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Abstract

Background: One of the 3 main goals of any health system is to meet the non-medical expectations of individuals while interacting
with health system. The purpose of this study is to evaluate the health system responsiveness before and after the implementation
of the health transformation plan (HTP) in Iran.
Methods: In this longitudinal study, a household survey was conducted at the district 17 of Tehran, Iran in 2003, 2008, and 2015. A
sample of 600 families was selected using a two-stage cluster sampling approach. Data were collected using a questionnaire and
face-to-face interview. Chi square and One Way Anova were used to analyze the data in the SPSS 16.
Results: The importance of all dimensions of responsiveness has decreased compared to previous years in 2015. Dignity (83.46%)
had the best performance (high score) and choice (69.23%) had the worst performance (low score) in outpatient services. The best
performance score was confidentiality (81.7%) in inpatient services and the worst was autonomy (67.76%). Private centers performed
better than other centers in all dimensions of responsiveness. This difference was statistically significant in outpatient services
(P value < 0.05) and was significant in inpatient services only in 2001. Principal component analysis found for out-patient care
responsiveness are 2 main factors explaining 69.5% of the variance and for in-patient care responsiveness 1 factor explaining 91.7%
of the variance. Overall responsiveness level has increased.
Conclusions: Given the increasing level of responsiveness in outpatient and inpatient services after the implementation of the
HTP, it can be concluded that this plan has been effective. Interaction of patients and service providers is an issue that should be
addressed by health sector reform.
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1. Background

Although preservation and improvement of popula-
tion health is the main responsibility of any health system,
responsiveness and fairness of financial contributions are
another of its essential goals (1, 2).

Responsiveness is related to the system’s ability to ad-
dress the rightful performance of client non-medical ex-
pectations while interacting with health care providers
(3). The responsiveness concept has 8 domains, includ-
ing: autonomy, prompt attention, confidentiality, choice
of provider, dignity, clarity of communication, quality of
basic amenities, and social support. These non-medical
domains are important to all human beings (4, 5). These
can further be categorized into 2 major domains: “Respect

for human rights”: containing of the domains dignity, au-
tonomy, confidentiality, and communication and “Client-
orientation”: containing of the domains choice, prompt at-
tention, quality of basic amenities, and social support (6).

Improving these non-health functions of a health sys-
tem is important because it is an undisputable element to
increasing people’s well-being, that being a total and ulti-
mate mission of a health system (7).

Jones et al. showed that low level of responsiveness
may lead to less access to health services, resulting in low
utilization of some of these services in certain groups in
the population (8). Improving responsiveness can be a
better utilization of health services and can improve the
health of individuals (9).
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World health organization report 2000 ranked 191
countries in terms of health system responsiveness. In this
ranking, Iran received 100th place, which represented seri-
ous need for attention to this important goal of the health
system (3, 5). Ministry of Health in Iran, as the main stew-
ardship of health care system in the country, implemented
the health transformation plan (HTP) since May 5, 2014 that
one of its ultimate objectives was to increase responsive-
ness (10). HTP includes 8 executive packages: reducing out
of pocket for hospitalized patients, supporting doctors to
stay in deprived areas, presenting of specialist physicians
in hospitals, promoting hoteling quality, promoting natu-
ral delivery, financial protection for patients with specific
disease, and setting up air emergency (10).

Given that one of the ultimate goals of the HTP is to
increase responsiveness, the findings of the present study
will help policy makers assess the success of the plan in
reaching its ultimate goals in order to review and revise it
if needed.

2. Methods

In this longitudinal study a household survey was con-
ducted in 2003, 2008, and 2015. The study population in-
dcluded the households located in district 17 of Tehran,
Iran. The district (population: 248,589, households: 75,872)
(11) is located southwest of Tehran and has a relatively low
socioeconomic status compared with the rest of Tehran.
Data gathering instrument was responsiveness module of
world health survey (WHS) questionnaire. This module
contains questions about “health services utilization”, “im-
portance of responsiveness domains“, and “people’s view
about responsiveness domain of outpatient and inpatient
services, which were used. The validity and reliability of
the translated version of the questionnaire has been con-
firmed in the previous study (5). Inclusion criteria were (1)
participation in the studies of 2003 and 2008, (2) being an
adult (18 years old or older), and (3) receiving outpatient
care during the past 12 months or inpatient care in the past
5 years. Data collection involved face-to-face interviews.
Descriptive statistics, Chi-square, and One-Way Anova were
used to analyze the data in the SPSS 16. All graphs and tables
were produced using Microsoft Excel and Microsoft word
2007.

Household views have been evaluated on responsive-
ness of outpatient and inpatient services in 2003 and 2008
in the 17th district of Tehran. In order to assess the effect of
HTP, this study measures responsiveness in the same popu-
lation in 2015, thus measuring the trend of responsiveness
in this district.

In the 1st and 2nd surveys in this district in 2003 and
2008, two-stage cluster sampling approach was used. In

the 1st stage, 64 clusters were identified using a system-
atic sampling frame developed by the Iran statistics center.
Each cluster included up to 18 households. Then, from each
household, an adult individual who was 18 years or older
was randomly selected by Kish method method after com-
pleting the household list (5). The same households (603
households) were referred and the responsiveness ques-
tionnaire was completed for them in 2015. Of the house-
holds, there were 52 addresses that were not replaced by
the right side of the cluster. The principal component anal-
ysis (PCA) was used to extract the main factors affecting
the health system responsiveness. The study was approved
by the ethics committee of the Tehran University of Med-
ical Sciences. Participation in this study was optional for
individuals. They were assured that all of their informa-
tion would remain confidential. The participants signed or
marked (if illiterate) the informed consent forms.

3. Results

The socio-demographic characteristics of the study
population are displayed in Table 1. The mean age of the
population has increased 6.62 years in the duration of
study. The majority of the population was male (51.7%,
52.10%) and had a high school education. Furthermore, the
numbers of people who are married have increased during
the study.

Table 2 shows the rate of service utilization for outpa-
tient (in the previous 12 months) and inpatient services (in
the previous 5 years). Most of the participants used public
services for outpatient (58.5% in 2003, 62.1% in 2008, and
75.3% in 2015) and inpatient (89% in 2003, 79% in 2008, and
91.9% in 2015) care. Also, the use of public services had the
highest share in 2015.

Our results showed more than 78% of individuals rated
all aspects of responsiveness as very important or impor-
tant. Quality of basic amenities (98%) and dignity (97.5%)
in 2003, quality of basic amenities, communication and
prompt attention (97%) in 2008, and communication (90%)
in 2015 were the most important aspects during the study.
It should be noted that the importance of all aspects of re-
sponsiveness has decreased compared to previous years in
2015 (Figure 1).

Figure 2 shows the scores of outpatient service respon-
siveness domains in 2003, 2008, and 2015. The scores of
all aspects of responsiveness were higher than other years
in 2003 except choice and autonomy. The trend for dig-
nity and confidentiality was descending from 2003 to 2015.
Also, responsiveness scores in all dimensions except dig-
nity and confidentiality increased in 2015 compared to
2008. In general, for most aspects, responsiveness scores
were the lowest in 2008.
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Figure 1. Comparing the Importance of Responsiveness Domains in Different Years
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Figure 2. Comparison of Responsiveness Dimensions in Outpatient Services from 2003 to 2015

Figure 3 shows the proportion of people reported re-
sponsiveness of inpatient services as “good or very good”
in all domains in 3 periods. Overall, the scores of all as-
pects of responsiveness have increased in 2008 and 2015
compared to 2003. Most of responsiveness domains (social
support, choice, autonomy, communication, and prompt
attention) had the most score in 2015. The trend for au-
tonomy, communication, and choice was increasing from

2003 to 2015.

Comparison of responsiveness aspects of outpatient
and inpatient services in public, private, and charity cen-
ters have been shown in Table 3. In outpatient services, pri-
vate centers performed better than other centers in all as-
pects during the study. (P value < 0.05 except for dignity
and confidentiality in 2015).

In inpatient services, private centers performed better
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Figure 3. Comparison of Responsiveness Dimensions in Inpatient Services from 2003 to 2015

Table 1. Socio-Demographic Characteristics of the Study Sample

Variable 2003a 2008a 2015a

Education

Less than elementary schoolb 22 21.8 23.8

Elementary school 21 20.6 18.7

Guidance school 21.7 19.4 18.5

High school 30 29.6 27.1

University degree 5.3 8.6 11.9

Marital status

Never married 49.2 48.5 42.6

Married 46.9 47.1 50.5

Separated 0.3 0.4 0.4

Divorced 0.4 0.3 1.1

Widow/Widower 3.2 3.7 5.3

Gender

Female - 48.3 47.9

Male - 51.7 52.10

Mean age 30.2 31.9 36.82

Median age 25 28 35

aThe numbers are in percent.
bIncludes all members of society.

than public and charity centers in all aspects (except au-
tonomy and choice in public centers in 2008 and 2003 re-
spectively and social support in charity centers in 2008)

during the study. These differences were significant in all
aspects of responsiveness in 2003 (P value < 0.001), and for
other years, it was only significant for “prompt attention”
in 2015. Generally, performances of public and private cen-
ters were promoted in 2015.

The results of the study showed that there is no statisti-
cally difference between participants’ characteristics (gen-
der, marital, and educational status) and responsiveness
scores.

PCA revealed that one main component explains 91.7%
of the variance for inpatient service responsiveness and 2
main components explaining 69.5% of the variances for
outpatient services responsiveness. The 1 factor for inpa-
tient care responsiveness included 15 items with 2 each
on prompt attention, dignity, communication, autonomy,
confidentiality, quality of basic amenities, social support,
and with one for choice (explaining 91.7% of the variance).
The 2 factors for the outpatient care responsiveness in-
cluded 1) 8 items with 2 each on prompt attention, dignity,
communication, and autonomy (explaining 39.4% of the
variance) and 2) 5 items with 2 each on Confidentiality and
Quality of basic amenities and with 1for choice (explaining
30.1% of the variance).

4. Discussion

In order to achieve the goals of the health system, the
HTP was implemented in Iran since May 5, 2014. The plan
has 3 general approaches to protecting people from financ-
ing, providing access to health services, and improving ser-
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Table 2. Health Services Utilization Based on Type of Service

Type of Services Outpatient Services Inpatient Services

2003 2008 2015 2003 2008 2015

Public 395 (58.5) 365 (62.1) 420 (75.3) 269 (89) 162 (79) 217 (91.9)

Private 267 (39.3) 200 (34) 131 (23.5) 24 (9) 33 (16.1) 18 (7.6)

Charity 15 (2.2) 23 (3.9) 7 (1.2) 6 (2) 10 (4.9) 1 (0.4)

Total 677 (100) 588 (100) 558 (100) 299 (100) 205 (100) 236 (100)

Table 3. Percentage of People Rated Responsiveness Domains of Outpatient and Inpatient Services as “Good” or “Very Good” Based on Type of Center

Dimensions of
Responsiveness

Year Outpatient Inpatient

Public Private Charity P Value Public Private Charity P Value

Prompt attention

2003 77 80 58 < 0.001 70 89 50 < 0.001

2008 53 61.3 44.4 0.02 45.3 47.1 33.3 0.534

2015 68.25 82.44 83.33 0.01 75.57 94.44 0 0.03

Dignity

2003 88 92 92 < 0.001 75 84 73 < 0.001

2008 71 80 78 0.04 57.8 70.6 57.1 0.211

2015 75.29 86.15 83.33 0.06 76.03 83.33 0 0.1

Communication

2003 81 89 67 < 0.001 70 78 64 <0.001

2008 60.4 71.6 62.3 0.007 51.9 58.8 52.4 0.648

2015 73.44 87.02 100 0.006 78.50 88.88 0 0.08

Autonomy

2003 78 87 66 < 0.001 62 62 60 < 0.001

2008 54 60 46 0.01 48.9 47.1 57.1 0.727

2015 70.67 85.49 100 0.003 76.30 88.88 0 0.08

Confidentiality

2003 81 88 91 < 0.001 78 88 60 < 0.001

2008 58 70 49 0.001 68.4 78.4 61.9 0.263

2015 73.74 81.67 100 0.1 79.9 88.88 0 0.08

Choice

2003 67.5 79 75 <0.001 62 56 50 < 0.001

2008 60 73.4 70.3 0.003 60 77.2 58.3 0.231

2015 73.03 88.54 83.33 0.003 76.52 83.33 0 0.1

Quality of basic
amenities

2003 77 83 83 < 0.001 67 72 28 < 0.001

2008 56 69 50 0.005 52.7 70.7 42.9 0.31

2015 72.07 83.96 100 0.02 74.29 88.88 0 0.08

Social support

2003 70 72 54 < 0.001

2008 53.4 58.8 61.9 0.599

2015 76.63 88.88 0 0.08

vice quality. One of its main goals is to increase the respon-
siveness of the health system (9).

According to the findings, the majority of the respon-
dents (over 80%) rated all aspects of responsiveness as very
important or important. However, the importance of all

dimensions has decreased compared to the previous years
in 2015. Perhaps due to the implementation of the HTP and
the establishment of its service packages that reduce finan-
cial burden for patients, the importance of responsiveness
dimensions has diminished. Communication, quality of
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basic amenities, and prompt attention received the high-
est scores and autonomy received a lower score in terms
of their importance. These findings have been repeated
in several previous studies in Iran (4, 12-14). It means that
service recipients kept their preferences about the impor-
tance of responsiveness domains. In addition, in other
studies, communication, dignity, quality, and prompt at-
tention were identified as the most important aspects (15,
16).

In our study, dignity was the best performing domain
in outpatient services in all the years of the study. This
means that the health system in Iran has been able to pro-
vide a respectful and non-discriminatory setting/care for
patients. The same result is found in the studies in In-
dia and Thailand that survey socio-economic disparities in
health system responsiveness and health system respon-
siveness for delivery care, respectively (1, 17).

The 2nd rank in terms of performance in outpatient
services was dedicated to confidentiality. It means being
able to talk privately to providers and keeping patient in-
formation secret. This finding is in line with the studies
from Tehran and Sannandaj (18, 19). Furthermore, in stud-
ies done in Tehran as well as Germany, confidentiality and
dignity had the best ranks in term of performance respec-
tively (4, 14, 20). However, unfortunately, the trend of these
dimensions has been declining from 2003 to 2015. Per-
haps one of the reasons for this decline is the high pressure
on health personnel that has been created due to the in-
creased load of referrals, which is the consequence of the
implementation of the HTP.

The worst performing domains in outpatient services
were choice and prompt attention. This finding (worst of
choice in terms of performance) is in line with the study
done in Germany (20). It is notable that our study pop-
ulation is in a low socio-economic level district of Tehran
and has less opportunity for choice health care providers
due to the fact that they are less likely to live/work in this
area. However, health system responsiveness in choice is
improved as time passes. Perhaps one of the reasons for
this improvement is the implementation of HTP in Iran
and supporting the retention of physicians in deprived ar-
eas since 2014. This makes patients more free to choose a
health care provider.

In this study, most respondents (89%) selected prompt
attention as the most important domain, while the low-
est score was in terms of performance. In addition, in a
study on health system responsiveness among older adults
in South Africa, prompt attention was the greatest concern
of service users (21). Although prompt attention has in-
creased compared to the previous period in 2015. One of
the reasons for this increase could be the implementation
of the HTP and increase access to healthcare as a result of

reduced waiting and traveling times.
In inpatient services, confidentiality had the best per-

formance score. This finding is in line with the findings of
several studies (3, 4, 22, 23).

As with other previous studies in Iran (3-5, 24), auton-
omy has had the lowest score in 3 periods, however, for-
tunately, it has an increasing trend. Therefore, it is neces-
sary that health care providers inform patients about other
types of treatments and involve them in the decision mak-
ing about their care to achieve a higher score in the auton-
omy.

As seen in this research, in outpatient and inpatient
services, private centers were better than public centers in
all aspects during the study. This finding was similar to the
reports of other previous studies (9, 25-27). Therefore; pub-
lic hospitals must compete to private hospitals in terms
of good service delivery. Implementation of HTP packages
including the presence of specialist physicians residing in
public hospitals, improvement of hoteling quality and im-
proving the quality of visiting services, as well as provide
potential capability for public hospitals to improve their
responsiveness by proper utilization of them. However,
most participants used public services for outpatient and
inpatient care. Given the low socio-economic status of dis-
trict, it seems that implementation of HTP and reduction
in out of pocket payment and improving geographical ac-
cess, could be a main factor for using public services de-
spite the better performance of private centers.

In this study PCA found that responsiveness in outpa-
tient and inpatient services was included as a major factor
in all dimensions of the WHO model.

In a study done in Taiwan, PCA produced 5 factors (re-
spect, access, confidentiality, basic amenities, and social
support) that explained 63.5% of the total variances (7).
Studies in South Africa and Iran showed different cluster-
ing patterns of responsiveness (12, 21). For example, “auton-
omy” in these studies was not conceptualized as a unique
domain. Further studies are required to find the structure
of health systems responsiveness domains in the develop-
ing countries.

4.1. Conclusions

Based on the results, overall responsiveness level in in-
patient and outpatient services has increased. Although
it cannot be commented definitively, this can be due to
the implementation of HTP supportive packages. Due to
the fact that one of the final objectives of the HTP is to
increase responsiveness, the interaction of patients and
service providers is a topic that has been less addressed
by health sector reforms. In order to increase responsive-
ness, it is suggested that some reforms (for example: train-
ing staff about confidentiality of personal information, pri-
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vacy, talking to patients etc.) be made alongside such plans
as the HTP.
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