was observed that females had
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a greater impact than males. These results are in conjunction to the prospective study carried out
at the AaBET Hospital in Addis Ababa by Mamo et al. in 2023. To reduce contractures and attain
ideal hand function, close coordination with occupational therapists and a multidisciplinary team

will be required.

3.1.6. Conclusion

A serious burn injury remains the most severe and devastating injury, despite the tremendous
advancements in the medical field. Burn injuries are therefore a burden on both the individual and
society. Children's burn injuries are becoming more widely acknowledged as a significant
contributor to morbidity and mortality in developing nations. The literature that is currently
available on burn injuries in children indicates that burn injuries primarily affect children under
the age of five. The majority of burn injuries in youngsters were caused by flame and scald burns.
The most common type of burn in this study was second degree burns. The relationship between
facility and number of the admission date among the children was shown to be statistically
significant (P-Value 0.001). Most children received physiotherapy and dietetic services at the
hospital, whereas occupational therapy services were not easily available. This study did not
capture burn patients who were not present at the hospital. In other words, children with burn
injuries who were unable to go to the hospital for initial post burn physiotherapy assessment and
treatment were excluded from the study. Hence the word not captured implies the above
explanation. Environmental and health risk factors that may have contributed to burns, such as
unsafe home conditions, co-morbidities such as epilepsy, leprosy, or insufficient child supervision,
were also not explored. The contributing factor to the limited services of occupational therapists
was the availability of training centres in the country. The service of Occupational therapists for
burn rehabilitation is crucial. Occupational therapists provide pressure garments for burn wound
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scar tissue reduction and assessment and provision of adaptive devise for post burn adjustment of
activity of daily living. However, the public and hospital staff members are not well-informed
about the advantages of occupational therapy interventions for treating burn injuries. Burn injuries
in children remain a serious challenge in the face of widespread lack of awareness regarding safe
practices in handling hot and flammable items at home as well as ignorance regarding standard
first aid measures (Nduaguban et al., 2022). As was suggested by scholars in the field of burn
management, prevention is the key to reducing burn accidents and should be implemented at both
the legislative and community levels. A constant education approach is most important for the
sustainability of the burn prevention and its evaluation. The biomedical model of treatment should
be replaced with holistic approaches that take into consideration the child, the family and the
environment. As physiotherapists, our approach to the management of burn injuries would thus be
holistic. Thus, community development in health is located in a theoretical framework in which
people and their health are seen within the context of their social interaction with their
environments. In order to treat burn injuries in children, it is critical to understand the nature of
the causative agent as this may help the clinician assess the extent of the burn. The majority of
burn epidemiological studies have been conducted in hospitals, excluding the large number of burn
cases that never make it to a hospital. Therefore, no study to date has fully presented the true
epidemiology of burn injuries, especially in developing nations like Ethiopia. The reviewed
literature on burn injuries focused primarily on prospective and retrospective studies in children
with burn injuries. Burns caused by electricity and chemicals are more complex and often do not
resemble other types of burn injuries. Funding and time constraints did not allow for such extensive
data collection, and it is acknowledged that the results may not be generalizable to all burn injuries

in Addis Ababa.
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3.1.7 Recommendation

Burn injury accidents were most likely to occur in the home, especially in the kitchen According
to estimates from the World Health Organization (WHO,2021), 43,000 Africans lose their lives to
burns annually, or 6.1 per 100,000. According to Albertyn et al. (2006), burn injuries are
increasing in Africa. The authors identified poverty, illiteracy, and migration to urban slums and
shanty towns and socio-economic status of the family as contributing factors for children burn
injuries. Burn injuries occur in all societies and places. Burn injuries can be avoided, but because

they happen by accident, they cannot be prevented. Therefore,
I recommend the following based on the study findings;

» To enhance the management of hospital records, namely at hospital A

» To support a focused for preventing burn injuries in Addis Ababa and the surrounding
region.

» More community-based research is required to identify the risk variables.

» All Addis Ababa burn centres and regional health institutions should have allied health
specialists with the necessary training, including physiotherapists, occupational therapists,

dieticians, and clinical psychologists.
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Chapter 4 Study 2

Chapter 4: Study 2: The psychosocial impact of burn injuries on children and their
caregivers in Addis Ababa.

4.2.1 Introduction

The effect of a flame or hot liquid burn on a child can have profound psychological and emotional
consequences for caregivers (Philip & Rumsey, 2006; Lerneval, et al., 2023). In addition to acute
feelings of intense guilt, caregivers of children who have burn injuries frequently endure confusion
regarding the course of therapy and the long-term implication of the condition (Partridge &
Robinson., 1995; Van-Niekerk et al., 2020; Woolard, et al., 2023). This could include significant
levels of anxiety and depression at both the inpatient and outpatient stages of their child’s
management plan (Phillips & Rumsey., 2008). Depression has been found in around 50% of
parents of children with burn injuries (Kent, et al., 2000; EI Hamaoui, et al., 2006; Vlastelica,
2014). The purpose of the study was therefore to assess what happened to the caregivers through
the process of caring for their child with a burn injury at home. Literature suggests that no study
was carried out to investigate the impact on caregivers during and after discharge from the hospital
in Addis Ababa (Tibebu, et al., 2021). In this study, all those who are attending to or taking care

of children who sustained burn injuries are considered as a caregiver.

4.2.2 The aim of study 2

The purpose of the study was to investigate the physical and psychological impact of burn
injuries among the children and caregivers in Addis Ababa.

4.2.3 The objective of the study.

To explore the psychological impact of burns injury among the caregivers and children.
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4.2.4 Methodology.

Figure below outlines the Methodological flow chart explaining the sections of this chapter.

PHILOSOPHY

DESIGN

w

SANMPLING
STEATEGY

"

DATA COLLECTION
AND AWNALYSIS

Figure: 4.1. Methodological flow chart.
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4.2.4.1 Philosophical assumption.

In this study the philosophical assumption was ontological. Philosophy means the use of abstract
ideas and their beliefs (Lincoln & Guba., 1988, Creswell, et al.,2013). Ontology relates to the
nature of reality, being and its characteristics (Creswell, et al.,2013). The study’s focus was thus
to understand the feelings, emotions, perceptions, and experiences of post burn injuries among

caregivers and children.

4.2.4.2 Source of population.

The source of the study population for this objectives was children less than 18 years of age and
caregivers who visited the inpatient and outpatient departments of the hospitals for medical care

during the data collection period.

4.2.4.3 Study population.

The population for this study was current caregivers for children less than 4 years, children 5to 9
years of age and adolescent children above 9 years of age who sustained burn injuries and were

treated at the hospitals for burn injury during the data collection period.

4.2.4.4 Study setting.

The study was conducted at Hospital (A), Hospital (B) and Hospital (C), in Addis Ababa.

4.2.4.5 Study design.
The research used a qualitative, explorative methodology. In order to gather pertinent data,

interviews were conducted. Perceptions and experiences were intended to be studied since this

technique was thought to best address the study’s research topic. The design allows a phenomenon

86



to be studied and described, whereas valuable reflections of the individuals can be presented (Polit

& Beck., 2008, Creswell, et al.,2013).

4.2.4.6 Study sample.

The caregivers were purposefully sampled as follows: caregivers and proxy caregivers for children
less than 5 years old; caregivers of children 5-9 years old; and caregivers of children 10-18 years
old. Children 5 to 18 years of age were recruited for one-on-one interviews. The children were
purposefully sampled as follows: 5-9 years old and 10-18 years old. The selection of the
participants was conducted through purposefully sampling methods. Purposeful sampling, also
known as purposive sampling, is a non-probability sampling technique in which a researcher
specifically chooses participants based on particular traits, expertise, experiences, or other factors
that are pertinent to the goals of the study (Creswell, et al., 2013). The sample size was dependent
on when the information collected from study participants during the interviews became saturated.
In this study, data saturation occurred when 12 caregivers were interviewed. The recruited

participants were enrolled in one interview session only.

4.2.4.7 Instrument.

An interview guide was used when interviewing the caregivers and their respective children. The
interview guides are available in the appendices (Appendix 4.1, 4.7 Pages, 246 and Page, 255).
The purpose of the respective interview guides was to provide a framework for a moderator to ask
and probe questions. Using an interview guide increases the comprehensiveness of data collection

(Morgan, 1996; Anderson, et al., 1996; Wong, 2008; Creswell, et al., 2013).
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4.2.4.8 Procedure.

There was an interview with current caregivers and one-on-one interviews with children 5-18
years old. A comfortable and conducive venue for the interview was identified within the hospital
environment in collaboration with hospital management. Interviews were conducted by the
researcher and a research assistant with children 5-18 years old, their current caregivers, and the
proxy caregivers who were accompanying the young children during one-on-one interview time.
The main reason for the caregivers joining the young children during the one-on-one interview
session was the requirement by the hospital to accompany underage children to encourage the
children to participate and to reduce anxiety and fear. The caregivers interpreted some unclear
information from very young children (0—4) for the investigator. The information sheet about the
study was given to the participants by the researcher or research assistant (Appendix 4.2, Page,
244; Appendix 4.3, Page, 248). The venue and time for the interviews depended on the
participant’s agreement based on the location of the hospital. The interview was conducted in the
Amharic language. The interview took between 30 and 45 minutes with the interviewee (Wong,
2008). One-on-one interviews with the children took 20-25 minutes, although it depended on the
child’s attention span and how much they had to say. The additional information was gathered
through field notes, whereby the words and mannerisms of the participants were captured, and
interviews were conducted until data saturation occurred. There was no incidence of stress or
anxiety related to the interview among the caregivers and children. Informed consent for care
givers and informed assent for children were obtained prior to the interviews (Appendix 4.4, Page,

249; Appendix4.5, Page, 250).
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4.2.4.9 Inclusion and exclusion criteria.

The primary caregivers were interviewed if the following inclusion criteria were met: (1), age 18
years or older; (2), parent or primary caregiver to a child or adolescent 0-18 years of age who
experienced a thermal burn injury within 12 weeks, which means the study will cover all children
who have been involved in burn injury accidents within the last 12 weeks and who were admitted
or had a follow-up appointment with the surgical team. Children were excluded if family members
were unable to give informed consent. One-on-one interviews with children were conducted if the
children met the following criteria: (1), age 5-18 years; (2), they had a thermal burn injury in the

past 12 weeks.

4.2.4.10 Ethical considerations.

The British Psychological Society emphasizes that children develop differently from adults in
terms of their abilities, comprehension, and emotional states. Furthermore, they acknowledge that
although children are distinctive individuals, they are still members of families that participate in
their care and decision making. In order to make sure that children are not exposed to risk during
study, collaboration between parents and researchers is crucial. These pertain to several ethical
issues, including the right to withdraw, informed consent, and secrecy and anonymity (Anon,
2021).This thesis adhere to  the British Psychological Society (BPS) code of ethics to which all
researchers working in the field of human health are expected to adhere, which is based on four
main principles: respect for the autonomy, privacy and dignity of individuals and communities;
scientific integrity; social responsibility; maximizing benefit and minimizing harm

(Fermandez.,2008, Anon.,2021). Children, as a population, have traditionally been underserved in
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research for a variety of reasons, including a protectionist attitude of some individuals, difficulties

in recruiting adequate numbers for rare diseases (Fernandez, 2008).

4.2.4.11 Method of Data analysis.

Qualitative content analysis focuses on the interpretations of texts and is commonly used in
behavioural science as well as caring sciences (Thyme, et al.,2013). The Data was analysed using
content analysis. Content analysis uses a descriptive approach in both coding of the data and its
interpretation of qualitative counts of the data (Morgan,1993, Creswell., 2013). The method was
applicable in various kinds of texts and interpretations can be done at different levels, which makes
it suitable to use it to study and interpret text from voice-recorded or tape- recorded interviews. A
content analysis as described by Thyme, et al. (2013) and Creswell., (2013) was therefore used in
this study for data analysis. During the interviews, both the researcher and research assistant were
present in order to make the interpretation of the non-verbal language easier, like facial expressions
and body language. Each interview was voice- recorded and thereafter transcribed word for word

by the researcher.

Thereafter the researcher and the research assistant, together, read all of the data and identified
parts of the text that were useful and responded to the aim of this study. The meaning units were
condensed into shorter meanings, and each of these were given a code. Thereafter these codes were
abstracted, which means to raise the underlying message to a higher logical level by creating
categories and sub-categories (Thyme, et al., 2013, (Cresswell.,2013 p 179-180) which also

functioned as topics to present the result.
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4.2.4.12 Trust worthiness.

The Lincoln and Guba (1990) criteria for qualitative research outlined that, Credibility,
conformability, dependability, and transferability were used to assess the data's trustworthiness.
The reliability or truth value of qualitative research and the openness of the study's methodology
are essential to the validity and use of the conclusions (Connelly, 2016). Many qualitative
researchers agree with the criteria stated by Lincoln and Guba (1985). The researcher built a strong
relation with caregivers and children in order to increase credibility, and every participant engaged
with the research setting and data analysis period for an extended length of time. When there was
disagreement of opinion with a supervisor in Addis Ababa who was located locally, talks were
held to come to a consensus. For the checking of results by the research team members, a summary
of the interviews and results was presented online for research assistants, both voice recording and
field note documentation. The conformability and dependability of the data were assessed through
member checks by colleagues and participants. In addition, external checks were carried out by
two nurses, two physiotherapists, and one doctor who had not participated in the study and

confirmed the accuracy of the study.

4.2.5 Result of psychosocial impact analysis

4.2.5.1 Participants profile

In this study the participants were comprised of: (1) adult current caregivers of burn injury
children, (2) children with burn injury aged 10-18 years old, (3) current children with burn injuries

age 5-9 years’ old who were admitted to the above-mentioned hospitals in Addis Ababa from 21st
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August 2022 to 20th November 2022. The characteristics of the participants of the study and socio

demographic data results were presented in tables for each group of the study below.

4.2.5.2 Characteristics of caregivers (n=12).

The table below explains the composition of the care givers who participated in the study and

their statement.

Table 4.1: Composition of the participants (n=12) — Caregivers.

Participant | Age Sex Marital Educational | Residence | Facility

# status level
1 23 F M Primary AA A
2 19 F S Primary AA B
3 34 F M Secondary AA C
4 21 F M Primary AA A
5 37 F M Primary AA C
6 34 F M Elementary AA B
7 24 F S Primary AA A
8 22 M D Secondary AA C
9 26 F M Primary AA B
10 26 F M None AA B
11 25 M M Primary AA A
12 26 F SEP Collage AA C

Key: M= Married S=single D= Divorce Sep = Separated Aa= Addis Ababa F= Female, M=
Male, Facility = Hospitals

Statement paragraph for each caregiver participants.
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Table: 4.2 The table below explains the statement of each respondent (caregivers) who
participated in the study.

Case # & | Meaning unit Condensed Code Subcategory | Category
Gender meaning
1(F) "You know; my Feeling bad, | Feeling guilty Inability to Post burn depression
child was burned by | uncertain sleep, syndrome
flame while | was Family bondage | restlessness
next to him.
Surprisingly, | Disbelieve
cannot believe what
happened to him,
and ‘I feel bad.*
2(F) It is not easy for me | Not taking Regret Unhappy life | Feeling bad for the
to forget in my life | care for her situation.
what happened to child during | Left alone
my child in my the injury
absence. Education | time, Bad Education to | Prevention
on prevention is suggesting memories reduce burn
very important for importance of
mothers. education education
3(F) “Uh “All my friends | Loss of jobs Loneliness and Lack of Isolation
are no more visiting | and friends unsecure future | Economic
me because | am not and social
visiting them, and | Cause lack of support
lost my Job because income Loneliness
of my child burn
injury.
4(F) .. since that night | Bad memories | Restless Lack of sleep | Depression and
always see flashin | and stressful Nightmare psychosis
my dream, and it life Insomnia
disturbed my sleep
Healthy
instability
5(F) “Well” My child fell | Blocking No playing Raising Education and
down and got objects on the | place awareness motivational speech
burned while way while the about the
coming to great child was Small kitchen burn injury
me...I feel very sad. | playing ,delay | area in the kitchen
I want them to dress | on dressing Limited rooms area
the wound wound
frequently
6(F) I am living in a Those who One or two Socio Importance of the
small house, and | are living in rooms economic family and standard
cannot afford to Addis Ababa status of the | of community
have a big house in | like me not family accommodation
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Case# & | Meaning unit Condensed Code Subcategory | Category

Gender meaning
Addis Ababa. For afford a big
those who are living | house
like me, the chance
is high that their
children will suffer
burn injuries.

7(F) | feel bad my child Physical Contracture, In adequate Importance of
is not running after | Impact of burn | Scare tissue Rehabilitation | rehabilitation and
the burn injury, and | injuries Pain service prevention of
I am worried about Disability
his future. educating
the public is a good
idea

8(M) “Umms, ... | hate Lack of Few equipment | Inadequate Importance of well-
that evening when adequate and health staff. | services established
my child got burn health service rehabilitation centre
injury, I took him to | in the local No adequate
the clinic and they clinic or health | medication
referred me to post for burn
Yekatit hospital, injury No medical staff
without helping my to take care for
child. Now my child burn injuries at
is ok and my family clinic level
is also visiting me.

But always he cries
because of pain

9(F) The hospital is Satisfied with | Received Increased More focused
doing well with my | the service, adequate care awareness on | training manual
child treatment and | education class burn needed, to maintain
they taught us about | at Abet prevention standard of
how we prevent Hospital rehabilitation of burn
burn injury every
week, my child isat | Awareness of | No training Identification | Empowering the
Abet hospital. | the community for training caregiver through
know Cheshire rehab community
foundation who mobilization and
come to our village training.
occasionally.

10(F) we were drinking Very afraid Gap in first aid Need more Indication for First
coffee on the and using liti knowledge and | scientifically | aid education and
veranda and while traditional first | prevention approved burn injury
my child was aid mechanism | strategies prevention Prevention material
playing he fell down | as burn injury methods

on the hot charcoal,
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Case# & | Meaning unit Condensed Code Subcategory | Category
Gender meaning
my husband applies | first aid pre- Delay in
Liti on him and we | hospitalisation | changing Evidence
rushed to yekatit 12 dressings on based Resource limitation
Hospital and my More material | wound budgeting
child was admitted, | | needed at local
Still remember the clinic level
way how we”
shocked by that
incident”, however,
thanks God my child
wound is healing
gradually. But the
changing of dressing
is very long days.
11(F) “You know” No more Isolation Stress, Stress related illness
Because of my child | socialization Activity and depression
burn injury 1 am and child participation Disability
stigmatized by my developed limitation Poverty
friends and | am contracture
taking care of my Job loss
child at home, and
no one visiting me.
My child is not Financial Limited
walking and constraints resource
developed
contracture on the
knee. My contract
was terminated
following the burn
injury of my child.
12(F) “you know” Proposal for | Social support Isolation Establish community
Since my child got | Community group, from social support group
a burn injury my social support | Poverty community on burn injury
husband left me group gathering victims.
alone. There is no establishment, | Lack of
counselling at the financial counselling Involvement
hospital, I missed burden, there of spiritual
social gathering, and | was no fathers for
I do not have sleep. | psychosocial counselling’s
“I am proposing to counselling
have social support | service

group in the hospital
for burn injury
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Case # &
Gender

Meaning unit

Condensed Code

meaning

Subcategory

Category

victims and
caregivers”.

4.2.5.3. Characteristics of Children’s and statements of 10-18 years old children (n=5).

The table 4.3 below explains the composition of the children aged 10-18 who participated in the
study and their statement.

Table 4.3 composition of the children

Participant # Age | Sex | Educational Residence | Facility Cause of
level injury
1 12 M Grade 6 AA A Flame burn
2 14 F Grade 7 AA Flame burn
3 13 M Grade 5 AA B Hot water burn
4 17 F Grade 11 AA A Flame burn
5 16 F Grade 10 A.A C Scald burn

Statement paragraph

Below is the response to the interview. Each statement represents the participants’ view.

96




Table 4.4 Statement of the participants (children 10-18Y'rs) (n=5)

of changes in my

appearance caused

Mother absent

Case # & | Meaning unit Condensed Code Subcategory | Category
Gender meaning
1(M) ...my close catcha | Living  with | Flame Delay in
fire and | rn ncl hoolwork .
ire and | got bu uncle, schoolwo Activity
hand, : o
on my han Worried about h houl limitation
shoulder and chest. I | Chest, shoulder
was brought up by and hand burn Lack of
my uncle, and | Student prevention Knowledge
. knowledge
missed my exam. Han n
and and Student gap
Oh, I have been shoulder burn Loss of
a|mOSt two WEEkS at Depression WorrIEd independence
burn unit. I am not
happy with my hand Depression
appearance °
2 (F) Ok, I still remember Recalling the
what happened to . event. . .
PP In appropriate Kitchen wall | Education
me in that day.... I .
placing of hot
as playing with m - .
Was piaying wi y liquid in a b |
brother and I fellon | | . Above norma
kitchen ‘
the hot water in our temperature 0
kitchen, and my water
brother called my Lack of
mum and She tOOk arental
- P Major burns
me to the clinic later | gujdance
| was transfer to a Financial Psychosocia
burn centre. because burden | support
need
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by burn, I am
uncomfortable in the
presence of my

friends.

Poor protection

Isolation

3(M)

Burn is very bad,
since | got burned |
am not going to
school because of
pain in my leg and
the students do not
like playing with me.
| always staying at
home and watching
television with my
cousin it is very

boring

Understanding
the impact of

burn.

Limited

activity

Participation
limited.

Boring life

Health risk life

Un happy life

Lack of

interest

Activity
limitation and
participating

limitation

Depression

Disability

4(F)

Since the date of my
injury, | do not have
enough sleep, the
wound is itching,
pain full and
irritating me. My
mum is  always
giving me a pain
Killer and a massage
on my leg. | worry
about what others
say about my body.
with looking at her

scars, because it

Lack of
enough sleep
due to Itching
and pain and
forced to
Taking pain
Killer

Anxiety

Irritability

Caregiver

Dependence on

drug

Restless

Insomnia

Drug abuse

Drug addict

Activity and
participatio

n limitation
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reminded her of
everything that had
happened.

5(F)

My injury caused me
not to stand on my
feet and | always
supported to stand
and walk. 1 have
been attending a
physiotherapy since
the accident. My
family are always
with me and visit me
at the hospital every
day. The hospital
staff were good and
supporting me  with
counselling’s  and

giving a lecture on

burn prevention
which is | am
interested to know
more

Activity
limitation and
Participation
limitation
which lead to
depend on
someone. On
rehabilitation
and receiving
good support
from the

health workers

On

rehabilitation

Health worker

support

Limited activity

Positive for life

Rehabilitation

Motivation to

improve

Psychosocial

support

Self esteem

Confidence
to overcome

the situation

4.2.5.4 Characteristics of children of 5-9 years old children (n=5).
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The table below explains the composition of the children aged 5-9 years who participated in the
study. Table 4.5 below

Table: 4.5 Composition of children 5-9 age (n=5)

Participant | Age Sex | Educational | Residence | Facility Cause of injury
# level
1 5 M K/garden AA A Scald burn
2 7 F Grade 1 AA C Scald burn
3 9 M Grade 3 AA B Flame burn
4 6 F Grade 1 AA A Candle burn
5 8 M Grade 2 AA A Scald burn

Below statement table for children 5-9 years (n=5).

(All names are pseudonyms)
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Table 4.6 statement of the children (n=5)

Case # | Meaning unit Condensed Code Subcategory | Category

& meaning

Gender

1(M) I am afraid teaand Flame burn Flame Isolation Fear
porridge because last My upper
time 1 got a burn injury | body was Stigma Poor Stigmatization
on my hand and leg affected. Upper limbs, protection
children laughing at me | Children burns
at school laughing

2 (F) Yes, | am seven years | Covered with | Wound Activity limitation
old. My name is Ababa. | close the management Activity
My mum, carried me | wound first aid limitation Management of
to a hospital on that day | application Limited wounds
and they covered my movement and Participation
wound with closeness | And able to participation | limitation
at the hospital. I cannot | walk and run. | Contracture, limitation Contracture
walk now. | was limited range of
playing with my sister motion

3(M) My name is Taye. After | And able to Restless
the burn injury, 1 do not | sleep Insomnia
get enough sleep at Family support
night, I am afraid to Pain on the Self-perception
sleep alone and I sleep | neck.
with my younger
brother, | have painin | Family Pain
my neck. | was playing | bondage and
with my brother when | activity
I got a burn injury

4 (F) Ok, my name is Afraid of a Fear Fear of hot objects
Fikrete, and | am six- fireplace. and fire
year-old. | am afraid to | socializing Good support | Anxiety
touch the fire or hot with family Family
water. | was playing and friend’s involvement
with my brother at classmate
home. | like playing Like dancing | Dancing
and dancing at the
school

5(M) Nightmares
My name is Abush, and | Stove on the Stove, floor Floor cooking
I am 8 years old. | was | floor Nightmare
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Case # | Meaning unit Condensed Code Subcategory | Category
& meaning
Gender
running to the house Nightmare
and kicked the stove.
Since then I have had Socializing Watching Insomnia
nightmares and | do not | playing movies Interested on
have a good sleep at Animal Animal nature
night I can’t run. Ilike | movies Contracture
my school because we | Not run No good sleep
play together football. Contracture

At home | want to
watch animal movies.

4.2 6 Result of the sociodemographic characteristics of the participants.

4.2.6.1 Socio demographics Characteristics data of the participants (caregivers).

A total of 12 participants (83.3 %) were females and the remaining were males. Seventy-five

percent (n=9) of the caregivers were below 27 years old. Sixty-six percent were married. The

majority of participants (n=7, 53, 3%) completed primary education (Table 4.7).
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Table 4.7:

Socio -demographic characteristics of caregivers (n: 12).

Demographic characteristics (n:12) (%)
Male 2 (16.7%)
Gender Female 10 (83.3%)
Below 27 years 9 (75%)
Age Above 28 years 3 (25%)
None 1 (8.3%)
Elementary 1 (8.3%)
Education Primarily 7 (53.3%)
Secondary 2 (16.7%)
Tertiary 1 (8.3%)
Married 8 (66.7%)
Marital status Single 2 (16.7%)
Divorce 1 (8.3%)
Separated 1 (8.3%)
Facility A 4 (33.3%)
B 4 (33.3%)
C 4 (33.3%)
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4.2.6.2 Socio- demographic characteristics of children 10-18 years.

The majority of the children 3 (60%) were below 15 years old and 2 (40%) above 16 years old
(40%) of the children were at primary and secondary school respectively. Female children

(60%) show dominance above the male children (40%) (Table: 4.5).

Table 4.8 socio demographic data of children 10-18 years (n=5).

Demographic characteristics (n:5) (%)
Male 2 (40%0)
Gender
Female 3 (60%0)
Below 15years 3 (60%0)
Age
Above 16 years 2 (40%0)
Primary 2 (40%0)
Junior Secondar 1 20%
Education y (20%)
High school 2 (40 %)
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4.2 6.3 Socio demographic data of children 5-9 years (n=5).
In relation to the gender a majority of the children were male n=3 (60%). Most of the participants

were above 7 years old n=3 (60%). As for the educational level, according to Table 4.6, forty

percent were in grade 2, and twenty percent were in grades 1 and 3.

Table 4.9 socio-demographic data of children 5-9 (n=5).

Demographic characteristics | n 5 (%)
Male 3 (60%)

Gender
Female 2 (40%)
Below 7years 3 (60%)

Age

Above 8 years 2 (40%)
Kindergarten 1 (20%)
Education Grade 1 2 (40%)
Grade 2 1 (20%)
Grade 3 1 (20%)
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4.2.6.4 Overview of the qualitative result.

The chosen design of this study was qualitative and explorative in order to present valuable
reflections of each individual (Polit & Beck., 2008). During the analysis process, two
comprehensive categories summarizing the psychological reflections of caregivers and children
post-burn injuries were identified. Namely, psychological problems and disability; in addition,
seven subcategories emerged that were perceived as challenges to the management of
psychological impact among the caregivers and children in Addis Ababa. In Ethiopia, children
with burn injuries had no post-discharge community follow-ups (Gebreabe, et al., 2019; Teshale,
et al., 2021). Due to these challenges, it has a negative impact on the psychological health of burn
injury survivors and caregivers. The results are explained in the following sections using the direct
quotations and responses of the participants. In this thesis, the interpretation of the results was

from the point of view of a physiotherapeutic approach rather than a purely medical approach.

Table 4. 10 Overviews of the result.

Category Subcategory
Lack of counselling facility
Guilty feeling
Psychological problems Depression ,fear anxiety

Activity limitation

Disability Participation limitation
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4.2.6.5 Psychological problems

A burn injury event and subsequent hospitalization are potentially distressing for children, to
explain the child's experience of a paediatric burn injury (Egbert, et al., 2020). The burn injury
affects both the caregivers and children’s psychological wellbeing (Wiechman and Patterson,
2004; Abachi, et al., 2017). This was revealed by the data analysis that most of the children 0—7
years old and the caregivers had difficulty sleeping, loneliness, nightmare, and fear of the hot liquid
compared to the children between 10 and 18 years old. The caregiver often felt that they had lost
all their friends because of their child’s burn injuries, and the caregiver had no one to speak to in

the event of an emergency. Table 4.1: caregivers (#3 and #12).

.. “Since that night I always see flash in my dream, and it disturbed my sleep “(caregiver #3(F)).

“You know” Since my child got a burn injury my husband left me alone and my mother is the
one supporting me and my child. | missed social gathering, and 7 do not have sleep. “I am
proposing to have social support group in the hospital for burn injury victims and caregivers”.

(Caregiver#12, (F), # 1(F), #2(F), #3(F)).

4.2.6.6 There was no counselling facility at the hospital.

The frequent response re-occurring on the analysis was the issue of no counsellor at the hospital
for burn victims.

“A mother with 7 years old boy who sustained right leg noted, that psychological trauma is not
easy to get rid of it, without proper intervention and support from the health professionals, but
as | have been observing in this hospital no one approached and offered counselling for my child

and myself. No proper children playing ground . (Caregiver F # 12)
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According to the opinion of other participants I am stressed when | see my child condition there
isno one is offering a counselling to my child as the result | always feel going to my pastor to
pray. There was a shortage of social workers and clinical psychologists at the facility. (Caregiver

F#T7)

4.2.6.7 Guilty feeling.

Two of the participants of caregivers reported that since the burn injury to their children they
experience the feeling of guilt and difficulty in sleeping. “Since that night I always see flash in
my dream and it disturbed my sleep “Female F # 4, “Well’. My child fell down and got burned
while coming to great me...1I feel very sad. After posing she continue “Gebrel lijjen adanew lersu
misgana yighaw " this was the Amharic word which translated info “the Angel Gabriel saved my

child and glory to Aim” (Female # 5).

4.2.6.8 Depression.

The literature shows that post burn depression is a common manifestation on a patient admitted

for long time in the hospital (Egberts, et al.,2020, Van-Niekerk et al.,2020).

“Ok, I still remember what happened to me in that day. I was playing with my brother, and | fell
on the hot water in our kitchen, and my brother called my mum, and she took me to the clinic later
| was transferred to a burn centre. because of changes in my appearance caused by burn, | am

uncomfortable in the presence of my friends, and | am unhappy.” (Child F # 2)
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4.2.6.9 Disability.

Due to the impact of burn injuries, the daily activities of the children and caregivers were affected.
Disability was one of the manifestations among the children and the caregivers (Woolard, et al.,
2023) Burn survivors often complained of difficulties when performing activities and experienced
participation limitations of post-burn (Van-Niekerk, et al., 2020; Lerneval, et al., 2023). The study
participants reported that pain and limitation of the range of motion in the joint were significant
problems at the post-burn stage among the children. The following two quotations outline the

significant activity limitations experienced by children.

“My name is Abush and I am 8 years old. I was running at the house and kicked the stove. Since
then I have had nightmares and I do not have a good sleep at night I can’t run. I like my school

because we play together football. At home | want to watch animal movies. (child # 5(m)

“My mum is always giving me a pain killer and a massage on my leg. | worry about what others
say about my body. with looking at her scars, because it reminded her of everything that had

happened.”. (child # 4(F)

4.2.6.10 Activity Limitation.

Activity limitation is defined as difficulties an individual may have in executing activities or a task
on that particular time (WHO, 2001). The execution of an activity or task can be explained further
by analysing the general aspects of carrying out single or multiple activities. This quantifies the
level of activity completed by individuals and the quality of their lives. This study looks at the

interplay of mental and physical components in performing activities following burn injuries.
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“My close catch a fire and I got burn on my hand, shoulder and chest. I was brought up by my
uncle, and I missed my exam. Oh, | have been at burn unit almost two weeks. | am not happy with

my hand appearance” (child #1)

Because of my child burn injury, I am stigmatized by my friends, and | am taking care of my child
at home, and no one visits me. My child is not walking and developed contracture on the knee. My

contract was terminated following the burn injury of my child” Caregiver # 11

4.2.6.11. Participation limitation.

According to WHO, 2001, definition Participation limitations are problems an individual may
experience in involvement in the daily activities of a living situation. Literature suggests that most
children develop post-burn contracture, adhesion, and hypertrophic tissues that prevent activity
participation such as walking running, hearing, dancing during social gatherings, weeding, or

worship time (Bracdock and parish, 2000; WHO, 2001) One of the participants stated that,

“My injury caused me not to stand and walk on my feet and | always supported to stand and walk.
| have been attending a physiotherapy since the accident. My family are always with me and visit
me at the hospital every day. The hospital staff were good and supporting me with counselling’s

and giving a lecture on burn prevention which is | am interested to know more” (child #3)

110



4.2.6.12. Rehabilitation.

Limitation of movement and scars were two of the issues raised as complaints among the children
and the caregivers. Some of the caregivers and the children were not aware of the rehabilitation
process for burn injuries or where to find the public burn injury rehabilitation facilities in Addis
Ababa. Burn survivors often complained of difficulties with the activity and participation
limitations of post-burn. The short version of the International Classification of Functioning,
Disability, and Health (WHO, 2001) defines body functions as the physiological function of the
body system, including psychological function. The study analysis shows that pain, stress, and
limitation of the joint range of motion were significant problems at the post burn stage among the

children. The following quotation explains a significant scar issue for a child.

“Looking at my scars, because it reminded me of everything that had happened.” (Child # 4)

Continued rehabilitation and counselling will be very important for recovery to take place.
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4.2.7 Discussion.

This thesis looked at how burn injuries affected children's and caregivers' psychosocial well-being.
In order to get insightful insights from each participant, a qualitative and exploratory approach was
selected for this study (Polit& Beck, 2008). This approach helped to achieve the study's goal.
According to caregivers, joining a social support group is probably a good way to enhance care
after a burn injury. It is generally acknowledged that group psychological counselling and peer
support are important for burn victims, and that they can help them become more confident and
integrate into society (Vlastelica, 2014; Dang, et al., 2014). In HICs, social and peer support is
essential to burn survivors' recovery; but, in LMICs, these groups are essentially non-existent
(WHO., 2008). Two accounts of burn injury psychosocial support groups in South Africa have
been found in the literature (Wiechman and Patterson, 2004; Barnett et al., 2017); the other one is
from Malawi. Support groups have an immense opportunity to increase the psychological health

of not only the patients, but also their caregivers.

As seen in the results of this study, caregivers have a significant responsibility in caring for a
survivor, which is heightened when they are additionally caring for more than one child at home.
In this under-resourced setting, like Ethiopia, s such as supporting the child and the caregivers
might be a vital tool to minimize stigma and promote burn injury prevention awareness in the
community. Thus, it reduces barriers to burn patients’ reintegration into society (Vlastelica.,2014,

Gebreabe, et al.,2019).
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Rehabilitation and aftercare are vital aspects of burn care (Serghiou, et al.,2017). However, the
participants in this study highlighted an inability to return for aftercare, whether due to monetary
difficulties or a knowledge gap on importance of continuous rehabilitation and  psychosocial
support. One study conducted in a South African hospital found that one-third of the patients never
returned for follow up care. The qualitative study conducted by Renecken et al., 2021 in Kwazulu
Natal Hospital in South Africa highlighted the difficulties that the survivors of burn injuries face
in returning to the facilities for continuation of treatment after initial care at the hospital. On a
literature search, no study was found regarding burn survival follow-up care in Ethiopia (Gebreab,
et al., 2019, Tibebu, et al., 2021). Support may have a role in filling these gaps. To assist with
adherence to continuation of rehabilitation after initial care at the hospital, a transportation could
be initiated to aid families in need. In previous studies, HIC’s have employed different
transportation strategies, including travel reimbursement, offering a shuttle service, and providing
taxi passes, to assist in aftercare for chronic diseases (Knudson, et al.,1988). Rehabilitation care
needs to be readily accessible for burn injury survivors to improve their outcomes and quality of
life. This study found that access to physiotherapy and occupational services was not available for
the majority of patients, as it required the clients to pay for the services at the hospital. According
to the research, most burn injury victims come from low socioeconomic backgrounds (Park et al.,
2009., Tibebu., 2021). This may be one of the reasons why many Ethiopian caregivers and burn
injury survivors choose not to attend follow-up clinics or rehabilitation services because of
financial limitations. The notions of follow-up and after-care are interchangeable and rely on

outside variables like financial resources and the severity of the damage.
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4.2.7.1 Limitation of the study

The study had a number of significant limitations, the most of which were caused by the time and
financial constraints of the researcher. Due to the fact that the sample was limited to people who
could be reached and resided in Addis Ababa metropolitan area, it was small. Due to the exclusion
of individuals who may have qualified as caregivers for burn victims based solely on where they
lived, selection bias may have been introduced, favouring those in better socioeconomic situations.
The limited travel budget of the researcher also resulted in excluding some potential participants.
It is, therefore, possible that the most disadvantaged and those with even less access to
rehabilitation services were excluded from the study. The ability of the study participants’ children
to think back on and explain their experiences varied. As a result, it's possible that the experiences
of kids who are more adept at communicating with themselves will be more fully represented in
their stories than those of kids who aren't. Another drawback of the chosen design was that it did
not allow for the observation of the children's and the caregivers' post-burn reactions from the time

of admission to the point of discharge, which would have yielded important data

4.2.7.2 Challenges in conducting psychosocial research in children.

The National Children’s Bureau makes a number of general recommendations about suitable
methodology for research with children (Shaw, Brady & Davey., 2011). For instance, researchers
ought to make an effort to create a casual environment and let the child know that the voice
recording isn't an exam. Additionally, there are particular concerns to take into account while doing
qualitative or quantitative research on children. Shaw et al. (2011), for instance, recommend that
kids under the age of twelve don't fill out self-report surveys unless there is adequate help available

in case they have difficulties. The age distribution and unique circumstances of each participant
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should be taken into account when selecting outcome measures that are appropriate for a given
research issue. In this study, obtaining valid informed consent from the child's parents or guardian
was a challenge. In addition, getting a responsible officer for research activities at the study site
was a challenge. The other challenging issue was getting the participants on the time due to a traffic
challenges in driving in Addis Ababa Despite this, study was conducted with support from the
caregivers, However, after extensive counselling, the parents showed willingness to sign consent
for their children. and there were no trained caregivers in medical vocabulary to interpret the
meaning of the word that the child was trying to express himself to the investigator. This was one
of the challenges I experienced in this study. The challenges may vary depending on the type and
extent of the study; the study site, age categories, and method used to collect the data from the

children could be the challenges for investigators (Ngoran, et al.,2019).

4.2.7.3 Conclusion.

The study achieved its objectives. One of a family’s most painful experiences can be burn injuries,
which can lead to a variety of psychosocial issues (such as sadness, anxiety, social challenges,
appearance-related concerns, and handicaps). As the first study on psychosocial impact of burns
at three hospitals among children and caregivers of burn injury victims in Addis Ababa, this study
identifies the gap in understanding the burden of caring for a child with a burn injury. Paediatric
burn injuries in Ethiopia pose substantial medical, psychosocial, and economic challenges that
require urgent and coordinated interventions. The research findings indicate that burns among
children are prevalent and often occur due to unsafe household environments, lack of caregiver
awareness, and inadequate access to emergency care. The psychosocial impact on both children
and their caregivers is profound, affecting mental health, social reintegration, and overall quality

of life. Additionally, economic burdens, including treatment costs and lost income for caregivers,
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further complicate the long-term recovery process. The findings of study 2 suggests establishing a
psychosocial support system in the facility for the children and caregivers. Strengthening the
available rehabilitation facilities with skilled manpower such as allied professionals (occupational
therapists, clinical psychologists, orthotics, and prosthetics), it is important to implement evidence-
based budget allocation in relation to the rehabilitation of burn injury victims in Addis Ababa.

4.2.8 Recommendation.
Based on the findings of the study | recommend the following.

1. Expanding Rehabilitation and Psychosocial Support Services

Increase access to physiotherapy, occupational therapy, and nutritional support for burn

survivors to improve their long-term health outcomes.

« Develop hospital-based and community-based counselling services to address trauma and

social reintegration challenges for burn victims.

o Establish school reintegration s, ensuring that children recovering from burns receive

necessary accommodations and emotional support.

« Create caregiver support networks to provide emotional and financial assistance to families

managing long-term burn care.

2. Strengthening Burn Prevention Initiatives

« Implement national public awareness campaigns to educate communities on household

burn hazards and safety practices.
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o Enforce stricter home safety regulations, including safer cooking practices, use of fire-
resistant materials, and proper storage of inflammable liquids, cooking gas, candle and

petrol at home.
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Chapter 5: Study 3 First aid practice Knowledge among the caregivers of children with
current burn injuries in Addis Ababa.

5.3.1. Introduction

In study 3, the first aid knowledge of caregivers in Addis Ababa is defined as what exactly the
caregivers apply or a common practice for hot liquid and flame burn injuries as a first aid measure
on the affected part of the skin when the burn injuries happen in the home environment. Literature
indicates that in most countries, people are using various materials as first aid; for instance, in
Saudi Arabia, people are applying eggs, toothpaste, and traditional herbs (Kattan et al., 2016). In
the United Kingdom, toothpaste, in Nigeria, eggs; in Ethiopia, butter, litti, and traditional herbs
(Gebreabe, et al.,2019, Gate, et al.,2022,). In Bangladesh, Banana leaves and toothpaste were
common first aid materials (Kattan et al.,2016). Appropriate implementation of first aid following
a scald or flame burn injury will minimize the level and depth of tissue damage (Kattan, et al.,
2016, Potokar, 2016). The standard method of first aid for burn injuries is to apply normal drinking
water for 20 minutes to the affected part of the body (Potokar, 2015, Kattan, et al.,2016,
Anon,2023). In Ethiopia, there is a paucity of literature on community-level knowledge of pre-
hospital burn management (Gete, et al.,2022). In addition, applying normal drinking cool water
as a first aid measure reduces the costs associated with the complications of burns and tissue
damage resulting from them; as a result, the need for surgical interventions to repair tissue damage

is reduced (Farzan et al .,2023) Electrical and chemical burns are out of the scope of this study.

5.3.2 The aim of study 3

To assess the knowledge gap in practicing first aid knowledge on burn injury among the current

burn injury children’s caregivers.
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5.3.3 Objective of the study

The main objective of the study was to assess the practicing knowledge of first aid among the

current burn injury caregivers in Addis Ababa.

5.3.4 Methodology

Qualitative and Quantitative hospital based cross sectional study. This study aimed to examine
the caregivers' first aid practice on current caregivers in Addis Ababa with burned children and
related factors towards burn first aid. A "quantitative hospital-based cross-sectional study” is a
research design where data is collected from a sample of caregivers within a hospital at a single
point in time, using measurable variables to analyse relationships or prevalence of a specific health
condition or factor, without manipulating the data (Farzan,etal.,2023). Open-ended questions are
those that cannot be answered with a simple "yes™ or "no." Instead, they require respondents to
provide more detailed and thoughtful answers. As a result, both qualitative and quantitative data
were used in this study. The researcher thinks that open-ended questions can inspire fresh ideas
from the public, helping future policymakers make well-informed decisions about comprehensive

burn management plans.

5.3.4.1 Study design

A multi-centre cross sectional survey was carried out. In this study caregivers were randomly
grouped to their nearest health facility.

119



5.3.4.2 Source of study population

All caregivers who had a child with a burn injury and who received treatment at the hospitals.

5.3.4.3 Study population

Target population was those caregivers who witnessed a burn injury on children less than 18 years

and received treatment for burn injuries in three selected hospitals in Addis Ababa.

5.3.4.4. Study setting

Hospital(A), Hospital(B) and Hospital (C) in Addis Ababa

5.3.4.5 Instrument

An interview guide and semi structured questionnaire adapted from Nega and Lindtjprn. (2002)
and Teshale and Alemayeu (2017) and modified by the researcher was used. Two blinded research
assistants were used to test the questionnaire, which was modified from the literature search, to
see whether the questionnaire's phrasing was clear. The questionnaires were suitable for gathering
data from caregivers. Although the questionnaire was translated into Ethiopian national language,
hospital staff members who spoke the local language were chosen to assist with the translation.
Ten study participants were then given the translated version in the burns outpatient department to
see if there were any unclear words or sentences in the questionnaires. The burn unit nurse from
hospital A and one physiotherapist from hospital B were invited to read the questionnaires in order
to validate them. The particular change that was made was the definition for burn injury in
Ambharic. The questionnaire consists of sections that cover the demography and practice of first

aid towards the burn’s injury and open-ended questions. (Appendix, 5.1. Page, 257).
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5.3.4.6 Sample size

In this study, a total of 94 caregivers were recruited using a single population proportion formula
with the assumption that 6.4% (p=0.064) the prevalence of burn injuries was considered an
appropriate number per hospital with a 95% Confidence interval and a 5% margin of error. P=6.4%

prevalence of burn injury among children; Level of Confidence =95%; Margin of error (d) = 5%

n=(Z0/2)2 X P (1-P)

d2

n= minimum sample size required, p= prevalence of burn injury, d= margin of error and Zo/2

standard normal value at (1-a) 100% confidence level.

N= (1.96)2 X 0.064 (1-0.064) = 94.

(0.0025)
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5.3.4.7 Procedure.

In this study, the study population was stratified into three catchment areas, such as Yekatit 12
Hospital Catchment Area, Addis Ababa Burn Emergency and Trauma Hospital Catchment Area,
and Myungsung Christian Medical Centre. The total number of caregivers was proportionately
allocated according to the number of clients with burn injuries in each catchment area. All
consecutive caregivers with current burn injury children who were treated for burn injuries at the
three selected hospitals in Addis Ababa were recruited. All caregivers who had a follow up at the
clinic were approached to participate in the study and requested to sign the informed consent
(Appendix 4.4, Page, 249). An explanation of the project was given by a research assistant or
researcher before administering the self-administered closed-ended and open-ended questionnaires
to the caregivers in the health facility during the appointment date with doctors at the clinic before

the dressing of the wound.

5.3.4.8 Ethical consideration

Three Ethiopian research sites gave permission, and the University of Witwatersrand provided
ethics clearance (Appendix, .3.3,3.4,3.5,3.6, Page, 230,231,232, and 233). The research assistants
obtained the informed consent of the caregivers before distributing the questionnaires. The

researcher stored all the data in a safe box to be thrown away after three years.
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5.3.4.9 Data analysis

A descriptive analysis was carried out to assess the current level of caregivers first aid
implementation knowledge for children with scald and flame burn injuries. Data was encoded into
Microsoft Excel worksheets and imported to the Statistical Package for the Social Sciences (SPSS,
Version 28.0.1.0 (142) software for analysis. Open ended question was used in questionnaires. The
purpose of the open-ended question was to entice responders to elaborate on their thoughts and
feelings about burn injuries Responses to open ended questions were categorized into
themes/pattern.”’. The analysis for open indeed questions was carried out in three steps. 1.
organizing the response ,2. identifying the common pattern and 3, interpreting and summarizing
the findings. Descriptive data was expressed as frequencies and percentages. Cross-tabulations
between variables were performed. The significance of correlations was tested using the chi-square

test for categorical variables. P values <0.05 were considered statistically significant.

5.3.4.10 Inclusion criteria

All caregivers that attended the outpatient follow-up clinic for burn injuries.

5.3.4.11 Exclusion criteria

Caregivers who had a background in the health care profession. Section 5.3.5 provides the results

of the study.
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5.3.5 Result

5.3.5.1 Socio demographic characteristics of participants

The responsible family members, friends, coworkers, or guardians who spent the majority of the
patient's stay with them and managed their care during the patient's hospital stay are referred to
in this study as caregivers. A total of 94 caregivers were eligible for analysis in this study. 37
(39.4%) of the participants were from Hospital (C), and 29 (30.9%) were from Hospital (A). The
remaining percentage was from Hospital B). Among the 94 caregivers, 65 (69.1%) were female,
while 29 (30.9%) were male caregivers. 40 (46.8%) of the caregivers were in the age range of 31—
40 years. Regarding the area of residents, 61 (64.9%) were from the urban area of Addis Ababa.

Most participants had no formal schooling (36.2%).
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Table 5.1: Socio-demographic characteristics of caregivers (n=94)

Category Frequency Percent
Hospital
Hospital (A) 29 30.90%
Hospital (B) 28 29.80%
Hospital (C) 37 39.40%
Total 94 100%
Sex
Male 29 30.90%
Female 65 69.10%
Total 94 100%
Age group
16-20 10 10.60%
21-30 27 28.70%
31-40 44 46.80%
41 and above 13 13.80%
Total 94 100%
Location
Urban 61 64.90%
Rural 33 35.10%
Total 94 100%
Education
None 34 36.20%
Primary 27 28.70%
Secondary 18 19.10%
Tertiary 15 16.00%
Total 94 100%
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5.3.5.2 Occupation

The majority of the caregivers were housewives 35 (37.2%) followed by businesspeople 24

(25.5%) (Figure: 5.1).

00 Occupation of caregivers (n=94)

90
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50
40
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20
: l H =
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House Wife Business owners Students Civil servants Farmers Total

Figure 5.1: Occupations of caregivers (n=94).
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5.3.5.3 Primary caregiver

Mothers were the primary caregivers for 61 (64.9%) of the 94 participants, with fathers

accounting for 23 (24.5%). Other caregivers were siblings 6 (6.4%), aunts 3 (3.2%), and others

(a social worker) 1 (1.1%).

Table 5.2 Primary caregivers (n=94)

Caregivers Frequency Percent
Mother 61 64.90%
Father 23 24.50%
Aunt 3 3.20%
Sibling 6 6.40%
Others ( social worker) 1 1.10%
Total 94 100%
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5.3.5.4 Material used as a First aid at home
Most of the caregivers 30 (31.9%) applied cool water, 29 (30.9%) Litti a (dough for bread), and

honey. 7 (7.4%) applied for first aid at home, whereas 22 (23.3%) of the caregivers used animal

manure, salt, sugar, milk, butter, and traditional herbs as first aid at home. 6 (6.4%) caregivers

applied nothing at home. (See table 5.3 below.).

Table 5.3: First aid at home (n=94)

First aid material Frequency Percent
Cool water 30 31.90%
Litti (dough of bread) 29 30.90%
Honey 7 7.40%
Sugar 7 7.40%
Milk and butter 6 6.40%
Animal manure 2 2.10%
None 6 6.40%
Salt 3 3.20%
Soil 2 2.10%
Traditional herbs 2 2.10%
Total 94 100%
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Table 5.4 outlines how long cool tap water was applied to the child’s burn injury. 15 (50%) of the
caregivers applied water according to the standard practice, and 7 (23.3%) applied cool water

below the standard time.

Table 5.4 How long cool tape water was applied.

Minutes Frequency Percent
0-10 Minutes 7 23.3%
11-20minutes 15 50.%
21-30 minutes 4 13.3%
I do not know 4 13.3%

Total 30 100%
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5.3.5.5 Do you know about the burn injury prevention in Addis?

Most of the participants, 85 (90.4%), were not aware of any in Addis; only 5 (5.3%) respondents
were aware of the burn prevention in Addis. 4 (4.3%) responded unknown. Regarding the
availability of the prevention in the catchment area, 23 (24.5%) participants responded yes, and 69
(73.4%) responded no. The remaining 2.1% was unknown. In relation to the source of information,
the majority of the participants (12.8%) got information from their friends, and 6 (6.4%) got

information through the radio (Table 5.5, below).
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Table 5. 5 Awareness of availability of prevention in Addis Ababa (n=94)

Frequency | Percentage
Do you know about the Yes 5 5.3%
burn injury prevention
in Addis?
No 85 90.4%
4 4.3%
I do not know
Is there any prevention Yes 23 24.5%
in your catchment area?
No 69 73.4%
I do not know 2 2.1%
How did you know On television 1 1.1%
about the availability of
prevention s in your
area? Radio 6 6.4%
Newspaper 1 1.1%
Friends 12 12.8%
Poster flyer 1 1.1%
Others 76 75..5%
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The following paragraph highlights the caregiver's response to the open-ended question (see tables

5.6, 5.7, 5.8,5.9).

5.3.5.6 How do you define a burn injury?

38 (40.4%) participants indicate that burn injury causes deformity, 30 (31.9%) responded as bad
injury, and the remaining 26 (27.6%) responded as burn injury affects economy and painful injury,

respectively. (Table 5.6 below)

Table 5.6 Response on basic understanding of burn injury(n=94)

Frequency Percent
Painful injury 15 16.0%
How do you define a Very bad 30 31.9%
burn injury? Effects economy 11 11.7%
Cause deformity 38 40.4%
Total 94 100.0
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5.3.5.7 What is a fire hazard in the house?
28 (29.8%) exposed electric wire, 25 (26.6%) leaking cooking gas, 21 (22.3%) open

fire,16(17.0%) and 4 (4.3%) | do not know. sentence below explains the feedback of

the respondents.

Table 5.7 open question on fire hazard knowledge awareness of caregivers

Frequency Percent
Exposed electric 28 29.8%
wire
What i a fire Open fire/flame 21 22.3%
hazard in the Leaking cooking 25 26.6%
house? gas
Open petrol or fuel 16 17.0%
I do not know 4 4.3%
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5.3.5.8 What were the causes of burn?

Majority 45 (47.9%) responded by saying hot liquid, whereas 17 (18.1%) responded with benzene
or petroleum, 14 (14.9%) responded with charcoal, and 11 (11.7%) responded with a candle. The

remaining 7 (7.5%) responses were cigars, and chemicals were the cause of burns.

Table 5.8 knowledge on the cause of burn.

Frequency Percent
Candle 11 11.7%
Benzene or petrol 17 18.1%
Charcoal 14 14.9%
What was the cause of | Hot liquid 45 47.9%
burn
Electricity 2 2.1%
Cigar 3 3.2%
Chemical/Acid 2 2.1%
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5.3.5.9 What should be done to prevent burn injury?

Forty-four (46.8%) responses highlighted the importance of educating caregivers; 22 (23.4%)

responded by protecting children from coming to the kitchen; 15 (16.0%) responded by keeping

inflammable items in a safe place at home; and 10 (10.6%) respondents indicated that first aid

training would be necessary to prevent burn injuries (see table 5.9 below).

Table 5.9 what should be done to prevent burn injury (n=94)

Question Response Frequency Percent
Educating the community 44 46.8%
Avoiding children not coming to the 22 23.4%
kitchen area
- . 5
What should be done Keep safe place inflammable items 15 16.0%
to  prevent  burn | Use appropriate place for smoking 3 3.2%
injury? —
First aid training 10 10.6%
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5.3.5.10 Chi-square test statistical analysis on the data

The investigator wants to know which catchment area caregivers used more cool tap water as first

aid for their children than the other facilities, according to the standards. Therefore, cross-

tabulation analysis was performed on some variables. The result shows that the majority of the

caregivers (46.7%) from the Hospital (C) catchment area applied cool tap water according to the

standards, which means a continuous flow of cool tap water for 20 minutes on the affected part of

the skin. Chi-square test =1.255a, P-value =0.974, differences between facilities were, however,

not statistically significant. However, clinically, the finding was important to estimate the number

of caregivers who had basic knowledge of first aid applications in the catchment area of Addis

Ababa. This finding will help as a base line of data during the planning of a burn injury prevention

education for caregivers in Addis Ababa by health authorities.

Table; 5.10 Facility in relation to application of water on skin with burn injury (n=30)

Facility and *water application by

caregivers
Minute of A C B Total
water 1-10 minutes 2 (28.6%) 4(57.1%) 1(14.3%) 7(100%)
application 11-20 minutes 5(33.3%) 7(46.7%) 3(20%) 15(100%)
21-30 minutes 2(50%) 1 (25%) 1(25%) 4(100%)
I do not know 1(25%) 2(50%) 1(25%) 4(100%)
30(100%)
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Further inferential test conducted revealed that the majority of the caregivers were female, 33

(50.8%), and in the age group of 31-40, 10 (19.2%) caregivers were below 21 years old, and only

8 (12.3%) were over 41 years old. The Chi-square test was 2.849, and the P-value was 0.416. This

result rejects the null hypothesis and supports the alternative, indicating that the majority of

caregivers were over the age of 31. In other words, children's burn injuries are not associated with

the age of their caregivers and sex of caregivers. sentence below explains the feedback of the

respondents.

Table: 5.11 Age group of caregivers in relation to sex (n=94)

Gender

Gender * age group

16-20 Age | 21-30 Age | 31-40Age |41and Total
group group group above
Male 2 (6.9%) 11 (37.9%) | 11(37.9%) | 5(17.2%) | 29 (100%)
Female 8 (12.3%) | 16 (24.6%) | 33 (50.8%0) | 8 (12.3%) | 65(100%)
94 (100%)
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The gender of caregivers and the age group were found to be significantly correlated (r = 0.924, P
value <.001) at the 2-tailed Spearman's test, which was used to test the null hypothesis regarding
the association between gender and age group for burn injuries. Reject the alternative hypothesis;
in summary, there was significant association or relation between the age of male and female

caregivers and the age group of burn injury children noted in this study. (Table; 5.12 below)

Table;5.12 gender and age group (2x2) crosstab

Age Age group
Female Correlate coefficient 1.000 924***
Sig.2-taild <.001
N 94 94
Male Correlation coefficient 924** 1.000
Sig 2-taild <.001
N 94 94

**_Correlation is significant at the 0.01 level (2-tailed).
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5.3.6 Discussion

Burns can occur from a number of sources, including cooking with hot oil, drinking coffee and te
a straight from the pot, and using hot water directly from water heater (Chirongoma., et al.,2017,
Farzan, et al.,2023). This study was conducted in an effort to assess the awareness of first aid and
practice knowledge of caregivers in Addis Ababa who are currently taking care of their children
at the hospital and on subsequent visits to the hospital. This study provided general information
about the current caregiver’s knowledge of first aid material and the practice of first aid measures
at home. The study revealed that cool tap water was used by only (31.9%) of the caregivers as a
first-aid measure. However, some of the caregivers were not applying water at the recommended
time of 20 minutes. The standard time frame for the application of cool tap water on the affected
part of the skin of the body was 20 minutes (Kattan, et al., 2016, Price, et al.,2021). A study
reported in Zimbabwe that the provision of first aid by most caregivers was incomplete or
inadequate, although some caregivers had sufficient knowledge of first aid utilization. (Farzan, et
al.,2023). The results highlighted that (30.8%)of caregivers used Litti (Dough used for traditional
bread in Ethiopia). This finding aligns with the study conducted by Gate, et al., (2022) at AaBET
Hospital, where some of the caregivers were using Litti as first aid in Addis Ababa. The study
conducted in Bangladesh concurs with our finding that the majority of caregivers were using
banana leaves as a first aid for burns. The result shows that the majority of the caregivers were
from Addis Ababa (64.9%) and (35.1%) were from the rural part. This concurs with a study
conducted in Saudi Arabia where the majority of the caregivers were from the urban area of Saudi-
Arabia (Halawa et al.,2015, Kattan, et al.,2016). From a clinical point of view, understanding the
correct application of cool tap water is very important, particularly when dealing with children.

Because if the total body surface area is large, keeping the water running for more than 20 minutes
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will cause hypothermia, and at the same time, applying the water for less than 20 minutes will not
prevent the depth of burn in the tissue (Kattan, et al., 2016, Potokar., 2016). Therefore, it is very
important to maintain the standard time of 20 minutes when applying the water for a better outcome
of wound healing by reducing the heat so as not to go deep into cutaneous and subcutaneous tissue
(Panke & Macleod., 1985, Rybarczyk,et al.,2017). The findings of this study should be given
attention and consideration by the health authority and different stakeholders who are working on
child burn injury prevention in Ethiopia to start community mobilization and a widespread
campaign on educating mothers and young adolescent girls. Because investing in education for a
targeted group like young girls will minimize the frequency of burn injuries in the long term. When
an educated young woman has a family, she will implement her knowledge of burn injury
prevention education with her family members. Thus, the number and level of morbidity and
mortality from burn injuries may be reduced. Therefore, it is important to focus on a long-term

plan for burn injury prevention and reducing mortality

5.3.7 Conclusion.

This study highlights the significant gaps in burn first aid knowledge and practices among
caregivers in Addis Ababa. The findings indicate that the majority of caregivers lack proper
awareness of burn injuries, with many resorting to traditional remedies such as Litti, banana leaves,
and even animal manure. These practices increase the risk of infection, prolonged hospitalization,
and severe complication including sepsis and tetanus. Only a small proportion (31.9%) of
caregivers applied cool tap water as a first-aid measure, and even fewer adhered to the
recommended duration of 20 minutes, which is essential for effective burn treatment. The study
also emphasizes the impact of caregivers' educational background on burn injury management.

Limited formal education correlates with poor first-aid knowledge and an increased likelihood of
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using harmful traditional treatments. Urban caregivers exhibited slightly better awareness than
their rural counterparts, aligning with global findings that urban populations generally have more
access to health information. From a clinical perspective, ensuring the correct application of cool
tap water is crucial in paediatric burn management. Using water for less than 20 minutes fails to
halt tissue damage, while excessive cooling may induce hypothermia, especially in children.
Therefore, widespread education on proper burn first-aid practices is necessary to prevent long-

term morbidity and mortality.

5.3.8 Recommendation.

Based on the finding of study 3, | recommend the following;

1. Improving First Aid Knowledge and Practices

> Develop culturally appropriate training materials on burn first aid, emphasizing the
correct use of cool tap water for 20 minutes.
2. Enhancing Burn Prevention and Public Awareness

» Launch nationwide educational campaigns through television, radio, social media, and
community outreach s to raise awareness about burn risks and safe cooking practices.

> Integrate burn prevention education into school curricula, particularly targeting young
girls and mothers who are primary caregivers.

Promote the use of safer cooking equipment and household modifications to reduce burn
hazards.

3 Addressing Harmful Traditional Practices

» Launch targeted campaigns to discourage the use of unsafe traditional remedies such as

Litti, banana leaves, and animal manure.
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» Work with traditional healers and community elders to promote evidence-based burn care
and integrate safe practices into cultural healing approaches.
» Establish monitoring mechanisms to track and regulate traditional treatment methods that

pose health
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Chapter 6: Study 4:

Post-burn health-related quality of life (HRQoL) of children aged less than 18 years and
the. Socioeconomic impact of burn injuries on current caregivers in Addis Ababa.

6.4.1 Introduction
The notion of Health - Related Quality of Life (HRQOL) is broad , complex and multi-

dimensional and it is open to subjective interpretations (Atapattu, et al.,2024).This part of the
research focuses on identifying the socioeconomic impacts of burn injuries and health-related
quality of life (HRQoL) on post-burn children in relation to physical (such as mobility), social
(such as playing with friends), emotion (for example, feeling angry with a classmate), and
cognitive aspects of children. Health-related quality of life is an outcome measure that reflects a
patient's perception of his or her health condition in terms of physical, emotional, psychological,
and social wellbeing after an injury (Eiser & Jenney.,1996). The World Health Organization
defines mobility as changing basic body positions and moving from one position to another. For
example, getting up from the chair to lie down on a bed and getting into and out of positions of
kneeling, squatting, running, or climbing (WHO.,2001). Therefore, this study focuses on the

activities of the children following the burn injury and the socioeconomic status of the caregivers.

6.4.2 Aim of the Study

The main aim of the study is to better understanding of the impact of burn on the post burn quality

of life in children and socioeconomic status of the caregivers in Addis Ababa Ethiopia.
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6.4.3 Objective of the Study

To assess post-burn health-related quality of life (HRQoL) among the children aged less than 18

years and the socioeconomic impact of burn injuries.

6.4.4 Methodology

Quantitative study method.

6.4.4.1 Source of population

Inpatient and outpatient departments of above-mentioned hospitals.

6.4.4.2 Study population

The study population for this study was those children less than 18 years of age who visited
inpatient and outpatient departments and are currently on consecutive review for burn injuries with

doctors in the above-mentioned hospitals for medical care for the past six months.

6.4.4.3 Study setting

Hospital (A), Hospital(B) and Hospital (C) in Addis Ababa.

6.4.4.4 study design

A cross-sectional survey design was the method employed in this investigation. Data is gathered
from a sample at one particular moment in time for a cross-section survey from patient interviews

and hospital-based records.

6.4.4.5 Instrumentation tool
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The PedsQoL 4.0 Version (5-point Likert scale) questionnaire and the Household and Economic
Social Status Index (HESSI) questionnaire were used (Appendices 6.1, 6.2 Page, 265 and Page,
267). Permission to use Paeds QoL questionnaires was received from the Mapi Research Trust in
France. (Appendices 6.3, 6.4, Page, 269, and Page, 270). PedsQL are a 23-item measurement tool
designed to measure health-related quality of life for paediatric patients, via a self-report and a
parent proxy report. A 5-point response scale is used across the child self-report (for ages 5 to 18)
and parent proxy-report for age 0-4. (O = never a problem; 1 = almost never a problem; 2 =
sometimes a problem; 3 = often a problem; 4 = almost always a problem). A 5-point scale is used
for the young child's self-report (ages 5 to 7) (0 = not at all a problem; 1=almost never a problem
2= sometimes a problem; 3 = a lot of a problem,4 almost always a problem). Items are reverse-
scored and linearly transformed to a 0—100 scale (0 = 100, 1 =75, 2 =50, 3 = 25, 4 = 0), so that
higher scores indicate better HRQOL. This instrument yields a total score of physical health
summary and psychosocial health summary scores. The physical health summary equivalent to
the mean value of physical functioning subscale, and a psychosocial health summary score based
on the mean of emotional functioning, social functioning, and a school functioning subscale. see
table 6.1 below. Health related questions are important outcome measures for paediatric burn in
clinical trials (Landfeildi, et al.,2021). On the contrary, the assessment of paediatric HRQoL is
complicated by the developmental sequences of the children (Johnson & coons,2017,
Landfeild,2021). As allied health professionals, physiotherapists focus on mobility, activity, and
participation limitation, although there are no specific or standardized tools to measure the post
burn HRQoL  on children except for scare and burn-specific pain anxiety (Brooks &
Groups,1996). Thus, the Likert scale data analysis approach was preferred to determine post-burn

health related quality of life in the physical, emotional, social, and school function domains.
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Table: 6.1 Quality of health-related questions

Item statement N=0| AN=1 | ST=2 | OF=3 | AA

. It is hard for me to walk more than one block

. Itis hard for me to run

. It is hard for me to do sports activities or exercise

. It is hard for me to lift something is heavy

At is hard for me to take a bath or shower by my self

.ltis hard for me to do chores around the house

.I hurt or ache

o N o o b~ W N BB

.I have low energy

9 .1 feel afraid or scared

10..1 Feel sad or blue

11. | Feel angry

12. I have Trouble sleeping

13. I worry about what will happen to me

14. | have Trouble getting along with others

15. Other kids Do not want to be my friend

16 .Other Kids tease me

17 .1 cannot do things that others kids my age can do

18 .1t is hard to keep up when | play with other kids

19. Itis Hard to pay attention in the class

20. | Forget things

21. | have Trouble keeping up with my schoolwork

22. Miss school of not feeling well

23. | Miss school to go to the doctor or Hospital

Please note; N= Never, AL = Almost never, ST= Sometimes, OF =Often, AA =Almost always
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6.4.4.6. Sample size
The same formula from Study 1 was applied for a sample size calculation (Magnani., 1997, Smith

and Day., 1984).

P = 6.4% prevalence of burn injury among children; Level of confidence =95%; Margin of error

(d) = 5%

n=(Zo/2)2 X P (1-P)

d2

n = minimum sample size required, p = prevalence of burn injury, d = margin of error and Za/2

standard normal value at a (1-a) 100% confidence level. N= (1.96)> * 0.065 (1-0.064) = 94

participants.
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6.4.4.7 Procedure

Consecutive children less than 18 years old and their caregivers attending Hospital (A), Hospital
(B), and Hospital (C) paediatric out-patient clinic for their initial follow-up visit one-week post-
discharge were approached by a research assistant who is a trained physiotherapist and a clinic
staff member. The research assistant and the staff were asked by the caregivers and the children to
participate in the study. Permission was asked by the hospital to access the child's medical file.
The Paeds QoL questionnaire was administered to the children one-week post discharge and 12
weeks post discharge (Morita, et al., 2006). The caregiver's information was gathered before the
child was attended to by a doctor or nurse for wound dressing. The information sheet, translated
into Ethiopian national language Amharic (Appendix, 4.3, Page, 248) was given to caregivers and
children over 9 years old. A verbal explanation was conducted in addition to the information sheet.
Once written informed consent was received, a trained physiotherapist and registered nurse
collected the information from the caregivers and the children. The Household and Economics
Social Status Index (HESSI) questionnaire was distributed first in the outpatient clinic, followed
by PaedsQoL questionnaires. It took about 20-30 minutes to fill out the questionnaires.
Socioeconomic status data were collected using an open-ended, semi-structured, interviewer-
administered questionnaire (Appendix 6.6, Page, 272, Appendices 6.1 and 6.2, Page, 265 and

Page,267).

6.4.4.8 Ethical consideration

Informed consent and informed assent for children 9 years of age was obtained from the care
givers and children, prior to assessment.

6.4.4.9 Inclusion criteria

All children and caregivers who were attending the outpatient burn injury follow-up clinic.
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6.4.4.10 Exclusion criteria

Those children who were not willing to participate in the study were excluded from the study.
6.4.4.11 Data analysis

The data was analysed using Likert-scale data analysis procedures. The Likert scale was invented
by an American psychologist named Rensis Likert in 1932. While scholars in the 1930s employed
closed-ended questions and objectives to make their research valid, Likert observed that there was
a need to measure people's perception, attitude, and effort in their physical activities (Wanjohi &
Syokau., 2021). To create the total scale score, the mean was computed as the sum of all the items
over the number of items answered on all scales. The four dimensions physical, social function,
emotional and school function summary scores were calculated, and a five-point Likert scale was
employed (Shahid, et al., 2018). One of the assumptions of the Likert scale was that opinions were
measurable. In this study, the following formula was used to determine the total score of the Likert
scale: Total scores on the Likert scale were first calculated by multiplying the frequency of each
response option by its corresponding Likert scale score.

Total score = sum (fix Likert scale score)

Where fi = frequency of each Likert scale score (number of respondents)

I= Likert scale score namely, Never (0) Almost never (1) sometimes (2) Often (3) almost always
(4). For instance, Total scores for Statement 1 were as follows: (4*0) + (18*1) + (49*2) + (22*3)

+ (1*4) = 186. Determination of Likert scale mean scores in this study.

The mean score was calculated by dividing the total scores by the total number of respondents.

Mean Score = X' (fi x Likert Item Score) + Number of Respondents.

For example, (4*0) + (18*1) + (49*2) + (22*3) + (1*4) =186/94=1.9, Mean score = 1.9

149



Table: Table 6.2 Frequency and Mean score table (Frequency *100 / 94)

PQoL _ o _ o _ o _ o _ o | Total | Mean
Staternent N=0 | F(%) [ AN=1|F (%) [ s=2 |F (%) |OF=3|F (%) [AA=4 | F(90) | (o | coore
1. Itis hard

for me to 4 | 43% | 18 |191%| 49 |521%| 22 |234%| 1 | 11% | 186 | 20
walk

tzc')kr'jrr]d tome 5 | 53% | 14 |149%| 33 | 351 | 41 |436%| 6 | 64% | 227 | 23
fb';'ftrd odo | 4 | 430 | 34 |362%| 390 | 415 | 13 |138%| 4 | 43% | 167 | 18
4 Hardtolift | 6 | 6.4% | 28 |208%| 31 33 15 |16.0%| 14 |149%| 191 | 2.0
a%';fg dtotake | o | 2400 | 34 [36206| 41 | 436 | 7 | 74w | 5 | 53%| 157 | 17
Zg'frﬁﬂ LOOL‘;'; 3 | 32% | 27 |287%| 42 | 447 | 16 |170%| 6 | 6.4% | 183 | 1.9
7Hurtorache | 6 | 6.4% | 12 |128% | 42 | 447 | 31 |330%| 3 | 32% | 201 | 21
Sn:'fg; low 14 |149% | 39 |415%| 27 | 287 | 7 | 74% | 7 | 7.4% | 142 | 15
g'r'sffaer'ezﬂa'd 11 [12.7% | 27 |287% | 26 277 | 23 |245%| 7 | 7.4% | 176 | 1.9
éﬁjgfee' sador |, | 4306 | 13 |138% | 22 226 | 39 |415% | 16 |17.0% | 238 | 25
IL1feelangry | 5 | 53% | 10 |106% | 46 | 489 | 28 [298%| 5 | 53% | 206 | 2.2
12.1 have

trouble 15 [16.0% | 17 |181%| 21 | 223 | 27 |287%| 14 |149%| 196 | 2.1
sleeping

13.1 worry

about what 2 | 21% | 24 |255w| 23 | 245 | 26 |27.7%| 19 |202% | 224 | 24
will happen

14.1 have

oublegetting | o | 200 | 10 |106%| 25 | 256 | 36 |383%| 16 |17.0%| 232 | 25
along with

others

15.0ther kids

do notwantto | 6 | 6.4% | 13 |138% | 24 | 253 | 26 |27.7%| 25 |266% | 239 | 25
be my friend

tle%sgtr:? Kids | 3 | 3006 | 12 |128%| 24 | 255 | 35 |372%| 20 |213%| 245 | 2.6
17.1 Cannot do

things that 4 | a3% | 11 [127%| 20 | 309 | 30 |31.9%| 20 |213%| 239 | 25
other my age

can do

18.1tis to

keepup when | o | 2 00 | 37 [3949% | 26 277 | 13 [138w| 11 |11.7% | 172 | 18
| play with

other kids

150




PQoL
Statement

N=0

F(%)

AN =

1

F (%)

F (%)

OF=

3

F (%)

AA=

4

F (%)

Total
score

Mean
score

19.Hard to
pay attention
in class

45

47.9%

22

23.4%

12

12.8

8.5%

7.4%

98

1.0

20.1 forget
things

9.6%

25

26.6%

38

40.4

8.5%

14

14.9%

181

1.9

21.1 have
trouble
keeping up
with
schoolwork

17

18.1%

37

39.4%

19

20.2

8.5%

13

13.8%

151

1.6

22.1 miss
school because
of not feeling

27

28.7%

35

37.2%

16

17

7.4%

9.6%

124

13

23 | miss
school to go
to the doctor

4.3%

26

27.7%

35

37.2

12

12.8%

17

18.1%

200

2.1
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6.4.5 Study 4 Result.

To assess the patterns, circumstances and characteristics of burn injuries of children admitted to
Yekati 12 Hospital (A), Myungsung medical centre (B) Addis Ababa burn emergency and
trauma Hospital (C)in Addis Ababa.

6.4.5.1 Introduction

Quality of life post discharge in Ethiopian health facilities is poorly researched. It is also not known
whether poor socio-economic factors contribute to the high incidence of children with burn injuries
who are admitted to the three study three-study centre in Addis Ababa Paediatric Burns Unit. This
cross-sectional study aims to assess the socio-economic and clinical factors which predict quality

of life in children with burn injuries in a burn’s unit in Addis Ababa.

.6.4.5.2 Characteristics of Household and economic social status (HESSI) of caregivers.

The majority of households were run by females n=81 (86.2%). The majority of caregivers were
between 18- and 25-years old n=36 (38.3%). n=40 (42.6 %) of the females were married.
Regarding education, n=31 (33.0%) of fathers had no formal schooling, whereas n=43 (45%) of

mothers had completed or enrolled in primary school. See Table 6.3 below.
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Table: 6.3 Socio demographic characteristics of caregivers (n=94).

Variable Frequency Percent
Male 13 13.8%
Gender Female 81 86.2%
18-25 36 38.3%
26- 35 35 37.2%
Age group 36-45 18 19.1%
46 and above 5 5.3%
Mother Formal education 18 19.1%
Education Primary 43 45%
Junior 20 21.3%
Secondary 8 8.5%
Collage 5 5.3%
Father Formal schooling 31 33%
education Primary 27 28.7%
Junior 20 21.3%
Secondary 11 11.7%
Collage 5 5.3%

6.4.5.3 Socio demographic characteristics of children

In relation to gender, the majority of the participants were female, 56 (59.6%). The age group

between 7-9 and 10 and 15 was more affected by burn injuries than other groups. More participants

were from the Hospital (A) catchment area, followed by Hospital (C) (table 6.4 below).
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Table 6.4: Socio demographic characteristics of children participants. (n=94)

Variable Frequency Percent
Female 56 59.6%

Gender Male 38 40.4%
7-9 39 41.5%

Age group 10-15 45 47.9%
16-18 10 10.6%

Hospital (A) 42 44.7%

Facility Hospital (B) 10 11.7%
Hospital (C) 41 43.6%
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6.4.5.4 Household information about caregivers in Addis Ababa.

The data shows that n = 73 (77.7%) of the house has no separate bathroom, and regarding the
kitchen, n = 46 (48.95%) of the house has a single room and no separate kitchen. Regarding
separate sleeping rooms, 81 (86.2%) households had no separate sleeping room in the house. In
relation to the caregiver’s income per month, the data shows that the majority of the caregivers
were getting between 3501 and 4500 birr per month, which is equivalent to USD 6675 (1 USD =
35.00 ET currency Birr by the time this information was collected). The family house composition
was 5-6 people (42.6%) followed by 7-10 people (32%) occupant in the house. (See table 6.5,

Page, 156 below)
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Table: 6.5 House holed information of caregivers in Addis Ababa (n=94).

Variable Frequency Percent
Yes 21 22.3%
Separate bathroom No 73 77.7.%
Yes 48 51.1%
Separate kitchen No 46 48.9%
None 81 86.2%
Separate room for One 11 11.7%
sleeping Two 2 2.1%
1501-3000 birr 6 6.4%
Income of the caregivers | 3001-3500 birr 16 17%
per month 3501-4500 birt 29 52.1%
4501 and above 23 24.5%
2 people 3 3.2%
Family house 3-4 people 19 20.2%
composition 5-6 people 40 42.6%
7-10 people 32 34.0%
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6.4.5.5 Measurement of Quality of Life in this study.

In this study, the four domain which were the predictors of quality of life are as follows; physical
function, emotional functioning social function and school function. The average quality of life
ratings was 160 one week after being released from the burn unit and 190 three months later. For
the psychological and physical components, the anticipated "normal™ score is 100 each, for a total

score of 200. According to the PedsQL, children with a "normal™ quality of life should score 200.

Only 54 children returned for the three month follow up visit. The main reason for this was
unwillingness of the caregivers due to Pandemic of COVID 19 Virus in Addis Ababa during data
collection period and psychological fear of COVID 19 Virus by the caregivers. The situation was
beyond the control of investigators. Therefore, it was difficult for the principal investigator to
carry on further data analysis in this study. The table below shows the quality-of-life scores at their
initial assessment and the three-month follow-up assessment. The findings of this study show that
children who have a three-month post discharge from a burn injury have a minimally lower score
in quality of life than the expected normal score. The improvement in the PedsQL overall scores
suggests that the quality of life for children is good despite being burnt. Although children with
physical and social response during the assessment showed a high health related quality of life
compared to the responses of emotion and cognitive components. These leads to stress, poor
schoolwork performance and isolation. The severity of the burn (degree of the burn and cause of
the burn) was found to be a significant clinical predictor of quality of life (p=0.01). The poor
socioeconomic status was clearly evident in demographic data of the participants. (Table 6.6

Page,158) below post burn quality of life score.
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Table :6.6: Quality of life Mean score post burn

Domain Mean Total
Physical initial assessment 155 15.2
Physical follow-up 18.2 18.2
Gap or difference 3.3 3.3
Psychosocial initial assessment 33.1 33.1
Psychosocial follow up assessment 28 28
Gap or difference 5 5
Quality of life initial assessment 160 160
Quality of life follow up 190 190
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6.4.6 Discussion

The primary objective of Study Four was to assess post-burn health-related quality of life
(HRQoL) among children under 18 years old and identify the socio-economic impact of burn
injuries on post-burn HRQoL. Measuring HRQoL is essential in understanding the subjective
burden of burns on survivors (Spronk, et al., 2018). However, there is no consensus on an
internationally accepted HRQoL assessment tool (Spronk, et al., 2018). A systematic review by
Haraldstad, et al., (2019) emphasized that most quality-of-life (QoL) studies in health and medical
fields face conceptual and methodological challenges. Therefore, there is a need for a systematic
review to identify HRQoL instruments used in burn cases and examine recovery patterns (Spronk,

et al., 2018; Renecken, et al., 2021).

From a physiotherapy perspective, post-burn quality of life in this study was determined based on
the average score of each statement item. The study adhered to the WHO guidelines for disability
in measuring quality of life, which define QoL as an individual’s perception of their position in
life in relation to their objectives, expectations, standards, and concerns, within the context of their
culture and value systems (WHO, 2012). The study aimed to determine the clinical and socio-

economic factors that predict QoL in children with burn injuries.

The challenge of defining and measuring QoL has persisted over the years. Milstein et al. (1987)
noted that QoL is a multifaceted construct that extends beyond the direct physical or mental effects
of treatment. Eiser & Jenny (1996) argued that QoL reflects the perceptions of the child or family
regarding the impact of treatment rather than merely the severity of the illness. Given this,
comprehensive rehabilitations are essential to mitigate post-traumatic stress and enhance

functional independence among burn survivors (Raipure et al., 2023).
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All subjects in this study came from similar socio-economic backgrounds and were treated in three
burn unit hospitals in Addis Ababa. Paediatric burns, while often nonfatal, significantly affect the
health and development of young children (Brady, et al., 2020). The study findings indicate that
physical and social domains of HRQoL were rated higher compared to emotional and cognitive
domains. These results align with Attapattu, et al. (2024), whose study in Australia found lower

post-burn HRQoL scores for emotional and school functioning among children.

The socio-demographic data reveal that 48.9% of participants had no separate kitchen, and 77%
lived in homes without a separate room. These findings are consistent with studies conducted in
Western Kenya (Odondi, et al., 2020; Atapattu, 2024), which identified scald burns and socio-
economic factors as major contributors to burn injuries. Overcrowded living conditions,
particularly in single-room households with multiple children, increase the risk of burn injuries. In
Ethiopia, a large proportion of rural households lack separate kitchens, further heightening burn

risks among young children (Frank, et al., 2001; Ashley., 2007).

6.4.7 Conclusion

Quality of life is a broad and multifaceted construct with various definitions (Greenham, et al.,
2022). The WHO emphasizes that QoL includes an individualized component based on subjective
experiences (Milstein, et al., 1987; Greenham, et al., 2022). Childhood is a critical period for the
development of social, physical, and cognitive functions (Milstein, et al., 1987). The study findings
suggest that while children demonstrated higher QoL in physical and social domains, their
emotional and cognitive/school performance was significantly affected. These limitations

negatively impact school performance and contribute to psychosocial difficulties.
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Public education on fire safety, particularly within home environments, is essential to protect
children and other vulnerable groups. Physiotherapists play a crucial role in advocating for and
conducting research to develop standardized post-burn HRQoL assessment tools tailored to

physiotherapy interventions.

6.4.8 Recommendations

Burn injuries are unpredictable and can have lifelong consequences depending on the severity and
location of the burn. The study results highlight a decline in children’s QoL, particularly in

emotional and cognitive/school domains. Therefore, the following recommendations are proposed:

1. Psychosocial Support: Immediate psychosocial support should be integrated into all burn
unit facilities in Addis Ababa from the first day of treatment to mitigate long-term

psychological distress and cognitive impairments.

2. Caregiver Education: Caregivers should receive targeted education on burn prevention,

emphasizing fire safety measures and first-aid response.

3. Community Awareness s: Grassroots-level awareness campaigns should be implemented
to educate communities on burn injury prevention, particularly in rural areas where

separate Kitchens are uncommon.

4. Standardized HRQoL Assessment Tools: Future research should focus on developing
standardized HRQoL assessment tools specifically designed for physiotherapy applications

in burn rehabilitation.
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Chapter 7 study 5
Chapter 7 Study 5 Current children burn injury prevention in use in Addis Ababa.

7.5.1 Introduction.

Organized burn care is possible in the developed world because there is direct or indirect
involvement of the government, universal health insurance coverage, legislation like the right to
health in place, and a high level of public safety awareness (Gupta, et al., 2010, Chirongoma et al.,
2017). Such organized burn care does not exist in developing countries like Ethiopia (Gupta, et
al., 2010, Geberabe, et al., 2019). Burn injuries were thought to be preventable but are still a
prevalent global health problem, especially in low- and middle-income countries, including
Ethiopia (Denekew, et al., 2021). According to the 2016 Ethiopian Demographic and Health
Survey (EDHS) report, burn injuries represent (8.7%) of all significant injuries in Ethiopia
(Denekew, et al., 2021). The burn scenario was grave not only due to the high incidence but was
also compounded by the absence of organized burn care at the primary and secondary health care
levels (Gupta, et al., 2010, Teshale & Alemu., 2017). The estimated annual burn incidence in India
was approximately 6-7 million per year. The high incidence was attributed to illiteracy, poverty,
and low levels of safety consciousness in the population (Gupta, et al., 2010). Studies indicate that
burns represent a substantial percentage of injuries in the paediatric population, and the estimated
yearly burning incidence for children in Addis Ababa is between 4% and 15% of all paediatric

injuries (Mulatu., et al.,2022).

7.5.2 Aim of the study.

To identify children, burn injury prevention in use in Addis Ababa.
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7.5.3 Objectives of the study.

To assess the current children’s, burn injury prevention practice inuse in Addis Ababa.

7.5.4 Methodology.

Qualitative study

7.5.4.1 Study design.
This study had an explorative, qualitative approach. Interviews were conducted to obtain relevant
information. This was considered to best fit the study; hence, it was work-related experiences and

observation by community members.

7.5.4.2 Source of the population.

The program officer working at the above-selected hospitals and the desk officer working with

children at burn injury prevention-related activities were the sources of population.

7.5.4.3 Study population.

The determination of the sample size was based on the literature (Creswell, 2007p.156), which
suggests that the goal of a qualitative study is to gather comprehensive, thorough data about every
issue rather than to examine a small number of people or sites. One or two people will supply
sufficient information for narrative research (Creswell, 2007, p. 157). The study's objectives
dictated the sample size. In this study the selection of key informants was based on the availability
of senior community leaders and government representatives with expertise in burn prevention
initiatives. Purposeful sampling strategies were used to choose the sample size. Four voluntarily

agreed participants who are residents of Addis Ababa were selected for this study.
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7.5.4.4 Study setting.
The interviews were conducted at a multi-centre in Addis Ababa, namely, the Ministry of Health

headquarters, the Addis Ababa fire brigade prevention desk, and AaBET hospital burn unit.

7.5.4.5 Instrumentation

Interview guide, voice recorder, and field note (Appendix, 7.4 Page, 281, Appendix 7.6, Page,
284).

7.5.4.6 Sample size.

The study used a purposive, non-random sampling strategy since there is no hypothesis being
tested and no associated level of confidence in any test result in this study (Safamejad, et al., 2018),
The participants were selected through personal contacts based on criteria of availability and
subject matter knowledge of prevention. A total of three officers dealing with burn injury
prevention and one community leader from Addis Ababa were selected (Table 7 .1 page, 166).
One officer from each facility, namely from the Addis Ababa fire brigade prevention desk, the
AaBET hospital burn unit, and the Ministry of Health Injury Prevention Division. The term ‘key
informant” refers to a person who can provide detailed information and opinion on a particular

subject based on his or her knowledge of this particular issue (Magupa, 2018).
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7.5.4.7 Procedure.

Verbal and written information (Appendices, 7.1,7.3,7.5,7.6 Page, 275, Page, 280, Page,283 and
Page,284) about the study was given to each potential key informant. Participation was voluntary,
and the respondents were informed that they could withdraw from the study at any time. All
information was treated confidentially. Individual verbal and written consent were obtained from
the participants at the beginning of each interview and voice recording (Appendix 7.6 Page, 284).
An interview guide with closed-ended and open-ended questions was used. There was flexibility
in the interview guide to offer space for key informants to raise other issues that they might

consider to be pertinent. All interviews were conducted in the Amharic language.

7.5.4.8 Ethical consideration.

For the use of information, anonymity consent was obtained from the participants before

conducting the interviews (Appendix, 7.6 Page, 284).

7.5.4.9 Data analysis.

The data was analysed using content analysis. Content analysis uses a descriptive approach in both
the coding of the data and its interpretation of qualitative counts of the data (Morgan.,1993,
Creswell., 2003). The recorded interviews and field notes were transcribed and then analysed
manually using content analysis. Codes were identified. The codes were sorted into categories,

and subsequently, the subcategories were exposed or identified.
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7.5.4.10 Characteristics of the participants.

The table below explains the composition and characteristics of the key informants who
participated in the research.

Table 7.1 Characteristics of the participants of Key informant on burn prevention (n=4)

Participant | Name Age | Sex | Position Number of
# years in service
1 45 F Burn unit head 8years
Participant
1
2 Participant | 34 M Injury prevention head Syears
2
3 Participant | 42 F Burn injury prevention head | 5 years
3
4 Participant | 50 M faith based organization in 10years
4 Addis Ababa.

7.5.4.11 Statement of the participants.

The table below shows the statement of each participant who participated in a burn prevention
study.
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Table 7.2 statement of the participants (n=4)

Case # | Meaning unit Condensed Code Category
& meaning Subcategory
Gender
1(F) “You know “Some of | Risk for fire | Fire Fire
the house was built | and flood next | Flood
in a risky area for to the river Education Awareness
flood and fire house built. program raising
accident in Addis
Ababa near to the Educational Women Inflammable | Burn prevention
river and no passage program in association, liquid
in time of emergency | school and Law
like fire. The women enforcement,
organization has association inflammable Law
school program which liquid. enforcement
conducted in school Money
and women generating
association. The purpose
challenges are the law
enforcement agency is | Poor law
unable to control enforcement
those who sell the in the country
inflammable liquid regarding
next to the roadside inflammable
for the motorist items
mostly in rural area of
Addis Ababa...
2 (M) Uh, at the ministry No Accountability | No
level we do not have a | prevention at prevention Responsible office
burn prevention ministry level program necessary at
program. However, it | Working with | Prevention ministry level to
is under injury stake holders | strategy organize prevention
prevention section we at federal level.
are working with
other stake holder and | Developing Networking

some
Nongovernmental
organization working
on prevention. We
have established a
road map for
implementation of
prevention programs
in the near future.

road maps for
future
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3(F)

In our facility,

Continue burn

Awareness on

“pause” we receive prevention burn injury
the burn injury patient | awareness in | prevention Transfer
from all over the the facility. knowledge Empowerment
country and we teach | No outreach health workers
them once a week an | services for
awareness raising the follow-up
education to our
patient and caregivers.
but I do not know if
other burn care centre | Shortage of | Motivating Motivational
doing the same, may | skilled other facilities | speech
be! Yekatit 12 burn manpower at
unit. We do not the unit to
conduct outreach conduct
prevention program outreach
because of limited
manpower in the unit.
4 (M) “Okay” I am the Resident of | Resident
resident of Addis Addis Ababa | Witnessed burn
Ababa and lived for 10 years lived | injury Social media
more than10 years. in the city usage
Burn is a big problem | Witnessed Radio message
in our neighbourhood. | burn injury once
| remember once | One-time
was called to pray for | only radio Communication
one child affected message on Networking skills
with burn injury... 1 burn with others Networking
heard only one time prevention. with other
on radio about Law organization
prevention of the Involvement | enforcement
burn, it was good of others

message, and |
encourage to continue
such message to the
public regularly
involving the church
and mosque leaders to
support the program.
Try to involve the
police to control
illegal selling of petrol
to the motorists

stake holder
in prevention
IS necessary

Law
enforcement
officer to be
involved
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7.5.5 Result study 5.

The results of the study on current burn prevention program in Addis Ababa are presented in
the tables below.

7.5.5.1 Socio demographic data of key informant participants.

The majority of the participants (100%) were from Addis Ababa. Regarding gender, both females
(50%) and males (50%) equally distributed. 75% of the participants were above 40 years old, and
25 were below 39 years old. All participants were 4 (100%)were married, and 3 (75 %) of the
participants) had more than five years of working experience in the field of burn injury
management and prevention-related areas.

Table 7.3 socio-demographic data (n=5).

Number Percent (%o)
Gender Male 2 (50 %)
Female 2 (50 %)
Age Above 40 years 3 (75%)
Below 39 years 1 (25%)
Resident Addis Ababa 4 (100%)
Outside Addis Ababa 0 (0%)
Marital Married 4 (100%)
status
Not married 0 (0%)
Work 5 years 2 (50%)
experienc
e 8 years 1 (25%)
10 years 1 (25%)
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7.5.5.2 Overview of all of the results of the study 5

In this study, during the analysis process, four major categories emerged from the data, such as

prevention programs, responsible offices for burn injury prevention programs, empowering health

workers, and community and communication strategies. Further subcategories were formed. The

categories and subcategories are presented in Table 7.4 below.

Table 7.4 overview of the result

Category

Subcategories

Prevention program

Fire hazard

Inflammable liquid

Law enforcement

Responsible office for burn prevention
program

At head quarter

At regional level

At grass root level

Empowering health workers and community

Motivational speech

Training material

Communication strategy

Use of social media

Networking strategies with government and
non-government organization working on
burn prevention
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7.5.5.2.1 Prevention

A re-occurring subject when interviewing the key informant was a burn prevention program issue,
both at the management level and community leader level. This was considered a basic issue to
minimize the level of disability and mortality among children and caregivers. Programs for

prevention education are regarded as one element of the management of burn injuries.

7.5.5.2.2 Fire hazard

Many of the respondents’ responses highlighted the danger of fire in the lives of individuals and
property damage. The implementation of a burn injury program reduces the damage. For this

reason, capacity-building training is very important.

“In our facility, “pause” we receive the burn injury patient from all over the country and we
teach them once in week an awareness raising education to our patient and caregivers. but | do
not know if other burn care centre doing the same, may be! Yekatit 12 burn unit.” (Participant
#1). The information on the burn prevention program was limited according to one of the

participants.

7.5.5.2.3 Selling of Inflammable liquid on the street

According to the respondents’ report, some of the participants raised concerns about the sale of
inflammable liquids, such as gasoline, or petrol at an official selling-out lets in the town. This is a
very dangerous substance because it easily ignites and causes extensive damage to property and

human lives.
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“The challenges are the law enforcement agency is unable to control those who sell the

’

inflammable liquid next to the roadside for the motorist mostly in rural area of Addis Ababa.’

(Participant # 1)

This is one of the major issue which is difficult to control in the country because of no regulatory

or accountable functional office in regional state in Ethiopia.

7.5.5.2.4 Law enforcement
During the discussion, the issue of poor management of law enforcement emerged many
times. And it was also a concern for the health workers because people can easily get access to

buying gasoline or petrol from the street.

“The challenges are the law enforcement agency is unable to control those who sell the
inflammable liquid next to the roadside for the motorist mostly in rural area of Addis” (participant

#1 participant #2)

. | encourage to continue such message to the public regularly involving the church and
mosque leaders to support the program. Try to involve the police to control illegal selling of
petrol to the motorist “(participant # 4)

The participants highlighted that this is a very crucial issue because getting access to highly
combustion liquid is very dangerous. Therefore, all government and non-government

organizations must work together to minimize the danger.
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7.5.5.2.5 An availability of responsible officer for burn prevention program

During the interviews, one of the interviewees mentioned that there was no burn prevention
program separate from other injury programs, but it was under the injury prevention program at
the health ministry level.

” Uh, at the ministry level we do not have burn prevention program however, it is under injury

prevention section” (participant # 2)

This is common in the regional office and at the wereda level in Addis Ababa. There is no specific,
effective, and functional office that deals with burn prevention programs in Addis Ababa

government settings.

7.5.5.2.6 Empowering health workers

One of the highlights of the interview was that teaching on burn prevention at the health facility
was not regularly conducted, and it was proposed to increase burn prevention knowledge through
mass media platforms or social media access.

“In our facility, “pause” we receive the burn injury patient from all over the country and we
teach them once in week an awareness raising education to our patient and caregivers. but | do
not know if other burn care centre doing the same, may be! Yekatit 12 burn unit. We do not
conduct outreach prevention program because of limited manpower in the unit” participant #2.

7.5 6 Discussion
Burn injuries are a leading cause of morbidity and mortality, with the burden of disease being

disproportionately higher in low- and middle-income countries (LMIC) (Peck.,2016, Price, et
al.,2021, Wiechman and Patterson.,2004, Rencken, et al.,2021,). This study was conducted in an
effort to assess the current burn prevention practices in use in Addis Ababa. The results provided
general information about Addis Ababa'’s burn prevention program. The burn prevention program

has led to a significant reduction in morbidity and mortality among children with burn injuries in
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HICs compared to LICs (Price, et al.,2021). This study identified four major gaps in relation to
burn prevention activities in Addis Ababa that contributed to the incidence of burn injuries among
children in the Ethiopian context. 1. The analysis of the key informant interviews indicated that
there was no effective burn prevention program run by the government health department at the
local and national levels, although the Addis Ababa fire brigade conducted a school burn
prevention program that was not covering the whole Addis Ababa resident. A systematic review
published in 2015 indicated that there was limited information on burn prevention program
implementation and evaluation data in LMIC’s (peck.,2016, Price, et al.,2021). The attempt was
made to get a sample of the burn prevention program from the burn unit centre in Addis Ababa,
but it was unsuccessful. 2. Most of the key information highlighted the unlimited access for
underage children to dangerous inflammable gases such as petrol and gasoline gas for sale. This
indicates a clear gap in the management of inflammable substances in the city, particularly in the

surrounding villages.

The study conducted by Kennedy & Knapp, in 1997 indicates that 95% of male children sustained
burn injuries caused by storing inflammable substances, such as gasoline, at home. Another study
conducted by Putril, et al., (2021) shows that petroleum gas-related burn injuries have increased
over recent years and have become a public health issue in Indonesia, India, and China. There
were no statistics on children’s burn injuries with petroleum gas from Addis Ababa to Camper in
other studies. 3. There was limited publicity or information dissemination on burn prevention on
mass media, such as prevention posters on highways, schools, and community gathering points. 4.
There were limited or no strategies for networking with community leaders and faith-based
organizations to increase awareness of the burn prevention program. Thus, evidence-based,

targeted community-level, combined projects are necessary to drive forward burn prevention
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through specific environmental interventions and supplementary educational programs. Therefore,
a burn prevention program could play a significant role in increasing burn prevention awareness

in the community.

7.5.7 Conclusion of study 5

The result of this study shows some highlights that the participants were suggested four main areas,
namely the need to intensify burn prevention programs in the community, to strengthen law
enforcement authority, and to develop networking strategies with government and non-
government organizations working on burn and injury prevention, like the Addis Ababa Fire
Brigade organization. Future interventions should consider these gaps and establish a targeted,
simple, and effective burn injury prevention program. The Ottawa health promotion model can
help with benchmarking for future burn prevention programs in Addis Ababa. The city of Addis
Ababa hosts many international organizations headquarter offices, including the African Union,
the Africa CDC, the Economic Commission for East and Central Africa (ECA) and more than 90

countries embassy offices.

7.5.8 Recommendation

. It is recommended that policymakers consider and give priority to an effective, efficient, and
sustainable burn prevention program in Addis Ababa. Stronger emergency and rescue control
mechanisms, which contribute towards minimizing the extent and level of disability. Therefore,

the following are suggested based on the study findings,
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Capacity-building training for health workers, women associations, and schoolchildren

Develop and set standard guidelines for monitoring and evaluating the prevention program and the

burn injury response team regularly.

Establishing a fire-related emergency evacuation team and prevention strategies for mass burn

causality in Addis Ababa and beyond.
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Chapter 8 General
Discussion and recommendation

8.1 Introduction

Burn injuries are a leading cause of morbidity and disability, with the burden of disease being
disproportionately higher in low- and middle-income countries (LMIC) (Wesson, et al.,2013,
Price, et al.,2021,). Regarding children's burn injuries in Addis Ababa, with existing data, it is
difficult to estimate the true burden of burn injuries on the general population of Addis Ababa, and
little is known about the epidemiology of burn injuries in the population that is not present in the

burn care facilities in Addis Ababa (Gutema et al.,2006).

It is crucial to investigate this information gap further. Assessing the pattern, circumstances,
psychosocial impact, and contributing variables of activity constraints on children and caregivers
with burn injuries in three chosen Addis Ababa hospitals was the primary goal of the study. Five
separate studies were used in a multiple technique approach to address the study's goals and

research issue.

8.2 Research setting and phase of the study

Three burn care hospitals in Addis Ababa, which treated patients with burn injuries, including
children, were the sites of the study. Three steps were taken in the thesis process. A quantitative
study using a hospital record was conducted in the first stage, followed by a qualitative study using
voice recordings and interviews, and a final quantitative study examining the socioeconomic
factors of caregivers with burn injuries and the quality of life following a burn injury. Hospital

officials need to solve this administrative gap since it was made impossible to obtain the data of
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all admitted children in one of the hospitals due to inadequate record-keeping. Scald and flame

burns constituted the majority of the causes of burn injuries.

8.3 Key Findings and Discussion of Results.

Burn injuries among children in Addis Ababa represent a significant public health challenge, with
far-reaching physical, psychological, and socioeconomic implications. This study aimed to assess
the patterns, circumstances, and psychosocial impacts of paediatric burns while also evaluating
first aid knowledge, quality of life post-burn, and current burn prevention practices. The findings
contribute to a growing body of literature on burn injuries in low-resource settings and highlight

crucial areas requiring intervention

8.3.1 Patterns and Circumstances of Paediatric Burns

One of the most critical findings was the high prevalence of scald and flame burns among children,
particularly in households with limited kitchen facilities and overcrowded living conditions. Scald
burns, often caused by hot liquids, were the most common type of injury, predominantly affecting
children aged 0-4 years. This aligns with studies from similar low-income urban settings in sub-
Saharan Africa and South Asia, where dense housing, open-flame cooking, and inadequate
supervision are common risk factors. In contrast, developed countries have seen a decline in
paediatric burns due to improved kitchen safety standards, stricter regulations on hot water
temperature, and widespread burn prevention campaigns. Gender disparities were also observed,
with more female children affected than males. This trend has been reported in other developing
nations, where young girls are more likely to be engaged in domestic chores, increasing their
exposure to burn hazards. This highlights the need for gender-sensitive prevention strategies that

acknowledge cultural and societal norms.
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A major gap identified in the study was the inadequate hospital record-keeping, which made it
difficult to obtain comprehensive data on all admitted children. This limitation underscores the
need for improved documentation and a national paediatric burn registry, similar to initiatives in
high-income countries, where centralized databases help track burn injury patterns and outcomes

more effectively.

8.3.2 Psychosocial Impact on Children and Caregivers

Burn injuries are among the most traumatic experiences for children and their families. The study
revealed a significant psychosocial burden on both burn survivors and their caregivers, manifesting
in emotional distress, social difficulties, and appearance-related concerns. Many children
experienced anxiety, depression, and social withdrawal, negatively impacting their quality of life
and school performance. These findings are consistent with research from Brazil and India, where
burn survivors reported prolonged psychological distress and difficulties reintegrating into society.
In developed countries, structured psychosocial support programs, including cognitive behavioural
therapy and peer support networks, have been shown to mitigate the emotional impact of burn

injuries, an approach that could be adapted for Ethiopia.

Caregivers also faced immense psychological stress, exacerbated by financial hardships and
caregiving responsibilities. The socioeconomic background of many families meant that
caregivers had to leave work or reduce their working hours, leading to further financial strain. This
is a common challenge in low-resource settings, as seen in studies from Bangladesh and Nigeria,
where caregivers struggle with the dual burden of medical expenses and lost income. The study
highlights the urgent need for psychosocial support systems in hospitals, including counselling

services, peer-support groups, and school reintegration programs for burn survivors.
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8.3.3 First Aid Practice Among Caregivers

A particularly alarming finding was the poor knowledge and practice of first aid for burns among
caregivers. Many participants demonstrated misconceptions about burn injury first aid treatment,
with some applying harmful substances such as animal manure and traditional herbs to fresh burns.
These practices not only increase the risk of infection but also contribute to prolonged hospital
stays and complications such as tetanus. Similar findings have been reported in rural India and
parts of Latin America, where traditional healing practices often conflict with modern medical

recommendations.

By contrast, in high-income countries, structured first aid training programs have significantly
improved burn outcomes. Countries such as Australia and Canada have successfully implemented
nationwide campaigns promoting immediate cooling of burns with running water, a strategy
proven to reduce burn severity and improve healing. Ethiopia could benefit from a similar
approach by integrating burn first aid education into school curricula, community health programs,

and public awareness campaigns.

8.3.4 Quality of Life Post-Burn and Socioeconomic Impact on Caregivers

Quality of life (QoL) assessments revealed disparities in how burn survivors and caregivers
perceived their well-being. Physical and social responses were relatively better compared to
emotional and cognitive functioning. Children who received adequate medical care and had strong
family support reported higher QoL, whereas those with extensive burns and scarring faced
ongoing difficulties. This aligns with global research indicating that social reintegration and access

to rehabilitation services are key determinants of post-burn well-being.
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From a socioeconomic perspective, this study found that a significant proportion of caregivers
lived in overcrowded conditions, with 48.9% of participants reporting no separate kitchen and 77%
lacking a separate room. These findings reinforce the link between poverty, burn risk, and recovery
outcomes. Developed countries have addressed similar challenges by providing financial
assistance to burn survivors, offering subsidized rehabilitation services, and implementing housing
safety regulations. Ethiopia could consider policy interventions such as targeted financial support

for burn-affected families and improved housing policies to reduce burn risks.

8.3.5 Burn Prevention Practices in use in Addis Ababa

Current Addis Ababa’s burn prevention initiatives are still insufficient. According to this study
report, street vendors were selling highly inflammable materials like gasoline on the street. These
have the potential to be harmful, resulting in fatalities and widespread property damage. Despite
the high burden of paediatric burns, there are no standardized burn prevention programs or
regulations enforcing safer cooking practices, handling of inflammable liquids at petrol station and

at home and home safety measures. The study highlights the urgent need for:

e Legislative advocacy to implement fire safety regulations, similar to those in Western
Europe, where strict housing codes mandate child-safe kitchen designs and temperature

regulators on water heaters.
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« Integration of burn prevention education into primary healthcare services, as seen in
Thailand and South Korea, where community-based education programs have successfully

reduced paediatric burn incidence.

o Community outreach programs to promote safer cooking methods strategies, modelled on
public health interventions in South Africa and Brazil, where improved stove designs and

parental awareness programs have led to significant reductions in burn injuries.

8.4 Gaps and Limitations

Despite its strengths, the study had several limitations that hinder a comprehensive understanding

of paediatric burns in Addis Ababa:

1. Limited Population Coverage: The study only included children who were admitted to
hospitals or sought treatment, excluding a potentially significant number of burn victims
who could not access medical care due to financial or logistical constraints. This creates a

gap in estimating the true prevalence of burn injuries.

2. Inadequate Data Management: Poor hospital record-keeping made it impossible to

retrieve complete data from one of the hospitals, limiting the study's scope and reliability.

3. Lack of Observational Data on Accidents: The study relied on retrospective self-reports
from caregivers, which may introduce recall bias. Observational data collected at the time
of the accident would have provided more accurate insights into the circumstances

surrounding burn injuries of the children.
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4. Short Follow-Up Period for Quality of Life (QOL) Assessment: The research timeframe
was not sufficient to capture long-term health-related quality of life outcomes, limiting the

understanding of post-burn recovery and rehabilitation challenges.

5. Limited Exploration of Preventive Measures: While the study acknowledged the need
for prevention, it did not sufficiently explore existing burn prevention initiatives or evaluate

their effectiveness.

8.5 Conclusion

This study provides crucial insights into the burden of paediatric burns in Addis Ababa, yet
significant gaps remain in understanding the full scope of the issue. A shift towards community-
based research, long-term impact assessments, and policy-driven preventive measures is
necessary. Addressing these research gaps will not only improve burn management but also
contribute to reducing the incidence and severity of paediatric burns through targeted interventions
and informed policymaking. By advancing these research agendas, Ethiopia can work towards a
more comprehensive and effective approach to burn prevention, treatment, and rehabilitation for
children. Health promotion model of World Health organization strategy will provide effective

and efficient community mobilization frame work.

183



8.6 Recommendation

According to the World Health Organization (WHO), burns are a major global public health
problem, causing approximately 180,000 deaths annually, with most fatalities occurring in low-
and middle-income countries. The WHO emphasizes that children and women are at the highest
risk, particularly in settings where open fires and unsafe cooking practices are common. Key

recommendations as follows;

e Improving cooking and housing safety. Advocating for safety cooking stove

e Strengthening First Aid Training: Immediate and correct first aid can significantly reduce
burn severity. The WHO promotes education campaigns emphasizing the importance of
cooling burns with clean running water for at least 20 minutes and avoiding harmful
traditional remedies.

e Enhancing Burn Care Systems: Many low-resource countries lack specialized burn care
facilities. The WHO supports the establishment of regional burn centres, skin banks, and
rehabilitation programs.

e Policy and Legislation: The WHO encourages governments to implement strict safety
regulations, including fire safety codes, flammable fabric standards, and childproof

lighters.

To conduct community based epidemiological study
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Appendices.

Appendix 1.1 Application letter for the hospital access.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

Federal Democratic Republic of Ethiopia
Addis Ababa city administration health bureau
Addis Ababa, Ethiopia

03/08/2021

Dear Sir,

Re: Issuance of supporting letter.

| am a postgraduate student in the department of Physiotherapy at University of Witwatersrand in
Johannesburg South Africa. | am expected to conduct a research study as part of the requirements
for Doctoral Degree (PhD) in physiotherapy. The title of my research study will be “The profile
and psychosocial impact of burn injuries among children and care givers in Addis Ababa
Therefore, | request your esteemed office to issue me supporting letter for the health institutions
which | am intended to undertake my research such as,1. Myungsung Christian Medical Centre, 2.

Yekatit 12 hospital burn unit and 3. Addis Ababa Burn Emergency and Trauma Hospital.

Thank you. Worku W Herbaye PhD student: _

Supervisor: Associate Professor Ronel Roos_
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Appendix 3.1 Introduction sheet in Amharic.

Study title: The profile and psychosocial impact of burn injuries among children and their

caregivers in Addis Ababa Ethiopia.

ATL DCH - DALV CIN - ACAR LA
O C7aCHT e @< P AChSTres
et 7 Te Touy BN o & St BNR e 0¥

< (PhD ) G ATIE Uty v Sy

AP UTYEA, OAhEPS O A UTCEFATT D QUTE, T ST CICCFhla- : 2
QAORE PRAT nde %T QLCATVFM®M- UISTS Ao 7o19F AL Po1.ecanTmy
AN NIEUTY - SN LT
A4S G P QLU HLrar @Fam-
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AZeFI Goo G- QIF U VIS

ACTCCTINT @ CAa-T AOAIFIO PIEEA-, K¥Gar9T APmAe  AIPAAT 9T S haea
@A A PATFEM®M- VRS U (1 2T SPIEP TOGTIC CIV

FATIT@Dy ATOTIONS L FCEHE CUTTE R G- SO\ aenCdy
ATCIICPATY OUOCT  USTo- QUTY  URST LT19° XN1er (1 XN3es jad-
ALTTTNT  PIVLLID-  CCOF  TIT ACTFT@DIT A~ AEIAN 697 1 LuUIT
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IV (TG AL AT L. RAGPUTY  CIEAN T CTTY NGO AT CBRIE CULOAMNTT N

221



Appendix 3.2 Data capture sheet.

Study title: The profile and psychosocial impact of burn injuries amongst children and their
caregivers in Addis Ababa Ethiopia.

Data collection tools (Hospital record)

Part one socio-Demographic Information.
1. Hospital name

1 | Yekatit 12 hospital
Addis Ababa burn
emergency and trauma
hospital

3 | Myungsung Christian
Medical Centre

2. Gender

Male

2 | Female
3 | Unknown

3. Age

4. Age group

0-4
2 |59
3 | 10-18

5. Care givers
Mother
Father

Aunt

Sibling
Grand mother
Other

gl | W N|

(op]
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‘ 7 | Unknown ‘

6. Location of Residence

1 | Urban
Rural
3 | Unknown

Part two factors contributing to burn injuries

7. Type of burn
Thermal

Chemical
Electrical
Radiation
Others

Unknown

o O | W| N

8. Aectiology of burn

Flame

Hot liquid

Electrical

Charcoal

Hydrochloric acid

Hot metal

Candle light

Gas stove

©O| O N| O O | W N -

Kuraze

=
o

Matches

=
[EY

Others

=
N

Unknown

9. Degree of burn
1%t Degree
2" Degree
34 Degree
4™ Degree

10. Area of burn

Burn area

1t degree
0

2nd degree
1

3rd
degree 2

Mixed

Not
burned 4
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1 Head and neck anterior
2 Head and neck posterior
3 Anterior trunk
4 Posterior trunk
5 Rt Buttock
6 Lt Buttock
7 Rt thigh anterior
8 Rt thigh posterior
9 Rt lower leg anterior
10 | Rt lower leg posterior
11 | Ltthigh anterior
12 | Ltthigh posterior
13 | Lt lower leg anterior
14 | Lt lower leg Posterior
15 | Rtupper arm anterior
16 | Rt upper arm posterior
17 | Rt Lower arm anterior
18 | Rt lower arm posterior
19 | Lt Upper arm anterior
20 | Ltupperarm posterior
21 | Lt Lower arm anterior
22 | Lt lower arm posterior
23 Rt hand anterior
24 | Rt hand posterior
25 | Lt hand anterior
26 | Lt hand posterior
27 | Rtfoot anterior
28 | Rt foot posterior
29 | Ltfoot Anterior
30 | Lt foot posterior
31 | Rthand
32 | Gentalia
11. Percent of Total body surface area (TBSA %)

1 | 0-10 0

2 | 11-25 1

3 | 26-35 2

4 | 36-45 3

5 | 46 and above 4

6 | Unknown 5

224



12.For How many days admitted in the hospital?
1-3 days

4 - 15 days

16-21 days

22-35 days

36 and above days
Unknown

g BB W DN -

13. First aid treatment used at home

Nothing

Cooling water
Colligate

Coffee powder

Salt

Qil

Litti ,dough of bread

~Nl o gl & w| N -
Ol | M W]+ O

Part three treatment received in the hospital

14. Physiotherapy

Every day

Twice in a week
Three times in a week
Once in a week

No physiotherapy
Unknown

OO B~ W N

15, Occupational therapy

1 | Every day

Twice in a week

Three times in a week

Once in a week

No occupational therapy

oo~ wWN

Unknown

16. Clinical psychologist/social worker

| 1| Every day |
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Twice in a week

Three times in a week

Once in a week

No clinical psychology

o0 B~lWIDN

Unknown

1

~

. Dietician

Every day

Twice in a week

Three times in a week

Once in a week

No dietician

OO B~ W DN

Unknown

18

. Haemodynamic test

Blood sugar

Urea

Creatinine

Sodium

gl A W| N

HB

1

©

. Body weight

0-10 Kg

11-20Kg

21-35Kg

AW N| -

36 and above
Kg

20

. Inhalation injury

Yes

No

21

. Non-surgical treatment given:

Analgesics

Counselling

Splinting

Al W N -

Physiotherapy/occupational therapist

22

. Number of IV fluids:
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1 1000-1500ml

2 1501ml to
2000ml

3 3001ml to
3500ml

4 | 3501ml to
4000ml

5 None

23. Number of pints of Blood:
1 | 1000-1500ml
2 | 1501mlto
2000ml

3 | 3001mlto
3500ml

4 | 3501ml to
4000ml

5) None

2

i

. Number of days on Antibiotics:
5days

6-10 days
11-15 days
16-21 days
21 and above
None

OO B W DN

2

ol

. Number of days on non-narcotic analgesics
5days

6-10 days
11-15 days
16-21 days
21 and above
None

OO B W DN

26 Number of days on narcotic analgesics
| 1 [ 5days |
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6-10 days

11-15 days

16-21 days

21 and above

OO Bl WIN

None

27.

Surgical Interventions (e.g. Debridement, skin graft, amputation etc. )

Debridement

Skin-graft

Amputation

AlWIN| -

z-plasty
reconstructiv
e

Others (
suture, esch)

28.How many times was the patient operated under general An aesthesia? ...

1

One time

2

Two time

Three time

Four times

None

29. Complications (e.g. wound infection, septicaemia, renal failure etc.)

Wound
infection

Contracture

Amputation

Septicaemia

gl B|lwN

Renal failure

30.Wound culture done?

Yes
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No

3 | Unknow

31.Results of wound culture
1| Positive for pathogenic
bacteria

2 | Negative

3 | Unknown

32. Did the patient die?
1| No
2| Yes
3 | Unknown

Worku
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Appendix 3.3 University of Witwatersrand Medical Ethics clearance

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

=

230



Appendix 3-4 Yekatit 12 hospital Medical Ethics Clearance.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.
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Appendix 3.5 Human research clearance certificate Myungsung hospital.

Study title: The profile and psychosocial impact of burn injuries among children and their

caregivers in Addis Ababa Ethiopia.

MGV

COMPREHENSIVE SPECIALIZED HOSPITAL
DI°TCZ270.-00 AVFAALHE UL A
TEL(1) : 251-1-629 29 63 FAX525|—|—529 2795

TEL(2) : 251-1-662 84 28 Email : msmcmet@gmail.com
TEL(3) : 251-1-629 46 02 P.O.Box : 15478 Addis Ababa, Ethiopia

Rf,w- spec H)83 [2a Date: - StV OISR Re
Fasre [ 30

To:  Mr Worku Woldegiorgis Herbaye
Student number; 2338595
Faculty of Health scie , Depa or i ap
Uni ity of Wi ana & South Africa.
Re:  Permission to the stud

This is to inform you that we h your research proposal. The cthics clearance is

granted, subject to the follow

must be reported within

annually.
1l the best for vour studies

v Fatehrully 2
ours faithfu
7]

Dr. sélomod Bekele
Deputy Medical Director
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Appendix 3.6 Human ethics clearance certificate AaBET Hospital.

Study title: The profile and psychosocial impact of burn injuries among children and their caregivers in
Addis Ababa Ethiopia.

Ref.No._ T A \ g 2

Oste: _x=s A la==a—

(IRB) of St. Paul's bad

Research Title The profile and psy of bum
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Appendix 3.7 Information sheet for care givers

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

Greeting.

| /We, Worku W Herbaye are planning to do a research on children burn injuries and caregivers in
Addis Ababa.

You have been invited to take part in a research study. Before you decide whether to take part in
it, it is important for you to understand why the research is being done and what it will involve.
Please take time to read the following information and ask if there is anything that is not clear or
if you would like more information. If you decide to take part you may keep this leaflet. Thank

you for reading this.

What is the research about?

This research is done to study the profile and psychosocial impact of burn injuries amongst
children and their caregivers in Addis Ababa Ethiopia. The study aims to find out the extent and
the level of burn injuries among the children aged 0-18 years. , to assess the first aid knowledge
among the current caregivers, and to assess the current burn injury prevention activities in
use inthree selected hospitals in Addis Ababa . This will help us to make suggestion for proper
budget allocation to treat burn injury victims and for making a plan how to prevent burns injury in
the future. The study will take place in Addis Ababa at Yekatit 12 Hospital, Addis Ababa burn

emergency and trauma hospital and Myungsung medical Centre.

Benefits of being in the study.

There is no direct benefit from this study. However, by participating in the study you will receive
expert advice on each visit to the clinic from multi-disciplinary team of professional’s .The long

term benefit of this study is the possibility of better management of burn injury and reduction on
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the level and extent of disability and psychological stress due to burn injuries among the children

and caregivers.

How is the research done?

Questionaries’ will be distributed and it will take 15-30 minutes to fill on the paper and the research
team will collect the form from burn unit clinic. The questionaries’ are translated into Amharic
language and if you have problem with the language someone will translate for you. In addition

to a questionnaire with your permission interview will be recorded .
Do you have to participate?

It is up to you to decide whether or not to take part. If you do decide to take part you will be given
this information sheet to keep and be asked to sign a consent form. If you decide to not to take part

in the study you are still free to withdraw from the study at any time without giving a reason.
If I choose to participate will there be any payment due to me?

You will be paid by principal investigator a local public transport fee with in Addis Ababa on the

day of interview or focus group discussion.
What happens if you decide to take part?

If you decide to participate, we will ask you to take part in filling/answering questionnaires. The
questionnaire filling will last around 20-30 minutes. We don’t do any tests or examinations and
you will not be subject to any harm or inconvenience apart from the time we take for the interview.
If you agree to take part, you will still be free to refuse to answer any of the questions that you

don’t want to.
What happens to the information you provide?

All transcriptions will be de-identified and it will not be possible to re-identify the participant. All
information shared, on questionnaire will be kept confidential and stored in a password protected
file, for three years after publication of the study. The information we collect during this study will
remain confidential and will be strictly used for the purpose of the study. The information will be
kept with the principal investigator. Your name and the name of your organization will not be

recorded on the answer sheet.
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What will happen to the results of the study?

The results of the study will be shared with the University of Witwatersrand and the Department
of physiotherapy in the faculty of Health sciences. The results may be published in scientific
journals. Summary of the findings will also be published in the Ethiopian Medical Journal and

Ethiopian newspapers so that people become aware of it.
Who is doing the study?

The study is done by a PHD student in collaboration with the Muyngsung Christian Medical
Centre in Addis Ababa and University of Witwatersrand department of physiotherapy in the

faculty of Health sciences.
Who has reviewed and approved this study

Before this study was approved to start, it was reviewed in order to protect your interests. This
review was done first by the Department of physiotherapy, and then secondly by the Faculty of
Health Sciences post graduate assessors committee at the University of Witwatersrand
Johannesburg. The study was approved in both presentations.

Who is funding this research study?

I am personally funding the study and partial funding has been made available through the

Children burn and Wound care Ethiopia.

Output of the study.

The output of the study will be disseminating of the findings of the study to an appropriate policy
maker, in the form of presentation, and publication in a journal. The information will also increase
awareness among the caregivers and community members in Addis Ababa. In addition, this study

establishes the gap on first aid Knowledge for burn injury victims in Addis Ababa health facilities

and propose strengthening strategies on existing facilities.

Contact for Further Information
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If you have any questions or concerns please don’t hesitate to contact the chief investigator, Mr
Worku Woldegiorgis Herbaye, Tel 00251934774736 or 00251934336703 Please note that you will
be given a consent form with this information sheet. Please read the consent form and sign it if
you agree to take part in the study. If you have any concern over the way the study is being
conducted, please contact the chairperson of this committee who is professor clement penny, who
may be contacted on telephone number 0027 117172301. Thank you very much for taking part in

our study.

Thank you for reading this information sheet

Worku Herbaye

September, 2021
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Appendix 3.8 Amharic translation of information sheet

Study title: The profile and psychosocial impact of burn injuries among children and their caregivers in

Addis Ababa Ethiopia.

hNé 3

rsa- o™ PoLA-ReT RThn AL ®T RS RAT MECLST Peold PR

ok Con

CalnAe ST AN WO TR RS LT VRS RS RN A 2T AL

VLY AT O ADSE FRRT WS hAml o dh

(1AYS 1

W T ReAD-E A COR NUASTST CanAs ST RS AShnhin. e o

NAGN AN TSI ALY R Ehe roes

NS PG et eCet e T POLAA e PP MY arD Y Acodal

NAA T RENE anCyTs. AY™E WIRTLLLT Tl WG 9™ WLl Mo e,
CaArgdz ANy LA a0l ATTHIF CLILETE B S hG TTAR

APRE @ Y A eyt lranee evdE CLA A P gan@eki: RCh? Milu

Aerndy-1G2 Cmay- hrt AEy eomBd glae AP 2TAA BT
e AL

an(IYUG NAYTEETE har? GO 9UCETE VAarmae ALENT hepC dh NS

WO AmAs TORST WG DR A 2T eohihid DASO AN orfeT PAT@F P
ANG PRRS ACTYGT Yaei PG N0 ANk 18 hengeds eohhd 0L VRS

CAnAs ARSI oy AR RY RLE ATTTE vO-Aov - A Lk

AN, Qe 2

@A lheodor OO0 P AT DEPYT AL CLardlr VabiAr bR

Al QeI i @) RAamAe A B RS AANEETR ASThYT Wyl Phar

VOIED om0l Aeoiunds A AMLAcl: Vamde WL deohAhd hel e
LanPenoc: (RS0 AN Yhels 12 UESAT hSn A vamae i
WA BG LVPAE UReTG @Tu-Eet ol ShLEA LY ST aeney
R R A T L

Lo PonBand @ LAE holl Ao ™9t (a1 ML DS AN
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OLY PGT -0F NooA-1G @OLT5 PF15 PPoqg Ppge AT CU-F WIS NTS:
AN ENTET NI4T L AR NPonaeNT NALISS. @A hnALh- $OAao- ¢
09T PAAon-¢ 9NC CI5A CILYD TGS CLATYT CLIL PPt Cahmas AR O-FAA
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Appendix 4.1 One on one child friendly interview guide.

Study title: The profile and psychosocial impact of burn injuries among children and their caregivers in
Addis Ababa Ethiopia.

Tell me your name.

Are you afraid to touch fire or hot liquid? if yes tell me more

Do you have any nightmare at the night following your burn injury?

What were you doing during the time of accident?

What are the main problem you have right now after the burn injury?

Does the burn injury affect your school work? if yes explain

Thank you.

Worku w Herbaye

September, 2021
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Appendix 4.2 Information sheet for the children 9-18 years old

Study title: The profile and psychosocial impact of burn injuries among children and care
giver’s in Addis Ababa Ethiopia.

Greeting.

Introduction

We, Mr. Worku Woldegiorgis Herbaye principal investigator and Nurse Darartu Teshome, and
Ayal worku a research assistant planning to conduct a Research on children burn injuries and
its impact on care givers. Research is a process used in seeking new knowledge. We would like
to find out cause of burns, location of accident, psychological and social problems caused by
burns and what things influence your quality of life after being burnt. We want to collect
information on all children who have had sustained a burn injury and discharged from hospital

during six-month period.

Invitation to children

We are inviting you to take part in a research study and asking for your permission to include

you in the research study.

What involved in the study.

We are planning to conduct an interview with you and other children above 9 years old. We will
be asking you a few questions about how are you feeling and about your health before and after
you have left the hospital and ask you a few questions about your personal experiences about
burn injury in general. We are going to use a questionnaire to collect information. The

questionaries’ will be distributed and will be collected after you fill the answer in the clinic.
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Risk of being involved in the study.

In this study there is no physical harm for you. We are asking you a few questions to answer
about your burn injury and your experiences living with burn injury and the limitation you have
following the burn injury. If you feel not comfortable during the interview, we will provide you
professional counselling and take you for medical attention and we will discontinue the interview
or working on the questionnaire. It will take you about 10-15 minutes to fill in the
questionnaires and 20-45 minutes for focus group discussion. We will also explain what we will
be doing and why to you verbally in a language you understand well. Whether or not you take
part in this study, you will still receive appropriate medical care when you come for a follow up

visits.

Benefits of being in the study.

The short term  benefit of the study will be, you will receive expert advice on each visit to the
clinic from multi-disciplinary team of professionals. The long term objectives of this study is the
possibility of better management of burn injury and reduction on the level and extent of

disability and psychological stress due to burn injuries among the children and caregivers.

Participation in the study.

Participation in this study is voluntary and you may withdraw from the study at any time.

Confidentiality

Your name will not be used on the data collection form; thus your confidentiality will be

respected. During your group discussion the principal investigator will advise the participants to
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maintain confidentiality pre and post discussion. You will be discussing with your age mate in
secure and comfortable place with in the hospital environment. The information will be available
to the principal investigator and his supervisors. However, there is no guarantee to maintain

privacy in focus group discussions.

Output of the study.

The output of the study will be disseminating of the findings of the study to an appropriate policy
maker, in the form of presentation, and publication in a journal. The information will also
increase awareness among the adolescent children on burn injury prevention strategies and on

quality rehabilitation services for burn injuries in Addis Ababa.

Contact for investigator

Principal investigator

Mr Worku W Herbaye Tell, 267 71903384

physiotherapistworku@agmail.com

Research assistant

Ms Darartu Teshome 0025111144623

Supervisors

Associate professor Ronel Roos 0027 117173723

Associate professor Veronica Ntsiea
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Contact details of HREC Administrator

This study has been approved by the Human Research Ethics Committee (Medical) of the
University of the Witwatersrand, Johannesburg. The main function of this committee is to safe
guard the rights and dignity of all human subject who agree to participate in a research. If you
have any concern over the way the study is being conducted or performed, please do not hesitate

to contact the office.

Chairperson of the committee, Professor Clement penny /Telephone 0027 117172301

e-mail: Clement.Penny@wits.ac.za, Committee Secretariat, Telephone 0027 117172700/1234

E-mail Rhulani.Mukansi@wits.ac.za

Thank you for reading this study information sheet.

Worku W Herbaye

September 2021
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Appendix 4.3 Information sheet in Amharic.

Study title: The profile and psychosocial impact of burn injuries among children and their

caregivers in Addis Ababa Ethiopia.
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Appendix 4.4 Informed consent care givers /guardians.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

Consent form
Lo understand the purpose of this research project and
give consent for my child..................... to participate in the research. |

have read and understood the information and my questions have been answered. | am fully aware
of the procedures and the fact that they will not harm my child in any way. | am aware that | may

withdraw my child from the research without any prejudice towards my child or myself.

Parent/guardian Researcher

Date Date
Thank you for participation.
Worku W Herbaye

September, 2021
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Appendix 4.5 Informed assent for children 5-9 years.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

agree that it is okay for the researcher to enrol me in
this study. I understand what this study is about and understand what | am expected to do as part
of it. 1 understand what has been explained to me about answering some questions. My questions
have been answered. | know that taking part in this study will not harm me in any way. | am aware

that I may withdraw from this study at any time without any notification.

Child Researcher
Date Date
Worku W Herbaye

September, 2021
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Appendix 4.6 Informed assent form for children (10-18) years

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

My name is Worku W Herbaye and | am doing a research study about burn injuries among the
children and its prevention management. A research study is a way to learn more about something.
One of your parents has already given their permission for you to be part of this study, and now it
is your turn to decide. If you decide that you want to be part of this study, you will be asked to

describe in a simple terms what will be asked of participants.

When we are finished with this study we will write a report about what was learned. This report
will not include your name or that you were in the study. You will stop or exit from study at any
time. Before we begin do you have any question? If you want to be in this study please write your

name and sign below.

Name signature

Researcher signature

Worku w Herbaye, September, 2021
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Appendix 4.7 Amharic consent form.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

QTL DCHE - DALCTIT CIN - AT SAAAN ::
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Appendix 4.8 Interview guide for caregivers.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

1. Socio demographic characteristics of Respondents

Age

Sex

Marital status

Educational level

Place of residence:  Rural

Urban

2. Would you tell me the reason why your child are admitted in burn unit?

Probing questions

a) Did you get checked in any other health institutions before you join were admitted in

burn unit?

b) How long did you stay in burn unit with your child?
3. How your child exposed for burn injury?

Probing question

a. Who rescued your child from the burn injury?

b. Did the injury affect your social life? If yes

Probing question

How?

4 What are the services you are getting from the hospital?



Probing questions

a) Did you get a psychological support from the hospital?

b) Did the provided services improve your social life?

Do you have a family member or relative visiting you since your child inflected with burn?
Injury?

Probing questions

a) How often your family members visited you and your child?

b) Does your family member collaborate with the burn unit staffs in order to improve your
emotional wellbeing?

c) Are there any restrictions to enter in burn unit for your family or relatives?

d) How do you feel about those restrictions?

What were your emotional reaction and responses about your child burn injury?

Probing questions

a) Did you have an experience of depression, stress or feeling of hopelessness as result
of your child burn injury?
b) Did you lose something because of your child burn injury?

. Did the burn injury affect your social interaction?
Probing question
Were there any strains, pressure or stigma you felt you faced because of your child injury?
What kind of improvement was observed on your health after your child took a treatment?
Probing question

a) Do you get adequate medical treatment and counseling support from the hospital?
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10

b) Do you get a psychological and social support from the hospital?

Has the burn injury predispose you or your child for disability? If your answer is yes, how

do you think? to manage your future life?

Probing question

What kind of support you got from the hospital to facilitate your future life?

What do you expect from the hospital to fulfill your need regarding on your injury?

Thank you for your cooperation

Worku Herbaye

September, 2021
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Appendix 4.9 Amharic translation of interview guide.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.
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Appendix 5.1Questionary on the knowledge and practice of first aid of care giver.

Study title: The profile and psychosocial impact of burn injuries among children and their

caregivers in Addis Ababa Ethiopia.

Part one socio-demographic information.
Unique care giver identification #

1. Hospital name

Yekatit 12 hospital | 0
Addis Ababa burn | 1
emergency and
trauma hospital

Myungsung 2
Hospital
1. Gender
Male 0
Female
1

2. Date of birth

Date Month Year
3. Age
0
Unknown |1

4. Age group
10-15
16-20
21-30
31-40
41-50
Unknown

g W NP O

6. Primary Care givers
Mother 0
Father 1
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Aunt

2
Sibling

3
Grand mother

4

Others
(Neighbourhood | 5
s, social workers

)

7. Location of Residence
Urban 0
Rural 1
Unknown | 2

8. What did you apply for burn injury as a first aid mechanism at home?
Honey 0
Sugar

Salt

Cool tap water
Animal manure
Milk and butter
Soil

Leaf’s from a tree

N oA WN R

9. Did you know any burn injury prevention program in Addis Ababa?
Yes 0
No 1
I do not know | 2

10. Is there any educational program on burn injury prevention in your hospital or health centre?
Yes 0
No 1
I Don’t know 2

11. If yes for question 8 how did you know it?
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On
Television

Radio

News paper

Friends

Poster, flyers

Others ,
specify

P WIN -

12. How long did you apply cool tape water on burned surface?

1-10 Minutes

11-20 Minutes

21-30 Minutes

| do not know

WIN| | O

13 How long did it take you to reach the hospital after burn injury to your child?

10 minutes | 0
20minutes 1
30minutes | 2
lhours 3
2hours 4

14 Did you have any training on first aid for burn injury?

Yes 0
No 1
| do not 2
know

15 If yes for the above question when was it?

3month ago

6month ago

lyear ago

2year ago

WIN| - O

16. Your Education

None

0
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Primary 1

Secondary |2

Tertiary 3

17. Occupation

House wife |0
Business 1
Student 2
Employed 3
Farmer 4

18. What is burn injury to you?

1.

2.

3.

4.

19. How do you recognize burns?

1.

2.

3.

4.

20. What are the cause of burn?

1.

2.
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3.

4.

21. What should be done to prevent?

1.

2.

3.

4.

Worku W Herbaye

September, 2021
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. Appendix 5.2 Amharic translation of questionnaire.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.
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Appendix 6.1 Paeds quality inventory (age 0-9).

Study title: The profile and psychosocial impact of burn injuries among children and their

caregivers in Addis Ababa Ethiopia.

PAEDS QL

Paediatric quality of Life Inventory Acute Version

Parent report / caregiver (Ages 0-9)

ID#:

Date:

Directions
On the following page is a list of thing that might be a problem for your child. Please tell us how much of a

problem each one has been for your child during the past 7 days by circling.
0= If it is never problem
1=If it is almost never a problem

2= If it is sometimes a problem

3=If it is often a problem
4=If it is almost always a problem

.... There are no right or wrong answers.

If you do not understand a question, please ask for help.

In the past 7days, how much of a problem has your child had with

About my Health and Activates (problems with.....)

Never

Almost
never

Some times

Often

Almost
always

1.1t is hard for me to walk more than one block

2. Itis hard for me to run

3. Itis hard for me to do sports activity or exercise

4 1tis hard for me to lift something heavy

5.1tis hard for me to take a bath or shower by my self

6.1t is hard for me to do chores around the house

7.1 hurt or ache

8. | have low energy

elleollelleolie]le]ie] o)

RRrRPrRP R R R

NINNININDNDNIDN

WWWwWwWwwwlw

e S N IR
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About my feelings (problems with.....) Never Almost | Some times Often Almost
never always

1.1 feel afraid or scared 0 1 2 3 4

2. | feel sad or blue 0 1 2 3 4

3. I feel angry 0 1 2 3 4

4 1 have trouble sleeping 0 1 2 3 4

5.1 worry about what will happen to me 0 1 2 3 4

How | get along with others (problems with.....) Never Almost | Some times Often Almost
never always

1.1 have trouble getting along with other kids 0 1 2 3 4

2. Other kids do not want to be my friend 0 1 2 3 4

3.0ther kid tease me 0 1 2 3 4

4 | cannot do things that other kids my age can do. 0 1 2 3 4

5.1t is hard to keep up when | play with other Kids 0 1 2 3 4

About school problem (problems with.....) Never Almost | Some times Often Almost
never always

it is hard to pay attention in the class 0 1 2 3 4

2. | forget things 0 1 2 3 4

3. I have trouble keeping up with my school work 0 1 2 3 4

4 1 miss school because of not feeling well 0 1 2 3 4

5.1 miss school to go to the doctor or hospital 0 1 2 3 4

Worku W Herbaye
September, 2021
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Appendix 6.2 Paeds quality inventory (Ages 10-18).

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

ID#:

Date:

PAEDS QL

Paediatric quality of Life Inventory Acute Version

Adolescent Child report (Ages 10-18)

Directions

On the following page is a list of thing that might be a problem for you. Please tell us how much of a problem
each one has been for you during the past 7 days by circling.

0= If it is never problem

1=If it is almost never a problem

2= If it is sometimes a problem

3=If it is often a problem

4=If it is almost always a problem

There are no right or wrong answers.
If you do not understand a question, please ask for help.
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In the past 7 days how much of problem has this been for you.......?

About my Health and Activates (problems with.....)

Never

Almost
never

Some times

Often

Almost
always

1.1t is hard for me to walk more than one block

2. Itiis hard for me to run

3. Itis hard for me to do sports activity or exercise

4 1tis hard for me to lift something heavy

5.1tis hard for me to take a bath or shower by my self

6.1t is hard for me to do chores around the house

7.1 hurt or ache

8. | have low energy

OO0 |0|O0|O0|O|O

RlRrR R R R RP -

NINNININDNINDN

WWWwwwwlw

S I R R

About my feelings (problems with.....)

Never

Almost
never

Some times

Often

Almost
always

1.1 feel afraid or scared

2. | feel sad or blue

3. | feel angry

4 1 have trouble sleeping

5.1 worry about what will happen to me

[ellelielie] o]

A Ll

NINININIDN

WWww w

IR IR

How | get along with others (problems with.....)

Never

Almost
never

Some times

Often

Almost
always

1.1 have trouble getting along with other kids

2. Other kids do not want to be my friend

3.0ther kid tease me

4 1 cannot do things that other kids my age can do.

5.1t is hard to keep up when 1| play with other Kids

(elielie] o]l

A I i

NINININIDN

WWww w

IR

About school problem (problems with.....)

Never

Almost
never

Some times

Often

Almost
always

1.1t is hard to pay attention in the class

2. | forget things

3. I have trouble keeping up with my school work

4 1 miss school because of not feeling well

5.1 miss school to go to the doctor or hospital

O|0|0|O0|Oo

A

NININININ

WwWwww|w

IR R R

Worku W Herbaye

September 2021
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Appendix 6.3 Mapi trust application for the use of tools.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

1272323, 8:57 PM Gmail - sPROVIDE ™: Request #203294 is New

N‘ Gmail 'WORKU HERBAYE <elibensha@gmail.con

ePROVIDE™: Request #293294 is New

1 message

org> Sat, Jun 13, 2020 at 3:47 P

To: ellbensha@gmail.com

Dear User,

We have received your request with the following details:

Request

Type of request : (not defined)
Status : New
Subject : Request for Peads QOL questionnaire
Description : [ am student at WITS university in South Africa and I am planing to do a research on burn injury in children in
Addis ababa ethiopia.
Instruments :
© APPADL - Ability to Perform Physical Activities of Daily Living
Other instrument : post burn quality of life questionnaire for children post burn quality of life questionnaire for caregiver
Languages : Amharic
Mode of i : Paper inistration

My address

P.0.BOX 1437 ABG Gaborone

plot No 61470 GoalesTown, Marapula Gaborone
0000 Gaborone

Southern Africa

Botswana

Request information

* Study/Protocol number : student number 2335895

1212323, 857 P Gmail - 6PROVIDE™: Request #293294 is New

Well do our best to handle your request within 2 business days, but our answer may be delayed depending on the current workload. If you need
immediate assistance, please edit your request to specify it and we'll contact you in priority. Thank you.

If you have any questions, you may refer to our FAQs.

Best regards,

ePROVIDE

Online Support for Clirical Outcome Assessments

ICON plc made the following annotations.

This e-mail transmission may contain confidential or legally privileged information that is intended only for the individual or entity named in the e-mail address. If you are not the
intended recipient, you are hereby notified that any disclosure, copying, distribution, or reliance upon the contents of this e-mail is strictly proibited. If you have received this e-
mail transmission in error, please reply to the sender, so that ICON plc can arrange for proper delivery, and then please delete the message.

Thank You,

ICON plo

South County Business Park
Leopardstown

Dublin 18

Ireland

Registered number: 145835
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Appendix 6.4 Mapi permission to use for educational purpose.

Study title: The profile and psychosocial impact of burn injuries among children and their

caregivers in Addis Ababa Ethiopia.

Tzrzszs, v vm I ~ STV VIUE . TUUI 91 ARG £ ey 1 e sy v

M Gmail WORKU HERBAYE <elibensha@gmail.com>

ePROVIDE™: Your User Agreement - Pediatric Quality of Life Inventory™ - 8432

1 message

trust. i-trust.org> Tue, Sep 24, 2019 at 11:24 PM

. po
To: elibensha@gmail.com

Dear User,

Thank you for using the online distribution on https://eprovide.mapi-trust.org for the use of this COA.
Please find attached your completed User License Agreement.
This COA may be under specific conditions of use and copyright ownership.

By accepting the General and Special Terms of this User License Agi you have that you will respect these conditions, and
especially:

« You will only use the COA in the context of use that you have indicated

* You will not modify the COA

« You will not translate the COA without ing Mapi Trust for possible specific conditions

* You will not distribute the COA to other third parties

lete i ion and itions of use.

We invite you to refer to the attached Terms for

Should you have any questions, please contact us at eprovide@mapi-trust.org.

Best regards,

ePROVIDE

Online Support for Clinical Outeome Assessments

hitps:/imail.google.

12123123, 9:13 PM Gmail - ePROVIDE™: Your User Agreement - Pediatric Quality of Life Inventory™ - 8432
ICON plc made the following annotations.

This e-mail t(apsmisslon may contain confidential or legally privileged information that is intended only for the individual or entity named in the e-mail address. If you are not the
intended recipient, you are hereby notified that any disclosure, copying, distribution, or reliance upon the contents of this e-mail is strictly prohibited. If you have received this e-
mail transmission in error, please reply to the sender, so that ICON plc can arrange for proper delivery, and then please delete the message.

Thank You,

ICON plc

‘South County Business Park
Leopardstown

Dublin 18

Ireland

Registered number: 145835

2 attachments
) UA_General_Terms_Licensing_MRT.pdf
511K

) UA_special_terms_WORKU_W_HERBAYE_PedsQL™_8432.pdf
30K

”
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Appendix 6.5 health related quality of life question.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

Item statement N=0 | AN=1 | ST=2 | OF=3 | AA
1. It is hard for me to walk more than one block

2. Itis hard for me to run

3. Itiis hard for me to do sports activity or exercise

4. It is hard for me to lift something is heavy

5.1t is hard for me to take bath or shower by my self

6. Itis hard for me to do chores around the house

7 .1 hurt or ache

8 .1 have low energy

9 .1 feel afraid or scared

10..1 Feel sad or blue

11. | Feel angry

12. 1 have Trouble sleeping

13. I worry about what will happen to me

14. I have Trouble getting along with others

15. Other kids Do not want to be my friend

16 .Other Kids tease me

17 .1 cannot do things that others kids my age can do

18 .1t is hard to keep up when I play with other kids

19. It is Hard to pay attention in the class

20. | Forget things

21. | have Trouble keeping up with my school work

22. Miss school of not feeling well

23. | Miss school to go to the doctor or Hospital

Key: 0= Never a problem  1=almost never  2=sometimes 3=often  4=almost always.
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Appendix 6.6 Householed and Economic Social Status Index (HESSI) of caregivers.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

Record Code: .....c.oovvvviiininni,
Household and Economic Social Status Index. (HESSI).

Who provide the information below ?

1. Family structure /house hold composition (Score 0-10)
1.A. Marital status of mother
1. Never married
2 . Married but not now living with partner (eg, divorce, separated)
3. Widowed

4. Never married but now living with partner

5. Married and presently live with partner

2.B. House maintain membership; how many people currently dwell in the household?
Number 18 and older

Number 6-18 yrs old

Number below 6 yrs. old

3.C. Is there an adult relative now residing in the house hold? 0. No 1 yes

If yes who are they in relationship to the child?

Il Social status in the community (education occupation [less than 18])

A. Mother’s education what is the highest level of education attained by mother?
1. Less than standard three

2. Primary school (standard 3-4)
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N o o &~ ow

Junior secondary (standard 5-7)

Senior secondary (standard 8-9)

Matric /high school graduate/ vocational training diploma
1-2yr collage, technician

3-4 yrs. of university

B. Education of mother’s partner: what is the highest level of education?

1.

o g M w

Less than standard three

Primary school (standard 3-4)

Junior secondary (standard 5-7)

Senior secondary (standard 8-9)

Matric /high school graduate/ vocational training diploma

1-2yr collage, technician

What are the names, occupation and industry of the primary wage earners in the house?

Name occupation industry

Access to finances who in the family earns money? Check all that apply

-mother, father, partner, parent, and Sibling/Aunt/Uncle

[l Housing accommodation.

A.

In what type of housing do you live?

0. None, Homeless ,1Shack,2 Hostel 3. Room, garage ,4. Flat cottage ,5. Home shared with
other family (is), 6. Home that is not shared with other families
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1)

2)

a)

b)

d)

€)

B. Does your home have

A separate kitchen 0. No 1. Yes

A separate bath room 0. No 1. Yes

In your home how many separate rooms are there just for sleeping?
(Circle one number) 0 1 2 3 4 or more

what type of toilet facilities does your home have?

None ,1. Pit or Bucket 2. outside flush toilet 3. Inside flush

C) Do you own or rent a home?

Neither, 1. Rent,2. Purchasing on bond,3. Own 4.

How much do you pay monthly for rent or bond?

Birr for service charge

For electricity

(Highest in the last year) Birr

(The Lowest)

e) Maternal well being

Do you have any problem you might like to talk over with a doctor?

0.No 1. Yes (specify) During the past 3 month have you had any physical or

emotional condition for which you have been receiving treatment

or taking

dictation? No 1. Yes (specify) Have you ever had any serious physical hand

cap? 0. No 1. Yes

Worku w Herbaye, September 2021
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Appendix 7.1 information sheet for key informants.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

Name of Investigators: Worku W Herbaye (PhD student)

Student Number: 2335895

Faculty: Department of Health Science University of Witwatersrand,
First Supervisor: Dr, Ronel Roos Department of Health Science , University of

Witwatersrand, Johannesburg South Africa.
Second Supervisor: Professor Veronica Ntsiea Department of Health Science
University of Witwatersrand, Johannesburg South Africa
Research assistant Sister Daratu Teshome

You have been invited to take part in a research study. Before you decide whether to take part it is
important for you to understand why the research is being done and what it will involve. Please
take time to read the following information and ask us if there is anything that is not clear or if you
would like more information. If you decide to take part you may keep this leaflet. Thank you for

reading this.
What is the research about?

This research is done to study the psychosocial impact of burns, to find out the extent and the level
of burn injuries among the children aged 0-18 years, and to find out the current burn injury
prevention program in use in three selected Hospital in Addis Ababa. This will help us to make
suggestion for proper budget allocation to treat burn injury victims and for making a plan how to

prevent burns injury in the future.

Benefits of being in the study.
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There is no benefit for the participation in this study. However, you will receive expert advice
on each visit to the clinic from multi-disciplinary team of professionals .The long term benefit
of thisstudy is the possibility of better management of burn injury and reduction on the level
and extent of disability and psychological stress due to burn injuries among the children and
caregivers.

How is the research done?

This study will last three months which we will try to interview and to collect information from all
caregivers (in case of children) with burn injury and adolescent children in Addis Ababa. In
addition, we will collect information from key informant to find out any challenges on burn injury

prevention program in Addis Ababa.
Do you have to participate?

We are here with you because we intend to ask those who are involved in burn prevention program
and policy makers for burn injury prevention program in Addis Ababa. We want to collect
information from burn prevention program officers and who has experiences in the field. It is up
to you to decide whether or not to take part. If you do decide to take part, you will be given this
information sheet to keep and be asked to sign a consent form. If you decide to not take part, you

are still free to withdraw from the study at any time without giving a reason.
What happens if you decide to take part?

If you decide to participate, we will ask you to take part in an interview. The interview will last
around 30-60 minutes. During this interview we will ask questions about your challenges on the
prevention program, key performance area, organizational capacity, internal process, extent and
level of burn injury in the last few years and the outcome of the prevention program in Addis
Ababa. We don’t do any tests or examinations and you will not be subject to any harm or
inconvenience apart from the time we take for the interview. If you do not agree to take part, you
will still be free to refuse to answer any of the questions that you don’t want to. We will also
contact the authority to take some information about current burn prevention program and

coverage area in general in Addis Ababa.

What happens to the information you provide?
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All transcriptions will be de-identified and it will not be possible to re-identify the participant. All
information shared during the focus group discussion will be kept confidential and stored in a
password protected file, for three years after publication of the study. The information you
provided during this study will remain confidential and will be strictly used for the purpose of the
study. The information will be kept with the principal investigator. Your name and the name of

your organization will not be recorded on the answer sheet.
What will happen to the results of the study?

The results of the study will be shared with the University of Witwatersrand and the Department
of physiotherapy in the faculty of Health sciences. The results may be published in scientific
journals. Summary of the findings will also be published in the Ethiopian Medical Journal and

Ethiopian newspapers so that people become aware of it.
Who is doing the study?

The study is done by a PHD student in collaboration with the Myungsung Christian Medical
Centre in Addis Ababa and University of Witwatersrand department of physiotherapy in the
faculty of Health sciences.

Who has reviewed and approved this study

Before this study was approved to start, it was reviewed in order to protect your interests. This
review was done first by the Department of physiotherapy, and then secondly by the Faculty of
Health Sciences post graduate assessors committee at the University of Witwatersrand

Johannesburg. The study was approved in both presentations.
Who is funding this research study?

| am personally funding the research study and partial funding has been made available through

the Children burn and Wound care Ethiopia.
Output of the study.

The output of the study will be disseminating of the findings of the study to an appropriate policy
maker, in the form of presentation, and publication in a journal. The information will also increase

awareness among the adolescent children on burn injury prevention strategies and on quality
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rehabilitation services for burn injuries in Addis Ababa. In addition, this study establishes the gap
on psychosocial services in Addis Ababa health facilities and propose strengthening strategies on

existing infrastructures.
Contact for Further Information

If you have any questions or concerns please don’t hesitate to contact the chief investigator, Mr
Worku Woldegiorgis Herbaye, Tel 00251934774736. Please note that you will be given a consent
form with this information sheet. Please read the consent form and sign it if you agree to take part

in the study.
Thank you for reading this information sheet
Worku Herbaye

September 2021
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Appendix 7.2 Amharic information sheet.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.
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Appendix 7.3 informed consent for key informant.

Study title: The profile and psychosocial impact of burn injuries among children and their

caregivers in Addis Ababa Ethiopia.

Consent form

| TR understand the purpose of this research project and
give consent to participate in the research. | have read and understood the information and my

questions have been answered. | am fully aware of the procedures and the fact that they will not
harm me in any way. | am aware that | may withdraw from the research at any time without any

prejudice towards myself.

Key informant Researcher

Date Date

Thank you for the participation.

Worku w Herbaye

September, 2021
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Appendix 7.4 Interview guide tool for burn prevention officers.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

1. Can you tell me how long you were serving in burn injury prevention program?

2. Do you have burn injury prevention program in the hospital or health centre in Addis Ababa?

Probing question

a) How do burn injured patients get burn injury prevention education in the hospital?

Probing question

What are the criteria to give burn injury prevention program in school?

3. Did the burn injury prevention program reduce or improve the level and extent of burn injury

among the children in Addis Ababa? If yes,

Probing question

How? and explain further

4) What type of response have you received from the community regarding your prevention

service in Addis Ababa?

5) What level of burn prevention program you provide to the community on a daily basis? such

as primary, secondary or tertiary prevention program.?

6) Did you notice the burn injury prevention program increase awareness in the community and

schools?
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7) How do you express burn injury prevention program net working with other organization or

stake holder?

8) What are the challenges regarding on the provision of burn injury prevention program in Addis

Ababa?

Probing question

How do you improve or change?

Thank you for your cooperation

Worku Herbaye

September, 2021
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Appendix 7.5 Informed consent for anonymous use of information.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

Informed Consent form

Lo Understand the purpose of this research project and
give consent to participate in the research. | believe the principal researcher and his research team
will protect my personal information closely so no one will be able to connect my information that
identify me. The information in this study will be used only for research purpose and that will not
reveal who | am. Therefore, | voluntarily allow only the research team to use my personal
information captured in this study. | am aware of that; the University law requires the research

team to show the information of the study for educational purpose.

Research participant Researcher

Thank you for participation.

Worku W Herbaye
September, 2021
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Appendix 7.6 informed consent for voice recording.

Study title: The profile and psychosocial impact of burn injuries among children and their
caregivers in Addis Ababa Ethiopia.

Voice Recording Permission consent

| hereby give permission for Mr Worku Herbaye a PhD student at University of Witwatersrand
faculty of health sciences, department of physiotherapy, to record our interview as a voice
recording and to use the transcription of the voice recording as information to analyse in his
thesis at the university of Witwatersrand.

| understand that the voice recordings will be kept in a safe place and locked away for a period of
three years following completion of the study.

Participant Name: DOB:

Child’s Name: DOB:

| hereby consent to the participation in interviews and the voice recording.

Signature of Participants: Date:

Address of Parent/Guardian:

Contact number(s):

E-mail:

Worku Herbaye

September, 2021
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