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Abstract 

Introduction  Sickle cell disease (SCD) is a global public health priority due to its high morbidity and mortality. In 
the Democratic Republic of the Congo (DRC), effective care for this disease depends on the availability of resources 
and the level of knowledge of healthcare workers (HCWs). However, in Bukavu, there is limited data available on these 
two crucial aspects, which are vital for enhancing the care of patients with SCD. This study aims to assess the availabil-
ity of SCD services and the level of knowledge of HCWs in Bukavu, DRC.

Methods  A cross-sectional study based on healthcare facilities (HCFs) was carried out between March and May 
2024 among 501 nurses and clinicians from 58 HCFs in Bukavu. Data were collected using a structured questionnaire 
with 13 knowledge questions (score >7 corresponding to good knowledge) and a checklist of available resources. 
Pearson’s χ2 test was used to assess the association between knowledge level and participant characteristics. Multi-
variate logistic regression was performed to determine the factors influencing knowledge.

Results  Of the 501 participants, only 16.4% demonstrated good knowledge of SCD. Physicians were 8.4 times more 
likely to possess good knowledge compared to nurses (adjusted OR = 8.4; 95% CI: 4.5 - 15.9; p<0.0001). Age, clinical 
experience, type of HCF, attendance of SCD training, and previous management of SCD patients did not show a sig-
nificant association with knowledge after adjusting for other variables (p>0.05). Regarding resources, 55.2% of HCFs 
had a falciform test, but none had advanced technologies such as isoelectrofocusing or high-performance liquid 
chromatography.

Conclusion  This study reveals a general lack of knowledge among HCWs about SCD in Bukavu, as well as limited 
availability of resources for diagnosis and treatment. It is essential to improve the training of HCWs and to strengthen 
HCFs in order to optimize the management of SCD patients in Bukavu.
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Introduction
Sickle cell disease (SCD), also known as sickle cell ane-
mia, is an inherited genetic disorder that primarily 
affects the red blood cells. The disease is characterized 
by a deformation of the red blood cells, which take on a 
sickle shape [1]. SCD is widespread in low- and middle-
income countries (LMICs), particularly in the Demo-
cratic Republic of the Congo (DRC), one of the three 
African countries most severely affected by the disease. 
Each year, between 30,000 and 40,000 newborns in the 
DRC are born with the hemoglobin S (HbS) trait, repre-
senting a significant burden on the population [2, 3]. The 
disease severely impacts the daily lives of many individu-
als, with a substantial number unable to lead regular lives 
due to its complications. Studies have demonstrated that 
SCD significantly reduces life expectancy, particularly in 
LMICs. Complications associated with the disease, such 
as painful seizures, infections, and heart problems, can 
lead to premature death if not properly treated. Mortality 
associated with SCD in LMICs remains alarmingly high, 
accounting for 6.4% of under-five deaths in Africa. Tragi-
cally, 50–80% of infants born with SCD in the region do 
not survive beyond their fifth birthday. Globally, SCD 
caused 38,403 deaths in 2019, reflecting a 26% increase 
since 2000 [4, 5]. In the DRC, the mortality rate associ-
ated with SCD is particularly high, with 15.3% (95% con-
fidence interval (95% CI): 13.3–17.3) of children under 1 
year, 36.4% (95% CI: 33.4–39.4) of those under 5 years, 
and 43.3% (95% CI: 39.3–47.3) of those under 10 years 
succumbing to the disease [6]. This high mortality rate 
is driven by various factors, including limited access to 
healthcare, lack of adequate medical resources, and the 
socio-economic challenges faced by the population [7].

The knowledge of healthcare workers (HCWs) and 
the availability of resources are critical elements in the 
management of SCD, a major public health challenge in 
the DRC. Studies have consistently shown that health-
care professionals have little knowledge of SCD, which is 
compounded by inadequate resources for effective care 
[8, 10]. In Bukavu, a city in eastern DRC, the situation 
reflects the broader challenges facing the country, where 
limited access to health and social support exacerbates 
the difficulties of SCD management [3, 11]. Interestingly, 
while university students in the DRC are generally aware 
of cardiovascular disease, they have little understand-
ing of the hereditary nature of SCD and its preventive 
measures [12]. This indicates a potential area for educa-
tional interventions. Additionally, the high prevalence of 
SCD and sickle cell trait in the north-eastern region of 
the DRC highlights the need to improve health services 
and transfusion safety to effectively manage the disease 
[13–15]. Both children and adults with SCD require spe-
cialized and primary care services throughout their lives. 

A wide range of specialized services is needed, includ-
ing multidisciplinary expert providers. Access to quality 
healthcare services for the diagnosis and treatment of 
SCD is essential to improve the lives of people affected 
by this disease. However, in many LMICs, such as the 
DRC, the availability of these resources remains a major 
challenge. HCWs’ insufficient knowledge of SCD and the 
limited availability of resources for care are shortcomings 
contributing to the difficulties encountered in providing 
adequate care for SCD patients. In this study, the aim is 
to assess the current state of availability and quality of 
healthcare services for SCD, as well as the level of knowl-
edge of HCWs in Bukavu. We will examine the resources 
available in healthcare facilities (HCFs), such as refer-
ral health centers, general referral hospitals, and private 
clinics, as well as the diagnostic and treatment protocols 
implemented. We will propose recommendations and 
interventions to improve the accessibility and quality of 
health services in this area. This study is of vital impor-
tance in guiding public health policies to improve the 
management of SCD in Bukavu and similar areas.

Materials and methods
Study setting and design
This cross-sectional study was conducted from March to 
May 2024 in 58 HCFs in Bukavu, South Kivu Province, 
DRC. These HCFs consist of public (n=20) and private 
(n=38) institutions that offer outpatient and inpatient 
SCD services to the majority of SCD patients in the city. 
All of these HCFs included in the study operate outpa-
tient clinics specifically for children and adults with SCD, 
overseen by doctors and nurses. Additionally, specialized 
pediatricians, in-house physicians, and hematologists are 
involved in patient care whenever possible. Upon admis-
sion, patients receive treatment in general pediatrics, 
internal medicine, general surgery, or other appropriate 
wards.

Study participants
For the purposes of this study, HCWs, including doctors 
and nurses from 58 HCFs in Bukavu, were deemed eligi-
ble and were randomly selected. The randomization pro-
cess was applied to the healthcare workers themselves, 
who were selected from a list of eligible HCWs across 
various HCFs.

HCFs were selected inclusively based on a list avail-
able from the Provincial Health Division of South Kivu 
and had to meet specific criteria to ensure quality and 
relevance. These criteria included having at least three 
permanent general practitioners, 10 nurses, and one 
laboratory technician; a minimum capacity of 25 beds 
for inpatient care; and a laboratory capable of conducting 
tests for SCD. The total of 58 HCFs included in this study 
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represents 100% of all HCFs in Bukavu, ensuring compre-
hensive coverage of diverse healthcare settings.

The exclusion criteria for HCWs were being on vaca-
tion or absent from work on the day of data collection or 
working in a HCF not selected for the study. For HCWs 
who were absent during the survey period, efforts were 
made to contact and include them if they returned within 
the data collection timeframe. The study covered refer-
ral health centers, general referral or university hospitals, 
and private clinics. HCWs, including doctors and nurses 
who provide services and interact directly with patients 
seeking medical services for SCD in the selected HCFs, 
were eligible to participate in this study.

Sample size
Cochran’s formula was utilized to determine the sample 
size (n = z2pq/d2), with a 95% confidence interval stand-
ard deviation (1.96), an estimated prevalence of 46% of 
HCWs with good SCD knowledge [10], and a precision 
error of 5%. The minimum sample size calculated was 
382 participants. Assuming a non-response rate of 20%, a 
sample size of 458 was determined; however, 501 partici-
pants were ultimately recruited for the study.

Participants were selected using a multi-stage sampling 
method. Firstly, the HCFs involved were selected. In the 
second phase, the number of participants (doctors and 
nurses) to be included from each HCF was determined 
in proportion to the total number of staff in each HCF. 
Finally, individual participants were recruited consecu-
tively from each HCF, selecting each available HCW 
meeting the inclusion criteria until the desired sample 
size was reached.

Study variables
The dependent variables related to the overall level of 
SCD knowledge of HCWs, as well as the availability of the 
means necessary for the diagnosis and treatment of this 
disease within the HCF. Independent variables included 
age (in years), gender (male or female), number of years 
of clinical experience (in years), type of HCF (general 
referral hospital/university hospital, private clinic, or 
referral health center), medical title (nurse or doctor), 
short-term training in SCD in the last year (yes or no), 
and having treated a SCD patient in the last month (Sup-
plementary file 1).

Data on the resources available in the HCF were col-
lected using an inventory checklist, which included the 
following variables: type of HCF (general referral hospi-
tal/university hospital, private clinic, or referral health 
center), sector of activity (private or public), diagnos-
tic equipment for SCD, other laboratory investigations, 
clinical tests at the point of care, medical imaging, anal-
gesics and painkillers, antibiotics and antimalarials, 

hydroxyurea, folic acid, infusion fluids, blood transfusion 
and exchange transfusion, and emergency surgery and 
intensive care services (Supplementary file 2).

Collecting data
The selected interviewers underwent comprehensive 
training, which included an overview of the study con-
text, a thorough explanation of the survey tool, and a 
simulation of the survey process. A total of ten inter-
viewers were recruited. They briefed participants on the 
study’s objectives and procedures, securing their written 
informed consent prior to administering the question-
naire. On average, each survey session lasted approxi-
mately 20 to 25 minutes.

Data were collected using a self-administered question-
naire that had been validated and applied in prior studies 
[8, 9, 16]. This instrument was tailored to align with the 
local context and designed to evaluate the level of knowl-
edge of HCWs regarding SCD. The reliability of the ques-
tionnaire was assessed through the test-retest method. A 
preliminary test was carried out with ten HCWs to verify 
the clarity of the questions and the suitability of the tool 
for the local setting. Any unclear questions were revised, 
and the final version of the questionnaire was optimized 
to ensure consistent and accurate data collection. Thir-
teen questions on SCD covered knowledge of the diag-
nosis, the genotype of SCD, the ideal time for screening 
for SCD, confirmatory tests for SCD, clinical features 
of SCD, conditions that promote SCD in patients with 
SCD, and knowledge of the treatment of SCD (manage-
ment of acute complications of SCD, medications used 
to treat pain attacks in patients with SCD, medications 
used to prevent and/or treat complications of SCD, indi-
cations for the use of antibiotics in SCD, indications for 
blood transfusion in patients with SCD, ways to prevent 
infections in patients with SCD as well as pregnancy, and 
use of contraception in patients with SCD). The ques-
tions were multiple-choice, and participants were asked 
to choose the best answer for each question (Supple-
mentary file 1). The dependent variable, the score for the 
overall level of knowledge, was calculated by summing 
the correct responses to knowledge-based questions. 
The score ranged from 0 to 13 points, with higher scores 
indicating greater knowledge. The interpretation of the 
scores was categorized into two levels (poor or good 
knowledge) based on pre-defined thresholds. The valid-
ity of the instrument was ensured through content vali-
dation by local experts in SCD management and a pilot 
test conducted in a non-study population to confirm its 
clarity and reliability. Cronbach’s alpha coefficient was 
calculated to assess internal consistency, yielding a value 
of 0.7201, indicating acceptable reliability.
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Data on the resources available in the HCFs were 
obtained using an inventory checklist adapted for SCD 
management used by Jonathan et  al. [8], indicating the 
minimum resources required by the level of HCF. In each 
HCF, a checklist was completed by interviewing the man-
agers of the units concerned and checking the availability 
of drugs (antibiotics, antimalarials, analgesics, folic acid, 
and hydroxyurea), ensuring they were not out of date 
and still usable. The presence of services such as blood 
transfusion, exchange transfusion, emergency surgery, 
and intensive care unit was also assessed (Supplementary 
file 2). Expired drugs and out-of-service equipment were 
considered unavailable.

Statistical analysis
Data were checked for accuracy and consistency prior to 
analysis. Open-ended responses in the demographic sec-
tion were first edited, then classified and coded before 
being entered. Participant characteristics were studied 
using descriptive statistics. The normality of the distri-
bution of continuous variables, such as age and years of 
practice, was tested using the Shapiro-Wilk test. Since 
none of the variables exhibited a normal distribution, 
they were reported as medians with interquartile ranges 
(IQR), and then categorized as follows: age (20–30 years, 
31–40 years, 41–50 years, and >50 years) and years of 
clinical experience (<5 years, 5–9 years, and >9 years). 
These, along with other categorical variables (gender, 
level of education, type of HCF, medical title, sickle cell 
training, and recent management of a sickle cell patient), 
were presented as frequencies and percentages in tabular 
format.

Knowledge of SCD was assessed through 13 multiple-
choice questions, including 6 on diagnosis and 7 on treat-
ment. ‘One’ point was awarded for each correct answer 
and ‘zero’ for an incorrect answer. To determine the 
overall level of knowledge about SCD, the sum of correct 
answers was calculated for diagnosis and treatment, with 
the following thresholds: a score greater than 7 (more 
than 54% accuracy) indicated a good level of knowl-
edge, while a score less than or equal to 7 (54% accuracy 
or less) corresponded to an insufficient or poor level of 
knowledge [8, 9, 16].

Inferential statistical analyses were conducted to deter-
mine the factors influencing the level of knowledge 
about SCD. Various independent variables such as age, 
gender, education level, clinical experience, HCF type, 
medical title, SCD training, and recent management of 
a sickle cell patient were compared with the dependent 
variable (general knowledge about SCD) using the Chi-
square test. A significance level of p < 0.05 was consid-
ered statistically significant. Subsequently, a bivariate 
analysis was conducted to assess the association between 

the overall level of knowledge and the independent vari-
ables. Only variables with a p-value ≤ 0.2 in the bivari-
ate analysis (gender, HCF type, medical title, and recent 
management of a sickle cell patient) were included in a 
multivariate logistic regression model to account for dif-
ferent predictors’ effects. Odds ratios (OR) were used 
to demonstrate the relationship between the dependent 
variable and associated factors, while 95% confidence 
intervals and p-values were utilized to determine statisti-
cal significance.

To evaluate the availability of resources for the diag-
nosis and management of SCD, we utilized descrip-
tive statistics to summarize the resources present in the 
HCFs. These findings were expressed as frequencies and 
percentages, and were presented in tabular form. All sta-
tistical analyses were carried out using STATA software 
version 16 [17].

Ethical considerations
Ethical approval for this study was granted by the Medi-
cal Ethics Committee of the Official University of Bukavu 
(Approval number UOB/CEM/010/2023). Authorization 
to conduct the study was also sought from the Provincial 
Health Division of South Kivu Province (N°061/CD/DPS-
SK/2024). Written informed consent was obtained from 
all participants prior to their participation in the study. 
The research was conducted in accordance with the ethi-
cal principles outlined in the Declaration of Helsinki and 
in accordance with the guidelines for the Ethical Review 
of Research Involving Human Subjects in the DRC, 
ensuring the protection, dignity, and confidentiality of all 
participants.

Results
Demographic and professional characteristics 
of participants
A total of 501 HCWs took part in the study, with an 
almost equal gender distribution: 50.7% (254/501) 
were men and 49.3% (247/501) were women. Partici-
pants ranged in age from 20 to 62, with a median age of 
32 [IQR: 28 – 42], with the majority in the 20 – 30 age 
group at 43.5% (218/501). The majority of participants 
were nurses, representing 67.1% (336/501), while 32.9% 
(165/501) were doctors.

In relation to HCF, 35.9% (180/501) were employed in 
private clinics, 33.1% (166/501) in referral health cent-
ers, and 30.9% (155/501) in general referral hospitals. 
Regarding clinical experience, 38.3% (192/501) had less 
than 5 years of experience, 25.2% (126/501) had between 
5 and 9 years, and 36.5% (183/501) had over 9 years of 
experience.

With respect to SCD training, 20.6% (103/501) of 
participants had received specific training, while 79.4% 
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(398/501) had not. Moreover, 74.3% (372/501) of par-
ticipants had managed a SCD patient in the preceding 
month (Table 1).

General level of knowledge about sickle cell disease 
among study participants
Only 16.4% (82/501) of HCWs demonstrated a good 
level of knowledge about SCD, with a 95% confidence 
interval ranging from 13.4% to 19.9%.

Table  2 illustrates that doctors exhibit a higher 
overall knowledge of SCD compared to nurses, with 
notable variances in areas like manifestations of SCD, 
vasoocclusion, and factors favoring SCD (p < 0.0001). 
Nevertheless, topics such as antibiotic use and repro-
ductive health displayed no significant difference 
between the two groups.

Regression analysis of factors influencing knowledge 
about sickle cell disease among healthcare workers.
When examining the association between the over-
all level of knowledge and participant characteristics, it 
was determined that gender, type of HCF, medical title, 
and recent interaction with a SCD patient were signifi-
cantly correlated with the level of knowledge about SCD. 
Table 3 summarizes the results of the bivariate and mul-
tivariate logistic regression analyses. The final model 
revealed that only one factor was significantly associated 
with the level of knowledge about SCD. Doctors were sig-
nificantly more likely to have good SCD knowledge than 
nurses (adjusted OR = 8.4; 95% CI: 4.5 - 15.9; p < 0.0001). 
In contrast, neither age nor gender showed a significant 
association with SCD knowledge after adjustment for 
other variables. Working in a general referral hospital or 
a private clinic did not significantly increase the odds of 
having good SCD knowledge compared to those working 
in a referral health center, after adjustment (adjusted OR 

Table 1  Demographic and professional characteristics and general level of knowledge of sickle cell disease among healthcare 
workers in Bukavu (N = 501)

Variable Total
(N=501), n (%)

Knowledge p-value

Good 
(n=82),
n (%)

Poor 
(n=419),
n (%)

Age 0.0688

  20–30 years 218 (43.5) 26 (11.9) 192 (88.1)

  31–40 years 151 (30.1) 30 (19.9) 121 (80.1)

  41–50 years 89 (17.8) 20 (22.5) 69 (77.5)

  > 50 years 43 (8.6) 6 (13.9) 37 (86.1)

Gender 0.0118

  Male 254 (50.7) 52 (20.5) 202 (79.5)

  Female 247 (49.3) 30 (12.2) 217 (87.8)

Type of healthcare facility 0.0320

  Referral health center 166 (33.1) 17 (10.2) 149 (89.8)

  Private clinic 180 (35.9) 34 (18.9) 146 (81.1)

  General referral hospital/University hospital 155 (30.9) 31 (20.0) 124 (80.0)

Medical title <0.0001

  Doctor 165 (32.9) 63 (38.2) 102 (61.8)

  Nurse 336 (67.1) 19 (5.6) 317 (94.4)

Clinical experience 0.8078

  < 5 years 192 (38.3) 34 (17.7) 158 (82.3)

  5–9 years 126 (25.2) 20 (15.9) 106 (84.1)

  > 9 years 183 (36.5) 28 (15.3) 155 (84.7)

Have you received training on sickle cell disease in the last year? 0.1245

  No 398 (79.4) 60 (15.1) 338 (84.9)

  Yes 103 (20.6) 22 (21.4) 81 (78.6)

Have you treated a sickle cell patient in the last month? 0.0008

  No 129 (25.8) 9 (7.0) 120 (93.0)

  Yes 372 (74.3) 73 (19.6) 299 (80.4)
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Table 2  Percentages of respondents with correct answers to questions on various sickle cell disease topics

Topics of questions asked Doctor
(n=165), n(%)

Nurse
(n= 336), n(%)

Total
N=501, n(%)

p-value

Neonatal Screening Program 114 (69.1) 210 (62.5) 324 (64.7) 0.1469

Sickle Cell Condition 124 (75.2) 179 (53.3) 303 (60.5) <0.0001

Sickle Cell Anemia Genotype 140 (84.9) 272 (80.9) 412 (82.2) 0.2836

Sickle Cell Trait 14 (8.5) 22 (6.6) 36 (7.2) 0.4301

Sickle cell disease manifestations 56 (33.9) 57 (17.0) 113 (22.6) <0.0001

Vaso-occlusion 114 (69.1) 145 (43.2) 259 (51.7) <0.0001

Factors that favor red blood cells sickling 93 (56.4) 66 (19.6) 159 (31.7) <0.0001

Warning Signs 13 (7.9) 13 (3.9) 26 (5.2) 0.0572

Medications used in prevention and/or treatment 
of sickle cell disease

67 (40.6) 46 (13.7) 113 (22.6) <0.0001

Use of antibiotics 51 (30.9) 84 (25.0) 135 (27.0) 0.1612

Adolescent Health 61 (37.0) 56 (16.7) 117 (23.4) <0.0001

Pregnancy and contraception 30 (18.2) 57 (17.0) 87 (17.4) 0.7353

Care for prevention of leg ulcers 95 (57.6) 140 (41.7) 235 (46.9) 0.0011

Table 3:  Regression analysis of factors influencing healthcare worker knowledge

Variable Bivariate analysis Multivariate analysis

Crude odds ratio [95% 
confidence interval]

p-value Adjusted odds ratio [95% 
confidence interval]

p-value

Age
  20–30 years 0.8 [0.3 - 2.2] 0.908 0.2 [0.1 - 1.0] 0.053

  31–40 years 1.5 [0.6 - 3.9] 0.511 0.6 [0.2 - 2.1] 0.411

  41–50 years 1.8 [0.7 - 4.8] 0.358 1.0 [0.3 - 3.2] 0.964

  > 50 years Reference Reference

Gender
  Male 1.9 [1.1 - 3.0] 0.016 1.2 [0.7 - 2.1] 0.533

  Female Reference Reference

Type of healthcare facility
  Referral health center Reference Reference

  Private clinic 2.0 [1.1 - 3.8] 0.034 1.3 [0.6 - 2.7] 0.454

  General referral hospital 2.2 [1.2 - 4.1] 0.022 1.0 [0.5 - 2.2] 0.934

Medical title
  Doctor 10.3 [5.9 - 18.0] <0.0001 8.4 [4.5 - 15.9] <0.0001

  Nurse Reference Reference

Clinical experience
  < 5 years 1.2 [0.7 - 2.1] 0.625 2.2 [0.8 - 6.2] 0.130

  5–9 years 1.0 [0.6 - 2.0] 1.000 1.3 [0.5 - 3.1] 0.578

  > 9 years Reference Reference

Have you received training on sickle cell disease in the last year?
  No Reference Reference

  Yes 0.6 [0.4 - 1.1] 0.165 1.8 [0.8 - 4.1] 0.174

Have you treated a sickle cell patient in the last month?
  No Reference Reference

  Yes 3.3 [1.6 - 6.7] 0.001 0.9 [0.5 - 1.8] 0.844
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= 1.0; 95% CI: 0.5 - 2.2; p = 0.934 and adjusted OR = 1.3; 
95% CI: 0.6 - 2.7; p = 0.454 respectively).

Furthermore, receiving a SCD patient in the previous 
month was not significantly associated with improved 
knowledge after adjustment (adjusted OR = 0.9; 95% CI: 
0.5 - 1.8; p = 0.844), despite showing a significant associa-
tion in the bivariate analysis. Clinical experience, while 
significant in the bivariate analysis, did not have a signifi-
cant association after adjustment.

Resources available for the diagnosis and treatment 
of sickle cell disease
Table 4 shows the resources available in private and pub-
lic HCFs in Bukavu for the diagnosis and management of 
SCD. Among specific diagnostic equipment, the falcifor-
mation test is the most widely available, present in 55.2% 
of HCFs, although no hospital has isoelectrofocalisation 
or high-performance liquid chromatography. Hemo-
globin electrophoresis, an important test for the diagno-
sis of SCD, is available in only 5.2% of HCFs, mainly in 
public hospitals.

When it comes to laboratory investigations, basic tests 
like peripheral blood smears (60.3%) and rapid HIV tests 
(98.3%) are easily accessible. However, more advanced 
equipment such as hematology analyzers or polymerase 
chain reaction (PCR) machines are only available in less 
than 50% of HCFs. Intensive care and emergency sur-
gery equipment, along with blood transfusion services, 
are also lacking, present in only 32.8% and 5.2% of HCFs, 
respectively.

A comparison of available resources between the pri-
vate and public sectors reveals significant differences. 
For instance, the falciform test is more frequently avail-
able in the private sector (57.9%) than in the public sec-
tor (50.0%). Conversely, hemoglobin electrophoresis is 
more common in public hospitals (10%) than in private 
HCFs (2.6%). Public HCFs also have a higher presence 
of PCR equipment (15.0% vs. 5.3% in the private sector) 
and intensive care units (45.0% vs. 26.3% in the private 
sector). The private sector is less equipped for basic care, 
with lower availability of digital oximeters (65.8% in the 
private sector versus 75.0% in the public sector). In terms 
of medicines, both sectors have nearly complete availa-
bility of essential analgesics such as paracetamol and ibu-
profen (100% in both sectors), as well as antibiotics like 
penicillin V (94.7% in the private sector and 95.0% in the 
public sector) and metronidazole (100% in both sectors). 
However, specific treatments show disparities: morphine 
is more accessible in the private sector (42.1% versus 
30.0% in the public sector), while ceftriaxone availabil-
ity is higher in the public sector (90.0% versus 73.7% in 
the private sector). Similarly, pethidine is less available in 

both sectors, with 34.2% in the private sector and 20.0% 
in the public sector.

Discussion
This study assessed HCWs’ SCD knowledge. As pointed 
out by Gomes et al. [18], the HCWs’ level of SCD knowl-
edge has an indirect but significant impact on the quality 
of care they provide to patients.

The study reveals that only a small proportion of HCWs 
(16.4%) are familiar with SCD. Yet the DRC is the second 
most affected country in Africa after Nigeria, with an 
estimated prevalence of 2% among newborns [13, 15]. In 
some regions, such as Lubumbashi, this prevalence may 
even reach 5.0% to 7.1% [14, 19]. We would therefore 
expect more HCW to be well-informed about SCD and 
neonatal screening. Several studies elsewhere have also 
revealed a low level of knowledge among doctors and 
nurses regarding SCD [20–25]. Comparing our results 
with other studies, it appears that our rate is lower than 
that reported by Jonathan et al. [8] in Dar es Salaam (Tan-
zania), where 25.1% of HCW had a good SCD knowledge. 
This difference could be attributed to a variety of factors, 
including access to continuing education programs and 
awareness initiatives, which may be more developed in 
the Tanzanian context. On the other hand, the results 
of our study are superior to those reported by Katamea 
et  al. [9] in Lubumbashi (DRC), where only 7.9% of 
respondents had a good SCD knowledge. This extremely 
low prevalence may be explained by major shortcomings 
in the training of HCWs in certain regions of the coun-
try, particularly in terms of awareness of the disease and 
neonatal screening. Although our study shows a slight 
improvement on that of Katamea et  al. [9], it neverthe-
less highlights the urgent need to improve training and 
knowledge of SCD among HCWs in the DRC, given 
the major impact of this disease on public health in this 
country. In sum, although our prevalence of good knowl-
edge is higher than that reported in Lubumbashi [9], it 
remains inadequate by the standards observed in Bra-
zil [26], highlighting the need to strengthen educational 
and awareness programs among HCWs in the DRC to 
improve the management of patients with SCD. These 
low levels of knowledge are a cause for concern, as good 
mastery of SCD by HCWs is crucial to ensure early neo-
natal screening and rapid access to comprehensive care, 
which has been shown to be effective in reducing mor-
bidity and mortality in high-income countries [27].

The present study revealed a strong association 
between medical title and the level of knowledge about 
SCD among HCWs in Bukavu. Specifically, doctors had 
a significantly higher probability of having a good SCD 
knowledge compared to nurses (adjusted OR = 8.4; 95% 
CI: 4.5 - 15.9; p < 0.0001). These results are consistent 
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Table 4  Resources available in Bukavu health facilities (N=58)

Resource category Items Private sector (n=38) Public sector (n=20) Total (N=58)

Falciform test 22 (57.9%) 10 (50.0%) 32 (55.2%)

Diagnostic equipment for sickle cell 
disease

Isoelectrofocusing 0 (0.0%) 0 (0.0%) 0 (0.0%)

Hemoglobin electrophoresis 1 (2.6%) 2 (10.0%) 3 (5.2%)

High-performance liquid chromatography 0 (0.0%) 0 (0.0%) 0 (0.0%)

Rapid diagnostic test (SickleSCAN® 
or HemoTypeSC®)

9 (23.7%) 9 (45.0%) 18 (31.0%)

Other laboratory investigations Hematology analyzer 16 (42.1%) 10 (50.0%) 26 (44.8%)

Peripheral blood smear 24 (63.2%) 11 (55.0%) 35 (60.3%)

Blood culture 6 (15.8%) 4 (20.0%) 10 (17.2%)

Urine culture 9 (23.7%) 5 (25.0%) 14 (24.1%)

Malaria rapid diagnostic test 36 (94.7%) 19 (95.0%) 55 (94.8%)

Rapid HIV test 37 (97.4%) 20 (100.0%) 57 (98.3%)

Blood grouping and cross-matching 32 (84.2%) 17 (85.0%) 49 (84.5%)

Polymerase chain reaction (PCR) machine 2 (5.3%) 3 (15.0%) 5 (8.6%)

Erythrocyte sedimentation rate 31 (81.6%) 16 (80.0%) 47 (81.0%)

Clinical tests at the point of care Tensiometer 36 (94.7%) 20 (100.0%) 56 (96.6%)

Stethoscope 36 (94.7%) 20 (100.0%) 56 (96.6%)

Scale 35 (92.1%) 20 (100.0%) 55 (94.8%)

Thermometer 38 (100.0%) 19 (95.0%) 57 (98.3%)

Digital oximeter 25 (65.8%) 15 (75.0%) 40 (69.0%)

Oxygen apparatus 22 (57.9%) 11 (55.0%) 33 (56.9%)

Hemocue device 10 (26.3%) 12 (60.0%) 22 (37.9%)

Measuring tape 37 (97.4%) 20 (100.0%) 57 (98.3%)

Urine strips 30 (79.0%) 17 (85.0%) 47 (81.0%)

Medical imaging Ultrasound 21 (55.3%) 12 (60.0%) 33 (56.9%)

Electrocardiogram (ECG) 15 (39.5%) 8 (40.0%) 23 (39.7%)

Echocardiogram 5 (13.2%) 3 (15.0%) 8 (13.8%)

Transcranial Doppler 4 (10.5%) 1 (5.0%) 5 (8.6%)

Radiography 7 (18.4%) 7 (35.0%) 14 (24.1%)

Computed tomography (CT scan) 1 (2.6%) 2 (10.0%) 3 (5.2%)

Magnetic resonance imaging 1 (2.6%) 1 (5.0%) 2 (3.5%)

Analgesics and painkillers Paracetamol 38 (100.0%) 20 (100.0%) 58 (100.0%)

Ibuprofen 38 (100.0%) 20 (100.0%) 58 (100.0%)

Diclofenac 36 (94.7%) 20 (100.0%) 56 (96.6%)

Pethidine 13 (34.2%) 4 (20.0%) 17 (29.3%)

Morphine 16 (42.1%) 6 (30.0%) 22 (37.9%)

Antibiotics and antimalarials Penicillin V 36 (94.7%) 19 (95.0%) 55 (94.8%)

Amoxiclav 28 (73.7%) 16 (80.0%) 44 (75.9%)

Ceftriaxone 28 (73.7%) 18 (90.0%) 46 (79.3%)

Metronidazole 38 (100.0%) 20 (100.0%) 58 (100.0%)

Gentamycin 36 (94.7%) 20 (100.0%) 56 (96.6%)

Artemether lumefantrine 38 (100.0%) 20 (100.0%) 58 (100.0%)

Hydroxyurea 3 (7,9%) 2 (10.0%) 5 (8.6%)

Folic acid 36 (94,7%) 20 (100.0%) 56 (96.6%)

Infusion fluids Saline solution 37 (97.4%) 19 (95.0%) 56 (96.6%)

Ringer lactate 37 (97.4%) 19 (95.0%) 56 (96.6%)

Blood transfusion and exchange 
transfusion

Blood transfusion 23 (60.5%) 14 (70.0%) 37 (63.8%)

Exchange transfusion 1 (2.6%) 2 (10.0%) 3 (5.2%)

Emergency surgery and intensive care 
services

Emergency surgery capacity 23 (60.5%) 14 (70.0%) 37 (63.8%)

Intensive care unit 10 (26.3%) 9 (45.0%) 19 (32.8%)
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with those of other studies [9, 10], which demonstrated 
that SCD knowledge was significantly more widespread 
among doctors than among nurses. This difference may 
be attributed to the more comprehensive coverage of 
SCD in training programs for doctors compared to those 
for nurses, where this disease is often given less emphasis 
[8, 9, 25, 28].

In contrast to the findings by Jonathan et  al. [8] and 
Mukinayi Mbiya et  al. [10], which indicated that years 
of clinical experience positively influenced the level of 
knowledge about SCD, our study found no significant 
relationship between years of practice and knowledge 
after adjustment. This lack of association could be attrib-
uted to the absence of specific and structured continuing 
education programs on SCD, regardless of the duration 
of practice. In our settings, healthcare workers often 
rely on their initial training, which typically provides 
limited exposure to specialized topics like SCD, espe-
cially in regions where resources for ongoing education 
are scarce. Without structured and targeted professional 
development opportunities, knowledge gaps and stagna-
tion may persist, even among those with years of clinical 
experience. Previous studies have emphasized the crucial 
role of continuous, disease-specific education in improv-
ing healthcare workers’ competencies and knowledge, 
particularly in managing chronic conditions like SCD 
[29]. To address these gaps effectively, future initiatives 
should prioritize integrating SCD-focused content into 
regular continuing education programs. Ensuring HCWs 
have access to relevant, up-to-date training will be essen-
tial for improving patient care outcomes and adapting to 
the evolving challenges in healthcare practice.

Similarly, the age and sex of the participants showed 
no significant influence on the level of knowledge, which 
also corroborates the results observed in other studies, 
where these variables were not associated with the level 
of SCD knowledge [8, 9].

It is also noteworthy that working in a referral hospital 
or private clinic did not significantly enhance the likeli-
hood of having a good SCD knowledge compared to 
those working in healthcare centers. This finding may 
be elucidated by the similar resources and training avail-
able in the various types of HCFs in Bukavu, which dif-
fers from other settings where higher-level hospitals 
have superior infrastructures and provide more training 
opportunities.

Although in our bivariate analysis, having managed an 
SCD patient in the previous month seemed to be asso-
ciated with better knowledge, this association was not 
confirmed after adjustment, consistent with the results 
of Jonathan et  al. [9], who also emphasized the insuffi-
cient coverage of SCD in continuing education programs. 
These findings underscore the necessity of enhancing 

SCD-specific training programs to enhance the quality of 
patient care, regardless of professional setting or clinical 
experience.

The present study indicates that 79.4% of HCWs stated 
that they had not attended a training session on SCD. 
This result is similar to those observed in other studies 
[24], which found that a large proportion of HCWs (75 
to 94.2%) had not received specific training on SCD. This 
observation underlines the crucial and immediate impor-
tance of reinforcing the ongoing training of HCWs in all 
aspects related to SCD. It is essential to target the specific 
responsibilities of each HCW in order to promote early 
diagnosis and optimize care, with the aim of significantly 
improving the quality of life of SCD patients.

This study revealed a lack of adequate information 
on SCD among doctors and nurses in our region. It is 
the responsibility of health authorities to ensure ongo-
ing training, as well as regular updating of the skills and 
knowledge of these HCWs throughout their careers [30]. 
For optimal results, it is essential that HCWs benefit 
from a constant and effective training and information 
program, in order to meet the evolving challenges of SCD 
management.

To ensure effective clinical outcomes in the manage-
ment of SCD, it is crucial for adequate resources to be 
available in HCFs catering to both inpatients and out-
patients [31]. Our study’s findings revealed significant 
resource gaps across both private and public HCFs in 
the diagnosis and treatment of SCD. For example, crucial 
confirmatory diagnostic tests such as hemoglobin elec-
trophoresis, isoelectric focusing, and high-performance 
liquid chromatography were nearly non-existent in the 
surveyed HCFs. Additionally, advanced imaging tools 
like transcranial Doppler, scanners, and MRI machines 
were largely unavailable in over 90% of HCFs. Moreo-
ver, critical care resources such as intensive care units 
(32.8%), the capacity for exchange transfusions (5.2%), 
and essential medications like hydroxyurea (8.6%) were 
severely limited in these hospitals. To better illustrate the 
availability of diagnostic tools and resources, Table 4 pro-
vides a breakdown of resource availability by HCF. This 
level of detail highlights disparities, as larger institutions 
like general or university hospitals are generally better 
equipped compared to smaller private clinics or health 
centers. For instance, intensive care units were predomi-
nantly found in general referral hospitals (100%) and uni-
versity hospitals (100%), while smaller HCFs had little to 
no capacity for critical care interventions.

These resource shortfalls may partly explain the delays 
in diagnosis and adverse health outcomes associated 
with SCD in the DRC. The absence of confirmatory tests 
for SCD in Bukavu hospitals mirrors similar problems 
encountered in other DRC cities, such as Kinshasa, where 
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65% of doctors report difficulties in performing hemo-
globin electrophoresis due to a lack of suitable equipment 
[11]. Although our study showed that the falciformation 
test was available in 55.2% of HCFs, this examination 
remains insufficient for an accurate diagnosis, as it can-
not differentiate between homozygous (Hb SS) and het-
erozygous (Hb AS) forms, a problem also found in other 
African countries [9].

The lack of medical imaging equipment, such as scan-
ners and MRIs, in hospitals corresponds to a common 
situation in resource-limited countries, where these 
technologies, indispensable for diagnosing serious com-
plications such as strokes, are often absent [8, 32]. In 
contrast, basic equipment such as blood pressure moni-
tors, stethoscopes, thermometers, pulse oximeters and 
urine dipsticks were widely available, enabling at least an 
initial clinical assessment of patients during routine con-
sultations [26]. However, to optimize the management 
of SCD patients, it is essential to increase the availabil-
ity of advanced diagnostic tools and guarantee access to 
specific treatments such as hydroxyurea in all the region’s 
HCFs.

SCD contributes to anemia in children under five in 
the DRC. Severe anemia associated with SCD is a life-
threatening emergency requiring rapid blood transfu-
sion. Our study revealed that blood transfusion services 
were available in 63.8% of the HCFs surveyed, with bet-
ter availability in the public sector (70.0%) than in the 
private sector (60.5%). However, the capacity to perform 
exchange transfusions was clearly insufficient, being 
available in only 5.2% of HCFs, with a slight superiority 
in the public sector (10.0%) over the private sector (2.6%). 
It is crucial to develop these capacities, necessary to treat 
serious emergencies such as acute chest syndrome, in 
specialized referral centers [8, 33].

Comprehensive management of SCD includes treat-
ment of vasoocclusive crises, as well as prevention and 
prompt treatment of bacterial infections, malaria, and 
severe anemia. This study showed that drugs such as 
folic acid (available in 96.6% of HCFs), antibiotics (such 
as penicillin V available in 94.8% of HCFs, gentamycin 
in 96.6%, and amoxicillin + clavulanic acid in 75.9%), 
antimalarials (such as artemether-lumefantrine, avail-
able in 100% of HCFs), and analgesics (paracetamol in 
100%, ibuprofen in 100%, diclofenac in 96.6%, and mor-
phine in 37.9%) were widely available in both sectors. 
However, hydroxyurea, an essential drug in the man-
agement of SCD, was available in only 8.6% of HCFs, 
with slightly higher availability in the public sector 
(10.0%) than in the private sector (7.9%). Although the 
availability of most essential medicines is encouraging, 
it is worrying that hydroxyurea is not accessible in the 

majority of HCF. It is, therefore, imperative to increase 
the availability of this drug not only in public hospitals 
but also in private ones, where its absence considerably 
limits therapeutic options for SCD patients. Expand-
ing access to hydroxyurea would not only improve 
symptom control and prevent serious complications 
but also reduce repeat hospitalizations and improve 
patients’ quality of life. This expansion would require 
increased awareness among HCWs of the benefits of 
this treatment, as well as a strong commitment from 
health authorities and international partners to ensure 
a regular and affordable supply to HCFs, particularly in 
resource-limited areas.

This study has several limitations that should be 
considered when interpreting the findings. First, the 
cross-sectional design limits the ability to establish 
causal relationships between HCWs’ knowledge levels 
and the quality of care provided to patients with SCD. 
Longitudinal studies would be necessary to assess the 
impact of improved knowledge on patient outcomes 
over time. Second, the data on HCWs’ knowledge were 
self-reported through questionnaires, which may intro-
duce social desirability bias, as participants might have 
overestimated their knowledge or provided responses 
they believed were expected. Third, the study was con-
ducted in HCFs within Bukavu, South Kivu Province, 
and may not be generalizable to other regions in the 
DRC or similar resource-limited settings. Differences 
in healthcare infrastructure, training opportunities, 
and resource availability could affect the applicability of 
these findings. Additionally, the assessment of resource 
availability was based on direct observation and inter-
views with unit managers, which may not fully reflect 
actual resource utilization in daily clinical practice, 
particularly during periods of temporary shortages or 
equipment failure. The study also did not account for 
several contextual factors, such as financial constraints, 
organizational barriers, or the motivation and workload 
of healthcare staff, all of which may influence HCWs’ 
knowledge and resource availability. Furthermore, 
while this study highlights gaps in knowledge and 
resources, it does not evaluate other critical aspects 
of SCD care, such as patient adherence to treatment, 
the effectiveness of management protocols, or patient 
satisfaction with healthcare services. Despite these 
limitations, the findings provide valuable insights into 
the challenges of SCD care in Bukavu and emphasize 
the urgent need for targeted interventions to improve 
HCWs’ knowledge and resource availability. Future 
research should address these limitations by incorpo-
rating longitudinal designs, exploring broader regions, 
and examining additional factors that influence the 
management of SCD.
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Conclusion
This study highlights significant gaps in HCWs’ knowl-
edge of SCD and limited access to essential diagnostic 
tools and treatments in Bukavu’s HCFs. While doctors 
showed better knowledge than nurses, overall aware-
ness remains inadequate, emphasizing the need for con-
tinuous training. The scarcity of advanced diagnostics 
like hemoglobin electrophoresis and treatments such 
as hydroxyurea hampers effective SCD management. 
Addressing these challenges requires strengthening 
healthcare infrastructure, improving staff capacity, and 
fostering collaboration among local authorities, HCFs, 
and international partners to enhance SCD care in 
resource-limited settings.

Abbreviations
95% CI	� 95% confidence interval
DRC	� Democratic Republic of the Congo
Hb	� Hemoglobin
HCF	� Healthcare facility
HCW	� Healthcare worker
IQR	� Interquartile range
LMICs	� Low- and middle-income countries
OR	� Odds ratio
PCR	� Polymerase chain reaction
SCD	� Sickle cell disease
SSA	� Sub-Saharan Africa

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12913-​025-​12330-7.

 Supplementary file 1. Knowledge Assessment Questionnaire on Sickle 
Cell Disease Among Healthcare Workers in Bukavu, Democratic Republic 
of the Congo.

 Supplementary file 2. Resources Availability Questionnaire.

Acknowledgments
Not applicable.

Authors’ contributions
N.M.N., O.M., A.K.M., and S.O.W. conceptualized the study and designed the 
methodology; N.M.N., O.M. and Y.M.K. developed the software; N.M.N., V.B.F., 
and T.B.K. conducted the validation. O.M., T.B.K., and S.O.W. performed formal 
analysis; N.M.N., V.B.F., and Y.M.K. collected the data; N.M.N., O.M., Y.M.K., V.B.F., 
and T.B.K. prepared the original draft of the manuscript; A.K.M. and S.O.W. 
provided supervision and contributed to the review and editing. All authors 
reviewed and approved the final version of the manuscript for publication.

Funding
This research received no external funding.

Data availability
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethical approval for this study was obtained from the Medical Ethics Commit-
tee of the Official University of Bukavu (Approval No. UOB/CEM/010/2022). 
Written informed consent was obtained from each participant with an 
assurance of confidentiality of information and the right to withdraw from the 

study at any time. The research was conducted in accordance with the ethical 
principles outlined in the Declaration of Helsinki and in accordance with the 
guidelines for the Ethical Review of Research Involving Human Subjects in the 
Democratic Republic of the Congo (DRC), ensuring the protection, dignity, 
and confidentiality of all participants.

Consent for publication
Not applicable

Competing interests
The authors declare no competing interests.

Author details
1 Faculty of Medicine, Official University of Bukavu, Bukavu, Democratic Repub-
lic of the Congo. 2 Institut Supérieur des Techniques Médicales de Lubumbashi, 
Lubumbashi, Democratic Republic of the Congo. 3 Faculty of Medicine, Official 
University of Mbuji-Mayi, Mbuji‑Mayi, Democratic Republic of the Congo. 
4 Faculty of Medicine, University of Lubumbashi, Lubumbashi, Democratic 
Republic of the Congo. 

Received: 27 November 2024   Accepted: 24 January 2025

References
	1.	 Mukuku O, Sungu JK, Mutombo AM, Mawaw PM, Aloni MN, Wembony-

ama SO, et al. Albumin, copper, manganese and cobalt levels in children 
suffering from sickle cell anemia at Kasumbalesa, in Democratic Republic 
of Congo. BMC Hematology. 2018;18:1–5.

	2.	 Kasai ET, Alworong’a Opara JP, Ntokamunda Kadima J, Kalenga M, Batina 
Agasa S, Marini Djang’eing’a R, et al. Overview of current progress and 
challenges in diagnosis, and management of pediatric sickle cell disease 
in Democratic Republic of the Congo. Hematology. 2022;27(1):132-140.

	3.	 Aloni MN, Nkee L. Challenge of managing sickle cell disease in a pediatric 
population living in Kinshasa, Democratic Republic of Congo: a sickle cell 
center experience. Hemoglobin. 2014;38(3):196–200.

	4.	 WHO Africa Region, NCD Team. Sickle cell disease: the silent killer in 
Africa. Analytical Fact Sheet. May 2024. Accessed January 4, 2025. Avail-
able from: https://​files.​aho.​afro.​who.​int/​afaho​bckpc​ontai​ner/​produ​ction/​
files/​Regio​nal_​Facts​heet_​on_​Sickle_​Cell_​Disea​se_​EN.​pdf

	5.	 Makani J, Cox SE, Soka D, Komba AN, Oruo J, Mwamtemi H, et al. Mortality 
in sickle cell anemia in Africa: a prospective cohort study in Tanzania. 
PLoS One. 2011;6(2): e14699.

	6.	 Ranque B, Kitenge R, Ndiaye DD, Ba MD, Adjoumani L, Traore H, et al. 
Estimating the risk of child mortality attributable to sickle cell anaemia 
in sub-Saharan Africa: a retrospective, multicentre, case-control study. 
Lancet Haematology. 2022;9(3):e208–16.

	7.	 Boma PM, Ngimbi SL, Kindundu JM, Wela JI, Ngoie NL, Ngwamah VM, 
et al. Unveiling mortality risk factors in paediatric sickle cell disease 
patients during acute crises in the Democratic Republic of the Congo. 
Blood Cells Mol Dis. 2024;105: 102828.

	8.	 Jonathan A, Tutuba H, Lloyd W, Ndunguru J, Makani J, Ruggajo P, et al. 
Healthcare workers’ knowledge and resource availability for care of sickle 
cell disease in Dar es Salaam. Tanzania Front Genet. 2022;12: 773207.

	9.	 Katamea T, Mukuku O, Nzala PD, Nsasi BM, Mpoy CW, Luboya ON, et al. 
Using the DFConhecimento instrument to assess Congolese healthcare 
professionals’ knowledge on sickle cell disease. J Hematol Clin Res. 
2021;5(1):15–20.

	10.	 Mukinayi Mbiya B, Tumba Disashi G, Gulbis B. Sickle Cell Disease in the 
Democratic Republic of Congo: Assessing Physicians’ Knowledge and 
Practices. Trop Med Infect Dis. 2020;5(3):127.

	11.	 Kambale-Kombi P, Marini Djang’eing’a R, Alworong’a Opara JP, Minon JM, 
Boemer F, Bours V, et al. Management of sickle cell disease: current prac-
tices and challenges in a northeastern region of the Democratic Republic 
of the Congo. Hematology. 2021;26(1):199-205.

	12.	 Kambale-Kombi P, Marini Djang’eing’a R, Alworong’a Opara JP, Tonen-
Wolyec S, Kayembe Tshilumba C, Batina-Agasa S. Students’ knowledge 
on sickle cell disease in Kisangani, Democratic Republic of the Congo. 
Hematology. 2020;25(1):91-94.

https://doi.org/10.1186/s12913-025-12330-7
https://doi.org/10.1186/s12913-025-12330-7
https://files.aho.afro.who.int/afahobckpcontainer/production/files/Regional_Factsheet_on_Sickle_Cell_Disease_EN.pdf
https://files.aho.afro.who.int/afahobckpcontainer/production/files/Regional_Factsheet_on_Sickle_Cell_Disease_EN.pdf


Page 12 of 12Nangunia et al. BMC Health Services Research          (2025) 25:164 

	13.	 Agasa B, Bosunga K, Opara A, Tshilumba K, Dupont E, Vertongen F, et al. 
Prevalence of sickle cell disease in a northeastern region of the Demo-
cratic Republic of Congo: what impact on transfusion policy? Transfus 
Med. 2010;20(1):62–5.

	14.	 Katamea T, Mukuku O, Mpoy CW, Mutombo AK, Luboya ON, Wem-
bonyama SO. Newborn screening for sickle cell disease in Lubumbashi, 
Democratic Republic of the Congo: An update on the prevalence of the 
disease. J Hematol Allied Sci. 2024;3(3):120–4.

	15.	 Tshilolo L, Aissi LM, Lukusa D, Kinsiama C, Wembonyama S, Gulbis B, et al. 
Neonatal screening for sickle cell anaemia in the Democratic Republic of 
the Congo: experience from a pioneer project on 31,204 newborns. J Clin 
Pathol. 2009;62(1):35–8.

	16.	 Diniz KKS, Pagano AS, Fernandes APPC, Reis IA, Pinheiro LG, Torres HDC. 
Development and validation of an instrument to assess Brazilian health-
care professional providers’ knowledge on sickle cell disease. Hematol 
Transfus Cell Ther. 2019;41:145–52.

	17.	 StataCorp. Stata Statistical Software: Release 16. College Station, TX: 
StataCorp LLC; 2019.

	18.	 Gomes LMX, Vieira MM, Reis TC, de Andrade-Brabosa TL, Caldeira AP. 
Understanding of technical education level professionals regarding sickle 
cell disease: a descriptive study. Online Braz J Nurs. 2013;12(3):482–90.

	19.	 Katamea T, Mukuku O, Wembonyama SO. Newborn screening for sickle 
cell disease in Lubumbashi city, Democratic Republic of the Congo: a 
preliminary study on an update of the disease prevalence. Br J Haematol. 
2021;193(S1):31.

	20.	 Xavier-Gomes LM, Vieira MM, Reis TC, Andrade-Barbosa TL, Caldeira 
AP. Knowledge of family health program practitioners in Brazil about 
sickle cell disease: a descriptive, cross-sectional study. BMC Fam Pract. 
2011;12(89):1–7.

	21.	 Weinreich SS, Klerk ESML, Rijmen F, Cornel MC, Kinderen M, Plass AMC. 
Raising awareness of carrier testing for hereditary haemoglobinopa-
thies in high-risk ethnic groups in the Netherlands: a pilot study among 
the general public and primary care providers. BMC Public Health. 
2009;9(338):1–9.

	22.	 Dennis-Antwi JA, Dyson S, Ohene-Frempong K. Healthcare provision for 
sickle cell disease in Ghana: challenges for the African context. Diversity 
in Health and Social Care. 2008;5(4):241–54.

	23.	 Ratanawongsa N, Haywood C Jr, Bediako SM, Lakshmi L, Lanzkron S, Hill 
MP, et al. Health care provider attitudes toward patients with acute vaso-
occlusive crisis due to sickle cell disease: Development of a scale. Patient 
Educ Couns. 2009;76(2):272–8.

	24.	 Barroso LMFM, Araújo TME, Alves BE, de Carvalho MDC. Professional 
knowledge of the family health strategy on sickle-cell disease. Revista de 
Pesquisa Cuidado é Fundamental Online. 2013;5(6):9–19.

	25.	 Adegoke SA, Akinlosotu MA, Adediji OB, Oyelami OA, Adeodu OO, 
Adekile AD. Sickle Cell Disease in Southwestern Nigeria: Assessment of 
Knowledge of Primary Health Care Workers and Available Facilities. Trans 
R Soc Trop Med Hyg. 2018;112(2):81–7.

	26.	 Diniz KKS, Pagano AS, Fernandes APPC, Reis IA, Pinheiro LG, Torres HDC. 
Knowledge of professional healthcare providers about sickle cell disease: 
Impact of a distance education course. Hematology, Transfusion and Cell 
Therapy. 2019;41(1):62–8.

	27.	 Makani J, Tluway F, Makubi A, Soka D, Nkya S, Sangeda R, et al. A Ten-Year 
Review of the Sickle Cell Program in Muhimbili National Hospital, Tanza-
nia. BMC Hematol. 2018;18(1):33.

	28.	 Jain D, Lothe A. Sickle Cell Disease: Current Challenges. J Hematol 
Thrombo Dis. 2015;3(6):224.

	29.	 Jenerette CM, Brewer CA, Silva S, Tanabe P. Does attendance at a sickle 
cell educational conference improve clinician knowledge and attitude 
toward patients with sickle cell disease? Pain Management Nursing. 
2016;17(3):226–34.

	30.	 Nascimento EPL, Correa CRS. O agente comunitário de saúde: formação, 
inserção e práticas. Cad saúde pública. 2008;24(6):1304–13.

	31.	 Ambrose EE, Smart LR, Charles M, Hernandez AG, Latham T, Hokororo A, 
et al. Surveillance for Sickle Cell Disease, United Republic of Tanzania. Bull 
World Health Organ. 2020;98(12):859–68.

	32.	 Ansong D, Osei-Akoto A, Ocloo D, Ohene-Frempong K. Sickle Cell 
Disease: Management Options and Challenges in Developing Countries. 
Mediterr J Hematol Infect Dis. 2013;5(1):e2013062-6.

	33.	 Chamba C, Iddy H, Tebuka E, Tluway F, Osati E, Budodi N, et al. Limited 
Exchange Transfusion Can Be Very Beneficial in Sickle Cell Anemia with 

Acute Chest Syndrome: A Case Report from Tanzania. Case Rep Hematol. 
2018;2018:1–3.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Assessment of healthcare workers’ knowledge and availability of resources for sickle cell disease management in Bukavu, Democratic Republic of the Congo
	Abstract 
	Introduction 
	Methods 
	Results 
	Conclusion 

	Introduction
	Materials and methods
	Study setting and design
	Study participants
	Sample size
	Study variables
	Collecting data
	Statistical analysis
	Ethical considerations

	Results
	Demographic and professional characteristics of participants
	General level of knowledge about sickle cell disease among study participants
	Regression analysis of factors influencing knowledge about sickle cell disease among healthcare workers.
	Resources available for the diagnosis and treatment of sickle cell disease

	Discussion
	Conclusion
	Acknowledgments
	References


