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Abstract: Since the 2000s, the Democratic Republic of Congo has adopted national policies to phase out direct payment
at the point of service to make health care more accessible. The objective of this study is to measure inequalities in access
and financing of a subsidised health system. The measurement of inequalities in access and financing was applied to
data from the Improved Monitoring for Action (N = 475 households in the Tshilenge health zone, East Kasai province,
Democratic Republic of Congo), which is part of the evaluation of the performance of the health system through high-
impact interventions for maternal, newborn and child health. The concentration curve and index (CI) method was used
to assess the degree of inequality in the distribution of health care consumption and expenditures. A negative Cl indicates
a disproportionate concentration of subsidies among the poor, while a positive Cl indicates that the subsidy is favourable
to the rich; a CI of zero indicates perfect equity. In addition, the Kakwani Progressivity Index (KPI) was used to assess
the progressivity of direct household spending on care. A positive value of the KPI indicates the progressivity of the
system and a negative value its degressivity. The indices of concentration of use are respectively 0.034 for self-medication
and -0.050 for use of a health facility, and the indices of standardised use are 0.00 in both cases. Comparison of the
standardised and non-standardised concentration of use curves shows that standardisation reduces the differences
between quintiles: there is horizontal equity of use after indirect standardisation. All Lorenz curves are below the
standard of the living curve (the KPIs are significantly negative). Health expenditure is therefore all-regressive. The
measurement of the degree of equity showed that there is imperfect equity in the use of care and that the system of
financing care is inequitable and regressive. Direct household spending increases inequities in access. The contribution
is greater for the lowest income groups. The low budget of the health sector prohibits universality and free access to
services by producing a recourse to self-medication and renunciation of care.

Keywords: equity index, health care consumption, health financing, index decomposition.

JEL Classification: D63, E26, 114.

Received: 16 November 2022 Accepted: 16 December 2022 Published: 31 December 2022

Funding: There is no funding for this research.
Publisher: Sumy State University

Cite as: Tshituka, K. (2022). Payment Subsidy and Equity in Access to Health Care: The Case of the
Democratic Republic of Congo. Health Economics and Management Review, 4, 83-91.
https://doi.org/10.21272/hem.2022.4-09

m Copyright: © 2022 by the author. Licensee Sumy State University, Ukraine. This article is an open

access article distributed under the terms and conditions of the Creative Commons Attribution (CC BY) license
(https://creativecommons.org/licenses/by/ 4.0/).
83


https://doi.org/10.21272/hem.2022.4-09

Health Economics and Management Review, 4, 2022

if' ARMG PUBLISHING
ISSN 2786-4634 (print) ISSN 2786-4626 (online)

“Thinking ahead"

S sciendo

Introduction. Constantly confronted with security and humanitarian crises for several decades, the
Democratic Republic of Congo (DRC) faces major challenges, particularly in the area of economic and
financial governance, which seriously hampers efforts to reduce child mortality and improve maternal health
(MDG 3), despite the existence of a 2011-2015 Health Development Plan that set the objective of accelerating
the achievement of the MDGs.

The DRC is the third largest contributor to under-five mortality in the world after India and Nigeria. Infant,
child and neonatal mortality ratios have been estimated at 158, 97 and 42 per thousand live births respectively
(MICS, 2011; USAID, 2018; UNICEF, 2015; Ministére de la Santé Publique, 2013), corresponding to
approximately 465,000 under-five deaths each year. This high mortality is attributable to conditions that are
preventable (fever/malaria, acute respiratory infections, diarrhoea, malnutrition, and neonatal conditions)
through simple or low-cost measures.

To increase child health care coverage, many countries in sub-Saharan Africa have implemented policies
to abolish out-of-pocket payments for health care and services and to reduce the costs of child care. This is
notably the case in the Democratic Republic of Congo, which has introduced child health care subsidies
through the strategic purchasing mechanism. These subsidies are based on a flat rate, subsidised by technical
and financial partners with a contribution from the population in the form of a co-payment.

The objective of this article is to measure inequalities in access to health care among children under 5 years
of age in the event of malaria fever, diarrhoea and/or acute respiratory infections.

After explaining the equity criteria used, this article mobilises data from the Improved Monitoring for
Action to measure horizontal equity in the consumption of care and vertical equity in observed health
expenditures. This article contributes to the literature on health care subsidy policy as a factor of inequity and
criticises the use of health care subsidies.

Literature Review. The level of equity of a system is generally measured by two criteria: an equity
criterion in the consumption of care and an equity criterion in financing. Unlike the criteria of equality, in the
sense of absence of difference, they take into account inequalities in means and needs (Rochaix and Tubeuf,
2009).

The first principle of horizontal equity in the consumption of care requires that everyone receive the care
they need, i.e., according to their state of health, regardless of their ability to pay or where they live. It aims
to equalise the consumption of care and medication by people of different social and geographic status, as
long as they have the same health status (Wagstaff and van Doorslaer, 2000; Jusot et al., 2016; van Doorslaer
and Masseria, 2004; van Doorslaer et al., 2006; Allin et al., 2010; Allin, 2008).

The principle of vertical equity in financing requires that the contribution of households increase with their
ability to contribute (whether in the form of taxes, contributions, direct household payments, or differentiated
insurance premiums).

The contribution can increase with income less than proportionally, proportionally or more than
proportionally. In this paper, we consider the financing of a system to be equitable as soon as it does not
increase inequalities in living standards, i.e., as soon as the financing is proportional to income or more than
proportional (progressive) (Szende and Culyer, 2006; Kakwani et al., 1997; Cissé et al., 2007; Jusot et al.,
2016).

The two aspects of equity in systems of care are rarely studied simultaneously. Yet, we believe it is
important to link these two concepts, a fortiori in poor countries where public spending is generally low.
Balabanova and McKee (2002) show that the richest, the most educated and the youngest tend to pay more,
but rather because they wish to obtain better quality care than because the doctor wants to subsidise the
poorest. However, this is a feeling that is reported in qualitative surveys (Falkingham, 2004) and in opinion
polls. In Bulgaria, it is the poor, elderly and sick, who refuse to formalise payments to the doctor (Delcheva
et al., 1997). This suggests that they have an interest in keeping the fee informal because they feel they can
give less to the doctor.

Methodology and research methods. To study the impact of health care subsidies on equity of access to
health care, the data from the Improved Monitoring for Action survey conducted in 2020 in the Tshilenge
health zone were used. This survey was zonal in scope and selected a sample of 475 households and 85
villages. The Improved Monitoring for Action is part of the evaluation of the performance of the health system
through high-impact interventions for maternal, newborn and child health. This survey was conducted using
the Lot Quality Assurance Sampling (LQAS) methodology used for baseline surveys and regular monitoring
for health program evaluation. LQAS is a combination of stratified and random sampling principles.

The Tshilenge health zone, located 30 km from the capital (City of Mbujimayi) of East Kasai Province,
was the focus of this study. It is inhabited by an estimated population of 3,361,569 (including 6,2667 children
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under 5 years of age) over an area of 1,500 km?, i.e., a density of 221 inhabitants per km? spread over 21
health areas and 124 villages. The Tshilenge health zone has 53 health facilities (1 general referral hospital, 1
hospital centre, 21 health centres and 30 health posts) with a service utilisation rate of 59% and a bed
occupancy rate of 52%. The health zone is one of the health zones in the province of East Kasai that benefits
from the subsidisation of health services through the purchase of services, flat rate pricing and the
implementation of the Millennium Development Goals 4&5 Acceleration Framework with the support of
UNICEF, PRO DS (European Union), USAID/Prosani and Save the Children (UNICEF, 2020).

Variable of interest. Since the objective of the health care subsidies is to improve access to health care
for children under 5 years of age, we considered the use of first-line care and presented two alternatives: health
services and self-medication. The use of health services represents all public and private health structures.
And, self-medication will take into account all the care given at the household level. The choice of these two
alternatives is based on the context and objectives of the study. This indicator is analysed on the whole sample
and on the subgroups, defined on the basis of the socio-economic status of the households.

Concentration Curve and Index Methods. To measure the degree of inequality in the distribution of
health care consumption and expenditure, the concentration curve and index method will be used (O’Donnell
et al., 2008; Devaux, 2015). A concentration curve shows the cumulative share of the variable of interest,
which can be care consumption or health expenditures, for each standard of living percentile (with individuals
ranked by increasing standard of living).

The concentration index is defined as twice the area between the concentration curve of the variable of
interest h and the line of equality, which is equivalent to the convenient covariance formula (Kakwani, 1980;
Kakwani et al., 1997; O’Donnell et al., 2008), calculated as follows:

Cl, = i x cov (h, 1), Q)

with p;, the mean of the health variable h and r the rank variable in the income distribution. If the
concentration index CIj, is positive, then the variable of interest is more heavily concentrated at the top of the
income distribution. If it is negative, then the poorest accumulate a larger share of this variable (illness rate,
utilisation rate, or health care expenditure). If CI,, is zero, then the variable is equally distributed across the
population.

Measuring horizontal equity. The measurement of horizontal equity in access to care makes it possible
to verify whether, whatever the standard of living, for equivalent needs, the use of care is equivalent. In order
to do this, the variable of access to care has been corrected by means of indirect standardisation. The
concentration index of this standardised variable indicates whether access is equitable or not (Wagstaff and
Van Doorslaer, 2000; O’Donnell et al., 2008; Devaux, 2015).

Measuring vertical equity. To determine whether direct household spending on care increases more than
proportionately with the standard of living and increases inequality, the Kakwani Progressivity Index (KPI),
which measures vertical equity in financing, is calculated. The KPI originates from Tax Studies but is
commonly applied to health expenditures (Abu-Zaineh et al., 2008; Abu-Zaineh et al., 2011, Cissé et al.,
2007). It is defined as twice the area between the health expenditure concentration curve and the Lorenz
income curve and is calculated as the difference between the health payment concentration index and the Gini
index (KPI = CI - Gini). A positive value of the KPI indicates the progressivity of the system and a negative
value its degressivity. Thus, to measure vertical equity this study uses different expenditure variables. Health
expenditure on self-medication and expenditure on health care facilities, which includes the cost of transport
and the cost of services (payment for consultations, etc.).

Measuring the standard of living. The choice of the standard of the living index used as a rank variable
in equity analyses is not trivial and can influence the results, as shown by numerous research studies since the
2000s. Inequalities in recourse may be more important when measured in relation to wealth than in relation
to consumption (Lindelow, 2006). Consumption aggregates are more relevant than income for studying living
standards in countries where information is incomplete because a large share of income is informal (Deaton
and Zaidi, 2002). The wealth index, obtained by principal component analysis, is recommended over the
consumption aggregate in order to avoid some of the biases in the expenditure data, unless the study is about
consumption inequality (McKenzie, 2005; Foreit and Schreiner, 2001). Consumption expenditures are
therefore used as a supplement to determine the level of households. In areas where households mainly
consume their own production, one could not determine the standard of living from consumption expenditures
alone.
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This paper uses a household level index called the welfare index, which is a composite and continuous
standard of living indicator constructed from principal component analysis (Jolliffe, 2002; Vyas and
Kumaranayaka, 2006).

Results. To measure the degree of equity in the use of health care among children under 5 years of age for
malaria fever or diarrhea, concentration indices, the most common method for measuring social inequalities
in the use of health services, are used (Regidor, 2004a, b; VVan Doorslaer et al., 2006; Wagstaff et al.,1991).
Concentration indices measure the degree of association between the health care utilisation variable and the
socioeconomic variable by taking into account the entire distribution of the latter (Mackenbach and Kunst,
1997; Wagstaff et al., 1991). Furthermore, O’Donnell et al. (2008); Wagstaff and Van Doorslaer (2000),
referring to the principle of horizontal equity, suggest that it is necessary to standardise the measurement of
inequality by individual needs.

This study focuses on the measurement of equity in health care utilisation. The concentration curve is
defined here for health care as the relationship between the cumulative percentages of populations ranked
from lowest to highest in total monthly consumption expenditure per household member and the proportions
consuming health care. For needs, the concentration curve links the cumulative proportions of populations
ranked by reported monthly consumption expenditures per household member with the cumulative
proportions of needs. To do this, horizontal equity and vertical equity are measured.

The use of care observed by the standard of living quintile is given in Table 1, column 1 for self-medication
and column 2 for use of a health facility. Households in the lowest quintile of the standard of living used self-
medication in 49.28% of cases of malaria fever or diarrhoea in children under 5 years of age during the two
weeks preceding the survey, compared to 32.86% of cases in the wealthiest households. Similarly, 50.16% of
the poorest households used a health facility while 32.64% of the wealthiest did.

Table 1. Health care consumption by standard of living quintile

Quintile of living Use of self- Use of a health Use of self- Use of a health
standards medication (obs.) facility (obs.) medication (stand.) facility (stand.)
Q: 0.4928 0.5016 0.5072 0.4984
Q: 0.3913** 0.3947** 0.6087** 0.6053**
Qs 0.4058** 0.4009** 0.5942** 0.5991**
Qs 0.3913** 0.3861** 0.6087** 0.6139**
Qs 0.3286** 0.3264** 0.6714** 0.6736**

Note: For the test of the significance of differences in means, the Q1 quintile is taken as a reference (** p < 0.05).
Sources: developed by the author.

Measurement of the concentration of use. In the presence of horizontal equity in access to care, the
coefficient should be equal to 0 or coincide with the equality line. Table 2 shows that the concentration
coefficients are equal to 0, which means that for an equivalent need for care, use is equal. The indices of
concentration of use are respectively 0.034 for self-medication and -0.050 for use of a health facility, and the
indices of standardised use are 0.00 in both cases.

Table 2. Inequality in access to health care (indirect standardisation)

Quintile of living Use of self- Use of a health Use of self- Use of a health
standards medication (obs.) facility (obs.) medication facility (indirect
(indirect stand.) stand.)
Q: 0.4928 0.5016 0.5983 0.4017
Q2 0.3913 0.3947 0.5983 0.4017
Qs 0.4058 0.4009 0.5983 0.4017
Qs 0.3913 0.3861 0.5983 0.4017
Qs 0.3286 0.3264 0.5983 0.4017
Coefficient of 0.034 -0.050 0.0000 0.0000

concentration
Sources: developed by the author.

Comparison of standardised and non-standardised utilisation concentration curves (Figure 1 and Figure 2)
shows that standardisation reduces differences between quintiles: there is horizontal equity of recourse after
indirect standardisation.
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Figure 1. Concentration curve of self-medication use

Sources: developed by the author.
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Figure 2. Concentration curve for use in a health facility
Sources: developed by the author.

Explaining the horizontal inequity: decomposition of the utilisation index. The concentration of use
index is decomposed to explain health care use. The decomposition corroborates the result of the concentration
curves according to which a horizontal inequality of access exists and specifies the role of each inequality
factor. The standard of living is the main factor of inequality with a contribution of 19% to inequalities in the
use of a health facility and 13.5% for the use of self-medication. In addition, the needs factors (child diarrhoea
episode, child malaria episode and child sex) explain a significant part of the unequal distribution of use in
favour of wealthy households. The strong contribution of the supply variables is noted. The presence of health
facilities, pharmaceutical infrastructures and the free distribution of family Kits facilitate the use of care
(45.5% for self-medication and 42.6% for use of a health facility).

Vertical equity in financing. For self-medication and facility-based health care expenditures, the
concentration curves are all below the equality line. The main diagonal (line of equality) assumes perfect
equity in health care financing. The curves below the main diagonal indicate that there are inequities in the
financing of self-care or facility-based care that disadvantage the poor.

In addition, to measure the progressivity of the system, the concentration curves of health expenditure are
compared with the Lorenz curve of consumption expenditure.

It can be seen in Figure 3 and Figure 4 that all the Lorenz curves are below the standard of the living curve
(the KPIs are significantly negative). Health expenditures are therefore all regressive (Table 3).

According to the vertical equity criterion, the health care financing system is inequitable and regressive
(Abu-Zaineh et al., 2008), i.e., the contribution is greater for the lowest income groups.
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Figure 3. Concentration curve of care expenditure vs Lorenz curve of consumer expenditures
Sources: developed by the author.
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Figure 4. Concentration curve of health care expenditures vs Lorenz curve of consumer expenditures
Sources: developed by the author.

Table 3. Concentration indices and KPIs obtained from observed expenditures

Variables ClI (Standard error) KPI (Standard error)
Use of self-medication
Cost of use 0.515 (0.059) -0.44 (0.051)
Use of health facility
Cost of transport 0.508 (0.117) -0.48(0.10)
Cost of care 0.498 (0.086) -0.47(0.07)
Cost of use of health facility 0.499 (0.081) -0.47(0.07)

Sources: developed by the author.

Conclusions. This study assessed the equity of access to care for malaria fever and diarrhoea in children
under 5 years of age in the Democratic Republic of Congo. It thus contributes to the literature on the equity
of health systems in the context of purchasing services by jointly measuring horizontal and vertical equity
based on equity criteria and on the social and contextual determinants of health care utilisation among children
under 5 years of age.

The joint study of equity in financing and consumption of care is an original contribution to the literature
in the context of the Democratic Republic of Congo in general and in particular, in the health zones benefiting
from the interventions of the Sustainable Development Goals acceleration framework supported by
performance-based financing.

Several studies have analysed the effects of free health care on maternal health outcomes, while others
have also examined the effects on child health outcomes. In this study, we will discuss the results of the equity
measure through two criteria: the horizontal equity criterion and the vertical equity criterion. For the first
criterion, households should receive identified care if they have the same needs. Access to care is said to be
equitable if and only if it is influenced solely by need and not by other factors. From this perspective, there is
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imperfect equality in the use of care. For the same health need, households used different types of care. The
second criterion differs from the first. This criterion is based on the fact that unequally wealthy households
should not be treated in the same way. With respect to health care expenditures, we have noted that these are
not progressive and therefore there is vertical inequity. Health expenditures tend to decrease when income
increases.

In conclusion, household health expenditures are regressive. Access to health care remains mixed,
characterised by imperfect equity in the use of health care.

This study suggests the following:

— Reforms of the health financing system: the State should mobilise and contribute to the implementation
of programs for the purchase of services by increasing public financing and improving public spending;

— The setting up of adapted health care structures offering quality health services, capacity building of
the relays of the commentary health care sites while integrating the private health structures.

— A qualitative study of the supply of health services to identify more elements likely to influence the use
of care and equity;

— The development of protection mechanisms (mutual health insurance) co-financed by the Congolese
State and partners supporting health programs.

Finally, the results of this study will allow health authorities, governments and donors to make informed
decisions regarding the allocation of resources needed to implement health system support programs and to
sustain the achievements of the various interventions carried out in the health zone. While it is important to
deliver and evaluate effective programs, it should be noted that ultimately, the capacity of recipient countries
should be strengthened so that they have their own resources.

Conflicts of Interest: Authors declare no conflict of interest.

Data Availability Statement: All relevant data can be found in the document.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

References

Abu-Zaineh, M., Mataria, A., Luchini, S., & Moatti, J. P. (2008). Equity in health care financing in
Palestine: the value-added of the disaggregate approach. Social Science & Medicine, 66(11), 2308-2320.
[Google Scholar] [CrossRef]

Abu-Zaineh, M., Mataria, A., Moatti, J. P., & Ventelou, B. (2011). Measuring and decomposing
socioeconomic inequality in healthcare delivery: A microsimulation approach with application to the
Palestinian conflict-affected fragile setting. Social Science & Medicine, 72(2), 133-141. [Google Scholar]
[CrossRef]

Allin, S. (2008). Does equity in healthcare use vary across Canadian provinces?. Healthcare Policy, 3(4),
83. [Google Scholar]

Allin, S., Grignon, M., & Le Grand, J. (2010). Subjective unmet need and utilization of health care services
in Canada: what are the equity implications?. Social science & medicine, 70(3), 465-472. [Google Scholar]
[CrossRef]

Balabanova, D., & McKee, M. (2002). Understanding informal payments for health care: the example of
Bulgaria. Health policy, 62(3), 243-273. [Google Scholar] [CrossRef]

Benoist, J. (1996). Soigner au pluriel: essais sur le pluralisme médical. Paris: Karthala. [Google Scholar]

Cissé, B., Luchini, S., & Moatti, J. P. (2007). Progressivity and horizontal equity in health care finance
and delivery: what about Africa?. Health policy, 80(1), 51-68. [Google Scholar] [CrossRef]

Deaton, A. & Zaidi, S. (2002). Guidelines for Constructing Consumption Aggregates for Welfare Analysis.
LSMS Working Paper, 135. [Google Scholar]

Delcheva, E., Balabanova, D., & McKee, M. (1997). Under-the-counter payments for health care:
Evidence from Bulgaria. Health Policy, 42(2), 89-100. [Google Scholar] [CrossRef]

Devaux, M. (2015). Income-Related Inequalities and Inequities in Health Care Services Utilization in 18
Selected OECD Countries.The European Journal of Health Economics, 16 (1), 21-33. [Google Scholar]
[CrossRef]

Falkingham, J. (2004). Poverty, out-of-pocket payments and access to health care: evidence from
Tajikistan. Social science & medicine, 58(2), 247-258. [Google Scholar] [CrossRef]

89


https://scholar.google.com/scholar?cluster=9343159402238483790&hl=ru&as_sdt=0,5
https://doi.org/10.1016/j.socscimed.2008.01.028
https://scholar.google.com/scholar?cluster=5467946408074045642&hl=ru&as_sdt=0,5
https://doi.org/10.1016/j.socscimed.2010.10.018
https://scholar.google.com/scholar?cluster=13511628431440872470&hl=ru&as_sdt=0,5
https://scholar.google.com/scholar?cluster=7093295798259416520&hl=ru&as_sdt=0,5
https://doi.org/10.1016/j.socscimed.2009.10.027
https://scholar.google.com/scholar?cluster=12487457703980484742&hl=ru&as_sdt=0,5
https://doi.org/10.1016/S0168-8510(02)00035-0
https://scholar.google.com/scholar?cluster=7534925704665619379&hl=ru&as_sdt=0,5
https://scholar.google.com/scholar?cluster=8332332654166450835&hl=ru&as_sdt=0,5
https://doi.org/10.1016/j.healthpol.2006.02.011
https://scholar.google.com/scholar?cluster=12236936698348068154&hl=ru&as_sdt=0,5
https://scholar.google.com/scholar?cluster=2384828442241742839&hl=ru&as_sdt=0,5
https://doi.org/10.1016/S0168-8510(97)00061-4
https://scholar.google.com/scholar?cluster=8056676259046212453&hl=en&as_sdt=0,5
https://doi.org/10.1007/s10198-013-0546-4
https://scholar.google.com/scholar?cluster=3468831020854941117&hl=en&as_sdt=0,5
https://doi.org/10.1016/S0277-9536(03)00008-X

Health Economics and Management Review, 4, 2022

i" ARMG PUBLISHING
ISSN 2786-4634 (print) ISSN 2786-4626 (online)

“Thinking ahead"

§ sciendo

Foreit, K. & Schreiner, M. (2011). Comparing Alternative Measures of Poverty: Assets-Based Wealth
Index vs. Expenditures-Based Poverty Score. University of North Carolina Working Paper, 11-123. Retrieved
from [Link]

Jolliffe, 1. T. (2002). Graphical representation of data using principal components. Principal component
analysis, 78-110. [Google Scholar] [CrossRef]

Jusot, F., Legal, R., Louvel, A., Pollak, C., & Shmueli, A. (2016). A quoi tient la solidarité de I’assurance
maladie entre les hauts revenus et les plus modestes en France?. Revue francaise d ‘économie, 31(4), 15-62.
[Google Scholar] [CrossRef]

Kakwani, N. C. (1980). Income inequality and poverty. New York: World Bank. [Google Scholar]

Kakwani, N., Wagstaff, A., & Van Doorslaer, E. (1997). Socioeconomic inequalities in health:
measurement, computation, and statistical inference. Journal of econometrics, 77(1), 87-103. [Google
Scholar]

Lindelow, M. (2006). Sometimes more equal than others: how health inequalities depend on the choice of
welfare indicator. Health economics, 15(3), 263-279. [Google Scholar] [CrossRef]

Mackenbach, J. P., Kunst, A. E., Cavelaars, A. E., Groenhof, F., Geurts, J. J., & EU Working Group on
Socioeconomic Inequalities in Health. (1997). Socioeconomic inequalities in morbidity and mortality in
western Europe. The lancet, 349(9066), 1655-1659. [Google Scholar] [CrossRef]

McKenzie, D. J. (2005). Measuring inequality with asset indicators. Journal of population
economics, 18(2), 229-260. [Google Scholar] [CrossRef]

Ministry of Planning. (2003). Acceleration Framework for MDGs 1, 2 and 4&5. Interim reports, Kinshasa.

Ministry of Public Health of Kasai-Oriental. (2013). Report of the 1st Enhanced Monitoring Session for
Action in the ZS of Tshilenge, Mbujimayi.

O’Donnell, O., van Doorslaer, E., Wagstaff, A., & Lindelow, M. (2008). Analyzing Health Equity Using
Household Survey Data: A Guide to Techniques and Their Implementation. [Google Scholar]

Regidor, E. (2004a). Measures of health inequalities: part 1. J. Epidemiol. Community
Health, 58 (10), 858-861. [Google Scholar] [CrossRef]

Regidor, E. (2004b). Measures of health inequalities: part 2. J. Epidemiol. Community Health, 58 (11),
900-903. [Google Scholar] [CrossRef]

Regidor, E., Guallar-Castillon, P., Gutierrez-Fisac, J. L., Banegas, J. R., & Rodriguez-Artalejo, F. (2010).
Socioeconomic variation in the magnitude of the association between self-rated health and mortality. Annals
of epidemiology, 20(5), 395-400. [Google Scholar] [CrossRef]

Rochaix, L., & Tubeuf, S. (2009). Mesures de I’équité en santé. Revue économique, 60(2), 325-344.
[Google Scholar] [CrossRef]

Szende, A., & Culyer, A. J. (2006). The inequity of informal payments for health care: the case of
Hungary. Health Policy, 75(3), 262-271. [Google Scholar] [CrossRef]

UNICEF. (2015). Organisation mondiale de la Santé, Groupe de la Banque mondiale et Division de la
population du Département des affaires économiques et sociales des Nations Unies, Levels and Trends in
Child Mortality, Report 2015. Retrieved from [Link]

UNICEF. (2020). Evaluation sommative et formative du Cadre d’accélération des Objectifs du Millénaire
pour le Développement (CAO) 4&5 en République Démocratique du Congo. Retrieved from [Link]

USAID. (2018). Evaluation de I’impact des interventions de lutte contre le paludisme sur la mortalité toutes
causes confondues chez les enfants de moins de cing ans en République Démocratique du Congo de 2005 a
2015. Retrieved from [Link]

Van Doorslaer, E., & Masseria, C. (2004). Income-related inequality in the use of medical care in 21
OECD countries (Vol. 14). Paris: OECD. [Google Scholar]

Van Doorslaer, E., Masseria, C., & Koolman, X. (2006). Inequalities in access to medical care by income
in developed countries. Cmaj, 174(2), 177-183. [Google Scholar] [CrossRef]

Vyas, S., & Kumaranayake, L. (2006). Constructing socio-economic status indices: how to use principal
components analysis. Health policy and planning, 21(6), 459-468. [Google Scholar] [CrossRef]

Wagstaff, A., & Van Doorslaer, E. (2000). Equity in health care finance and delivery. Handbook of health
economics, 1, 1803-1862. [Google Scholar] [CrossRef]

Wagstaff, A., Paci, P., & Van Doorslaer, E. (1991). On the measurement of inequalities in health. Social
science & medicine, 33(5), 545-557. [Google Scholar] [CrossRef]

90


https://www.measureevaluation.org/resources/publications/wp-11-123/at_download/document
https://scholar.google.com/scholar?cluster=17044049707309164307&hl=en&as_sdt=0,5
https://doi.org/10.1007/0-387-22440-8_5
https://scholar.google.com/scholar?cluster=337665964881683882&hl=en&as_sdt=0,5
https://doi.org/10.3917/rfe.164.0015
https://scholar.google.com/scholar?cluster=16385431141860707968&hl=en&as_sdt=0,5
https://scholar.google.com/scholar?cluster=5668733742829688322&hl=en&as_sdt=0,5
https://scholar.google.com/scholar?cluster=5668733742829688322&hl=en&as_sdt=0,5
https://scholar.google.com/scholar?cluster=11281928796964121898&hl=en&as_sdt=0,5
https://doi.org/10.1002/hec.1058
https://scholar.google.com/scholar?cluster=2829897750461749801&hl=en&as_sdt=0,5
https://doi.org/10.1016/S0140-6736(96)07226-1
https://scholar.google.com/scholar?cluster=4853491903389282316&hl=en&as_sdt=0,5
https://doi.org/10.1007/s00148-005-0224-7
https://scholar.google.com/scholar?cluster=9983113618912392855&hl=en&as_sdt=0,5
https://scholar.google.com/scholar_lookup?title=Measures%20of%20health%20inequalities%3A%20part%201&publication_year=2004&author=E.%20Regidor
https://doi.org/10.1136/jech.2003.015347
https://scholar.google.com/scholar?cluster=4671916400432399067&hl=en&as_sdt=0,5
https://doi.org/10.1136/jech.2004.023036
https://scholar.google.com/scholar?cluster=296767133079888546&hl=en&as_sdt=0,5
https://doi.org/10.1016/j.annepidem.2010.01.007
https://scholar.google.com/scholar?cluster=5029595109209846677&hl=en&as_sdt=0,5
https://doi.org/10.3917/reco.602.0325
https://scholar.google.com/scholar?cluster=1171593564021949280&hl=en&as_sdt=0,5
https://doi.org/10.1016/j.healthpol.2005.04.001
https://childmortality.org/wp-content/uploads/2015/10/Levels-and-Trends-in-Child-Mortality-Report-2015.pdf
https://evaluationreports.unicef.org/GetDocument?fileID=13391
https://d1u4sg1s9ptc4z.cloudfront.net/uploads/2021/03/drc-malaria-impact-evaluation-group-full-report-french-1.pdf
https://scholar.google.com/scholar?cluster=9553173860455782165&hl=en&as_sdt=0,5
https://scholar.google.com/scholar?cluster=343968370134185823&hl=en&as_sdt=0,5
https://doi.org/10.1503/cmaj.050584
https://scholar.google.com/scholar?cluster=3286579742588173444&hl=en&as_sdt=0,5
https://doi.org/10.1093/heapol/czl029
https://scholar.google.com/scholar?cluster=13527974632426406734&hl=en&as_sdt=0,5
https://doi.org/10.1016/S1574-0064(00)80047-5
https://scholar.google.com/scholar?cluster=12238827914832489871&hl=en&as_sdt=0,5
https://doi.org/10.1016/0277-9536(91)90212-U

.Q ARMG PUBLISHING 3 sc | en d o Health Economics and Management Review, 4, 2022
“Thinking ahead” ISSN 2786-4634 (print) ISSN 2786-4626 (online)

Kacym6i Tmaryka, Jlabopatopist ekoHomiunux fgociimkens Cenr-Jlyica (LARES), VuiBepcurer ['actona beprepa,
Ceneran.

VYuiBepcuter MOy mxi-Maiii, Konro.

JepaxasHi cyOcuaii Ta piBHHIT 10CTYI 10 MEAUYHHUX HOCTYT: Ha npukiaani JlemoxkpaTuanoi Pecy6siku Konro

[Mounnaroun 3 2000-x pokiB, JleMokpaTiuHa Pecyoinika KoHro 3ampoBauia HamioHaIBHY HONITHKY, CIIPIMOBaHY
Ha TOCTYIOBY BiJIMOBY BiJl MPsIMOi OIUIATH B IyHKTAaX HaJaHHS MEAWYHHUX IOCIYT, 100 3pOOUTH CHCTEMY OXOPOHH
30pOB’sl OUTBII JOCTYNMHOK. METOI0 IIbOTrO JIOCHIDKEHHS € BU3HAYCHHS CTYNEHIO HEPIBHOCTI y JOCTymi Ta
(iHaHCYBaHHI CyOCHIIOBaHOI CHCTEMH OXOpPOHH 370pOB’s. 3a OCHOBY BHMMIPIOBAaHHS HEpPIBHOCTI B JOCTYI Ta
¢binancyBanHi Oymu B3sTi gaHi [Iporpamu 3 BIOCKOHATEHHS KOHTPOJIO 3a BrpoBamkeHHsM 3axomiB (N = 475
JIOMOTOCIIOZIAPCTB Y MEXax MeMKO-caHiTapHoi 30HH Trmenre, nposinuis Cxinauii Kacai, lemokpatnuna PecriyOmika
KoHro), sika € cki1aJioBOI0 4aCTHHOIO MPOLIECY OLIHIOBaHHS €(EKTUBHOCTI CUCTEMH OXOPOHH 3/I0POB’S 32 JIONOMOTOF0
BHCOKOE(EKTHBHHX 3aXOJiB y Taiy3i OXOPOHH 370pOB’s MaTepi Ta AWTHHH. JIJIs1 BUSHAUEHHS CTYIEHS HEPiBHOCTI B
cHCTEMI PO3MOALTY MK 00’€éMOM mMoTped Ta BWAATKIB HAa OXOPOHY 3/0pOB’S OylnO BHKOPHCTaHO METON KPHUBOL
koHueHTpauii Ta inaekcy (Cl). Bim’emHe 3nauenHs inzmexcy konnentpanii (Cl) Bkasye Ha HenpomnopuiiiHy
KOHILIEHTpAIi10 CYOCHIiH cepel Mallo3a0e3eueHnX BEpCTB HACEIIEHHS], a IOIaTHE — Ha CIIPUSITIMBUI PO3MOILT CYOCH i i
cepell 3aMOXXHUX BEPCTB HACEJICHHS; HYNIbOBE 3HaueHHs iHjekcy koHueHTpauii (Cl) cBiguuTh mpo mocsSTHEHHS
abcomoTHOI piBHOCTI. KpiM TOro, Ajs OLIHKK TNPOrPECHBHOCTI MPSMHUX BHUTPAT JIOMOTOCIIONApCTB Ha OIS
BHUKOpHCTOBYBaBcs iHAekc nporpecuBHocti Kakwani (Kakwani Progressivity Index, KPI). ITo3utnBHe 3nauenns KPI
CBIYMTH TIPO HASIBHICTh TEHJEHIII JO TNPOTPECHBHOCTI CHCTEMH, a Bifi’eMHe — mpo Ii JerpecuBHIicTh. IHIekch
KOHIEHTpAIlil KOPUCTYBaHHS IMOCIYraMu CTaHOBIATH BianoBiaHo 0,034 mis BunaakiB camonikyBanHs ta -0,050 mst
BUIIAJIKIB 3BEPHEHHS JI0 3aKJIa/ly OXOPOHH 3JI0POB’S, a IHAEKCH CTaHJapPTU30BAHOIO KOPUCTYBaHHS B 000X BHIIQJIKaxX
nopiBHioloTh 0,00. [lopiBHSHHS CTaHZAPTU30BAaHOI Ta HECTAHAAPTU30BAHOI KPHBUX KOHIIEHTpPALii KOPUCTYBaHHS
TNIOKa3ye, M0 CTaHAapTU3allis 3MEHIIYE BIIMIHHOCTI MiX KBIHTHJISIMU: ITICJIsl HEMPSIMOT CTaHIAPTH3allii CIIOCTEPIraeThest
rOpH30HTaJbHA PIBHICTh KOpUCTyBaHHA. Bci kpuBi JlopeHla € HWXYMMU 3a KpHUBY piBHS kuTTs (nokaszHuku KPI e
cyTTeBO Bin’eMHMMH). OTKe, BCI BUAATKH Ha OXOPOHY 3/I0POB’Sl € PErPECUBHUMHU. Pe3yiabTaTi BUMIpIOBaHHS CTYIECHS
PIBHOCTI ITOKa3aJIy, 110 iCHY€E HEJOCKOHAIA PIBHICTh Y KOPUCTYBaHHI MEJUYHIMH HOCIYTaMu, a CUCTeMa (piHaHCYBaHHSA
OXOpPOHH 3JI0POB’Sl € HECTIPABEIMBOIO Ta perpecuBHOIO0. [IpsiMi BUTpATH JIOMOTrOCIIONAPCTB 301IbIIYIOTh HEPIBHICTh Y
nocrymi. Leit po3mip crutaté € OUIBIIMM JUIs TPYH HAcelieHHs 3 HalMEHIIMMH jaoxoxamu. Yepe3 HemocraTHE
(hbiHAHCYBaHHSI CEKTOPY OXOpPOHH 3II0POB’sl He 3a0e3MeyyeThCsl YHIBEpCAIbHUN Ta BIJIBHUI JOCTYI JO MOCIYT, IO
MIPU3BOJUTH IO CAMOJIIKYBaHHS Ta BIZIMOBH BiJI MEJJUYHOI JJOTIOMOTH.

KawuoBi cmoBa: iHIEKC pIBHOCTI, CIIOKMBAaHHS MEAMYHUX TNOCHYr, (iHAHCYBaHHS OXOpPOHH 3/0pOB’s,
JICKOMIIO3HLIIS 1HICKCY.
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