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Background. An efective designation of health facilities improves the facility’s ability to respond to patients’ legitimate ex-
pectations. Limited evidence exists regarding the association between health system responsiveness and fnancial fairness in Sub-
Saharan Africa, particularly in Ethiopia. Te purpose of the study was, therefore to evaluate the health system responsiveness
among insured and uninsured outpatients in primary healthcare facilities and determine the association between health insurance
and health system responsiveness among outpatients. Methods. A facility-based cross-sectional study was conducted between
March 30 and April 30,2021.Te study sampled 423 participants using a systematic random sampling technique, and the data was
collected with structured and pretested questionnaires administered by interviewers. Responsiveness was measured using the
short version of the World Health Organization’s multicountry responsiveness survey, which has seven dimensions including
autonomy, communication, confdentiality, attention, dignity, choice, and amenities. Using quantile regression, a specifc as-
sociation between health insurance and the health system responsiveness index was examined, adjusting for sociodemographic,
quality, and satisfaction-related factors. Results. Of a total of 417 outpatients, 70.74% had health insurance.Tere was no statistical
diference in health system responsiveness among insured and uninsured outpatients. Possession of health insurance was not
associated with responsiveness (−0.67; 95%CI: −1.59, 0.25). Tere was a statistically signifcant negative relationship between age
and responsiveness (−1.33; 95%CI: −2.47, −0.19) among 30–39 year olds and (−1.66; 95%CI: −3.02, −0.32) among 40–49 year olds.
However, there was a positive statistical association between responsiveness with urban residence (+1.33; 95%CI: 0.37, 2.29),
perceived quality of healthcare (+2.96; 95%CI: 1.95, 4.05), and patient satisfaction (3; 95%CI: 1.94, 4.07).Conclusions.Tere was no
diference in the responsiveness of the health system between insured and uninsured outpatients. All domains need further
improvement, particularly those more closely related to patients’ concerns, such as waiting time to get service and choices of
healthcare providers. Furthermore, health facility administrators and the government should enhance responsive healthcare
services in parallel with quality improvement and patient satisfaction, based on feedback from service users for
better performance.

1. Background

In the World Health Report 2000, the World Health Or-
ganization (WHO) proposed the goals of health systems as
achieving good health, being responsive to people’s expec-
tations, and establishing fairness in fnancial contributions

[1]. If healthcare responsiveness has increased, other health
outcomes have improved as well [2]. Te experience of
people’s fundamental interactions with the health system, as
well as the various elements that shape their interactions, is
referred to as health system responsiveness [3, 4]. To de-
termine whether or not the health system has been improved,
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it can be assessed as a whole in any type of interaction and
come up as responsiveness [2, 5].

It is necessary to provide adequate and efcient
healthcare delivery, as well as updated health systems that
pay attention to intrinsic values and protect patients’ rights
[6–8]. Tis is because, for a better health outcome, fulflling
patient expectations is more crucial than other factors [9].
Social norms, connections, values, and trust within societies
to ensure patient-centered and acceptable quality across the
continuum of care are basic elements to be considered in any
type of healthcare service [10].

Responsiveness has been operationalized into eight
domains: dignity; autonomy; confdentiality; prompt at-
tention; quality of care; communication; access to social
support networks; and choice [3, 6]. Operationalization of
responsiveness in the context of health insurance schemes is
also very important [11–13]. Notably, those low and middle-
income countries are needed to give attention to equity
health access in local and global aspects [14–16].

Te expansion of national health insurance can increase
access and improve the health status of the population [17]. A
cross-sectional study in Tailand on health system’s respon-
siveness for delivery showed that women’s having insurance
gave a higher rating to the domains of dignity, confdentiality,
and choice [18]. Elsewhere, studies in Nigeria [11], South
Africa [13], and Egypt [12] revealed that access, autonomy,
communication, and prompt attention were identifed as very
important domains among insured individuals. Additionally,
fndings from Ghana [19, 20] indicated that there was an in-
surance efect on health system responsiveness.

In managing interactions, client satisfactions with the
health system and the quality of care are critical [2] and
continuous evaluation of healthcare is needed [18, 21–23]. In
general, advancing responsiveness and increasing invest-
ment level in a low-income context is necessary [24, 25].
Patient satisfaction with the healthcare they ofered, as well
as the perceived level of care concerning the services they
received [26] was positively associated with the respon-
siveness of the healthcare system.

Ethiopia has set a goal of achieving universal health
coverage by 2035 through enhancing basic healthcare ser-
vices. Te country is in the process of implementing the
Health Sector Transformation Plan II (HSTP-II), in which
patients’ legitimate expectations and fnancial fairness are
incorporated as key priority agendas [27, 28]. To encourage
fairness in fnancial contributions, the Ethiopian govern-
ment implemented the community-based health insurance
(CBHI) program in 2011 as an emerging and promising
concept, which addresses healthcare challenges faced in
particular by the poor individuals [29]. In the CBHI pro-
gram, members regularly pay small premiums into a col-
lective fund which is then used to pay for health services that
they require [30].

Even though there are some important research con-
ducted on responsiveness in Ethiopia [26, 31, 32], none of
them addressed the role of health insurance in health system
responsiveness. To the best of the investigators’ knowledge,
this is the frst research in Ethiopia that tried to assess
whether there is a diference or not in the responsiveness of

health systems among insured and uninsured outpatients.
Tis research will initiate other researchers to conduct more
investigations into the subject. Moreover, the fnding con-
tributes relevant knowledge to improve the performance of
the healthcare system for outpatients. Terefore the study
aimed to determine the responsiveness of the healthcare
services among insured and uninsured outpatients in
Ethiopia and to explore the association between health in-
surance and responsiveness.

2. Methods

2.1. Study Design, Population, and Setting. An institutional-
based cross-sectional study was conducted among outpa-
tients. Te source population for this study was all outpa-
tients who obtained healthcare services at primary
healthcare facilities in the district. Te study included pa-
tients who received healthcare services as an outpatient at
the primary healthcare facilities. On the other hand, patients
under the age of 18 and all outpatients who visited the health
posts were excluded from the study. Primary healthcare
(PHC) has always existed as it is the description of the point
of frst contact between patients and the healthcare system
[33] and is the most accessible service-delivery point where
basic healthcare is provided to users [34]. Ethiopia’s health
system is organized in a PHC-oriented system and operated
to guarantee the highest attainable level of health as the main
goal [35]. In 2018, the new Declaration of Astana renewed
PHC as a cornerstone of achieving a sustainable health
system to ensure universal health coverage (UHC) and
health-related sustainable development goals (SDGs) [36].
As a result, the Ethiopian government also introduced a 20-
year strategic health sector roadmap in 2015 to achieve UHC
using the PHC approach by 2035 [37].

Te study was conducted in the Asagirt district in
Ethiopia. Te district is 125.5 kilometers from the Ethiopian
capital city (Addis Ababa). Te district has 15 kebeles (a
small administrative unit in Ethiopia). In 2020, the projected
population of the district was 57,320. Of whom 30,240 (53%)
were males. Te district has 20 functional health facilities:
fve primary healthcare facilities (three health centers and
two clinics), and 15 health posts (community-level health
facilities providing basic preventive and medical care).
During the year 2021, the district was served by 52 health
professionals and 23 health extension workers. According to
the district health managers’ report, 1700 adult (≥18 years)
outpatients visited available health facilities per month, and
65 percent of the population had health insurance.

2.2. Sample Size, Sampling, andParticipant Selection. For this
study, a single population proportion formula was used to
determine the sample size for outpatients [38], with an
assumption of a 50.0% proportion (there was no local data
available on the subject for outpatients and to get a maxi-
mum sample size), a 95% confdence level (Zα/2 = 1.96),
margin of error = 5%. After adding a 10% nonresponse rate,
the total sample size was estimated to be 423 clients.
Computed as n= (Zα/2)2× P(1 − P)/d2
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n �
(1.96)

2
× 0.5(1 − 0.5)

(0.05)2

� 384.16,

n � 384.16 + 38.416 � 423.

(1)

A proportional allocation of the sample for each health
facility was employed based on their previous month’s
outpatient fow service reports. Te computed sample size
was determined using a systematic random sampling
technique from all fve primary healthcare facilities (from
three health centers and two clinics). Ten at every Kth

interval (K�N/n) where N� total clients who have received
healthcare services within the study period, n� required
sample size, thusK� 1700/423� 4.Ten, the frst patient was
randomly identifed among the 4 by the lottery method.
Ten every 4th patient was taken into the study until the
required number of study participants for each facility in the
outpatient department was reached. Te data collectors
collected the data systematically after the patients received
the services on their way home (exit interview).

2.3. Data Collection Tool and Variables. A closed-ended
interviewer-administered questionnaire adapted from
WHO health system responsiveness and from diferent
related literature, was used for data collection [2, 24, 39, 40].
Te health system responsiveness of outpatient healthcare
services was the dependent variable. Whereas, the socio-
demographic variables (age, sex, educational status, marital
status, occupation, and household’s monthly income),
perceived quality of healthcare, and perceived satisfaction
were independent variables included in the questionnaire.
Te questionnaire was prepared in English frst, then
translated to Amharic (local language), and then retranslated
back to the English language to check its consistency.

Health system responsiveness was assessed by seven short
versions of the WHO questionnaire used in multi-country
studies and from the report of Ethiopia’s health sector
transformation plan (HSTP II) [31, 40]. Using the four answer
categories (1� very poor, 2� poor, 3� good, 4� very good),
wedetermined the level of responsiveness for eachof the seven
domains having one question: communication, confdenti-
ality, quality of basic amenities, dignity, choice, prompt at-
tention, and autonomy. Te eighth domain (access to social
support network)was not assessed since it is used for assessing
inpatients (hospitalization) only [13, 41]. Te results for each
dimension were combined to create a responsiveness index
that ranged from seven, representing the lowest score, and 28
indicating the highest score. Tis means that the corre-
sponding code for “poor” response for each domain was 1
multiplied by 7 (the number of domains) that produced the
sum of seven. Similarly, the corresponding code for “very
good” was four multiplied by 7 domains, which produced 28.

Patients’ health insurance status was determined using a
“Yes/No” question that asked if they had health insurance
(community-based or social health insurance). Te

individuals were asked to show their health insurance cards
(all did).

Patient satisfaction was measured, using 5 questions on a
fve-point Likert scale with fve response categories (1 “very
dissatisfed” to 5 “very satisfed”) [31]. Perceived quality of
care was assessed by 12 questions about the clients’ per-
ceptions of the services they ofered, the professionalism of
the provider, as well as the patient values and interests in the
services [26, 31]. Finally, perceived satisfaction and per-
ceived quality of care were categorized by using the median
cutof scores. Since both of them were nonnormal distri-
butions. Accordingly, including the median and above, were
considered satisfed and high, and otherwise dissatisfed and
low, respectively, for perceived satisfaction and perceived
quality of care. A cutof point of 20 was used for perceived
satisfaction and 49 for perceived quality of care.

2.4. Data Quality Assurance. Five B.Sc. health ofcers and
two supervisors collected the data after being trained on how
to do so. Furthermore, to minimize the social desirability
bias, the facility staf was not permitted to see or hear the
responses of each outpatient. Tis means that each outpa-
tient was interviewed in a separate room.Te data collectors
conducted detailed practice and pretest the questions on 21
(5%) participants before starting the real data collection.
Based on the fndings and experiences gathered from the
pretest, the data collection instrument was modifed (the
Likert scale for the response categories for the outcome
variable was modifed from fve to four options). Every day,
the investigator discussed problems with the supervisor and
made adjustments as needed.

2.5.Data Processing andAnalysis. Te data were checked for
accuracy before being entered into the Epi-data version 4.6
Software Package. Te data was then cleaned, coded, and
analyzed using Stata version 14 statistical software. Fre-
quency, percentage, mean, and standard deviation were used
to describe descriptive data. Te health system respon-
siveness dimensions were compared using the Chi-square
test based on whether or not the participants had health
insurance. Because the index had a nonnormal distribution,
median quantile regression (50th percentile) was used to
investigate the particular association of the responsiveness
index with health insurance ownership through adjusting
other variables (the sociodemographic characteristics, per-
ceived quality of healthcare and patient satisfaction). Te
adjusted model incorporated statistically signifcant vari-
ables (p-value ≤ 0.05) from the crude model.

Te quantile regression method is used to estimate
quantile (percentile) functions [42, 43]. Median quantile
regression permits a more complete description of the
conditional distribution. For example, we can describe how
regressor variables afect the median or perhaps the 90th or
10th percentiles of response variables. Furthermore, since
quantile regression does not require strong distribution
assumptions, it provides a robust way of modeling rela-
tionships [42]. Symmetric weights are used for the median
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(quantile� 0.5). Te median quantile regression is not
limited to describing the dependent variables by the mean. It
can be applied to explain the factors of the dependent
variable at the median of its distribution [42, 43].

3. Results

3.1. Background Characteristics of the Study Participants.
In this study, a total of 417 outpatients were interviewed with
a response rate of 98.6%. Te median age of the study
participants was 19 (IQR: 25–49) years. Similarly, more than
half (54.2%) of the participants were males. About 40.8% of
participants were aged 18–29 years. Of the study partici-
pants, three-ffths (61.1%) were currently married. More
than two-thirds (69.6%) of the participants were rural
dwellers. Most (70.74%) of the participants were insured.
Te majority (92.8%) were Orthodox Christian followers of
religion (Table 1).

3.2.Patient-RelatedCharacteristics. More than half (53.96%)
of the respondents were dissatisfed with the healthcare they
ofered. Furthermore, half (49.88%) of the outpatients re-
ported high perceived healthcare quality (Table 2).

3.3. Performance of Responsiveness Domains by Health
Insurance. Te experience of outpatients regarding the
seven health system responsiveness domains based on in-
surance status was analyzed. In general, good responsiveness
(very good and good) across all domains was reported by
both insured and uninsured outpatients. But two domains
namely prompt attention and choice of healthcare provider
had below 50% in the good responsiveness. For prompt
attention, only 46.1% of insured and 45.09% of uninsured
outpatients reported good responsiveness. Likewise, in the
choice domain, 49.49% and 44.26% of insured and unin-
sured outpatients were reported the health system as good
and responsive, respectively.

Of the participants, 77.28% of insured and 69.67% of
uninsured outpatients reported the communication (clarity
of provider explanations) domain as good and responsive.
Similarly, freedom to talk privately was reported by 78.3%
and 71.31% of insured and uninsured outpatients as good or
very good responsiveness, respectively. Ultimately, there was
no statistical diference in health system responsiveness
between insured and uninsured outpatients for each domain
(Table 3).

3.4. Median Quantile Regression Analyses. As shown in
Table 4 the median quantile regression was used to estimate
the association between health insurance and outpatients’
overall health system responsiveness.Te results of the crude
and adjusted regression models showed no statistical as-
sociation between health insurance and responsiveness (0;
95%CI: −0.93, 0.93) and (−0.67; 95%CI: −1.59, 0.25),
respectively.

But there was a negative statistical association between
age and responsiveness. Accordingly, the increase in age
decreased the probability of reporting better responsiveness
by 1.33 units (−1.33; 95%CI: −2.47, −0.19) among
30–39 years and by 1.66 units (−1.66; 95%CI: −3.02, −0.32)
among 40–49 years than younger age outpatients. However,
there was a positive statistical association of urban residence,
perceived quality of healthcare and patient satisfaction with
the health system’s responsiveness. Te responsiveness
perceived by an urban residents was 1.33 units higher (+1.33;
95%CI: 0.37, 2.29) than that of rural residents.

Higher responsiveness was positively associated with a
high perceived quality of healthcare (+2.96; 95%CI: 1.95,
4.05). Te responsiveness perceived by satisfed outpatients
was 3 unit (+3; 95%CI: 1.94, 4.07) higher than that of dis-
satisfed outpatients.

Table 1: Respondents’ sociodemographic characteristics (n� 417).

Variables categories Frequencies (n) Percentage (%)
Sex
Male 226 54.2
Female 191 45.8
Age (years)
18–29 170 40.8
30–39 89 21.3
40–49 54 13.0
50 and above 104 24.9
Residence
Rural 288 69.6
Urban 129 30.4
Religion
Orthodox 387 92.8
Muslim 30 7.2
Occupational status
Farmer 254 60.9
Government employee 53 12.7
Merchant 45 10.8
Others∗ 65 15.6
Current marital status
Married 255 61.1
Not married∗∗ 162 38.9
Educational status
No formal education 175 42.0
Primary (grade 1–8) 135 32.4
High school and above 107 25.6
Health insurance ownership
yes 295 70.74

No 122 29.26
∗Student, private employee, daily laborer ∗∗Single, divorced, windowed.

Table 2: Patient-related characteristics of the study participants
(n� 417).

Variables Categories Frequency
(n) Percentage (%)

Perceived
satisfaction

Satisfed 192 46.04
Dissatisfed 225 53.96

Perceived healthcare
quality

High 208 49.88
Low 209 50.12

4 Advances in Public Health



4. Discussion

Tis study looks at the responsiveness of primary healthcare
services based on insurance status in Ethiopia.Te study also
assessed the association between sociodemographic factors
and perceived quality of care with responsiveness perfor-
mance. In this section, we discussed the performance of each
domain, the diference in perceived health system respon-
siveness among insured and uninsured outpatients, and
factors associated with health system responsiveness,
respectively.

4.1. Responsiveness Performance. According to our fndings,
both insured and uninsured individuals reported good re-
sponsiveness (very good and good ≥50 percent) except for
choice and prompt attention. As compared to other do-
mains, these two domains were poorly performed.

Domains such as autonomy (right to access medical
information and make informed decisions), confdentiality
(privacy), dignity (respect), communication (clarity in

explanations), and basic amenities performed better than
others. Two studies conducted in Iran support this fnding
[44, 45]. In Tanzania, the confdentiality and dignity do-
mains had the highest scores of responsiveness [22]. Tis
might be because users of healthcare services expect a high
level of privacy and safeguarding of their personal infor-
mation by health professionals [46].

However, our fndings revealed that patients’ expecta-
tions were not fulflled in the choice and prompt attention
(timeliness of care and due attention) domains. Tese
fndings are in line with studies conducted in Iran [44],
Brazil [41], South Africa [47], and Nigeria [11] where the
choice was a poorly performed responsiveness domain.
Whereas studies in other African countries like South Africa
[13], Tanzania [48], and Nigeria [11] revealed that the
prompt attention domain was poorly performed. Te con-
cern for these domains might be due to factors such as
overcrowding, understafng, delays in reception, inacces-
sibility to recommended medicines, provider attitudes, and
poor healthcare management that could probably contribute
to low responsiveness [11, 49].

Table 3: Health system responsiveness among outpatients by health insurance status in primary health facilities, Ethiopia, 2021.

How would you rate the following?
Insured Not insured

p-value
n� 295 % n� 122 %

Time waited before being attended to care
Very poor 87 29.49 26 21.31

0.182Poor 72 24.41 41 33.61
Good 105 35.59 43 35.25
Very good 31 10.51 12 9.84

Respected by health professional
Very poor 14 4.75 8 6.56

0.681Poor 52 17.63 26 21.31
Good 130 44.07 50 40.98
Very good 99 33.56 38 31.15

Clarity of explanations by providers
Very poor 10 3.39 7 5.74

0.215Poor 57 19.32 30 24.59
Good 154 52.2 51 41.80
Very good 74 25.08 34 27.87

Involvement in deciding treatment
Very poor 42 14.24 18 14.75

0.700Poor 84 28.47 39 31.97
Good 120 40.68 50 40.98
Very good 49 16.61 15 12.30

Freedom to talk privately with the physician
Very poor 20 6.78 9 7.38

0.191Poor 44 14.92 26 21.31
Good 143 48.47 46 37.7
Very good 88 29.83 41 33.61

Freedom to choose a healthcare provider
Very poor 117 39.66 56 45.90

0.706Poor 32 10.85 12 9.84
Good 88 29.83 33 27.05
Very good 58 19.66 21 17.21

Cleanness of the health facility inside the environment
Very poor 32 10.85 9 7.38

0.660Poor 44 14.92 24 19.67
Good 84 28.47 35 28.69
Very good 135 45.76 54 44.27
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4.2. Insured versus Uninsured Responsiveness Performances.
In our study, outpatients who were insured and uninsured
had no signifcant diference in perceptions of health
system responsiveness. Tis implies patients from the in-
sured and uninsured groups rated the health system re-
sponsiveness equally, or if diferences were observed, they
were due to errors, chances or occurred randomly
(p≥ 0.05). Te fnding is in line with a study conducted in
Nigeria [11, 50], and Burkina Faso [51] where the health
system responsiveness among insured and uninsured pa-
tients was not diferent.

On the contrary, elsewhere studies in Tanzania [48] and
Ghana [19] revealed that uninsured patients reported better
responsiveness than insured individuals. Te diference for
the result might be the approaches in the inquiry and
analysis of the data. For instance, the study participants for
our study were outpatients, whereas in Ghana and Tanzania
the study participants were elderly individuals. Moreover,
the tool used for this study was the short version of theWHO
multicountry survey questionnaires from the facility’s vis-
ited outpatients, whereas in Tanzania it was a community
based among elderly individuals, the same is true in Ghana.

4.3. Factors Associated with Responsiveness. Among the in-
dependent variables, older age had a negative statistical
association with responsiveness. Te fnding contradicts
previous research from Ghana [52], and South Africa [47] in
which the older reported better responsiveness.Te negative

association might be that people who get older might decline
functional capacity and the likelihood of developing more
complex health problems, such as multiple chronic condi-
tions [53, 54] and are poor self-perceived health [55], which
makes them a high probability to report the health system
responsiveness as poor. Tis may need further investigation.

From the fndings of our study, urban residents tended
to be positively associated with perceived responsiveness.
Te possible reason might be that urban residents have
better access to healthcare, whereas rural residents have
encounter, transportation, economic, and time difculties.
In which all the aforementioned factors made an impact on
their psychology. Tis in turn afects their evaluation of
health system responsiveness [56]. Te fnding implies an
ongoing health facility reform intending to address non-
clinical aspects of rural patients.

Te fndings of this study revealed that higher health
system responsiveness was reported among outpatients who
had a higher perceived quality of healthcare than their
counterparts. Elsewhere, studies in Ethiopia also suggested
similar fndings [26, 31]. Evidences indicated that in every
healthcare setting the quality of the service is a critical
component [57, 58]. Tis has an implication that healthcare
institutions and providers must enhance the level of pro-
fessionalism (expertise), understanding of their patient’s
psychological and physical conditions. Clients should re-
ceive treatment that is appropriate for their needs. Aside
from that, a healthcare system and providers, in particular,
should not fail to consider the concerns of their clients and

Table 4: Results of crude and adjusted median quantile models for responsiveness to health care services in primary healthcare facilities, in
Ethiopia (n� 417).

Characteristics
Health system responsiveness

Crude model β (95%CI) Adjusted model β (95%CI)
Health insurance
No 1 1
Yes 0 (−0.93, 0.93) −0.67 (−1.59, 0.25)

Age in years
18–29 1 1
30–39 1 (−3.48, −0.52) −1.33 (−2.47, −0.19)∗
40–49 −2 (−2.77, 0.77) −1.  (−3.02,−0.32)∗
50 and above −1 (−3.41, −0.58) −0.33 (−1.43,0.76)

Residence
Rural 1 1
Urban 2 (1.07, 2.92) 1.33 (0.37,2.29)∗

Educational status
No formal education 1 1
Primary (Grade 1–8) −1 (−2.15, 0.15) −0.66 (−1.65,0.32)
High school and above 1 (−0.23, 2.23) 0.33 (−0.83,1.49)

Sex
Male 1 1
Female 0 (−0.91, 0.91) 0.66 (−0.16,1.49)

Patient health quality
Low 1 1
High 5 (3.88, 6.11) 2.9 (1.95,4.05)∗

Patient satisfaction
Dissatisfed 1 1
Satisfed 5 (4.22, 5.77) 3 (1.94,4.07)∗

∗Signifcant at p< 0.05 ∗.
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provide the care as mandated in order to achieve a higher
rating for perceived quality of care.

Te fndings of this research revealed that patient
satisfaction tended to be positively associated with per-
ceived responsiveness. Other studies conducted in Ghana
and Ethiopia [25, 26, 31] showed the same result. Fur-
thermore, the World Health Organization reported that
satisfaction was positively and signifcantly associated with
the domains of responsiveness [59]. When clients become
dissatisfed, they will report low responsiveness mean sum
scores. Te same is true for the reverse [5, 60]. If patients
are satisfed with the nonmedical component of care, they
may become more willing and aware of all interactions and
outcomes [61]. As a result, healthcare executives should
look for a better strategy to improve patient satisfaction
scores as quickly and efectively as possible via patient
feedback.

5. Strengths and Limitations

Te data was collected on the same day as the patient gets
healthcare services, in which case recall bias is minimized.
Te study employed responsiveness questions from the
WHO multicountry responsiveness survey for consistency
and to permit comparison with other studies. Although our
sample size was large, generalizing the results to other
sections of the country should be done with caution. Due to
the self-reported response, we also acknowledge the re-
sponse bias, to reduce this bias, short and interval ques-
tionnaires were employed. Tis short and interval
questionnaire may be easier to remember, but it has its own
limitation of being difcult to compare the results with
other studies that have used the WHO survey and the
original 5-Likert scale. With regard to age, as age increases,
the risk of developing a chronic disease also increases.
Sometimes, continuity of the care relationship is important
in such situations. Some individuals may have multiple
diseases that need to be treated daily, these data collection
and analysis did not take into account respondents’ need
for treatment. Data was collected only from the patient’s
perspective or did not include the perspective of the health
professionals. It would be preferable if the study used a
mixed-method approach. Finally, we were unable to de-
termine which type of health insurance individuals had,
which may have infuenced their perceptions of respon-
siveness domains.

6. Conclusions

In conclusion, there was no signifcant diference in re-
sponsiveness between insured and uninsured outpatients.
Te fnding of this study suggests that service providers
should consider outpatients’ needs, values, and preferences
to improve the performance of health system responsiveness
on the prompt attention and choice of healthcare providers.
Policymakers and health facility administrators should give
emphasis and need to make an efort on the quality of
healthcare to be responsive for the district population.
Furthermore, healthcare administrators and/or managers

can better improve patient satisfaction by incorporating
feedback from service users. Further research could be
worthwhile to understand how the uninsured and insured
perceive the responsiveness of healthcare systems more
compressively.
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