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Abstract 

Background: Chronic kidney disease (CKD) represents a major public health challenge due to its silent progression, the severity of 

its complications, and its often late diagnosis. Prevention relies primarily on a better understanding of the disease among the general 

population. However, the level of CKD knowledge varies among populations and may be influenced by their sociodemographic 

characteristics and access to medical information. The determinants of CKD knowledge remain poorly documented in Benin. 

Identifying groups at higher risk of poor CKD knowledge could help guide health education strategies. Objective: To identify the 

factors associated with the poor level of knowledge of CKD in the population of the municipality of Abomey-Calavi in 2026. 

Methods: An analytical cross-sectional study was conducted in February 2026 among adults over 18 years of age residing in the 

municipality of Abomey-Calavi. Participants were selected using a three-stage probability sampling method. The level of CKD 

knowledge was assessed using a score that included anatomical, functional, diagnostic, therapeutic, and preventive knowledge. 

Factors associated with poor knowledge were investigated using bivariate analysis followed by multivariate logistic regression. 

Associations were expressed as crude and adjusted Odds Ratios (OR) with 95% Confidence Intervals (CI). Oral informed consent 

was obtained from participants before inclusion in the study. Results: Of the 612 residents surveyed, 559 (91.34%) had a poor level 

of knowledge about CKD. After adjustment, only occupation, religion, and certain sources of information remained significantly 

associated with a poor level of knowledge. Participants of animist religion had higher odds ratios for poor knowledge (OR = 18.19 

[1.71-193.04]) compared to atheists. Workers (OR = 16.87 [3.81-74.66]) and merchants (OR = 11.38 [2.26-57.34]) had higher odds 

ratios than participants with intellectual professions. Lack of exposure to information from social media (OR = 19.73 [7.27-53.54]) 

and the education system (OR = 15.24 [5.76-40.29]) was strongly associated with poor knowledge levels. Conclusion: Knowledge 

of CKD was poor among the study population. Strengthening education and awareness strategies, particularly among less informed 

groups, could improve knowledge of CKD and contribute to earlier detection. 
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1. Introduction 

CKD is an irreversible, non-communicable disease whose 

global incidence increased by an average of approximately 

0.63% each year between 1990 and 2021 [1, 2]. Because it 

often progresses for a long time without symptoms, CKD fre-

quently escapes early detection, making it a major public 

health challenge. CKD is responsible for a growing number of 

deaths and years of life lost and represents an economic bur-

den on healthcare systems [3]. Despite advances in its man-

agement, a significant proportion of patients are still diag-

nosed at an advanced stage, reducing the possibilities for ef-

fective preventive and therapeutic interventions [4, 5]. 

Improving public knowledge about CKD is essential for 

promoting preventive behaviors and encouraging early access 

to care [6]. The level of knowledge of CKD varies across 

countries, healthcare settings, and populations, but remains in-

sufficient in many areas. Several studies conducted in differ-

ent countries have reported low levels of CKD knowledge in 

the general population [7, 8]. Beyond assessing knowledge 

levels, several authors have investigated factors that may in-

fluence this knowledge. Data from the literature show that 

knowledge levels can be influenced by sociodemographic, so-

ciocultural, and economic characteristics, as well as access to 

information and health services [9]. For example, Alobaidi re-

ported that age, education level, and marital status were sig-

nificantly associated with CKD knowledge, while sex showed 

no significant association [10]. Conversely, Gök and Şahin 

observed that age and profession were not associated with 

knowledge level [11]. For their part, Gheewala et al. showed 

that participants with a family history of CKD had better 

knowledge of the disease [12]. In Jordan, Al-Momany et al. 

highlighted the role of exposure to awareness campaigns via 

television, social media, and healthcare professionals in im-

proving knowledge about CKD [13]. These results illustrate 

the heterogeneity of factors associated with the level of CKD 

knowledge across geographic and sociocultural contexts, un-

derscoring the need for context-specific data. 

In Benin, to our knowledge, no study has explored the de-

terminants of the general population's level of knowledge 

about CKD. This gap hinders the identification of groups most 

vulnerable to poor knowledge, making it difficult to target 

public health interventions. 

The present study therefore aimed to determine the factors 

associated with the poor level of knowledge of CKD among 

the inhabitants of the commune of Abomey-Calavi. 

2. Materials and Methods 

2.1. Study Design, Type and Duration 

An analytical cross-sectional study was conducted in the 

municipality of Abomey-Calavi in southern Benin. Data col-

lection took place from February 18 to 28, 2026. 

2.2. Study Population and Selection Criteria 

The study population consisted of the inhabitants of the 

commune of Abomey-Calavi. 

Included were individuals aged 18 or over, residing in the 

municipality and having given their informed consent. 

Excluded were those who met the inclusion criteria but 

were unable to complete the questionnaire, as well as those 

who withdrew their consent during the interview. 

2.3. Sampling and Sample Size 

The sampling technique was a three-stage random sampling 

method. First, three of the municipality's nine districts were 

randomly selected to obtain a geographically distributed sam-

ple while taking into account logistical constraints and the re-

sources available for the study. Within each selected district, 

half of the neighborhoods (or half plus one when the number 

was odd) were randomly selected. A proportional allocation 

of the sample size for each neighborhood was then determined 

based on its adult population (according to data from the 

French National Institute of Statistics and Demography (IN-

StaD)). Finally, within each selected neighborhood, the first 

household was randomly selected, and subsequent households 

were included at a sampling interval of five. All eligible and 

consenting adults residing in the selected households were in-

cluded in the study. 

The minimum sample size was estimated at 571 participants 

using Schwartz's formula, assuming a prevalence of good 

knowledge of CKD (p = 0.145) [14], a confidence level of 

95%, a precision of 5% and a cluster effect of 3. At the end of 

data collection, 612 participants meeting the inclusion criteria 

were recruited. 

2.4. Data Collection 

Data were collected using a structured questionnaire, digit-

ized via KoboToolbox. It was developed based on tools used in 

the literature review and then adapted to the study objectives 

and the Beninese context. The questionnaire included a section 

on participant characteristics (sociodemographic characteristics, 

medical history, sources of information) and a second section 

on their knowledge of chronic kidney disease (CKD). It was 

pre-tested with ten students from the Faculty of Health Sciences 

(FSS) in Cotonou who were not part of the study population to 

assess its feasibility, administration time, clarity, and question 

flow. No missing data were recorded, as the questions were set 

to mandatory in the digital questionnaire. 

2.5. Variables Studied 

The dependent variable in our study was the level of 

knowledge of CKD. This was assessed using a score compris-

ing 11 items, with a maximum score of 38 points. Each correct 
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answer was scored as 1 point, while a no answer or an incorrect 

answer received 0 points. For multiple-choice questions, each 

correctly identified option contributed to the score calculation. 

The total score was then categorized into three levels (poor = 0-

12 points, moderate = 13-25 points, and good = 26-38 points). 

The independent variables included: 

1) Sociodemographic characteristics (age, sex, level of ed-

ucation, place of residence, profession, marital status, re-

ligion); 

2) Medical history (personal chronic illness and family his-

tory of chronic disease); 

3) Sources of information about CKD (website, education 

system, traditional media, social networks, relatives, 

health professionals). 

2.6. Statistical Analysis 

Data quality control was ensured through regular supervi-

sion of the interviewers, daily verification of completed ques-

tionnaires, and data consistency checks before analysis. The 

data were exported from KoboToolbox, then cleaned and an-

alyzed using Epi Info version 7.2.7 and Stata version 15 

(model fit). 

1) Descriptive analysis: Qualitative variables were de-

scribed by their frequencies and percentages. Age, the 

only quantitative variable, was grouped into categories 

for the analysis and then described by its mean and 

standard deviation or its median and interquartile range, 

according to its distribution. 

CKD knowledge level score was categorized (poor, 

moderate or good knowledge level). 

2) Bivariate analysis: The initially triadic dependent varia-

ble was dichotomized into poor and good knowledge of 

CKD (good and moderate level). This choice was made 

to distinguish participants with insufficient knowledge 

from those with at least an acceptable level. Factors as-

sociated with poor knowledge of CKD were investigated 

using a bivariate analysis with Pearson's chi-squared test. 

A simple logistic regression was then used to estimate 

the crude ORs and their 95% confidence intervals. 

3) Multivariate analysis: Variables with a p-value ≤ 0.20 in 

the bivariate analysis were included in a stepwise back-

ward multivariate logistic regression model to determine 

factors independently associated with poor knowledge 

of chronic kidney disease (CKD). The final model was 

obtained after adjusting for significant variables (ad-

justed ORs with 95% confidence intervals). The good-

ness of fit of the final model was assessed using Stata 15 

with the Hosmer-Lemeshow test. The threshold for sta-

tistical significance was defined as p < 0.05. 

2.7. Ethical Considerations 

The study was conducted in accordance with ethical re-

search principles. The research protocol received a favorable 

ethical opinion from the Local Ethics Committee for Biomed-

ical Research of the University of Parakou (CLERB-UP) (ref: 

09/26CLERB-UP/P/SP/R/SA). The necessary administrative 

authorizations were obtained from the relevant authorities. 

Participation in the study was voluntary, and oral informed 

consent was obtained before any questions were asked. Ano-

nymity and data confidentiality were strictly maintained. 

3. Results 

3.1. Level of CKD Knowledge 

Our study included 612 participants. Among them, 559 

(91.34%) had a poor level of knowledge about CKD, while 53 

(8.66%) had an moderate level of knowledge. No participant 

had a good level of knowledge about chronic kidney disease 

(Figure 1). 

 
Figure 1. Distribution of respondents in Abomey-Calavi in 2026 ac-

cording to their level of knowledge about CKD. 

3.2. Factors Associated with Poor CKD 

Knowledge Level 

The results of the bivariate analysis are presented in Table 1. 

No statistically significant association was observed be-

tween sex and poor knowledge. The OR for education level 

could not be calculated because, for some categories of this 

variable, all participants had poor knowledge of CKD. In con-

trast, age was associated with poor knowledge of CKD, and 

the risk of having poor knowledge was higher among partici-

pants in older age groups compared to those aged 18 to 24. 

Animists were 5.64 times more likely to have poor knowledge 

than atheists. Regarding occupation, workers and merchants 

were approximately 23 times more likely to have poor 

knowledge than those in intellectual professions. 

Family history of CKD was significantly associated with 

poor knowledge; participants without a family history of CKD 

were 2.23 times more likely to have poor knowledge than 

those with a family history of CKD. 

The lack of exposure to certain sources of information was 

strongly associated with poor knowledge of CKD, including the 

lack of information from social networks (ORb = 14.36 [6.84-

30.15]) and the education system (ORb = 16.81 [8.33-33.93]). 
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Table 1. Association between participant characteristics and poor knowledge of CKD among respondents in Abomey-Calavi in 2026. 

Variable Total sample Poor level of knowledge n (%) OR b [IC 95%] p-value 

Sociodemographic characteristics 

Age groups     

18-24 years old 154 128 (83.12) 1.00 - 

25-34 years old 218 203 (93.12) 2.75 [1.40 - 5.39] 0.003 

35-44 years old 128 122 (95.31) 4.13 [1.64 - 10.38] 0.003 

45-54 years old 72 69 (95.83) 4.67 [1.36 - 15.99] 0.014 

≥ 55 years 40 37 (92.50) 2.51 [0.72 - 8.74] 0.150 

Sex     

Male 271 243 (89.67) 1.00 - 

Female 341 316 (92.67) 1.46 [0.83 - 2.56] 0.192 

Marital status     

Single 205 175 (85.37) 1.00 - 

Married, common-law relationship 396 374 (94.44) 2.91 [1.63 - 5.20] <0.001 

Widowed, divorced 11 10 (90.91) 1.71 [0.21 - 13.88] 0.614 

Education level     

None 118 118 (100.00) -   

Primary 149 149 (100.00) -   

Secondary 247 227 (91.90) -   

Superior 98 65 (66.33) -   

Living environment     

Urban 376 334 (88.83) 1.00 - 

Rural 236 225 (95.34) 2.57 [1.30 - 5.10] 0.007 

Religion     

Atheism 17 3 (17.65) 1.00 - 

Animism 82 79 (96.34) 5.64 [1.03 - 30.83] 0.046 

Christianity 466 422 (90.56) 2.06 [0.57 - 7.43] 0.272 

Islam 47 44 (93.62) 3.14 [0.57 - 17.37] 0.189 

Occupation     

Intellectual profession 25 15 (60.00) 1.00   

Worker, craftsman 180 175 (97.22) 23.14 [7.72 - 69.36] <0.001 

Merchant, entrepreneur 250 243 (97.20) 23.33 [7.06 -77.16] <0.001 

Student, pupil, apprentice 101 73 (72.28) 1.74 [0.70 - 4.32] 0.234 

Unemployed 56 53 (94.64) 11.78 [2.87 -48.33] 0.001 

Medical history 

Personal history of chronic disease     

Yes 67 63 (94.03) 1.00 - 

No 545 496 (91.01) 1.56 [0.55-4.46] 0.410 
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Variable Total sample Poor level of knowledge n (%) OR b [IC 95%] p-value 

Family ATCD of CKD     

Yes 56 47 (83.93) 1.00 - 

No 556 512 (92.09) 2.23 [1.02 - 4.85] 0.043 

Sources of information 

Traditional media     

Yes 94 79 (84.04) 1.00 - 

No 518 480 (92.66) 2.40 [1.26 - 4.56] 0.008 

Websites      

Yes  22 17 (77.27) 1.00 - 

No  590 542 (91.86) 3.32 [1.17 - 9.40] 0.024 

Social media     

Yes  186 142 (76.34) 1.00 - 

No  426 417 (97.89) 14.36 [6.84 -30.15] <0.001 

Healthcare professionals     

Yes  22 14 (63.64) 1.00 - 

No  590 545 (92.37) 6.92 [2.76 - 17.37] <0.001 

Relatives     

Yes  149 131 (87.92) 1.00 - 

No  463 428 (92.44) 1.68 [0.92 - 3.07] 0.091 

Education system     

Yes  42 21 (50.00) 1.00 - 

No  570 538 (94.34) 16.81 [8.33 -33.93] <0.001 

Other     

 No 585 533 (91.11) 1.00 - 

Yes 27 26 (96.30) 2.54 [0.34 - 19.07] 0.366 

 

3.3. Factors Independently Associated with 

Poor CKD Knowledge Level 

The factors independently associated with poor knowledge 

of CKD after multivariate logistic regression are presented in 

Table 2. The adequacy of the final model was verified by the 

Hosmer and Lemeshow test which showed no significant dif-

ference between the observed and predicted values (p = 0.832). 

After adjusting for other variables introduced into the 

model, religion, profession and sources of information (social 

networks, education system, websites, health professionals, 

relatives) remained significantly associated with poor 

knowledge of CKD. 

Workers (ORa = 16.87; 95% CI [3.81-74.66]) and mer-

chant (ORa = 11.38; 95% CI [2.26-57.34]) had a higher prob-

ability of poor knowledge compared to those in intellectual 

professions. Animists, on the other hand, were 18.19 times 

more likely to have poor knowledge than atheists. 

Lack of exposure to information sources was also associ-

ated with poor knowledge levels. Respondents not informed 

by social media (ORa = 19.73 [7.27 - 53.54]) and the educa-

tion system (ORa = 15.24 [5.76 - 40.29]) were more likely to 

have a poor level of knowledge of CKD. Lack of exposure to 

information shared by healthcare professionals (ORa = 9.07 

[2.23 - 36.86]) and websites (ORa = 7.39 [1.89 - 28.82]) was 

significantly associated with a poor level of knowledge. 
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Table 2. Multivariate analysis of Factors associated with the poor level of knowledge of CKD among respondents in Abomey-Calavi in 2026 

(final model). 

 OR a  IC 95% p-value 

Religion  

Atheism 1 - - 

Animism 18.19 1.71-193.04 0.016 

Christianity 5.12 0.75-34.88 0.095 

Islam 3.82 0.43-33.95 0.229 

Occupation  

Intellectual profession 1 - - 

Worker, craftsman 16.87 3.81-74.66 <0.001 

Merchant, entrepreneur 11.38 2.26-57.34 0.003 

Student, pupil, apprentice 2.72 0.70-10.57 0.149 

Unemployed 7.45 1.27-43.51 0.026 

Social networks   

Yes 1 - - 

No 19.73 7.27 - 53.54 <0.001 

Education system   

Yes 1 - - 

No 15.24 5.76 - 40.29 <0.001 

Healthcare professionals   

Yes 1 - - 

No 9.07 2.23 - 36.86 0.002 

Websites   

Yes 1 - - 

No 7.39 1.89 - 28.82 0.004 

Relatives   

Yes 1 - - 

No 3.11 1.27 - 7.62 0.013 

 

4. Discussion 

The results of our study show a very poor level of 

knowledge of CKD in the municipality of Abomey-Calavi. In-

deed, 91.34% of participants had a poor level of knowledge of 

CKD. This proportion is higher than those reported by several 

other studies. In Nigeria, Okwuonu et al. reported a proportion 

of 61.1% [15]; while Isijola and Olubiyi found that 59.1% of 

participants had a poor level of knowledge of CKD [16]. In 

Indonesia, Zaim et al. found that 42.9% of participants had a 

poor level of knowledge [17]. The differences observed be-

tween studies may be related to the assessment methods and 

thresholds used to define a poor level of knowledge. Differ-

ences in socioeconomic contexts, awareness programs, and 

access to health information may also explain these variations. 

Occupation was one of the factors independently associated 

with poor knowledge of CKD in our study. After adjustment, 

unemployed respondents had a 7.45 times higher odds ratio 

for having poor knowledge compared to those in intellectual 

professions. Similarly, Younes et al., in a 2022 study con-

ducted in Saudi Arabia, found that students were 2.497 times 

http://www.sciencepg.com/journal/sjph


Science Journal of Public Health http://www.sciencepg.com/journal/sjph 

 

208 

more likely to have good knowledge than unemployed indi-

viduals [18]. Assiry et al. had also reported this result in Saudi 

Arabia (ORa = 16.48 [1.30 - 2028.57]) [19]. The profession 

may reflect other dimensions such as level of education, soci-

oeconomic status and social environment which may indi-

rectly influence access to information. 

In our study, participants of indigenous religion were 18.19 

times more likely to have poor knowledge than atheists. Few 

studies have investigated the association between religion and 

poor knowledge. This association could reflect sociocultural 

representations of the disease, but its interpretation must be 

qualified by the wide confidence interval, indicating a less 

precise estimate. 

In our study, several sociodemographic characteristics ex-

plored were not associated with poor knowledge levels after 

multivariate regression, including age, sex, education level, 

marital status, and place of residence. Regarding age, our re-

sults corroborate those of several authors who found no asso-

ciation between age and knowledge level: Gheewala et al. 

(Australia, 2018); Al-Momany et al. (Jordan, 2024) and As-

siry et al. (Saudi Arabia, 2022) [12, 13, 19]. This relationship, 

however, was found by Mahmoud et al. in Saudi Arabia where 

participants aged 18 to 27 were five times more likely to have 

good knowledge [8]. 

The multivariate analysis conducted in our study did not re-

veal any association between knowledge level and sex. This 

observation is consistent with some studies that found no dif-

ferences between men and women [7, 19]. However, Awad et 

al. reported better knowledge among women (OR a = 1.65 

[1.05-2.60]; p= 0.031) [20], possibly due to greater involve-

ment of women in family health issues. 

Our study revealed that marital status was not associated 

with poor CKD knowledge. These findings are similar to those 

of Mahmoud et al. in Saudi Arabia [8]. Conversely, Alobaidi 

et al. in Saudi Arabia (p = 0.023) found an association be-

tween the level of knowledge of CKD and marital status [10]. 

This difference could be explained by the use of different an-

alytical approaches, our study using multivariate analysis 

while theirs was based on univariate analysis which does not 

allow control for the effect of confounding factors. 

In contrast to our findings, several authors have shown that 

a high level of education is associated with better knowledge 

of CKD [7, 19]. This difference could be explained by the dis-

tribution of knowledge levels in our population, particularly 

the absence of participants with an moderate or good level of 

knowledge in certain education categories, making analysis of 

this category impossible. 

In our study, place of residence was not associated with 

poor knowledge of CKD. Conversely, Stanifer et al. in Tan-

zania (OR a = 0.47 [0.03 - 0.99]) [7] and Assiry et al. in Saudi 

Arabia (OR a = 0.01 [0.006 - 0.04]) [19] found an association 

between education level and level of knowledge of CKD. This 

could be explained by the easy access of people in urban areas 

to medical information. 

A personal history of chronic disease and a family history 

of CKD were not associated with poor CKD knowledge. Con-

trary to our findings, Assiry et al. showed that respondents 

with a personal history of chronic disease had a better level of 

CKD knowledge (ORa = 0.39 [0.19-0.78]; p = 0.007) [19]. 

This could be explained by regular medical follow-up and 

more frequent exposure to prevention messages. Furthermore, 

Gheewala et al. reported an association between a family his-

tory of CKD and greater CKD knowledge (ORa = 0.08 [0.39-

3.24] p = 0.01) [12], likely due to greater exposure to CKD-

related information within the family, promoting information 

seeking. The difference with our results may be due to the 

level of data analysis in our study (modeling) or also to the 

higher proportion of individuals with a family history of CKD 

in those studies. 

Access to information is a key determinant of health 

knowledge. After adjusting for other variables in the model, 

a lack of exposure to certain information sources was asso-

ciated with poor knowledge of CKD. These sources in-

cluded social media, the education system, healthcare pro-

fessionals, family and friends, and websites. This high-

lights the crucial role of different communication channels 

in disseminating information about CKD. These results are 

partly consistent with those of Al-Momany et al., who 

demonstrated, in univariate analysis, an association be-

tween exposure to information disseminated through social 

media and healthcare professionals and a higher level of 

CKD knowledge [13]. Due to the lack of direct comparative 

data, the interpretation of our results will rely on data from 

other health domains. 

The observed association between social media and web-

sites and poor knowledge levels is consistent with the evo-

lution of access to health information. This result is con-

sistent with the increasing role of these channels among 

young adults, who made up the majority of our sample. Our 

result aligns with the findings of Chen et al. who also found 

an association between social media (ORa = 0.8 [0.65-

0.99]), websites (ORa = 1.21 [1.01 - 1.45]) and health lit-

eracy [21]. Conversely, people with limited exposure to 

these resources have fewer opportunities to acquire 

knowledge about silent diseases such as CKD. However, in 

the absence of guidance, social media can spread misinfor-

mation. It is therefore important to regulate the information 

disseminated on different platforms to ensure quality infor-

mation about CKD. 

The associations observed in our study highlight the im-

portance of healthcare professionals and actors in the educa-

tion system in disseminating reliable information on CKD. In 

this regard, Gök and Şahin in Turkey found that information 

via healthcare professionals was associated with good 

knowledge of CKD (p = 0.006) [11]. 

Relatives also represented sources of information associ-

ated with poor knowledge of CKD. The results of our study 

regarding the association between knowledge level and infor-

mation provided by relatives are consistent with those of In-

oue. et al. found a significant association between knowledge 
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level and information provided by relatives (p = 0.02) [22]. 

Exchanges with relatives can facilitate the sharing of experi-

ences. Therefore, it is important that quality information be 

made available so that interpersonal exchanges relay quality 

information. 

In our study, no association was found between poor 

knowledge of CKD and traditional media. However, Li et al. 

in 2022 found an association between health knowledge and 

traditional media (ORa = 10.577 [7.588 - 13.567]) [23]. This 

is partly explained by the demographic contrast between the 

two populations: while their study focuses on an aging popu-

lation that is a heavy consumer of traditional media, our study 

population is significantly younger. 

The use of multi-stage probability sampling and the inclu-

sion of a sample size larger than the minimum planned en-

hance the representativeness and accuracy of our study's esti-

mates. Electronic data collection minimized data entry errors 

and missing data. Furthermore, it provides data on factors as-

sociated with poor knowledge of CKD in Benin, where such 

data remains poorly documented. 

The lack of psychometric validation of the questionnaire 

constitutes a primary limitation of the study. Furthermore, the 

absence of participants with a high level of knowledge could 

be linked not only to the population's low level of knowledge 

but also to the demanding nature of the rating system and the 

various dimensions explored by the questionnaire. Finally, the 

small sample sizes observed in certain categories may have 

led to inaccuracies in the estimates, and information biases re-

lated to the self-reported nature of the data must be taken into 

account. 

5. Conclusion and Implications 

Our study revealed that poor knowledge of chronic kidney 

disease was associated with several individual characteristics 

of the participants and their exposure to information sources. 

Occupation, religion, and information sources (social media, 

education system, healthcare professionals, websites, relatives) 

remained independently associated with poor knowledge of 

CKD. 

These results highlight the need to develop targeted infor-

mation and education interventions on CKD, leveraging social 

media and the education system. Interventions should priori-

tize multimodal approaches, drawing on educational institu-

tions, healthcare professionals, and digital media, while spe-

cifically targeting groups most at risk of low levels of 

knowledge (workers, merchants, and those practicing indige-

nous religions). Such approaches could improve public aware-

ness and promote the adoption of preventive behaviors, 

thereby reducing the burden of CKD in Benin. Future studies 

should confirm these findings in other contexts and assess the 

effectiveness of interventions aimed at improving CKD 

knowledge. 
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