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Abstract

Background: Accidental burns are a common cause of morbidity and mortality among children under five
years. Knowledge and practices of the principal caretakers are directly associated with child's safety.

Objective: To describe the knowledge and practices on childhood unintentional burn prevention among the
principal caretakers of children under five years in a semi-urban community in Sri Lanka.

Methods: A community-based cross-sectional study was conducted. The computed sample size was 506. A
two-stage cluster sampling technique was used to select the study population of principal caretakers of children
below five yearsin Chilaw MOH area. Their knowledge and practices related to unintentional burn prevention
were measured using a pre-tested, interviewer-administered questionnaire. Multiple linear regression analysis
was used to identify the socio-demographic factors associated with caretakers’ knowledge and practices.

Results: In 90.5% of the households, mother wasthe principal caretaker. The median age of principal caretakers
was 27 years (| QR=24-31years). The mean scores obtained for knowledge and practiceswere 75.8% (SD=11.2%)
and 67.6% (SD=12.8%), respectively. These scores revealed amoderate positive correlation (r=0.59, p<0.001).
Three-quarter of caretakers were aware that children are more vulnerable for burns while 63.1% believed that
accidental burnsare preventable. Over 70% of the caretakers knew that many injuries can be avoided by keeping
children away from the kitchen, but only 39.2% houses had safety barriersto stop children entering the kitchen.
Two-third of the caretakers ensured that their children were constantly under close supervision. Significantly
better knowledge scores were seen when mother was the principal caretaker (p=0.002), with higher education
level of the caretaker (p<0.001) and with higher family income (p=0.04). Significantly better safe practices
were demonstrated by the caretakers with higher education level (p<0.001) and higher family income (p=0.01),
and of higher socia class (p=0.01).

Conclusions. The overall knowledge and practices on burn prevention were satisfactory among principal
caretakers of children under five years. However, the study identified certain instances the caretakers had
failed to apply their knowledge in safety practices.
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Introduction

Curiosity and exploring objects around them isa
natural phenomenon of children’sdevel opment. Thisway,
they will acquiretheir survival skills(1). However, this
behaviour can lead to a potentially lethal hazard if the
households are not safe for children. Evidence from a
multi-national study revealed that out of al theaccidental
injuriesobserved, 13% were dueto burns, and out of al
the burn victims, 52% were children younger than five
yearsof age (2). In 2012, astudy carried out in asemi-
urban setting in Sri Lankadisclosed that out of all types
of accidental injuriesamong toddlers, 6.9% were caused
by burnsand scalds (3).

In a global perspective, more than 95% of all
reported fire-related burns occur in low- and middle-
income countries (1). Similarly, within acountry, burns
are predominant among peopl e with low socio-economic
status. A Sri Lankan study reveal ed that morethan two-
third of children presenting with burnsto Lady Ridgeway
Hospital (LRH) had been from lower socio-economic
families (4). The most common setting for burns was
the domestic environment, within which most were
encountered in the kitchen (3, 4). Identification of the
place of injuriesas ‘home’ providesthe opportunity to
plan morefocused interventionsto prevent theseinjuries,
whichremainsto bethe single best management strategy.

The causes of childhood unintentional burnsare not
random, but predictable; therefore, preventable. However,
parental perception related to the preventability of
childhood injuries has been amixed one. According to
some studies, parents are well aware that burn injuries
are preventable, whileit isnot so with the others (5, 6).
Parental education level, employment and monthly
income of the family are some of the key factors
associated withtheir knowledge oninjury prevention and
childhood burns (7, 8). Accordingly, raising public
awarenesson burnsand community-based action hasbeen
identified as some of the most effective interventions
for burn prevention (9).

In Sri Lanka, only alimited number of studieshave
been carried out to eval uate the knowledge on prevention
of unintentional burns. Even among those studies, the
majority had been hospital-based and therefore, the
information at the community level is scarce. Similar
studiescarried out in other countries have disclosed that
the overall parental knowledge was satisfactory but
certain aspects of knowledge and many aspectsof unsafe
practicesrequired further improvement (6, 8).
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To prevent accidental burnsamong young children,
theprincipd caretakers should be mindful of the potential
risksat home. Children exploretheir environment; thus,
itiscrucia tolook at the current statusfrom their pers-
pectiveto make sure the homeis safe. The objective of
thisstudy wasto describe the knowledge, practicesand
associated factors on childhood unintentional burn
prevention among principa caretakersof children under
fiveyearsinasemi-urban area.

M ethods

This community-based cross-sectional study was
carried out between August 2015 and January 2016 in
Chilaw Medica Officer of Hedlth (MOH) areabelonging
to the district of Puttalam in Sri Lanka. The study
population consisted of principal caretakers of children
aged lessthanfiveyears, residing in Chilaw MOH area.
Principal caretakersof children with special needswere
excluded fromthestudy. The study unit comprised achild
under fiveyearsand hig her principal caretaker asapair.
Theprincipa caretaker wasdefined asmother or any other
person in the household who has been looking after the
child most of the time (more than 6 hours) during the
day when the child wasawake.

The required minimal sample size was cal culated
using astandard formulafor descriptive studies(10). Due
to scarcity of research related to caretakers' knowledge
and practices on childhood burn prevention, the pro-
portion having good knowledge and/or practices was
considered as50%. Given an aphaerror of 5%, absolute
precision of 5% on either side and a design effect of
1.2, the sampl e size computed was 460. Non-response
rate was taken as 8%. The cal culated minimum sample
size of 501 wasrounded-up and finalized as 506.

A two-stage cluster sampling method was used to
select the sample using probability proportionateto size.
In the first stage, 22 out of 27 Public Health Midwife
(PHM) areaswere randomly sel ected. For thisselection,
the sampling frame used wasalist of al children under
fiveyearsin each PHM area, which was updated using
theBirth and Immunization registers. Inthe second stage,
23 study subjects were chosen as a cluster from each
selected PHM area in a systematic manner. After
selecting the first study subject randomly from the
registers, the subsequent oneswererecruited by visiting
households until thetotal of 23 subjectswas covered.

The study instrument was a pre-tested inter-
viewer-administered questionnaire. In developing this
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instrument, face validity was assessed by a group of
mothershaving childrenyounger than fiveyearsrecruited
from another MOH area. In addition, acomprehensive
literature review and a series of consultative meetings
with a group of experts (including a paediatrician,
consultant community physicians, LRH burns unit
medical officersand nursing officers) were compl eted
to assess the content validity. Three medical graduates
participated in datacollection following several sessions
of training that were conducted to train them. The
questionnaire consisted of 41 items to assess each
caretaker’sknowledge (20 questions) and practices (21
questions) on burn prevention. For eachitem, therewere
threeresponses(‘ Yes', ‘No’, and‘ Don't know’). For each
item, ascorewasgiven for each correct response (+1),
answer not known (0) and for each incorrect response
(0). Cumulative scores were calculated separately for
good knowledge and for safe practices. The factors
checked for associationswiththe overall knowledgeand
practices among caretakerswerelevel of education, the
state of employment, monthly family income, the
relationship of the principal caretaker to the indexed
childand social class.

Statistical analyses were conducted employing
Statistical Packagefor Socia Sciences (SPSS) software
version 16. Knowledge and practices were described
using frequencies and percentages. Multiple linear
regression analyses were performed to calculate
standardized coefficients to recognize the significant
socio-demographic and economic factors associated
with the scores obtained for knowledge and practices.
Categorical variableswere dichotomized based ontheir
demographic importance during analysis. P value less
than 0.05 was considered as statistically significant.
Multiplelinear regression analyseswere adopted in this
study to control the effects of known confounders.

Results

In 18 out of 506 households, the family members
were not available during the initial and subsequent
home visits. Out of the remaining 488 households, the
principal caretakers of 462 householdsresponded to the
guestionnaire, giving a response rate of 91.3%. The
median age of principal caretakers was 27 years with
Inter-Quartile Range (IQR) of 24-31 years. Most of the
principal caretakerswerefemales, accounting for 97.6%
(n=451) of the respondents. Results revealed that 418
(90.5%) principal caretakerswerethe mothersof index
children (Table 1). Othersincluded in the samplewere 6
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(1.3%) domestic helpers and 12 (2.6%) teenagers.
Fourteen were over 60 years of age. Over 70% of
mothershad either passed GCE Ordinary Level (O/Level)
or achieved a higher level of education. In terms of
employment, amgjority of them were unemployed. The
median monthly incomewas Rs. 35,000 while IQR was
Rs. 25,000-50,000. In most of the families, the self-
reported monthly incomewas below Rs. 45,000.

In 60.3% of thefamilies (n=279), therewere only
two children whereasin another 5% (n= 23), therewere
four or more children. In most of the occasions, birth
order of the selected child was first (n=253, 54.8%).
Second and third birth orderswere (=179, 38.7%) and
(n=12, 3.9%), respectively. Mean age of theindex child
was 28.6 months (SD=13.6). Based on the results, 21
burn injuries had occurred during the last 6 months,
which resulted in 9 scalds, 6 flame burns, 3 contact
burns, 2 electrical burnsand 1 chemical burn.

Scores obtained by the caretakers of under 5 year
old children on knowledge on childhood burn prevention
ranged from 30.0% to 100.0%, with a mean score of
75.8% (SD=11.2%). Corresponding scores obtained for
practices ranged between 23.8% and 90.4%, with a
mean score of 67.6% (SD=12.8%). Twenty itemswere
used to assess each principal caretaker’sknowledge on
selected aspects of burn prevention (Table 2). The
majority of respondents believed that children are
vulnerable to burns (75.1%), and that caretakers can
prevent childhood burns (63.2%). Most of the partici-
pants (72.1%) knew that many burns can be prevented by
keeping the children away from the kitchen. However,
over two-third of caretakers did not know the correct
way of checking the temperature of child’s bathing
water. Twenty one items were used to determine each
caretaker’s practices related to prevention of burns at
home settings (Table 3). Over 60% of homes did not
have any safety measuresto prevent children visiting the
kitchen. The correl ation between good knowledge score
and safe practice score was evaluated and it revealed a
moderate positive correlation (r=0.59, p<0.001).

Multiple linear regression analyses were used to
determine the socio-demographic characteristics
influencing the caretaker’s knowledge and practiceson
unintentional burn prevention. Those who had been
educated up to O/Level or above showed significantly
better knowledge scores (p<0.001), as well as good
practice scores (p<0.001) than those who were educated
below O/Level. Similarly, familieswith ahigher family
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income showed significantly better knowledge (p=0.04)
and practices (p=0.01) than familieswith alower income.
When mother wasthe principal caretaker, knowledgeon
burn prevention was significantly higher (p=0.002)
compared to non-mother caretakers (Table 4). Social

Open@ Access

classwasidentified asafactor significantly associated
with caretakers' practices (p=0.01). The caretakers
belonging to higher social class demonstrated signi-
ficantly better safety practices than those who werein
lower social class(Table5).

Table 1. Distribution of the principal caretakersby their socio-demographic characteristics

Socio-demographic characteristics (N = 462) No (%)
Age (yearscompleted at thelast birthday)

<20 12 2.6
20-39 426 92.3
40 -59 10 2.1
> 60 14 3.0
Highest level of education

No schooling 1 0.2
Grade1l-5 22 4.8
Grade6—-11 11 24.0
Passed O/Level examination 169 36.6
Passed A/Level examination 138 29.9
Higher education/ University education 21 45
Current employment status

Employed 99 21.4
Unemployed 363 78.6
Social Classt

Class 1 Leading professionsand business 16 35
Class 2 Lesser professionsand business } Higher socia class 68 14.7
Class 3 Skilled workers, Non- manual workers 221 47.8
Class 4 Partially skilled workers 135 29.2
Class 5 Unskilledworkers L ower social class 22 4.8
Monthly family income (Rs.)

< 15,000 11 2.4
15,000 — 30,000 182 394
30,001 — 45,000 108 234
45,001 — 60,000 80 17.3
> 60,000 81 175

1Social classwas categorized based on father’s occupation; if the father has passed away/ separated, it was categorized based on
mother’s occupation; social classes 1,2 and 3 amalgamated as‘ higher’ social class, and 4 and 5 as‘lower’ social class (Source:
Social class based on occupation, Registrar General of England 1991).
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Table 2. Distribution of the principal caretakersby knowledge on selected

aspectsof burn prevention

Knowledgeon burn prevention (N=462) Yest No?
No. % No. %

1 Childrenaremorevulnerableto accidenta burns 347 75.1 115 24.9
2 Children can get attracted to some characteristics of fire 270 58.4 192 41.6
3 Duringahomefirechildren aremorelikely to hideinsidethehome

than running away from thedanger 267 57.8 195 42.2
4 Accidental burnscan be prevented 292 63.2 170 36.8
5 Many burnscan be minimized by preventing children coming to the kitchen 333 72.1 129 27.9
6 Nottowak withahot liquidinthekitchen without ensuring kids are not around 345 74.7 117 25.3
7 Itis not safetodrink hot beverageswith while carrying ababy 310 67.1 152 32.9
8 Caorrect way of checking thetemperature of child’sbath water 105 22.7 357 77.3
9 Smokinginsidehomeincreasesthefirerisk at household 386 83.5 76 16.5
10 Inhalation of smoke could cause burnsinside child’srespiratory tract 283 61.3 179 38.7
11 They should awaysstore highly inflammable substancesin asafe protected place 290 62.8 172 37.2
12 Itisnot safetoalow kidsto play with fireworks 417 90.3 45 9.7
13 Theimportance of teaching their children that iron, kettles, and heaters can have

hot surfaces sometime after use. 291 63.0 171 37.0
14 Theimportance of teaching their kidsthat cooking pots, and cookers can be

very hot soon after cooking 276 59.7 186 40.3
15 Importance of teaching their kidsthat some partsof vehicles (e.g. motorbikes)

can bevery hot and can cause aburnif they touch it whiletheengineison 233 50.4 229 49.6
16 Children canget burned by touching theelectric bulbs 298 64.5 164 355
17 Electrical outletsneed to be covered or placethem inaccessiblefor children 287 62.1 175 37.9
18 Importanceof placing electrical equipment (liketelevisions, computers, and

stereo equipment) against wallsto prevent electricity burns 236 51.1 226 48.9
19 Canprevent electrocution by placing arubber floor carpet in front of thefridge 264 57.1 198 42.9
20 Importance of proper grounding of all major electrical appliances 291 63.0 171 37.0

1 Correct responsefor each item was categorized under “ Yes’ response

2Bothincorrect response and don’ t know response were categorized under “No” response
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Table 3. Distribution of the principal caretakersby practicesrelated to selected
aspectsof burn prevention

Practiceson burninjury prevention (N=462) Yest No?
No. % No. %

1 Checkedfor potential risks (hazards) for fire around your home 288 62.3 174 37.6
2 Discussed onwhat they should doin case of afireat your home 158 34.2 304 65.8
3 Hadany arrangementslike safety measuresto prevent burns 249 53.9 213 46.1
4 Alwaysmakesurethat childisunder closesupervision 309 66.9 153 331
5 Taken safety measuresto prevent child coming to thekitchen 181 39.2 281 60.8
6 Alwayschecksthetemperature of hot food itemsbefore start feeding 316 68.4 146 316
7 Never cook by holding ababy or keeping asmall child around 285 61.7 177 38.3
8 Asapracticedoes not keep hot drinksor curry pots on tablecloths

extend beyond from tablesmargins 322 69.7 140 30.3
9 Noonesmokesinsidethe home or around the household 405 87.6 57 12.2
10 Keeps/storeany of theseitems (matches, lighters, candles and fireworks)

inaplaceinaccessibleto children 266 57.6 196 124
11 Notusing any kind of an unsafe kerosene/ coconut oil lampsat home 393 85.1 69 14.9
12 Alwayspour water and put out thefire before you leave the place of

burning garbage/ treeleaves 117 25.3 345 74.7
13 Alwaysread consumer instructionsbefore applying any form of an application

ontheir child’'sskin 185 40.0 277 60.0
14 Ensureto turn off the cooker, wood or K erosene ail-burning stove after cooking 381 82.5 8l 175

15 Never apply any form of an application on child's skinwithout knowing their

possiblesideeffects 241 52.1 221 47.8
16 Never storechemicalsinany other containersattractiveto children 387 83.8 75 16.3
17 Alwaysstorechemicals(cleaning products, acids, and corrosives)

inaplaceinaccessiblefor children 210 45.5 252 54.5
18 Not alow childrento use€lectrical applianceswithout an adult supervision 342 74.0 120 26.0
19 Unplugall non-using electrical appliances 189 40.9 273 59.1
20 Checked whether thetrip switchisfunctioning normally (During past 12 months) 104 22.5 358 77.5
21 Donot useany electrical appliancesthat arein poor condition. 256 55.4 206 44.6

1 Correct responsefor each item was categorized under “Yes” response
2 Bothincorrect response and don’t know response were categorized under “No” response
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Table 4. Multiplelinear regression to deter mine the socio-demogr aphic char acteristics
influencing theknowledge of principal car etaker son unintentional burn prevention

Characteristics of the principal caretaker 95% Confidence Interval

L ower Upper
Sig.
B t-value (p value)
Relationship toindex child (Non-mother) 152 057 247 313 0.002
Age (Lower age) 0.03 -0.001 0.06 1.79 0.06
Level of education (Grade 11 or below) 123 0.72 1.73 4383 < 0.001
Employment status (Employed) 0.07 -0.49 0.63 0.25 0.8
Monthly family Income (Lower income) 124 0.73 174 358 0.04"
Social class(Low Social class) 0.37 -0.11 0.85 152 013

" Statistical significance (p< 0.05)
Dependent variable: overall Knowledge related to burns prevention
Referencefor independent variablesisgiven within () for each variable

Table 5. Multiplelinear regression to deter mine the socio-demogr aphic char acteristics
influencing the practicesof principal caretaker son unintentional burn prevention

Characteristics of the principal caretaker 95% Confidence Interval

L ower Upper
Sig.
B t-value (p value)
Relationship toindex child (Non-mother) 0.3 -0.8 141 053 059
Age (Lower age) 0.02 0.02 0.06 114 0.26
Level of education (Grade 11 or below) 14 0.82 199 4.69 < 0.001
Employment status (Employed) 0.24 -041 0.89 0.73 0.46
Monthly family Income (L ower income) 192 113 27 277 0.006
Social class(Low Social class) 0.73 017 129 255 0.011"

" Statistical significance (p< 0.05)
Dependent variable: overall Knowledge related to burns prevention
Referencefor independent variablesisgiven within () for each variable

Discussion

Themean score obtained by caretakersof children
below five years of age for their knowledge on child-
hood burn preventionwas 75.8% (SD=11.2%). Thecorres-
ponding mean score obtained for their practices was
67.6% (SD=12.8%). However, certain aspects of
practiceswere deemed poor, creating agap between the
knowledge and actua safe practices. Some of the socio-
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demographic characteristics were found to be signifi-
cantly associated with caretakers’ knowledge aswell as
practices.

Our study revealed that 75% of participants knew
that children are more vulnerableto burns. In addition,
63.2% of the principal caretakerswere aware of thefact
that accidental burns are preventable. Findings of a
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Canadian community-based study that assessed the
maternal perception on preventability of burns and
toddlers vulnerability to burnswere similar to our study
(6). Higher literacy rate and maternal education level
among Sri Lankan caretakers were compatible with
Canadian caretakers, which could have attributed to this
higher level of knowledge.

TheWorld Health Organi zation statesfireworks as
one of the riskiest consumer products available, and
highlights the importance of public awareness on its
dangers and setting legislations to limit its usage (11).
According to our findings, over 90% of the caretakers
knew it was not safe to allow children to play with
fireworks. A possible reason for having such good
knowledge could be aresult of effective public health
programs that raise risk awareness regarding fire-
works. However, this study identified that only 57.6%
households had stored fire hazardous items (matches,
lighters, and fireworks) in places that are inaccessible
for children. Itisaproven fact that children playing with
matches and lighters frequently set houses on fire
including fatal childhood burns (12). Public awareness
programs should addresstheseissuesin health messages
by emphasizing on theimportance of safe storage of the
hazardousitems.

According to the findings of this study, 72.1% of
theprincipal caretakersknew that many childhood burns
could be prevented by stopping children coming to the
kitchen. However, only 39.2% households had safety
measures in place to stop children from this act,
suggesting agap between theknowledge and practices. A
Sri Lankan hospital-based cross-sectiona study revealed
aseasond patternfor burnsinkitchens, whereburnswere
commonly seen during April and December months(13).
The reason behind may be due to underestimating the
potential hazards at home owing to children being
neglected during festive seasons. Community-based
health promotion programs can address this need by
encouraging caretakers to set safety-barriers to stop
children coming to cooking areas. Furthermore, mass
mediacan be used especially during festival seasonsto
raise parental awarenessto pay more attention to their
children’sbehaviour.

The proportion of homesinwhich caretakers stored
chemicals(e.g. cleaning products, acids, and corrosives)
in places inaccessible for children was below 50%. In
contrast, astudy from Saudi Arabiarevededthat inupto
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74% of the families, parents kept detergents and other
chemicalsin secured cabinetsinaccessible to children
(14). Such difference between the two studies could be
due to the availability of separate storage facilitiesin
modern homes in high income countries in contrast to
that inasuburban homein Sri Lanka. In Sri Lanka, public
health inspectors (PHIs) can advisethe clientswith new
building applicationsto have aseparate storage spacefor
chemicals. Similarly, PHIsand PHMscan alocatetime
during their home visitsto inspect each home surroun-
dingsand encourage the caretakersto implement saf ety
measures.

This study uncovered that only 40% of the
participants always unplugged all electrical appliances
when they were not in use. In contrast, a community-
based study carried out in KolonnawaM OH areareported
that during home visits, 82.3% houses kept unused
electrical appliances unplugged (3). The reason for
caretakers in Kolonnawa MOH area to have better
electrical safety practices compared to the participants
from Chilaw MOH area could be due to inter-district
urban-rural disparitiesin enforcing safety practices.

A previous study that assessed factors asso-
ciated with injuries among children aged 1-4 yearsin
Kolonnawa MOH areareported asignificantly lower
level of unintentional injuriesamong children cared by
mothersduring day time(3). Thisisin concurrencewith
our study findings, where higher mean scores of
knowledge and practices were seen among mothers
compared to other caretakers. This could be aresult of
significantly higher knowledge on burn prevention among
mothers. Therefore, to protect children fromburns, itis
equally important to improve the knowledge of others
who would belooking after the children.

Severa studiescarried out in other low- and middle-
income countries (in Bangladesh and Turkey) have
identified significantly higher knowledge and practices
on burn prevention associated with ahigher education
level among the caretakers (7, 15). Findings of these
studies are consistent with the present study, where
significantly higher knowledge and safe practiceswere
evident among the caretakerswho were educated up to
O/Level and above. With better education, the caretakers
become more knowl edgeabl e about how to protect their
children from unintentional burns. On the other hand,
higher education enables parents to recognize the
importance of safety measures, close supervision and
limiting their exposureto hazards.
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Studies carried out in both Sri Lankaand Western
countries have identified higher family income as a
significant association for both increased knowledge and
good practices (4, 7). Our study results are similar to
thesefindings. A higher income leadsto purchasing of
higher quality and safer material such as standard
electrical appliances, safety plugs and trip switches,
whichwould eventually protect their children.

Inour study, caretakers belonging to ahigher socia
classdemonstrated significantly better safety practices
than those belonging to alower social class. Our study
defined ‘ social class based on father’soccupation, since
Sri Lankan households are male dominated; and there-
fore, fathers seem to play an important role in home-
environment modification. This further suggests that
fathers occupation may haveaninfluenceon homesafety
practices. Therefore, fathersshould al so betargeted when
conducting health education on home safety practices.

This study sample was limited to one MOH arez;
thus, the findings may not be generalized to a wider
population. Our study may not represent all the aspects
of childhood burns. Factors such as presence of other
siblings, past history of burnsinindex or other siblings
could act as confounders for knowledge and practices
of caretakers, whichwasnot assessed inthisstudy. There
also could have been some unequally distributed unknown
confounders affecting the true associations. During the
datacollection, there could have been adegree of recall
bias. Regardless of these limitations, this study makes
an important contribution to the childhood injury
prevention literature.

Conclusonsand Recommendations

Thisstudy revealed that the mgjority of caretakers
had good knowledge as well as practice scoresrelated
to childhood burn prevention. Some socio-demographic
characteristics were significantly associated with
caretaker's knowledge and practices. However, the
caretakers failed to apply their knowledge to enhance
safety in certain aspects such as modification of the
kitchen environment and storage of chemicals and
inflammabl eitems. These gaps between knowledgeand
practicesare recommended to be addressed through more
focussed i nterventions on environmental modification,
legislation and by health promotion to improve social
determinants.

Journal of the College of Community Physicians of Si Lanka
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Publichealth implications

Better knowledge on childhood burn prevention
does not ensure asafe environment for children
even by adopting simple measures such asmaking
the kitchen less accessible and safe storage of
chemicalsand inflammables. Emphasisshould be
on interventions transforming knowledge into
sustainable behavioural change among child care-
takers. More attention should be on familieswith
children in low socio-economic environments.
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