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Abstract

Background: The perceived responsiveness of a healthcare system reflects its ability to satisfy reasonable
expectations of the public with respect to non-medical services. Recently, there has been increasing attention paid
to responsiveness in evaluating the performance of a healthcare system in a variety of service settings. However,
the factors that affect the responsiveness have been inconclusive so far and measures of improved responsiveness
have not always thoroughly considered the factors. The aim of this study was to evaluate both the responsiveness
of the healthcare system in Jiangsu Province, China, the factors that influence responsiveness and the measures of
improved responsiveness considering it, as determined by a responsiveness survey.

Methods: A multistage, stratified random sampling method was used to select 1938 adult residents of Jiangsu
Province in 2011. Face-to-face interviews were conducted using a self-designed questionnaire modeled on the
World Health Organization proposal. The final analysis was based on 1783 (92%) valid questionnaires. Canonical
correlation analysis was used to assess the factors that affect responsiveness.

Results: The average score of all responsiveness-related domains in the surveyed healthcare system was satisfactory
(7.50 out of a maximum 10.0). The two highest scoring domains were dignity and confidentiality, and the two
lowest scoring domains choice and prompt attention. The factors affecting responsiveness were age, regional
economic development level, and geographic area (urban vs. rural). The responsiveness regarding basic amenities
was rated worse by the elderly than by younger respondents. Responsiveness ranked better by those with a poorer
economic status. Choice in cities was better than in rural regions.

Conclusions: The responsiveness of the Jiangsu healthcare system was considered to be satisfactory but could be
improved by offering greater choice and providing more prompt attention. Perceptions of healthcare system
responsiveness differ with age, regional economic development level, and geographic area (urban vs. rural).
Measures to increase the perceived level of responsiveness include better service at higher level hospitals, shorter
waiting time, more hospitals in rural regions, an improved medical environment, and provision of infrastructures

that makes the medical environments more comfortable.
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Background

The three intrinsic goals of a healthcare system are good
health, responsiveness, and financial fairness, as sug-
gested in the World Health Report 2000 [1]. Responsive-
ness is defined as meeting the legitimate expectations of
patients and their families regarding non-medical as-
pects of the healthcare system [2]. Of these three goals,
responsiveness can be most efficiently manipulated to
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improve a healthcare system. With consumers’ growing
awareness of their rights and increasing competition
among healthcare organizations, patients’ views are in-
creasingly being taken into account in healthcare policy
making. Accordingly, responsiveness has become a
major consideration in evaluating the quality of a health-
care system. Indeed, one study showed that when re-
sponsiveness was improved, other healthcare goals were
enhanced as well [3].

Responsiveness has been evaluated in several studies
[4-9], some of which have shown that the levels of

© The Author(s). 2017 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to

the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.


http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-017-1980-2&domain=pdf
mailto:liupeiseu@126.com
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/

Chao et al. BMC Health Services Research (2017) 17:31

healthcare system responsiveness differed between coun-
tries [7—9]. The World Health Organization (WHO) es-
timated responsiveness and healthcare distribution in
191 countries and described its strategy for improving
the measurement of responsiveness in future evaluations
[10]. Coulter et al. conducted a telephone survey in
Europe based on a random sample of 8119 people aged
16 years and over in 2005. They found that many Euro-
pean patients wanted a more autonomous role in health-
care decision making and that policy makers and
clinicians should consider measures aimed at narrowing
the gap between public expectations and the patient ex-
perience [11]. However, the factors affecting healthcare
system responsiveness have yet to be determined. The
few studies that have considered these factors have
mainly focused on the apparent positive association be-
tween healthcare spending per capita and responsiveness,
or on insured users’ perception of the responsiveness
of their healthcare services [1, 12, 13]. Robone et al.
investigated the potential country-level drivers of
healthcare system responsiveness in 2011 and suggested
that improvements in responsiveness may require higher
spending levels. Expansion of the non-public provision of
healthcare, in which there is increased patient choice, may
also serve to improve responsiveness. However, these in-
ferences are tentative and require further study [14]. Jung
et al. showed that patient characteristics were an import-
ant determinant of preferences in many aspects of primary
healthcare [15]. However, later studies reported weak
associations between the relative importance given to
non-medical quality dimensions and the individual char-
acteristics of the patient [16]. In fact, in many developing
countries the responsiveness of the healthcare system was
ignored and was inadequate to meet patients’ non-medical
expectations [17].

Responsiveness has also been studied in China [18-21],
where healthcare system reform has included mea-
sures aimed at improving the healthcare system. Jiang
investigated the level of responsiveness in Shanghai
[19], whereas Lu et al. and Wang et al. studied the
level of responsiveness and factors that affect respon-
siveness in Anhui Province and the city of Zhengzhou
respectively [18, 21]. Nonetheless, the factors that
affect the responsiveness have been inconclusive so
far and measures of improved responsiveness have
not always thoroughly considered the factors. Thus,
in this study we used a multistage, stratified random
sampling method to evaluate responsiveness levels in
Jiangsu Province of China, to identify the factors that
determine responsiveness. We expect that our results
will contribute to a better interpretation of healthcare
needs and to defining the measures needed to im-
prove responsiveness, which in turn improve health-
care system performance.
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Methods

Sample and procedure

This study was conducted in three prefectures (cities) in
Jiangsu Province, China, during July 2011. Jiangsu is lo-
cated in southeastern China and is one of the most de-
veloped provinces in the country. Its healthcare system
consists of large hospitals as well as basic medical and
health institutions, including community healthcare fa-
cilities, town hospitals, public health institutions, and
other medical facilities.

A multistage, stratified random sample of the general
population was carried out in the three prefectures of
Jiangsu, which differed in their levels of regional eco-
nomic development. In each prefecture, one administra-
tive village from a rural area and one community from
an urban area were randomly selected. According to
Hatcher, the sample size should be 5-10 times the vari-
able number [22]. In this study, the variable number was
75 with 8 x75=600 respondents in each prefecture
(city). Allowing for a 10% increase, the sample size was
1980 participants. Within each city, 660 residents 18
years of age or older were randomly selected using a
random number system. Care was taken to obtain a rep-
resentative age and sex distribution within the target
population. First, one village and one community were
randomly selected as described above. We then gener-
ated a list of numbers representing the different resi-
dents through coding. The list was generated using a
random numbers table that considered the age and sex
of the residents. Participants were then selected accord-
ing to the random numbers. Temporary residents were
excluded. Of the 1980 residents initially selected, 1938
participated in this study (97.9% response rate), which
was based on a self-designed questionnaire (see below).
Of the submitted questionnaires, 1783 were valid (valid-
ity rate 92.0%). In addition, trained investigators con-
ducted personal interviews with participants informing
to the village or community office.

Outcome measures
The self-designed questionnaire was based on the health-
care system household questionnaire of the WHO [1],
which had been modified for our study purpose. It queried
perceptions of responsiveness in terms of the characteris-
tics of respondents, including their age, sex, educational
level, marital status, family income, occupation, and type
of medical insurance. using seven domains: dignity, confi-
dentiality, communication, autonomy, choice of care pro-
vider, prompt attention, and quality of basic amenities.
Respondents were asked to rate the following: 1) being
greeted and spoken to respectfully; 2) respect for intimacy
during physical examination and care; 3) confidential-
ity of personal information; 4) the possibility of obtaining
information about other types of treatment or tests; 5)
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participation in decision making regarding healthcare or
treatment; 6) the clarity of explanations given by health-
care providers; 7) sufficient time to ask questions about
the health problem or its treatment; 8) the ability to
choose the healthcare provider; 9) waiting time before be-
ing attended; 10) cleanliness of the facility, including
restrooms; and 11) available space in waiting and examin-
ation rooms. The questionnaire consisted of 15 items, di-
vided into the seven domains mentioned above, as
follows: dignity (2 questions), confidentiality (1 question),
communication (3 questions), autonomy (1 question),
choice (2 questions), prompt attention (4 questions), and
quality of basic amenities (2 questions). We used a scale
ranging from Never = 0, Sometimes = 5, Usually = 7.5, and
Always = 10 Additional file 1. Each domain was rated using
a 10-point scoring system in which Best = 10 and Worst =
0; scores of 7.5 and above were considered satisfactory, less
than 7.5 to 5 moderately satisfactory, and less than 5 unsat-
isfactory. We calculated each domain score using averages.
The weighted mean score of each responsiveness domain
was then determined, as recommended by the WHO
(Valentine, Silva, Murray, 2000). The higher the score, the
better the responsiveness [23].

Before the investigation, a pilot study was conducted
on a small sample size. Based on the results, the ques-
tionnaire was further improved. At this stage, experts in
the field were invited to discuss the design of the ques-
tionnaire, including, for example, the need for elimin-
ation of inappropriate items. This process ensured the
content validity of the questionnaire.

Data analysis

All analyses were performed using SPSS version 17.0 (SPSS
Inc., Chicago, IL, USA) and SAS version 8.1 (SAS Institute
Inc., Cary, NC, USA) statistical software. A P value < 0.05
was considered to indicate statistical significance.

Categorical variables were analyzed using a y2 test and
measurement data using a f-test. Canonical correlation
analysis was used to explore the correlation between
respondent characteristics (X set) and responsiveness
(Y set), to identify the main factors influencing healthcare
system responsiveness.

X = {sex, age, education, family income, medical insur-
ance, regional economic development level, geographic
area (urban or rural)} = {X1, X2, X3, X4, X5, X6, X7}

Y = {dignity, confidentiality, communication, autonomy,
choice, prompt attention, quality of basic amenities} = {Y,
Y2» YS’ YﬁL: Y51 Y61 Y7}

Thus, in the canonical correlation analysis, the canon-
ical linear combination was V;=a;X; +a,X, +a3Xs +
s Xyt asXs+ agXet+ a7 Xo; Wi=bY; +byYy + bsYs + by, +
bsYs + bgYg + b,Y, (a, b: the standardized canonical
correlation coefficient, i=1, 2,...; V;, W; canonical
correlation coefficient).
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Results

Participant characteristics

Characteristics of the 1783 respondents who provided
valid questionnaires are listed in Table 1. Within this
group, the average age was 39.2 years (SD = 13.4); 59.6%
were female; 71.6% were married; 77.1% had completed

Table 1 Participant characteristics

Number Percentage (%)
(n=1783)
Sex
Male 881 494
Female 902 596
Age (years)
Mean + SD 392+ 134
range 18-78
Marriage
Married 1276 716
Unmarried 480 269
Divorced or widowed 27 1.5
Education
Elementary school and under 203 114
Middle school and College 1375 77.1
University and higher 205 11.5
Occupation
Worker 556 312
Farmer 170 9.5
Civil service 188 10.5
Technical staff 162 9.1
Service personnel 216 12.1
Retiree 69 39
Unemployed 53 30
Students and children 279 156
Other 90 5.1
Family income
Very poor 49 28
Below average 283 159
Average 1275 715
Good 153 86
Very good 22 1.2
Medical insurance
Free medical care 53 30
Basic medical insurance 329 18.5
for urban residents
Basic medical insurance for 624 35.0
urban employee
New rural cooperative medical 584 327
insurance
Self-pay and other 193 10.8
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high school or junior college; 71.5% had an average
family economic status. The two main types (67.8%) of
medical insurance among respondents were urban
employee insurance and the recently introduced rural
corporate medical insurance.

Scores of the seven domains of healthcare system
responsiveness
Table 2 presents results of the evaluation of healthcare
system responsiveness with respect to the seven domains
mentioned above. Dignity had the highest score as an in-
dicator of responsiveness (8.44 out of a maximum 10.0)
and was ranked as “satisfactory” by 74.8% of respon-
dents. This was followed by confidentiality and commu-
nication, each with a score of 8.0 and ranked as
“satisfactory” by 72.1% and 66.5% of respondents, re-
spectively. Choice had the lowest score (6.88) and was
considered “satisfactory” only by 52.5% of respondents;
prompt attention had a similar score (6.89) and was
ranked as “satisfactory” by 54.2%. The difference be-
tween scores of the seven domains and responsiveness
as a whole was significant (P < 0.001). The overall aver-
age score of healthcare system responsiveness in Jiangsu
Province was 7.50.

The formula used to score healthcare system respon-
siveness was as follows [10]:

Y =0.125%V; 4+ 0.125 %« Vo + 0.125 * V3 4 0.125 *
V4 +0.25% V54 0.15* Vg + 0.10 x V; = 0.125 *
8.444-0.125 x 8.04-0.125 * 7.52 + 0.125 * 8.0 +
0.25%6.89 + 0.15 % 7.25 4 0.10 * 6.88 = 7.50

weight determined on the basis of the WHO question-
naire and modified based on expert opinions.

Factors affecting responsiveness

Canonical correlation analysis was used to identify the
effect of participant characteristics (X set) on responsive-
ness (Y set). The results showed that among the seven
pairs of canonical variables, the first three (r1, r2, r3) dif-
fered significantly (P < 0.01). The canonical correlation

Table 2 Response frequency and scores of healthcare system

indicators
Domain Satisfactory Moderate Unsatisfactory Score Rank by
n % n % n % score
dignity 1333 748 345 193 105 59 844 1
confidentiality 1286 72.1 280 157 217 122 800 2
autonomy 1107 621 469 263 207 16 752 4
communication 1185 665 485 272 113 63 800 2
choice 937 525 579 325 267 150 688 7
prompt 966 542 527 295 290 163 689 6
attention
basic amenities 901 505 781 438 101 57 725 5
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coefficients of the three pairs were 0.338, 0.179, and
0.144, which explained 66.6%, 17.0%, and 10.9% of the
variance, respectively. The cumulative contribution rate
was 94.5% (Table 3).

In this study, the demographic characteristics and re-
sponse dimensions consisted of several variables such
that neither a simple correlation nor multiple linear
regression analysis was appropriate. Instead, we used ca-
nonical correlation analysis to reflect the relationship be-
tween demographic characteristics and the responses.
Standardized canonical correlation coefficients of the ca-
nonical variables are presented in Table 4. The first ca-
nonical variable of participant characteristics, V1, was
mainly represented by the level of regional economic de-
velopment; V2 was represented by urban versus rural lo-
cations, and V3 by age. The first canonical variable in
healthcare system responsiveness, W1, was mainly rep-
resented by prompt attention whereas W2 was repre-
sented by choice and W3 by basic amenities. The first
canonical correlation indicated a positive correlation be-
tween regional economic development level and prompt
attention, with responsiveness ranked better by those
with a poorer economic status. The second canonical
correlation showed greater choice in urban areas, and
the third showed that responsiveness in terms of basic
amenities was worse for the elderly.

Discussion

Responsiveness with respect to a healthcare system is
defined as the extent to which that system satisfies the
population’s common, reasonable expectations for non-
medical aspects of care. In China, the healthcare system
has undergone recent reform, including measures to ac-
celerate construction of a basic medical security system,
establishment of a National Essential Medicines Policy,
improvements in basic medical and healthcare services,
and gradual equalization of basic public health services.
To identify problems affecting the Chinese healthcare
system and those actions that will lead to its improve-
ment, we used a multistage, stratified random sampling
method to evaluate the system’s level of responsiveness.
Specifically, we assessed the factors that affect respon-
siveness in a survey of a random sample of the popula-
tion in Jiangsu Province, China.

The responsiveness of the healthcare system in Jiangsu
achieved a score of 7.50, which indicated a satisfactory
level. In the evaluation of seven domains contributing to
healthcare system responsiveness, dignity and confiden-
tiality were ranked highest and choice and prompt atten-
tion lowest. Ratings of healthcare system responsiveness
differ across different studies [5, 19, 24—26]. The relative
rankings in our study were the same as those reported
for Israel [24]. In Anhui Province of China, dignity
ranked highest and choice lowest [18]. In South Africa,
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Table 3 Canonical correlation analysis between participant characteristics variables and healthcare system responsiveness

Serial number Canonical coefficient Contribution rate Cumulative contribution rate F r P value
1 0338 0.666 0.666 6.555 49 0.000
2 0.179 0.170 0.836 3.044 36 0.000
3 0.144 0.109 0.945 2152 25 0.001
4 0.085 0.038 0.983 1132 16 0318
5 0.042 0.009 0.992 0.624 9 0.778
6 0.034 0.006 0.998 0641 4 0634
7 0.019 0.002 1.000 0.620 1 0431

freedom to choose the healthcare provider was rated as
of least importance whereas in our study, dignity and
confidentiality were of greatest importance [27]. By con-
trast, in the results for 35 countries reported by the
WHO, social support and confidentiality received the
highest scores and autonomy and basic amenities the
lowest [25]. In 16 OECD countries, the two highest scor-
ing factors were choice and dignity, and the two lowest
scoring factors were prompt attention and communica-
tion [26]. Our results also differed from the relative
rankings reported from a 2003 survey in Shanghai, in
which basic amenities and autonomy scored lowest, so-
cial support and dignity highest [19]. In relative rankings
reported from a 2000 survey in Shandong Province, au-
tonomy and dignity scored lowest, social support and
confidentiality highest [3]. In our study population, pa-
tients were assigned healthcare providers and thus had
very little free choice. An additional issue was long waiting
time before being attended to in the hospital. Both of
these factors were also identified as problems in the
Shanghai study [19]. Our study participants were relatively
healthy such that their healthcare needs could be met by
the existing medical institutions in their respective prefec-
tures; only rarely was care required from another hospital
or medical institution. Nonetheless, our results revealed
that two important determinants of responsiveness, choice
and prompt attention, required improvement in the three
prefectures of Jiangsu Province surveyed.

Our study used the canonical correlation method to
analyze those factors that affect healthcare system re-
sponsiveness. Recognition of an association between the
characteristics of the population and the preference for
healthcare system services will aid healthcare officials to
determine needs accordingly and to set priorities. Some
factors considered in this study, such as age, sex, and
education, have previously been shown to be associ-
ated with healthcare system preferences in other
countries [9, 13, 28]; however, in 16 OECD countries sur-
veyed, there were few consistent patterns [26]. Our results
showed that those factors that defined responsiveness dif-
fered significantly depending on the characteristics of re-
spondents. Among those who were poorer economic
status, prompt attention rated higher. This may reflect the
fact that patients in the areas of poorer economic status
often present to a community healthcare center or to a
county or village hospital, whereas patients in the areas of
better economic status will typically visit a higher level
hospital where the large number of patients and complex
admission process lead to the “three longs and a short”
phenomenon: long registration time, long waiting time to
see a doctor, long time waiting to be billed, and a short
time spent seeing the doctor. It also might be that patients
from better economic status areas have higher demands.
Rice et al. reported that individuals with higher incomes
are more likely to report very good responsiveness and
less likely to report moderate responsiveness than

Table 4 Standardized canonical correlation coefficients of participant characteristics variables and healthcare system responsiveness

Participant characteristics variables V1 V2 V3 Healthcare system W1 W2 W3
responsiveness variables

Sex -0.056 -0.022 0450 Dignity 0.041 0429 0.148
Age 0.359 0313 0.547 Autonomy -0492 -0.164 0.088
Education —0.385 0.168 —-0.259 Confidentiality —-0.038 —0.642 -0371
Family income 0.261 0319 0.177 Communication 0.075 0.184 -0.707
Medical insurance 0.049 0.138 0.133 Choice 0.254 -0.787 -0.026
Geographic location (urban vs. rural) 0310 0671 —-0.509 Prompt attention 0.822 -0.137 0013
regional economic development level 0.581 —-0.586 —-0.294 Basic amenities -0.136 0.063 0.990
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individuals with lower incomes, according to a survey
across 54 countries from the World Health Survey (WHS)
[9]. We found that choice in urban regions was better
than that in rural regions, which reflected the fact that
there are fewer hospitals in the latter areas. In cities, there
are more facilities and personnel and better local access,
which results in more choice. Age was positively associ-
ated with basic amenities, suggesting that older people
have higher expectations about the medical environment.
This is consistent with the conclusion by Coulter that the
gap between patients’ expectations and the realities of care
is one of the factors that strongly influences perceptions
of responsiveness [11]. Our results also indicated that a
comfortable medical environment requires improvements
in the related infrastructure.

Our study had several limitations. First, the responsive-
ness survey did not distinguish between hospitals, primary
healthcare facilities, medical centers, and other institu-
tions that provide healthcare services [29]. However, these
facilities differ in their responsiveness. Researchers have
attempted to account for these differences in studies that
have yielded different results [30, 31]. Second, responsive-
ness evaluations emphasize common and reasonable
expectations; however, these are influenced by the charac-
teristics of respondents, such as their age, education level,
and income, thus introducing bias in expectations
[19, 32]. Also, in our study, we investigated responsive-
ness of the general population rather than that of patients
attending a specific hospital, public health service, or
health center, which may have produced different results.
Third, our sample size was relatively small, and the survey
was limited to Jiangsu Province. As noted above, our re-
sults had similarities to, but also differences from, the
findings reported for other provinces and cities of China.
Finally, a standardized definition of responsiveness and a
standardized approach to its measurement are needed, in-
cluding the ability to account for the healthcare expecta-
tions of survey participants [33].

Conclusions

We studied the responsiveness of adult residents (18
years of age and older) in three prefectures of Jiangsu
Province. Our results showed that the responsiveness of
the Jiangsu healthcare system was considered to be satis-
factory but could be improved by offering greater choice
and providing more prompt attention. Perceptions of
healthcare system responsiveness differed with age, re-
gional economic development level, and geographic area
(urban vs. rural). Healthcare policy makers should take
these factors into account when instituting measures to
improve responsiveness. These measures should include
improving higher level hospital service, shortening
waiting time, increasing the numbers of hospitals in
rural regions, improving the medical environment,
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and expanding infrastructures to provide comfortable
medical environments. The impact of such measures
on responsiveness and the related factors will then
need to be determined.

Additional file

[ Additional file 1: Questionnaire. (DOCX 33 kb) ]

Acknowledgments

We thank all the respondents who participated in this study and the
healthcare workers of the Centers for Disease Control and Prevention in
Jiangsu, Zhangjiagang, Danyang and Taixing counties for their collaboration
in this survey.

Funding

The study was funded by the Special funds for basic scientific research
business of Southeast University (Grant No. 2242016K40031) and the
Important National Science & Technology Specific Projects (Grant No.
20117X10004-902).

Availability of data and materials

The datasets during the current study are available from the author on
reasonable request. All data that can be shared was contained within the
manuscript. No further data will be shared due to identifying and
confidential data.

Authors’ contributions

JQC conducted the data analysis, drafted the manuscript, and contributed to
subsequent revisions. PL conceived the idea for the study, participated in the
study design, and contributed to the data analysis and drafting and revising
the manuscript. BYL, HZ, GLZ, and JH contributed to implementing the
study, analyzing the data, and editing the final manuscript. All authors read
and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Consent for publication

No details on individual participants are published in this manuscript. Full
disclosure was made to the participants, during the informed consent
process, that the study would yield publications but that these would
contain only aggregate information.

Ethical approval and consent to participate

The protocol of the study adhered to the tenets of the Declaration of
Helsinki, and was approved by the Ethics Committee of the Jiangsu
Provincial Center for Disease Control and Prevention(2010-01). Once the
study objectives and design were explained, all participants provided their
signed informed consent.

Author details

'Department of Medical insurance, Key Laboratory of Environmental
Medicine Engineering of Ministry of Education, School of Public Health,
Southeast University, Nanjing, Jiangsu, China. “Jiangsu Provincial Center for
Disease Control and Prevention, Nanjing, Jiangsu, China. *Department of
Epidemiology and Biostatistics, School of Public Health, Southeast University,
Nanjing, Jiangsu, China. *Xuzhou Medical University, Xuzhou, Jiangsu, China.

Received: 12 September 2016 Accepted: 4 January 2017
Published online: 13 January 2017

References

1. World Health Organization. The World Health Report 2000: Health Systems
Improving Performance. Geneva: World Health Organization; 2000.

2. Murray CJL, Frenk JA. WHO framework for health system Performance
assessment. Geneva: World Health Organization; 1999 (Discussion Paper 6).


dx.doi.org/10.1186/s12913-017-1980-2

Chao et al. BMC Health Services Research (2017) 17:31

20.

21.

22.

23.

24.

25.

26.

27.

Li SX, Qu JB, Wang XZ, Lv SL. The Concept and Measurement of Responsiveness
of Health System. Chinese Health Economics. 2001;2(20):44-6.

Wada K, Kakuma R, Hoshi K, Sato Y, Hasegawa T, Satoh T. Factors Associated
With Preferences for Health System Goals in Japan: A Pilot Study of the
World Health Survey. Asia Pac J Public Health. 2011,23(5):721-9.

Peltzer K. Patient experiences and health system responsiveness in South
Africa. BMC Health Serv Res. 2009;9:117-28.

Pang LJ, Qing JM, Yang L, Liu JM, Wang XM, Li Y. Analysis to satisfaction
and Health System Responsiveness of inhabitants in Cities and Countrysides
in Xinjiang Province. Xinjiang Medical Journal. 2005;35(1):11-3.

Valentine N, Prasad A, Rice N, Robone S, Chatterji S. Health Systems
Responsiveness — A Measure of the Acceptability of Health Care Processes
and Systems. In: Smith PC, Mossialos E, Leatherman S, editors. Performance
Measurement for Health System Improvement: Experiences, Challenges and
Prospects. London: WHO European Regional Office; 2009. p. 138-86.

Sirven, N, Santos-Eggimann, B, Spagnoli, J: Comparability of Health Care
Responsiveness in Europe — Using anchoring vignettes from SHARE. Available
from: http://www.irdes fr/EspaceAnglais/Publications/WorkingPapers/
DT15ComparabilityHealthCareResponsEurope.pdf. Accessed Sep 2008.

Rice N, Robone S, Smith PC. Vignettes and health systems responsiveness in
cross-country comparative analyses. J R Stat Soc Ser A. 2012;175(2):337-69.
Valentine NB, Silva AD, Murray CJL. Estimating Responsiveness Level and
Distribution for 191 Countries: Methods and Results. (Discussion Paper 22).
Geneva: World Health Organization; 2000.

Coulter A, Jenkinson C. European patients' views on the responsiveness of
health systems and healthcare providers. Eur J Public Health. 2005;15(4):355-60.
Anderson G, Hussey P. Comparing Health System Performance in OECD
Counties. Health Aff. 2001;20(3):219-32.

Mohammed S, Bermejo JL, Souares A, Sauerborn Rand Dong H. Assessing
responsiveness of health care services within a health insurance scheme in
Nigeria: users' perspectives. BMC Health Serv Res. 2013;13:502.

Robone S, Rice N, Smith PC. Health systems’ responsiveness and its
characteristics: a cross-country comparative analysis. Health Serv Res.
2011;46(6pt2):2079-100.

Jung HP, Baerveldt C, Olesen F, Grol R, Wensing M. Patient characteristics as
predictors of primary health care preferences: a systematic literature
analysis. Health Expect. 2003;6(2):160-e181.

Sofaer S, Crofton C, Goldstein E, Hoy E, Crabb J. What do consumers want
to know about the quality of care in hospitals? Health Serv Res. 2005;
40(6p2):2018-37.

Peter PG, Jan JK, Herman JS, Ingrid E, Wienke B. What's important in
evaluating health care quality? An international comparison of user views.
BMC Health Serv Res. 2005;5(1):16-24.

Lu F. Study of the Responsiveness of Health System in Anhui, MS thesis.
Anhui: Medical college of Anhui, Health management college; 2004.

Jiang Q. tudy on the Responsiveness of Health System in Shanghai, PhD
thesis. Shanghai: Fudan University, Public health college; 2003.

Li GH, Hu SL, Chen ZX, Wang BCH, Bo W, Yiping C. Analysis of the
responsiveness of patients in Shanghai. Chinese Journal of Hospital
Administration. 2002;18(5):312-6.

Wang F. The study of inhabitant health and health system responsiveness
in Zhengzhou. Zhengzhou: MS thesis, Zhengzhou University; 2006.

Hatcher L. A step-by-step approach to using SAS ®© System for Factor
Analysis and Structural Equation Modeling. Cary: SAS Institute, Inc,; 1994.
Chen S, Lu YH, Xie PP, Shuo CH, Youhui L, Pingpin X. Progress in the
evaluation methods of health system responsiveness. Chinese Health
Service Management. 2007;2:78-80.

Goldwag R, Rosen B. Responsiveness of the health care system: findings
from the Israeli component of the World Health Survey. Jerusalem: Myers-
JDC-Broodale Institute; 2007.

Silva AD, Valentine NB. Measuring responsiveness: Results of key informants
survey in 35 countries. (Discussion Paper 21). Geneva: World Health
Organization; 2000.

Valentine NB, Ortiz JP, Tandon A, Kawabata K, Evans DB, Christopher JL, Murray
CJ. Patient experiences with health services: population surveys from 16 OECD
countries. In: Murray CJL, Evans DB, editors. Health systems performance
assessment: debates, methods and empiricism. Geneva: WHO; 2003. p. 643-52.
Valentine N, Darby C, Bonsel GJ. Which aspects of non-clinical quality of
care most important? Results from WHO's general population surveys of
health responsiveness in 41 countries. Soc Sci Med. 2008,66:1939-50.

29.

30.

31

32.

33

Page 7 of 7

Gakidou E, Murray CJL, Evans DB. Health Systems Performance Assessment:
Debates, Methods and Empiricism. Geneva: World Health Organization; 2003.
Shi XZ, Xie J, Jia SS, Li YY, Yang JJ, Wang AY. Multiple fuzzy evaluating
model of health system responsiveness in Henan Province. Chinese Journal
of Health Statistics. 2002;19(4):99-101.

Valentine NB, Bonsel GJ, Murray CJ. Measuring quality of health care from
the user's perspective in 41 countries: psychometric properties of WHO's
questions on health systems responsiveness. Qual Life Res. 2007;16(7):1107-25.
Ministry of Health of the People’s Republic of China: The major results of
the fourth national health services survey issued by Health Ministry. Available
from: http//www.moh.gov.cn/mohbgt/s3582/200902/39201 shtml. Accessed
27 Feb 2009. Ministry of Health of the People’s Republic of China, 2009)

Hsu CC, Chen L, Hu YW, Yip W, Shu CC. The dimensions of responsiveness
of a health system: a Taiwanese perspective. BMC Public Health. 2006;17(6):72.
Jiang Q, Hu SLH. Some Questions on the Equity Assessment of Health
System Performance in the World Health Report 2000. Chinese Health
Service Management. 2002;6(8):17-9.

Submit your next manuscript to BioMed Central
and we will help you at every step:

* We accept pre-submission inquiries

e Our selector tool helps you to find the most relevant journal

* We provide round the clock customer support

e Convenient online submission

* Thorough peer review

e Inclusion in PubMed and all major indexing services

e Maximum visibility for your research

Submit your manuscript at

www.biomedcentral.com/submit () BiolVled Central



http://www.irdes.fr/EspaceAnglais/Publications/WorkingPapers/DT15ComparabilityHealthCareResponsEurope.pdf
http://www.irdes.fr/EspaceAnglais/Publications/WorkingPapers/DT15ComparabilityHealthCareResponsEurope.pdf
http://www.moh.gov.cn/mohbgt/s3582/200902/39201.shtml

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Sample and procedure
	Outcome measures
	Data analysis

	Results
	Participant characteristics
	Scores of the seven domains of healthcare system responsiveness
	Factors affecting responsiveness

	Discussion
	Conclusions
	Additional file
	Acknowledgments
	Funding
	Availability of data and materials
	Authors’ contributions
	Competing interests
	Consent for publication
	Ethical approval and consent to participate
	Author details
	References

