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Abstract 

Background Maternal and neonatal mortality remains a major concern in the Democratic Republic of Congo 
(DRC), and the country’s protracted crisis context exacerbates the problem. This political economy analysis examines 
the maternal and newborn health (MNH) prioritization in the DRC, focussing specifically on the conflict‑affected 
regions of North and South Kivu. The aim is to understand the factors that facilitate or hinder the prioritization of MNH 
policy development and implementation by the Congolese government and other key actors at national level 
and in the provinces of North and South Kivu.

Methods Using a health policy triangle framework, data collection consisted of in‑depth interviews with key actors 
at different levels of the health system, combined with a desk review. Qualitative data were analysed using inductive 
and then deductive approaches, exploring the content, process, actor dynamics, contextual factors and gender‑
related factors influencing MNH policy development and implementation.

Results The study highlighted the challenges of prioritizing policies in the face of competing health and security 
emergencies, limited resources and governance issues. The universal health coverage policy seems to offer hope 
for improving access to MNH services. Results also revealed the importance of international partnerships and global 
financial mechanisms in the development of MNH strategies. They reveal huge gender disparities in the MNH sector 
at all levels, and the need to consider cultural factors that can positively or negatively impact the success of MNH poli‑
cies in crisis zones.

Conclusions MNH is a high priority in DRC, yet implementation faces hurdles due to financial constraints, political 
influences, conflicts and gender disparities. Addressing these challenges requires tailored community‑based strate‑
gies, political engagement, support for health personnel and empowerment of women in crisis areas for better MNH 
outcomes.
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Background
The high and disproportionate burden of maternal and 
neonatal mortality is a recognized problem globally, 
and particularly in low- and middle-income countries 
(LMIC) [1]. In 2021, the average maternal mortality ratio 
was 317 maternal deaths per 100 000 live births in Sub-
Saharan Africa, which was almost 19 times the rate for 
high-income countries [2].The Democratic Republic of 
Congo (DRC) ranks fourth out of eight countries, report-
ing more than 50% of all maternal deaths worldwide, 
behind India, Nigeria and Pakistan [3, 4]. The country, 
specifically the eastern provinces of North and South 
Kivu, has been severely affected by more than three dec-
ades of armed conflicts; the negative effects of these con-
flicts on women and children’s health and wellbeing are 
profound [5, 6]. Insufficient healthcare funding and weak 
state authority, especially in conflict zones, worsen the 
health risks faced by these vulnerable populations [6–8]. 
The majority of maternal, newborn, and child health indi-
cators remain poor in DRC. Indeed, although estimates 
for the period 2000–2017 showed an overall reduction of 
38% in maternal mortality, this remains at 415 deaths per 
100 000 live births in 2021. Neonatal mortality has been 
estimated at 22 deaths per 1000 live births in 2021 [9].

Interventions to prevent many of the maternal and 
newborn deaths already exist in the policies of many 
African countries, including the DRC [10, 11]. The reason 
for the deaths recorded would therefore not lie solely in 
the absence of policies, but perhaps also in the failure to 
implement these interventions or to adapt the content of 
global strategies and policies to the specific context [3]. 
Factors that hinder implementation may include a lack 
of political will, inadequate funding, insufficient capacity 
among health workers, power dynamics and poor gov-
ernance and funding. In addition, regions with protracted 
conflicts, such as North and South Kivu in Eastern DRC, 
may present specific factors linked to the security crisis 
component. A better understanding of the relationships 
between these factors and decision-making in the MNH 
sector would enable policy development and implemen-
tation to be guided more effectively for the DRC context.

We have conducted a political economy analysis (PEA) 
[12] of policy development and implementation of 
MNH programs over the past two decades in the DRC. 
This PEA aims to understand the factors that facilitate 
or hinder the development of MNH policies, the prior-
itization of MNH, the decision-making processes and 
actor dynamics that determine the allocation of MNH 
resources and the implementation of MNH services 
by the Congolese government and other key actors at 
national and provincial levels.

Methods
Study design
We conducted a descriptive case study [13] that focussed 
on the PEA of MNH policies and their implementation 
in the DRC. We used a health policy triangle framework, 
which has been applied to PEAs in LMICs [12, 14]. The 
study period ran from October 2022 to August 2023.

Study site
The study took place in the DRC, in the two eastern prov-
inces of North and South Kivu, and in the capital, Kin-
shasa, where the national institutions are based. North 
and South Kivu provinces are among the country’s most 
severely affected by armed conflict, massive population 
displacement and complex socio-economic challenges [5, 
8, 15–17]. In addition to the conflicts, these provinces are 
regularly hit by recurrent epidemics of infectious diseases 
and natural disasters, all of which contribute to the pre-
carious health situation of the populations [18–22].

Conceptual framework
We examined decision-making processes, actor dynamics 
and the underlying factors that lead to inadequate policy 
design, implementation and resource allocation – specifi-
cally for MNH within the eastern DRC context of conflict 
and fragility. Drawing on Walt and Gilson’s health policy 
triangle framework [23], the question was addressed by 
exploring the following themes (Fig.  1) through local, 
provincial and national levels and interactions across the 
three levels:

– Policy-making process: We examined planning, budg-
eting, health financing and decision-making pro-
cesses influencing MNH policy implementation in 
crisis-affected areas of North and South Kivu.

– Understanding policy content: We assessed alignment 
of current DRC MNH policies with local values, 
health system and other factors affecting their execu-
tion in North and South Kivu.

– Stakeholders and organizations: We explored gov-
ernmental and non-governmental actors impacting 
MNH prioritization and implementation across the 
DRC health system, analysing power dynamics and 
influencing factors.

– Context and events: We investigated how acute 
shocks, prolonged crises and local social norms 
affect MNH prioritization and execution in conflict-
affected provinces.

– Gender and social dynamics: We integrated this 
theme into supporting question to understand how 
gender norms impact MNH prioritization.



Page 3 of 15Bigirinama et al. Health Research Policy and Systems           (2024) 22:55  

Case definition
The health system in the DRC functions across three lev-
els: the Ministry of Health (MoH) at the central norma-
tive level, 26 coordinative Provincial Health Divisions in 
the 26 provinces and 516 operational Health Zones (HZ, 
or health districts) at the local level. Our study investi-
gated the decision-making and implementation dynamics 
of MNH policies within conflict-affected regions, notably 
the North and South Kivu provinces. Our analysis cov-
ered the decision-making process at the central level, 
which impacts planning across the entire health system.

Data collection
We explored the DRC and its eastern conflict-affected-
area case through a desk review, as well as interviews 
with key stakeholders in the MNH space.

Desk review
We conducted a desk review of relevant academic, pol-
icy and technical reports from the health system and 
other relevant sectors (Ministry of Planning, Ministry 
of Budget and other government institutions), as well as 
international and national organizations playing a role in 
policy development and implementation. The PubMed 
MEDLINE and Google Scholar databases were used as 
the main source for relevant peer-reviewed academic 
articles. Article selection focussed on relevance to the 
research topic using the following keywords: Democratic 
Republic of Congo, maternal and newborn health, mater-
nal death, health policies, Kivu, prioritization, conflict, 
low-income country. The desk review covered docu-
ments published between 2006 and 2021, except for key 
DRC Health System documents from earlier periods. 

We consulted a total of 36 peer-reviewed articles and 19 
documents, which provided the primary basis for our 
analysis.

Key informant interviews
We conducted interviews with 24 stakeholders includ-
ing political decision-makers. Interviewees were selected 
through a combination of purposive and convenient 
sampling. They included stakeholders from: the MoH, 
the Ministry of Planning, the Universal Health Coverage 
Fund and the Ministry of Budget [4], bilateral and multi-
lateral organizations [4], technical staff in the MoH [6], 
researchers from the DRC with extensive international 
research experience [2], North and South Kivu civil soci-
ety representatives [4], and healthcare providers work-
ing in the North and South-Kivu HZs [4]. A preliminary 
stakeholder mapping and analysis guided the selection 
of participants. The availability of participants also influ-
enced the selection and the duration of data collection. 
While we aimed for gender balance in the selection of our 
interviewees, we only managed to interview 5 women out 
of the 24 interviewees. In this study, transcript validation 
with interviewees was not conducted.

We used semi-structured interview guides developed 
with guidance from the desk review and the conceptual 
framework. Data collection took place between October 
2022 and August 2023. The interviews were conducted 
face-to-face or online via Zoom Video®.The interviews 
were conducted in French and recorded. They lasted an 
average of 43.4 min. Four members of the research team 
conducted the interviews (R.B., P.M., C.Z.C. and G.N.).

Fig. 1 Health policy triangle framework adapted from Walt and Gilson (1994) [23]
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Analysis
To analyse the transcriptions, we followed the reflexive 
thematic analysis approach [24]. We first became famil-
iarized with the data by reading and re-reading the tran-
scripts and discussing the potential themes that were 
prevalent in the data with the team. In the second step, 
we created codes related to the common responses from 
the transcripts. After a structural coding from the inter-
view guides, we developed descriptive codes within each 
group of responses. Through line-by-line coding upon 
further reading of the responses, we generated subjec-
tive codes. In the third step, pattern codes were created 
to categorize initial codes and generate themes. The team 
then consultatively reviewed themes, discussing their 
meaning and taking into consideration the richness of 
data associated with them. In step five, the team defined 
the themes, interpreting the main findings and select-
ing extracts from the data that demonstrated the main 
findings. Step six consisted of reporting: findings were 
written up according to the study frameworks, with co-
authors collaboratively deciding on main arguments to 
be derived from the findings in relation to key drivers of 
MNH prioritization in DRC.

The analysis was carried out iteratively and collabora-
tively. The structural, descriptive and line-by-line coding 
were prepared by R.B. assisted by C.Z.C. After this point, 
they were joined by five other researchers (PM, CMC, 
GN, MM and GB) to collaboratively conduct the pattern 
coding and deductive incorporation of themes into the 
conceptual framework. We conducted a second literature 
search to assess the applicability of the deviant codes and 
findings that did not fit into the main categories. We were 
then able to understand and interpret how these deviant 
codes and findings can be integrated into the analysis.

Ethical considerations
This research was approved by the ethics committee of 
the Université Catholique de Bukavu under the reference 
UCB/CIES/NC/021/2022. All interviewees voluntarily 
gave their informed consent prior to the interview and 
audio recording.

Results
The process of developing and implementing MNH policies
Strategic policy planning at national level
Respondents stated that policy development is driven 
primarily by identified health needs, aligning priorities 
with available resources and government directives. Cru-
cial data from surveys such as the national Demographic 
and Health Survey and the Multiple Indicators Cluster’s 
Survey helps establish these needs, but our review found 
that the latest surveys were in 2018 and 2014 respectively, 
while the last national census was in 1984. According to 

respondents, limited financial resources hinder the gov-
ernment’s independent studies, emphasizing the role of 
scientific research, often conducted via international col-
laboration or by local researchers, in guiding decisions.

The MoH plays an essential role in prioritizing MNH 
since its advocacy can shift the balance in favour of pri-
oritizing funding for the sector’s policies. According to 
respondents, the MoH currently focusses its advocacy on 
MNH policies. Despite this consideration, health financ-
ing for MNH in DRC faces major challenges. The coun-
try has not yet reached the 15% threshold of the budget it 
committed to allocate to health [25]. Challenges contrib-
uting to poor allocation include insufficient government 
revenues, largely due to corruption, delays in revenue 
collection and the big size of the informal economy.

A lot of people are criticizing the (national) budget. 
This budget is not realistic. (The allocated amounts) 
don’t really reflect the budget and it doesn’t really 
reflect the resources. The resources are minimized 
and so are the needs... And when we contribute, what 
do those who receive the money do with it? You’ll see 
someone who is this [an ordinary public officer] but 
he lives a high-class lifestyle and has villas. He’s a 
big boss. And then there’s the political involvement, 
the exonerations that are made, the influence ped-
dling, the weakness of the justice system... all these 
elements contribute to the fact that we can have a 
budget that is not consistent. (Respondent 3/Central 
level)
Yes, the budget is insufficient, that’s a fact. The 
budget depends on revenue, and revenue often 
doesn’t keep up for several reasons... there’s a regu-
latory malfunction in the various sectors, and that 
means that revenue doesn’t keep up. That’s on the 
one hand, and on the other, revenues are not keep-
ing pace because of bad practices. There are people 
who think only of their bellies. There’s embezzlement, 
people don’t pay their taxes. All this means that 
the State doesn’t have the means to implement its 
policies. Thirdly, the informal economy accounts for 
over 80% of employment in the DRC. These people 
are not indigents. They collect money but don’t pay 
taxes. (Respondent 2/Central level)

Setting priorities in the MNH area is also complex 
because of the diversity of issues in the health sector, all 
of which are considered equally important and affected 
by the government’s insufficient funding of the health 
sector. Donors and households therefore play a signifi-
cant role in financing healthcare (37% and 43%, respec-
tively) [25]. In the end, prioritization ends up falling in 
the hands of donors, depending on the resources avail-
able from existing partnerships.
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It’s still difficult because we still have the impres-
sion that everything is a priority. That’s why I said 
to you: sometimes you have funds, and you ask 
yourself, where do we start, what’s going well, what’s 
not going well? But of course, there is well-targeted 
support, there are partners involved in planning for 
safer motherhood, for violence, etc. (Respondent 7/
Central level)

Health policies in the DRC are thus influenced by inter-
national partners, with diverse funding sources and new 
partners redirecting resources to MNH. The Kinshasa 
Agenda Initiative in 2010 and other initiatives such as the 
donor Groupe Inter-Bailleurs Santé (GIBS) coordinating 
structure [26, 27] have facilitated international aid coor-
dination in the health sector. The Global Financing Facil-
ity (GFF) [28] played a key role in reshaping the National 
Health Development Plan into a MNH-focused plan in 
2018.

Planning and implementation of MNH strategies 
in the provinces
The implementation of MNH policies involves collabo-
ration between the central and operational levels. Local 
political, administrative, cultural and religious authorities 
all play key roles in supporting implementation of MNH 
initiatives. Respondents generally appreciated the quality 
of communication across the three different levels, but 
few concerns have been raised by HZ actors who desire 
more consistent feedback from higher levels. Adapting 
central guidelines to suit the unique requirements of local 
communities also poses a significant challenge for the 
provincial and HZ actors in North and South Kivu. How-
ever, it happens sometimes that MNH activities funded 
by external partners are directly locally planned, which 
gives opportunity to HZs to formulate strategies tailored 
to their specific context and based on local evidence.

Policies content and the UHC in the DRC
MNH policies in DRC over the last two decades
According to respondents, MNH is sufficiently a prior-
ity at national, provincial and local levels. Policies gov-
erning MNH in the DRC (Fig. 2) are organized through 
the Integrated Strategic Plan for Reproductive, Maternal, 
Newborn, Child and Adolescent Health and Nutrition 
(PSI SRMNEA-Nut), a plan intended to be updated every 
5  years [29]. Reducing maternal and neonatal mortality 
was a recurring theme in discussions with our respond-
ents, underlining the importance of MNH currently in 
the Congolese health system.

So, here in Kinshasa, it’s such a priority... It’s already 
a priority at national level… all the strategic docu-
ments today focus first and foremost on maternal 

and child health. Since the pace is already set at 
national level, even more so when you go down to 
provincial level, to zone level ... in my observations 
I can say that the providers, yes, they also make it 
a priority, because the providers implement a policy 
(that was elaborated) at national level. (Respondent 
23/Health partner)
It’s fair to say that maternal and newborn health 
have a special place in custom, because it’s not easy 
for a woman who can’t have a child to be accepted 
in the community. And even for the structure when 
there is a maternal death, there are enormous con-
flicts. Even in conversation between women, you can 
feel that motherhood has a special place. (Respond-
ent 19/Health zone).

The universal health coverage (UHC) policy in DRC
The prioritization of MNH related laws and policies 
can sometimes be shaped by the influence of the head 
of state. This was the case with the UHC policy, which 
the current president made a priority by placing it on 
his electoral portfolio. The related law No. 18/035 was 
enacted in December 2018, and implementation begun 
in 2019. Despite the presence of the law, however, it was 
only in March 2023 that the president signed an ordi-
nance establishing a health insurance scheme to ensure 
financial protection under UHC. A free childbirth pro-
gram has been launched in one province by the head of 
state on 5 September 2023, with plans for nationwide 
expansion [30]. The newly formed health insurance sys-
tem is yet to expand to the rest of the country, so much of 
the country is still without formal health insurance sys-
tem. There have been a few attempts to get communities 
to join local mutual health insurance schemes, but their 
impact on the country as a whole remains elusive [31]. 
Patients pay directly out of their own pockets for care 
in health facilities, either on a fee-for-service basis or 
by paying a fixed fee, which may sometimes be partially 
subsidized by international partners from bi- and multi-
lateral cooperation [31, 32]. The challenges faced by the 
UHC policy include funding, human resource manage-
ment and the need to ensure effective implementation of 
free MNH care.

Although MNH service provision has been made free, 
respondents state that public health structures needed 
to provide quality healthcare are still below standard. 
This provides an opportunity for collaboration between 
the public health sector and the private sector which has 
been integrated to the national health system. This pri-
vate sector has proved to be a strong support for health-
care provision in DRC [33].
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... when we toured all the health zones (in Kinshasa) 
with the Minister of Health, our visits showed that 
there was a problem with public health facilities... 
to implement the Head of State’s policy, we need 
to improve the quality of care in public facilities. 
That’s the major challenge, because we’ve seen that 
denominational health facilities, especially Catholic 
ones, and private facilities offer a quality package. 
(Respondent 6/Central level)

Role of stakeholders in the development 
and implementation of MNH policies
Power dynamics among actors in the MNH sphere
Stakeholders including government entities, national 
and international partners, and civil society play differ-
ent roles in the DRC’s MNH environment. The national 
MoH holds considerable decision-making power. Public 
health technical staff collaborate closely with interna-
tional partners in policy development and implementa-
tion and receive validation from the national MoH. The 
provincial health minister mirrors his national counter-
part and reports to him. Both ministers are appointed by 

the government. Changes in government are frequent 
in DRC, and always lead to new ministers of health. 
Respondents reported that these changes, observed 
thrice in the past 5 years, often cause disruptions in sta-
bility of ministries and staff motivation within the sector, 
as they often come with technical staff reshuffles.

International bodies such as the WHO are involved in 
planning and implementing MNH policies at all levels. 
They support the development of health recommenda-
tions and guidelines at the central level. They also pro-
vide, as mentioned above, funding support to improve 
the accessibility and quality of care in public establish-
ments in the provinces. Some respondents see them as 
holding the greatest decision-making power, given the 
country’s dependence on external aid.

Quite simply, the health sector is dependent on inter-
national aid, which I think also affects the country’s 
leadership. Leadership also affects governance: you 
see, a partner who gives you more, you’re going to 
regulate it, but with reservations. Otherwise, when 
you’re distracted, it’s the partner who starts laying 

Fig. 2 Key evolution of MNH policies in DRC
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down the law, because he’s contributing, he’s bring-
ing in a big envelope. (Respondent 8/Central level)
“The donors obviously have the money, so we have to 
follow those who have the money. And I think that 
even the government follows”. (Respondent 12/Civil 
society).

The government has established collaborations with 
various private sector players with the aim of extend-
ing the coverage of maternal and newborn healthcare. 
Among them, confessional private organizations have 
played a major role in the provision of MNH services for 
many years [33]. In general, these entities operate under 
state approval and are part of the formal healthcare sys-
tem. Nevertheless, certain private entities operate with-
out licenses and integration, offering subpar healthcare, 
notably in the MNH domain. While regulatory stand-
ards exist to oversee such private actors, implementing 
effective monitoring faces challenges, primarily due to 
resource constraints and pervasive influence peddling 
practices. This situation often places these unregulated 
private entities beyond the reach of local regulatory 
authorities.

Well, apart from the staff, the other challenge, and 
this is perhaps the greatest challenge, is that the 
private structures arrive in the zone without going 
through the HZ central office... They arrive with doc-
uments. We don’t know whether they are real docu-
ments or not. And when they arrive, they bypass the 
central office. They go straight in. When we want to 
go after them, we don’t have the police or the army, 
so they stay there like a so-called health structure, 
but they don’t respect anything. (Respondent 21/
Health zone)

Culture and actor motivations, interests and ideas
Several cultural influences can positively or negatively 
impact adherence of communities to MNH policies. Tra-
ditional beliefs, social and religious norms and language 
barriers have significantly influenced the success of MNH 
interventions. For example, some communities favour 
traditional practices over modern medicine despite the 
potential risks.

You also know in the same areas of [names redacted, 
Kivu territories], it is thought that when a child is 
born, to make it strong it should be bathed in cold 
water. And in the same health zones they think you 
should put dung on the umbilical cord. (Respondent 
16/Provincial level)
“... no woman here can go to antenatal cares at 
16  weeks because, to announce a pregnancy in our 

environment, it has to be (physically) visible to eve-
ryone." (Respondent 19/Health zone)

Prayer rooms and traditional healers are also a chal-
lenge for HZ, as they have a proven ability to dissuade 
women from seeking medical care. In particular, in rural 
areas of Kivu, a prevalent belief called sanga prevents 
pregnant women from seeking the assistance of qualified 
personnel for deliveries.

When you go to [health zone’s name redacted]. For 
example, you’re told that when a woman goes into 
labour and her husband has cheated on her (dur-
ing her pregnancy), if she doesn’t take the sanga, she 
won’t give birth … some women refuse the reference 
outright. She says, ‘I know it’s sanga and I’ve already 
taken the traditional medicine, I’m going to give 
birth’. And even when a referral is deemed neces-
sary, they prefer to go to another house of traditional 
practitioners and charlatans where they will put her 
on hold and wait until she gives birth. (Respondent 
16/Provincial level)
We can tell a woman that her pregnancy is at risk 
and that she needs to go to a facility to be moni-
tored by a doctor, but the prayer rooms and tradi-
tional healers will tell her that everything will be 
fine. They’ll pray for her and give her indigenous 
products, but in the end it all stalls. (Respondent 19/
Health zone)

However, some respondents noted the useful role that 
traditional practitioners could play as collaborators in 
the promotion of MNH, provided they were properly 
supervised.

I also remember in the territory of [name redacted] 
we discussed with women who give birth at home 
and who continue to provide care at home, we dis-
cussed with the traditional authorities and after the 
advocacy it is the traditional authorities who force 
these women so that even if they have given birth at 
home, they still go to the health centre. (Respondent 
16/Provincial level)

Alongside these challenges, MNH appears to hold lim-
ited significance among male members of the local com-
munity, given their inadequate involvement as partners 
in women’s health.

Usually speaking, maternal and newborn health is 
not really a priority for the local community here. 
Why am I saying this? You see, for example, there’s 
antenatal care for fathers, which means that men 
must accompany their wives to antenatal care. The 
percentage is extremely low. To say, ‘It’s your preg-
nancy, go and do your tests, it’s your pregnancy’. You 
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understand that it is not really understood in the 
community that it’s really a family problem, that it’s 
a problem of both partners. It becomes a woman’s 
problem with her child... (Respondent 20/Health 
zone)

Influence of context and major humanitarian events 
on MNH
The figure below (Fig.  3) illustrates the major health, 
environmental and security shocks that the health system 
in the DRC, and in the two provinces of Kivu in particu-
lar, has had to deal with over time, and which have had a 
profound effect on its organization.

The DRC’s expansive size poses challenges since many 
regions are almost inaccessible due to inadequate trans-
port and communication infrastructure, impacting over-
all country management [5]. The vital support to MNH 
from provincial health coordination and external part-
ners can also be limited in some areas due to geographi-
cal or security obstacles.

The [redacted] health zone has no partner for repro-
ductive health apart from the Provincial Health 
Division... we are told that it is accessibility that 
is complicated because the [redacted] health zone 
covers an area of 6500  km2 and access is not easy. 
Sometimes partners compare the cost of logistics and 
say to themselves that the same activity they can 
carry out in my zone would have a greater impact 

if it were carried out in another zone. As a result, 
many partners refuse to come to my area because of 
the state of the roads. (Respondent 19/Health zone)
We have geographical barriers; health zones such as 
[redacted], [redacted], [redacted], it’s very difficult 
to access them... there are zones where we do even 
a year without getting there [for a supervisory visit] 
and when we arrive, we’re only going to focus on the 
general referral hospital in the zone and the health 
zone but we can’t go to the facilities. (Respondent 16/
Provincial level)

Provincial health providers in North and South Kivu 
areas partly occupied by rebel militias are obliged to 
develop mechanisms for peaceful cohabitation with them 
to maintain the provision of MNH care.

To enhance responsiveness during medical emergen-
cies, aid organizations such as the World Bank occasion-
ally supply ambulances and motorcycles. However, these 
emergency vehicles do not reach all HZs in North and 
South Kivu [34, 35]. Infrastructure challenges, as high-
lighted by our respondents, primarily hinder the distribu-
tion of these vehicles in the Kivu:

‘If there are no roads, the ambulances won’t be able 
to get there. The proof is that we have the ambulance 
from [redact] here, it failed to reach to [redacted, 
a North-Kivu Health Zone]. It’s been here for two 
years’. (Respondent 15/Provincial level)

Fig. 3 Major health, environmental and security events affecting eastern DRC since independence
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According to our respondents, fragility caused by pro-
tracted conflict alongside acute crisis present challenges, 
particularly in terms of logistics and resource mobiliza-
tion, as well as in regulating the health sector.

In the DRC, acute crises such as epidemics, wars or 
natural disasters profoundly affect decision-making and 
funding for MNH services, further straining already lim-
ited resources. Some regions lack the necessary logistics 
and infrastructure to manage emergencies, and there are 
no established guidelines for such situations.

But it must be said clearly that, once again, in the 
[redacted] health zone, this (emergency service) 
approach has not yet been implemented. MNH ser-
vices are provided there, but as I said, perhaps the 
quality isn’t guaranteed... in crisis, they don’t know 
how to provide this continuity because they don’t 
have the capacity... there’s nothing pre-positioned, 
either in terms of kits or the management itself, in 
a crisis, they don’t have the capacity to provide the 
minimum emergency services. (Respondent 16/Pro-
vincial level)

During major humanitarian events, the healthcare sys-
tem is temporarily dysfunctional. Moments of health sys-
tem dysfunctionality during major humanitarian events 
serve as an opportunity for some private, unlicensed, 
and non-integrated providers to bypass the public health 
system in order to create illegal parallel structures which 
may even last beyond the momentary humanitarian 
disruption.

...during the crisis the health system in the affected 
area is overwhelmed, so we’re adopting a humani-
tarian approach. But although there is a humani-
tarian approach, we must make sure that the health 
system does not deteriorate. Because that’s often 
what happens, (individuals) start to bypass the 
system, they start to create parallel structures. It 
shouldn’t be like that. (Respondent 8/Central level)

However, it appeared that crises can also give rise to 
positive impulses to mobilize players and resources. They 
can also provide opportunities to implement strategies 
and initiatives to promote MNH.

Very often, an emotional trigger can make an issue 
become a global priority due to extensive media cov-
erage: epidemic, armed clashes in a civilian area, vol-
canic eruption or major earthquake. Such mobilization 
often proves transient, tied to the crisis itself, and thus 
focussed on immediate relief rather than sustained devel-
opment. During the 2018 Ebola outbreak in Equateur 
province, north-west of the country, the MoH, funded 
by the World Bank, implemented a policy providing 

free healthcare to the affected and nearby populations. 
A study revealed the policy’s positive impact on the use 
of MNH services, but this effect waned once the specific 
epidemic ended [36]. Some respondents suggested that, 
to sustain the positive initiatives generated by crises, the 
MoH should take advantage of the influx of funds during 
crises to rehabilitate health infrastructures and encour-
age community ownership. Other respondents noted that 
armed conflicts, requiring a war effort, can be compet-
ing priorities with health priorities when resources are 
limited.

‘As long as we don’t have security, we’re going to pri-
oritize buying weapons and sending troops to the 
front and spend less on investing in social sectors like 
health and others’. (Respondent 5/Central level)

Despite the challenges posed by epidemics, wars and 
natural disasters, institutions and organizations working 
in the field of MNH in North and South Kivu strive to 
maintain continuity of services by raising awareness in 
local communities, repairing damage caused by disasters 
and seeking ways to access patients whenever possible. 
Communication and diplomacy remain a key strategy for 
dealing with these crises.

...what we do first is to maintain contact with all the 
structures. For example, when there’s insecurity, we 
maintain contact with all the authorities involved; 
that means the leaders of the armed groups... For 
example, if there’s a woman we need to rescue and 
we can get there, in any case we ask (to the rebels) for 
authorization to go and take or treat these women 
where they are. (Respondent 20/Health zone)

Gender and equity as MNH factors
The importance of the participation of women and 
minorities (people with disabilities, displaced persons 
and ethnic minorities) in MNH planning and services 
was recognized by respondents. However, there are still 
challenges in the form of gender norms and cultural ste-
reotypes that maintain the glass ceiling on achieving the 
normative ideal of 30% female representation in public 
institutions, as guaranteed by Article 14 of the DRC Con-
stitution. [37]. Respondents also mentioned persistent 
tendency in local cultures to prioritize the education of 
male children over female children. The result is a short-
age of competent female staff who can compete with 
their male counterparts. This, along with fear of working 
in unsecure areas [38], has an impact on the composition 
of the staff providing MNH services: there are few female 
care providers.

Similarly, in decision-making positions, our respond-
ents noted that women are poorly represented.
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If we look at maternal health, for example, I noticed 
that the heads of the health divisions in South Kivu 
and North Kivu are men. They’re the ones who are 
talking about the problem of maternal and newborn 
health, so these are positions that I think would be 
better suited to women... they’ve held these posi-
tions for several years now, and a woman has never 
been appointed to them. And if, at provincial level, 
the authority in charge of maternal health is a man, 
I think that the structure down there will also dis-
criminate against women and certain gender-spe-
cific needs of women will not be met in the same way 
as if a woman were in that position. And now if we 
can take that up to national level, it would be the 
same thing, which means that policies won’t change 
in the same way if we just take the men’s view, 
how men see the problem, rather than how men 
and women approach the problem in order to find 
changes. (Respondent 12/Civil society)

Discussion
The aim of our study was to explore the factors involved 
in the prioritization and implementation of MNH poli-
cies in DRC. We analysed the interactions between these 
factors at different levels, from national to local, through 
the Walt and Gilson’s health policy triangle framework 
[23].

Overall challenges
Our study uncovered multiple challenges that hinder 
the effective prioritization and implementation of MNH 
policies. These challenges span from competing health 
emergencies and limited resources to political influ-
ence. Additionally, socio-cultural beliefs and the impact 
of major crises further compound the complexities of 
delivering MNH services in eastern DRC’s crisis context. 
Despite efforts to adapt policies to local contexts and 
promote gender equality in decision-making, significant 
disparities persist. The evolving political landscape and 
ongoing armed conflicts also present dynamic challenges. 
In the following discussion, we delve deeper into these 
challenges and explore potential pathways to address 
them.

Setting priorities
According to our findings, prioritizing MNH policies 
in DRC is challenging due to diverse competing health 
emergencies, with limited public funding and poor finan-
cial management systems. Prioritization relies more on 
resource availability and external partners agendas. The 
sector is therefore driven by short-term action plans over 
comprehensive, integrated strategies. This echoes the 

challenge faced by many low-income countries, most of 
which depend on foreign aid [39–41]. Other researchers 
have also observed the presence of actors with competing 
priorities, limited and often poorly distributed financial 
and human resources, and systemic corruption among 
the factors influencing the prioritization of MNH policies 
in similar contexts [42, 43]. Prioritization under these 
conditions will only be effective when different inde-
pendent streams coincide at a point of common interest, 
through better coordination [44, 45]. While current ini-
tiatives aim to harmonize efforts among partners in the 
DRC, there remain lingering doubts and insufficient evi-
dence about their effectiveness in achieving comprehen-
sive coordination [27]. Further evaluation is required to 
assess the sustained impact of these coordination initia-
tives on improving the prioritization of MNH policies.

Adapting policies to local contexts
According to our findings, central guidelines are estab-
lished on the basis of evidence from local demographic 
surveys to ensure their alignment with local community 
needs. Additionally, some activities are locally planned 
and executed with external partner funding, enabling 
HZ to create strategies directly on the basis of local evi-
dence. Several studies in similar contexts have described 
how community-based approaches to improving MNH 
were better received by local populations, thus increas-
ing their chances of success. Indeed, in addition to meet-
ing community expectations, community-based health 
planning and services promote trust between community 
members and decision-makers [46–48]. Existing research 
shows that a lack of trust within the community can sig-
nificantly undermine the effectiveness of health promo-
tion strategies [49]. In the context of the DRC, challenges 
such as the vastness of the country, its remarkable cul-
tural diversity and the multitude of distinct local con-
texts, and particularly the protracted crisis context in 
the country’s eastern provinces, are further amplified by 
resource constraints [50, 51]. These challenges need to be 
considered during the planning process and necessitates 
flexibility in MNH investments.

Political influence of individuals
Our findings regarding the prioritization of UHC in 
the DRC are consistent with the current broader global 
discourse on UHC as the dominant paradigm of health 
policy as literature report [52, 53]. The emergence of 
UHC as a hegemonic policy, as highlighted by Smith-
ers and Waitzkin [54], shows the significant influence 
exerted by international financial institutions, in shap-
ing global and country health agendas. This resonates 
with our findings that uncovered the influence of inter-
national partners in DRC when setting priorities.
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Our results show that the UHC policy aiming to 
ensure equity in MNH service access is being politically 
prioritized by the head of state. The literature describes 
how political champions are essential to health policy 
prioritization and implementation of policies [55, 56]. 
However, the fact that a policy is promoted by a politi-
cal champion can be the cause of the policy’s failure, 
regardless of its potential effectiveness. This was the 
case in Uganda, where a health program specially coor-
dinated by the presidency was contested because it was 
perceived as political interference [57]. Another det-
rimental mechanism for the intervention of political 
champions in health policies could result from the phe-
nomenon of path dependence, described when major 
success of large-scale initiatives strengthen the creden-
tials of previous choices and prevent decision-makers 
from exploring new alternatives in future scenarios [58, 
59]. Accompanying system-oriented measures should 
be attached to policies backed by a political champion 
to guarantee their sustainability even beyond the time 
of their initial bearer.

Furthermore, the literature suggests that the concept 
of UHC is often poorly or not at all defined, leading to 
wide variations in its interpretation, and consequently, in 
its implementation [54, 60, 61]. This lack of clarity seems 
evident in our examination of the policy-making process 
in DRC, where low state funding for health may lead one 
to question the sustainability of this UCH policy. Ulti-
mately, UHC could therefore become a hollow brake on 
other effective non-insurance-based approaches, if pol-
icy-makers do not insist on the budgetary measures that 
will have to accompany it.

Staff turnover
Our study finds that the frequent government changes 
often result in new appointments of ministers, which can 
disrupt the sector’s stability and the motivation of staff. 
The loss of experienced professionals in the field because 
of changes in government can erode the continuity of 
programs and specialized knowledge and skills needed 
to meet the challenges of MNH [62]. As a result, it can 
hinder the progress and effectiveness of MNH initiatives. 
It is described how many health initiatives in Zimbabwe 
failed due to the political instability that hit the country 
in the 1990s as civil wars raged. The failure was linked to 
the absence of mechanisms for continuing these initia-
tives. Projects were abandoned when their promoters left 
due to political unrest [63]. Strategies to preserve exper-
tise and ensure continuity of efforts to improve MNH 
performance are needed at all levels in DRC.

Health operators’ influence beyond state authority
Our results showed that some private providers operate 
in the shadows and provide low-quality care at lower 
prices. This phenomenon is more prevalent in crisis 
areas where access is limited due to geographical and/or 
security difficulties, and where the state fails to enforce 
its power. These unlicensed providers mainly target 
women from the most vulnerable socio-economic cat-
egories and bypass local regulatory authorities through 
influence peddling. As the choice of place of delivery is 
often linked to women’s degree of autonomy [64, 65], 
literature reports how interventions aimed at empow-
ering women, particularly at the social and educational 
levels, have had a direct positive impact on MNH [66, 
67]. In the context of LICs, empowerment of women is 
crucial, yet decisions on healthcare might encompass 
factors beyond cost, including accessibility and per-
ceived quality, influencing their preference for some 
facilities, regardless of the objectivized quality of ser-
vices, as authors have observed in similar areas [68]. 
The government should prioritize providing financial 
protection or accessible, pro-poor healthcare systems 
in these areas where the state has little presence [69, 
70] while continuing to try to implement legislative 
mechanisms to discourage the unlicensed sector [71].

Socio‑cultural concerns
We have found that client’s resistance to the implemen-
tation of MNH policies may result from cultural beliefs, 
social norms and traditional practices, among other 
factors. Meanwhile, traditional practitioners could play 
a useful role in promoting MNH if properly integrated, 
according to our findings. The negative influence of tra-
ditional healers and ancestral culture on MNH has been 
demonstrated in various contexts in low-income coun-
tries [72]. Health sector actors can address this issue by 
working on four key dimensions: cultural competence, 
community engagement, education and awareness, and 
supervision and collaboration. Cultural competence is 
essential for understanding socio-cultural barriers and 
respecting local practices, while community involve-
ment promotes community awareness and the fight 
against aberrant beliefs [73, 74]. Supervision of tradi-
tional practitioners, as well as collaboration between 
modern and traditional providers, have proved their 
worth in other countries [75]. It should be remem-
bered, however, that the described practice of influence 
peddling remains a factor that can potentially under-
mine the health sector’s efforts to regulate traditional 
practitioners, as our results have shown.
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MNH care delivery in conflict zones
We found that providers in areas partly occupied by 
rebel militias have to establish mechanisms for peaceful 
cohabitation to ensure the continued provision of MNH 
care provision. Few female MNH providers are willing 
to work in these areas because of the insecurity. In addi-
tion to insecurity by itself, studies have identified health 
workforce issues such as lack of skilled health staff, epi-
demics such as coronavirus disease 2019 (COVID-19) 
and Ebola, and financial constraints as barriers to MNH 
care delivery in conflict zones. They have also empha-
sized the pressing need for more research to evaluate 
the delivery of MNH interventions in these challenging 
settings [76–79]. Violence against health workers in con-
flict zones is a reality described by several authors [80]. 
When conflicts in these areas drag on, health profession-
als develop a variety of resilience mechanisms. These 
range from strategies aimed at reducing direct risks to 
negotiation efforts aimed at establishing peaceful coex-
istence with the armed groups occupying the region [81]. 
However, while this demonstration of resilience is gen-
erally perceived positively, co-habiting with entrenched 
armed groups in a region exposes healthcare providers to 
a constant risk of being abducted and forced to provide 
services on behalf of these armed groups [82]. What’s 
more, there is a risk that the apparent stability resulting 
from the conciliation between healthcare providers and 
rebels could in the long run serve as an excuse for health 
officials to ignore the difficult situation of this front-
line staff. By abandoning health personnel to their own 
devices in such contexts, the quality of healthcare, and in 
particular of MNH care provided to the population in the 
area, could suffer in the long run [83].

The influence of major crises
Acute crises can paradoxically create opportunities for 
mobilizing resources and implementing MNH strategies, 
but crisis-related funding often prioritizes immediate 
relief over sustained development, as our results show. 
Some sources note that crisis and immediate post-crisis 
periods offer an opportunity to reduce gender prejudice 
and stereotypes and implement impacting MNH and 
general health promotion actions [36, 84, 85]. However, 
other authors point out that, in times of crisis, donors 
tend to focus narrowly on programs and interventions 
linked exclusively to women’s reproductive health, rather 
than on the broader maternal, newborn and reproductive 
health. [36, 86]. In all cases, these interventions gener-
ally last only as long as the crisis. Yet major crises offer 
a unique opportunity for the healthcare system, bring-
ing together three key elements, as emphasized by some 
authors [87]. These elements include a significant influx 
of external funding dedicated to crisis management, the 

presence of experienced health workers on the ground 
ready to intervene and the overabundance of health grad-
uates on the market. Therefore, what is generally consid-
ered a negative shock to the healthcare system could, in 
these circumstances, turn out to be a policy window [56] 
for sustainable system improvement, provided that sec-
tor decision-makers consider a mechanism for capital-
izing on this opportunity. Further research could delve 
into exploring how healthcare systems in crisis settings 
can effectively capitalize on such policy windows to drive 
sustainable MNH improvements amidst challenging 
circumstances.

Gender in the MNH decision‑making space
We found a noticeable gender disparity in decision-
making positions related to MNH in DRC. Women are 
poorly represented in these positions. Even with our 
selection of respondents, we were able to achieve barely 
20% female representation despite our desire to highlight 
female voices. Studies in resource-limited settings have 
highlighted the lack of medical staff, particularly women, 
as a factor hampering the prioritization and provision 
of maternal health care in crisis zones [43, 88]. Women 
are often under-represented due to constraints related 
to professional hierarchy, gender-based cultural barriers 
and security constraints, particularly in remote and inse-
cure areas as mentioned above [86, 89]. When women 
are under-represented in decision-making positions, 
this can result in policies and strategies that do not fully 
address women’s unique healthcare needs, particularly in 
MNH. The literature demonstrates the benefits of involv-
ing women in decision-making positions, notably linked 
to the fact that leaders tend to favour more strategies 
that directly address the needs of their own gender [90, 
91]. More research is needed on gender main-stream-
ing mechanisms in DRC and their potential impact on 
improving MNH, especially in the context of health sys-
tem strengthening via UHC.

Study implementation context
At the time of writing this study report (early Decem-
ber 2023), the North Kivu province is under a state of 
siege and active armed clashes since the end of 2022, and 
national presidential elections are planned for 20 Decem-
ber 2023. The evolving political landscape post-election 
may alter policy directions and healthcare priorities, 
potentially impacting the applicability of the study’s con-
clusions in the longer term. However, it is important 
to note that this represents an opportunity for future 
research rather than a strict limitation. As the world is 
in constant flux, research studies have inherent time 
constraints, and while this aspect influences the study’s 
scope, it also provides scope for ongoing exploration and 
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analysis. Additionally, situational context markers, such 
as the active conflict in North Kivu and upcoming elec-
tion timelines, must be acknowledged as they may affect 
the immediate relevance of the study’s findings.

Other limitations
While our study aimed to provide an in-depth analysis of 
the MNH policy environment in the DRC, certain limi-
tations should be acknowledged. Firstly, the study dura-
tion, conducted from October 2022 to August 2023, will 
not capture all ongoing policy changes or the full scope 
of implementation dynamics that could evolve post-data 
collection. Additionally, the persistent armed conflict in 
North Kivu during the study period added another layer 
of complexity. This currently still ongoing conflict may 
have potentially affected certain perspectives.

Conclusions
Our study suggests that MNH is a high priority in DRC in 
terms of political will and development of relevant poli-
cies. However, the effective implementation of MNH pol-
icies is hampered by the multiplicity of issues, including 
insufficient public sector funding, sub-optimal financial 
management of state resources and the impermanence 
of external partner investments. Matching strategies to 
the needs of local communities, political influence at all 
levels, the issue of the resilience of first- and second-line 
services in areas of active conflict and the fight against 
gender disparities in decision-making are essential fac-
tors to be considered when setting priorities for MNH. 
Our analysis also offers insights that extend beyond 
the context of the DRC, shedding light on the broader 
challenges that impede the achievement of UHC in 
other low-income countries grappling with conflict and 
humanitarian crises. For better MNH results, it is neces-
sary to develop flexible, community-based strategies, to 
engage judiciously with political influencers, to maintain 
the stability and decision-making autonomy of health 
personnel and to empower women in communities, par-
ticularly in crisis areas. Additionally, increasing domestic 
health financing is essential to strengthen health infra-
structure and services, thereby enabling more effective 
implementation of MNH policies.
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