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Background: The Health System Responsiveness Questionnaire has been an important tool for evaluating the quality of health 
services from non-clinical perspectives. However, there is a lack of reliable and valid tools to assess the responsiveness of the mental 
health system in China, despite the increasing attention to the quality of mental health services.
Purpose: This study aimed to adapt a Chinese version of the Mental Health System Responsiveness Questionnaire based on the WHO 
Health System Responsiveness Questionnaire and assess its psychometric properties among psychiatric outpatients.
Patients and Methods: We adapted the Health System Responsiveness Questionnaire into Chinese and used it on psychiatric 
outpatients through face-to-face interviews, resulting in 1067 valid responses. We conducted a reliability and validity analysis based on 
classical test theory (CTT) and applied the graded response model based on item response theory (IRT) to examine the performance of 
each item.
Results: From the CTT analysis, values of Cronbach’s alpha, test-retest reliability, and split-half reliability of the questionnaire were 
all greater than 0.8. Confirmatory factor analysis exhibited a good fit; convergent and discriminant validity were achieved with average 
variance extracted > 0.5 and heterotrait-monotrait ratio < 0.9. Results from the IRT analysis showed that all items demonstrated 
acceptable discrimination (discrimination parameters ≥ 0.65) and appropriate difficulty parameters (ranging from −4 to 4). 
Additionally, all items provided sufficient information, except for two items in the prompt attention domain.
Conclusion: Our adapted Mental Health System Responsiveness Questionnaire possessed strong psychometric properties and could 
serve as an effective tool for assessing the responsiveness of mental health systems in China. However, improving two items in the 
domain of prompt attention may contribute to more optimal psychometric properties of the questionnaire.
Keywords: health system responsiveness, questionnaire, psychiatric patients, psychometric properties

Introduction
According to the World Mental Health Report in 2022, approximately one in every eight individuals globally suffers 
from a mental disorder.1 A national survey in China revealed that the lifetime prevalence of any mental disorder was 
16.6%.2 As the enormous demand for mental health services and the insufficiency of their supply have become well- 
recognized issues,1,3,4 the quality of mental health services also warrants serious attention.5–7
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Health system responsiveness, introduced by the WHO in its 2000 World Health Report, refers to the ability of health 
systems to address patients’ non-clinical needs and meet their universally legitimate expectations.8 The Health System 
Responsiveness Questionnaire (HSRQ) is recommended as a key tool for evaluating the quality of health services from 
these perspectives.8–10 Along with health outcomes and equity in health financing, health system responsiveness serves as 
one of the three main indicators for evaluating health system performance.9

The Health Systems Responsiveness Questionnaire was developed as part of the World Health Survey to evaluate the 
responsiveness of health systems worldwide,8 Its main goal was to support surveys in various countries. However, due to 
differences in sociocultural factors, language subtleties, healthcare practices, and target populations, it is essential to 
conduct cultural adaptation before applying the questionnaire in different countries and among diverse populations.

Most studies to date on health system responsiveness have used the HSRQ to survey general patients,11–13 with only a few 
studies focusing specifically on evaluating mental health system responsiveness among psychiatric patients.14–16 Accurate and 
comparable data on evaluations of mental health system responsiveness are essential for monitoring and improving the 
performance of the mental health system. However, there is a notable lack of such data, as well as a shortage of tools with high 
reliability and validity that are tailored to assess mental health system responsiveness in China, although there have been attempts 
to do this.17 Only two studies have been found in China to evaluate the HSRQ among psychiatric patients. One study focused on 
applying the questionnaire to community management services for patients with severe mental disorders.18 The other study 
collected data from both inpatient and outpatient psychiatric patients to assess the psychometric properties of the questionnaire. 
However, the sample sizes in the two studies were relatively small, and community management services for psychiatric patients 
differ significantly from hospital outpatient services. Additionally, the study conducted among inpatients and outpatients did not 
assess test-retest reliability, and certain items contributed minimally to the questionnaire’s internal consistency.

In the few existing studies, the validation of the HSRQ has predominantly utilized methods based on classical test 
theory (CTT). While CTT remains widely used and allows for a macro-level assessment of a scale’s reliability and 
validity, it has certain limitations. These include sensitivity to sample size, simplistic assumptions about measurement 
error, difficulty in providing precise individual-level measurements, and inability to assess item functioning 
differences.19–21 Item response theory (IRT), developed to overcome the shortcomings of CTT, is gaining popularity 
for offering several advantages, such as precise individual item analysis, sample independence of item parameters, and 
independence of test results from specific items.20,22,23 By utilizing the methods of both CTT and IRT, we can combine 
the generalizability and simplicity of CTT with the item-level precision and analytical depth provided by IRT to enable 
a more comprehensive and detailed evaluation of the questionnaire.21

Therefore, in this study, we aimed to translate and validate the HSRQ to develop a Chinese version of the Mental 
Health System Responsiveness Questionnaire (MHSRQ) using both CTT and IRT methods, providing a tool with strong 
psychometric properties for assessing mental health system responsiveness.

Materials and Methods
Assessment Questionnaire
The MHSRQ assesses health services for outpatients from 7 domains: prompt attention, dignity, communication, 
autonomy, confidentiality, choice of healthcare, and quality of basic amenities. It consists of 12 items, each rated on 
a 5-point Likert scale ranging from “1-very bad” to “5-very good”, with higher scores indicating better responsiveness. 
The composition of each domain in the MHSRQ is shown in Supplementary File 1.

Study Phase
We conducted the study in two phases. The first phase involved translating and culturally adapting the MHSRQ, which 
followed the established guidelines for the process of cross-cultural adaptation,24 while the second phase involved 
assessing its psychometric properties based on CTT and IRT.
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Phase I: Cross-Cultural Adaptation
Forward Translation
Two native Chinese speakers fluent in Chinese and English worked independently: one a professional in health services 
management and the other an experienced translator with expertise in English but unfamiliar with health system 
responsiveness concepts. The two individuals each provided a translated version, called A1 and A2.

Synthesis of the Translations
The two translators and the primary researcher synthesized the two translated versions. All three discussed the 
differences between the two versions until they reached a consensus, resulting in the combined version, called A12.

Back-Translation
The back-translation was independently completed by two native English speakers who are proficient in Chinese but 
completely unaware of the HSRQ. They translated the Chinese A12 version back into English, resulting in two back- 
translated versions, called B1 and B2. This process ensured that the original meaning was preserved and allowed for an 
assessment of equivalence between the original and adapted versions.

Expert Review
The expert panel consisted of the primary researcher, a health management professional, a psychiatrist, an English 
language professional, and the translators involved in the process (both forward and back translators). They meticulously 
reviewed the original HSRQ along with all translated versions and engaged in repeated discussions and revisions to 
achieve semantic, idiomatic, experiential, and conceptual equivalence. Particular attention was paid to theoretical 
constructs, assessing whether the definitions and domains of health system responsiveness were universally applicable 
(etic) or required culturally specific adaptations (emic). This collaborative process continued until all discrepancies were 
resolved, ultimately resulting in the prefinal Chinese version of the MHSRQ.

Pilot Study
Subsequently, we conducted face-to-face interviews with 35 psychiatric outpatients using the prefinal MHSRQ to gather 
their feedback. We encouraged them to report any wording, layout, or instructions issues. The expert panel then evaluated 
these results and revised the MHSRQ.

Phase II: Psychometric Evaluation
Study Setting and Participants
We conducted a cross-sectional survey from May to September 2023 at three psychiatric hospitals in Dongguan, Foshan, 
and Zhongshan cities in Guangdong Province, China. We adopted a consecutive sampling method to select outpatients 
from these hospitals as study subjects. The inclusion criteria were: (1) age between 18 and 65 years, (2) having visited 
hospitals at least once for mental health problems in the past 12 months, (3) being in stable medical condition, and (4) 
having sufficient cognitive ability to engage in the survey. Patients with organic mental disorders, such as dementia or 
delirium, which might impair cognitive function, were excluded. To ensure that participants were in a good mental state, 
mental health specialists conducted an initial cognitive screening. The Mini-Mental State Examination (MMSE) was used 
exclusively for cases where cognitive status was unclear after this screening. Initially, we were unaware that the scale was 
copyright-protected; the study team used an unauthorized version of the Chinese MMSE without permission; however, 
this has now been rectified with PAR. The MMSE is a copyrighted instrument and may not be used or reproduced in 
whole or in part, in any form or language, or by any means without written permission of PAR (www.parinc.com).

Sample Size
For CTT analysis, it is generally recommended that the sample size be at least 5 to 10 times the number of items in the 
scale.25 Given that our questionnaire consists of 12 items, a sample size of 60 to 120 participants would be necessary 
under CTT guidelines.

Compared to CTT, IRT models typically require larger sample sizes, ranging from 500 to 1000 participants, due to the 
need to estimate item parameters (eg, difficulty and discrimination) and underlying traits (eg, ability level) of the 
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subjects.26 Therefore, a sample size of 1000 would be adequate to ensure a robust and reliable assessment of the 
questionnaire’s measured attributes. In addition, for assessing test-retest reliability, a minimum sample size of 50 to 100 
participants is often recommended to achieve reliable results.27

Data Collection
All stages of the study were implemented in accordance with the Declaration of Helsinki. After obtaining ethical 
approval from the Human Research Ethics Committee, Faculty of Medicine, Prince of Songkla University and the Ethics 
Committee of Dongguan Seventh People’s Hospital, we recruited and systematically trained 11 investigators who were 
undergraduate or graduate students majoring in psychology and health management. We conducted face-to-face inter
views with eligible patients using a paper-based MHSRQ. Given that psychiatric patients were a vulnerable population, 
and to enhance privacy protection and allow for more objective and impartial responses, the ethics committees waived 
the requirement for written informed consent. Therefore, we assured participants of data anonymity and obtained verbal 
consent after thoroughly explaining the study procedures. Additionally, to assess the test-retest reliability of the 
questionnaire, we invited about 10% of the total survey respondents to participate in the survey again when they came 
to the hospital to retrieve their medication or visit the hospital within 2–4 weeks of completing the initial survey.

Statistical Analysis
We used EpiData 3.1 for double data entry, verification, and documentation. For data analysis, we initially used 
descriptive statistics to present the characteristics of the participants. Subsequently, we assessed the MHSRQ using 
both CTT and IRT approaches. All statistical analyses were performed in R version 4.3.2.28

Analysis Based on CTT
Reliability Analysis
We measured the reliability of the MHSRQ using internal consistency, test-retest reliability, and split-half reliability. The 
evaluation indicators and criteria are presented in Table 1.

Validity Analysis
We carried out validity analysis from three aspects: construct validity by performing confirmatory factor analysis, 
convergent validity using average variance extracted (AVE) in structural equation modeling, and discriminant validity 

Table 1 Evaluation Indicators and Criteria for the Questionnaire

Theory Evaluation 
Aspects

Evaluation 
Indicators

Evaluation Criterion

CTT Reliability Internal 
consistency

● Cronbach’s alpha: > 0.7 is acceptable, > 0.8 is good;27,29

● McDonald’s ω coefficient: > 0.7 is acceptable, > 0.8 is good;27,29

● Item-total correlation: > 0.4 is good;30

● item-rest correlation: > 0.4 is good.20

Test-retest 

reliability

Pearson correlation > 0.7 is good.29

Split-half reliability Spearman-Brown coefficient > 0.7 is good.29

Validity Convergent validity AVE > 0.5 is good.31

Discriminant 

validity

HTMT: < 0.9 is acceptable,< 0.85 is good.32

Construct validity CFI ≥ 0.90, TLI ≥ 0.90, RMSEA ≤ 0.08.33

(Continued)
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with the heterotrait-monotrait ratio of correlations (HTMT). We chose HTMT because it is considered more robust than 
the other methods.31,32

Analysis Based on IRT
Unidimensionality Test
An essential prerequisite for applying IRT is assessing unidimensionality. Thus, we first tested this to assess the 
suitability of the unidimensional IRT analysis by performing a principal component analysis. We followed 
Hambleton’s criterion, which states that if the ratio of the first to the second eigenvalue exceeds 3 and the first factor 
explains over 50% of the variance, the data supports unidimensionality.35,36

Considering that the MHSRQ utilizes a five-point Likert scoring method, we employed Samejima’s Graded Response 
Model,37 which is recommended for data with ordered polytomous categories, to calculate item discrimination (a), item 
difficulty (b), and the item average information amount.

Item Discrimination
The values of the discrimination parameters represent a measure of how well an item differentiates respondents with 
different levels of the latent trait (in this study, referring to perceived health system responsiveness). Larger values 
indicate better item discrimination.

Item Difficulty
Item difficulty parameters refer to the points on the latent trait scale where a respondent is equally likely to choose 
between two adjacent categories. Since our questionnaire had five categories for each item, there were four difficulty 
parameters b1, b2, b3, and b4. The difficulty parameters for well-performing items should typically range from −4 to 4 
and follow a monotonically increasing pattern.34

Category Probability Curves
To illustrate each item’s performance, we plotted probability curves for each item. For a good item, the curves should be 
well-separated, with each category having a distinct range where its selection probability is the highest.

Item Information Amount and Item Information Curves
In IRT, a test is considered to provide adequate measurement if the total information amount of the questionnaire exceeds 5.34 

Therefore, for our 12-item questionnaire, the average amount of information provided by a well-functioning item should 
exceed 0.42 (5/12). Additionally, we plotted item information curves to visualize the amount of information each item 
contributes at different levels of the latent trait. Larger areas under the curve indicate greater information and higher 
measurement accuracy.

Table 1 (Continued). 

Theory Evaluation 
Aspects

Evaluation 
Indicators

Evaluation Criterion

IRT Item response Item discrimination Discrimination parameter: values within [0.65–1.34] are considered acceptable, ≥ 1.35 are 
good.22

Item difficulty Difficulty parameters should fall between [−4,4], and with a monotonically increasing trend 
(b1<b2<b3<b4).34

Item information Average information amount > 0.42 (calculated by dividing 5 by the total number of items, 12).34

Abbreviations: CTT, classic test theory; IRT, item response theory; AVE, average variance extracted; HTMT, heterotrait-monotrait ratio of correlations; CFI, Comparative 
Fit Index; TLI, Tucker-Lewis Index; RMSEA, Root Mean Square Error of Approximation.
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Results
Phase I: Cross-Cultural Adaptation
There was a high degree of consistency in the translations across the various versions. The adapted MHSRQ preserved the 
structure and core content of the original version. However, considering the linguistic and cultural differences, we made 
adjustments to some item descriptions to enhance their relevance and alignment with theoretical constructs. For example, in 
English, the term “healthcare providers” is very broad and refers to a wide range of professionals and organizations that deliver 
medical services. In contrast, such a general term is rarely used in Chinese, where specific terms like “medical institutions” and 
“medical staff” are used to clearly differentiate between these entities. As a result, in the original HSRQ, the phrase “healthcare 
provider” in “traveling time to the [healthcare provider]” (item r1) was modified to “mental health center” to explicitly refer to 
a mental health facility. Similarly, the terms “healthcare providers” in “talk privately to [healthcare providers]” (item r9) and 
“choose your [healthcare provider]” (item r11) were translated as “medical staff”, specifically referring to individuals. 
Additionally, considering that patient involvement in discussions occurs more frequently than direct decision-making, and 
patients in China have a strong awareness of their involvement in healthcare activities and seek not only to participate in 
decision-making but also in discussions, we revised item r8 from “being involved in making decisions about your health care 
or treatment” to “being involved in discussions and decision-making regarding your health care or treatment”. The revised 
MHSRQ is shown in Supplementary File 1.

Phase II: Psychometric Evaluation
Participants Characteristics
Valid questionnaires were obtained from 1067 participants (Supplementary File 2), with a mean (standard deviation) age 
of 34 (13.8) years; 62.4% were female, 80.5% reported no religious affiliation, and 42.8% had achieved a bachelor’s 
degree or higher. Additionally, 55.9% were unmarried, 51.3% were unemployed, and 45.5% had been diagnosed with 
mood disorders. Of the 1067 respondents, 151 participated in the retest.

Results of the CTT Approach
Reliability of the Questionnaire
Both the Cronbach’s alpha coefficient and McDonald’s ω coefficient for the overall questionnaire exceeded 0.9. 
Additionally, the item-total correlation and item-rest correlation were both above 0.4, indicating excellent internal 
consistency. The test-retest reliability and split-half reliability of the overall questionnaire were 0.898 and 0.941, 
respectively (Table 2).

Validity of the Questionnaire
The results of confirmatory factor analysis confirmed construct validity with a good model fit (χ²/df = 4.68, CFI = 0.982, 
TLI=0.966, RMSEA = 0.058). Furthermore, the AVE values for all domains exceeded the threshold of 0.5, and the HTMT 
values were below the recommended threshold of 0.9 (Table 3), indicating reasonable discriminant and convergent validity.

Results of the IRT Approach
Unidimensionality Test
Principal component analysis revealed an eigenvalue ratio of 5.23 (6.18/1.18), with the first factor explaining 51.5% of 
the model’s variance, supporting the assumption of unidimensionality.

Item Discrimination and Difficulty
Table 4 presents the discrimination and difficulty parameters of each item. From the perspective of discrimination 
parameters, aside from items r1 and r2, whose difficulty parameters fell within the acceptable range of [0.65–1.34], all 
other items had difficulty parameters greater than 1.35, which are considered excellent. The difficulty parameters (b) for 
the 12 items ranged from −3.97 to 2.27, which fell within the acceptable range of [−4, 4], and exhibited a monotonically 
increasing trend (b1 < b2 < b3 < b4). These results indicate that the response options for the items were ordered, with 
higher response categories becoming more likely to be endorsed as the latent trait increased.
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Table 2 Reliability of the Questionnaire

Domains Items Mean S.D. Item-Total 
Correlation

Item-Rest 
Correlation

Cronbach’s 
Alphaa

McDonald’s 
ωCoefficient

Test-Retest 
Reliability

Split-Half 
Reliability

PA r1 3.390 0.930 0.403 0.404 0.911 0.916 0.851 0.941

r2 3.460 0.918 0.472 0.468 0.909 0.914

DI r3 4.170 0.733 0.696 0.692 0.897 0.904 0.814

r4 4.210 0.730 0.690 0.690 0.897 0.904

CM r5 4.080 0.811 0.744 0.742 0.894 0.901 0.792

r6 3.980 0.842 0.748 0.745 0.894 0.901

AU r7 3.870 0.870 0.726 0.725 0.895 0.903 0.799

r8 3.900 0.850 0.705 0.707 0.896 0.903

CF r9 4.250 0.736 0.679 0.679 0.898 0.904 0.794

r10 4.280 0.722 0.671 0.674 0.898 0.904

CH r11 4.190 0.740 0.675 0.669 0.898 0.905 0.800

QU r12 4.090 0.776 0.537 0.530 0.904 0.911 0.788

Overall 3.988 0.568 - - 0.907 0.913 0.898

Notes: aThe “Cronbach’s Alpha” column displays internal consistency estimates under two conditions: the rows r1 through r12 correspond to the Cronbach’s alpha of the 
scale if each respective item is deleted; the last row, labeled “Overall”, shows a value of 0.907, which represents the overall Cronbach’s alpha for the questionnaire when all 
items remain. 
Abbreviations: PA, prompt attention; DI, Dignity; CM, communication; AU, autonomy; CF, confidentiality; CH, choice of healthcare; QU, quality of basic amenities.

Table 3 Convergent Validity and Discriminant Validity

Domains AVE Heterotrait-Monotrait Ratio of Correlations

PA DI CM AU CF

PA 0.504

DI 0.618 0.628

CM 0.703 0.566 0.894

AU 0.743 0.519 0.742 0.881

CF 0.782 0.406 0.746 0.668 0.645

Notes: The domains “choice of healthcare” and “quality of basic amenities” each 
contained only a single item, making it impossible to calculate the AVE and HTMT ratio. 
Abbreviations: PA, prompt attention; DI, Dignity; CM, communication; AU, autonomy; 
CF, confidentiality.

Table 4 Discrimination, Difficulty Parameters, and Information Amount of the Items

Items Discrimination (a) Difficulty (Threshold) Average  
Information Amounta

b1 b2 b3 b4

r1 0.902 −3.974 −2.562 0.453 2.268 0.228b

r2 1.155 −3.557 −2.235 0.109 1.895 0.371b

r3 2.629 −2.867 −2.347 −1.208 0.411 1.203

r4 2.698 −3.109 −2.395 −1.209 0.292 1.226

(Continued)
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Category Probability Curves
Figure 1 displays the category probability curves for each of the 12 items (r1 to r12). Overall, the curves suggested that 
most items on the questionnaire exhibit good discrimination, with clear peaks at different θ levels for different response 
categories, indicating that the items were effective at distinguishing between respondents with varying levels of the 

Table 4 (Continued). 

Items Discrimination (a) Difficulty (Threshold) Average  
Information Amounta

b1 b2 b3 b4

r5 3.350 −2.497 −1.922 −0.904 0.420 1.922

r6 3.334 −2.473 −1.772 −0.767 0.549 1.888

r7 2.814 −2.648 −1.827 −0.580 0.694 1.521

r8 2.696 −2.593 −1.958 −0.662 0.710 1.420

r9 2.708 −3.119 −2.360 −1.255 0.201 1.258

r10 2.771 −3.083 −2.396 −1.298 0.149 1.253

r11 2.581 −2.896 −2.353 −1.203 0.344 1.174

r12 1.680 −3.688 −2.762 −1.211 0.606 0.618

Notes: aThe overall information amount for the questionnaire is 14.082 (the sum of the average information of all items). bBold 
numbers indicate values that do not meet the criterion.

Figure 1 Category probability curves (CPCs) for all items.
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underlying trait. However, items r1 and r2 showed less distinct separation between response options, which may suggest 
overlap or redundancy in these categories.

Item Information Amount and Item Information Curves
As shown in Table 4, the total amount of information provided by the 12 items was 14.08, surpassing the required total 
amount of 5. Of the 12 items, 9 provided adequate average information amount, while Items r1 and r2 fell below the 
required value of 0.42. The item information curves (Figure 2) also confirm these findings, showing that the area under 
the curve for items r1 and r2 was smaller compared to the other items.

Discussion
In this study, we utilized both CTT and IRT methods to evaluate the psychometric properties of the questionnaire, 
whereas previous evaluations of the HSRQ have primarily relied on CTT. CTT assesses the overall reliability and validity 
of a questionnaire from a macroscopic point of view, while IRT focuses on the performance of individual items in 
a microscopic way. Together, the two methods complemented each other, enhancing the reliability of our evaluation 
results.

According to the results of CTT, our MHSRQ showed high reliability and validity with excellent internal consistency, 
good test-retest reliability, excellent split-half reliability, desirable construct validity, good convergent validity, and 
acceptable discrimination validity. Compared to the 2017 Farsi version,38 and the 2022 Chinese version of the 
HSRQ,17 our version had significantly higher internal consistency, and we achieved good test-retest reliability, which 
was not assessed in the other studies. We believe that test-retest reliability is crucial, even considering the unique 

Figure 2 Item information curves (IICs) for all items.
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characteristics of psychiatric patients, and our results demonstrated that the test-retest reliability of the MHSRQ was 
strong among psychiatric outpatients.

According to the IRT results, all items performed well in terms of item differentiation and difficulty parameters. 
However, the average information for items r1 and r2 was relatively low compared to the other items, indicating that the 
measurement precision of these two items may be insufficient. Previous studies have also reported the poor performance 
of these two items,38 which can mainly be attributed to the following reasons. First, item r1 assesses “travel time to 
a mental health center” and item r2 evaluates “waiting time before being attended to”. Both these items are more 
appropriately measured as continuous variables, whereas the questionnaire uses categorical options, which may not 
accurately capture the real situation. Second, these two items fall, to some extent, outside the scope of services provided 
by healthcare providers (medical staff and medical facilities). For example, travel time to the hospital is primarily 
determined by geographical accessibility. Additionally, some studies have suggested classifying item r1 as part of a new 
domain, namely “Access to healthcare”.14

Based on the combined results of CTT and IRT, although the average information amounts of items r1 and r2 was relatively 
low, the overall questionnaire passed the comprehensive assessment of internal consistency, test-retest reliability, split-half 
reliability, construct validity, convergent validity, discriminant validity, item difficulty, and item discrimination. Moreover, the 
results of the questionnaire’s internal consistency (Table 2) showed that the item-total correlations for items r1 and r2 were 
lower than those of the other items, but remained above 0.4, which could still be considered good indicators. Therefore, we 
believe that these two items are also acceptable, and do not affect the excellent performance of the whole questionnaire.

Limitations
This study has certain limitations. First, we did not assess the criterion validity of the MHSRQ due to a lack of a gold 
standard suitable for measuring mental health system performance. Second, the predominance of patients with mood 
disorders (45.5%) and the limited representation of other psychiatric diagnoses may have influenced the measurement 
results, potentially affecting the generalizability of the findings to broader psychiatric populations.

Conclusions
In conclusion, the overall reliability and validity of the MHSRQ were quite high. Each item demonstrated a reasonable 
degree of discrimination, ordered and appropriate difficulty parameters, and most items provided sufficient average 
information amount. These results indicate that our adapted MHSRQ possessed strong psychometric properties and could 
serve as an effective tool for assessing the responsiveness of mental health systems in China. However, improving the 
two items in the domain of prompt attention may contribute to more optimal psychometric properties of the MHSRQ.
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