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1. Introduction 
  
Responsiveness to individuals’ legitimate expectations regarding non-health enhancing 
aspects, is a health system goal, as are health and fairness in the financing.  Responsiveness 
relates to individual welfare enhancement through better inter actions with the health system. 
Responsiveness has two main aspects: respect of persons and client orientation.  The first 
incorporates issues such as dignity, autonomy and confidentiality, while the latter relates to 
prompt attention, quality of basic ame nities, choice of care provider and access to social 
support networks during care [1].  It is not only the average level of responsiveness in a 
country that is of interest, but issues  of distribution with regard to different socio -economic 
and demographic groups as well. 
 
Responsiveness differs from traditional patient satisfaction measures in three main ways.  
Firstly the scope of patient satisfaction is usually limited to clinical interaction in a specific 
health care setting whereas responsiveness seeks to evaluate the health system as a whole.  
Secondly, the range of issues considered by patient satisfaction often combines both medical 
and non-medical aspects but responsiveness as defined here focuses only on the non -health 
enhancing aspects of the health system.  And finally, and most significantly, while patient 
satisfaction represents a complex mixture of perceived need, expectations and experience of 
care [2], responsiveness evaluates individuals’ experiences with the health system against 
‘legitimate’ universal expectations.  
 
The elements of responsiveness cited above, were selected through reviewing the literature [3], 
examining health system surveys and discussions with researchers from different disciplines 
involved in health sector research.  The seven elements of responsiveness can be briefly 
defined as follows. Dignity involves the right of individuals to be treated as persons rather 
than merely as patients who due to asymmetric information and physical incapacity have 
rescinded their right to be treated with respect.  This includes a range of issues from being 
treated with respect to the safeguarding of an individual's human rights (for instance the right 
not to be incarcerated if suffering from a communicable disease). Autonomy is self-directing 
freedom, with regard to deciding between alternative treatment, testing and care options, 
including the decision to refuse treatment, if of sound mind.  Confidentiality relates to 
safeguarding privacy in the context of privileged communication and medica l records.  
Prompt attention incorporates two aspects. The first is access, where the ability to gain care 
speedily through conveniently located health care units is important, not because it would 
improve health outcomes (which would be captured under the  measurement of health), but 
because the existence of such facilities at close call would improve individuals’ psychic 
welfare.  Secondly, it focuses on welfare enhancement through minimising waiting time, both 
with regard to consultation and treatment and  operation lists.  Quality of basic amenities 
focuses on non-health enhancing physical attributes of health care units such as cleanliness of 
the facility, adequacy of furniture and quality of food.  Choice of care provider covers choice 
between and within health care units, including opportunities of accessing specialist care and 
second opinions.  Access to social support networks during care is included because a patient's 
welfare is best served by integrating community interactions with health care activ ities. For a 
more detailed description of the elements of responsiveness see De Silva [3].  
 
Given that responsiveness is a new subject area, no measurement of responsiveness had 
previously been undertaken, apart from three household survey pilots in Tanzan ia, Colombia 
and the Philippines.  While much work has been done on the measurement of patient 
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satisfaction at health unit and country level [3] no internationally comparable survey 
instrument existed other than the work done by Donelan, Blendon et al [4, 5]. 

 
The Donelan, Blendon et al questionnaires pose a question relating to the health system as a 
whole to assess public satisfaction at country level.  Such surveys have been carried out 
countries such as Australia, Canada, New Zealand, United Kingdom and  the United States of 
America using a common question format. The surveys involve phone interviews.  The 
problem with using a general question that requires individuals to assess the health system as a 
whole on its performance lies in individual perceptions and the role of exogenous influences.  
Firstly the individual may have only a partial perspective on what is meant by the health 
system as a whole.  This question format provides no lead up questions or background to alert 
the respondent on the different  segments that comprise the health system.  Secondly the 
answer may reflect general content or discontent with the political system rather than health 
system specific concerns.  It may capture the prevailing mood of a community but not be a 
comparable measure of health system attainment.  Questions regarding whether the health 
system has improved or worsened, are likewise likely to be coloured by political overtones, 
particularly if the reforms have not affected the individuals personally.  In times of heal th 
system transition or where reforms are under discussion, measurement through a single 
question may not even relate to a snapshot view of the health system but rather be a mix of 
opinions relating to different evolutionary points.  
 
In the United States, the Agency for  Health Research and Quality (AHRQ) has undertaken the 
systematic development of household instruments geared to collect household responses on 
adult health, child health and the health of Medicaid groups in relation to health system plans. 
The Consumer Assessment of Health Plans (CAHPS) instruments use reports about the 
frequency of care activities rather than asking for opinions on care.  The WHO strategy too, is 
focused on evaluating care in the context of universal legitimate expectations.   The setting of 
universal norms reduces the impact that subjective expectations would have on the evaluation 
of health system attainment.  
 
This paper has three objectives.  Firstly it attempts to document the process adopted in 
collecting information on responsiveness using key informant surveys.  Secondly it discusses 
the results of the key informant survey, by comparing and contrasting the findings of different 
countries with the aim of identifying the similarities and differences that exist in socially,  
economically and culturally different contexts.  Such a process could be informative in 
determining features and functions of the health system, which enhance responsiveness.  
Finally by examining responsiveness attainment scores, element scores and sub-elements at 
country and sample level, the paper attempts to examine the validity of this instrument as a 
measurement tool of responsiveness.  
 
2. Methods 
 
2.1. Choice of Focal Persons and Key Informants 
 
Patient satisfaction, a close but different concept fr om responsiveness, is generally measured 
through household or exit surveys.  Responsiveness since it deals with the interactions of the 
individual with the health system, should ideally be examined from the perspective of the 
individual.  The question then arises as to what the rationale was for using a key informant 
survey to collect data on responsiveness.  
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Responsiveness is a new concept, and as such it was important to collect data from as many 
countries as possible.  These surveys were seen to be impo rtant, as exploratory mechanisms 
that would help to highlight the impact of socio -economic and cultural differences, on the 
measurement of responsiveness.  Given the need to collect data within a short time period, 
household surveys could not have been use d at this stage, though three pilot surveys had been 
conducted at household level in Tanzania, Colombia and Philippines, and more household 
level data collection is envisaged in the future.  There was an additional advantage in using 
key informants.  These  key informants, who were chosen for their thorough knowledge of 
their own health systems, were likely to be already aware of the attainment of their health 
systems on the elements of responsiveness, and thus better placed to evaluate the system as a 
whole than individuals. 
 
The process of conducting a key informant survey began with the choice of countries to be 
studied.  It was decided to focus mainly on developing countries since little work had been 
done in such countries on responsiveness.  In EURO, tr ansition economies were chosen.  An 
attempt was also made to cover roughly the same number of countries from each region. The 
list of countries was compiled using two criteria. Countries with large populations were 
chosen, though in some cases the studies were limited to a particular province or state of the 
large country.  Secondly, countries that were interesting from a health systems perspective 
were chosen.  In some of the countries chosen, it proved difficult to find focal persons willing 
to undertake the work, given the short duration within which the work had to be completed. 
The key informant survey was conducted in 35 countries. The final sample included low, 
middle and high income countries (with GDP per capita in international Dollars ranging from 
$886 in Burkina Faso to $19,484 in the United Arab Emirates). 
 
Focal persons who had previously been involved in health system research were identified for 
each of the selected countries through surveying the literature on patient satisfaction, through  
web sites on health care quality, and with the help of WHO headquarters and regional office 
staff.  These focal persons in turn were asked to identify a minimum of 50 persons to be the 
key informants for a particular country.   A short manual was emailed to t he focal persons 
detailing how the key informants were to be selected and how the surveys were to be 
conducted.  The  key informants were to be selected from among government and non -
government employees, of both sexes and from among a wide range of occupat ions, from 
clinicians in hospital settings, to researchers, university lecturers, social workers and staff in 
the Ministries of finance and planning involved in budgeting and co-ordinating the activities of 
the health sector.  The main criterion for inclus ion as a key informant was that the person 
knew the health system of the country (province or state in the larger countries) well.  The list 
of countries in which the surveys were conducted is shown in Appendix 1.  

 
2.2. Instrument Development 
 
(a) Overview of Key Informant Questionnaire 
 
The key informant survey instrument focused on the seven elements of responsiveness.  Three 
to seven questions were formulated with regard to each element (see Appendix 2 for the 
questionnaire).  The elements and sub-elements were selected through a survey of the 
literature on health care performance and patient satisfaction [3].  
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Four point Likert -type scales ranging from “never” to “always” were used in the case of 19 of 
the 28 sub-element questions; 7 used “very poor” to  “very good” while 2 had “less than 25%” 
to “above 75%”.  In addition to answering the sub -element questions, the respondents were 
asked to rate each individual element and total responsiveness of the health system, on a scale 
from 0 to 10. This it was fel t would give a greater level of information than having a Likert 
scale of “very poor “ to “very good” for rating the performance with regard to responsiveness 
elements.  The alternative would have been to ask the key informant to tick off categorical 
responses (i.e. 0 to 3, 4 to 5, 6 to 7 and 8 to 10).  This however may have caused confusion 
since the imposed boundaries may not have overlapped with the individual’s categorisation of 
performance.  For instance one individual may consider 0 to 3 as denoting v ery poor 
performance and 4 to 5 as being poor, while another may feel that very poor corresponds to 0 
to 2 and poor to 3 to 5.  It therefore seemed more appropriate to leave the question open -
ended, with the question itself providing upper and lower bounds  (0 to 10).  

 
Part B sought information on the importance individuals attributed to the elements of 
responsiveness.  Key informants were requested to rate the importance of the seven elements 
on a scale from 0 to 10.  This exercise sought to examine whether  individuals were influenced 
by cultural or economic factors in determining the importance of an element.  
 
The question on distribution in part C attempted to extract information on population groups 
who were discriminated against with regard to responsiv eness.  The instrument provided an 
introduction to the sub -elements and elements of responsiveness in part A. The question 
relating to disadvantaged groups was left open -ended with the objective of allowing 
individuals to freely comment on any specific gro ups they felt were disadvantaged.  This 
question format was selected as the work on responsiveness distribution is still at an 
exploratory stage so it was considered best to gain a more comprehensive understanding of the 
situation within countries rather t han pre-specify known disadvantaged groups.  
 
(b) Contribution of Pilot Household Questionnaire 
 
A set of questions on responsiveness were developed as part of a pilot household survey prior 
to the development of the key informant questionnaire.  The househ old questionnaire included 
sections on health description, health status and responsiveness.  These pilot surveys were run 
in three countries: the Philippines, Tanzania and Colombia.  About 150 interviews and 150 re-
tests were conducted in each country.  T he test-retest results had fairly high intra-respondent 
reliability.  As the pilots were run over the same period as the key informant survey, it was 
impossible to use the results to inform the development of the key informant questionnaire. 
Instead, the h ousehold survey results were used to inform the analysis of the key informant 
surveys, as well as for the development of the recently revised household survey instrument, 
discussed in more detail elsewhere [4 ].   
 
Table 1 shows a mapping between questions from the pilot household questionnaire and those 
from the key informant questionnaire.  Items in the pilot household survey were grouped 
around a framework of responsiveness that identified five different elements: dignity, 
autonomy, quality of basic amen ities, confidentiality and prompt attention, whereas the key 
informant questionnaire was built around seven elements.  The change from five to seven 
responsiveness elements was largely based on further information gathered from the on -going 
literature review.  
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As can be seen by in Table1 all except four items from the household survey were rephrased 
and used in the key informant survey.  The four items that were not used in the key informant 
survey were: 
1. whether the provider explained the illness and treatment in a way the patient could 

understand; 
2. whether the patient trusted the provider to keep personal information confidential;  
3. the effort taken to teach people how to avoid falling ill; and  
4. spraying insecticide around houses and programmes to clean up pub lic areas. 

 
 
Table 1: Mapping of Household Survey Questions to Key Informant Survey 

Questions 
 Household Pilot 

Questionnaire 
   Key Informant 

Questionnaire 
 

Ques-
tion 

Question Description Element
* 

 Ques-
tion 

Question Description Element
* 

4021 treated with courtesy DIG é  A1.1 treated with respect DIG 
4022 explanation of  illness treatment 

understandable 

DIG     

4023 privacy in physical examination DIG é  A1.5 privacy during physical exam DIG 

4024 allowed to choose provider AUT é  A7.1 have a choice between providers  CCP 

4025 help from provider to see specialist AUT é  A7.3 opportunities to see specialists CCP 
4026 asked permission before treatment or 

tests 

AUT é  A2.3 patient consent before treatment or 

tests 

AUT 

4027 conditions in the waiting room QBA é  A6.1,3,6  general cleanliness, furniture, toilets QBA 

4028 cleanliness of facility QBA é  A6.1,5 general cleanliness QBA 
4029 food for hospital patients QBA é  A6.4 food for inpatients QBA 

4030 trust provider to keep information 

confidential 

CON     

4031 other patients can overhear 

consultation 

CON é  A3.1 consultations carried out so as to 

protect confidentiality 

CON 

4032 can find out friend's condition  CON  A3.3 confidentiality of medical records  CON 

4033 wait long time even with appointment  PA é  A4.3 waiting for consultation/treatment is 

reasonable 

PA 

4034 screener: ever needed emergency 

care 

     

4035 hard to get medical care quickly in 

emergency 

PA é  A4.1 knowledge that there is fast access 

to medical care in emergencies 

PA 

4036 screener: ever wanted to see a 

specialist 

     

4037 difficult to see a specialist PA é  A7.3 opportunities to see specialists CCP 

4038 rating of health system ALL é  A8 rating of health system ALL 

4039 impact of effort taken to teach people 

to avoid falling ill 

AUT     

4040 impact of spraying around houses and 

programmes to clean public areas 

     

*  DIG= dignity, AUT= autonomy, QBA= quality of basic amenities, CON= confidentiality, PA=prompt 
attention, ALL= overall health system rating, CCP=choice of care provider  
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The first two items that were excluded from the key informant survey were excluded on the 
basis that the key informant would not be able to assess the items in question.  The first item 
was the extent to which explanations given to patients were understanda ble.  The second 
question focussed on the trust the person had for a provider.  In the meeting of focal persons 
from the key informant survey in December 1999, a general consensus was reached about 
including a communication element so the question regarding the explanation given to the patients 
was  included in the recently revised household survey instrument.  The question on trust was 
not included in the revised questionnaire because it would be greatly influenced by the outlook 
of the person involved, ra ther than the more observable actions undertaken by the provider to 
keep personal information confidential. 
  
The final two questions excluded from the key informant questionnaire attempted to get 
information on responsiveness for parts of the health syste m other than the medical care 
system.  To some extent, the first of these questions addressed issues of communication and 
autonomy.  Possession of information about how to avoid falling ill might be valued in its own 
right as a means to gain greater contro l over one's own life and health.  However, there was the 
danger that this question might measure the health benefits derived from more effective health 
promotion campaigns so it was excluded from the key informant survey.  Likewise it was 
decided that the  second of these questions focussed too much on the provision of disease 
prevention services, which would be captured directly through the evaluation of health status 
within a community.  For this reason it was excluded from the key informant questionnaire . 
 
Exploratory factor analysis of the household survey results revealed certain common factor 
loading patterns between countries.  Complete factor analysis tables for each country are 
shown in Appendix 3.   Two factors emerged in all three data sets: a fac tor for respect of 
persons or dignity and another factor for quality of basic amenities.  The items that 
consistently loaded on these factors were:  
 

1.  treated with courtesy (4021) loading on respect for persons;  
2.  explanation of  illness and treatment understandable (4022) loading on respect for 

persons; 
3.  conditions in the waiting room (4027) loading on quality of basic amenities; and  
4.  cleanliness of facility (4028) loading on quality of basic amenities. 

 
 
2.3. Instrument Validation 
 
The purpose of conducting exploratory factor analysis of the key informant survey results was 
to identify which elements and sub-elements measured the construct under review.  Ideally, it 
would be desirable for each of the seven elements, together with their respective  sub-elements 
to load on separate factors.  As this was a new instrument, it was expected that the ideal would 
not occur and that the results would give us guidance on how to improve the instrument, as 
well as on how best to measure the construct of respon siveness. 
 
The use of Likert scale questions to lead in to the 0 -10 element scores was the technique used 
to focus the respondent's attention on certain pre -defined aspects of the system.  This 
technique was important as the 0 -10 scores would ultimately be used to measure 
responsiveness and it was necessary to ensure that the technique of leading in to the 0 -10 
ratings had been successful through proof that respective sub -elements and elements were 
loading on the same factors.   



 7

 
The programme used for the factor analysis was MPLUS.  The main reason this programme 
was chosen was because it was designed specifically to accommodate factor analysis with 
categorical variables.  Many other programmes able to run factor analysis  (e.g., STATA, 
SAS) assume that variables are continuous.  This assumption leads to underestimation of the 
correlations as well as to problems with  interpreting the factor solution, which may be more 
reflective of the statistical properties of the items and response scales than of the item 's 
content.  For more details on the background to this programme and why it was chosen, refer 
to GPE Discussion Paper No.15 [4]. 
 
The eigenvalues of the factor solution indicated that there were between 8 and 9 orthogonal 
(uncorrelated) factors (i.e. ther e were 8 eigenvalues greater than 1, and a 9th one just under 1 
(0.988).  Ideally, when conducting factor analysis there should be the same number of items 
per factor [4], although this is more of a requirement of confirmatory factor analysis than 
exploratory factor analysis.  Consequently, as the number of items (sub -elements) differed for 
the different dimensions of responsiveness, factor analysis was also run on a data set with the 
same number of sub-elements.  The eigenvalues of the factor solution stil l indicated that there 
were 7 to 8 factors and the factor loadings were almost identical to the solution that included 
all the sub-elements.   
 
The results of the factor analysis of all the elements and sub -elements are presented in Table 1. 
 The table shows the factor loadings for all the elements and sub -elements on the various 
factors.  The factor loadings give the correlation between the variable and the underlying 
dimension, factor or construct.  The cut -off point of 0.30 for the factor loadings was se lected 
to determine whether or not the variable should be considered a good factor indicator.  
However, most of the loadings were above 0.60.  The lowest loading that were accepted as 
good indicators of the factor were for the variable prompt attention (0. 49).   
 
The only variable which unexpectedly did not load successfully onto a factor was the element 
score for choice of care provider.  The highest loading for the element choice of care provider 
(0-10 scale) was on the quality of basic amenities factor.  This peculiarity might be explained 
by the fact that when considering choice of facilities, respondents also thought about the 
quality of the basic amenities in these services as choice might be more of an issue if some 
facilities had poor infrastructure.   When thinking of choice, they might also have taken into 
account other factors not measured elsewhere in the questionnaire, e.g., technology available 
within a facility. Ultimately, the scores for choice were still used, but the effect it would have 
on the final score was minimised as the web values survey on the importance of elements gave 
it the lowest weighting of all the elements (only 5 %).    
 
Some of the 0 -10 element scores loaded onto another factor (see the last column in Table 1). 
This might indicate the presence of a direct relationship between the indicators for the 
elements (0-10 scores) and a factor representing overall responsiveness.  The elements that 
loaded onto this factor were dignity (0.42), autonomy (0.33), confidentiality (0.34), prom pt 
attention (0.44) and access to social support networks (0.42).   
 
In the case of the element, prompt attention, the element separated into two factors, but both 
loaded onto the overall performance score.  It is fairly easy to explain the separation of p rompt 
attention into two elements.  The first group of sub -elements (Prompt Attention (I)) deal with 
emergency care, while the second group of elements (Prompt Attention (II)) deal with waiting 
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times for non-emergency care.  For our purposes it was suffici ent that both factors loaded onto 
the 0-10 score for the element.   
 
Table 1: Exploratory Factor Analysis Results: varimax rotation with 9 factors  
 

Ques-
tion 
No. 

Description Dignity Auto-
nomy 

Confiden- 
tiality 

Prompt 
Attention 

(I) 

Prompt 
Attention 

(II) 

Social 
Support 

Networks 

Quality of 
Basic 

Amenities 

Choice Overall 
Respon-
siveness 

1.1 treated with respect 0.629 0.150 0.252 0.071 0.058 0.025 0.195 0.030 0.089 
1.2 common human rights 0.502 0.136 0.267 0.123 0.081 0.164 0.116 0.038 0.059 
1.3 free to discuss concerns  0.757 0.180 0.112 -0.009 0.022 0.075 0.168 0.063 -0.068 
1.4 encouraged to ask 

questions 
0.742 0.283 0.094 0.048 0.080 0.033 0.152 0.090 -0.053 

1.5 respect privacy in physical 
examination 

0.543 0.205 0.322 -0.056 0.119 0.024 0.218 0.107 0.007 

1.6 Scale 1 - 10 0.680 0.186 0.275 0.033 0.093 0.027 0.262 0.003 0.420 
2.1 provided with information 0.352 0.758 0.149 0.059 0.020 0.083 0.063 0.199 0.004 
2.2 consulted on preferences 0.322 0.746 0.119 -0.010 0.087 -0.034 0.126 0.271 0.044 
2.3 patient consent  0.220 0.484 0.270 0.151 0.121 0.052 0.104 0.056 -0.137 
2.4 Scale 1 - 10 0.366 0.727 0.236 -0.013 0.145 0.047 0.188 0.093 0.329 
3.1 protect confidentiality 0.252 0.149 0.704 -0.054 0.022 0.110 0.279 0.090 -0.036 
3.2 confidentiality of patient 

information  
0.206 0.109 0.793 0.059 0.094 0.069 0.169 0.112 0.004 

3.3 confidentiality of medical 
records 

0.253 0.147 
 

0.758 0.110 0.080 0.103 0.180 0.044 -0.019 

3.4 Scale 1 - 10 0.237 0.183 0.777 0.056 0.011 0.031 0.268 0.066 0.343 
4.1 share of population with 

geogographic access  
0.053 0.034 0.061 0.754 0.550 0.145 0.382 0.164 0.036 

4.2 share population with fast 
access to emergency care 

0.079 0.073 0.049 0.685 0.220 0.087 0.379 0.215 0.052 

4.3 reasonable waiting time for 
consultation or txt 

0.254 0.062 0.084 0.107 0.689 0.188 0.229 0.142 0.051 

4.4 reasonable waiting time for 
non-emergency surgery 

0.040 0.146 0.082 0.110 0.784 0.056 0.180 0.186 0.011 

4.5 Scale 1 - 10 0.249 0.130 0.195 0.394 0.393 0.068 0.348 0.243 0.435 
5.1 allowed visitors 0.056 -0.008 0.052 0.099 0.111 0.689 0.058 0.036 -0.055 
5.2 personal needs taken care 

of 
0.051 0.075 0.091 0.025 0.145 0.770 0.046 0.145 -0.057 

5.3 practice religious acts 0.064 -0.001 0.017 0.004 -0.071 0.711 0.067 0.110 0.011 
5.4 Scale 1 - 10 0.075 0.058 0.119 0.102 0.047 0.706 0.193 0.160 0.424 
6.1 cleanliness unit 0.178 0.052 0.200 0.138 0.101 0.055 0.802 0.060 0.040 
6.2 maintenance building 0.234 0.056 0.127 0.045 0.136 0.069 0.772 0.094 0.065 
6.3 adequacy furniture 0.119 0.109 0.123 0.090 0.155 0.086 0.765 0.063 0.071 
6.4 nutrition and edibility 0.115 0.062 0.096 0.135 -0.29 0.065 0.796 0.085 -0.019 
6.5 clean water -0.003 0.093 0.109 0.365 0.099 0.119 0.608 0.062 -0.113 
6.6 cleanliness toilets 0.179 0.045 0.141 -0.004 0.080 0.024 0.808 0.156 0.006 
6.7 cleanliness linen 0.173 0.072 0.136 0.170 0.053 0.038 0.770 0.089 -0.035 
6.8 Scale 1 - 10 0.124 0.077 0.176 0.084 0.108 0.051 0.849 0.108 0.284 
7.1 choice provider at health 

care unit 
0.084 0.199 0.011 0.112 0.178 0.100 0.235 0.653 -0.032 

7.2 choice between units -0.004 0.083 0.130 0.053 0.063 0.166 0.200 0.801 0.068 
7.3 choose to see specialist 0.118 0.163 0.102 0.166 0.117 0.181 0.009 0.574 0.030 
7.4 Scale 1 - 10 0.175 0.080 0.036 0.046 0.053 0.113 0.196 -0.045 0.077 

 
 
Overall, the factor analysis results indicated that the elements and the sub -elements were 
measuring the same underlying construct.  It was also reasonable to deduce that there were at 
least seven specific factors underlying the general construct.  The results were extremely 
robust, as the solution was stable when variables were included or excluded and numerous 
different combinations of variables were tested.  
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3. Results 
 
3.1. Profile of Respondents 
 
A total of 1,791 respondents answered the key informant questionnaire in 35 countr ies.  More 
men answered the questionnaire than women.  A marginally higher fraction of people not 
employed by the government than employed by the government answered the questionnaire. 
These proportions are displayed in Figures 1 and 2.  
 
 
 
Figure 1: Sex of Respondents    Figure 2:  Place of Work of  

Respondents 

 
 
Figure 3 shows the proportion of respondents from different WHO regions.  There was a fairly 
even spread of respondents from the different regions, with AFRO, AMRO, WPRO and 
SEARO having about 20 % of the respondents each.  Only 9 % of the respondents were from 
EMRO, and 15% were from EURO.  
 
 
Figure 3: WHO Regional Distribution of Respondents 
 

Female
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Undefined
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Government

49%Government
45%
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Figure 4 shows the proportion of respondents who were female and government employees by 
region. From lowest to highest for the proportion of female respondents: SEARO, EMRO, 
AMRO, WPRO, AFRO and EURO.  Four of the 6 regions had similar proportions of 
government employees in their sample: between 54 % and 65 %.   In the SEARO and AMRO 
regions, only 34% and 36 % of respondents were employed by the government.  
 
 
Figure 4: The Percentage of Female Respondents and Government Employees by 

Region 
 

 
 
 
 
3.2.  Measurement of Attainment 
 
(a) Sub-elements 
 
Overall  
 
There are similarities between countries regarding the sub-elements that performed relatively 
poorly or well.  Table 2 lists the most frequently cited poorest and best performing sub-
elements, by each element.  Those sub-elements reported most frequently as always or usually 
were considered the best perfor ming sub-element, while those sub-elements cited most 
frequently as sometimes or never were considered the worst performing sub -element within 
each of the element dimensions.  If some sub -elements were close seconds, they  were also 
reported.  
 
For the respect of person elements (dignity, autonomy and confidentiality), the best 
performing sub-elements were respect for privacy during treatment or examination, patient 
consent sought before testing or treatment, and confidentiality of patient medical records.  The 
worst performing sub-elements were encouragement to ask questions, consulted on treatment 
preferences and having consultations conducted in a way that protects confidentiality of 
patient information. 
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Table 2:  Model Responses Summed by Country 
 

 Sub-Elements with Best 
Performance Scores 

Sub-Elements with Worst 
Performance Scores 

Dignity Respect of privacy during treatment and 
examination (22) 

Encouraged to ask questions (20) 

Autonomy Patient consent sought before testing or 
treatment (31) 

Consulted on treatment preference (31) 

Confidentiality Confidentiality of patient medical records 
(24) 

Consultations in a manner that protects 
confidentiality (29) 

Prompt Attention Geographical accessibility (24) Waiting time for consultation (12) 
Wait for non-emergency surgery (12) 
Access to fast emergency services (11) 

Quality of Basic Amenities Clean Water (27) Clean toilets (18) 

Access to Social Support 
Networks 

Able to have visitors (24) Relatives can take care of personal needs  
(17) 

Choice of Care Provider Ability to consult Specialist (25) Choice of provider within a unit (28) 

Note:  Figures within brackets refer to the number of countries where this sub-element is the modal category according 

to best or worst criterion. 
 
 
For the remaining client orientat ion elements (prompt attention, quality of basic amenities, 
access to social support networks and choice of care provider), the best performing sub -
elements were geographical accessibility, clean water, ability to have visitors, and the ability 
to consult a specialist. In the case of prompt attention, the remaining 3 sub -elements 
performed equally poorly.  The worst performing sub -elements for quality of basic amenities, 
social support networks and choice of care provider were clean toilets, relatives being  allowed 
to take care of personal needs and choice of provider within a health care unit.  
 
Country-by-Country Analysis of Average Sub-Element Scores 
 
When considering sub-element scores by country an attempt can be made to identify outliers, 
and to observe if any pattern exists either with regard to sub -element or country.  Although the 
scores obtained from individual respondents were integers from 1 to 4, when averaged over 
respondents for a particular country, they became continuous.  Outliers are here de fined as 
scores that are over 3 (majority citing a favourable response) or less than 2 (majority citing an 
unfavourable response).  
 
With regard to being treated with respect by health care providers Cyprus, United Arab 
Emirates (UAE), Malaysia and Vietnam record an average score of above 3.  In the question 
relating to the observing of human rights in health care settings, Slovakia, Malaysia and 
Vietnam score above 3, while Ecuador rates below 2.  The ability to discuss concerns with 
healthcare providers has Brazil, Chile, Peru and South Korea faring poorly, as do the first 
three countries regarding the opportunity to ask questions as well.  Privacy during treatment 
and examinations scores are above 3 in Mexico, Cyprus, UAE, China (Shandong Province), 
Malaysia, Mongolia and Viet Nam.  
 
The sub-elements within autonomy are rated low in many countries.  The issue of the health 
care provider providing information on alternative treatment options is rated below 2 in 
Bolivia, Chile, Ecuador, Peru, Trinidad, Uganda, Bangladesh, India (Andra Pradesh), Nepal 
and Sri Lanka. In addition to these countries, Brazil, Guatemala, Burkina Faso, Senegal and 
South Africa also rate the consultation of patient preferences regarding treatment options 
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below 2.  Patient consent is only rated below 2 in Burkina Faso whereas it is rated above 3 in 
UAE, Malaysia and the Philippines. 
 
Confidentiality on the other hand is rated high in many countries. The sub -element relating to 
the carrying out of consultations in a manner that safeguar ds privacy of information rates over 
3 in Mexico, Botswana, Cyprus, UAE, Malaysia and Vietnam.  The ability to trust health care 
providers with confidential information is rated above 3 in Hungary, Poland, Mexico, South 
Africa, Zimbabwe, India, Indonesia, Cyprus, UAE, China (SD Province), Malaysia, Mongolia, 
Philippines and South Korea.  Safeguarding confidentiality of medical records scores over 3 in 
18 of the 35 countries.  
 
Geographical accessibility of health care services is particularly noteworthy in EURO where 
four of the five transition economies have average scores over 3.  The other countries to have 
such high scores were Chile, Mexico, Peru, Trinidad, Thailand, Cyprus, UAE, China, 
Malaysia, South Korea and Vietnam.  Uganda and Nepal however scored below 2.  The same 
trend can be observed in the case of EURO with regard to access to emergency treatment fast. 
Chile, Mexico, Cyprus, UAE and Malaysia also score above 3 on this count.  Scoring below 2 
are Bolivia, Ecuador, Guatemala, Burkina Faso, Uganda , Bangladesh, India (AP) and Nepal. 
Waiting time scores over 3 only in UAE while it rates below 2 in Ecuador, Guatemala and 
Burkina Faso. Length of time on waiting lists rates below 2 in Brazil, Guatemala and Trinidad.  
 
With regard to quality of basic amen ities the following observations can be made.  Cleanliness 
of the health care unit rates over 3 in UAE and Malaysia but below 2 in Georgia, Bangladesh 
and Nepal.  Only UAE rates the adequacy of furniture over 3.  Bulgaria, Georgia, Burkina 
Faso, Nepal and Mongolia rate this aspect below 2.  UAE, Cyprus and Malaysia rate the 
quality of food over 3 while Bulgaria, Georgia, Senegal and Bangladesh rate it below 2.  In the 
case of clean water 11 countries give ratings above 3.  They are Poland, Slovakia, Mexico,  
Botswana, South Africa, Zimbabwe, Thailand, Cyprus, UAE, China (SD) and Malaysia.  In 
contrast, clean toilets are rated below 2 by 10 countries with only UAE scoring above 3.  Poor 
ratings are reported from Bulgaria, Georgia, Hungary, Burkina Faso, Senega l, Uganda, 
Bangladesh, India (AP), Nepal and Sri Lanka.  
 
Choice of care provider within a health care unit fares badly in 14 of the 35 countries.  Choice 
between health care units scores above 3 in China and the Philippines but less than 2 in 
Bulgaria, Guatemala, Mexico and Burkina Faso.  The opportunity to see a specialist rates high 
in Hungary, China, Malaysia and South Korea but scores less than 2 on average in Guatemala 
and Botswana.  
 
Patterns related to resource availability and socio -political trends are evident in the above 
analysis and are highlighted in the discussion. 
 



 13

(b) Elements 
 
Elements of responsiveness were scored on a scale from 0 to 10 (see Table 3).  The average 
scores for elements across the sample, rank the elements by attainment as f ollows: social 
support networks (7.12), confidentiality (6.53), dignity (5.59), prompt attention (5.55), choice 
of care provider (5.28) quality of basic amenities (5.22) and autonomy (5.01).  The average 
variance is smallest for social support networks (0.72), followed by dignity and autonomy 
(.79), confidentiality (.83), prompt attention (1.00) and choice of care provider (1.10).  It is 
largest for the quality of basic amenities (2.08) suggesting that divergence is greatest for the 
elements that most relat e to resource availability. 
  
With regard to dignity Vietnam, Mexico, Cyprus, Malaysia, China, UAE, Philippines and 
UAE score above 6.50, where the sample average is 5.59.  In the case of autonomy only 
China, Philippines and the UAE score above 6.50.  With regard to the quality of basic 
amenities China, Cyprus, Malaysia, Mexico, South Korea, UAE and Thailand have scores 
over 6.50.  China, Cyprus, Malaysia, South Korea and UAE also score over 6.50 for choice of 
care provider.  Confidentiality has a higher sample average of 6.53, so considering 7.50 as the 
cut off point China, Malaysia, Mexico, UAE and Vietnam could be determined to be doing 
relatively well.  Most countries score high on social support networks with the sample average 
being 7.12.    
 
Considering the countries that score low on dignity, with scores below 4.50 are Sri Lanka and 
Nepal. In the case of autonomy, many countries fall into this category: Bangladesh, Bolivia, 
Sri Lanka, Trinidad, Chile, Brazil, Burkina Faso, Nepal, Peru and Uganda.  In the case of 
confidentiality only Nepal has a score below 4.5. Bangladesh, Bolivia, Guatemala, Trinidad, 
Nepal and Uganda score low on prompt attention.  In the case of quality of basic amenities too 
there are many countries with scores below 4.50. They are  Bangladesh, Bolivia, Bulgaria, 
Georgia, Hungary, Mongolia, Senegal, Sri Lanka, Burkina Faso, Nepal and Uganda.  Choice 
of care provider also elicits a similarly long list of poor performers: Bangladesh, Bolivia, 
Botswana, Bulgaria, Guatemala, Chile, Burki na Faso, Nepal, Peru and Uganda.  
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Table 3: Element Scores for All 35 Surveyed Countries 
 

  DIG AUT CON PRO SSN QBA CCP 

1 Bangladesh 4.75 4.17 4.94 4.48 6.81 3.40 4.27 

2 Bolivia 4.59 4.04 5.98 4.32 6.26 4.28 4.24 

3 Botswana 5.54 4.94 6.21 4.98 6.43 6.13 4.39 

4 Brazil 4.76 4.39 6.42 4.94 6.22 4.72 4.67 

5 Bulgaria 4.66 4.68 5.07 5.54 5.45 3.04 4.23 

6 Burkina Faso 4.98 4.23 5.83 4.54 7.38 4.05 4.19 

7 Chile 4.90 3.71 6.37 6.06 6.20 6.20 4.29 

8 China 6.98 6.56 7.88 7.38 8.02 7.21 7.87 

9 Cyprus 7.02 6.28 7.42 6.76 8.36 7.20 6.60 

10 Ecuador 5.42 4.67 6.75 4.71 6.42 5.52 5.21 

11 Egypt 6.09 5.54 6.30 6.14 7.56 5.84 5.93 

12 Georgia 4.74 4.98 5.36 5.02 6.52 2.26 5.48 

13 Ghana 5.46 4.74 6.46 4.78 7.40 5.12 4.78 

14 Guatemala 5.59 5.02 6.56 4.74 5.80 4.87 3.74 

15 Hungary 5.27 5.11 6.11 6.00 7.29 3.83 6.19 

16 India  5.37 4.52 5.94 5.14 6.27 3.86 5.08 

17 Indonesia 6.62 5.9 7.24 6.32 7.30 6.38 6.34 

18 Malaysia 7.00 5.96 7.90 6.80 7.76 7.36 6.72 

19 Mexico 7.15 6.35 8.31 7.26 7.98 7.08 5.35 

20 Mongolia 6.22 5.44 6.80 6.58 7.32 4.48 5.38 

21 Nepal 4.38 3.96 4.46 3.94 6.42 2.94 4.08 

22 Peru 4.57 3.77 6.29 5.23 6.14 4.77 4.34 

23 Philippines 6.64 6.72 7.41 5.82 7.91 5.70 5.39 

24 Poland 5.63 5.00 6.93 5.78 8.28 4.71 5.29 

25 Republic of  Korea 4.90 4.74 7.42 6.22 8.28 6.64 7.80 

26 Senegal 6.06 4.81 7.02 5.28 8.62 4.40 4.96 

27 Slovakia 5.32 4.68 6.48 5.82 7.14 5.14 5.90 

28 South Africa 5.65 4.84 6.68 4.60 6.53 6.02 4.57 

29 Sri Lanka 4.31 3.73 5.26 4.80 6.76 3.41 5.45 

30 Thailand 5.86 5.22 6.97 6.08 7.51 7.37 6.25 

31 Trinidad 4.73 4.30 5.68 4.44 6.06 5.17 4.35 

32 Uganda 4.64 4.06 5.80 3.78 7.44 4.00 4.15 

33 United Arab Emirates 6.76 6.74 7.59 7.62 8.66 8.08 6.66 

34 Viet Nam 7.22 6.41 7.76 6.78 7.24 5.61 6.30 

35 Zimbabwe 5.90 5.10 7.00 5.47 7.54 5.96 5.11 

 Average means 5.59 5.01 6.53 5.55 7.12 5.22 5.28 

 Average variances 0.79 0.79 0.83 1.00 0.72 2.08 1.10 

 
 
 
 
Correlating the element attainment scores with one another, it is interesting to note that the 
highest correlation coefficient is between dignity  and autonomy, followed by that between 
dignity and confidentiality.  The lowest correlation coefficients are between quality of basic 
amenities and access to social support networks, quality of basic amenities and autonomy, and 
prompt attention and access  to social support networks.  Access to social support networks 
may be capturing a different dimension of the health system: the element of co -operation 
between users and providers, in contrast to the other elements that focus on provider 
performance. 
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Table 4:  Correlation between Attainment on Responsiveness Elements  (n=1,791) 
 

 Overall 
RESP 

DIG AUT CON PRO QBA SSN CCP 

Overall 
RESP 

1.0000        

DIG 0.8523 1.0000       

AUT 0.7886 0.9293 1.0000      

CON 0.8808 0.8621 0.7747 1.0000     

PRO 0.8550 0.7386 0.7282 0.7090 1.0000    

QBA 0.8995 0.6676 0.5653 0.7797 0.6980 1.0000   

SSN 0.6415 0.6665 0.6633 0.6855 0.5389 0.4703 1.0000  

CCP 0.7826 0.5902 0.6400 0.6431 0.7659 0.5831 0.6387 1.0000 

 
 
Many factors may be contributing to these attainment patterns including resource availability, 
socio-economic conditions, political environment and even psycho -cultural norms that may 
influence not only the outcomes with regard to attainment but also the attribution of scores by 
individuals within a country. These issues are considered in the next section.  
 
Overall Scores: level and distribution of responsiveness 
 
The overall scores presented in Table 5 for responsiveness levels were obtained from the key 
informant responses to Question 8.  These scores differ from the scores estimated for Annex 6 
of the World Health Report, but were strongly  correlated with them (r=0.9001).  The scores 
estimated for the Annex were the result of summing the weighted averages, where the weights 
were obtained from the web survey on the r elative importance of the elements of 
responsiveness [8].  In addition, the raw element scores were adjusted, as explained in detail in 
GPE Working Paper No. 22 [9].  The scores presented for responsiveness distribution, apart 
from those for India and Chin a, are the same scores presented for the surveyed countries in 
Annex 6 of the World Health Report.  The details of how these scores were calculated can be 
found in GPE Working Paper No. 22 [9].  As the answers given to the question in Section C of 
the questionnaire were mostly qualitative, the presentation of the results from Section C 
necessitates a more narrative approach.  
 
As recorded at the bottom of Table 5, the average score on responsiveness level is 5.75 with an 
average variance of 0.73.  The averag e score for the distribution of responsiveness was 0.90 
and the average variance was 0.01.  
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Table 5: Average Responsiveness Scores: overall level and distribution 
 

 SCORES  
COUNTRIES Overall Level (unadjusted)  Overall Distribution 
Bangladesh 4.69 0.73 
Bolivia 4.82 0.75 
Botswana 5.51 0.91 
Brazil 5.16 0.94 
Bulgaria 4.67 1.00 
Burkina Faso 5.03 0.80 
Chile 5.39 0.92 
China 7.41 0.95 
Cyprus 7.09 0.99 
Ecuador 5.53 0.72 
Egypt 6.20 0.98 
Georgia 4.91 0.86 
Ghana 5.53 0.85 
Guatemala 5.19 0.81 
Hungary 5.68 0.98 
India  5.17 0.84 

Indonesia 6.59 0.96 
Malaysia 7.07 0.98 
Mexico 7.07 0.91 
Mongolia 6.03 0.93 
Nepal 4.31 0.79 
Peru 5.02 0.81 
Philippines 6.51 0.99 
Poland 5.95 0.97 
Republic of Korea 6.57 0.99 
Senegal 5.88 0.91 
Slovakia 5.78 0.97 
South Africa 5.56 0.84 
Sri Lanka 4.82 0.95 
Thailand 6.46 0.98 
Trinidad 4.96 0.91 
Uganda 4.84 0.80 
United Arab Emirates 7.44 1.00 
Vietnam 6.76 0.88 
Zimbabwe 6.01 0.79 

Average means 5.75 0.90 

Average variances 0.73 0.01 

 
 
 
The open-ended question in part C of the Key Informant survey focused on the issue of 
responsiveness distribution.  The question sought to identify which groups in a particular 
country were disadvantaged with regard to responsiveness.  It also posed the question as to 
what elements were the subject of such discrimination.  The responsiveness inequality index 
was calculated using this information [9].  
 
The distribution of responsiveness relates to whether all individuals living in a country, 
irrespective of ethnic, demographic or socio -economic standing are able to gain the same level 
of responsiveness as others.  Attention was not given in this case to those treated better on 
average but to those who were disadvantaged.  High equality in responsiveness distribution 
does not suggest that th e average level of responsiveness is high.  One could have countries, 
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such as Bulgaria where responsiveness level scores are low, but the responsiveness equality 
index is high. 
 
In almost every country the poor were identified as the main disadvantaged gro up with regard 
to responsiveness.  In particular dignity, quality of basic amenities and choice of care provider 
were considered to be adversely affected.  
 
Indigenous and tribal groups and minority ethnic groups were cited as being disadvantaged in 
a number of countries.  This included gypsies in Bulgaria, Hungary and Slovakia and 
indigenous groups in Guatemala, Mexico, Peru and Bolivia as well as tribal groups in 
Botswana and India.  In the case of Nepal caste was highlighted as affecting responsiveness 
distribution.  In Sri Lanka 32% of the respondents mentioned those affected by the civil war as 
being a disadvantaged group with regard to responsiveness.  This included references to the 
Tamil population living in the North and East, refugees and Sinhalese and Muslims living in 
border villages. 
 
About 75% of the countries surveyed reported that rural populations are likely to be 
disadvantaged with prompt attention, choice of care provider and quality of basic amenities 
being most commonly cited as the points  of divergence.  Bangladesh, Botswana and India in 
particular noted that the illiterate and those with low educational attainments are likely to be 
disadvantaged. 
 
In 13 of 35 countries more than 10% of each sample cited women as being a disadvantaged 
group. Bangladesh, Nepal, Uganda and Ecuador in particular had high rates of citation. The 
respect of persons elements in particular were likely to be the cause of such discrimination.  
 
The old seem to be a major disadvantaged group in many countries with 19 o f the sample 
countries having more than 10% of the key informants citing this group.  The largest numbers 
of citations were from Slovakia, Chile, Zimbabwe, Bangladesh, South Africa and Trinidad. 
Over 10% of the respondents in Uganda, Bolivia, Ghana, Zimbabwe, Burkina Faso, Ecuador 
and Slovakia cited children as being disadvantaged.  Often these citations of children were 
linked to poverty, such as references to “children of the poor” and “street children”.  An 
interesting feature was the citation of adolesc ents in Bangladesh, Chile, Zimbabwe, Peru and 
Slovakia by over 10% of the respondents.  The disabled were cited in South Africa, Zimbabwe 
and Uganda by over 10% of the key informants.  
 
Other disadvantaged groups commonly cited in particular countries were farmers in China and 
Burkina Faso, illegal migrants in Malaysia and Thailand, plantation workers in Sri Lanka, 
commercial sex  workers in Bangladesh and homosexuals in Brazil.  
 
Based on the responsiveness inequality index countries can be categorised as b eing above or 
below the mean responsiveness inequality index.  Comparing these two categories with the 
corresponding Gini coefficient figures (World Bank figures [10]) one notes that countries that 
are doing poorly with regard to responsiveness are countri es that have high Gini coefficients 
such as South Africa, Guatemala, Zimbabwe and Burkina Faso.  Others that do have Gini 
coefficient ratios of around 0.31 to 0.35 still may be faring poorly on responsiveness 
distribution if they are characterised by high poverty levels. 
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4. Discussion 
 
4.1.  Sub-elements and Elements 
 
The modal responses by country, with regard to the best and worst performing sub -elements, 
reveal that there is striking similarity between the attainments of the countries in the sample 
particularly with regard to autonomy, confidentiality and choice of care provider.  The greatest 
divergence with regard to the worst performing sub -element is under the element prompt 
attention.   
 
Considering sub-element scores at country level, with regard  to dignity, UAE, Cyprus, 
Malaysia and Vietnam seem to be doing particularly well.  In the case of Brazil, Chile and 
Peru, greater emphasis seems to be needed on improving patient -provider interactions.  
 
Autonomy attainments are low in many of the sample countries suggesting that issues related 
to autonomy have not been given sufficient importance in health system interactions.  While 
many of the countries in the sample are resource poor, particularly with regard to trained 
personnel, it is still of importance that medical training and orientation of health care 
personnel does focus on the importance of involving the patient in their care, as this is likely to 
be beneficial not only in improving the welfare of the individual in his/her interactions with 
the health system but even with regard to the health outcome due to better compliance.  
 
Countries with higher levels of per capita income seem to attain higher scores with regard to 
carrying out consultations in a manner that safeguards confidentiality of the patient-provider 
information exchange.  This may stem partly from better infrastructure and partly from greater 
importance being attributed to this aspect in such countries.  Confidentiality is often violated 
in health care settings where resources are sc arce, for instance in situations where universal 
precautions cannot be put in place to protect healthcare personnel from HIV/AIDS.  In other 
instances, this element is neglected due to it being considered unimportant.  Greater resources, 
to provide privacy through separate consultation rooms and cupboards for medical records as 
well as raising awareness are both important in this regard.   
 
Geographical accessibility and access to emergency care rate high in the transition economies. 
 The strategy, of wide spread primary health care services, seems to strengthen the prompt 
attention process.  Many of the other countries that perform well on this element have strong 
private sector involvement that complements state healthcare provision.  Shortage of trained 
health care personnel and geographic inaccessibility are particular obstacles to achieving high 
scores on this element. 
 
Choice between health care units scores better than choice of health care provider within a 
single unit.  This may reflect the fact that  many health care systems do not have many trained 
health care personnel within a single unit, being forced to disperse them to cover the countries 
needs.  It may however also reflect rigidity of practices within health care units, where choice 
is subsumed to bureaucracy.  More information needs to be sought in this regard, particularly 
through the planned facility surveys [11].  
 
Analysing sub-element performance scores is important from a policy perspective.  For 
example, both lack of human resources and a wareness of the importance of patient 
involvement may be contributing to low performance ratings on certain sub -elements like on 
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encouragement to ask questions and consultation on treatment preferences.  Limited 
resources, both financial and human, would also contribute to long waiting times and lengthy 
periods on waiting lists for non-emergency surgery.  While attention should be focused on 
examining the feasibility of increasing the funding for health systems, of re-prioritising 
budgets, of reorganising health manpower distribution and providing incentives to health care 
providers, it is also important to focus on the education and culture of health care personnel in 
order to re-orient them towards achieving greater responsiveness. 
 
4.2.  Performance of Elements in Relation to Income and Health Expenditure 

 
Responsiveness incorporates two different aspects.  Respect of persons focuses on individual 
rights in the interaction with the health system, valuing these individual rights and in particular 
being aware that asymmetric information and the vulnerability that is imposed by ill health 
should not deprive the individual of such rights.  It is the health system's responsibility to have 
in place processes and mechanisms that safeguard individual rights.  Provision of safeguards 
of individual rights in a health care context is not resource intensive.  The emphasis here is on 
awareness, education, orientation of health care personnel and the public, and in some 
instances legislation.  The availability of resources can however contribute to the process, such 
as in providing consultation rooms in place of open consultation halls.  The second segment of 
responsiveness is relatively resource intensive.  Client orientation elements such as prompt 
attention and choice of care provider are dependent on sufficient trained health care personnel 
within the country.  Improving the quality of basic amenities necessitates better infrastructure, 
furniture and facilities.  This complex relationship between responsiveness and resources is 
reflected in the graphs in Figures 5 where country level element scores are plotted against per 
capita income in PPP terms [12].  
 
Figure 5: Graphs of Elements and GDP Per Capita 
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The graphs suggest that the relatio nship between prompt attention and per capita income, and 
that between quality of basic amenities and per capita income is much closer than that for the 
two respect of persons elements.  Regressing total responsiveness scores on per capita income 
results in the variable being significant but having a very small coefficient (0.0001).  The 
adjusted R2 value for this regression is only 0.23.  
 
The graphs in Figure 6 relate the country level element scores to per capita health expenditure 
in PPP terms [12].  The relationship between health care expenditure and dignity and 
confidentiality is very unclear, whereas in the case of prompt attention and quality of basic 
amenities a positive relationship is apparent.  Per capita health expenditure in PPP terms is a 
significant explanatory variable in a regression involving the total responsiveness score, but 
the coefficient is small (0.002). The adjusted R2 value is only 0.14. 

 
 

Figure 6: Graphs of Elements and Health Expenditure Per Capita  
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health system.  Understanding that achieving better responsiveness does not necessarily 
demand a trade-off with the other health system goals, in a resource scarce context is of 
importance.  Increasing responsiveness could have the further advantage of improving health 
through increasing compliance and encouraging patients to seek care early.    
 
4.3. Socio-cultural and Political Environment 
 
The low adjusted R 2 values and the small coefficients on the explanatory variables in the 
regressions discussed above suggest that economic factors such as the level income or health 
expenditure do not sufficiently explain differences in responsiveness attainment at country 
level.  This suggests that other factors such as socio -cultural characteristics or the political 
environment are likely to be important determinants of responsiveness through their bearing 
on health system functions.  
 
Choice of care provider in particular was found to be related to the percentage of private sector 
involvement in the health system.  A complementary private sector expands the range of care 
opportunities while competition within the private sector is also likely contribute to better 
quality of basic amenities.  The relationship between responsiveness and the public and private 
provision of health care facilities needs to be studied further in the future.  Likewise provider 
incentives are likely to have a major bearing on inter-personal relationships within a health 
care setting. 
 
4.4. Country Level Analysis of Responsiveness Results 
 
The following section briefly examines the findings with regard to responsiveness level and 
distribution by country and tries to relate it to characteristics of the health system.  The 
countries are presented by WHO region.  
 
AFRO 
 
Botswana: Botswana has a responsiveness level score that is below the sample average.  In 
particular it scores low on autonomy and choice of care provider.  The country is characterised 
by a high level of poverty and income inequality, and is affecte d by the AIDS epidemic.  
Shortages in qualified manpower are likely to be contributing to the poor performance.  With 
regard to responsiveness distribution it fares relatively well. 
 
Burkina Faso: Given its poor economic situation, and its low level of hea lth spending per 
capita, Burkina Faso not surprisingly has a low responsiveness level score.  It has poor scores 
particularly on the quality of basic amenities and choice of care provider. It has a high level of 
responsiveness inequality, due to key informants frequently citing the poor, with a few citing 
women as being disadvantaged as well.  
 
Ghana: The responsiveness level score in Ghana is lower than the sample average. The 
elements of prompt attention, autonomy and choice of care provider in particular  are rated low. 
Ghana has a low level of expenditure per capita.  It has a high share of its population living 
below the poverty line (World Bank figures [10]).  These factors are likely to be contributing 
to its low level of responsiveness.  The responsiveness inequality score is high as well 
resulting from the key informants citing the poor, women and the elderly as being 
disadvantaged.  
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Senegal: Senegal has a responsiveness level score above the sample average. It however 
scores below average on prompt attention and quality of basic amenities, both aspects of 
responsiveness that are linked to the availability of resources.  Senegal has a relatively high 
proportion of its population living in poverty and is in the less equal half of the sample 
countries where income distribution is concerned. It has a satisfactory score on the distribution 
of responsiveness, with key informants mainly highlighting the poor as a disadvantaged group.  
 
South Africa: South Africa does not attain a high level of responsiveness.   It only fares 
relatively well with regard to the quality of basic amenities, a result that can be attributed to 
the high investment in physical capital that occurred during the period of apartheid.  While the 
positive social transformation adopted since 1994 is likely to have improved the well being of 
the population, responsiveness distribution figures are poor as a result of many key informants 
citing the 'black' population as being disadvantaged: the only country where a majority is so 
cited. 
 
Uganda: Uganda has a low level of responsiveness as compared to the other countries in the 
sample. It scores particularly low on prompt attention, autonomy, choice of care provider and 
dignity.  It has a large share of its population living below the poverty line.   It spends 
relatively little per capita on health care expenditure per capita and is severely affected by the 
AIDS epidemic.  All these factors are likely to explain its poor attainment with regard to 
responsiveness.  It likewise does poorly on responsive ness distribution with over 30% of key 
informants citing the poor and women as being disadvantaged.  
 
Zimbabwe: Zimbabwe has a responsiveness level score that is higher than the sample average. 
 It however scores less than the sample average for prompt atte ntion.  The responsiveness 
inequality score suggests that there is a significant proportion of the population that is 
disadvantage with regard to responsiveness, based mainly on citations of the poor, but 
including citations of women, the old and disadvant aged ethnic groups as well.  This 
corresponds with the high percentage of population living in poverty in Zimbabwe and the 
high Gini coefficient. 
 
AMRO 
 
Bolivia: Bolivia has a low responsiveness level score that is below the sample average.  In 
particular the scores on autonomy, prompt attention and choice of care provider are low.  
Bolivia has an income distribution Gini coefficient of 0.40.  With regard to responsiveness 
distribution as well it does badly, with many key informants citing disadvantaged eth nic 
groups and the poor, and some citing women and the elderly as disadvantaged as well.  
 
Brazil: Brazil has a responsiveness level score below the sample average.  The scores on 
autonomy and choice of care provider in particular are poor.  Brazil has a h igh Gini coefficient 
indicating significant inequality in income distribution.  The Responsiveness inequality score 
however is low, with key informants mainly citing the poor as being disadvantaged.  
 
Chile: Chile has a responsiveness level score that is lower than the sample average.  Empirical 
evidence suggests that this scoring may be unduly harsh, resulting possibly from the 
uncertainties being generated by a health system currently undergoing reform.  In particular 
autonomy is scored very low, as are di gnity and choice of care provider.  In contrast prompt 
attention and quality of basic amenities are rated high.  The country fares well with regard to 
responsiveness distribution. 
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Ecuador: The responsiveness level score in Ecuador is low, and lower than t he sample 
average.  As in the case of many of the countries the score on autonomy is poor.  Attainment 
with regard to prompt attention is scored low as well.  Ecuador has a relatively low level of 
health expenditure per capita, a high share of its populati on below the poverty line and a high 
income Gini coefficient.  It also scores poorly with regard to responsiveness distribution, as a 
result of a large number of key informants citing the poor, women, the elderly and indigenous 
groups as being disadvantaged. 
 
Guatemala: Guatemala has a responsiveness level score that is lower than the sample average. 
 In particular it has low scores on choice of care provider, prompt attention and quality of 
basic amenities. This may result largely from the fact that it has  a very low level of health 
expenditure per capita.  It has an extremely high income Gini coefficient  and more than 
quarter of its population lives below the poverty line. These factors are also likely to be 
contributing to the result of an extremely unequal distribution with regard to responsiveness.  
The key informants particularly focus on disadvantaged ethnic groups in this regard.  
 
Mexico: Mexico has a high responsiveness level score, and in particular attains high ratings on 
confidentiality, prompt attention, dignity and quality of basic amenities.  While Mexico has a 
relatively high income and health expenditure level per capita, the fact that it has a significant 
share of its population below the poverty line and a very high income Gini coefficient  suggests 
that the rating may be too generous.  This may be resulting from the current optimism that is 
surrounding health sector reforms in the country.  The responsiveness distribution inequality 
score may likewise be too low, given the empirical reality  of high poverty and income 
disparity. 
 
Peru: Peru has a low responsiveness level score, lower than the sample average.  Its 
attainments are rather poor when we consider its per capita level of income and health 
expenditure.  Peru has a high income Gini coefficient however suggesting a wide disparity in 
income distribution.  In particular it scores low on autonomy, choice of care provider and 
dignity.  It has a high inequality of responsiveness distribution score, resulting from large 
numbers of key informants citing the poor and disadvantaged ethnic groups as being 
discriminated with regard to responsiveness. 
 
Trinidad and Tobago: The Trinidad and Tobago responsiveness level score is lower than the 
sample average.  Given its per capita income and health expenditure levels it could be 
expected to attain better levels of responsiveness.  The scores on autonomy, prompt attention, 
choice of care provider and dignity are low. The responsiveness distribution score, resulting 
mainly from citations of the poor and e lderly, is relatively satisfactory. 
 
EMRO 
 
Cyprus: Cyprus scores high on responsiveness level, and has a low responsiveness inequality 
score in line with the fact that this country has a relatively high per capita income, spends 732 
dollars (PPP) per capita on health expenditure and is characterised by no poverty and an 
income Gini coefficient of 0.37.  
 
Egypt: Egypt has a responsiveness level score that is above the sample average.  The 
responsiveness distribution figure is satisfactory as well.  This atta inment is in line with its per 
capita income and health expenditure and the fact that it has a only a small share of its 
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population living under the poverty line, a Gini coefficient of 0.28 and a relatively 
homogenous population.  
 
United Arab Emirates: This country has a high responsiveness level that can be attributed in 
large part to its high per capita income.  High levels of economic growth and low inflation 
have resulted in health sector wages being extremely competitive, and the country has 
complemented its local health care cadres with a large number of expatriates.  In addition a 
small population and a terrain that is not rugged ensure geographical accessibility of health 
care.  Almost no poverty and a largely homogenous ethnic population  result in the 
responsiveness inequality index being 0, so that the country ranks first on this measure.  
 
EURO 
 
Bulgaria: Bulgaria has a low responsiveness level attainment score.  It scores badly in 
particular on the quality of basic amenities.  This is likely to be partly due to a scarcity of 
resources and partly to the disruption that resulted from economic transition, where markets 
are only now emerging to take the place of state provision.  The vacuum created in the early 
stages of economic transition resulted in  a worsening of social welfare levels in the country.  
Bulgaria however does remarkably well on responsiveness distribution.  It has the second best 
distribution score. 
 
Georgia: Georgia has a very low responsiveness level attainment score.  It has a low p er capita 
income and health expenditure level, and a high percentage of its population living under the 
poverty line. These factors may explain its poor performance.  In particular it scores very low 
on the quality of basic amenities.  It also does poorly on dignity and autonomy.  Due to large 
numbers of key informants citing the poor and the elderly as being disadvantaged, the country 
has a high responsiveness distribution inequality index. 
 
Hungary: The responsiveness level score is marginally below the sample average.  It scores 
extremely low on the quality of basic amenities, as do most of the European transition 
economies in our sample. It scores well on prompt attention and choice of care provider 
suggesting that it is well endowed with human resources , though it is facing financial resource 
constraints.  Responsiveness distribution seems to be equitable in this country.  
 
Poland: Poland fares well with regard to responsiveness level and distribution.  The score for 
the quality of basic amenities is however low in contrast to the other element scores.  These 
results are in line with its per capita income and health expenditure, percentage share under the 
poverty line and the income Gini coefficient.  Social transition has also created a greater 
awareness of the respect of persons, and this is reflected in relatively high scores on dignity, 
autonomy and confidentiality.  
 
Slovakia: Slovakia has satisfactory scores for responsiveness level and distribution, given its 
per capita income and health expenditure level, and the fact that it has a low income Gini 
coefficient figure.  It performs poorly on autonomy, but well on prompt attention and choice of 
care provider.  
 
SEARO 
 
Bangladesh: This country has a low responsiveness level score.  It performs badly on al l the 
elements apart from access to social support networks.  It scores worst on the quality of basic 
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amenities and autonomy.  Bangladesh has a low per capita income and spends little per capita 
on health expenditure. It has around 29% of its population be low the poverty line.  These 
factors could be contributing to its poor performance.  Despite a relatively equitable income 
distribution, its distribution of responsiveness is extremely unequal.  This is due to the citing 
by many key informants of the poor,  women and elderly as being disadvantaged groups.  The 
treatment of women in particular could have cultural roots.  
  
India (Andra Pradesh): India has low income and health expenditure levels per capita, and 
large percentage of its population living below t he poverty line but a relatively equitable 
distribution of income.  The responsiveness level score of India (Andra Pradesh state) is low, 
with low ratings particularly on the quality of basic amenities and autonomy. Responsiveness 
distribution is unequal as a result of many key informants citing the poor and disadvantaged 
ethnic groups. 
 
Indonesia: Indonesia has a relatively high responsiveness level score despite its low per capita 
income and health expenditure level.  Over 15% of its population live below the poverty line.  
The Gini coefficient suggests that income distribution is relatively equal.  It has a satisfactory 
outcome with regard to responsiveness distribution as well.  The question arises whether the 
situation of remote island populations and r ural populations is satisfactorily reflected in these 
ratings of responsiveness level and distribution. 
 
Nepal: Nepal has an extremely low responsiveness level score and its attainment is low on all 
elements apart from access to social support networks dur ing care.  Nepal's health expenditure 
per capita level and income level are extremely low.  While income distribution is relatively 
equal, over 30% of the population live below the poverty line.  The responsiveness distribution 
inequality score is high due to key informants citing the poor, low caste individuals and 
women as being disadvantaged with regard to responsiveness.  
 
Sri Lanka: Sri Lanka has a low responsiveness level score that seems surprising in the context 
of its history of being a success in achieving high health status.  However the measurement 
here relates to non -health enhancing aspects of care.  The country has a relatively low per 
capita income level and its health spending per capita is low as well.  In addition to the above 
factors, two  other issues may need to be considered: firstly, the fact that many key informants 
mention the civil war affected areas as being disadvantaged may be influencing the assessment 
downwards; secondly it is speculated that cultural norms may be affecting the rating process. 
The rating is particularly low on the quality of basic amenities, autonomy and dignity.  The 
responsiveness distribution score is also affected by key informants citing those in civil war 
affected areas as being disadvantaged, as are the po or.   
 
Thailand: Thailand has a high responsiveness level.  In particular it scores well on the quality 
of basic amenities and confidentiality.  Prompt attention and Choice of care provider are also 
rated high.  These findings are in line with developments in the Thai health system that has 
deliberately been following a policy of rural expansion and decentralisation.  Per capita health 
expenditure and income are relatively high in Thailand.  The responsiveness inequality score 
suggests an equitable distribution. 
 
WPRO 
 
China (Shandong Province): China has an extremely high score for responsiveness, 
particularly in the context of its relatively low per capita income, and low expenditure on 
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health per capita.  The fact that China scores high on prompt attentio n is acceptable given the 
evidence of its wide spread network of health units. Its high score on the quality of basic 
amenities however defies empirical validity.  Whether cultural factors or political norms are 
affecting the rating process becomes a quest ion in the case of China, as it does in Vietnam and 
Mongolia as well.  China has a relatively low responsiveness inequality index that is in 
keeping with its socialist ideology and its relatively homogenous population. The inequality 
that occurs is attribu ted to poverty.  
 
Malaysia: Given its economic success in the last decade it is not surprising that Malaysia is 
scoring a high responsiveness level, particularly as it has high ratings on the quality of basic 
amenities and prompt attention, both resource de pendent elements.  It scores least on 
autonomy.  It does well with regard to responsiveness distribution as well.  
 
Mongolia: Despite a low per capita income and health expenditure level, Mongolia does well 
to gain a responsiveness level score above the average of the sample.  It scores high 
particularly with regard to prompt attention and confidentiality.  It has a low score on the 
quality of basic amenities.  Its responsiveness distribution score is relatively low, and is 
influenced mainly by citations of the poor. The issue of whether the political environment 
colours rating patterns is an issue under consideration.  
 
Philippines: Philippines has a responsiveness level score above the sample average.  It scores 
particularly well on the respect of person ele ments.  It is a country with low poverty levels but 
an unequal distribution of income.  Per capita income levels are relatively low and it does not 
spend much per capita on health expenditure.  It has a tradition of a developed health system, 
including religious and non-governmental health care provision.  It fares well on 
responsiveness distribution. 
 
Republic of Korea: South Korea has a high per capita income and a high level of health 
expenditure per capita.  Poverty levels are very low and it has an equ itable income 
distribution.  All these factors are likely to be contributing positively to the country having a 
high responsiveness level score.  It also has an equitable responsiveness distribution. 
 
Viet Nam: Viet Nam is a paradox.  It is a country with a low per capita income and a low level 
of health expenditure per capita, and over 15% of its population below the poverty line, it yet 
reports a high level of responsiveness.  The scores are highest for the respect of persons 
elements and for prompt atten tion. The latter may be due to the widespread practice of 
pharmacies providing much of health care. However other empirical evidence suggests that a 
vacuum has been created by the reduction of state involvement in health care provision and the 
currently emerging private sector, which have worsened social welfare.  This may explain why 
a country with a socialist political system, and a relatively equitable income distribution 
pattern, reports a relatively high level of responsiveness inequality.  
 
Some interesting trends emerge in this above discussion.  In the case of AMRO countries 
attainment seems poorest with regard to autonomy, while in the transition economies in EURO 
it is the quality of basic amenities that score low.  In the case of SEARO both these elements 
rate low.  In all regions access to social support networks has a high rating. In some of the 
countries discussed above, such as Sri Lanka, China and Vietnam, there seem to be factors that 
are driving the rating process that are not simply economi c resources.  Further research into 
cultural and socio-political aspects is essential, particularly in the case of the respect of 
persons elements. 
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4.5. Improving the Key Informant Instrument and Survey Process  

 
The key informant survey was an innovative  approach adopted to collect data on 
responsiveness from a number of countries within a short period of time.  The key informant 
instrument has shortcomings that need to be taken into account in modifying the instrument 
for future use.  The subject area of  responsiveness was still under discussion at the time this 
questionnaire was formulated. Subsequent discussions with groups of individuals involved in 
health sector research have raised issues that also need to be taken into account.  
 
An international conference titled Health System Performance: Measurement of 
Responsiveness was held on the 10th of December 1999 at WHO Headquarters in Geneva.  
The participants were the focal persons who had been involved in collecting data on 
responsiveness at country level using the key informant instrument.  One of the objectives of 
this meeting was to gain the opinion of the focal persons on the instrument: this was partly 
seen as a debriefing exercise and partly as a means of collecting information according to 
which the instrument could be modified for future data collection exercises. The focal persons 
also spent time looking at the results of their surveys, and comparing and contrasting the 
absolute and relative performance of countries in their region.  
 
The focal persons felt that a more comprehensive report of their health system could have been 
gained had the questionnaire sought information separately on urban/rural and public/private 
sectors. The use of a single question to gather information on a particular element for the  
health system as a whole made it necessary to determine the average performance of the 
economy, which led in some cases to the loss of information, particularly in strongly 
segmented health care systems.  
 
The other important conceptual issues ra ised at this meeting were:  

• the need to focus on information and communication  
• the relevance of choice of care provider in resource and health manpower 

constrained health systems 
• individual autonomy in contrast to collective (family) autonomy;  
• inclusion of community and non-governmental organisations, in addition to family 

and friends, in considering the issue of social support networks during care;  
• the need to distinguish between voluntary and compulsory involvement of the 

family in the care of the patient ; 
• the need to bring in social and cultural practices in addition to religion in creating 

an environment where the patient feels that he/she is part of the social network even 
when he /she is confined to the hospital.  

  
These suggestions will be taken into consideration in developing the key informant instrument 
further. Many of them have already been incorporated into the household survey instrument 
currently under development.  
  
In discussing the survey methodology, the focal persons stressed the importanc e of larger 
sample size, and a more stratified scheme for sampling the key informants in the future.  
While sample size will always be small in key informant surveys where the population is 
experts rather than the community, future exercises will increase the number of key informants 
and formulate more detailed strategies for determining the profiles of key informants to be 
included in the sample. 
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Overall, the meeting concluded that the key informant surveys had been useful in drawing the 
attention of coun try level experts to the  respect of persons elements of responsiveness, 
provided a large data set on responsiveness and generated an interest in the research 
community on working on responsiveness issues.  The setting up of an informal network of 
researchers on responsiveness, was one of the most positive outcomes of this meeting.   
 
Interest has also been expressed about addressing more explicitly issues related to gender and 
human rights in health sector settings using the key informant survey.  

 
4.6.   Summary  
 
The key informant survey proved to be a useful means of collecting data on responsiveness 
within a short period.  The information gathered was useful in informing researchers on the 
attainments and importance attributed to the elements of responsiv eness in different countries. 
 While factor analysis proved the instrument to be robust, many improvements can be 
incorporated in the future in line with the criticisms and comments that have subsequently 
been aired.  With this must go the attempt to resea rch such questions, as is happiness a cultural 
construct?  Are there ethnic rating patterns?  For in their answers will lie, the seed of how to 
establish rating mechanisms that allow distinctions to be drawn between actual attainment and 
individual and country level subjectivity in scoring.  
 
The findings of the key informant survey suggest that while elements such as prompt attention 
and quality of basic amenities are resource dependent, other elements such as dignity, 
autonomy and confidentiality are less  so.  This suggests that even resource constrained 
economies could work towards improving responsiveness.  Autonomy in particular was rated 
low in many countries.  Improving autonomy would involve increasing awareness and re -
orienting health personnel training towards more patient oriented interaction.  The role of 
training and education, and of media in increasing the awareness of the importance of the 
respect of persons elements of responsiveness, is another area deserving study. Legislation too 
could play major role in improving responsiveness. 
 
The relationship between income inequality and responsiveness inequality, the inequality 
faced by women and the elderly, and the factors that lead to ethnic minorities and indigenous 
populations facing worse responsiveness are all issues worth analysing in-depth.  While a 
broad spectrum of vulnerable groups was identified by the key informants, household surveys 
would be the best source of gaining information on responsiveness distribution.  Work is 
currently underway on household survey instruments that will be used both for in -person 
interviews and for postal surveys.  It is also hoped to modify the key informant survey 
instrument in the future so as to obtain greater information with regard to responsiveness 
distribution. 
 
There is the potential for many policy related answers to emerge from this research. 
Particularly, attention needs to be paid to the link between health system functions and goal 
attainment.  Further work needs to be carried out to identify poli cy handles for improving 
responsiveness.  While it is likely that some of the factors driving responsiveness attainments 
are cultural and sociological, it is important to understand the role economic and institutional 
factors play in achieving better responsiveness to non-medical aspects of care within health 
systems.  Such an understanding could support the development of relevant policy and assist 
countries in achieving greater responsiveness levels and better responsiveness distributions. 
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Appendix 1: Countries Surveyed, Sorted by WHO Region 
 
 

 
Country by Region 

EURO 
 
Bulgaria 
Georgia 
Hungary 
Poland 
Slovak Republic 
 
AMRO 
Bolivia 
Brazil 
Chile 
Ecuador 
Guatemala 
Mexico 
Peru 
Trinidad 
 
AFRO 
Botswana 
Burkina Faso 
Ghana 
Senegal 
South Africa 
Uganda 
Zimbabwe 
 
SEARO 
Bangladesh 
India (Andra P) 
Indonesia 
Nepal 
Sri Lanka 
Thailand 
 
EMRO 
Cyprus 
Egypt 
UAE 
 
WPRO 
China (Shandong) 
Malaysia 
Mongolia 
Philippines 
South Korea 
Vietnam 
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Appendix 2: Questionnaire  
 
 

 
 

Key Informant Survey on Responsiveness 
 
This questionnaire is trying to find out what you think about the non-medical aspects of the health system in your country as 
a whole. The health system includes any aspect of health related activity in public and private, organised and traditional 
sectors and involves the entire population in your country . Fifty (50) persons in your country involved in the health sector in 
different capacities are being asked to fill out this questionnaire.  

 
A.  
1. Dignity  
 

Please circle the relevant response below: 
A1.1 How often are patients treated wi th respect? Never 

1 
Sometimes 

2 
Usually 

3 
Always 

4 
A1.2 How often are the human rights of patients with 

communicable diseases such as AIDS or leprosy 
safeguarded within the health system?  

 
Never 

1 

 
Sometimes 

2 

 
Usually 

3 

 
Always 

4 
A1.3 How often are pati ents encouraged to discuss their 

concerns freely? 
Never 

1 
Sometimes 

2 
Usually 

3 
Always 

4 
A1.4 How often are patients encouraged to ask questions 

about diseases, treatment and care?  
Never 

1 
Sometimes 

2 
Usually 

3 
Always 

4 
A1.5 How often is respect shown fo r the patient’s desire 

for privacy during treatment and examinations?  
Never 

1 
Sometimes 

2 
Usually 

3 
Always 

4 
 
A1.6 Considering all the factors that you have reported on above, how would you rate the health system in your country 

in terms of treating pati ents with dignity on a 0 to 10 scale, with 0 being the poorest score and 10 being the best.  
 
 
 
 
2. Autonomy  

 
Please circle the relevant response below: 

A2.1 How often are patients provided information on 
alternative treatment options?  

Never 
1 

Sometimes 
2 

Usually 
3 

Always 
4 

A2.2 How often are patients consulted about their 
preferences over alternative treatment options?  

Never 
1 

Sometimes 
2 

Usually 
3 

Always 
4 

A2.3 How often is patient consent sought before testing 
or starting treatment  

Never 
1 

Sometimes 
2 

Usually 
3 

Always 
4 

 
A2.4 Considering all the factors that you have reported on above, how would you rate the health system in your country 

in terms of giving patients autonomy on a 0 to 10 scale, with 0 being the poorest score and 10 being the best.  
 
 
 
 

 

Country:  

No: 
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3. Confidentiality  
 
Please circle the relevant response below: 

A3.1 How often are consultations carried out in a manner 
that protects patient confidentiality?  

Never 
1 

Sometimes 
2 

Usually 
3 

Always 
4 

A3.2 How often is the confidentiality of information 
provided by patients preserved (except if the 
information is needed by other health care providers)?  

 
Never 

1 

 
Sometimes 

2 

 
Usually 

3 

 
Always 

4 
A3.3 How often is the confidentiality of patients’ medical 

records preserved (except if the information is needed  
by other health care providers)?  

 
Never 

1 

 
Sometimes 

2 

 
Usually 

3 

 
Always 

4 
 
A3.4 Considering all the factors that you have reported on above, how would you rate the health system in your country 

in terms of protecting patient confidentiality on a 0 to 10 scale, with 0 being the poorest score and 10 being the 
best. 

 
 
 
 
4.  Prompt Attention 
 

Please circle the relevant response below: 
A4.1 What share of individuals in your country are served 

by  geographically accessible health care facilities? 
Less than 

25% 
1 

25%-49% 
2 

50%-75% 
3 

Above 
75% 

4 
A4.2 What share of individuals in your country know they 

have access to emergency care fast, if they ever 
needed it?  

 
Less than 

25% 
1 

 
25%-49% 

2 

 
50%-75% 

3 

 
Above 
75% 

4 
A4.3 How often is the length of time spent at h ealth care 

units waiting for consultation/ treatment reasonable?  
Never 

1 
Sometimes 

2 
Usually 

3 
Always 

4 
A4.4 How often is the duration of time spent on waiting 

lists for non-emergency surgery reasonable? 
Never 

1 
Sometimes 

2 
Usually 

3 
Always 

4 
 
A4.5 Considering all the factors that you have reported on above, how would you rate the health system in your country in 

terms of providing prompt attention on a 0 to 10 scale, with 0 being the poorest score and 10 being the best.  
 
 
 
 
 
5.  Access to social support networks during care  
 

The following questions relate to access to social support networks during inpatient care. 
Please circle the relevant response below: 

A5.1 How often do patients have an opportunity to have 
visitors? 

Never 
1 

Sometimes 
2 

Usually 
3 

Always 
4 

A5.2 How often do patients have the opportunity to have their 
personal needs taken care of by friends and family?  

Never 
1 

Sometimes 
2 

Usually 
3 

Always 
4 

A5.3 How often do patients have the opportunity to involve 
themselves in religious activities? 

Never 
1 

Sometimes 
2 

Usually 
3 

Always 
4 

 
A5.4 Considering all the factors that you have reported on above, how would you rate the health system in your country in 

terms of providing access to social support networks during care on a 0 to 10 scale, with 0 being the poorest score 
and 10 being the best. 
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6. Quality of Basic Amenities  
 

Consider the health care units in your country in general, and circle the appropriate response 
below: 

A6.1 How would you rate the cleanliness of health care 
units? 

Very poor 
1 

Poor 
2 

Good 
3 

Very 
Good 

4 
A6.2 How would you rate the maintenance of buildings 

in health care units? 
Very poor 

1 
Poor 

2 
Good 

3 
Very 
Good 

4 
A6.3 How would you rate the adequacy of furniture in 

health care units? 
Very poor 

1 
Poor 

2 
Good 

3 
Very 
Good 

4 
A6.4 How would you rate the nutrition and edibility of 

food provided to inpatients  in health care units?  
Very poor 

1 
Poor 

2 
Good 

3 
Very 
Good 

4 
A6.5 How would you rate access to clean water at health 

care units? 
Very poor 

1 
Poor 

2 
Good 

3 
Very 
Good 

4 
A6.6 How would you rate the cleanliness of toilets in 

health care units? 
Very poor 

1 
Poor 

2 
Good 

3 
Very 
Good 

4 
A6.7 How would you rate the cleanliness of linen in 

health care units? 
Very poor 

1 
Poor 

2 
Good 

3 
Very 
Good 

4 
 
A6.8 Considering all the factors that  you have reported on above, how would you rate the health system in your country in 

terms of the quality of basic amenities on a 0 to 10 scale, with 0 being the poorest score and 10 being the best.  
 
 
 
 
 
 
7. Choice of Care Provider  
 

Please circle the relevant response below: 
A7.1 How often do individuals have a choice between 

health care providers in a health care unit? 
Never 

1 
Sometimes 

2 
Usually 

3 
Always 

4 
A7.2 How often do individuals have a choice between 

health care units? 
Never 

1 
Sometimes 

2 
Usually 

3 
Always 

4 
A7.3 How often do individuals have the opportunity to 

see a specialist, if they wish to ?  
Never 

1 
Sometimes 

2 
Usually 

3 
Always 

4 
 
A7.4 Considering all the factors that you have reported on above, how would you rate the health system in your country in 

terms of choice with regard to care provider on a 0 to 10 scale, with 0 being the poorest score and 10 being the best.  
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8. The Responsiveness of the health system 
 
 Considering the seven aspects of responsiveness that you have reported on above, how would you rate the health 

system in your country on a 0 to 10 scale, with 0 being the poorest score and 10 being the best.  
 
 
 
 
 
B.  Please give a value between 0 and 10 to indicate your personal rating of how important  the aspect is. Note 
that the aspects are defined in the questions above. Here, 0 means not at all important and 10 means extremely 
important. 
 

Code Aspect Abbreviation Value 
B1 Dignity DIG  
B2 Autonomy AUT  
B3 Confidentiality CON  
B4 Prompt attention  PRA  
B5 Access to social support networks during care  SSN  
B6 Quality of basic amenities QBA  
B7 Choice of care provider/institution  CCP  
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C.  Are there any specific social groups in your country who face worse health system performance with 
regard to any of the aspects of the health system listed above? Note that social group refers to any group 
within society, that differs from other groups due to demographic, economic or social characteristics such as 
age, gender, education level, race, religion, income level, lifestyle, b eliefs etc. 

 
Social Group Aspects (Use the following 

abbreviations: DIG, AUT, CON, 
PRA, SSN, QBA, CCP) 

Rough approximation of the 
percentage of population falling 

Into this social group  
   
   
   
   
   
   
   
   

 
 
 
D. Please answer the following questions regarding yourself. The purpose of this section is to 

gain a profile of the Key Informants involved in this survey. Please tick the relevant 
responses. 

 
 D1. Which one of the following organisations is your primary employer?  
 

D11 Ministry/Department of Health   
D12 Ministry/Department of Planning or Finance  
D13 Other Ministry or Department   
D14 University/Research Organisation  
D15 Health care institute/medical practice  
D16 Other (none of the above)   

 
D2. Are you  

D21 Male   
D22 Female  

 
D3.  Are you in the age group  

D31 20-29   
D32 30-39  
D33 40-49  
D34 50-59  
D35 Over 60  

 
D4. Have you been involved in conducting any research on any of the aspects of responsiveness focused on 

in this study? If yes, please give details of publications and/or surveys carried out in this field. 
 
 
 
D5. Are there any points you would like to make with regard to the issues of responsiveness focused 

on in this survey? 
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Appendix 3: Pilot Household Survey Factor Analysis Results  
 
(a) Philippines 

Ques-
tion 
No. 

Description Respect 
of 

Persons: 
inter-

personal 
skills  

Quality of 
Basic 

Amenities 

Overall 
Rating and 

Public 
Health 

Measures 

Scale 
effect: 

Agree/dis-
gree scale 

 Respect of 
Persons: 

procedural 
skills 

Overall 
Rating and 
Confiden-
tiality and 
Autonomy 

4021 treated with courtesy 0.695 -0.078 -0.045 0.092 0.349 0.159 
 

4022 explanation of  illness 

treatment understandable 

0.594 0.132 0.187 0.258 0.395 -0.059 

4023 privacy in physical 

examination 

0.346 0.184 0.091 0.155 0.890 -0.001 

4024 allowed to choose provider 0.695 0.184 -0.154 0.155 0.080 -0.064 

4025 help from provider to see 

specialist 

0.346 0.089 0.091 0.102 0.890 -0.001 

4026 asked permission before 

treatment or tests 

0.416 0.057 -0.069 0.148 0.657 0.409 

4027 conditions in the waiting 

room 

-0.045 0.742 0.321 0.449 0.246 0.295 

4028 cleanliness of facility -0.072 0.915 0.115 0.207 0.089 0.122 

4029 food for hospital patients 0.169 0.920 0.041 0.247 0.165 -0.090 

4030 trust provider to keep 

information confidential 

0.422 0.303 0.138 0.541 0.135 0.418 

4031 other patients can 

overhear consultation 

-0.002 0.172 0.025 0.799 0.111 0.238 

4032 can find out friend's 

condition  

0.143 0.076 -0.018 0.699 0.229 0.202 

4033 wait long time even with 

appointment  

-0.045 0.245 -0.088 0.680 0.062 -0.092 

4035 hard to get medical care 

quickly in emergency 

0.199 0.005 -0.244 0.591 0.060 -0.227 

4037 difficult to see a specialist 0.135 0.330 0.129 0.558 -0.031 -0.227 

4038 rating of health system 0.125 0.270 0.701 -0.087 0.183 0.570 

4039 impact of effort taken to 

teach people to avoid 

falling ill 

-0.156 0.176 0.971 -0.009 0.082 -0.007 

4040 impact of spraying around 

houses and programmes 

to clean public areas 

-0.072 0.006 0.927 -0.067 -0.026 -0.019 
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(b) Tanzania 
Ques-
tion 
No. 

Description Respect of 
Persons: inter-
personal skills  

Quality of Basic 
Amenities,  

Prompt Attention, 
Overall Rating  

Choice and 
Control over 
Interventions  

Confidentiality 

4021 treated with courtesy 0.679 0.269 0.154 0.262 

4022 explanation of  illness 

treatment understandable 

0.769 0.176 0.004 0.246 

4023 privacy in physical 

examination 

0.741 0.288 0.149 0.302 

4024 allowed to choose provider 0.154 -0.089 0.985 -0.63 

4025 help from provider to see 

specialist 

0.108 0.187 0.339 0.192 

4026 asked permission before 

treatment or tests 

0.193 0.324 0.433 -0.143 

4027 conditions in the waiting 

room 

0.172 0.729 0.293 -0.073 

4028 cleanliness of facility 0.201 0.812 0.045 0.115 

4029 food for hospital patients n/a* n/a* n/a* n/a* 

4030 trust provider to keep 

information confidential 

0.158 0.191 0.178 0.893 

4031 other patients can 

overhear consultation 

0.141 -0.122 0.080 0.717 

4032 can find out friend's 

condition  

0.046 -0.031 -0.058 0.904 

4033 wait long time even with 

appointment  

0.452 0.208 0.293 -0.128 

4035 hard to get medical care 

quickly in emergency 

0.069 0.509 0.150 -0.069 

4037 difficult to see a specialist n/a* n/a* n/a* n/a* 

4038 rating of health system 0.220 0.913 0.020  

4039 impact of effort taken to 

teach people to avoid 

falling ill 

-0.169 0.302 0.485 -0.107 

4040 impact of spraying around 

houses and programmes 

to clean public areas 

-0.568 0.444 0.417 -0.428 

* Note:  There were very few answers to these questions. Possibly, for the case of food,  in Tanzania  
the hospitals do not generally have sufficient funds to provide patients with food.  For the  
case of specialist care, it is likely that seeing specialists is not commonly practised by households.  
Respondents might more easily have been able to answer the question on whether or not  
their provider helped them to see a specialist as this would include an evaluation of provider  
helpfulness, which they might have felt more confident to answer.  
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(c) Colombia  
Ques-
tion 
No. 

Description Respect 
for 

Persons 
(Dignity) 

and 
Overall 
Rating 

Quality of 
Basic 

Amenities, 
Overall 
Rating  

Prompt 
Attention 

and 
Access to 
Specialist  

Trust of 
Provider  

Inpatient 
and 

Public 
Health 

Services  

Insufficient 
items 

(potentially 
autonomy) 

Insufficient 
items 

(potentially 
confidentiality) 

Quality of 
Basic 

Amenities 
(Cleanliness 
and Privacy 

Infrastructure 
Affords) 

4021 treated with courtesy 0.748 0.483 0.174 0.126 -0.036 0.365 0.272 0.298 

4022 explanation of  illness 

treatment 

understandable 

0.904 0.257 -0.010 0.375 0.010 -0.043 0.028 0.199 

4023 privacy in physical 

examination 

0.227 0.154 0.110 0.168 0.127 0.071 0.024 0.973 

4024 allowed to choose 

provider 

0.189 0.316 -0.351 0.663 -0.107 -0.024 0.370 0.329 

4025 help from provider to see 

specialist 

0.200 0.609 -0.029 0.496 -0.244 0.343 0.289 0.456 

4026 asked permission before 

treatment or tests 

0.075 0.042 -0.160 0.035 -0.268 0.006 0.966 0.051 

4027 conditions in the waiting 

room 

0.176 0.993 -0.069 0.184 0.218 -0.078 0.027 0.036 

4028 cleanliness of facility 0.201 0.854 0.306 -0.072 0.133 0.117 0.115 0.636 

4029 food for hospital patients 0.212 -0.140 -0.280 0.030 0.893 0.024 -0.304 0.164 

4030 trust provider to keep 

information confidential 

0.263 0.162 0.078 0.967 -0.046 0.162 -0.128 0.077 

4031 other patients can 

overhear consultation 

-0.126 -0.541 -0.066 -0.480 -0.015 -0.312 0.002 -0.009 

4032 can find out friend's 

condition  

-0.027 -0.024 0.004 -0.108 -0.144 -0.980 0.005 -0.081 

4033 wait long time even with 

appointment  

-0.105 -0.276 -0.810 -0.017 0.031 -0.312 0.302 -0.019 

4035 hard to get medical care 

quickly in emergency 

0.111 0.416 -0.859 0.069 0.055 0.263 0.058 -0.153 

4037 difficult to see a 

specialist 

-0.105 -0.259 -0.614 -0.610 0.249 0.047 -0.271 -0.139 

4038 rating of health system 0.645 0.768 -0.171 0.242 -0.025 -0.035 -0.077 0.169 

4039 impact of effort taken to 

teach people to avoid 

falling ill 

-0.267 0.111 0.145 -0.593 0.865 0.073 -0.155 0.080 

4040 impact of spraying 

around houses and 

programmes to clean 

public areas 

0.300 0.156 0.018 -0.398 0.864 0.091 -0.019 -0.057 

 


