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Abstract
 Background:
In many legislative document of DR Congo, many
laws have violate the rights and women health equity.
That is why this study has purpose to advocate pregnant
women’s access to maternity healthcare starting at
community level. For legal evidence, in DR Congo,
according to the legislation, article N0 87 clause 010 of the
1st August 1987 on Family code, polygamy or polyandrous
marriage is not recognised. But a number of health
related to pregnant women problems occurred in most of
single motherhoods. The below analysis starts on
nuptiality and pregnancy complication risks, and show
equity in interventions in the North Kivu Hospitals. For
each woman who succumbs to maternal death, many
more will suffer injuries, infections, and disabilities
brought about by pregnancy or childbirth complications,
such as obstetric fistula. In North health division, about
104 children and 68 women died from a direct
complication related to pregnancy out of 100000Live
Births, 15 women have a disability due to childbirth out
of 100000 Live Births during that particular time of the
survey. This is a burden, an obligation of the state to
provide the population with a minimum standard of
living acceptable. Another thing that weakens
international agreements on health is that they are not
binding: Making international agreements and
resolutions binding on states could contribute to their
implementation.
 Objectives:
To advocate to an easy access opportunity to
maternity healthcare services at the right time and
promote awareness of gendered health equity through
some strategies implementation, policies, regulations and
establishing clinical legal laws that gathering both
maternal and child health and equity promotion.
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 Design:
This is a clinical and community-based description
cross-sectional study on data analysis review (DHS2014)
on access to maternal health service by mothers and
children at the time needed in the Health division system
of North Kivu Province, DR Congo. Statically systematic
analysis of RDC-DHS 2014 data on maternal and child
health promotion in North Kivu Health Division System,
DR Congo are tracked and compared with the synthesis
statement and the profiles and level of interventions that
have been made to prevent maternal-child death and
equity promotion in communities and health facilities.
 Results
The results show proportions that nurse (76.6%)
provided maternity care at pre-pregnancy stage followed
by birth attendants (11%), only biomedical or physician
(9.8%) provided assistance to a pregnant woman during
prenatal period and women who did not received
assistance (2.2%) at prenatal stage. During delivery,
biomedical or physician (14%), followed by the assistance
of nurse (55.2%), and birth attendants (22.4%), only
community experienced woman (6.6%) provided care
during delivery. At postnatal stage, biomedical or
physician assistance (49%), nurse assistance were (9.1%),
women who were not assisted (41.3%). Infant mortality
could be avoided by improving the quality of children's
health care, by taking preventive measures and
treatment. Educational measures to encourage parents,
for example, to massively vaccinate their children. This
would be one of the strategies. In the context of the study,
the challenge is that vaccine is it enough for all the
children, and are all vaccines available at the right time
for immunasation children period? Household living
conditions strongly influence the risk of dying. In North
Kivu health Division, DRC, about one of ten children dies
before reaching the age of five. The risk of dying before
the age of five shows significant differences depending on
the urban and rural area of residence and the access to
the health facility. In general, infant mortality is much
lower in urban areas (59%) than in rural areas (68%).
Improved health, environmental, socio-economic and
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cultural conditions would also contribute to children's
access to primary health care. This is a burden, an
obligation of the state to provide the population with a
minimum standard of living acceptable. And implement
decentralised community-based strategies, interventions
and programme.
 Conclusion:
As promotion and protection of the right to access
health care for a newborn, child and pregnant woman
under Congolese law: A decentralized and structured
violence health equity. It has been shown that there is
women’ violence in all aspects (38%) and that some legal
text have limited the achievement to promote equity in
health and the right to access healthcare for newborn,
child and pregnant women. Therefore there is a pressing
need to undertake more study that will establish
monitored indicators on promoting and protecting the
right to access healthcare for newborns, child and
pregnant women in the North Kivu Division' health
system, DRC.
Keywords:- DR Congo, Congolese Law, Clinic CommunityBased Description, Protection, Health Equity, Right to
Health, Access to Primary Health Care, Structured Violence,
Vertical Equity, Horizontal Equity, Health Prevention
Strategies.
I.

INTRODUCTION

 Context
Stene and others have enumerate some evidence that
since 2008 and 2009,a number of NGOs with government
ministries and WHO commissions worked in Low Income
Developing Countries to readjust their changes of official
Maternal and child health prevention strategies and
programme through a specific evaluative study [1][2][3][4].
The study outlined that a number of considerable elements
were left away such as family planning insufficient budget,
lack of infrastructures, lack of human labour, absence of
strategic plan, and limitation in monitoring and needs
assessment [5][6][7][8][9]. Freedman added that mother and
infant health prevention strategies have been the most
important innovation and change of the national maternal and
infant health prevention programme for many of Low Income
Developing Countries[10][11][12][13] [14][15][16][17].But
the community member that can benefit within these
programme need to be contacted before an important
prevention in maternal and infant deaths can realistically be
achieved [18][19][20][21][22][23]. From our perceptive view
Stene wanted to emphasise that a number of countries
throughout yet to provide global coverage of sexual and
reproductive health care before 25 years passed they have
tried to value some important actions and many are not on
track to reach the Sustainable Development Goals related to
maternal and newborn from 2015 to 2030 [1] [2]”. this
explanation meant and tried to show that:
the strength to
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low down maternal and infant deaths are reducing results in
an increasing number of nations, but as many as 42% of
countries with high maternal death ratios, mainly in SubSaharan Africa, thus a multitude of vulnerabilities such as
lack of national commitment; a very low level of national
budgeting for health and health services; unreasonable
coordination between key stakeholders and entrepreneurs;
poorly functioning health systems with weak referral
mechanisms including for obstetric and neonatal
emergencies[24][25][26][27][28]; poor logistics for supply;
distribution and management of essential medicines, family
planning
commodities,
and
equipment
[29][30][31][32][33][25]; shortage of skilled health
professionals and weak education and training in specific
programmes for health professionals; persistent institution,
community and regional conflicts that is expressed by
nepotism, discrimination of race[2][14][2], origin, and level
of health education; regular migration of skilled health
personnel across borders from poorer to better-off countries
both within and outside Africa[34][4][35], and also from the
public to the private health sector[36][37][38][39][40],
weakening public health sectors further; unclear and poorly
implemented policies and guidelines on recommended
practice and poor regulation; quasi inexistence of strategic
plans and no hope of monitoring and evaluation;
conceptualisation of oriented goal for individual profit
making
especially
for
humanitarian
health
actors[41][42][43][44][45][46][47]. The main challenge to be
addressed by these countries including DR Congo in
particular remains on how to ensure the scaling-up of
effective interventions to avoid preventable deaths in health
facilities and households settings and how to structure and
assign work to both clinicians and community members in a
respectful and transparent ways. This matter motivated us to
analyse the findings of the DRC-HDS 2014 basic on North
Kivu information[48][49][50][51]. The aim is to identify and
analyse progress and gaps of the provincial maternal and
newborn health schedule and it utility of process variables
and results to measure services efficiency, especially in how
they linked to family planning, skilled attendance at birth,
and emergency obstetric and neonatal care, including
prevention
and
management
of
unsafe
delivery[14][15][16][17]. Second objective was to describe
the impact of the equity in health maternity care promotion
for the newborn, child and pregnant woman based on
available secondary data of North Kivu in the DRC-DHS
2014[52][53][4][54]. To illustrate a decentralized and
structured violence health equity in the North Kivu Division'
health system, DRC we developed two approaches mainly
Galtung and Abigael approaches.
 Structural Violence Theory
Introduced from 1975 and 1969 by Jahan Galtung
started explain the theory that Social exclusion is the
relegation or social marginalization of individuals,
corresponding more or not the dominant business model,
including older people, people with disabilities (physical or
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mental), or other minorities. It is usually really deliberate or
socially accepted, but constitutes a more or less brutal
process sometimes progressive failure of social links. This
term has begun to find a social common use in the early
1980s in post-industrial societies. While the phenomenon of
putting away is found in so many societies and dates back to
ancient times, the current phenomenon of social exclusion
does not necessarily, or exactly, poverty. One of the
dominant expressions of Western societies is the active
participation in the labour market. Number of unemployed
feel excluded socially. Social exclusion, by depriving an
individual or a group of recognition, denies his identity. And
when the individual passes the State of fact to the status,
then, is a process of stigma. It may involve different fields or
values such as family, marriage, housing, culture, or
education. When this exclusion concerns very vulnerable
groups (economically), it maintains their stigma(Farmer,
2014)[55][37][21][56][16][57].
From the perspective point of view in terms of
globalization and world order, our current study is explained
as a holistic research on maternal health violence rights. He
added that Abuse is unfair consideration (casual, sustainable
or repeated) inflicted on a person (or a group) are treated with
violence, contempt, or indignity. Abuse implies a relationship
of power or domination between the author and the victim,
who is so often dependent and helpless. Related to the abuse
of power, abuse frequently has consequences lasting health
not only physiological but also psychic victims, due to the
moral trauma. In addition, forms of abuse during childhood
are of assault and violence, excision, or rapes, have often
such major consequences on the development of children and
adolescents that studied by Daniel Schechter and Erica
Willheim1,. which translates to adulthood in uneven
propensities to happiness or suffering, or even in the
reproduction of violent behaviour, on others, or oneself
(Johan Galtung, 1975) (Joshua S. Goldstein, 2002) (Maar,
2011) (Honorld., 2007)[58][59][60][61][62].
 Assessment of the Severity of the Abuse as Inequality
Factor
To measure the severity of the abuse, it is important to
analyse what elements which can be consequences. Firstly at
the level of the social or family group in which they take
place, abuse can play a disruptive role. One of the members
of the group to mistreat another with the tacit complicity or
the passivity of other members is always heavy and
ambivalent feelings. Guilt interfere with the resentment of the
aggressor as the victim who we can blame not resist or even
have a special relationship with his torturer. Then, at the level
of individuals, these consequences can be of two types: on
the one hand, injuries and physical damage and, on the other
hand, the reactions at the level of the psyche. For example,
often observed in victims feelings of powerlessness and
humiliation without any relation to the importance of the
injury. But in other cases, these reactions are ambivalent and
mixed both pleasure and pain. The complexity of the modes
IJISRT19JU02

of internalization of situations of dependence explains the
wide variety of the consequences of abuse (Larchanche,
2011). According to Galtung, ‘when the potential is higher
than the current [it] is by definition avoidable and when it is
avoidable, then violence is present (Catharine MacKinnon,
20013). Galtung offers an example,if a pregnant woman died
from eclampsia in the eighteenth century it would be hard to
conceive of this as violence since it might have been quite
unavoidable, but if she dies from it today, despite all the
medical resources in the world then violence is present
according to our Galtung definition this case is taken as
human health violence[63][64][28][65][66][67][64][66].
From this illustration , the potential and actual levels match
in the case of the tuberculosis patient in the eighteenth
century; whereas the potential afforded by medical resources
in the present day is higher than the actual (Janet PageReeves, 2012; Niforatos, 2012)[68][10][69][70]. Galtung’s
conceptualization: violence is about preventing human beings
from achieving their physical and mental potential. Three
types of violence (even though the discourse has privileged
agent driven, direct forms of violence). Direct or personal
violence, structural violence, and cultural violence. These
violences are both visible and invisible in social life and
institutions[71][72][73][74][75][27].
According to the illustration Fig1. below on a Gender
Perspective on Conflict Resolution by Taillon, 1992 in GrantAided or Taken for Granted? A Study of Women’s Voluntary
Organisations in Northern Ireland. Studies on people using
the services of free care show, for example, the links between
abuse, health and social inequities related to human violence
and especially gender based during childhood, propensity to
find themselves in situations precarious and more high
frequency of risk-taking health. the work of Serge Paugam
(2005) regarding other trajectories out go in the same
direction, particularly the study of the so-called cohort in
Gender Perspective on Conflict Resolution which is based on
a survey conducted in island-of-France in five areas with the
support of the national Observatory of poverty and social
exclusion, Ined and Inserm.

Fig 1:- Gender Perspective on Conflict Resolution by Taillon,
1992.
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 physical violence (shots or even injuries carried out with
guns) can put the victims in situations of complete
prostration, but they can also give no further action if the
people are involved in a project where they are intended
to be exceed ;
 situations of deprivation (of food, of care, of affection or
attention) can lead to despair and the refusal to live but, in
other cases, they do not lead to consequences if an
authority has managed to give them a sense; deprivation
of material resources and money for example may be felt
as bans to enjoy the existence or, instead, can be
understood as the opportunity to prove to the world its
spiritual elevation ;
 psychological violence will have completely different
implications depending on the grip of the individual
abuser on the victim: insults of a superior or parent will
be able to be printed sustainably in the consciousness of
the person who will have undergone such disparaging
words, while bashing and denial of tenderness of a spouse
or parent may be considered in another context such as
games or the paradoxical ways to testify its interest ;
 sexual violence (rape, assault and sexual interference,
incest), finally, are less ambivalent and often lead to
feelings of humiliation, powerlessness and negation of
itself as depression and suicide; Yet, in some cases,
women have faced such experiences of abuse and have
transformed them considering them at the broader level of
the situation of the female gender (see King Kong theory
of Virginie Despentes, for example, or the book) of Anne
Delabre on Clémentine Autain).
 Consequences of Mistreatment (Observations of a
Cohorte)
According
to
Georges
Menahem
(1992,
1994)[76][60][77][78][79] has work from large surveys of
population studies, abuse known in childhood result in larger
frequencies both risk-taking and health in adulthood. The
separation of the parents has far fewer negative consequences
in adulthood that the extension of the situations of
disagreement or conflict of parents would have had to bear
the child during conception, gestation and birth (67% more
statements diseases in the case of parental conflict without
separation in cases of separation without conflict, for a list of
28 chronic diseases and for comparable proportions for age
and sex)[80][81][82][83]. Serious emotional lack or absence
of parents more than one year are associated with more
frequent risk-taking and most likely damage to health
(respectively 49% and 36% more chronic disease than the
population mean). The illness or disability of the father or of
the mother that the child would have to endure during his
youth also corresponds with notable aggravations of risk of
accidents and illness (respectively 26% and 23% more
chronic illnesses than average). Similarly, surveys on victims
of serious accidents motorcycle or auto showed that they had
been the object of brutality and abuse during their
childhood[84][85][86][87][88][89]. Other examples include
IJISRT19JU02

vulnerability to situations of social exclusion, topic on which
many surveys have been conducted in France, the United
States and the United Kingdom. The work of Jean-Marie
Firdion and Maryse Marpsat (2000) clearly show that the risk
of engaging in a trajectory of SDF grown strongly by the fact
of having experienced severe family problems
(misunderstanding or violence of parents) during his youth.
These results are confirmed by investigations of Maryse IPUHedibel (1997) for routes of youth engaging in strips to
violent behaviour[90][91][92][93]. Another approach is to
legally define what is an act of inequality and abuse within
the meaning of Act No. 2002-2 of 2 January 2002 renewing
social and medico-social action. In this proposed approach by
the lawyer and researcher Olivier Poinsot, be distinguished
from situations that give rise to a duty to report within the
meaning of article 434-3 of the penal Code (reached at the
physical or moral integrity of the person) of those in which
the breach of a human right is characterized without however
justify the realisation of a report, or situations of non-quality
hospitality or assistance that are independent of any
infringement of a right. According to the psychologist and
psychoanalyst Gerard Mendel, having internalized during his
youth in patterns of violent behaviour encourages to consider
as normal such brutal attitudes to age an adult Alice Miller,
researcher on childhood, suggests that the violence in our
society, including crime, are due to the abuse and other abuse
suffered in childhood, however the individual victim can get
by using a helpful witness. Humiliation, blows, slaps,
deception, sexual exploitation, mockery, negligence etc are
forms of abuse because they injure the integrity and dignity
of the child, even if the effects are not visible
on[94][95][96][97][98][99][100].
First of all, these inequalities also translate inequality
before the risk of die.6, which exists for all causes of deces7.
The gates of lectures8 and synthetic indicators more specific
are therefore sought or used to measure the degree of social
inequality in health for a community, a country where
everyone, or the way to go in terms of reduction of
inequalities; These indicators can be: Variables individual, ad
hoc indicators of deprivation, elements of administrative
databases (which must then manage data of health in
accordance with the regulations in force, in particular
concerning anonymization).
For example a thesis used two tax databases (survey
heritage to death in 1988 and survey on income tax of
households in the year 1990)[101][102][103][104][105] to
assess to what extent certain determinants (level of wealth,
for example) could be a predictor of the risk of dying young
more or less. Ways to fight against inequalities according to
Dourgnon et al., (2001)[106][107][26][108][109] health
insurance is one of the ways to limit the excess mortality of
the poorest, but in France, for example, the eraser of not all
the effects of social inequalities and health.
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The KVG article 64A review makes it impossible for
those affected to get certain medical services, including the
delivery of medication in pharmacies. Between the months of
May and August 2006, 84 people have consulted at the
Polyclinic of the HUG medicine to get drugs. These people
generally have chronic diseases (88%) with a high prevalence
of psychiatric abuses (59%) and low socio-economic level.
This revision makes random access to the care of the weak
and opens a gap in the universal nature of health insurance.
Since the first of January 2006, section 64 of the Act on
health insurance (KVG) allows insurers to suspend the refund
of benefits in the event of incomplete payment of the copayments or insurance premiums[110][36][111][112][113].
Last April, the Geneva State Council mandates the
Polyclinic of medicine and Consultation of infectious
diseases of the University Hospital of Geneva (UHG) to
ensure continuity of care for people affected by these
measures. Here, we deliver a first assessment of the
introduction of this article and a description of the population
concerned. We are also trying to situate this problem in the
more
global,
social
inequalities
in
health[114][115][116][39][1][3].

community will eventually provide itself care which part
don't will probably never be refunded.
Pending a decision of the political power to solve the
difficulties brought about by the entry into force of article
64A satisfactorily, it is important for any player in the health
care system, and in particular for the primary care physician,
to know this problem and to inform the patients concerned to
the procedure in force in their canton[49][7]. More generally,
knowledge of the socio-economic situation of the patient
should be identified systematically; Firstly, because it
represents, like the traditional risk factors, a predictor of
morbidity and mortality, and on the other hand in order to
ensure the possibility for the patient to get the treatment or
medication prescribed. It may indeed be more problematic
for a significant part of the population, especially for people
with low income and high deductibles.
Finally, it is important to try to identify behavioral,
material, environmental, psychosocial or related to the
healthcare system factors explaining social inequalities in
health and to implement, to the extent possible, possible
strategies to address them [3]. Hatcher illustrated the safe
and sound model in South Africa based on the below:

A direct correlation between social status, morbidity
and mortality has been reported in most Western countries. In
recent decades, this phenomenon has even increased in some
countries such as England or the Etats-Unis.2, 3, between
1930 and 1990, the difference in mortality between skilled
professionals and unskilled in England has more than
doubled to a life expectancy of ten years4 difference if this
trend seems to be inflected in 1990, the difference in terms of
healthy life years continued to increase (66.2 vs 49.4
years)[3][14][117].
The prognostic influence of socioeconomic status also
could be demonstrated for different pathologies such as
cancers or heart attack. A correlation with biological markers
such as Creactive protein, HDL-cholesterol and Fibrinogen
was also observed.
Nevertheless, differences in access to specialized care
are found even in countries with universal insurance
coverage. A linear relationship between income and access to
an angiogram and an inverse relationship with the waiting
time could be observed in a Canadian study of more than
50,000 patients admitted for a heart attack of the
myocarde.12 moreover each difference of annual salary of $
10,000 was correlated with a 10% decrease in mortality to
one year[118][5][119]. These results have been achieved
after correction for age, sex, the severity of the illness, the
specialty of the physician and hospital characteristics.
We can also wonder about the interest for the
community to continue to pay large sums for insurance
premiums, while the benefits are suspended and that the
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Fig.2:- Illustration reduce health inequalities conceptual
framework by Abigael M. Hatcher in 2017.
Hatcher wanted to explain the fact that: “violence in
terms of its avoidability criteria and the idea of a gap between
what is possible and what is actually attained presents a
myriad of contestable issues. How does one define what is
possible or potential? How does one decide or even ascertain
when something is avoidable or not? These inequalities are
powered by a variable degree of access to environmental
resources, wealth, education and health (they are therefore
part of spatial segregation). In the cities and territories the
ISS translates into territorial inequalities of health sometimes
very marked. The prison populations, migrant, displaced
populations in war, civil war or living in slums are special
cases [120][121][18][19][38][82][102][122][123][124].These
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inequalities and the number of people being most vulnerable
could increase in the context of the double crisis of climate
and biodiversity. Social and health inequalities (ISS) are
(more or less depending on the countries and eras) crosssectoral policies on health, environmental health and the fight
against social inequalities in health. To produce these
policies, it must first understand these inequalities, and then
be able to assess trends. These policies are more and more in
the policies of sustainable development of the territories,
which sometimes give more space to the "participation of
people in decisions affecting their health. the lack of access
to a healthy and safe environment, the lack of access to good
nutrition, the access to work, lack of access to care and
prevention. Ooften further aggravated by a delayed care use
(the doctor is seen too late). Iincreased exposure to drugs
(including alcohol and tobacco), often due to unfavorable
economic constraints, but also in the case of environment
degraded (social environment, legacy of war, consequences
of pollution and living environment and ecological gradients,
which explain differences) regional mortality of several
points, the ecological inequalities are so often
involved[125][126][127][128][129][130]. Abuse can have
devastating long-term health consequences, including
physical injuries and mental health problems such as
depression and anxiety disorders. Despite these challenges,
basic on low income countries have shown that black women
actively seek out support from multiple formal institutions to
keep themselves and their families safe. Yet Black women
face structural barriers when they seek assistance. Using a
Black feminist perspective, this study describes strategies
that can be employed to improve institutional responses to
Black women survivors and concludes with suggestions for
future practice.
II.

CONCEPTUAL FRAMEWORK OF SOCIAL
DETERMINANTS OF HEALTH AND HEALTH
INEQUALITIES

The gross inequalities in health that we see within and
between countries present a challenge to the world. That
there should be a spread of life expectancy of 48 years among
countries and 20 years or more within countries is not
inevitable[131][132][133][134][135]. A burgeoning volume
of research identifies social factors at the root of much of
these inequalities in health. Social determinants are relevant
to communicable and non-communicable disease
alike[136][137][138][139][140] . Health status, therefore,
should be of concern to policy makers in every sector, not
solely those involved in health policy. As a response to this
global challenge, since 2005 WHO launched a Commission
on Social Determinants of Health, which would review the
evidence, and now is raising societal debate, and recommend
policies with the goal of improving health of the world's most
vulnerable people[141][142][143][128][129][127]. A major
thrust of the Commission is turning public-health knowledge
into political action. A range of factors contribute to health
Inequalities: Socio-economic or material factors such as
IJISRT19JU02

government social spending and the distribution
of income and other resources in society which influence the
social and built environment[144][26][145][146].
 Disparities
In the context of human being like Congolese, Kenyan,
Ugandan people. Woman with maternal illnesses seem to be
poverty
associated
environmental
complex
determinant[76][26][32][104][147]. In all low income
countries the determinants look alike. We agree that social
determinants of health are the conditions in which people are
born, grow, live, work and age with. These circumstances are
shaped by the distribution of money, power and resources at
global, national and local levels. Social inequalities
in environment and health are related to e.g. income,
employment, education, as well as demographic differences,
such as age or gender that are associated with unequal
exposure to environmental risk factors[148][112][149][150].
We can thus define on one hand that effects and causes of
these determinants are known as social inequality. In most
community, social inequality is the existence of unequal
opportunities and rewards for different social positions or
statuses within a group of communities. Health inequities are
differences in health status between population groups that
are socially produced, systematic in their unequal distribution
across the population, avoidable and unfair. In our context
there is inequity in health services in DR Congo health
system that refers to unfair, avoidable differences arising
from poor governance, corruption or cultural exclusion this
system management behaviour has decentralized inequality
in
health
planning
where
uneven
distribution
of health or health resources have influence maternal health
epidemics as a result of genetic. Poor governance determine
negative performance of health system. Health system that is
influenced by social determinants such as poverty, unequal
access to health care, lack of education, stigma, and racism
are underlying as contributing factors of health inequities.
The Centers for Disease Control and Prevention (CDC) is
committed to achieving improvements in people's lives by
reducing health inequities (DCD.Mar 21, 2014). In most Low
income countries, there are health disparities and these are
same among services which refer to differences in
the health status of different groups of people. Some groups
of people have higher rates of certain diseases, and more
deaths and suffering from them, compared to others. These
groups may be based on race, ethnicity, age group
individuals, origin, and religion. The social determinants of
health in poverty describe
the
factors
that
affect
impoverished populations' health and health inequality. Daily
living conditions work together with these structural drivers
to result in the social determinants of health. Poverty and
poor health are inseparably linked to the range of
behavioural, biological, socio-economic and environmental
factors that influence the health status of individuals or
populations. Adapted from the World Health Organization
1998. Health promotion glossary. Geneva: WHO, p. 6[151]
[4]. Whittemore and Knafl's (2005) (Whittemore &
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Knafl, 2005)[152]. The WHO SDH conceptual framework
was also applied so that current knowledge was not only
summarized but also critically advanced (Solar &
Irwin, 2010; Whittemore & Knafl, 2005). The SDH
framework was used to define the variables of interest (social
determinants of health) to extract the relevant data from the
articles included in the review (Whittemore & Knafl, 2005)
[153][154]”.
III.

METHODOLOGY

 Design
This is a clinical and community-based description
cross-sectional study on data analysis review (DHS2014) [5]
on access to maternal health service by mothers and children
at the time needed in the Health division system of North
Kivu Province, DR Congo. Statically systematic analysis of
RDC-DHS 2014 data on maternal and child health promotion
in North Kivu Health Division System, DR Congo are
tracked and compared with the synthesis statement and the
profiles and level of interventions that have been made to
prevent maternal-child death and equity promotion in
communities and health facilities. Data of the Demographic
and Health Survey conducted by the DR Congo Ministry of
Planning, the Ministry of Public Health, ICF international in
collaboration with UNICEF and other international donors in
2014. The objective of the DHS is to produce representative
results at the national and provincial as well as urban and
rural levels. The use of these two-stage for selection
probabilistic sample technic is to select clusters that is
community settings and health facility settings (DRCMinistère du Plan et al, 2014).
 Population and Sample Size
Since protection of maternal and child rights to access
to healthcare services in North Kivu Province was the only
main outcome measure with hard data available in the DHS
2014, the sample size was powered in general statistical
calculation and test on the variables associated with access to
health services. Most the recent prevalence estimated in
North Kivu pregnant population which are reported 35% with
physical, social, and sexual partner/armed person violence in
year before, during, and after pregnancy termination and that
without any access to healthcare assistances.
 Data Analysis
Results as been obtained statistically from the DHS
2014 quantitative data were first recorded on paper in a
structured form by the researcher and then reinterred into an
SPSS (Statistical Package of social Sciences) database.
Quality control and data cleaning was processed from row to
rows, and Colum to columns to verify omitted and misspelled
figures and variables. Descriptive analysis was performed for
both study arms socio-demographic and psychosocial health
outcomes, health gendered based services and equity
promotion, formal and informal health right help-seeking
behaviour, reediness to change, violent and safety behaviour
IJISRT19JU02

at the health facilities, silencing in perceived helpfulness of
any intervention. Arguments on survey socio-demographic,
health services promotion, access to health services and
psychosocial aspects with gendered healthcare needs were
compared between both the DHS conclusions and study
synthesis reviews on right towards access to maternal,
newborn, and child healthcare services in North Kivu Health
Division, DR Congo health system.
 Data Interpretation Approaches
The study synthesis, states that in medicine principles
are still exercised in way that disease requiring special
knowledge and special expertise for management, and
adherence to each disease guideline adding linearly to the
quality of care provided. In this perspective, there is no
opportunity for recognising that diseases are not distinct
biological entities that exist alone and apart from the person.
In last years, according to literatures reviews, clinicians
recognised that it is more important to know what sort of
disease a patient has. The only change that might be made to
this dictum a century later is to substitute diseases risk
factors, and adverse effects for diseases. It is assumed that a
whole-patient oriented view of disease is more accurate than
a disease oriented view (strarfield B,2015). It was shown
that: “diseases are more likely to occur and to be more
serious in socially disadvantaged people. This greater
likelihood of occurrence, severity, and adverse effects is
compounded even further by multiple illnesses, multiple
serious illnesses, and greater likelihood of adverse events
from incompatible interventions. Only a person-focused
rather than a disease-focused view of morbidity, in which
multiple illnesses interact in myriad ways, can accurately
depict the much greater impact of illness among socially
disadvantaged people and the nature of the interventions that
are required to adequately manage the increased vulnerability
to and interactions among diseases”.
IV.

RESULTS

 The Promotion and Protection of the Right to Access
Health Care for Pregnant Woman
In many legislative document of DR Congo, many laws
have violate the rights and women health equity. That is why
this study has purpose to advocate pregnant women’s access
to maternity healthcare starting at community level 1. For
legal evidence, in DR Congo, according to the legislation,
article N0 87 clause 010 of the 1st August 1987 on Family
code, polygamy or polyandrous marriage is not recognised.
But a number of health related to pregnant women problems
occurred in most of single motherhoods. The below analysis
starts on nuptiality and pregnancy complication risks, and
1

Loi n°09 /001 du 10 janvier 2009 portant protection de

l’enfant article 2, Al.1.
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show equity in interventions in the North Kivu Hospitals.
From our analysis point of view, the protection of the right to
access health care is limited due commitment of being a
union with man as husband. This is big challenge for
decision-makers in terms of regulations and laws reviews.

The proportion of adolescent fecondability (18%),
needs of Family Planning for men (38.9%), and needs of
Family Planning for women (94.3%). This shows that the
more the population entre in reproductive cycle, the higher is
the need of family planning services for both men and
women.
 Provision of Parental Care Services
This service is improving in most of health facilities
where pregnant women are motivated for the first pregnancy.
But for multipara women such those with more seven births
parental care services utilisation rate is low.

Chart 1:- Polygamous union: number of co-spouses per man.
Men who has zero co-spouse (84.8%), one co-spouse
(10.7%), more than three spouse (3.1%) comparing women
who has co-husband (54%) with zero, one co-husband (40%),
and only women who have more than three (1%). This shows
that polyandrous union is high in North Kivu where the
proportion women (46%) at least has one co-husband.
 Reproductive Needs During Adolescent Fecondability
(15-19years) and Family Planning
In most Low Income Developing Countries (LIDC),
reproductive needs are illimited due socio-economic factors
and cultural values while reproductive strategies are limited
in most of LIDC. There is need of a large number of
resources in terms of formal and informal education,
integration of changeable influences of rigid behaviours.
These factors because of not being addressed earlier
pregnancies are rampant. Adolescent lack access to basic
reproductive education at community level. This matter has
hindered the family planning effectiveness in many countries.

Chart 3:- Women who received prenatal care services for
their recent pregnancy
The above chart shows that among prenatal services,
the proportion that is high (93.4%) of pregnant women were
checked weight, hypertension were checked (81.9%), they
know about complication of pregnancy sign risks (80.0%),
and women who had a live birth during last five years only
(8.83%). The results show that the irregularities in the above
services have impacted newborns’ lives. The proportion of
women who received antitetanous only two injections
(31.4%).
 Place of Birth and Duration of Maternity and Neonatal
Care
This information is about the types of place where the
pregnant women was taken in critical labour situation may be
because of limited means to access the right health facility
with appropriate maternity healthcare services. It is also
about the last treatment during gestation period and labour
time but to the child, the care given from gestation, birth, and
neonatal period.

Chart 2:- Ilimited needs during adolescent fecondability
(15-19years) and family planning
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experienced woman (6.6%) provided care during delivery. At
postnatal stage, biomedical or physician assistance (49%),
nurse assistance were (9.1%), women who did not assistance
(41.3%).

Chart 4:- Place of birth, duration maternity and neonatal care

 Socio-Economic Reasons To Accessibility To Health Care
By Pregnant Woman
General reasons seem originated from the responsible’
will to provide their experts for assisting the pregnant
woman. Social influence in seeking permission to access
maternity services from community members, health
professionals and actors, and health and community
authorities. The mentioned factors were analysed in terms of
money kind cash.

Place of birth in public health facility (78.7%) and at
traditional healer (1%). For the duration between delivery
and last treatment of the mother less than four hours (36.1%),
followed by those ones who were not treated (35.3%),
compared with women who did not know if were treated
(1.3%). The newborns who were treated less than 1 hour after
being born (0.5%), those whom their recognised they did not
receive any treatment (95.7%) but they were given medical
prescription to go to the pharmacy.
 Access to Assistance of Qualified Health Personnel
Maternal healthcare and neonatal need specific
attention in order to minimise the rate of maternal and
neonatal deaths. This implies that access to quality care
services with qualified health personnel is right to both
mother and child in this particular time during pregnancy
management time period.

Chart 6:- Socio-economic reasons that influence pregnant,
newborn, and child to access or not access to healthcare at
the needed right time
The socio-economic is the major reason to influence
pregnant women. This means the shortage of money to seek
health services were a big challenge to responsible in taking
decision on the behalf of the parturient. Permission to seek
care (63.2%), followed by the decision for using the money
to the priorities (58%), but also similar reasons of other
problem that need money to be solved (69.3%). This implies
that the possession of money by responsible of the pregnant
women influence a lot on the decision to seek healthcare on
time, at the right place and the right health personnel.

Chart 5:- Types of health personnel who provided prenatal up
to postnatal care to the mother
Types of health personnel who provided prenatal up to
postnatal care to the mother. The results show proportions
that nurse (76.6%) provided maternity care at pre-pregnancy
stage followed by birth attendants (11%), only biomedical or
physician (9.8%) provided assistance to a pregnant woman
during prenatal period and women who did not received
assistance (2.2%) at prenatal stage. During delivery,
biomedical or physician (14%), followed by the assistance of
nurse (55.2%), and birth attendants (22.4%), only community
IJISRT19JU02
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Annual expenses on health (42%), which is influenced
by control and use of money of both man and woman
(58.9%). Regarding decision for expenses, social contribution
and assistance (66.2%) has impacted on health
responsibilities, only the average expenses for hospitalisation
of woman (11%) a year. This shows that the woman’s health
is sacrificed on the behalf of social expenses whereas the
increase in family health security influence the increase of
family income.
V.

DISCUSSION

 What is protection of the right to access health care for a
newborn, child.
The word child comes etymologically from the Latin
"INFANS" which means the one who does not speak, who
cannot give his opinion, and who depends only on the choice
and decisions of adults.2 "Without weight and without
rights", the child was considered in many societies as an
exclusive property of his parents. 3Roman law, like the old
French law, bears witness to this conception of the child
which was conceived as the object of paternal power and
could not thus be considered as the holder of rights.4 This
conception will gradually evolve through circumstances
whose competition will ultimately lead to actions in favor of
the child and its protection. It is in this sense that; at the
national level, a specific law Law No. 09/001 of 10 January
2009 on the protection of the child was adopted [6]8. The
protection of the child arises even in the penal code and in
the law on the sexual violence. Similarly on the international
and regional African level, several treaties and agreements
have been ratified by the states including the DRC, among
which we can cite: The Pact on the Rights of the Child and
the Convention on the Rights of the Child CRC 1990;
African Charter on the Rights and Welfare of the Child
(1990/1999); The African Charter on Human and Peoples'
Rights adopted at the Eighteenth Conference of Heads of
State and Government in June 1981 in Nairobi etc ... all these
texts recognize the right of the child to health and well-being.
These beautiful texts suffer from a great problem that of the
implementation on the pan practice in the country. It can be
seen that not all children in the DRC have easy access to
primary health care and the country is among those in which
the infant mortality rate persists.

Despite these incredible advances, more than 6 million
children still die before their fifth birthday each year.
Hundreds of women die every day during pregnancy or
childbirth-related complications, and in developing regions,
only 56LoL deliveries in rural areas are attended by a
competent professional. As result, the present study is geared
towards identifying obstacles to the implementation of
national and international child health resolutions and
programs, and the search for some strategies that can
contribute to the search of some strategies that can contribute
to the implementation of these programs.
A prospective cohort study done in Lubumbashi on
comparing women who did or did no, low, moderate, or high
numbers of antenatal care visits; three different levels of
delivery care; and who did or did not attend postnatal care.
Concluded that perinatal mortality, maternal health services,
perinatal care, postnatal care, emergency obstetric and
neonatal care was high among the infants of women during
postpartum period. The problematic is to find the strategy for
implementing declarations and resolutions on the child’s
right to health. The questions.
 What causes the failure of children’ right to access to
primary health care in North Kivu Health Division,
DRC?.
Through this study, interest is to contribute to ideas that
can make primary maternity healthcare accessible to the
mother and children. Driven by the concern for the protection
of the rights of the child, the study proposed ways of
claiming and defending the child's right to health. In fact, it is
an absolute necessity for every human being to receive
appropriate health care in her/his context in order to be able
to use his / her competences, because all we can do is
depending on the quality of our health and what we have
been when we were children. A healthy child can develop his
personality through physical and intellectual abilities. Indeed,
the development of our country does not depend solely on its
geological potential; but also the quality and accessibility of
its young population to health and education.
 Study Significant Conceptualisation

2

F.Dekeuwer Defossez, « Les droits de l’enfant », Coll. Que
sais-je?, PUF, 1ère éd., Paris, 1991, p.3.
3
G. Chancoco, La problématique de l’effectivité du droit de
l’enfant à la santé et à l’éducation dans les situations de
conflit armé interne en Afrique : Réflexions à la lumière de la
crise en Côte d’Ivoire, Thèse en droit, Août, 2014, p.66.
(Inédit).
4
Ibidem.
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For the health facilities, this model is stipulated that
health provision and access should be beyond treated
sickness. This means that for the social wellbeing of the
mother, newborn, child needs, all needful services should be
available at any time. Beyond the individual efforts, all
agents of health are call to promoting health and wellbeing
all at domestic, national however international factors may
impacting on health and health system agents. System refers
to any collection of related parts that interact in an organized
way for a purpose. To better progress we want to define the
concepts that constitute the core of this paper and this for a
good understanding of the rest of this paper on health equity.
Children5, the Child Protection Act No. 09/001 of 10 January
2009 defines the child as any person, girl or boy, under the
age of eighteen6. It is also the minor. Right, all the laws and
provisions regulating relations between the members of a
society. It is also the science whose object is the study of the
laws and rules of society. By the sources of public
international law we find treaties and international
agreements. These are rules of law negotiated by several
states for the purpose of committing themselves to each other
in the field they define, for example, health and commerce. It
is up to the constitutions of the countries concerned to define
which authorities are competent to conduct negotiations and
to ratify the treaties7. Health, it is the state of someone whose
body functions normally, the health status of a community8 9
10
. Health system, an ordered set of principles forming a body
of doctrine. It is still the whole of the methods of the
processes intended to assure a function, to produce a result.
The field of health is a very important area and a major
concern for the policies of States and international
organizations. Indeed, all the themes that are currently being
developed to reduce global warming, the conservation of
nature and a healthy environment have a very strong impact
on the health of living beings and humans in particular. Thus
in the concern to preserve a good health of the population the
states meet and take different agreements and resolution
favorable to the improvement of the sanitary conditions of
the options and their access to primary health care. Among
the layers that make up the population there is a nursery layer
5The

child is the boy or the girl who has not reached adolescence
(Dictionnaire Petit Larousse illustré 2013). . They also define the scope of
international standards vis-à-vis domestic law and how to integrate them
into the hierarchy. The Conference strongly reaffirms that health, which is a
state of complete physical, mental and social well-being, not only in the
absence of disease or infirmity.
6 Loi n°09 /001 du 10 janvier 2009 portant protection de l’enfant article 2,
Al.1.
7 Loi n°09 /001 du 10 janvier 2009 portant protection de l’enfant article 2,
Al.1.
8 www.cours- de-droit.net »droit international. Droit de l’enfant.
9 Conférence d’Alma Ata ; 12 septembre 1978 : Déclaration d'Alma-Ata sur
les soins de santé primaires.
10 Conférence d’Alma Ata ; 12 septembre 1978 : Déclaration d'Alma-Ata sur
les soins de santé primaires.

that are children. Child protection laws recognize the child's
right to health. Primary health care, are clues that reflect: (i)
reflect the economic conditions and the socio-cultural and
political characteristics of the country and the communities
from which they emanate and are based on the application of
the relevant results of social and biomedical research and
health services research, as well as public health experience;
(ii) aim to solve the main health problems of the community
by providing the necessary promotion, prevention, care and
rehabilitation services for this purpose; (iii) include at a
minimum: education about health problems as well as the
prevention and control methods applicable to them,
promotion of good food and nutrition conditions, adequate
supply of safe water and sanitation measures maternal and
child health care including family planning, vaccination
against major infectious diseases, prevention and control of
local endemics, treatment of common diseases and injuries,
and provision of essential drugs. Article 21 every child has
the right to the enjoyment of the highest attainable standard
of health. This right includes health care, breastfeeding and a
healthy, sufficient, balanced and varied diet. The state
develops and implements effective strategies to reduce child
morbidity and mortality11, and especially children, which
they can only fulfill by providing adequate health and social
services. One of the major social goals of governments,
international organizations and the entire international
community over the next few decades is to provide all
peoples of the world with a level of health that enables them
to lead socially and economically productive lives. And
ensure normal growth for children by eradicating all
epidemics to which children are exposed, such as the cholera
epidemic that has sprung up in some areas. The main
problems faced by children in the Democratic Republic of
Congo: The infant mortality rate in the DRC is 199 ‰ which
is extremely high. Access to care and especially vaccinations
remains problematic given the limited resources granted to
hospitals and hospitals. The lack of information of the
population. In order to ensure children's quality of health the
DRC, to adhere to resolutions among which Alma ATA
statement on primary health care. A country that wants to be
developed must reach for the well-being of its population. It
is an ideal that is not yet achieved in the DRC. Primary health
care is essential health care based on methods and technics
that are practical, scientifically sound and socially acceptable,
made universally accessible to all individuals and families in
the community with full participation and at a cost that the
community and the country can assume at all stages of their
development in a spirit of self-responsibility and selfdetermination. They are an integral part of the national health
system, of which they are the linchpin and the main focus, as
well as the overall economic and social development of the
community. The universal declaration of Alma Ata was made
by the states including the Congo. According to this
declaration primary health care should be accessible to all by
11

Governments have a responsibility for the health of populations (LOI N°
09/001 PORTANT PROTECTION DE L’ENFANT).
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the year 2000, this ideal had not been achieved and it was a
failure on the part of the States. Other objectives have been
taken, these are the objectives of sustainable development,
among these objectives the third is aimed at good health and
well-being. It mainly concerns mothers and children, the
fight against epidemics, road safety and access to healthcare.
All states are in the race to reach them as far as possible.
 What are the limits of mother’ right to access to maternal
health care in North Kivu Health Division, DRC?.
Chart 1. Shows that men who has zero co-spouse
(84.8%), one co-spouse (10.7%), more than three spouse
(3.1%) comparing women who has co-husband (54%) with
zero, one co-husband (40%), and only women who have
more than three co-husband (1%). This shows that
polyandrous union is high in North Kivu where the
proportion rate of monogamous women (46%) is less than the
half. This implies that the responsibility of women’s health
by couple is assumed to 46% if each is responsible of his
wife’s reproductive life span in terms of support. The
opposite is that women ‘are responsible of their own health
54%. This is a contributor factor on violation of mother’ right
to access health care. Because they satisfy other Ilimited
needs then reproductive health needs. In Chart 2. The
proportion of adolescent fecondability (18%), needs of
Family Planning for men (38.9%), and needs of Family
Planning for women (94.3%). This shows that the more the
population entre in reproductive cycle, the higher is the need
of family planning services for both men and women. But
limits are that health system actors do not plan for new needs.
Studies and evaluations on FP has shown that planning for
the entire population are done on estimations without any
baseline study that direct health planning. Chart 3. shows
that among prenatal services, the proportion that is high
(93.4%) of pregnant women were checked weight,
hypertension were checked (81.9%), they know about
complication of pregnancy sign risks (80.0%), and women
who had a live birth during last five years only (8.83%). The
results show that the irregularities in the above services have
impacted newborns’ lives. The proportion of women who
received antitetanous only two injections (31.4%). Chart 4.
On the Place of birth, duration maternity and neonatal care,
place of birth in public health facility (78.7%) and at
traditional healer (1%). For the duration between delivery
and last treatment of the mother less than four hours (36.1%),
followed by those ones who were not treated (35.3%),
compared with women who did not know if were treated
(1.3%). The newborns who were treated less than 1 hour after
being born (0.5%), those whom their recognised they did not
receive any treatment (95.7%) but they were given medical
prescription to go to the pharmacy. Chart 5. Types of health
personnel who provided prenatal up to postnatal care to the
mother, types of health personnel who provided prenatal up
to postnatal care to the mother. The results show proportions
that nurse (76.6%) provided maternity care at pre-pregnancy
stage followed by birth attendants (11%), only biomedical or
physician (9.8%) provided assistance to a pregnant woman
IJISRT19JU02

during prenatal period and women who did not received
assistance (2.2%) at prenatal stage. During delivery,
biomedical or physician (14%), followed by the assistance of
nurse (55.2%), and birth attendants (22.4%), only community
experienced woman (6.6%) provided care during delivery. At
postnatal stage, biomedical or physician assistance (49%),
nurse assistance were (9.1%), women who were not assisted
(41.3%).
The socio-economic is the major reason to influence
pregnant women. This means the shortage of money to seek
health services were a big challenge to responsible in taking
decision on the behalf of the parturient. Permission to seek
care (63.2%), followed by the decision for using the money
to the priorities (58%), but also similar reasons of other
problem that need money to be solved (69.3%). This implies
that the possession of money by responsible of the pregnant
women influence a lot on the decision to seek healthcare on
time, at the right place and the right health personnel.
Infant mortality could be avoided by improving the
quality of children's health care, by taking preventive
measures and treatment. Educational measures to encourage
parents, for example, to massively vaccinate their children.
This would be one of the strategies. The challenge is that
vaccine is it enough for all the children, and are all vaccines
available at the right time for immunasation children period?
Household living conditions strongly influence the risk of
dying. DRC, about one of ten children dies before reaching
the age of five. The risk of dying before the age of five shows
significant differences depending on the urban and rural area
of residence. In general, infant mortality is much lower in
urban areas (59%) than in rural areas (68%). Improved
health, environmental, socio-economic and cultural
conditions would also contribute to children's access to
primary health care. This is a burden, an obligation of the
state to provide the population with a minimum standard of
living acceptable. Another thing that weakens international
agreements on health is that they are not binding: Making
international agreements and resolutions binding on states
could contribute to their implementation.
He also points out that; mortality levels drop sharply
with the increase in the mother's education level, regardless
of the mortality indicator considered. Thus, a child whose
mother has no education is at risk of dying before the first
birthday, 1.2 times higher than that of a child whose mother
has a secondary education (72 ‰ versus 58 ‰).
This is a burden, an obligation of the state to provide
the population with a minimum standard of living acceptable.
Another thing that weakens international agreements on
health is that they are not binding: Making international
agreements and resolutions binding on states could contribute
to their implementation. He also points out that; mortality
levels drop sharply with the increase in the mother's
education level, regardless of the mortality indicator
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considered. Thus, a child whose mother has no education is
at risk of dying before the first birthday, 1.2 times higher than
that of a child whose mother has a secondary education (72
‰ versus 58 ‰).
VI.

INNOVATION OF THE STUDY

In most industrialized countries have achieved both
horizontal and vertical equity in the use of primary care
services, meaning that people with greater health needs
receive more primary care services. Although some countries
have achieved horizontal equity in use of specialist services,
very few have achieved vertical equity because sociallydeprived populations have less access to specialist services
than their needs require. Inequity in healthcare services is the
process of systematic and potentially remediable differences
among population groups defined socially, economically, or
geographically. It is not the same as inequality, which is a
much broader term, generally used in the human rights field
to describe differences among individuals, some of which are
not remediable. In some literature, “unfairness” is termed to
say inequity, but unfairness is not measurable and therefore
not a useful term for policy evaluation. Inequity can be
horizontal or vertical in provision and access to health it has a
large meaning[155][5][156]. Horizontal inequity indicates
that people with the same needs do not have access to the
same resources to respond on at the right time. Vertical
inequity exists when people with greater needs are not
provided with greater resources to respond on at the right
time[6][1][2][3][4]. However resources do exist in their
community but under a non-available sources of resources
provision. This is the violence of right to access of services.
In population surveys, similar use of services across
population groups signifies inequity, because different
population subgroups have different needs, some more than
others. Equity is considered as an equal proportional use
across population subgroups to their minor and major needs
at the right time, if not then in fact is inequity, thus violence
of right to access to that particular service at the needed
time[53][157][158].
According to Barker who said that: “ the impact of
gender power for physical and mental health of girls, women
and transgender/intersex people, and also of boys and men
can be profound. It affects health norms and practices,
exposures and vulnerabilities to health problems and the
ways in which health systems and research respond. While
gender systems tend to change slowly, they can sometimes be
altered by sudden sharp bursts of social upheaval. The social
upheavals set off by the civil rights and women's movements
of the 1960s and the intensified focus on a broad human
rights agenda at the United Nations conferences of the 1990s
have challenged the narrower understanding of human rights
that had prevailed until then (Laurie & Petchesky,
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2008)[5][6][7][8][9].The intermediary factors are broadly
four-fold: (i) discriminatory values, norms, practices and
behaviours in relation to health within households and
communities; (ii) differential exposures and vulnerabilities to
disease, disability and injuries; (iii) biases in health systems;
and (iv) biased health research. These intermediary factors
result in biased and inequitable health outcomes, which in
turn can have serious economic and social consequences for
girls and boys, women and men, for their families and
communities, and for their countries. These social norms
create the conditions in which some young and adult men (in
the family or outside of it) sexually abuse girls or use
physical violence against them, the preference by some adult
men for younger female sexual partners, and the practice of
sexual coercion by too many men and boys against girls
(Barker, 2006)”.
VII.

CONCLUSION

The right of the child to health is a right whose
implementation is still utopian in the Congo, because primary
health care is not accessible to all. The Alma-Ata Declaration
of 1978 was revolutionary in that it linked the rights-based
approach to health as a viable strategy for achieving it. The
statement from the work of the International Conference on
Primary Health Care identified primary health care as an
ambitious goal but not yet achieved "Health for All" by the
year 2000.Taht is a big step for the countries, but requires
that other factors intervene to contribute to its realization, for
example, that the population must have the financial means
to obtain care and that there is a qualified staff, a healthy
environment such as the obstacles that hindered the
achievement of this goal.
On the other hand, the declaration was non-binding.
From the start, there were conceptual disagreements about
how to define fundamental terms such as "universal access",
which persist today. And many other international resolutions
on health suffer from non-fulfillment because non-binding
sanctions or no responsibility is exercised against states that
do not implement them. It will be difficult to focus attention
on the implementation of primary health care for children
when even in adults this is not real. Thus, in order to claim
the rights of children, effective education of the population
and health structures on the issue of the specific requirements
of children's health is required, inviting parents to take
responsibility for their own care and the relevant political and
administrative authorities. To make a commitment, in all
respects, to respect the rights of the child. Concrete actions
are needed to claim the right of children to health. Finally, as
a reminder, the fundamental rights of the child are those of
education, life, health care and protection, in order to
promote its full development.
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RECOMMENDATIONS
It should be known that proposed strategies for the
implementation of the laws on the health of the children; and
their easy access to primary health care become a priority for
the decision makers and that: “

and health facilities on maternal health epidemiology
influences that the data will help to create progress indicators
on gendered health equity promotion.
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Economic policy should aim to generate livelihoods for
all people, providing stable incomes at a level necessary for
their physical, mental and social well-being; complementary
social policies should ensure social protection for those
unable to attain or sustain such a livelihood. This will mean,
inter alia, bringing employment and employment conditions
back in as a central concern of economic and development
policy, in contrast to their recent invisibility (see e.g. Chen et
al., 2005; Chen, Vanek and Heintz, 2006)”.
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