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(Abstract

Background: Health system responsiveness (HSR) captures how health systems address clients' nonmedical expectations, including dignity,
autonomy, confidentiality, communication, and tprompt attention. Despite its recognized importance in humanitarian settings, empirical
evidence on HSR and its relationship to client satisfaction in these contexts remains limited.

Objectives: This study assessed HSR and client satisfaction among recipients of humanitarian services provided by the Iranian Red Crescent
Society in Razavi Khorasan Province, Iran.

Methods: A descriptive-analytical cross-sectional survey was conducted in 2023 across 27 counties. A multistage sampling design with
convenience sampling within service strata was used to enroll 1,384 recipients of social, pharmaceutical, medical, and rehabilitation services.
Data were collected using the McMurtry Client Satisfaction Scale (25 items, four domains) and the World Health Organization (WHO% HSR
Questionnaire (25 items, eight domains). Exploratory factor analysis and confirmatory factor analysis were used to evaluate construct validity.
Group differences were assessed using t tests and analysis of variance (ANOVA). The relationship between HSR and satisfaction was examined
using Pearson correlation and analysis of covariance.

Results: A total of 1,384 recipients across 27 counties were surveyed. Both instruments demonstrated sound psychometric properties
(satisfaction o = 0.737; responsiveness a = 0.872), supporting a four-factor satisfaction structure (52.5% variance) and an eight-factor
responsiveness structure aligned with World Health Organization (WHO) domains (62.1% variance), with good CFA fit for both. Mean scores were
76.47 (SD = 9.32) for satisfaction and 82.54 (SD =13.06) for responsiveness. Female participants and recipients of pharmaceutical services reported
higher satisfaction; no significant differences emer?ed bg age, education, or residence. HSR and satisfaction were not significantly correlated (r =
0.02, P=0.454), and this null association persisted after adjustment for gender and service type.

Conclusions: Satisfaction and responsiveness levels were both moderate to high, although responsiveness scores were consistently higher than
satisfaction scores. Contrary to expectations, HSR and client satisfaction were not significantly correlated, suggesting that these constructs
capture distinct aspects of the service experience in this humanitarian context. The findings highlight social services and rehabilitation as
priority areas for quality-improvement efforts within Red Crescent humanitarian programs.
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1. Background confidentiality, communication, and prompt attention (1)

—and is linked to public trust and improved health

Health system responsiveness (HSR), a core dimension outcomes (2). Responsiveness is particularly important in

of health system performance, refers to how health systems humanitarian settings, which are marked by resource
address  clients’ nonmedical expectations—dignity, constraints and heightened vulnerability, where it also
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safeguards dignity and equity (3, 4). Organizations such as
the Iranian Red Crescent Society (IRCS) are often the first,
and sometimes the only, providers to reach these
populations (5, 6).

Despite its significance, empirical evidence on HSR in
humanitarian contexts remains limited. Existing research
emphasizes structural or outcome indicators over clients’
lived experiences (4), reflecting a broader scarcity of
research conducted in humanitarian and crisis-affected
settings compared with research on routine, facility-based
health services. For example, comparative evaluations of
hospital-based health system planning and quality in Iran
have likewise relied on structural and administrative
indicators rather than client-reported experience (7). In
Iran, HSR research is scarce and has rarely examined its
association with client satisfaction with Red Crescent
services; no study has examined this relationship at a
comparable provincial level. The IRCS was selected
because, unlike facility-based providers, it is often the sole
provider reaching vulnerable populations in both urban
and rural areas, consistent with the recognized importance
of specialized, adequately trained humanitarian care
providers for care quality in crisis-affected settings (8).

Razavi Khorasan Province, in northeastern Iran, has a
population exceeding six million (9) and marked
geographic diversity. It shares an international border with
Afghanistan and hosts one of the country’s largest
concentrations of registered Afghan refugees (10). Its
seismically active terrain poses substantial earthquake risk
to its heavily populated urban core (1), and its
concentrated Red Crescent infrastructure makes it a
setting in which social, medical, pharmaceutical, and
rehabilitation services operate simultaneously at scale,
providing a comprehensive context for evaluating
responsiveness across service types. Recent province-level
public health research further illustrates the scale and
diversity of health service demand in this setting (12).

2. Objectives

This study therefore examined HSR in humanitarian
services delivered by the IRCS in Razavi Khorasan Province
and its association with client satisfaction to generate
evidence to support quality improvement in humanitarian
health services.

3. Methods

A descriptive-analytical cross-sectional survey was
conducted in 2023 among recipients of IRCS services
(social, pharmaceutical, medical, and rehabilitation)
across Razavi Khorasan Province.

Participants were recruited using a multistage design
that combined probability-based clustering with
convenience sampling within strata. All 27 counties with
an active IRCS branch served as primary clusters; within
each county, services were stratified into four categories.
Because no complete sampling frame existed, 10
participants per stratum were selected by convenience
sampling at service centers, yielding an initial quota of
1,080 (27 X 4 x 10), set for feasibility rather than on the basis
of a power calculation. Accounting for anticipated 25%
attrition, the adjusted target was 1,350; 1,384 questionnaires
were retained. Because selection within strata was
nonrandom, the design is best described as cluster
sampling with convenience sampling within strata, and
the findings should be interpreted with this potential
selection bias in mind. Inclusion required informed
consent, a minimum of 6 months of service receipt (a
threshold set in view of the study's 12-month duration),
and the ability to complete the
independently, via a parent/guardian proxy for
participants younger than 18 years, or with interviewer

questionnaire

assistance for illiterate participants.

Data were collected using a demographic checklist and
two validated instruments. The McMurtry Client
Satisfaction Scale (1994; 25 items, five-point Likert)
measures overall satisfaction; 5 reverse-worded items were
recoded, and total scores reflect the raw sum of all items
(range 25 - 125). The World Health Organization (WHO)
Health System Responsiveness Questionnaire (2000; 25
items, eight domains) assesses prompt attention,
communication, dignity, autonomy, confidentiality, choice
of provider, quality of basic amenities, and social support,
with domain scores calculated as item means. Persian-
validated versions were used, and internal consistency was
reevaluated using Cronbach's alpha. For each instrument,
KMO/Bartlett testing preceded exploratory factor analysis
(EFA) using principal component analysis with Varimax
rotation. Confirmatory factor analysis (CFA) was
conducted in AMOS (version 24) using maximum
likelihood estimation. Both analyses used the same full
sample (n = 1,384); independent split-sample validation
was not performed (see Limitations).

Data were collected using a mixed-mode approach
(approximately 70% paper, 30% electronic). All analyses
were conducted using SPSS and AMOS (version 24). Group
comparisons used t tests and analysis of variance (ANOVA)
with Tukey honestly significant difference tests after
homogeneity of variance and normality were verified;
effect sizes (Cohen's d, n*) are emphasized given the
number of comparisons performed. The HSR-satisfaction
association was examined using Pearson correlation and
analysis of covariance (ANCOVA), with satisfaction as the
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dependent variable, HSR as a covariate, and gender and
service type as fixed factors. 4.2. Reliability

Cronbach's alpha indicated acceptable internal

4. Results

4.1. Demographic Characteristics

Among 1,384 IRCS recipients across 27 counties, the
gender distribution was balanced. Most were married
(43.6%) or single (38.9%), and 62.1% resided in urban areas.
The largest age group was 1 - 15 years (32%, via
parent/guardian proxy), followed by 31 - 45 years (29%).
Education levels ranged from illiterate (17.3%) to bachelor's
degree (19.6%). Rehabilitation was the most frequently
used service (29.2%), followed by social and pharmaceutical
services (25% each) and medical services (20.8%) (Table 1).

Table 1. Demographic Characteristics of Participants (N =1,384)?

Variables No. (%)
Gender
Female 692 (50.0)
Male 692 (50.0)
Residence
Urban 859 (62.1)
Rural 525(37.9)
Marital Status
Married 604 (43.6)
Single 538(38.9)
Divorced-Separated 134(9.7)
Widowed 108 (7.8)
Age Group (y)
1-15 443(32.0)
16-30 171(12.4)
31-45 401(29.0)
46-60 263(19.0)
>61 106 (7.7)
Education
Illiterate 240 (17.3)
Below Diploma 201(14.5)
Diploma 169 (12.2)
Associate 161 (11.6)
Student 231(16.7)
Bachelor 271(19.6)
Master 78(5.6)
PhD+ 33(2.4)
Service Type
Rehabilitation 404 (29.2)
Social 346 (25.0)
Pharmaceutical 346 (25.0)
Medical 288(20.8)

@ Percentages may not sum to 100 due to rounding.
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consistency for the Satisfaction Scale (a = 0.737) and good
internal consistency for the Responsiveness Questionnaire
(a=0.872) across the full sample (Table 2).

Table 2. Internal Consistency Reliability of the Client Satisfaction Scale
and Health System Responsiveness Questionnaire (N =1,384)

Cronbach'
Instrument i\ig;:sf n ronuac s Interpretation
Client Satisfaction Scale 25 1,384 0.737 Acceptable
Health System
Responsiveness 25 1,384 0.872 Good
Questionnaire
43. Levels of Client Satisfaction and Health System
Responsiveness

Total satisfaction scores (M = 76.47, SD = 9.32; possible
range, 25 - 125) corresponded to 61.2% of the maximum
possible score, indicating a moderate overall level of client
satisfaction. At the domain level (Table 3 and 4), Return
Intention (66.7% of the maximum) and Empowerment
(66.2%) showed the highest relative levels, followed by
Client-Centeredness (63.0%) and Respect and Attention
(59.2%), which was the lowest of the four domains.

Total responsiveness scores (M = 82.54, SD = 13.06;
theoretical range, 25 - 125) corresponded to 66.0% of the
maximum possible score, indicating a moderate-to-high
overall level of responsiveness that was consistently higher
than the satisfaction level. At the domain level (Table 5 and
6), raw domain means ranged from 6.61 (Social
Consideration) to 19.76 (Communication); however, this
range reflects differences in the number of items per
domain rather than differences in relative responsiveness.
When expressed as a percentage of each domain's
maximum possible score, all eight World Health
Organization (WHO) domains clustered narrowly between
65.4% and 66.6%, with Autonomy showing the marginally
highest relative level (66.6%) and Choice & Continuity the
marginally lowest (65.4%). This narrow range indicates a
fairly uniform, moderate-to-high level of responsiveness
across all dimensions of care, with no single domain
standing out as a particular strength or weakness.

4.4. Client Satisfaction

EFA sampling adequacy was confirmed (KMO = 0.935;

Bartlett's X*(300) = 11160.88, P < 0.001). Four factors—
Empowerment, Respect and Attention, Return Intention,
and Client-Centeredness—were extracted, explaining 52.5%
of the variance (Table 7). CFA supported this structure with
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Table 3. Descriptive Statistics and Confirmatory Factor Analysis (CFA) Model Fit — Client Satisfaction Scale
Factor | Total Mean SD Min Max
Empowerment 29.78 6.93 9.00 45.00
Respect & Attention 20.72 2.35 14.00 28.00
Return Intention 16.67 3.93 5.00 25.00
Client-Centeredness 12.59 218 6.00 19.00
Total Scale 76.47 9.32 44.00 104.00
Table 4. Confirmatory Factor Analysis Model Fit Indices for the Client Satisfaction Scale
CFAFit Index Value Threshold Result
X2 (df) 266.02 (269) - -
P 0.540 >0.05 Met
¥t 0.989 <3.00 Met
GFI |AGFI 0.985/0.982 >0.95[>0.90 Met
NFI [ TLI | CFI 0.976 [ 1.000 | 1.000 >0.95 Met
RMR | RMSEA (90% CI) 0.021/0.000 (0.000, 0.010) <0.08/<0.06 Met

2 Threshold criteria based on Hair et al. (13). Abbreviations: CFA, confirmatory factor analysis; GFI, Goodness-of-Fit Index; AGFI, Adjusted GFI; NFI,
Normed Fit Index; TLI, Tucker-Lewis Index; CFI, Comparative Fit Index; RMR, Root Mean Square Residual; RMSEA, Root Mean Square Error of

Approximation.

Table 5. Descriptive Statistics and Confirmatory Factor Analysis (CFA) Model Fit — WHO Responsiveness Questionnaire
Factor | Total Mean SD Min Max
Communication 19.76 4.78 6.00 30.00
Dignity 9.92 2.69 3.00 15.00
PromptAttention 9.84 2.53 3.00 15.00
Autonomy 9.99 2.54 3.00 15.00
Choice & Continuity 9.82 2.47 3.00 15.00
Confidentiality 6.63 1.89 2.00 10.00
Social Consideration 6.61 1.82 2.00 10.00
Quality of Amenities 9.98 1.88 5.00 15.00
Total Scale 82.54 13.06 41.00 120.00
Table 6. Confirmatory Factor Analysis Model Fit Indices for the WHO Health System Responsiveness Questionnaire
CFA Fit Index Value Threshold Result
¥ (df) 738.00 (253) - —
P <0.001 >0.05 Not met
x*/df 2,917 <3.00 Met
GFI | AGFI 0.958/0.946 >0.95/>0.90 Met
NFI | TLI | CFI 0.920/0.935/0.946 >0.95 Not met [ Not met | Met
RMR | RMSEA (90% CI) 0.104 [ 0.037(0.034, 0.040) <0.08/<0.06 Not met | Met

2 “Not met” indices are attributable to the non-significant loading of item 25 (B =-0.029, P = 0.392), retained to preserve the original WHO instrument
structure. Threshold criteria based on Hair et al. (13). Abbreviations: CFA, confirmatory factor analysis; GFI, Goodness-of-Fit Index; AGFI, Adjusted
Goodness-of-Fit Index; NFI, Normed Fit Index; TLI, Tucker-Lewis Index; CFI, Comparative Fit Index; RMR, Root Mean Square Residual; RMSEA, Root Mean

Square Error of Approximation.

excellent fit (Table 3; Figure 1); standardized loadings (0.58 -

o0.72) were all significant (P < 0.001) and exceeded the 0.50
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https://brieflands.com/journals/mejrh/articles/172809

Khalvati M et al.

Brieflands

Table 7. Summary of Rotated Component Structure — Client Satisfaction Scale

Factor Items (n) Loading Range Eigenvalue % Variance
1. Empowerment 9 0.66-0.72 4.61 18.44
2. Respect & Attention b 7 0.63-0.71 3.43 13.74
3.Return Intention 5 0.69-0.73 2.74 10.97
4. Client-Centeredness 4 0.73-0.74 2.34 9.35

3 KMO = 0.935; Bartlett's x*(300) = 11160.88, P < 0.001. Extraction: Principal Component Analysis; Rotation: Varimax. Total variance explained = 52.50%.

b Contains reverse-worded items (loadings shown as absolute values). Full item-level loadings available from the authors upon request.
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Figure 1. Confirmatory factor analysis model of the Client Satisfaction Scale (four-factor structure)

threshold (13).

4.5. Responsiveness

EFA sampling adequacy was confirmed (KMO = 0.890;
Bartlett's X*(300) = 9150.07, P < 0.001). Eight factors were
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extracted, consistent with the WHO domain structure (14),
and explained 62.1% of the variance (Table 8). All loadings
exceeded 0.68 except for item 25 (-o0.40), which was
retained to preserve the original structure. CFA showed
acceptable fit (Table 5; Figure 2); Normed Fit Index (NFI),
Tucker-Lewis Index (TLI), and Root Mean Square Residual
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Table 8. Summary of Rotated Component Structure — WHO Health System Responsiveness Questionnaire

Factor Items (n) Loading Range Eigenvalue % Variance
1. Communication 6 0.69-0.72 3.40 13.58
2. Dignity 3 0.78-0.80 2.07 8.27
3. Prompt Attention 3 0.75-0.77 1.94 7.76
4.Autonomy 3 0.75-0.76 1.89 7.57
5. Choice & Continuity 3 0.72-0.75 1.88 7.50
6. Confidentiality 2 0.80-0.82 157 6.26
7.Social Consideration 2 0.81-0.82 1.45 5.81

b 3 0.40-0.75 134 538

8. Quality of Amenities

3 KMO = 0.890; Bartlett's y%(300) = 9150.07, P < 0.001. Extraction: Principal Component Analysis; Rotation: Varimax. Total variance explained = 62.13%.

b Includes item 25 (loading = -0.40), retained to preserve the original WHO instrument structure. Full item-level loadings available from the authors

upon request.
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Figure 2. Confirmatory factor analysis model of the Health System Responsiveness Questionnaire (eight-factor structure)

(RMR) fell marginally below the thresholds, which was
attributable to item 25's non-significant loading (B =
—-0.029, P=0.392).

4.6. Demographic Comparisons

Female participants reported significantly higher
satisfaction than male participants (t(1362) =2.37, P=0.018,
d = o0.28), and recipients of pharmaceutical services
reported higher satisfaction than recipients of social
services (F(3,1360) =3.28, P = 0.020, > = 0.007; Tukey HSD P
= 0.014). No significant differences emerged by residence,
age, marital status, or education (Table g).

Middle East ] Rehabil Health Stud. 2026; 13(4): 172809
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Table 9. Differences in Client Satisfaction and Health System Responsiveness by Demographic Characteristics (N =1,364) *
Variables Sat.M Resp.M Test Statistic P (Sat.) P (Resp.) ES
Gender: Female | Male 77.04 [75.85 83.22/82.01 t=2.37,df=1362 0.018° 0.086 d=0.128
Residence: Urban | Rural 76.14 [ 76.72 82.78 [ 82.42 t=-1.16, df =1362 0.248 0.611 d=-0.063
Age Group (5 levels) 75.52-76.52 81.83-83.51 F=0.654, df =5,1358 0.659 0.630 n?=0.002
Marital Status (4 levels) 76.27-77.97 82.16 - 83.60 F=1.866, df =3,1360 0.133 0.502 n?=0.004
Service Type (4 levels) 75.57-77.71 81.61-83.14 F=3.280, df =3,1360 0.020P 0.415 nz =0.007
Education (8 levels) 75.66 -77.47 81.18-83.45 F=0.688, df =7,1356 0.682 0.816 n?=0.004

2 sat. M = satisfaction mean; Resp. M = responsiveness mean; ES = effect size (Cohen's d for t-tests, n> for ANOVAs). Post hoc Tukey HSD identified a
significant difference only between pharmaceutical and social service groups for satisfaction (P =0.014). HSD = honestly significant difference.

b AP <0.05 was considered statistically significant.

4.7. Association Between Health System Responsiveness and
Client Satisfaction

Contrary to expectations, total HSR and satisfaction
scores were not significantly correlated (r = o.020, P =
0.454). None of the eight domain-level correlations
reached significance (r = —0.019 to 0.045, all P > 0.097),
despite strong intercorrelations among the HSR domains
themselves (r = 0.53 - 0.77, P < 0.001), indicating a genuine
null association rather than measurement unreliability. An
ANCOVA (satisfaction as the dependent variable; HSR as a
covariate; gender and service type as fixed factors; n =1,364)
confirmed that HSR was a non-significant predictor after
adjustment (F(1, 1358) = 0.50, P = 0.479, partial n* < 0.001, B
= 0.014, 95% CI [-0.024, 0.052]); the effects of gender (P =
0.064) and service type (P = 0.051) were likewise attenuated
to non-significance once HSR was included. Table 1 reflects
the full sample, N =1,384, whereas Table 9 and this ANCOVA
use n = 1,364 participants with complete gender/service-
type data; 20 cases were excluded for missing data.

5. Discussion

5.1. Psychometric Adequacy

Both instruments showed adequate psychometric
properties. The Satisfaction Scale's acceptable alpha (0.737)
is consistent with prior validation studies (15). Its four-
factor CFA fit was excellent (Comparative Fit Index (CFI) =
1.000, Root Mean Square Error of Approximation (RMSEA)
= 0.000); however, because this CFA used the same sample
as the EFA, these indices reflect internal consistency rather
than independent structural confirmation (see
Limitations). The Responsiveness Questionnaire's strong
alpha (0.872) replicates findings from cross-cultural
adaptations (16, 17). Its eight-factor CFA fit was acceptable,
although NFI, TLI, and RMR fell marginally below
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thresholds. This was attributable to the retention of item 25
to preserve the original WHO structure—a trade-off that
warrants further study of cultural equivalence (18).

5.2. Satisfaction-Responsiveness Gap

Responsiveness scores exceeded satisfaction scores,
consistent ~ with  their  conceptual  distinction:
responsiveness reflects institutionally controlled process
standards, whereas satisfaction is a subjective appraisal
shaped by expectations (19, 20). This mean-level gap does
not imply a linear relationship; no significant HSR-
satisfaction correlation was found at any level, reinforcing
their conceptual independence. Among populations
dependent on humanitarian assistance, this gap may also
reflect a  “vulnerability-gratitude effect,” whereby
recipients report inflated satisfaction relative to objective
quality (21). This gap, combined with the institutional
context of data collection, raises the possibility of social-
desirability bias, particularly among widowed, divorced,
and illiterate subgroups.

5.3. Service-Type and Gender Differences

Pharmaceutical-service recipients reported higher
satisfaction than social-service recipients, consistent with
an outcome-tangibility framework: pharmaceutical
services yield discrete, verifiable outcomes, while social
services involve diffuse, relational processes (20), aligning
with SERVQUAL literature on tangibility as a satisfaction
predictor (22). Rehabilitation was the most frequently used
service, reflecting a well-documented global pattern of
crisis-linked disability burden and undersupply of
rehabilitation services (23). Although this finding is not
causal given the cross-sectional design, it may inform
resource-allocation  priorities.  Female  participants
reported marginally higher satisfaction than males,

consistent with evidence that women weight relational
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dimensions more heavily (20); this contrasts with a recent
large Saudi study finding the opposite direction (24),
underscoring context dependence. Both differences were
attenuated to non-significance in the ANCOVA once HSR
was included, suggesting they partly reflect confounding
rather than robust independent effects.

5.4. Absence of Other Sociodemographic Effects

No differences emerged by residence, age, marital
status, or education. This may reflect the geographic
breadth of sampling and adaptation-level processes
whereby satisfaction converges toward a shared service
baseline under dependency, regardless of individual
characteristics, including educational heterogeneity. The
McMurtry scale's concrete items may also minimize
comprehension-related variance across literacy levels.

5.5. Limitations and Directions for Future Research

A key limitation concerns the sampling approach:
because participants were recruited through convenience
sampling within strata rather than through pure
probability sampling, formal statistical generalization of
these findings to the full population of IRCS service
recipients in Razavi Khorasan Province is not warranted.
Results should therefore be interpreted as descriptive of
the sampled clients rather than as population-
representative estimates. Several limitations constrain
generalizability. The cross-sectional design precludes
longitudinal tracking, which is particularly relevant given
the organizational and funding volatility common in
humanitarian settings. Exclusive reliance on selfreport
within an institutional power differential may introduce
gratitude and social-desirability bias (21); future studies
should incorporate anonymous digital modes and
objective quality indicators. EFA and CFA were conducted
on the same full sample (n = 1384) rather than on
independent subsamples, limiting cross-validation.
Principal component analysis, rather than common factor
analysis, was used for data reduction, which may somewhat
overstate the variance attributable to latent constructs.
Subgroup and ANCOVA analyses were based on n = 1,364
participants with complete data (1.4% missing). Service-
type and gender differences that reached nominal
significance in unadjusted analyses may reflect
unmeasured confounding and were attenuated once HSR
was included as a covariate; these findings should be
treated as exploratory. Retention of a psychometrically
underperforming responsiveness item, while preserving
structural fidelity, limits discriminant precision. Finally,
the absence of longitudinal or intervention-linked data
means that these findings cannot directly guide quality-
improvement interventions.

5.6. Suggestions for Practice and Future Research

For practice, IRCS quality-improvement resources
should prioritize rehabilitation and social services, which
showed the highest utilization and, for social services,
comparatively lower satisfaction. Provider training should
specifically strengthen relational and communication
skills, given that the Respect and Attention domain showed
the lowest relative satisfaction level. Building on evidence
that structured, specialized training improves care quality
in crisis settings (8), IRCS branches could adopt similar
structured training modules for social-service staff.
Routine satisfaction monitoring should incorporate
anonymous, interviewer-independent (e.g., digital) data-
collection modes to reduce the risk of gratitude and social-
desirability bias, particularly among widowed, divorced,
and illiterate subgroups.

For research, future studies should pursue independent
splitsample or multisite cross-validation of both
instruments; employ mixed-methods and longitudinal
designs to identify other drivers of client satisfaction
beyond HSR; empirically test the proposed “vulnerability-
gratitude effect” using qualitative or experimental
approaches; and replicate this study in other provinces or
Red Crescent branches using probability-based sampling
to address the convenience-sampling limitation noted
above and strengthen generalizability.

5.7. Conclusions

This study provides empirical evidence regarding HSR
and client satisfaction in humanitarian services delivered
by the Iranian Red Crescent Society in Razavi Khorasan
Province. Both instruments showed sound psychometric
properties supporting their four- and eight-factor
structures. Responsiveness scores consistently exceeded
satisfaction scores; however, contrary to expectations, HSR
and satisfaction were not significantly correlated (r = 0.02,
P = 0.454), even after adjustment for gender and service
type, indicating that these constructs are empirically
distinct in this context. Unadjusted analyses suggested
marginally higher satisfaction among pharmaceutical-
service recipients and female participants, but both
findings were attenuated to nonsignificance after
adjustment and should be treated as exploratory. These
findings point to rehabilitation service capacity and
quality monitoring as priorities for further evaluation;
detailed practice- and research-oriented suggestions are
presented in the preceding section.

Acknowledgements

Middle East ] Rehabil Health Stud. 2026; 13(4): 172809


https://brieflands.com/journals/mejrh/articles/172809

Khalvati M et al.

Brieflands

The authors thank the staff and service recipients of the
Red Crescent Society in Khorasan Razavi Province for their
assistance with data collection.

Footnotes

Artificial Intelligence (AI) Use Disclosure: The authors
declare that no generative Al tools were used in the
creation of this article.

Authors' Contribution: Study Concept and Design: M. K.
and P. K; Data Acquisition: P. P, E. M,, S. G., and M. H.; Data
Analysis and Interpretation: M. K, P. K, and M. H;
Manuscript Drafting: M. K. and P. P; Critical Revision for
Important Intellectual Content: P. K, E M., and S. G
Statistical Analysis: M. K. and M. H. Administrative,
Technical, and Material Support: E. M,, S. G., and P. P; Study
Supervision: P. K. and M. K.

Conflict of Interests Statement: We declare that one of
our authors ([Maliheh Khalvati], [Reviewer in the journal])
is on the editorial board. The journal confirmed that the
author with a Col was excluded from all review processes.

Data Availability: The dataset presented in this study is
available on request from the corresponding author
during submission or after publication. The data are not
publicly available due to privacy and ethical restrictions, as
the study involved human participants receiving
humanitarian services, and data sharing was not included
in the scope of the informed consent obtained from
participants.

Ethical Approval: This study was approved by the Ethics
Committee of the Iranian Red Crescent Society under
ethical approval code IR.RCS.REC.1403.065 , issued on
September 23, 2024. All procedures were conducted in
accordance with the Declaration of Helsinki. Informed
consent was obtained from all participants prior to their
inclusion in the study.

Funding/Support: This study was financially supported
by the Youth Organization of the Iranian Red Crescent
Society (Contract No. 15/21/10/22605, dated 2024). The
funding body had no role in the study design, data
collection,
preparation.

analysis, interpretation, or manuscript

Informed Consent: Written informed consent was
obtained from all participants prior to data collection.
Participants were assured of the confidentiality of their
information and their right to withdraw from the study at
any time without consequence. The informed consent

form was uploaded as a separate file during submission.

Middle East ] Rehabil Health Stud. 2026; 13(4): 172809

References

1. Valentine N, Darby C, Bonsel GJ. Which aspects of non-clinical quality
of care are most important? Results from WHO's surveys of "health
systems responsiveness" in 41 countries. Soc Sci Med. 2008;66(9):1939-
50. [PubMed ID: 18313822]. [PubMed Central ID: PMC2267958].
https:[/doi.org[10.1016/j.socscimed.2007.12.002.

2. Kruk ME, Gage AD, Arsenault C, Jordan K, Leslie HH, Roder-DeWan §,
et al. High-quality health systems in the Sustainable Development
Goals era: time for a revolution. Lancet Glob Health. 2018;6(11):e1196-
e252. [PubMed ID: 30196093]. [PubMed Central ID: PMC7734391].
https://doi.org/10.1016/52214-109X(18)30386-3.

3. Blanchet K, Ramesh A, Frison S, Warren E, Hossain M, Smith ], et al.
Evidence on public health interventions in humanitarian crises.
Lancet.  2017;390(10109):2287-96.  [PubMed  ID:  28602563].
https://doi.org/10.1016/S0140-6736(16)30768-1.

4. Khan G, Kagwanja N, Whyle E, Gilson L, Molyneux S, Schaay N, et al.
Health system responsiveness: a systematic evidence mapping
review of the global literature. Int | Equity Health. 2021;20(1). 112.
[PubMed ID: 33933078]. [PubMed Central ID: PMC8088654].
https://doi.org/10.1186/512939-021-01447-w.

5. World Health Organization. The World Health Report 2000: Health
Systems: Improving Performance. Geneva, Switzerland: World Health
Organization; 2000.

6. International Federation of Red Cross and Red Crescent Societies.
Care in Communities: Guidelines for National Societies. Geneva,
Switzerland: International Federation of Red Cross and Red Crescent
Societies; 2020.

7. Shamsodin I, Alamdari A, Mohammad Hosseini Sarvak V,
Mohammadhossieni Servak R. A Comparative Study of Hospitals in
Yasuj, Iran, in Terms of the Implementation of the Health System
Planning and the Quality of Medical Services. | Clin Res Paramed Sci.
2024;13(1). 143870. https://doi.org/10.5812[jcrps-143870.

8. Motie M, Shirozhan S, Metanat E Dedicated Trauma Nursing
Training: A Key to Lower Mortality and Higher Quality Care in Crises.
J Med Edu. 2025;24(1). 167687. https://doi.org[10.5812/jme-167687.

9. Statistical Centre of Iran. . Tehran: Statistical Centre of Iran; 2016.

10. UNHCR Iran. UNHCR Iran. 2026, [cited 2026 Aug 30]. Sub-Office
Mashhad. Available from: https://www.unhcr.orgfir/sub-office-
mashhad.

11. Majid Akbari, Mohammad Ghafoori, Naser Hafezi Moghaddas,
Gholam Reza Lashkaripour. Seismic microzonation of Mashhad city,
northeast Iran. Ann Geophys. 2011;54(4):424-434.
https://doi.org/10.4401/ag-4771.

12. Esmaeilzadeh N, Jafari Nejad Bajestani M, Hoseini S], Ghorbanzadeh
HR. Excess Animal Bite Cases Associated with the COVID-19
Pandemic: Evidence from a Time Series Analysis (2016 - 2023). ] Adv
Immunopharmacol. 2024;4(4). e151436.

13. Hair JF, Black WC, Babin B, Anderson RE. Multivariate Data Analysis.
8th ed. 2019.

14. World Health Organization. Client Satisfaction Evaluation Work Book.
2000.

15. Mcmurtry SL, Hudson WW. The Client Satisfaction Inventory: results
of an initial validation study. Res Soc Work Pract. 2000;10(5):644-63.
https://doi.org[10.1177/104973150001000506.

16. Zhou W, Xiao S, Feng C, Yu Y, Wang D, Hu C, et al. Measuring the
quality of mental health services from the patient perspective in
China. Glob Health Action. 2022;15(1). 2035503. [PubMed ID: 35289731].
[PubMed Central ID: PM(C8928838].
https://doi.org/10.1080/16549716.2022.2035503.

17. Forouzan AS, Rafiey H, Padyab M, Ghazinour M, Dejman M, Sebastian
MS. Reliability and validity of a mental health system responsiveness


https://brieflands.com/journals/mejrh/articles/172809
https://ethics.research.ac.ir/ProposalCertificateEn.php?id=525735
http://www.ncbi.nlm.nih.gov/pubmed/18313822
https://www.ncbi.nlm.nih.gov/pmc/PMC2267958
https://doi.org/10.1016/j.socscimed.2007.12.002
http://www.ncbi.nlm.nih.gov/pubmed/30196093
https://www.ncbi.nlm.nih.gov/pmc/PMC7734391
https://doi.org/10.1016/S2214-109X(18)30386-3
http://www.ncbi.nlm.nih.gov/pubmed/28602563
https://doi.org/10.1016/S0140-6736(16)30768-1
http://www.ncbi.nlm.nih.gov/pubmed/33933078
https://www.ncbi.nlm.nih.gov/pmc/PMC8088654
https://doi.org/10.1186/s12939-021-01447-w
https://doi.org/10.5812/jcrps-143870
https://doi.org/10.5812/jme-167687
https://www.unhcr.org/ir/sub-office-mashhad
https://www.unhcr.org/ir/sub-office-mashhad
https://doi.org/10.4401/ag-4771
https://doi.org/10.1177/104973150001000506
http://www.ncbi.nlm.nih.gov/pubmed/35289731
https://www.ncbi.nlm.nih.gov/pmc/PMC8928838
https://doi.org/10.1080/16549716.2022.2035503

Khalvati M et al.

Brieflands

19.

20.

questionnaire in Iran. Glob Health Action. 2014;7(1). 24748. [PubMed
ID: 25079288|. [PubMed Central ID: PMC4116621].
https://doi.org/10.3402/ghav7.24748.

Lakin K, Kane S. What can one legitimately expect from a health
system? BMJ Glob Health. 2023;8(7):e012453. [PubMed ID: 37400118].
[PubMed Central ID: PMC10335520]. https://doi.org[10.1136/bmjgh-
2023-012453.

Mirzoev T, Kane S. What is health systems responsiveness? Review of
existing knowledge and proposed conceptual framework. BMJ Glob
Health. 2017;2(4):e000486. [PubMed ID: 29225953]. [PubMed Central
ID: PM(C5717934]. https://doi.org/10.1136/bmjgh-2017-000486.

Ferreira DC, Vieira I, Pedro MI, Caldas P, Varela M. Patient Satisfaction
with Healthcare Services and the Techniques Used for its
Assessment: A Systematic Literature Review and a Bibliometric

21.

22.

23.

24.

Analysis. Healthcare (Basel). 2023;11. [PubMed ID: 36900644]. [PubMed
Central ID: PMC10001171]. https://doi.org/10.3390/healthcare11050639.

Bergen N, Labonté R. "Everything is perfect, and we have no
problems": social desirability bias in qualitative research. Qual
Health  Res.  2020;30(5):783-92. [PubMed ID:  31830860].
https://doi.org/10.1177/1049732319889354.

Parasuraman A, Zeithaml VA, Berry LL. A conceptual model of service
quality and its implications for future research. | Mark. 1985;49(4):41-
50. https://doi.org/10.1177/002224298504900403.

World Health Organization. Rehabilitation 2030: A Call for Action.
Geneva, Switzerland: World Health Organization; 2017.

Aljohani M. Three-year trends and seasonal variation in patient
satisfaction with primary health care in Saudi Arabia (2022 - 2024).
Front Public Health. 2025;13. 1727345. [PubMed ID: 41613063]. [PubMed
Central ID: PMC12847450]. https://doi.org[10.3389/fpubh.2025.1727345.

Middle East ] Rehabil Health Stud. 2026; 13(4): 172809


https://brieflands.com/journals/mejrh/articles/172809
http://www.ncbi.nlm.nih.gov/pubmed/25079288
https://www.ncbi.nlm.nih.gov/pmc/PMC4116621
https://doi.org/10.3402/gha.v7.24748
http://www.ncbi.nlm.nih.gov/pubmed/37400118
https://www.ncbi.nlm.nih.gov/pmc/PMC10335520
https://doi.org/10.1136/bmjgh-2023-012453
https://doi.org/10.1136/bmjgh-2023-012453
http://www.ncbi.nlm.nih.gov/pubmed/29225953
https://www.ncbi.nlm.nih.gov/pmc/PMC5717934
https://doi.org/10.1136/bmjgh-2017-000486
http://www.ncbi.nlm.nih.gov/pubmed/36900644
https://www.ncbi.nlm.nih.gov/pmc/PMC10001171
https://doi.org/10.3390/healthcare11050639
http://www.ncbi.nlm.nih.gov/pubmed/31830860
https://doi.org/10.1177/1049732319889354
https://doi.org/10.1177/002224298504900403
http://www.ncbi.nlm.nih.gov/pubmed/41613063
https://www.ncbi.nlm.nih.gov/pmc/PMC12847450
https://doi.org/10.3389/fpubh.2025.1727345

	Health System Responsiveness and Client Satisfaction Among Recipients of Humanitarian Services Provided by the Iranian Red Crescent Society in Razavi Khorasan Province, Iran: A Cross-Sectional Study
	Abstract
	1. Background
	2. Objectives
	3. Methods
	4. Results
	4.1. Demographic Characteristics
	4.2. Reliability
	4.3. Levels of Client Satisfaction and Health System Responsiveness
	4.4. Client Satisfaction
	4.5. Responsiveness
	4.6. Demographic Comparisons
	4.7. Association Between Health System Responsiveness and Client Satisfaction

	5. Discussion
	5.1. Psychometric Adequacy
	5.2. Satisfaction–Responsiveness Gap
	5.3. Service-Type and Gender Differences
	5.4. Absence of Other Sociodemographic Effects
	5.5. Limitations and Directions for Future Research
	5.6. Suggestions for Practice and Future Research
	5.7. Conclusions

	Acknowledgements
	Footnotes
	References


