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Abstract
In the Democratic Republic of Congo, a large part of the population now lives
in a context of extreme poverty and suffers from serious health problems. Deprived of social protection, these people see themselves therefore in the financial inability to access quality health care. This study aims to analyze the different characteristics of members of the mutual health insurance and compare
with non-members. The following observations were made: Of those surveyed, 97.7% and 91.4% of members were not members resorted average 4
times to health services during the last 6 months prior to the survey, a statistically significant difference was observed (p = 0.027). The survey data showed
that a significant proportion of members and non-members (62.5% vs 66.4%;
p = 0.36) had resorted to self-medication. For non-members, the rate of selfmedication and traditional therapy were higher. Lack of money is mentioned
by members and non-members as a problem limiting access to health care
(38.3% vs 69.5%; p < 0.0001).
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1. Introduction
A population that is healthy is better able to contribute to socio-economic development of a country. This is ensured by healthy developmental milestones
such as good nutrition, hygiene, healthy environment and also access to quality
health care. Yet nearly half of the world population has no access to basic health
care. This is also true for the Kasai Oriental province in general and Kabinda
health zone in particular.
Several studies have examined the issue of mutual health in sub-Saharan Africa. However, no similar studies have been conducted in rural Africa, especially
south of the Sahara, to show the health financing mechanisms [1] [2] [3].
In most African countries in south of the Sahara, where incomes are among
the lowest in the world, the health financing mechanisms are dominated by the
direct payment of households in time of need. This is the oldest form of the
market for private care without insurance, devoid of solidarity, fairness and in
which only the patient participates [4] [5].
Nearly half of the world population has no access to basic health care. This is
also true for the Democratic Republic of Congo (DRC). According to the Demographic and Health Survey, the rate of access to health care is between 40%
and 50%.
Clearly, more than 30 million Congolese(s) do not have access to quality
health care [6].
In low-income countries, health insurance is a response to the problem of
access to care and financial protection for those excluded from formal insurance
systems, mainly the working poor in the informal sector.
At present, several clues in the Democratic Republic of Congo indicate that
the distribution of the budget is not respected, and health has not received adequate funding strategies [7]. The funding gap is now the basis for performance-cons. If before independence risk disease was provided by the state, so far
it would be almost non DRC in general and Kasai Oriental in particular.
The Kasai Oriental Province in its former configuration is divided into 51
Health Zones, and only the Kabinda Health Zone has a functional mutual health
benefiting from the support of the CAP-Health Non-Profit Association whose
head office is in the Province of Liège in Belgium. However, the members or
members of this health insurance company reside or work in Kabinda. Those
who are not members of the Kabinda Mutual Health Society (MSK), when a
health problem arises, take into account their financial means to the traditional
medicine to self-medication or they will consult the pastors who they pray for to
regain health.
MSK is community-based. The amount of annual fee is set at US $6 per
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member. Members of the Mutual pay a co-payment of 20% in hospitalization
and 50% in outpatient treatment. At the health center and referral hospital, the
MSK supports the rest of the bill members. The mutual health insurance covers
the following services: preventive care (antenatal, immunization), curative care
(consultations, accommodation at the health center, hospital, nutritional rehabilitation), the eutocic and obstructed labor, cesarean section, laboratory tests,
and surgery whether minor or major.
All these situations lead us to conduct a study that will answer the following
questions:
1) What are the socio-economic and health characteristics of members and
non-members of the mutual?
2) Do members have greater access to health care and under what conditions?
3) What is the level of adherence to mutual health?
The ultimate goal of the study is to contribute to the promotion of risk-pooling
systems as a tool to improve financial accessibility to quality care.

2. Material and Methods
The survey was conducted from June 25 to July 10, 2014 in Kabinda health zone.
Six investigators upper secondary level trained for 20 hours in investigation techniques, the questionnaire administered under the supervision of a research team.
To get to draw the sample of this study, we made use of probability sampling,
especially the systematic random sample, with the spike data 7 software in his
stat calc menu, from population 1768 mutual, with the 95% confidence interval,
the frequency of 10% a sample drawn is 128 mutualistic. This sample is to be selected in the lists of members of the mutual health. Witnesses, 128 not members
of the MHO are close mutualistic, giving a sample of 256 people.
The questionnaire was pre-tested, tweaked, refined, validated and administered to 256 households with 128 members (members) of the MSK and 128
non-members (non-members). Several variables were used in this study: socio-economic and demographic variables (age, gender, household size, household income, cost of care, occupation, family status, sources of funding to pay
for membership in the mutual, household spending for health care), sociocultural variables (education), geographic variables (distance, means of transport),
organizational variables (quality of care), variables concerning medical history,
gynecological obstetric and surgical.
The questionnaire was sent directly to the heads of households by the investigator who administered it.
The questions were closed and coded, except those related to earlier disease
state were semi-closed and encoding was done at the count of responses. The
administration time of the survey averaged 25 minutes for each household.
The study was carried out with the agreement of the provincial ethics committee, local authorities and the relevant authorities of the mutual. After an oral,
free and informed consent, all subjects had responded to the survey and agreed
to participate in the study.
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The survey data were entered, checked and analyzed on Epi Info 7 software
and SPSS for Windows (Version 12). Statistical analyzes were performed with
the same software. Chi-square Pearson test was used to compare proportions of
the different variables used between members and non members. With an α risk
of 5%, any value of ρ < 0.05 probability was considered significant.

3. Results
3.1. Demographics of Members and Non-Members
The survey involved 256 people (128 members/members and 128 non-members/non-members). Of the 128 members surveyed, there were 62.5% men and
37.5% women against 66.4% men and 33.6% women. The gender distribution
was not significantly different between members and non-members (p = 0.513).
The sex ratio was 1.7/1 to 2/1 against members for non members.
The majority of members and non-members (71.2% vs 76.5%) were active
people, whose age range was between 19 and 49 years. The average age of members and non-members was 36 years vs 37.3 years (SD: 13.2 years vs. 4.9 years)
with extreme values of 19 to 84 years (Table 1).
The majority of member households (74.2% vs 76.6%; p = 0.02) were married.
The average household size was 4.6 people vs people 5.8 (SD: 3.4 vs 9.4).
Households large (>5 persons) more adhere to the mutual. The survey data
showed that 67.2% of members and 68% of non-members belonged to households very large (>5 persons). Household size was not significantly different between members and non-members to mutual (p > 0.05).
The estimated average monthly income based on total daily household expenses for the purchase of food, was US $45 for members and $43 US for
non-members with extreme values of $30 to $150. With an average household size
of 5 people, average income attested that each respondent spent US $0.3 (under
$1) a day for food, reflecting the extreme poverty of the populations surveyed.
Of the 128 members, 98.4% against 89.1% non-members had a high level of
education (secondary and higher), 1.6% of participants against 11% of nonmembers had a low level of education (without primary level and level). The difference is significant between members and non-members (p = 0.007).
Of the 128 members, officials represented 55.5% against 30.4%, farmers 25%
against 31.3%. The distribution by occupation significantly differs between
members and non-members (p = 0.0003).

3.2. Membership Mutual and Disease Status
Table 2 below shows that of those surveyed, 97.7% and 91.4% of members are
not members resorted average 4 times to health services during the last 6 months
before the survey, statistically significant difference was observed (p = 0.027). Adherents to mutual attend more primary care health centers, they spend less than
non-members for health care, they pay a co-payment of 20% in hospitalization
and 50% of total expenditure on outpatient treatment. Regarding the reasons
OALib Journal
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Table 1. Demographics of members and non-members to Kabinda MHO.
Characteristics

Members (N = 128)

Members (N = 128)

Male

62.5

66.4

Female

37.5

33.6

<20 years

3.9

2.3

20 - 49

67.3

74.2

>49 years

28.9

23.4

Singles

18

10.2

Married(s)

74.2

76.6

Other

7.9

13.3

<5 people

32.8

32

>5 people

67.2

68

Sex

Age group

Marital status

Household size

Level of education
No level/Primary

1.6

11

Secondary

62.5

61.8

University

35.9

27.3

Officials

55.5

30.4

Private sector worker

7

15.6

Tradespeople

5.5

10.2

Farmers

25

31.3

<US $100

92.2

82

US $100 - 150

7

13.3

>US $150

0.8

4.7

Profession

Returned

n = number of members and non-members included in the study.

why to join the mutual, 72.3% of non-members bind accession to reducing the cost
of care, 18.4% to quality care and 9.3% decreased risk of complications disease.
The survey data shows that a significant proportion of members and
non-members (62.5% vs 66.4%; p = 0.36) have resorted to self-medication. Traditional therapy is a type of treatment prescribed by a healer remains unused use
by households, it does not reach 15% (10.9% vs 14.1%). For non-members, the
rate of self-medication and traditional therapy were higher. Lack of money is
mentioned by members and non-members as a problem limiting access to health
care (38.3% vs 69.5%; p < 0.0001).
The proportions of the medical history among members and non-members
are 37.2% vs 21.3% (p < 0.05). Regarding gynecology obstetric history, the proportions are 12.3% vs. 7.9%. Surgical history were rare and were presented with
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Table 2. Adherence to the mutual and disease state.
Characteristics

Members (N = 128)

Members (N = 128)

Health centers

97.7

91.4

Self-medication

62.5

66.4

Folk medicine

10.9

14.1

Money

38.3

69.1

Distance

9.4

7

Quality of care

4.7

3.2

N/A

83.5

Care cost reduction

N/A

72.5

Reduced risk of complications

N/A

9.3

Quality Care

N/A

18.4

Therapeutic use

Barriers to access to health care

Wish to join the mutual
Yes
Reasons for membership

antecedents
Medical background

37.2

21.3

Gynecologic Obstetric history

12.3

7.9

Surgical history

8.6

5.3

NA = not applicable to this group.

low levels (8.6% vs 5.3%). Finally for surgical history it was any surgery, appendicitis, hernia, osteosynthesis, myomas, etc. The appendectomy rate was 0.8% vs.
2.3% in both groups.
The medical history were considered malaria, diarrhea, respiratory diseases,
gastritis, measles, meningitis, tuberculosis, rheumatoid arthritis, intestinal parasites and diabetes. In the population of members and non members, 60.9% vs
45.2% (p = 0.01) reported having suffered from malaria; 25% vs 18.8% of respiratory diseases and 14.8% vs 23.4% of gastritis.
In terms of gynecological obstetric history, we identified childbirth, abortion,
genital infections, birth of a stillborn, and cesarean section. In the population of
members, the delivery rate was 4.7% and 2.4% (p < 0.05) from the group of
non-adhering, the CS rate was 0.8% among members.

4. Discussion
Spending that causes the disease can not be predicted nor as to their amount or
to the period they are incurred. The existence of a functioning health system is
one of the essential conditions, not only to achieve the Millennium Development
Goals, but also and especially to reduce the human suffering of the most vulnerable. It is in this view that the mutual health improves people’s access to quality
health care.
It should be noted first that the subjects in this study have demographics simOALib Journal
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ilar to those already noted in other works: a male predominance among members and non-members (62.5% vs 66.4%) with a sex ratio greater than 1.5 for
men, a majority of subjects from 20 to 49 years corresponding to the working
population, a significant proportion of married (74.2% vs. 76.6%) among respondents. These authors indicate that age seems not to exert influence, younger
as older, never being under or over-represented among members [1] [2] [8].
The Kabinda health area is one of the rural areas and most of the population is
engaged in agriculture. The largest occupational groups for the 2 groups: 55.5%
vs 30.4% officials and farmers 25% vs. 31.3%. The salary (the salary of civil servants is very low in the DRC, on average US $50 per month) and agriculture are
the two main sources of income for households. Other professional groups (the
private sector workers, traders, diamond diggers) represented proportions of less
than 7%.
The results of Carrin G. [9] showed that in rural areas, irregular incomes are
dominant, while in urban areas there is a higher prevalence of daily income
(45.73% of urban households) and monthly (41.08% of urban households) [9].
Household size has been categorized into two groups, depending on the average household size Kasai (5.2 persons). The average size was high, it was higher
for non-members than for members. This observation confirms the results of
previous work by the Ministry of Public Health of the Democratic Republic of
Congo and elsewhere Soglohoun P., indicates that the size of households has influence on registration mutual because the more household size is, the more
people have difficult access to health services [10] [11].
Poverty engendered a very large size of households is reflected in the non- satisfaction of basic needs. It does not mobilize financial resources to the needs for
food, health and housing of its members, or to offer them an education that determines the level of education and literacy, which in turn determines the knowledge, self-making and openness to innovation [12] [13] [14].
Income and its distribution within the population and in the household are
the most decisive feature for family health. In this study, the average household
monthly incomes are low, see zero. The average monthly income of households
calculated based on daily expenditure per person for food are US $45 for members and $43 US for non-members for a household of 5 people on average.
Data from the World Bank (1984) based on the income and expenditure of
households, establishes an association between poverty and many descendants.
Considering the poverty line of US $1 per day per person, members and
non-members living in extreme poverty (spending on food per day per person
amounted to US $0.30 [15].
The study by Mususa I., Tangoma K. and Tshimungu K. found similar results.
A broad consensus among the various studies points out that the lack of financial resources is the main reason given by households to explain their non-participation in a mutual health [16] [17].
The study shows that the proportion of respondents with low levels of education and literacy are higher for non-members. These results are similar to data
OALib Journal
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Mushagalusa [14].
As first choice during six months preceding the survey, members and
non-members on average have been four times (4) use of health services. In non
recourse to self-medication and traditional therapy as the first choice was more
common. These results support the observations according to which, for nonmembers, the self-medication or traditional healers as their first choice was more
common [18].
Malaria remains the pathology encountered among members as among
non-participants (60.5% vs 45.2%), followed by acute respiratory infections (25%
vs 18.8%). The difference is significant (p = 0.012). These observations support
the results of previous work in the DRC and elsewhere by Ilunga IF et al. [19]
and Christopher JL, et al. [20] according to which, on the African continent
greatly exposed, malaria is the leading cause of morbidity and mortality, it
greatly contributes to underdevelopment and poverty, and introduces so a major
obstacle to socioeconomic development.
It has been estimated that malaria costs Africa more than 12 billion US dollars
each year. Malaria kills more than 500,000 so individuals in endemic areas each
year, children under 5 years being the most affected. Tropical or subtropical
Africa has more than 80% and 90% mortality. Moreover, if we consider the indirect effects of malaria and its manifestations correlated with other diseases, the
number of deaths would be even more important than that communicated each
year [19].
Our results show that the members of the mutual attend more health centers
in primary care, but they spend less on health care. Non-members attending
more traditional practitioners and practice more self-medication. The ease of
access to health care allows mutual ready access and the best time for these services long before the disease worsens; minimizing expenses mutualist.
Our study shows that non-members are pledging or selling a material good
for health care. The health insurance system has a positive impact on costs of
care of members of the mutual, their health and perhaps even on the household
economy [21].
As Musango, in addition to lack of money as a big obstacle, our study identified other factors as the basis for non-adherence to mutual health: the non-involvement of local authorities and opinion leaders to start. Their membership
could help convince people of the importance of mutual health [18].
Awareness should primarily target local authorities and opinion leaders whose
accession could have a mobilizing effect. Some countries have set up mutual
health, develop strategies to facilitate the accession of the poor payment of the
premium in small installments for 6 months or a payment of dues by several
spread slices (Project PRIMA Guinea Conakry). Sometimes contribution benefits
are granted to mutual reducing the cost for many families and support a number
of the poor. At the Mutual Health Kabinda in Kasai-Oriental (DRC), the amount
of annual fee is set at US $6 per member. In Rwanda, the amount of contribution
is set at 7.9 US $ per year for a family of 7 and US $5.7 for a single [22].
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5. Conclusion
Improvement of the use of health services remains a priority for the DRC. Despite a considerable increase in the number of health centers and hospitals, attendance as the cost of health care has not changed at all, and access to health
care remains a busting head for families.
In order to improve knowledge on this pressing issue, we conducted a retrospective survey, quantitative during 2014 in Kabinda health zone, Kasai Oriental
Province in the old configuration, DRC. Some data from our research had to
appeal to the memory of interviewees; we were not spared from the systematic
error due to differences in the accuracy and completeness of the reminder to the
memory of events and past experiences. This could constitute a memory bias.
After analyzing the data collected, it is accepted today that we must educate various officials (national and provincial ministries of health) and foster public
support for mutual health insurance.
In this study, regarding the financing of contributions to Kabinda MHO there
are two main sources. First, there is the financing from own resources of members, and secondly, a third-party financing. MSK receives financial support of
the NPO CAP Health-paying permanent monthly subsidies. Unfortunately these
subsidies are very low. The results of the study show that members and nonmembers have a very low average income, they live in extreme poverty.
However, mutual demonstrating great flexibility in sampling and frequency of
contributions and in terms of membership would generate more community
participation.

6. Limits of the Study
Throughout our research, we were stubborn to the material order of difficulty in
terms of time and financial resources to manage to reach the subjects of investigation, and some addresses found in the register do not specify the place of residence, the distances to go to reach the surveys were enormous. Scientifically, our
study was limited to the organization of a mutual health and access to care for
the population of the ZS Kabinda.
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