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ABSTRACT

Background. Burn injuries remain a significant global public health problem, causing substantial morbidity, mortality, 
and economic burden, particularly in low- and middle-income countries where nearly 90% of cases occur. Despite 
the importance of timely and appropriate first aid in reducing complications, community responses to burn injuries 
in many settings continue to rely on traditional or non-evidence-based practices. 

Objective. This qualitative phenomenological study explored community-based knowledge and responses related 
to the causes and first aid of burn injuries. 

Methods. The study involved ten (10) purposively selected informants residing in South Mangga Dua Urban Village, 
Central Jakarta, Indonesia. Data collection methods included semi-structured interviews, direct observations, and 
focus group discussions (FGDs). Thematic analysis was used. 

Results. Three (3) core domains were identified: (1) community perceptions of burn causes and classifications, (2) 
indigenous first aid practices used in domestic settings, and (3) sources of knowledge and information pathways related 

to burn first aid. Participants commonly attributed burns 
to incidents involving fire, hot liquids, and electrical 
faults. Their understanding of burn severity was limited 
to superficial assessments, with little awareness of 
clinical classifications. First aid responses were largely 
based on traditional practices such as the application 
of toothpaste, honey, or aloe vera, while evidence-
based practices like using running water were rarely 
mentioned. Notably, most participants relied on familial 
teachings and informal community experiences as their 
primary sources of knowledge, with limited exposure to 
health professionals or verified media content. 

Conclusion. Community knowledge is culturally rooted 
but misaligned with medical standards, potentially 
leading to unsafe practices. Culturally sensitive health 
education integrating traditional beliefs and accurate 
information is essential to improve outcomes in burn 
injury management.
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INTRODUCTION

Burn injuries represent one of the most serious forms 
of trauma, resulting from exposure to various agents such 
as heat, radiation, electricity, or chemicals, and can cause 
extensive damage to the skin and underlying tissues at 
varying degrees of severity.1 Globally, both acute and chronic 
injuries continue to pose substantial challenges to healthcare 
systems, impacting millions of individuals annually.2 In high-
income countries such as the United States, the financial 
burden of burn care is estimated to reach approximately 7.5 
billion US dollars per year.1 Meanwhile, the World Health 
Organization (WHO) reports that around 300,000 fatalities 
due to burns occur worldwide each year, with the vast 
majority concentrated in low- and middle-income countries. 
In Indonesia, epidemiological data on burns are very limited, 
but the Indonesian National Health Research states that the 
prevalence of burns is around 0.7% of the total population.3

The likelihood of experiencing burn injuries is strongly 
associated with socioeconomic determinants. Nearly 90% of 
burn cases are reported in countries with limited economic 
and healthcare resources, where inadequate housing 
conditions, lack of education, and occupational hazards 
increase vulnerability to such incidents.4 Among the working 
population, electrical burns are frequently encountered in 
labor-intensive sectors such as construction, particularly in 
urban environments with minimal regulatory oversight.5 
Evidence shows that 79.46% of patients who suffered 
electrical burns were exposed to high-voltage current, with 
46.03% experiencing severe burns, and 11.33% suffering 
from associated trauma-related complications. These injuries 
may result in serious consequences, including impaired 
consciousness, neurological deficits, and functional limitations 
such as muscle weakness or numbness in the limbs.6

Severe burns are also commonly associated with long-
term disability, psychological distress, and the need for 
prolonged medical care and rehabilitation. Prompt and 
appropriate management is essential to prevent infection, 
support tissue healing, and maintain functional independence.7 
The first 24 hours following injury are considered a critical 
period in which early intervention can significantly reduce 
complications.8 While minor burns may resolve within one 
week, more extensive injuries often require several weeks of 
treatment, emphasizing the importance of timely and effective 
first aid.9,10

First aid refers to the immediate and initial assistance 
provided to individuals suffering from injury or acute illness.11 
Its primary objectives include preserving life, alleviating 
pain and suffering, preventing further harm, and facilitating 
recovery.11,12 First aid is not exclusively the domain of medical 
professionals; in fact, it can be performed by anyone, including 
laypersons, especially in emergency settings where immediate 
care is crucial.13 In recent years, global health agendas have 
increasingly recognized the value of Psychological First Aid 

(PFA) and basic emergency care competencies for commu-
nity members and first responders alike.14

Despite ongoing advancements, significant gaps in 
community knowledge and first aid practices for burn injuries 
remain, particularly in low-resource urban settings. Many 
individuals continue to rely on traditional or non-clinical 
remedies such as the application of toothpaste, raw eggs, or 
cooking oil to treat burn injuries. These practices are often 
rooted in generational beliefs and anecdotal experiences 
rather than grounded in scientific evidence. While culturally 
ingrained, such methods may unintentionally exacerbate 
tissue damage and hinder appropriate healing.

This study aims to explore local meanings and provide 
first aid for burns as interpreted by Indonesian urban 
communities. It seeks to uncover the beliefs and behaviors 
that shape these practices and identify commonly accessed 
sources of information, including family traditions and 
communal narratives. The findings are expected to inform the 
development of culturally sensitive, community-based health 
education strategies. From a nursing perspective, this research is 
especially valuable, as it provides critical insights for designing 
effective, evidence-informed interventions that respect 
cultural norms while addressing misconceptions, ultimately 
enhancing health outcomes and strengthening trust between 
healthcare professionals and the communities they serve. 

MATERIALS AND METHODS

Research Design
This study adopted a qualitative phenomenological design 

to explore local understandings and first aid responses to burn 
injuries in an urban Indonesian community. Phenomenology, 
rooted in the philosophical traditions of Husserl and 
Heidegger, seeks to explore the lived experiences of individuals 
and how they perceive phenomena within their lifeworld.15 
The goal of this design was to explore the subjective meanings 
and socio-cultural interpretations that community members 
ascribe to burn injuries and their treatment practices. A 
phenomenological approach was chosen because it allows for 
an in-depth exploration of participants’ inner worlds, giving 
voice to their experiences, perceptions, and the embedded 
cultural logic that shapes health-related behaviors. The 
study was conducted in South Mangga Dua Urban Village, 
Central Jakarta, Indonesia, between July and October 2023. 
Considerations in selecting the location were that the area 
was densely populated and at risk of fire.

Participants of the Study
Participants were selected using purposive sampling, 

a strategy widely used in qualitative research to identify 
individuals with rich and relevant knowledge of the 
phenomenon under study.16 The inclusion criteria for 
participants in this study were as follows: (1) having resided 
in the South Mangga Dua Urban Village for a minimum of 
ten years to ensure deep-rooted familiarity with local cultural 
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practices and social dynamics; (2) demonstrating willingness 
and availability to engage in in-depth interviews, discussions, 
and observations; and (3) possessing the ability to articulate 
experiences and perceptions clearly in the local language. A 
total of ten participants were recruited, with three identified 
as key informants based on their community roles, availability, 
and depth of experiential knowledge. The demographic 
characteristics of the participants are presented in Table 1.

Purposive sampling was deemed appropriate as it enabled 
the researchers to focus on individuals with lived experiences 
pertinent to burn injuries and their management in domestic 
settings, consistent with phenomenological methodology.17

Data collection
Data were collected through semi-structured in-depth 

interviews, focus group discussions (FGDs), and participant 
observations. This triangulation of methods allowed for 
a comprehensive understanding of the phenomenon and 
enhanced the validity of the findings.18,19 The implementation 
strategy of the data collection process is presented in Table 2.

In-depth interviews were guided by open-ended 
questions, encouraging participants to share personal 
narratives and reflect on their experiences. This aligns with 
Kvale and Brinkmann's emphasis on dialogue and meaning-
making in qualitative interviewing.20 The researcher who 

conducted the interview had no relationship or closeness with 
the participants, so it was certain that he would not interfere 
with the in-depth interview process. Focus group discussions 
(FGDs) enabled the researchers to observe shared cultural 
narratives, social norms, and collective beliefs related to burn 
causes and first aid. FGDs are especially useful in exploring 
communal knowledge and contrasting perspectives.21 FGD 
was conducted with two groups, each consisting of five 
people. During the in-depth interview and FGD process, 
the researcher used an audio recorder and field notes to 
collect data from participants. Participant observations were 
conducted to document behavioral practices and physical 
environments related to burn injury management, such as 
the household items used for first aid and the conditions of 
kitchens and living spaces. Checklists are used by researchers 
during observations.

Research Instruments
The main research instrument in this study was a 

semi-structured interview guide developed based on the 
study’s objectives and relevant literature on health behavior 
and community practices. The guide was reviewed by two 
qualitative experts and a nursing practitioner to ensure clarity 
and cultural relevance. Open-ended questions were designed 
to explore participants’ knowledge and experiences related to 
burn injuries and first aid. The list of interview questions used 
in this study, including their purposes, is shown in Table 3.

Data Analysis
Data were analyzed using thematic analysis, following 

the six-phase process described by Braun and Clarke: 
familiarization, coding, theme development, reviewing 
themes, defining and naming themes, and writing the report.22 
This approach is appropriate for phenomenological studies as 
it allows the researcher to identify shared meanings across 
participant experiences while respecting the uniqueness of 
each voice.

Transcripts were analyzed in the original Bahasa 
Indonesia, and representative quotes were translated into 
English. To ensure accuracy and contextual integrity, both 

Table 1.	Demographics and Characteristics of Participants
Participants Code Age (Years) Gender

Participant 1 (P1) 37 Male
Participant 2 (P2) 42 Male
Participant 3 (P3) 52 Male
Participant 4 (P4) 53 Female
Participant 5 (P5) 53 Male
Participant 6 (P6) 55 Female
Participant 7 (P7) 56 Male
Participant 8 (P8) 54 Male
Participant 9 (P9) 52 Male
Participant 10 (P10) 60 Male

Table 2.	 Implementation Strategy of Data Collection
Stages of Activities 

and Time Activity Description Participants Activities

Introduction
(10 minutes)

1.	 Research Introduction
2.	 Explanation of research purposes and scope
3.	 Informed consent process
4.	 Agreement on time and participant

1.	 Introducing themselves
2.	 Listening to the study explanation
3.	 Asking a clarifying question
4.	 Providing informed consent
5.	 Agreeing to time commitment

Implementation
(100 minutes)

1.	 Conducting a focus group discussion (FGD)
2.	 Participant Observation
3.	 In-depth Interviews with key informants

1.	 Sharing experiences and perspectives
2.	 Responding to guided questions
3.	 Engaging in reflective discussion

Closing
(10 minutes)

1.	 Summarizing key discussion points
2.	 Expressing gratitude to participants
3.	 Concluding the session formally

1.	 Listening to the summary
2.	 Providing feedback
3.	 Concluding participation
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linguistic and cultural meanings were carefully preserved 
in translation. The results were organized into three main 
thematic domains: (1) local understandings of burns; (2) 
first aid practices at home; and (3) sources of knowledge and 
information. Themes were supported by direct quotations from 
participants to ground the analysis in lived experience and 
natural language, in line with phenomenological principles.23

Trustworthiness and Rigor
Credibility was enhanced through triangulation of 

methods and sources, member checking, and peer debriefing. 
Member checking involved presenting interpreted summaries 
back to participants to confirm the accuracy of their 
meanings.24 Reflexivity was maintained by documenting 
researchers’ assumptions and reflections throughout data 
collection and analysis. An audit trail was maintained to 
ensure dependability and confirmability.

Ethical Considerations
The study obtained ethical approval from the Institutional 

Review Board of the Institute for Research and Community 
Services (LPPM), Sekolah Tinggi Ilmu Kesehatan RS 
Husada, under approval number 1988/Ext/STIKes-RSHSD/
VI/2023. All participants provided written informed consent. 
Participant codes were used to protect identity and ensure 
confidentiality. Data were stored securely in compliance 
with institutional ethical guidelines.

RESULTS

The results of this study reveal that community under-
standing of burn injuries is predominantly shaped by 

everyday experiences and traditional knowledge, rather than 
informed by medical classifications or clinical guidelines. 
The analysis is organized into three thematic domains: (1) 
Local Understandings of Burns, (2) First Aid Practices at 
Home, and (3) Sources of Knowledge and Information. Each 
theme is presented using natural language from participant 
quotations in both Bahasa Indonesia and English translation. 
A summary of the identified domains and keywords is 
presented in Table 4.

Local understanding of burns
Participants commonly identified hot water, electric 

shocks, and fire as the main causes of burn injuries. The severity 
of burns was generally interpreted visually or based on the 
location and extent of visible damage, with no knowledge of 
clinical classification, such as degrees or surface area. Table 5 
presents participants’ statements describing their local under-
standing of burn causes.

Table 6 shows how participants perceived and categorized 
burn severity based on observable signs. In terms of severity, 
participants commonly described burns as either minor or 
very severe, without reference to medical degrees.

Table 3.	List of Questions of the Study
List of questions Purpose of the question

1.	 Can you tell me what you know about burn injuries? Have you or your family ever 
experienced one?

To explore participants’ basic understanding 
and lived experience with burn injuries.

2.	 In your opinion, what usually causes burn injuries at home or in your neighborhood? To identify commonly perceived causes of 
burns in the local context.

3.	 How do you usually recognize if a burn is minor or severe? What signs do you look for? To understand how participants classify or 
assess burn severity visually or culturally.

4.	 What do you usually do first when someone gets a burn injury at home? To capture immediate first aid responses in 
real-life scenarios.

5.	 What kinds of materials or substances do you apply to a burn, and why? To explore the specific practices used and the 
beliefs behind them.

6.	 Where did you learn these first aid methods or beliefs? Who influenced your actions the 
most?

To trace the sources of knowledge and 
transmission of burn-related first aid.

7.	 Have you ever heard information about burn treatment from a doctor, nurse, or the media? 
What was your impression of that information?

To examine exposure to formal or external 
sources of health education and trust in them.

8.	 How do you usually feel when you have to deal with a burn injury at home, either for 
yourself or someone else?

To explore emotional responses such as fear, 
confidence, worry, or helplessness.

9.	 What challenges or difficulties do you face when treating a burn injury at home? To identify practical limitations, knowledge 
gaps, or access-related barriers.

10.	What do you think could be done to help people in your community better understand and 
treat burn injuries?

To gather suggestions and community-driven 
ideas for education or intervention.

Table 4.	Summary Table of Domains and Keywords
Domain Keywords

1.	 Local understandings Hot water, electrical shock, fire, hot 
oil, and daily domestic accidents

2.	 First aid practices at 
home

Aloe vera, honey, toothpaste, butter, 
soap, and minimal water use

3.	 Sources of knowledge 
and information

Family, neighbors, personal 
experience, social media
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First aid practices at home
Traditional remedies dominate first aid responses. Table 

7 shows the various first aid practices applied by participants 
using locally available materials. Most participants mentioned 
using materials available at home, such as aloe vera, honey, 
toothpaste, or kitchen items. The use of clean, running water 
was rarely prioritized.

Sources of knowledge and information
Participants predominantly acquired their understanding 

of burn causes and first aid through informal and 
intergenerational sources. Health professionals or formal 
education were rarely mentioned. Sources of knowledge and 
information reported by participants are presented in Table 8.

DISCUSSION

Local Understandings of Burns
This study found that the community's understanding 

of burn injuries is primarily informed by daily experience 
and inherited local knowledge. Participants perceived burns 
as injuries caused by exposure to hot water, fire, or electrical 
currents, reflecting what has been described in previous 

literature as culturally situated knowledge developed through 
generations.25,26 These perceptions align with findings by 
Nugroho et al. that local knowledge is shaped by immediate 
surroundings and practical encounters.27 Participants 
demonstrated no familiarity with the clinical classification of 
burns; severity was interpreted solely based on visible signs 
or the extent of pain.

Such limitations highlight the disparity between local 
conceptual frameworks and biomedical standards. Local 
knowledge has value and may serve as a culturally relevant 
foundation for health education.28 The absence of clinical 
awareness poses challenges. For example, misjudging the 
severity of burns can lead to delays in seeking medical care 
and result in complications such as infection, scarring, or 
disability.29,30 Electrical burns remain a significant contributor 
to burn injury patterns, especially in urban environments 
with exposed wiring.31 In addition, trauma from fire-related 
accidents continues to be a common etiology of burns in 
densely populated settlements.32,33 An understanding of 
burn depth (epidermal, dermal, or subcutaneous) is essential 
in guiding timely and appropriate treatment.4 Public 
health strategies, therefore, should aim to preserve cultural 
knowledge while introducing evidence-based concepts that 
enhance community resilience and health literacy.34

Table 5.	Statement of the Participants on Local Understanding 
of Burns

Participants Statement of the participants

P1 "Ya luka bakar mah biasanya karena air panas, biasa kan 
kalau kesiram air panas saat seduh kopi. Itu kejadian 
sehari-hari di rumah"

(Burns usually happen from hot water, like when 
spilling it while making coffee. It’s a daily occurrence 
at home)

P4 "Luka bakar itu bisa karena nyetrika, kadang kena 
kompor. Anak saya pernah kena panci panas langsung 
melepuh"

(Burns can come from ironing or touching a stove. 
My child once got burned by a hot pan, and it 
blistered immediately)

P5 "Saya pikir luka bakar itu dari api, misalnya kena korek 
api atau lilin. Kulit langsung melepuh dan sakit"

(I think burns come from fire, like contact with lighters 
or candles. The skin blisters quickly, and it’s painful)

P7 "Kalau masak kadang suka kena minyak panas atau air 
mendidih. Itu sering banget terjadi di dapur"

(When cooking, sometimes you get splashed by hot 
oil or boiling water. It happens a lot in the kitchen)

P9 "Di sini sering ada kebakaran kecil. Kayak pas masak 
terus lupa matiin api, bisa langsung kena percikan"

(Here, small fires happen often, like when someone 
forgets to turn off the stove and gets burned by the 
flames)

P10 "Saya pernah lihat luka bakar karena petasan waktu 
tahun baru. Anak-anak main, terus nyamber ke baju"

(I once saw a burn from fireworks during New Year’s. 
The kids were playing, and it hit someone’s clothes)

Table 6.	Statement of the Participants on Local Understanding 
of Burns in Terms of Severity

Participants Statement of the participants

P2 "Kita taunya luka biasa. Gak ngerti itu derajat satu atau 
dua, pokoknya kalau merah dan sakit ya itu parah"

(We just know it's a wound. We don't understand if 
it's first or second degree; if it's red and painful, it's 
serious)

P3 "Kalau kulitnya hitam atau melepuh parah, saya anggap 
itu paling parah. Tapi nggak ngerti istilah medisnya"

(If the skin turns black or blisters severely, I consider it 
the most serious. But I do not understand the medical 
terms)

P6 "Luka kecil biasanya saya obati sendiri. Tapi kalau gede 
dan berair, itu yang saya anggap berat"

(Small burns I treat at home, but if it's big and oozing, 
I think that's a serious one)

P8 "Saya nggak tau soal klasifikasi, cuma lihat dari bentuk 
luka aja"

(I don’t know the classifications, I just judge by how 
the wound looks)

P9 "Kalau luka lebar dan lama sembuhnya, itu pasti parah. 
Tapi nggak tau itu masuk apa"

(If it’s wide and takes a long time to heal, it must be 
severe. But I don’t know what it’s classified as)

P10 "Pernah lihat luka bakar di tangan tetangga, katanya 
ringan, tapi saya kira parah karena melepuh besar"

(I saw a burn on my neighbor’s hand. They said it was 
mild, but I thought it was severe because of the big 
blisters)
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First Aid Practices at Home
First aid practices reported by participants were dominated 

by traditional methods, primarily the use of aloe vera, honey, 
toothpaste, and occasionally butter or soap. This aligns with 
findings from prior studies, which show that traditional 
healing methods are often based on generational beliefs and 
communal habits.25 While some remedies like honey have 
been supported in clinical literature for their antimicrobial 
and healing properties, others, such as toothpaste, are not 
recommended and may even aggravate the burn.34,35

The inconsistent or incorrect application of first aid, 
such as applying inappropriate substances or neglecting the 
use of running water, can delay healing and increase the 
risk of secondary complications. While WHO and other 
international guidelines recommend cooling the burn with 
running water for 20 minutes within the first three hours, 
only a minority of participants reported using this method, 
and most did so briefly.36 Community reliance on accessible 
and affordable materials is understandable in low-resource 
settings, but it underlines the urgent need for clear public 
health communication.37

Understanding the extent and classification of burns is 
vital before initiating first aid. Participants’ lack of awareness 
of burn degrees indicates a serious gap in health education. 
Misinterpretation may lead to under-treatment of deep burns 
or overuse of inappropriate remedies, extending recovery 
time and increasing the burden on healthcare services.4,38 
Proper identification of burn type, whether superficial, 
partial-thickness, or full-thickness, should inform immediate 
response, especially in environments lacking professional 
care.34 Therefore, structured training and culturally relevant 
educational interventions are crucial for improving early burn 
management at the community level.

Sources of Knowledge and Information
The study revealed that most participants gained their 

knowledge of burn causes and first aid through informal 
pathways, such as parents, neighbors, personal experience, 
and local traditions. This is consistent with literature 
describing indigenous knowledge transmission as largely 
oral, experiential, and context-dependent.25,27 Although 
social media digital platforms like YouTube were occasionally 
mentioned, participants expressed greater trust in 
community-based information, reflecting low health literacy 
and skepticism toward formal sources.29,39 

This strong reliance on informal knowledge pathways can 
either facilitate or hinder health outcomes. When community 
practices align with clinical recommendations, such as the 
use of honey, they can serve as a valuable complement.35 
However, when they diverge, such as using toothpaste or 
butter, they may delay healing or worsen the injury.34,40 As 
such, nurses and community health workers should position 
themselves as trusted sources of reliable information who can 
build on existing cultural practices while correcting harmful 
misconceptions.25,34

Table 7.	Statement of the Participants on First Aid Practice at 
Home

Participants Statement of the participants

P1 "Biasanya langsung dikasih lidah buaya dari pot depan 
rumah. Katanya adem dan cepat sembuh"

(We usually apply aloe vera from the pot in front of 
the house. It feels cool and heals quickly)

P2 "Kalau saya sih pakai pasta gigi. Itu udah jadi kebiasaan 
dari kecil, orang tua juga pakai itu"

(I use toothpaste. It’s been a habit since childhood; 
my parents used it too)

P5 "Madu saya percaya bisa bikin kulit nggak gosong. 
Biasanya langsung diolesin tipis"

(I believe honey prevents the skin from darkening. 
I usually apply a thin layer right away)

P7 "Tetangga pernah bilang pakai mentega, jadi saya coba. 
Katanya biar gak jadi luka dalam"

(A neighbor once told me to use butter, so I tried it. 
They said it prevents deep wounds)

P8 "Saya pernah kasih sabun cair buat bersihin. Gak tahu 
boleh atau enggak, tapi saya kira membantu"

(I once used liquid soap to clean it. I don’t know if it’s 
right, but I thought it would help)

P9 "Air mengalir cuma sebentar aja, terus langsung saya 
kasih salep dari warung. Takut kebasahan lama"

(I only used running water briefly, then applied 
ointment from a local shop. I’m afraid to let it stay wet 
too long)

Table 8.	Statement of the Participants on Sources of Knowl-
edge and Information

Participants Statement of the participants

P3 "Saya taunya dari ibu saya. Dia selalu pakai lidah buaya 
buat luka, jadi saya ikut aja"

(I learned from my mother. She always used aloe vera 
for wounds, so I just followed)

P4 "Kalau ada yang luka, biasanya orang sekitar yang bantu. 
Kasih saran pakai apa, dari pengalaman mereka"

(When someone gets burned, the people around 
usually help. They give advice based on their 
experiences)

P7 "Saya nggak pernah belajar dari sekolah atau rumah 
sakit. Semua dari pengalaman pribadi"

(I never learned from school or the hospital. 
Everything is from personal experience)

P8 "Orang tua dan nenek saya yang ngajarin. Dulu mereka 
gak ada dokter, jadi pakai cara alami"

(My parents and grandmother taught me. They didn’t 
have doctors before, so they used natural ways)

P10 "Saya denger juga dari YouTube, tapi lebih percaya kalau 
yang ngomong itu orang sekitar sini"

(I also hear things from YouTube, but I trust it more if 
someone from around here says it)
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The integration of culturally grounded education with 
accurate, evidence-based content is essential. Community 
health promotion must go beyond information dissemination 
to actively engage families, community leaders, and local 
influencers in behavior change strategies.41 By aligning 
health messages with cultural values and language, healthcare 
providers can foster acceptance and improve burn care 
outcomes in similar low-resource, urban contexts.

Limitations
This study has several limitations that should be 

acknowledged. First, the findings are based on a relatively 
small number of participants within a single urban community, 
which may limit the transferability of the results to other 
settings or cultural contexts. Second, although reflexivity was 
maintained throughout the research process, the researcher’s 
professional background in nursing and community health 
might have subtly influenced data interpretation despite 
efforts to minimize bias. Third, the study relied on participants’ 
self-reported experiences and recollections, which may be 
subject to recall bias or social desirability bias.

CONCLUSION AND RECOMMENDATIONS

This study found three themes, including local 
understanding of burns, first aid practice at home, and the 
source of knowledge and information. The findings reveal 
that although community members possess culturally rooted 
understandings of burn causes primarily hot water, fire, 
and electrical accidents, they lack familiarity with medical 
classifications and severity levels. Traditional beliefs and 
intergenerational experiences strongly influence perceptions 
and decision-making in managing burns, often without the 
support of formal health information.

First aid practices were predominantly based on the use 
of aloe vera, honey, toothpaste, and other locally available 
substances, with minimal application of evidence-based 
approaches such as running water. Participants’ knowledge 
was shaped largely by informal sources, family, neighbors, 
and personal experience rather than health professionals or 
structured education. These insights highlight the need for 
health promotion strategies that respect cultural norms while 
incorporating accurate, evidence-based burn care education to 
improve outcomes and prevent complications.

To address the identified knowledge gaps, health 
promotion initiatives should be tailored to the community's 
cultural context by integrating local beliefs with clinically 
accurate information. Public health authorities, in 
collaboration with nurses and community leaders, are 
encouraged to develop and deliver educational programs 
using familiar communication channels. These efforts should 
emphasize the importance of correct burn classification and 
immediate treatment using safe, effective methods particularly 
the use of running water while dispelling harmful practices 
that are culturally accepted but medically inappropriate.

Future studies could expand to include participants from 
diverse communities and occupational backgrounds, apply 
triangulation with observational or participatory methods, 
and explore intervention-based approaches to enhance 
community preparedness in burn first aid practices.

The study reinforces the crucial role of nurses as educators 
and change agents in community health. Culturally competent 
nursing care involves recognizing local traditions while 
guiding communities toward safer practices. Nurses should 
actively engage with families and local leaders to build trust, 
promote health literacy, and deliver targeted interventions 
that align with community values. By integrating traditional 
wisdom with scientific knowledge, nurses can contribute 
significantly to improving first aid responses and fostering 
long-term health resilience within urban communities.
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