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MODESTUM

Responsiveness of the health system towards patients
admitted to west of Iran hospitals

Parastoo Baharvand'’

ABSTRACT

Objective: Responsiveness refers to non-clinical aspects of the health system and responds to this question that whether health system is responsive
to rightful expectations of people. This study aimed to assess the responsiveness of the health system towards patients admitted to hospitals in
Khorramabad city in 2017.

Methods: This cross-sectional study was conducted on 700 patients hospitalized in hospitals affiliated to Lorestan University of Medical Sciences in
Khorramabad, 2017, who were included into the study using multi stage method. Data collection was performed using valid questionnaire that
designed by the World Health Organization (WHO) for measurement of responsiveness. Data were entered into SPSS 22 software and analyzed using
descriptive and analytical statistics.

Results: In this study, the highest responsiveness was related to social support networks dimension with a mean score of 3.95 + 0.92 and the least
responsiveness was related to choice of therapist (2.70 + 0.33) and autonomy (2.81 + .0.71) dimensions. According to the viewpoint of patients the
most important dimensions were prompt attention (41%) and dignity (28%).

Conclusion: According to the results of this study, it seems logical and necessary to take steps to improve the health system’s responsiveness for
patient care by paying pay more attention to patients’ rights, in particular, regarding the provision of conditions and facilities for choosing a health
provider and considering their autonomy.
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INTRODUCTION

The mission of each health system is to preserve and improve the health status at the societal level. In other words,
the basis for the formation of each health system is to meet the needs of the people of the society and the main goal of
the health system is to meet such needs that is called responsiveness by WHO (1). Responsiveness is one of the key
issues of any health care system and is an important issue for policy makers and health managers. Responsiveness is
associated with patient consent (2). Responsiveness has a special concept in the health system and includes care
providing methods and also non-clinical aspects of service delivery. Therefore, it does not include categories such as the
effectiveness of surgical procedures, drugs, etc. (3). Responsiveness is one of the goals of the health system (4, 5). In
World Health Report in 2000, the World Health Organization (WHO) released a worldwide ranking of 191 countries in
the health system, with the United States ranked 1t and Iran ranked 100t (6). WHQO's framework of responsibility includes:

Dignity, Autonomy, Confidentiality, Prompt attention, Access to social support network, Choice of health provider,
patient communication, consideration of patients’ viewpoint and cooperation, and basic amenities (7). This
responsiveness is different from the concept expected in other organizations and social institutions. Responsiveness in
the public sector is called Accountability. And needs a proper accountability system. Government agencies are created
by and for the people. So they must be accountable (). In the health sector, responsiveness is used as another concept.
In Iran, the Ministry of Health considers this issue in the third, fourth, and fifth health plans of the country development
(8). Different aspects of responsiveness in health sector emphasize the human dimensions of health services. The first
aspect of human behavior is attention to dignity and humanity of the patient. This concept emphasizes obtaining the
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trust of the patient and his companions and good manners with them (9). Another aspect of the issues raised as
responsiveness is to pay attention to individual's autonomy and to respect his independence and his ability to decide on
his own health. Another aspect is the confidentiality of who has access to the patient’s personal information and the
other is prompt attention in emergency cases (9). Patients expect that, in addition to maintaining their health, the health
system treats them with dignity, facilitates their decisions in the care and treatment method, and provide them with clear
communication and assurance that their information will stay confidential (4, 10). In developed countries, there is
evidence that the patients have the highest satisfaction with the health system, when the health caregivers provided
them with the information on care and treatment (11, 12). In developing countries, on the contrary, it has been observed
that most patients tend the caregivers decide about their care and treatment, rather than themselves being involved
with treatment and care (13-15). The importance of responsiveness in the health system, beyond being one of the main
goals of the WHO in the health system’s performance, addresses the legitimate expectations of patients. Also, facilitating
the information provision between the health system and individuals is a key component of responsiveness. And it is
important to note that the success of any health system depends on the responsiveness of that system to the legitimate
expectations of patients (16). This study aimed to evaluate the health system’s responsiveness at educational hospitals
in Khorramabad; the results of this research can provide information for health managers in order to measure the
patients’ expectations better.

METHODS
Study Setting and Sample

Cross-sectional study was conducted on patients admitted to educational hospitals affiliated to Lorestan University
of Medical Sciences in Khorramabad who were selected using multi-stage (stratified-randomized) method from June
2016 to May 2017. The inclusion criteria included age over 16, at least 72 hours admission in wards, and the patient’s
willingness to participate in the study, and exclusion criteria included hospitalization in the emergency department or
ICU, unconsciousness, and psychiatric disorders.

Measurement and Device

Data collection was performed using the Persian version of the health system responsiveness questionnaire designed
by the WHO. (WHO responsiveness Tools). Validity and reliability of this questionnaire have already been approved (18,
17, 19, and 10). In this study, the reliability of the questionnaire was also obtained (0.85) using test-retest method.
Cronbach’s alpha, the dimensions of the questionnaire were also between 0.62% and 0.84%. The questionnaire consisted
of two parts. The first part includes patients’ information such as gender, age, level of education, place of residence, and
duration of hospitalization and the second part of the questionnaire consists of 33 questions in 8 dimensions: 1- Dignity
(5 questions), 2- Autonomy (4 questions), 3- Prompt attention (6 questions), 4- Communication (5 questions),
Confidentiality (3 questions), 6- Social support (3 questions), 7- Basic amenities (4 questions), and Choice of provider (2
questions). Questions are scaled from a score of 1 to 10. The questionnaire was completed in a self-contained manner,
and the questionnaires were filled out by the interviewers for the illiterate people. In order to obtain reliable information,
the questioner was trained for communication techniques, neutral interview and observance, adherence to the content
of the questionnaire’s text, and maintaining its authenticity.

Statistical Methods

Data analysis was performed by SPSS ver.22 using descriptive statistics (mean, standard deviation and frequency) and
analytical statistics (t test, one way analysis of variance, Pearson coefficient ), and P<0.05 was considered significant.
RESULTS

In this study, 700 patients were studied. The mean age of the patients was 45.5 + 8.9 with the minimum and maximum
age of 17 and 85 years, respectively. Male, illiterate and urban subjects made up 51.7%, 23.3% and 59.9% of the
participants, respectively. The average number of days of admission was 8.5 + 3.6 days. The socio-demographic
characteristics of patients are illustrated in Table 1.
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Table 1: Frequency of demographic characteristics in patients. (p: 11)

Variables No. (%) Cumulative Percentage
Age
<20 Years 49(7) 7.0
21-35 Years 181(25.8) 32.8
36-50 Years 207(29.6) 62.4
51-65 Years 151(21.6) 84.0
>65 Years 112(16) 100.0
Educational Level
llliterate 163(23.3) 23.3
Secondary school 213(30.4) 53.7
High school 87(12.4) 66.1
Diploma 151(21.6) 87.7
College degree 86(12.3) 100
Place of Residence
Urban 419(59.9) 59.9
Rural residents 281(40.1) 100.0
Sex
Female 338(48.3) 48.3
Male 362(51.7) 100.0
Mean duration of hospitalization 8.5+ 3.6

Table 2: Mean Score of different dimensions of responsiveness from patients’ perspective (p: 11)

Dimensions of Responsiveness Mean * SD
Choice of provider 2.70+.0.53
Autonomy 2.81+.0.71
Prompt attention 3.1+.0.85
Basic amenities 2.95+.0.78
Dignity 3.7+.0.98
Social support 3.95+.0.92
Confidentiality 3.87+.0.75
Communication 3.5+.0.82
Autonomy 3.75+.1.02

Table 3: Mean score of responsiveness and its different dimensions based on level of educational

Education Chou:.e of Autonomy Prom!at Ba53c. Dignity Social Confidentiality Communication Total Score
Provider Attention Amenities Support

Mean + SD Mean + SD Mean £+ SD Mean £ SD Mean + SD Mean + SD Mean + SD Mean + SD Mean + SD
Illiterate 2.63+.099 3.67+.0.75 2.16+x0.71 2.59+0.67. 3.93+1.09 41+1.1 3.48. +0.83 3.01+0.80. 3.85. +0.64
zsﬁzr;?ary 258.+.077 364:074 275:068 270+071 3.65:1.09 3.74:12  3.37.+0.69. 343.£0.85.  3.79+0.57
High School 2.48+.098 2.86+0.68 3.15+0.84 2.74+0.70 3.59+0.98 3.59 +0.90 3.52. +0.78 3.12. £1.04. 3.32+0.98
Diploma 2.73+.084 245+052 364.£0.76 2.90+0.71 3.38+0.88 3.8 +1.1 3.69. +1.01 3.33+0.73. 3.18. +1.09
College Degree 2.89+.091. 2.23+.0.65 3.05+.0.81. 294+.1.13 3.11+.0.96 4.28 +.1.22. 3.32. +.0.89 3.35. £.1.01. 2.97. £0.56
P value 0.022 0.001 0.001 0.34 0.11 0.06 0.42 0.13 0.001

According to Table 2, the highest mean score of responsiveness was related to social support (3.95 + 0.92) and
confidentiality (3.87 + 0.75) dimensions, respectively, while the minimum mean scores were related to the choice of
provider (2.70 £ 0.53) and autonomy (81.8 + 0.71), respectively.

As shown in Table 4, the average responsiveness score and its different dimensions vary between groups with
different levels of education. One-way ANOVA was used to compare the mean scores of responsiveness dimensions and
results indicated a significant difference between groups with different levels of education (P<0.05). Post-hoc Tukey test
showed there was a difference between groups with higher education level (diploma and university education) and
lower-educated groups (illiterate subjects and those with middle school education) in the autonomy dimension. There
was also a difference between the mean scores obtained by the two groups of graduates with illiterate people and finally
there was a difference between the overall responsiveness score among those with university education and those with
lower education (illiterate subjects and those with middle school education) in the prompt attention dimension (P<0.05).
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Table 4: Mean score of responsiveness and its different dimensions based on place of residence

Pla.ce of Ch0|c.e of Autonomy Prom!)t Bas!c. Dignity Social Confidentiality Communication Total Score
residence Provider Attention Amenities Support

Mean + SD Mean + SD Mean + SD Mean £+ SD Mean + SD Mean + SD Mean + SD Mean + SD Mean + SD
Urban 2.13+0.48 2.22+0.51 2.19+0.57  2.59+0.67 3.13+£1.01 41+1.1 3.18+0.83 2.91+0.58 2.81+£0.63
E::clients 3.47+0.77 3.39+0.65 3.43+0.71 2.70+0.71 3.80+1.04 3.74+1.2 3.87+0.69 4.22+0.75 4.19+0.74
P value 0.001 0.001 0.001 0.35 0.41 0.06 0.19 0.001 0.001

1%

M Dignity
M Choice
Prompt attention
Autonomy
M Basic amenities
m Social support

B Communication

B confidentiality

Figure 1: Domains of responsiveness ranked based on their importance from patient’s view

Comparison of mean scores of responsiveness dimensions using T-test showed statistically significant difference
between two groups living in urban and rural areas (P<0.05). Form the viewpoint of urban residents compared with rural
residents, mean scores of responsiveness were lower in the autonomy, prompt attention, choice of provider, and
communication dimensions, as well as the overall score of the questionnaire (P<0.05).

As noted in Figure 1, prompt attention (41%, Cl 95%: 35.4%-46.6%) and dignity (28%, Cl 95%: 23.2%-32.8%) were the
most important dimensions from the patients’ perspective.

There was a significant and inverse relationship between the total responsiveness score and the duration of admission
(P<0.05, r = -0.48) and increased hospital stay decreased the responsiveness score. Comparison of mean scores of
responsiveness dimensions between the two sex groups did not show a statistically significant difference (P>0.05).

DISCUSSION

The main objective of this study was to assess the responsiveness of educational hospitals to care for patients. Mean
score of responsiveness from the patient’s point of view was 3.75 = 1.02, similar to those in Turkey (9), China (20) and
Iran [Ebrahimpour (17) and Zarei (18)]. In assessment of the questionnaire dimensions, the highest mean score was
related to the dimensions of social support and confidentiality and the least was related to the dimensions of choice of
provider and autonomy.

Nejru et al showed regarding the choice of provider dimension that the majority of users (71%) believed that they
did not have a choice about the care provider (21).

In the study by Javadi et al. on non-medical aspects of health services in patients admitted to Isfahan hospitals,
patients described the weakest points of the medical centers as the choice of therapist and nurses and basic amenities
(22).

In the study by Ristea, patients gave the lowest points to the “right to choose therapist”. Nurses also had a negative
view on this issue and it was considered as the second weak point (23). In Ibrahimpur’s study (17), patients evaluated the
right to choose a therapist lower in public hospitals rather than private hospitals. A study by Bramesfeld et al., entitled
“"How does mental health care perform in respect of service users’ expectations” in Germany (24) and in the study by
Peltzer, entitled “Patient experiences and health systems responsiveness among older adults in South Africa” (25), the
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right to choose therapist was scored the least by patients. The results of our study are also consistent with the studies
mentioned above.

This finding is not far from the mind in our country, as according to another study, free choice of therapist or hospital
for treatment is unusual in many countries; even more Europeans are not used to choose provider freely. One reason for
this seems to be the lack of confidence in their ability to make good choices and inadequate knowledge to choose (13).

Choosing a therapist is an important issue that has a particular importance and challenge in the health system (26),
as in studying responsiveness in 8 European countries, the majority of people in 7 countries assessed the right to choose
a therapist low and attributed this to insufficient knowledge for choice; among the countries studied, only Swedish
respondents had no problem with this (27).

Independence and autonomy, after the choice of provider, were the lowest. This finding is consistent with those of
Javadi (22), Mousavi (28), Ebrahimpour (17), Sajjadi (29) in Iran, and Meleslam studies (30) in Egypt and Kowal in China
(20). The degree of involvement and cooperation of the patient in health issues is a topic that varies according to the
common medical culture in different regions. For example, the medical model in a paternalist culture is that the doctor
and the patient agree that the decision on treatment is the responsibility of the physician. When the patient participates
in choosing the therapeutic program, this will not only make her/him accept and adapt to the therapeutic methods, but
will also improve the patient’s and doctor’s interactions and satisfaction.

After the dimensions of the right to choose the therapist and autonomy, the basic amenities had the lowest mean. In
the studies by Zarei et al. (18) and Ebrahimpour (17) in Iran, and Bramesfeld (24), Peltzer (25), and Kowal (20),
responsiveness score was reported high in the basic amenities dimension. In the study of responsiveness assessment at
Turkish hospitals conducted by Ugurluoglu, basic amenities were also reported high (9). In this study, contrary to the
above mentioned studies, mean score of basic amenities was reported to be consistent with the study of Javadi (22),
Fazaeli (31), and Ristea (23). Since the quality and quantity of hospital facilities have an undeniable effect on patients’
comfort, improvement of the quality and quantity of hotel services and physical facilities seems reasonable. In this study,
the highest mean score was related to social support dimensions, which is consistent with the studies of Javadi (22) and
Ugurluoglu (9).

Since access to social support is a very important factor in the process of treatment and disease improvement, this
finding can be a desirable outcome.

After social support, the highest mean score was related to confidentiality and dignity. In the study by Bramsfield and
colleagues, participants described the best-performing dimension of healthcare responsiveness as confidentiality and
secrecy (24); Plutz also showed the highest score of responsiveness, according to patients, as respecting the patients and
their privacy during physical examination (24). In Ugurluoglu’s study, the score of confidentiality dimension was reported
high (9). In the study of Rashidian et al. (19) and Mohammadi's (10) study, the best performance of responsiveness was
related to the dimensions of secrecy and respect for the patients’ dignity.

In this study, there was a significant correlation between different age groups and different dimensions of
responsiveness in two dimensions of social support and dignity.

Also, in this study, there was a relationship between the place of residence and the level of education with different
dimensions of responsiveness. In urban residents and those with higher education, mean scores were lower in some
dimensions, which was consistent with the study (31). Given the fact that the lower knowledge of one’s rights brings
lower expectation of services, it can be concluded that if people living in urban areas or those with higher education
considered hospitals to be less responsive in some aspects, it was because of their awareness of their rights that increased
their expectation of services and, as a result, reduced their satisfaction. The difference between groups can also be related
to different perceptions and expectations of individuals.

The findings of this study did not show a significant relationship between sex and dimensions of responsiveness,
which is consistent with the study of Fazaeli and colleagues (31) and Rashidian (19), and contrary to the study of
Mohammadi (10) and Sajjadi (29). In this study, there was an inverse relationship between the duration of hospitalization
and hospital’s responsiveness, which is consistent with Zare's study (18). This finding can be justified by this fact that
longer admission will make the patient feel that their disease is serious, which causes them to be worried and creates a
negative view on hospital services and medical staff.

In this study, the most important aspects of responsiveness, according to patients, were prompt attention and dignity.
Although the importance of different dimensions of responsiveness for patients is dissimilar in different societies, but
the dimensions of prompt attention and dignity are considered more important than other dimensions in studies,
including in the study by Valentine et al (3), Kowal et al (20) and Liabsuetraku et al. (32) that described these two
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dimensions as the most important aspects of the health system’s responsiveness, according to patients. Patient
satisfaction would be provided by providing patient care services along with immediate action and reducing the waiting
time, while it prevents the formation of negative and pessimistic thoughts about the health service delivery system.

The present study also had limitations. The research was only restricted to educational hospitals. Secondly, these
subjects included hospitalized patients and those who received outpatient services were not enrolled in the study. It is
recommended that these cases be studied in the future studies.

CONCLUSION

In this study, the choice of provider and autonomy dimensions were determined as the priorities. It is suggested that,
in order to improve the responsiveness of the health system, policies and procedures should be designed using
international experiences and local point of views, while more attention should be paid to patients’ rights and by giving
them information, their further participation in decision making for treatment will be provided. Also, the focus of health
managers and policy makers on training staff regarding responsiveness, improving service quality, and allocating
resources properly will improve responsiveness in the health system.
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