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Knowledge, attitudes and practices of the population of the city of Kisangani regarding prehypertension

 
ABSTRACT
Prehypertension (PHTN) is a public health issue in the Democratic Republic of Congo. The objective of this study was to assess the level of knowledge, attitudes, and practices of the population of Kisangani regarding this condition. 
A cross-sectional analytical study was conducted in Kisangani from March 1 to December 31, 2024, involving 385 respondents. Respondents had to be consenting, aged 18 or older, and residents of Kisangani. 
The study used descriptive statistics (means, percentages) to describe the sample. More advanced analyses (logistic regression) were then conducted to identify factors associated with poor knowledge and practices. The results were expressed as odds ratios with a statistical significance threshold of p < 0.05.
The results indicate that the population of Kisangani is unaware of PHTN, underestimates its dangers, and neglects preventive and follow-up behaviors. Factors associated with poor knowledge of PHTN were male gender [AOR : 2.4 (1.4-4.4) ; CI= 95%, p= 0.003], lack of formal education [AOR= 2.8 (1.4-5.5) ; CI= 95%, p= 0.003], and advanced age (over 60) [AOR : 1.7 (1.1-2.7) ; CI= 95%, p= 0.001], while those associated with poor attitudes and practices were limited perception of the severity of PHTA [AOR : 2.2 (1.2-3.8) ; CI= 95%, p= 0.001] and poor knowledge of PHTN [AOR : 3.5 (2.5-4.7) ; CI= 95%, p=< 0.001].
The level of knowledge, attitudes, and practices of the Kisangani population regarding PHTN was generally insufficient. This study confirms that poor knowledge of PHTA is a major obstacle to its prevention and management in Kisangani. Targeted awareness campaigns are urgently needed to highlight the seriousness of this condition and promote healthy behaviors. 
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Cardiovascular disease (CVD) is a major global health concern accountable for more than half of noncommunicable diseases (NCD) deaths worldwide, where hypertension (HTN) is the leading risk factor for it [1,2].
In sub-Saharan Africa, NCDs have been projected to overtake communicable,
maternal, neonatal, and nutritional diseases combined as the leading cause of
mortality by 2030 [3].
High blood pressure commonly known as HTN is a major public health problem worldwide, affecting one in three adults and with a 40% prevalence in Africa although underdiagnosed. Because of their high prevalence, morbidity, and mortality worldwide, CVDs including HTN are considered by the World Health Organization as the challenge of the twenty-first century [4]. 
One of the conditions that can progress to HTN and is associated with cardiovascular risk is prehypertension (PHTN) [5]. 
The term “Prehypertension,” introduced by JNC7 in 2003, created a new category for elevated blood pressure, acting as an early indicator for the potential onset of hypertension and cardiovascular disease [6].  PHTN is increasingly prevalent among young people, especially in lowand middle-income countries [7]. 
Even if PHTN does not progress to full-blown HTN, it remains a significant health concern, heightening the risk of cardiovascular disease. PHTN can swiftly escalate to HTN, particularly when blood pressure readings are close to the HTN threshold [8].
The PHTN phase refers to a critical state of blood pressure, and if persistently present, it may induce phenomena such as myocardial remodeling and changes in vascular structure
and metabolic function. Clinical studies have found that the risk of prehypertensive individuals developing hypertension within two years is 3 to 6 times higher than that of individuals withnormal blood pressure, concurrently increasing the risk of various cardiovascular diseases [9].
The Democratic Republic of Congo (DRC) is experiencing a rapid increase in HTN and diabetes, reflecting an epidemiological transition toward NCDs. Although national data on PHTN are limited, the prevalence of HTN increased from 13.2% to 15.2% between 2019 and 2023, and PHTN affects an even greater proportion of adults, as observed in other African countries [10,11].
PHTN is a growing public health problem in the DRC, with high prevalence among adults and multiple risk factors. The available studies, although limited, provide a picture of the main trends and determinants [11,12].
Kisangani, like other cities in sub-Saharan Africa and the DRC, is undergoing an epidemiological transition with an increase in non-communicable diseases, including high blood pressure. However, few studies have been conducted to specifically assess PHTN and the knowledge, attitudes and practices (KAP) of residents regarding this condition, which nevertheless represents a major opportunity for preventive intervention.
It is in this context that the present study was conducted, with the aim of assessing the KAP of Kisangani residents and identifying the factors associated with inadequate preventive behaviours in relation to PHTN, in order to guide the development of preventive interventions adapted to the local context of Kisangani. 
2. METHODS
2.1. Framework and Nature of the Study
A descriptive and analytical cross-sectional study was conducted covering a period from 1 March to 31 December 2024 (10 months). 
2.2. Study Population, Sampling Procedure, and Sample Size
It consisted of residents of the city of Kisangani, of both sexes, aged 18 and over.  A sample size of 340 to 350 adult subjects is recommended, according to the standard SCHWARTZ formula z²p(1-p)/d², applied with an estimated prevalence of PHTN at 33.8% [12].
As part of this study, we selected 385 respondents to improve statistical accuracy, better represent the diverse study population, and compensate for non-responses.
The sample was distributed across the five health zones in the five health zones (with the exception of the Lubanga health zone for security reasons) using a stratified sampling technique. We began the process by randomly selecting four health zones from the comprehensive list of health zones in the regions concerned. In each health zone, we randomly selected two streets and used a systematic sampling method to select households in each street. 
This process involved counting all households on the avenue (N), dividing the total by the number of subjects needed to determine the sampling interval (k), selecting the first household to be surveyed, and then adding the sampling interval to reach the desired number. The survey was conducted in a single household per plot. When there were no households in a plot, the interviewer assigned a number to each household and selected a household by simple random sampling.
2.3. Selection criteria
Included in this study were all subjects aged 18 years or older, permanently residing in Kisangani (for at least 6 months) and who gave their informed consent to participate in the survey.
Excluded from this study were all subjects with cognitive problems or major communication difficulties and non-residents or temporary residents of Kisangani.
2.4. Study variables
The variables of interest in this study were:
• Sociodemographic data ;
• Variables relating to knowledge, attitudes and practices regarding PHTN.
2.5. Data collection and Study procedure
Skilled interviewers used a structured and standardised questionnaire to collect data. The Kobocollect application, version 2024.2.4, was used to enter the data, and SPSS software, version 25, was used for processing.
The present study was conducted in several successive stages :
• Preparation: development and validation of the questionnaire, training of interviewers in interview techniques, and obtaining ethical approvals.
• Recruitment of participants : random selection of households in different neighbourhoods of Kisangani, identification of eligible individuals according to the criteria, and obtaining informed consent.
•  Data collection : administration of the questionnaire face-to-face by trained interviewers.
• Quality control : daily verification of completed questionnaires, correction of any errors or omissions, and regular supervision in the field.
• Reporting: dissemination of results to local health authorities, partners and the community, and formulation of recommendations to improve the prevention of PHTN.
To overcome language barriers and illiteracy, the study used multilingual local interviewers who administered the questionnaire orally. They translated the questions in real time into the local languages (Lingala or Swahili) for participants who did not speak French. The reliability of this approach was ensured by a pre-test of the questionnaire and an informed consent process conducted entirely in the participant's language to ensure full understanding.
2.6. Data Quality Management 
The questionnaire was developed by a specialist in Internal Medicine from the Faculty of Medicine and Pharmacy at the University of Kisangani. Apparent validity and content validity tests were carried out by a researcher specialising in public health from the same faculty to ensure its applicability to the local population.
The data collection tool, important variables and their measurements were discussed during a week-long training session for data collectors and their immediate supervisors. Five per cent of the sample, i.e. individuals with socio-economic characteristics comparable to those of the study population, underwent a pre-test.
Additional training was provided to the data collection team in light of the problems encountered and lessons learned during the pre-test. Daily supervision was provided by the principal investigator and field supervisors during the data collection period. Any contradictory or missing information was returned to the data collectors for review. 
2.7. Statistical Analysis
Descriptive statistics were used to describe the sample studied and establish levels of knowledge, attitudes and practices. Continuous variables were illustrated using means and standard deviations, while categorical variables were depicted in terms of frequencies and percentages.
Bivariate analyses (chi-square test, Student's t-test) and multivariate analyses (logistic regressions) were performed to identify factors associated with poor knowledge of PHTN and poor attitudes and practices towards PHTN. 
The results were presented in the form of odds ratios, accompanied by their 95% confidence intervals. A p-value < 5% was considered statistically significant. 
KAP scores were categorised as follows:
• Knowledge: low (<50%), average (50-75%), high (>75%)
• Attitudes: unfavourable (<50%), neutral (50-75%), favourable (>75%)
• Practices: inadequate (<50%), average (50-75%), adequate (>75%). 
2.8. Consent and Ethical Approval
Written consent was obtained from each participant before being registered and answering the survey questionnaire. The anonymity of the information collected was assured during the survey. As per international standard or university standard written ethical approval has been collected and preserved by the author(s).





3. RESULTS
3.1. Sociodemographic Data of Study Participants 
Table I shows that, based on sociodemographic characteristics, the study participants were predominantly female, aged 18 to 30, living alone, employed, and without formal education.
Table 1: Socio-demographic characteristics of participants (n=385)
	Characteristics
	n (%)

	Sex
	

	Male
	165 (42.9)

	Female
	220 (57.1)

	Age groups (ans) 
	

	Mean age 42±13.8 years
	

	18-30
	152 (39.5)

	31-45
	92 (23.9) 

	46-60
	96 (24.9)

	>60
	45 (11.7)

	Level of education
	

	No formal education
	102 (26.5)

	Primary
	156 (40.5)

	Secondary
	58 (15.1)

	Superior
	69 (17.9)

	Occupational status 
	

	Working 
	231 (60)

	Not working
	154 (40)

	Marital status
	

	Lives alone
	249 (64.6)

	Lives with spouses
	136 (35.4)



3.2. Knowledge about prehypertension
Table 2 shows that the overall level of knowledge about PHTN was low among respondents. Only 2.8% of participants correctly defined PHTN. The majority of study participants were unaware of the risk factors (67.6%), complications (37.2%), key prevention methods (62.8%), and main causes of PHTN (98%).





Table 2 : Participants' knowledge of prehypertension (n=385)
	Variables
	n (%)

	Correct definition of PHTN
	11 (2.8)

	Risk factors cited
	

	Stress/anxiety
	59 (15.4)

	Excessive salt consumption
	90 (23.4)

	Excessive alcohol consumption
	57 (14.8)

	Male
	0 (0)

	Diabetes
	0(0) 

	Hypercholesterolemia 
	0(0)

	Low physical activity
	49 (12.7)

	Smoking
	37 (9.6)

	obesity/excess weight
	35 (9.1)

	Family history of HTN
	28 (7.3)

	Advanced age
	22 (5.7)

	Don't know
	260 (67.6)

	Complications mentioned
	

	Stroke
	93 (24.2)

	Heart disease
	73 (18.9)

	Kidney failure
	47 (12.3)

	Visual disturbances
	29 (7.5)

	Death
	108 (28.1)

	Don’t know
	143 (37.2)

	Preventive measures mentioned
	

	Stress reduction
	67 (17.4)

	Reduction in salt consumption
	121 (31.4)

	Regular physical activity
	103 (26.8)

	Smoking cessation
	59 (15.3)

	Limiting alcohol consumption
	56 (14.5)

	Maintaining a healthy weight
	48 (12.5)

	Regular blood pressure monitoring
	94 (24.4)

	Don’t know
	242 (62.8)




Table 2 : Participants' knowledge of prehypertension (n=385) (Continued)
	Variables
	n (%)

	Main causes of PHTN
	

	Atherosclerosis
	3 (0.8)

	Obstructive sleep apnoea
	0 (0)

	Kidney diseases
	5 (1.2)

	Adrenal gland disorders
	0 (0)

	Thyroid gland disorders
	0 (0)

	⃰Taking certain medications that may increase blood pressure
	0 (0)

	Spiritual factors (witchcraft, evil spells)
	34 (8.9)

	Don’t know
	 343 (89.1)



⃰ Taking certain medications that may increase blood pressure (oral contraceptives, nasal decongestants, certain non-steroidal anti-inflammatory drugs such as ibuprofen, diclofenac).
3.3. Attitudes toward prehypertension
Regarding the perception of PHTN, only 27.3% of respondents to the study consider it to be a serious or very serious condition. More than half (52.7%) do not believe that medication is important for controlling blood pressure and would accept a diagnosis of PHTN (52.2%).  Only a quarter of respondents (26.5%) believe that PHTN is a health problem that warrants medical intervention, with the rest seeing it as a temporary condition that does not require follow-up. When asked about their perception of their ability to adopt preventive habits, 31.7% of participants said they were confident or very confident in their ability to follow advice on healthy living if they were diagnosed with PHTN. All of these data are detailed in Table 3.




Table 3. Participants' Attitudes toward Prehypertension


	Variables
	n (%)

	Perception of the severity of PHTN
	

	Very serious
	40 (10.4)

	Serious
	65 (16.9)

	Not very serious
	164 (42.6)

	Not serious
	116 (30.1)

	Belief in the importance of medication to control blood pressure
	

	Very important
	19 (4.9)

	Important
	129 (33.6)

	Not very important
	34 (8.8)

	Not important
	203 (52.7)

	Acceptance of prehypertension status if diagnosed
	201 (52.2)

	Perception of PHTN as requiring medical intervention
	102 (26.5)

	Confidence in the ability to adopt preventive behaviours
	

	Very confident
	83 (21.6)

	Confident
	39 (10.1)

	Not  very confident
	136 (35.3)

	Not confident 
	127 (33.0)




3.4. Practices for preventing and managing prehypertension
The results of the present study show that only 8% of study participants had checked their blood pressure in the last 12 months, while 73.8% had not made any lifestyle changes to control or prevent PHTN. Most study participants (89.3%) had no specific strategy for managing stress, and 88.3% had no special diet to maintain normal blood pressure. Table 4 illustrates PHTN prevention and management practices by study participants.























Table 4: Participants' prehypertension prevention and management practices (n=385)

	[bookmark: _Hlk206219344]Variables
	n (%)

	Blood pressure control over the past 12 months
	31 (8)

	Consultation d'un professionnel de santé en cas de suspicion de problème de pression artérielle
	29 (7.5)

	In the event of high blood pressure, what actions do you usually take?
	

	Modifying your diet
	35 (9)

	Practicing physical activity
	22 (5.7)

	Consult a physician
	66 (17.1)

	Taking antihypertensive medication
	41 (10.7)

	  I take no action
	221 (57.5)

	What lifestyle changes have you adopted to manage or prevent PHTN?
	

	Salt reduction
	34 (8.8)

	Smoking cessation
	27 (7)

	Limiting alcohol consumption
	21 (5.4)

	Regular physical activity
	19 (5)

	I'm not adopting any changes
	284 (73.8)

	Have you ever taken part in any PHTN prevention awareness programs or campaigns?
	0 (0)

	How do you deal with stress on a daily basis, given that it can affect blood pressure? 
	

	I practice relaxation techniques such as meditation and deep breathing
	0 (0)

	I exercise regularly to relieve stress
	7 (1.9)

	I make time for my hobbies and favorite activities
	5 (1.3)

	I try to organize my time well and avoid unnecessary stressful situations
	13 (3.4)

	I talk to family and friends or a professional if I need to.
	16 (4.1)

	I don't have any particular method for dealing with stress
	344 (89.3)

	What type of diet do you prefer to maintain normal blood pressure?
	

	I limit salt and salty foods in my diet
	12 (3.1)

	I eat lots of fresh fruit and vegetables
	10 (2.6)

	I reduce my intake of saturated fats and avoid processed foods
	6 (1.6)

	I limit my alcohol consumption
	17 (4.4)

	I don't have a specific diet
	340 (88.3)














3.5. Factors associated with poor knowledge, attitudes and practices of Kisangani residents regarding prehypertension
This study shows that the factors associated with poor knowledge of PHTN were male gender [AOR : 2.4 (1.4-4.4) ; CI= 95%, p= 0.003], lack of formal education [AOR= 2.8 (1.4-5.5) ; CI= 95%, p= 0.003], and advanced age (over 60) [AOR : 1.7 (1.1-2.7) ; CI= 95%, p= 0.001], while those associated with poor attitudes and practices were limited perception of the severity of PHTN [AOR : 2.2 (1.2-3.8) ; CI= 95%, p= 0.001] and poor knowledge of PHTN [AOR : 3.5 (2.5-4.7) ; CI= 95%, p=< 0.001] (Table 5).
Table 5 : Factors associated with poor knowledge and poor attitudes and practices of Kisangani residents towards PHTN (multivariate analysis)
	[bookmark: _Hlk206307034]Variables
	AOR (IC 95%)
	p-value

	Factors associated with poor knowledge of PHTN
	
	

	Male
	2.4 (1.4-4.4)
	0.003

	Lack of formal education
	2.8 (1.4-5.5)
	0.003

	Advanced age (over 60 years old)
	1.7 (1.1-2.7)
	0.001

	Factors associated with poor attitudes and practices
	
	

	Limited perception of the severity of PHTN
	2.2 (1.2-3.8)
	0.001

	Poor knowledge of PHTN
	3.5 (2.5 – 4.7)
	< 0.001











 





4. DISCUSSION
This study, the first to be carried out in our country, took place in a context characterised by the virtual non-existence of data on KAP in relation to PHTN in sub-Saharan Africa.  Its objectives were to evaluate Kisangani residents' KAP as well as to pinpoint the causes of insufficient preventative behaviour with regard to PHTN.
4.1. Study participants' knowledge of prehypertension
The study revealed a very low overall level of knowledge about PHTN among Kisangani residents. Several factors combined could contribute to the finding of a very low overall level of knowledge about PHTN among Kisangani residents. A low level of general education in the population, which limits access to and understanding of health information.
According to Bassandja O et al., ignorance of PHTN is a major barrier to prevention and early intervention. This issue derives from poor healthcare professional training on the subject, as well as a lack of specialised awareness-raising measures in public health strategies, which impedes effective patient education [14]. 
The findings of Umuerri E et al. suggest that low socio-economic status is a major barrier, limiting the population's access to care, information and preventive measures. This problem is compounded by cultural beliefs and public health policies that do not prioritize non-communicable diseases, accentuating the general lack of knowledge on these subjects [15]. 
PHTN is often neglected due to public health policies that position it as secondary, behind more obvious ailments. The ineffectiveness of preventive messages is compounded by a lack of priority, due to cultural barriers and beliefs that diminish its seriousness. As a result, people rarely undergo screening, which contributes to a general lack of awareness of the disease and hinders early treatment.
4.2. Study participants' attitudes towards prehypertension
The attitudes of Kisangani participants towards PHTN are worrying and reflect a general tendency to minimize its severity and the need for medical treatment.
The results of this study reveal that PHTN is often undervalued and the importance of prevention is low, mainly due to an information deficit, inadequate health education, risk minimization and socio-economic factors.
PHTN is often unrecognized by the public, as it causes no visible symptoms and is not perceived as a serious disease. Public health campaigns rarely target this condition, leading to low awareness of its real risks [16]. 
According to Dimitrijev I et al., the perception of PHTN as a temporary condition with no immediate danger is a major obstacle, as it hampers any motivation to take preventive measures. This lack of recognition is amplified at the social level when this condition is not considered a priority, which tends to minimize the danger of stroke or related heart conditions [17]. 
PHTN is widely trivialized, both by individuals who perceive it as a benign condition and by healthcare systems that do not prioritize it, leading to widespread underestimation of its serious cardiovascular risks [17].
4.3. Study participants' practices in dealing with prehypertension
The observations made in our study show that the practices observed among participants in Kisangani with regard to the prevention and management of PHTN are largely inadequate.
The fight against PHTN faces two major challenges. Firstly, the disease remains poorly known and undervalued by the general public due to limited awareness campaigns, which hampers prevention efforts. Secondly, the most vulnerable groups, particularly those on low incomes, have limited access to essential measures such as medical follow-up or health and wellness coaching programs [18].
The lack of structured prevention programs, combined with socio-economic and cultural barriers, prevents effective coaching of at-risk individuals and hinders the adoption of healthy behaviors to manage prehypertension [18].
Socio-economic inequalities and insufficient or lack of local knowledge of these methods are major obstacles to accessing effective interventions, whether conventional medical or non-drug [18,19].





4.4 Factors associated with poor knowledge of prehypertension and poor attitudes and practices towards prehypertension
4.4.1. Factors associated with poor knowledge of prehypertension
1. Male gender
According to the results of our study, male gender is associated with a 2.4-fold higher risk of poor knowledge (AOR 2.4; 95% CI : 1.4-4.4 ; p=0.003). A lower level of involvement in preventive health initiatives and the adoption of more risky behaviours would justify this finding. 
Men are generally less involved in prevention and screening programs, which limits their exposure to information about PHTN and its risks. Studies show that awareness of hypertension and PHTN is lower in men than in women [20-22].
The male gender is often associated with risky behaviors such as drinking alcohol, smoking, eating an unbalanced diet and not getting enough physical exercise. These habits not only amplify the danger of PHTN, but also reflect a lack of attention to prevention and health education [20,23].
Men's limited involvement in preventive health measures and their ignorance of the dangers are often the result of socio-cultural norms that favor risky behaviors over health concerns [20-22].
Men's lower attendance at health services for routine check-ups could explain this knowledge deficit, as it limits their opportunities to be informed about prehypertension by professionals [21,22].
2. Lack of formal education
The present study demonstrated that lack of formal education is a key factor that increases the risk of unawareness in Kisangani residents by a factor of 2.8 (AOR 2.8; 95% CI : 1.4-5.5 ; p=0.003).
It is common to link a lack of formal education to a lack of awareness of PHTN, which could be due to various socio-educational and behavioral processes.
An inadequate level of education is a major risk factor for PHTN, since it restricts access to health information and understanding of preventive actions. This vulnerability is built up from an early age under the influence of the family educational framework [24,25].
In a study conducted in the Maldives, Wajeeh et al. demonstrated that adults with a lower level of education were at significantly greater risk of suffering from PHTN, partly due to reduced knowledge of appropriate health behaviors [26].
Formal education is critical for prevention because it gives students the skills they need to understand health-related information and create healthy habits. However, its absence limits the ability to identify hazards and obtain health treatments [24,27]. 
3. Advanced age
Advanced age (over 60) is also associated with poor knowledge (AOR 1.7; 95% CI: 1.1-2.7; p=0.001). Advanced age is often associated with poor knowledge of PHTN. This phenomenon can be explained by a multitude of biological, social and behavioural factors.
The deterioration of cognitive abilities in the elderly represents a challenge for prevention, complicating the identification of PHTN-related risks and the implementation of medical recommendations [28,29].
Seniors are frequently less aware of PHTN, due to the fact that they are less targeted by contemporary, often digital, awareness initiatives and benefit from limited access to continuing health education, which hinders their understanding of the dangers [28,30].
According to Badakhsh M et al. and Tambare S et al., the management of more serious chronic diseases causes the elderly to relegate PHNT to the background, resulting in an underestimation of its risks [28,29].
Access to care and medical information may be restricted by social isolation, retirement and reduced income, contributing to a lack of understanding of PHTN among seniors [28,30].
Several studies, including those by Izzo J et al., Lydia A et al. and Umuerri E, show that the gradual increase in blood pressure with age is frequently perceived as “normal” or inevitable, leading to minimization of the problem and reduced vigilance in the face of PHTN [15,31,32].
4.4.2. Factors associated with poor attitudes and practices towards prehypertension
1. Limited perception of the severity of prehypertension
Our results indicate that a limited perception of the severity of PHTN is strongly associated with a 2.2-fold greater risk of developing maladaptive behaviours and practices (AOR 2.2; 95% CI : 1.2-3.8 ; p=0.001).
Individuals who consider PHTN to be benign or without immediate effects often tend to minimize the real danger to their health. This lack of apparent signs reinforces this impression, leading to low motivation to change their lifestyle or engage in preventive actions. Minimizing the severity of PHTN hinders the adoption of healthy practices due to a motivation deficit and a feeling of ineffectiveness [33]. 
A narrow view of the severity of PHTN leads to careless behavior and poor prevention, however, educational initiatives highlighting the dangers go a long way to improving both [27].
2. Lack of awareness of prehypertension
Lack of awareness of PHTN is the most important determinant, increasing the likelihood of poor health habits and behaviours by a factor of three (AOR 3.5; 95% CI: 2.5-4.7; p<0.001). 
Individuals who are not well informed about PHTN often tend to minimise the severity of this condition and overlook the dangers of progression to HTN as well as the complications associated with the cardiovascular system. This lack of understanding leads to a lack of motivation to adopt preventive behaviours such as changing diet, increasing physical activity or frequently monitoring blood pressure [27,34,35].
A lack of knowledge is often associated with unfavourable or pessimistic attitudes, such as the idea that prehypertension is not a major concern or that it is impossible to intervene effectively. This is manifested in low engagement in self-management and poor adherence to medical recommendations [27,34].
Lack of information about what to do to manage PHTN leads to inappropriate health behaviours, such as poor adherence to lifestyle advice or inadequate treatment adherence. Research indicates that increasing knowledge through education contributes to a significant improvement in preventive attitudes and behaviours [35,36].
Socioeconomic disparities, frequently linked to a lack of formal education, exacerbate the problems by hampering access to medical treatment, information and awareness initiatives [24,25].
This creates a damaging cycle where ignorance of PHTN facilitates progression to HTN and cardiovascular problems.





4.5. Strengths and limitations of the study
The study of the KAP of the population of Kisangani concerning the PHTN has several strengths and some limitations inherent in its design.
4.5.1. Strengths of the study
The strengths of this research lie in its ability to fill a gap in data on PHTN in Kisangani, and in the application of a sound methodology. From an ethical point of view, it has acquired all the necessary approvals while ensuring the informed consent and anonymity of the participants. 
This methodology is characterised by an ideal sample (385 participants) and a careful sampling approach guaranteeing representativeness. 
An innovative approach to language barriers and illiteracy, with local interviewers conducting the survey orally in local languages. 
From a scientific and social point of view, this study provides crucial information for developing specific prevention and health education programmes with the aim of optimising early treatment of the disease.
4.5.2. Limitations of the study
The main limitations of the study include its cross-sectional nature, which makes it impossible to establish causal links or track changes over time. In addition, the exclusion of a health zone for safety reasons could affect the generalisability of the results to the whole city. Finally, although it was required, the oral administration of the questionnaires with live translation may have led to minor discrepancies in the understanding of the questions.

5. CONCLUSION
PHTN in Kisangani is a major public health challenge. According to the current study, the study population has a substantial information gap regarding this illness. The behaviours are concerning as well, demonstrating a propensity to minimise the severity of PHTN and the necessity of treatment compliance and medical intervention. Moreover, strategies to prevent and manage this illness seem glaringly insufficient. These findings emphasise how vital it is to create and carry out health education initiatives and preventative measures that are appropriately tailored to the local environment.
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