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Introduction
Severe acute respiratory syndrome 
coronavirus 2 (SARS‑CoV‑2) coronavirus 
and the disease it causes “coronavirus 
disease 2019” (COVID‑19) was declared a 
Public Health Emergency of International 
Concern on January 31, 2020, and a 
pandemic on March 11, 2020.[1] As 
coronavirus began to spread around the 
world, the importance of the health system’s 
responsiveness as an important criterion 
for the ability of health systems to control 
epidemics became more relevant.[2] The 
World Health Organization (WHO) identifies 
responsiveness as a key goal of national 
health systems and one of the key outcomes 
on which to judge the performance of 
health systems.[3,4] Responsiveness indicates 
the ability of a health system to meet the 
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Abstract
Background: As a public health emergency, coronavirus disease 2019 (Covid‑19) is a threat to 
our future; therefore, appropriate health system responsiveness (HSR), as an important criterion, 
is of crucial importance. This study aimed to evaluate the different dimensions of responsiveness 
of healthcare centers, both public and private, providing COVID‑19 services in Tehran. 
Methods: Following a cross‑sectional design, this study was conducted in Tehran (the capital 
city of I.R. Iran) from May to November 2020. Data were collected using the World Health 
Organization (WHO) questionnaire on responsiveness. Two hundred questionnaires were filled out 
through face‑to‑face or phone call interviews in two public and private hospitals (100 in each) 
providing Covid‑19 services. Participants were selected using the convenience sampling technique 
among all those who received Covid‑19 services during the past six months in the city of Tehran. 
Results: The mean age of participants was 45.9 ± 15.9 and 51.5% were female. On an average, 
52.6% of the respondents evaluated at least one dimension of responsiveness as appropriate 
and/or strongly appropriate. Communication obtained the highest score (58.2%), followed by 
confidentiality (56.5%), dignity (56%), and prompt attention (52%). Meanwhile, autonomy 
and choice were evaluated as poor (moderate, weak, and strongly weak) by 63.5 and 52.5% of 
respondents. There was no significant association between the type of healthcare center (i.e., public 
or private) and responsiveness (p‑value = 0.896). However, there was a significant difference between 
gender (p‑value = 0.036) and education level (p‑value = 0.014) with responsiveness. According to the 
respondents, prompt attention and choice were the most and least important dimensions, respectively. 
Conclusions: Evaluation of HSR in the era of COVID‑19 not only provides a tool for qualitative 
assessment of services but also plays an important role in providing feedback to policymakers to 
adopt effective policies.
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population’s legitimate non‑medical and 
non‑financial expectations of the care 
process.[5,6] Health system responsiveness 
determines what happens during routine as 
well as unexpected situations such as the 
COVID‑19 pandemic. Poor responsiveness 
may lead to less access to health services, 
and low utilization of some of these services 
in certain groups of the population.[7] 
Improving responsiveness may improve the 
utilization of health services and the overall 
health of individuals.[8] Studies have shown 
that a responsive health system contributes 
to improving individual and collective 
health by providing needed information, 
engaging more people in seeking medical 
care, and adhering to medical treatments.[9,10]

During the COVID‑19 outbreak, many 
issues related to responsiveness emerged. 
There were reports that the availability of 
quality health services especially inpatient 
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services was reduced due to a sudden increase in the 
number of people in need of hospitalization.[11] In addition 
to the inadequate number of health personnel, including 
medical specialists, health specialists, and nurses, the 
exhaustion of these expert personnel, was another limitation 
of the health system during this crisis.[11] Patient being 
treated in poor‑quality treatment environments and not 
having access to social support was also observed.[11] The 
pressure and load on the health system during the pandemic 
had apparently intensified what have been the common 
challenges in health system responsiveness (HSR).[12]

HSR has become a major consideration in the assessment 
of the quality of any healthcare system during the past 
two decades. Particularly during the pandemic outbreak, 
it is important to understand the level of responsiveness in 
the healthcare system. First, because good responsiveness 
may encourage people to refer to health services at an 
earlier stage of infection. Second, it relates to a better 
understanding of health information and enhanced 
compliance with health instructions that can improve 
health outcomes.[4] Furthermore, individuals with a poorer 
assessment of the health system’s responsiveness are 
more likely to avoid from seeking and receiving adequate 
healthcare.[7] Measuring HSR can be used as a tool for 
evaluating the quality of healthcare services provided to 
the service users and giving feedback to policymakers.[13] 
In China, HSR for epilepsy management in rural areas was 
implemented during the period of coronavirus diseases. The 
result of this study showed that the HSR was fairly good.[14] 
Despite the importance of research and documentation on 
the responsiveness of health services, to our knowledge, 
this is the first study conducted to investigate HSR after the 
announcement of the Covid epidemic in Iran.

The results of this study may be useful for several groups. 
First, healthcare providers can identify poor‑performing 
domains of responsiveness. Second, mid‑level policymakers 
can use the findings for further interventions to improve 
responsiveness in the health system, particularly during 
the pandemic. Finally, the study findings can help people 
to have a better understanding of the importance of 
responsiveness and their relevant rights to health.

Methods
Setting

During the Covid‑19 era, the service delivery system 
contains two national or policymaker and environmental 
(or providers) levels. The national committee contains 
two operational and scientific sub‑committees. At the 
environmental level, medical universities are the proxy of 
the Ministry of Health at the provincial level, which have 
the authority to control general or specialized hospitals 
and comprehensive healthcare centers that form the third, 
second, and first levels of prevention and treatment. There 
are other providers such as clinics, physicians’ offices, 

and private hospitals. Since the onset of the Covid‑19 
pandemic, all comprehensive healthcare centers as well as 
several general and specialized hospitals, either private or 
public, have provided services to Covid‑19 patients.

Study population

This study was performed from May to November 2020. 
Comprehensive health centers and some general and 
specialized hospitals (both public and private) provide 
Covid‑19 services in the city of Tehran. The study 
population comprised all those who were referred to 
public and private hospitals or health centers to receive 
Covid‑19 services during the past six months in the city 
of Tehran.

The inclusion criteria were those living in the city of 
Tehran, history of receiving Covid‑19 outpatient services 
during the past six months, and willingness to participate. 
The exclusion criteria included having a history of 
hospitalization due to Covid‑19.

The sample size was estimated according to the proportion 
necessary for descriptive studies, with P = 0.5, q = 0.5, 
and d = 0.2, which yielded a sample size of 200 for 
public and private hospitals (100 from each). Participants 
were selected using the convenience sampling technique. 
Questionnaires were filled out through face‑to‑face or 
phone call interviews. Face‑to‑face interviews with 
security protocols were conducted by referring to referral 
hospitals (public and private), according to the Ministry 
of Health and Medical Education (MOHME) reports. In 
the second approach, after a phone call and introducing 
the plan and how to complete the questionnaire, an online 
questionnaire was sent based on the porcelain platform, 
after a comprehensive introduction about how to fill it. 
In cases where the participant was unable to use a cell 
phone (e.g., elders, illiterate, etc.), a family member was 
asked to help to fill out the questionnaire. All interviews 
were conducted by trained members of the research team. 
For face‑to‑face interviews, written informed consent was 
obtained from all participants before entering the study and 
after a comprehensive introduction to the study protocol. 
Then, either the respondent or a family member was asked 
to fill out the questionnaire. It is worth noting that all 
public health protocols were followed for these interviews. 
Concerning phone call interviews, the phone numbers 
of patients were obtained from the admission department 
of the hospital after obtaining necessary permissions/
approvals, and the link to the questionnaire was sent 
to them. The interviews lasted from 15 to 20 min, on 
average. Also, the research purpose and methodology were 
subjected to scrutiny by the Research Ethics Committee 
of the University of Social Welfare and Rehabilitation 
Sciences (code: IR.USWR.REC.1399.060). In addition, the 
confidentiality of the study participants’ information was 
maintained throughout the study.
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Instrument

Data were collected using the WHO questionnaire on 
responsiveness as well as a checklist on demographic 
information. The validity and reliability of this 
questionnaire are evaluated in Iran[14] in several studies 
conducted on various groups of patients. For outpatients, 
it contains seven domains of prompt attention (five 
items), dignity (four items), communication (four items), 
autonomy (three items), confidentiality (three items), 
choice of provider (three items), and basic amenities (three 
items). Each domain contains items explaining the situation 
and the final evaluation item. The items are scored on a 
five‑point Likert scale, ranging from “strongly weak” to 
“strongly appropriate.” In addition, there is a question 
about satisfaction from providers’ behavior and reasons 
for dissatisfaction. The demographic checklist contained 
information on socio‑economic status, gender, education 
level, occupation, and other variables such as age, marital 
status, etc., Socio‑economic status is measured on a Likert 
scale from zero to 100 and the socio‑economic level is 
calculated based on the scores received. Thus, a score 
below 50 is considered low, between 50 and 69 is middle, 
and more than 70 is considered high. Educational level was 
divided into three categories: Primary (illiterate or primary 
education), secondary (diploma and undergraduate), and 
higher (academic education).[15–17]

Statistical analysis

Data were analyzed according to the instruction published by 
the WHO for the applied questionnaire.[18] Responsiveness 
was evaluated both overall and for each domain. The 
answers were categorized as strongly weak (highest 
number = 5), weak (number 4), moderate (number 3), 
appropriate (number 2), and strongly appropriate (lowest 
number = 1). Then, the answers were categorized as either 
appropriate, which comprised of strongly appropriate and 
appropriate, and weak, which comprised of moderate, 
weak, and strongly weak. Data analysis was administered 
by Chi‑square test using IBM SPSS Statistics version 16. 
Statistical significance was considered when the P value 
was less than 0.05.

Ethical consideration

The study protocol was approved by the Research Ethics 
Committee of the University of Social Welfare and 
Rehabilitation Sciences (IR.USWR.REC.1399.060). All 
the participants signed the consent form. They all fully 
understood the nature of the study and their role and 
contribution, and they were ensured about the voluntary 
nature of their involvement and about their ability 
to withdraw from the trial at any stage without any 
repercussions.

Results
A total of 200 questionnaires were filled out (100 in public 
centers and 100 in private centers) in this study. The mean 
age of participants was 45.9 ± 15.9, and 51.5% were 
female. The demographic characteristics of participants, 
separated by the center, are provided in Table 1. As 
shown in the table, there was no significant difference 
between those referring to public and private centers. On 
average, 52.6% of the respondents evaluated at least one 
dimension of responsiveness as appropriate and/or strongly 
appropriate. The overall status of responsiveness, based on 
the respondents, is provided in Figure 1.

Communication obtained the highest score (58.2%), 
followed by confidentiality (56.5%), dignity (56%), and 
prompt attention (52%). Meanwhile, autonomy and choice 
of provider were evaluated as weak (moderate, weak, and 

Table 1: Demographic characteristics of participants, separated by the center
Demographic characteristics Public healthcare center Private healthcare center P
Age: Mean (SD) 46.2 (15.9) 45.6 (14.7) 0.77
Sex: (%) ‑ Female 49 54 0.48
Male 51 46
Education level: (%) ‑ Primary 6 6
Intermediate 51 32 0.92
Higher education 43 62
Marriage status: (%) ‑ Married 74 73 0.91
Single/Widow 26 27
Socio‑economic score: Mean (SD) 43.9 (17.2) 46.7 (20.05) 0.28
Health Score: Mean (SD) 57.6 (16.7) 62.3 (19.4) 0.07
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Figure 1: The overall status of responsiveness, based on the respondents
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strongly weak) by 63.5 and 52.5% of respondents. The 
percentage of participants that evaluated each domain as 
strongly appropriate, appropriate, moderate, weak, and 
strongly weak is provided in Figure 2.

The demographic information of those who evaluated the 
responsiveness of centers providing Covid‑19 services as 
weak (moderate, weak, and strongly weak) are provided 
in Table 2. There was a significant difference between 
gender and responsiveness (p‑value = 0.036) so females 
evaluated the responsiveness as significantly weaker 
than males. Meanwhile, the difference between the type 
of the center (i.e., public or private) and responsiveness 
was not significant (p‑value = 0.896). There was a 

significant difference between education level and 
responsiveness (p‑value = 0.01). According to the post 
hoc test, the highest level of difference was between 
those with a master’s or higher and those with a lower 
level of education. On the other hand, perceived social 
class was not statistically associated with responsiveness. 
The respondents evaluated “prompt attention” as the most 
important dimension, while “choice” was considered as the 
dimension with the lowest priority.

Behavior of covid‑19 service providers

According to the findings, about one‑fourth of respondents 
were not satisfied with the behavior of Covid‑19 service 
providers. The main causes of this issue were therapist 
fatigue (60%) and unavailability of hospital beds (31%). 
Other reasons include the insufficient number of providers, 
the top‑down approach of some of them, the high price of 
medical and care services, etc.

Discussion
According to the findings, in about 53% of cases, the 
responsiveness of centers providing Covid‑19 services 
is appropriate and strongly appropriate, and in 47% is 
moderate, weak, and strongly weak. Similar results are 
reported by Forouzan et al. (2012), which performed a 
study in public centers providing mental health services 
and reported that in 47% of cases, the responsiveness was 
weak and moderate. In other words, almost one out of two 
people did not have a good experience when referring to 
healthcare centers.[19] In a study conducted in Germany, 
Bermsfeld et al. (2007) reported that 15 and 22.5% of 
mental health inpatients admitted to university hospitals 
and outpatients evaluated the responsiveness as poor, 
respectively.[20] Reviewing valid international databases 
showed no similar study regarding Covid‑19 services. 
Obviously, the responsiveness of the health system is 
expected to be different when an epidemic has occurred. It 
should be noted that studies conducted in Iran indicate the 
hard work of medical staff in providing Covid‑19 services. 
In this study, choice and autonomy were evaluated as 
domains with the lowest scores. Autonomy contains a 
series of rights, including the right to receive health and 
medical information, informed decisions, and receive 
medical services.[4] The results of this study indicate that 
in 63.5% of cases, this performance was poor. However, 
the outbreak of novel coronavirus probably has reduced 
patients’ participation in making medical decisions, 
particularly considering uncertainties regarding currently 
applied treatments. The results of some studies are not in 
line with those of the present study. For instance, the study 
by Alavi and Forouzan. Such differences can be attributed 
to instabilities caused by the Covid‑19 pandemic.[21,22] 
The domain of choice of provider was the second domain 
with the lowest score. This domain is of particular 
importance as it affects patients’ trust and results in better 
outcomes. In 60% of cases, access to hospitals and centers 

Table 2: Percentage of poor responsiveness based on 
demographic characteristics

Frequency 
n (%)

Poor 
Responsiveness

P

Gender
Female 103 (51.5) 77 (74.8) (0.036)
Male 97 (48.5) 64 (66)

Healthcare center (0.89)
Public 100 (50) 69 (69)
Private 100 (50) 72 (72)

Education level (0.01)
Primary 12 (6) 8 (66.7)
Intermediate 83 (41.5) 54 (65.1)
Higher 105 (52.5) 79 (75.2)

Socio‑economic status (0.41)
Low 92 (46) 68 (73.9)
Middle 76 (38) 54 (71.1)
High 32 (16) 19 (59.4)

Working status (0.74)
Employed 105 (52.5) 75 (71.4)
Unemployed 95 (47,5) 66 (69.5)
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providing Covid‑19 services was evaluated as strongly 
appropriate and appropriate, which is good regarding the 
consequences of the Covid‑19 pandemic. The statistical 
analysis revealed a significant difference between males 
and females regarding the mean score; so males evaluated 
this domain significantly higher than females, which can 
be attributed to their better access to healthcare centers. 
According to the findings, domains of communication, 
confidentiality, and dignity obtained the highest scores. By 
definition, communication is to accurately listen, provide 
understandable information, and allow asking questions.[4] 
It seems that establishing responsive consultation systems 
can promote this domain effectively. Moreover, there 
was no significant difference between the type of center 
and responsiveness. Concerning confidentiality, in 56.5% 
of cases, respondents gave a strongly appropriate and 
appropriate answer. Alavi et al., in a study in rehabilitation 
centers, Sajjadi et al. (2014), in a study on diabetic patients, 
and Peltzer et al. (2008), in a study on South African 
elders, reported similar results.[23‑28] However, due to the 
stigma associated with Covid‑19 infection, many patients 
prefer to hide their disease. Fifty‑six percent of respondents 
evaluated dignity as strongly appropriate and appropriate. 
The strongest indicator in this area was the therapist’s 
respectful behavior which more than 60% of respondents 
reported as strongly appropriate and appropriate. There 
was no significant difference between private and public 
centers regarding this domain. Regarding that, Covid‑19 
has sharply increased demand for healthcare services, 
which has resulted in high rates of fatigue and high mental 
pressures among healthcare professionals, and high rates of 
respectful behaviors worth appreciation.

In addition, 52% of respondents evaluated “prompt attention” 
as strongly appropriate and appropriate. In this area, receiving 
care as soon as possible was the weakest indicator, which 
only 38.5% of respondents considered very desirable and 
desirable. However, 42% of respondents evaluated this 
indicator as moderate. Regarding the sudden emergence of 
Covid‑19, which was a surprise for the health system, the fact 
that 50% of respondents evaluated this domain as appropriate 
and strongly appropriate is acceptable. The important issue is 
the lack of a significant difference between public and private 
centers regarding the domain of prompt attention, particularly 
regarding the conditions caused by the pandemic.

Valentin et al.  (2003) investigated the responsiveness of 41 
health systems and mentioned prompt attention as the most 
important domain.[29] In a study conducted in China, Kowal 
et al.  (2011) investigated the opinions of elders regarding 
the responsiveness of the health system and mentioned 
prompt attention as the most important domain.[30] Similar 
results are reported by Peltzer et al.  (2008), who performed 
a study on South African elders.[25]

The most important strength of this study is to evaluate 
the HSR during the Covid‑19 pandemic in both public and 

private healthcare centers for the first time in Tehran (the 
capital city of Iran). On the other hand, its most important 
limitation is the non‑generalizability of the results to 
different waves of the coronavirus pandemic in the 
country, as the level of demand for services may affect the 
responsiveness.

It    is    recommended    to    conduct   similar researches    
in    different  ethnicities in other provinces in Iran.

Conclusions
Evaluation of HSR in the era of COVID‑19 not only 
provides a tool for qualitative assessment of services but 
also plays an important role in providing feedback to 
policymakers to adopt effective policies.

Acknowledgments

The authors would like to thank all health staff who are 
fighting Covid‑19 in these difficult days and all those who 
helped us in this study. This study is approved and funded 
by the University of Social Welfare and Rehabilitation 
Sciences.

Declaration of patient consent

The authors certify that they have obtained all appropriate 
patient consent forms. In the form, the patient(s) has/have 
given his/her/their consent for his/her/their images and 
other clinical information to be reported in the journal. The 
patients understand that their names and initials will not 
be published and due efforts will be made to conceal their 
identity, but anonymity cannot be guaranteed.

Financial support and sponsorship

The study has been approved and supported by University 
of Social welfare and Rehabilitation Sciences.

Conflicts of interest

There are no conflicts of interest.

Received: 11 Jan 22 Accepted: 27 Oct 22
Published:  21 Mar 23

References
1. Huang C, Wang Y, Li X, Ren L, Zhao J, Hu Y, et al. Clinical 

features of patients infected with 2019 novel coronavirus in 
Wuhan, China. Lancet 2020;395:497‑506.

2. Lahariya C. Send a ‘good camel’ to the tent: Health system 
responsiveness to advance universal health coverage. J Postgrad 
Med 2020;66:125‑7.

3. Mirzoev T, Kane S. What is health systems responsiveness? 
Review of existing knowledge and proposed conceptual 
framework. BMJ Global Health 2017;2:e000486.

4. Valentine NB, de Silva A, Kawabata K, Darby C, Murray CJ, 
Evans DB. Health system responsiveness: Concepts, domains 
and operationalization. Health Systems Performance Assessment: 
Debates, Methods and Empiricism. Geneva: World Health 
Organization; 2003. p. 96.

5. Bramesfeld A, Klippel U, Seidel G, Schwartz FW, Dierks M‑L. 
How do patients expect the mental health service system to act? 



Forouzan, et al.: Health system responsiveness in covid 19

International Journal of Preventive Medicine 2023, 14: 346

Testing the WHO responsiveness concept for its appropriateness 
in mental health care. Soc Sci Med 2007;65:880‑9.

6. Valentine N, Prasad A, Rice N, Robone S, Chatterji S. Health 
systems responsiveness: A measure of the acceptability of 
health‑care processes and systems from the user’s perspective. 
Performance Measurement for Health System Improvement 
Chicago, Hospital Research and Educational Trust. 2009. p. 138‑86. 

7. Jones AM, Rice N, Robone S, Dias PR. Inequality and 
polarisation in health systems’ responsiveness: A cross‑country 
analysis. J Health Econ 2011;30:616‑25.

8. Arab M, Rahimi‑Foroushani A, Akbari Sari A, Khammarnia M, 
Sadeghi A, Siavashi E. Comparison of responsiveness rate 
among private and social security hospitals in Tehran city. J 
Hosp 2015;14:29‑39. 

9. Röttger J, Blümel M, Köppen J, Busse R. Forgone care 
among chronically ill patients in Germany‑Results from a 
cross‑sectional survey with 15,565 individuals. Health Policy 
2016;120:170‑8.

10. Valentine N, Verdes‑Tennant E, Bonsel G. Health systems’ 
responsiveness and reporting behaviour: Multilevel analysis of 
the influence of individual‑level factors in 64 countries. Soc Sci 
Med 2015;138:152‑60.

11. Abdoli A. Iran, sanctions, and the COVID‑19 crisis. J Med Econ 
2020;23:1461‑5.

12. Murphy A, Abdi Z, Harirchi I, McKee M, Ahmadnezhad E. 
Economic sanctions and Iran’s capacity to respond to COVID‑19. 
Lancet Public Health 2020;5:e254.

13. Groenewegen PP, Kerssens JJ, Sixma HJ, van der Eijk I, 
Boerma WG. What is important in evaluating health care 
quality? An international comparison of user views. BMC Health 
Serv Res 2005;5:16.

14. Qin L, Chen S, Feng X, Luo B, Chen Y. Patient‑perceived health 
system responsiveness of the epilepsy management project in 
Rural China during the period of COVID‑19. Healthcare (Basel) 
2022;10:799.

15. Karami‑Tanha F, Moradi‑Lakeh M, Fallah‑Abadi H, Nojomi 
M. Health system responsiveness for care of patients with heart 
failure: evidence form a university hospital. Archives of Iranian 
medicine. 2014;17:736‑40.

16. Ebrahimipour H, Najjar AV, Jahani AK, Pourtaleb A, Javadi M, 
Rezazadeh A, et al. Health system responsiveness: a case study 
of general hospitals in Iran. International journal of health policy 
and management. 2013;1:85.

17. Karami‑Tanha F, Moradi‑Lakeh M, Fallah‑Abadi H, Nojomi M. 
Health system responsiveness for care of patients with heart 
failure: evidence form a university hospital. Archives of Iranian 

medicine. 2014;17.
18. Organization WH. The world health report 2000: health systems: 

improving performance: World Health Organization; 2000.
19. Forouzan AS. Assessing responsiveness in the mental health care 

system: the case of Tehran: Umeå universitet; 2015.
20. Bramesfeld A, Wedegärtner F, Elgeti H, Bisson S. How 

does mental health care perform in respect to service users' 
expectations? Evaluating inpatient and outpatient care in 
Germany with the WHO responsiveness concept. BMC Health 
Services Research. 2007;7:1.

21. Forouzan S, Padyab M, Rafiey H, Ghazinour M, Dejman M, 
San Sebastian MJFiph. Measuring the mental health‑care system 
responsiveness: results of an outpatient survey in Tehran. 
2016;3:285.

22. Alavi M, Khodaie Ardakani MR, Moradi‑Lakeh M, 
Sajjadi H, Shati M, Noroozi M, et al. Responsiveness of Physical 
Rehabilitation Centers in Capital of Iran: Disparities and Related 
Determinants in Public and Private Sectors. 2018;6:317.

23. Sajjadi F, Moradi‑Lakeh M, Nojomi M, Baradaran HR, Azizi F. 
Health system responsiveness for outpatient care in people with 
diabetes Mellitus in Tehran. Medical journal of the Islamic 
Republic of Iran. 2015;29:293.

24. Karami‑Tanha F, Fallah‑Abadi H. Health system responsiveness 
for care of patients with heart failure: evidence form a university 
hospital. Archives of Iranian medicine. 2014;17:736.

25. Peltzer K, Phaswana‑Mafuya N. Patient experiences and health 
system responsiveness among older adults in South Africa. 
Global health action. 2012;5.

26. Mohammadi A, K K. Patients' Perspectives on Responsiveness in 
Outpatient Clinics of Hospitals at Zanjan University of Medical 
Sciences. . PCNM. 2015;5:80‑92.

27. Ebrahimipour H, Vafaei Najjar A, Khanijahani A, Pourtaleb A, 
Javadi M, Rezazadeh A, et al. Health system responsiveness: a 
case study of general hospitals in Iran. International journal of 
health policy and management. 2013;1:99‑105.

28. Piroozi B, Mohammadi Bolban Abad A, GH M. Assessing 
Health System Responsiveness after the implementation of 
Health System reform: A case study of Sanandaj, 2014‑2015. 
Iranian Journal of Epidemiology. 2016;11:1‑9.

29. Valentine N, Darby C, Bonsel GJ. Which aspects of non‑clinical 
quality of care are most important? Results from WHO's general 
population surveys of “health systems responsiveness” in 41 
countries. Social science & medicine. 2008;66:1939‑50.

30. Kowal P, Naidoo N, Williams SR, Chatterji S. Performance of the 
health system in China and Asia as measured by responsiveness. 
Health. 2011;3:638.


