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Abstract

Background
Diarrhea is one of the leading causes of death among children under �ve years old in the Democratic
Republic of the Congo (DRC). Despite positive effects on prognosis, there is limited literature about the
healthcare-seeking behaviours of children with diarrhoea, especially in the DRC. This study used the
Andersen Behavioural Model, a theoretical framework, which was commonly adopted to study healthcare
utilisation, to investigate and predict factors associated with the use of healthcare to treat diarrhoea in
the DRC.

Methods
Using structural equation modelling (SEM), we tested both direct and indirect relationships among four
latent variables: predisposing traits, enabling resources access, health needs, and health services use.
Guided by the Andersen Behavioural Model, the Con�rmatory Factor Analysis model was also modi�ed
based on the DRC context.

Results
The modi�ed model had the goodness of �t index (GFI) of 0.959 and RMSEA of 0.060 (95% CI: 0. 058,
0.061). Health needs (especially diarrhoea) had the largest positive direct effect on healthcare utilisation
(standardized regression coe�cient [β] = 0.79, P < 0.001), followed by “enabling resources” (β = 0.033, P < 
0.001). Health needs also emerged as a mediator for the negative effect of predisposing traits on
utilisation (indirect effect, β= -0.021; P < 0.001). Aside from predisposing traits, the proposed relationships
(enabling resources access, health needs) were positively associated with healthcare utilisation.

Discussion
Results demonstrated that mothers with higher educational attainment, from wealthier households, and
living in environments conducive to seeking health services were more likely to have positive healthcare
utilisation behaviours when treating their children’s diarrhoea. Efforts are needed to strengthen and
improve the caregivers’ awareness of children’s disease status, as well as communication between the
healthcare system and the community. This will contribute to raising awareness of child diarrhoeal illness
and their subsequent use of the healthcare system.

Background
Sub-Saharan Africa has made important progress in reducing child mortality1, whereas the child mortality
rate in the Democratic Republic of the Congo (DRC) remains high at 84.8 deaths per 1,000 live births, far
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from achieving the Sustainable Development Goal (SDG) 3.2 which aims to reduce under-�ve mortality to
25 deaths per 1,000 live births, not meeting the Millennium Development Goal (MDG) for reducing child
mortality before 2015 2, 3. The DRC is one of the largest, but most vulnerable4 and poor countries5 in Sub-
Saharan Africa. Through 2018, it had the �fth-highest under-�ve mortality rate globally6, 7. Studies have
also found that diarrhoea is one of the main leading causes of mortality amongst children under �ve
years of age, accounting for 15% of deaths8. However, appropriate healthcare-seeking behaviours could
e�ciently decrease child morbidity and mortality9. Studies from various countries suggest that
healthcare-seeking behaviour for childhood illnesses is often uncommon, particularly in the low- and
middle-income countries (LMICs)10. An estimated 465,000 children in the DRC die per year from
preventable diseases like diarrhoea7, demonstrating poor healthcare utilisation status.

In our study, P, E, and N at the individual level are instrumental for increasing health-care-seeking
behaviour and healthcare utilisation18, 24.
Social scientists have emphasized that studies focusing on healthcare-seeking behaviours and utilisation
of health services may provide a better understanding of factors with potential programmatic and
political implications in improving the health status of individuals 11. Many studies have shown
differences in healthcare utilisation based on patients’ social characteristics12. In addition to the
multitude of studies describing patterns of utilisation in different healthcare settings, several scholars
have developed explanatory frameworks identifying predictors of healthcare utilisation13. One of the
most widely acknowledged models is the Andersen Behavioural Model (BM), developed in 1968. The BM
is a multilevel model incorporating both individual and contextual determinants of health services use
that has been widely accepted and used in developed countries14–18. This model has evolved over time
and its variants have proven universal, as they have been successfully used when studying healthcare-
seeking behaviour for periodontal health19, stomatology20–22, and mental illness23. Revisions of BM have
been presented, and all suggest that health service use is a function of predisposing characteristics (P),
enabling resources that facilitate access to health services (E), and health needs (N )14. In our study, P, E,
and N at the individual level are instrumental for increasing health-care-seeking behaviour and healthcare
utilisation18, 24. Individual and community-level factors also determine the occurrence and outcome of
diarrhoea18, 25, 26.

Recently, some studies applied this model to deal with assessing healthcare utilization in low- and
middle-income countries (LMICs)10, 11. However, no study has adopted BM to explore the determinants of
health-seeking behaviour for children under-�ve with acute diarrhoea, especially in the DRC. A systematic
review of 16 studies on the BM, found the measurement of the concepts P, E, and N was inconsistent and
widely variable in the models depicted27. Thus, we evaluated healthcare utilisation in the DRC, �rst
aiming to report the status of healthcare utilisation for children under-�ve with diarrhoea. Next, structural
equation modelling techniques from the BM were used to examine factors associated with healthcare
utilisation for childhood diarrhoea in the DRC. We expect our �ndings to contribute towards evidence on
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the determinants of healthcare utilisation, and to provide guidance for the development of interventions
and policies with speci�c and comparative information in the DRC28.

Theoretical Models and Hypotheses

The Andersen behavioural model
The most frequently cited model of health services use, Andersen's Behavioural Model of Health Services
Use24 (BM), is widely accepted and used to study predictors of general health services use18. A
systematic review showed that BM was explicitly employed as the theoretical background for a broad
range of health services sectors and diseases 27. The variants of Andersen's model have proven
exceedingly versatile and have been successfully used to explain health services use among children with
diarrhoea10, 11. Although BM evolved over time, the modi�cations and additions did not change the
fundamental components of the model, nor their relationships29. Various versions of the model suggest
that health services use is a function of predisposing characteristics (including gender, age, and health
beliefs), enabling resources that facilitate access to health services (such as wealth, social support, or
community characteristics) and, most importantly, health need. Consistent with previous studies using
BM, the following hypotheses are proposed to investigate the research questions (Fig. 1)27, 30.

Predisposing characteristics
Predisposing characteristics (P) are “personal characteristics which exist prior to the onset of speci�c
episodes of illness”29. These characteristics are primarily social and demographic factors, which may
differ between individuals, and these factors impact the level of medical services utilisation. A systematic
review of studies using BM identi�ed the most frequently examined predisposing variables to be: age,
marital status, sex, education level, ethnicity, and employment status27.

Hypothesis 1

(H1): Predisposing characteristics positively in�uence patients' use of health services.

Enabling resources
Financing and organizational factors are considered to serve as criteria for enabling health services.
Traditional enabling variables include health insurance and the regular source of health care and income.
Then, we expected to explore and predict more by �nding out which is the most desirable form of the
patients’ enabling resources in considering healthcare utilisation.

Hypothesis 2

(H2): Enabling resources positively in�uence patients' use of healthcare services.
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Health needs
Health needs are de�ned as the level of illness perceived by the patients’ caregivers31. Traditional need
variables include the perception of poor health and speci�c health conditions. Previous studies often
included morbidity and disability29.

Once health needs present, patients seek medical care, making health needs the most important
component leading to health care use.

Hypothesis 3

(H3): Health needs have a strong in�uence on patients' use of health utilisation.

Methods

Study design
This study used data from the Multiple Indicator Cluster Surveys (MICS) carried out in the DRC in 2018.
The surveys were conducted by the National Statistical O�ce (NSO) and United Nations International
Children's Emergency Fund (UNICEF), in collaboration with relevant DRC Ministries. During data collection,
following UNICEF guidelines, written informed consent was obtained from all participants (mothers)
following an explanation of study objectives, assurance of the con�dentiality of their identity, and a
guarantee that there was no disadvantage to not participating in the study. All data were recruited
anonymously via study identi�cation numbers. A two-stage sampling method was used. At the �rst stage,
three strata within each province, except Kinshasa, were created. Within each stratum, primary sample
units (PSU) were selected with probability proportional to population size. In the second stage, 30
households were drawn from each of the 721 clusters, with 21,630 households selected in total. Details
of these MICS have been previously described elsewhere32. For this study, MICS data were accessed and
analyzed with the authorization of UNICEF.

Oral Rehydration Salts (ORS)
The MICS were designed to collect updated information on the situation of women and children
nationally. Due to the intrinsic structure of the questionnaire, only women who had children under �ve
years old were included, a total of 20,245 women. Of that group, 177 participants were excluded due to
missing values in maternal age, child age, sex of child, marital status, maternal educational attainment,
wealth index, health insurance, residence region, diarrhoea, fever or cough in the last two weeks,
treatment/advice sought for diarrhoea in the last two weeks, Oral Rehydration Salts (ORS) or oral zine
use, and location care was sought for diarrhoea. The �nal analyses included a total of 20,068 individuals.

Study setting
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Predisposing characteristics (P) are personal characteristics that exist prior to the onset of an illness. In
this study, P included age, sex, marital status, and maternal educational attainment as they have been
previously used in studies examining risk factors for healthcare utilisation. Our study also included other
factors such as children’s number in a household, tobacco use, and alcohol as they are often considered
in studies using the BM. Age was a continuous variable, while the six others were categorical variables:
sex (girl/boy), marital status (married/cohabiting/not married), maternal educational attainment (no
formal school, primary school, junior high school, senior middle school, senior high school and above),
children’s number in a household (1–13), tobacco use (yes/no), and alcohol use (yes/no).

Enabling resources (E) are factors that make it possible for individuals to receive health services. In prior
studies, the most commonly used variable in this category was the income/�nancial situation. The
current study attempted to capture E by examining three variables: wealth index (0–10), health insurance
(yes/no), and region (rural/urban). The use of wealth index is generally considered an accurate
mechanism to determine socioeconomic strata within a population33, 34. The wealth index35, which
captures underlying long-term wealth through household asset information, was constructed by principal
components analysis using the information on ownership of consumer goods (e.g. refrigerators,
televisions, cars, trucks, bicycles, and motorcycles), materials used in household construction (e.g. wood,
bricks, rocks, and cement), household electricity, access to drinking water and water for general use, and
improved sanitation facilities32, 36. Therefore, individuals’ socioeconomic status (SES) was determined
through the wealth index.

We measured children's health needs (N) by using the following common factors that impacted the
possibility of healthcare-seeking behaviour, including diarrhoea, and fever and cough in the last two
weeks.

Four variables were used in this study to quantify children’s healthcare usage for diarrhoea: seeking
advice or treatments for diarrhoea in the previous 2 weeks (yes/no), the type of services accessed for
diarrhoeal health issues (including 16 items, none/other sources/ private health sector/public health
sector), the use of oral rehydration salts (ORS) (yes/no), and Oral zinc used in the last two weeks before
the survey (yes/no).

Data analysis
Structural equation modelling (SEM) was conducted using SPSS AMOS, version 24 (IBM-SPSS, Chicago),
to validate the hypothesized direct and indirect associations among individual characteristics, health
services quality contextual factors, and healthcare-seeking behaviours. To determine whether the
relationships among the latent variables constructed were as suggested by BM, a con�rmatory factor
analysis (CFA) was conducted. Guided by the BM, four latent variables were examined: predisposing
characteristics, enabling characteristics, mental health needs, and health services use for children with
diarrhoea.
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In addition to the chi-squared test (χ2), the goodness of �t index (GFI), the adjusted goodness of �t index
(AGFI), and the comparative �t index (CFI) were examined. In all cases, the values that ranged from 0 to 1
and re�ected the improvement in the �t of a hypothesized model over a model of independence among
the measured variables, with values over 0.95 indicative of a good �t. Eventually, the root means squared
error of approximation (RMSEA) was used as a measure of model �tness per degrees of freedom, with
values less than 0.06 considered desirable.

Results

Descriptive �ndings
The percentage, frequency, mean value, and variance for each variable in the P, E and N factors used in
the model are presented in Table 1. In the �nal analysis, of the 20,068 participants included, 50.6% were
females, and the mean age was 1.93 years (SD = 1.42). Over two weeks before the survey, the proportion
of participants who had diarrhoea or who had fever were 14.3%, and 28.5%, respectively. Amongst
children under-�ve with diarrhoea, more than half of them did not receive any healthcare. Nearly one in
�ve of children under-�ve with diarrhoea sought care in the public health sector, and a quarter of them
sought care in the private health sector or at home.
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Table 1
Summary statistics of measured variables in the Andersen Behavioural Model for

healthcare utilisation (n = 20068)
Variables   Mean/N SD/% Min-max

Predisposing      

Age of mother (year) 30 7.15 15–49

Age of child (year) 1.93 1.42 0–4

Number of children 3.92 2.15 1–13

Sex of Child      

Girl   10146 50.56  

Boy   9922 49.44  

Marital status      

Unmarried 2439 12.15  

Cohabiting 2563 12.77  

Married   15066 75.07  

Maternal educational achievement      

No formal school 4680 23.32  

Primary school 7912 39.43  

Middle school 2796 13.93  

Secondary school 4353 21.69  

High school and above 327 1.63  

Enabling        

Wealth index 4.17 2.53 1–10

Health Insurance      

No   19684 98.09  

Yes   384 1.91  

Region        

Rural   14661 73.06  

a Analysis was among under-�ve children with diarrhoea

ORS: Oral Rehydration Salts
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Variables   Mean/N SD/% Min-max

Urban   5407 26.94  

Need-for-Care      

Diarrhoea in the last two weeks      

No   17193 85.67  

Yes   2875 14.33  

Had a fever in the last two weeks      

No   14358 71.55  

Yes   5710 28.45  

Coughing in the last two weeks      

No   14886 74.18  

Yes   5182 25.82  

Utilisationa      

Seeking advice or treatment for diarrhoeaa    

No   1500 52.17  

Yes   1375 47.83  

ORS usea      

No   2453 85.32  

Yes   422 14.68  

Oral zinc usea      

No   2,364 82.23  

Yes   511 17.77  

The place to seek healthcare of diarrhoea (0–16) a      

No   1500 52.17  

Other sources 33 1.15  

Family/friends 304 10.57  

a Analysis was among under-�ve children with diarrhoea

ORS: Oral Rehydration Salts
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Variables   Mean/N SD/% Min-max

Private health sector 483 16.8  

Public health sector 555 19.3  

a Analysis was among under-�ve children with diarrhoea

ORS: Oral Rehydration Salts

Measurement model
In the hypothesis model, this study had three latent variables: P, E, and N, all of which were exogenous
variables. A separate measurement model was developed for each of the latent variables and then
independently validated by CFA.

As previously mentioned, the predisposing characteristics variable (P) was composed of eight indicators:
child age, sex of the child, maternal age, marital status, maternal educational attainment, children’s
number in a household, tobacco use, and alcohol use. As depicted in Fig. 1, all indicators had a strong
positive correlation with the latent variable P except for the sex of the child, tobacco use and alcohol use,
where the correlation was very weak. Also, all indicators for the construct were statistically signi�cant at
p < 0.05 except for the sex of child and smoking status (Table 2, p = 0.51 and p = 0.60, respectively).
Therefore, the sex of the child, smoking status and alcohol use were excluded from the modi�ed/nested
model. Refer to the modi�cation suggests (Appendix Table 1), maternal educational attainment was
moved from P to E.
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Table 2
Direct effects for the empirically derived Model A

Indicators   Latent variable Standard β β S.E. p-value

Enabling <--- Predisposing 0.027 0.001 0.000 0.215

Need <--- Enabling -0.005 -0.263 0.237 0.268

Utilization <--- Need 0.796 0.666 0.016 < 0.001

Age of mother <--- Predisposing 0.782 22.725 1.047 < 0.001

Marital status <--- Predisposing 0.193 0.533 0.038 < 0.001

Age of child <--- Predisposing 0.177 1    

Number of children <--- Predisposing 0.880 7.754 0.453 < 0.001

Education <--- Predisposing 0.206 0.74 0.052 < 0.001

Sex of child <--- Predisposing -0.005 -0.011 0.016 0.509

Smoking <--- Predisposing 0.004 0.002 0.004 0.603

Alcohol consumption <--- Predisposing 0.049 0.087 0.015 < 0.001

Had a fever <--- Need 0.317 0.439 0.018 < 0.001

Coughing <--- Need 0.186 0.247 0.017 < 0.001

Diarrhea <--- Need 0.856 1    

Urbanization <--- Enabling 0.220 15.106 1.581 < 0.001

Wealth index <--- Enabling 1.837 673.574 508.346 0.185

Insurance <--- Enabling 0.043 1    

Treatment place <--- Utilization 0.935 10.381 0.057 < 0.001

ORS use <--- Utilization 0.465 0.267 0.005 < 0.001

Oral zinc use <--- Utilization 0.542 0.341 0.005 < 0.001

Seeking treatment <--- Utilization 0.963 1    

ORS: Oral Rehydration Salts

The enabling construct was composed of 4 indicators: region, maternal educational attainment, wealth
index, and health insurance. The health need construct was composed of four indicators: the presence of
diarrhoea, fever, cough, or dyspnea. As shown, all indicators had a strong positive correlation with the
latent variable and were statistically signi�cant.

Structural model
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After revising the measurement models for P, E, and N, three empirically derived models for health
services use for childhood diarrhoea were constructed based on the different versions of BM. Statistically
signi�cant relationships are depicted in Fig. 2. As shown in Fig. 2, considering the hypothesis model A
and hypothesis model B, E had a slight, non-signi�cant in�uence on N (-0.01, p = 0.27 and − 0.01, p = 0.21,
respectively). In the hypothesis model C, P had a slight, non-signi�cant in�uence on healthcare utilization
(0.01, p = 0.34). While N had the strongest impact on healthcare utilisation (0.79, p < 0.001) in all the three
models.

Applying Andersen’s model to the context of the DRC, minimal model modi�cation was conducted, and
the �nal model was acceptable, showed in Fig. 3 and Table 3, with a GFI of 0.959 and RMSEA of 0.060
(90% CI: 0.058, 0.061). All factor loadings were signi�cant (p < 0.001), indicating that the model was
plausible. Figure 4 provides the standardized path coe�cients. The model revealed the direct effects of
latent variables. Among all the variables, “Need” (especially diarrhoea) had the largest direct effect on
healthcare utilisation (0.79, p = 0.004), followed by “enabling resources” (0.033, p < 0.001). Indirect effects
were also examined based on Andersen's model. “Need” emerged as a mediator of the effect of
“Predisposing” on “Utilisation” (β, indirect effect = -0.021; p < 0.001). There was also a weak correlation
between P and E (r = -0.041, p < 0.001). Except for P, all of the proposed relationships were positively
associated with health services use. For example, higher enabling resources and more health needs were
both positively associated with a greater chance of health services use. However, this did not hold true for
P. In this sample, greater predisposing characteristics were associated with a lower likelihood of
healthcare utilisation. The model explained 63.3% of the variance in health services utilisation treating
diarrhoea among children under 5 years old in the DRC.

Table 3
Fit indices for the measurement and structural models

Model X²/df p RMSEA 95%CI GFI AGFI CFI Criteria
�tted

Hypothesis
model A

71.80 < 
0.001

0.059 0.058–
0.061

0.958 0.943 0.773 3

Hypothesis
model B

72.53 < 
0.001

0.060 0.058–
0.061

0.959 0.942 0.773 3

Hypothesis
model C

73.82 < 
0.001

0.060 0.059–
0.062

0.959 0.941 0.774 3

Modi�ed model 72.22 < 
0.001

0.060 0.058–
0.061

0.959 0.942 0.774 3

χ2: chi-squared test; RMSEA: the root means squared error of approximation; GFI: the goodness of �t
index; AGFI: the adjusted goodness of �t index; CFI: the comparative �t index.

Discussion
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Using the Andersen's Behavioural Model of Health Services Use, healthcare utilisation and predictors of
health-seeking behaviour among children under 5 years old with diarrhoea in the DRC were examined.
The results indicate that in the DRC, greater than half of the children that reported having diarrhoea did
not receive any treatment. Out of those who sought care, utilisation of government health facilities was
preferred, but nearly one quarter sought healthcare services either at home or in the private health sector.

In previous studies, all latent variables were either directly linked to the main outcome, “healthcare
utilisation”, or had an orderly monoline in�uence and that subsequently impacted the healthcare
utilisation. However, this study found that in the context of the DRC, a new modi�ed version of the model
combining both methods of demonstrating relationships between the two variables may more accurately
describe health services use by children under �ve years with diarrhoea than the former model utilised in
past studies in high-income countries. This modi�ed model was built around four latent variables, which
corresponded with healthcare services use described by Andersen37. Also, this analysis suggested that
health needs were a key factor in predicting the use of health services when treating diarrhoea amongst
children under 5 in the DRC. Enabling alternative access was directly linked to a higher likelihood of using
services. Predisposing conditions only affected the use of health services through the needed resources
variable.

According to Andersen’s model, �nancial status is an enabling factor linked to other measures of health
needs, and also an indicator of whether children will use the needed health services to treat diarrhoea.
Generally speaking, we found that SES factors like household wealth, health insurance, and the region of
residence were signi�cantly associated with health-seeking behaviours for diarrhoea treatment in the
DRC. Given the limited budget of the Ministry of Health in the DRC, insurance wasn’t recommended to the
population and so isn’t as accurate an indicator for evaluating health services utilisation compared to in
high-income countries.

Low socioeconomic position (SEP) was a major deterrent for mothers seeking healthcare in many
developing countries38. A study in India showed a clear gradient across wealth quintiles with richer and
richest groups having the higher and highest likelihoods for seeking treatment from healthcare
providers10. In the DRC, the healthcare system is a fee-for-service program �nanced almost entirely by
user fees and external donor money39. Minimal government �nancing at the medical facilities level is
provided, so accessing healthcare for one’s children is a �nancial burden for individuals of lower SEP40.

Healthcare utilisation was slightly lower in rural areas compared to urban areas. Similar to 2013–2014
Demographic and Health Survey (DHS) from the DRC, about 70% of children lived in rural areas and the
distance to healthcare facilities was a challenge for some mothers trying to access healthcare services41,

42. Transport to facilities, especially in rural, mountainous regions, is scarce and can be expensive39.

This study reported a positive association between the level of maternal education and appropriate
healthcare-seeking behaviours, which was consistent with another systematic review conducted in
developing countries 43.
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This study reported a positive association between the level of maternal education and appropriate
healthcare-seeking behaviours, which was consistent with another systematic review conducted in
developing countries 43. Mothers with lower educational attainment were less likely to seek care. Similar
�ndings from a study in Sub-Saharan Africa indicate that one-third of mothers/caregivers did not seek
any care11. These poor healthcare-seeking behaviours may be due to mothers having a lack of knowledge
concerning the severity of the illness or failing to recognize their children had diarrhoea44.

Possession of health insurance was positively associated with the utilisation of healthcare, with most
being holders of the below poverty line (BPL) card. Though BPL cards could provide be used in both
publicly funded and some private health facilities, selection of public health care providers may be a
direct result of economic status (e.g. patients being below the poverty line).

Strengths and limitations
One of the strengths of screening a national sample is that the standardized methodology used by MICS
allows for comparisons with similar data from other countries. This permitted horizontal comparisons to
be made by exploring different in�uential factors on health services. Additionally, a conceptual
framework was applied based on Andersen’s health behavioural model, a widely accepted method for
assessing factors associated with healthcare utilisation. This study then developed modi�ed models to
predict healthcare utilisation for diarrhoea in children under �ve years in the DRC.

As most of the examination was based on Anderson's behavioural model, which posited a particular
directionality of in�uence in health services use, BM was also con�rmed by using a secondary dataset27.
However, as cross-sectional data were used, the nature of any causal relationships among these three
latent variables (predisposing characteristics, enabling factors, and need factors) and healthcare
utilisation for children under �ve with diarrhoea in the DRC was unable to be ascertained. Furthermore,
only one dataset was used to test different versions of Andersen's model (traditional and empirically
modi�ed versions), and then to explore the relationships among the various latent factors. This work is
expected to soon be replicated with different data sets from other developing countries to examine health
services use in a variety of contexts.

Conclusion
To promote the use of health services among children under 5 years to treat diarrhoea, we need to
comprehend what encourages and discourages the use of such services. Evidence was found suggesting
that a variant of Andersen’s model successfully depicts healthcare utilisation in the DRC for children
under �ve years with diarrhoea. Similar to other studies using the 1995 version of the model, the BM used
in this study could be used to re�ect the in�uences on health services use for children’s diarrhoea and
health status by including feedback loops representing the in�uences of the outcome, predisposing
factors, enabling factors, and perceived need14.
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 Additionally, the associations between the main factors examined in this study and the utilisation of
healthcare were similar to previous studies. First, the knowledge needed to perceive symptoms of
diarrhoea among children under 5 is the most important factor for initiating healthcare utilisation. Hence,
it is one of the strongest predictors of health services use. Second, after getting aware of the needs for a
health issue, the E is directly linked to people’s healthcare utilisation since the affordability and access to
healthcare is crucial when seeking help.

Although the BM was explicitly employed as the theoretical background for the reviewed studies, there
was a lack of consistency in these �ndings. As previously mentioned, the majority of reviewed studies’
operationalizations of the model revealed that only a small set of variables were commonly used and
that there were many variations in the way these variables were categorized, especially concerning
predisposing and enabling factors. This may stem from the secondary data sets used in the majority of
the studies, which limited the variables available for study. Therefore, more primary studies exploring
healthcare utilisation in the DRC or similar contexts are urgently needed to enrich understanding of this
subject.
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Figure 1

Empirically derived Structural Equation Model with standardized path coe�cients
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Figure 2

Empirically derived Structural Equation Model
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Figure 3

Modi�ed Structural Equation Model

Figure 4

Final structural equation models with standardized path coe�cients
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