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Abstract
Introduction: The World Health Organization (WHO) Responsiveness model showing the ability of health
systems in fulfilling people’s expectations in connection with nonclinical aspects is an appropriate pattern to
assess healthcare. The purpose of this study was to determine the status of pregnancy care provisions based on the
responsiveness model.
Methods: This was a cross-sectional study conducted by randomly sampling 130 women visiting selected
hospitals in Tehran in 2015. A researcher-made questionnaire based on the responsiveness model of WHO was
used to collect data. We determined the face validity and content validity of the questionnaire, and its reliability
was confirmed by Cronbach’s alpha coefficient (0.94) and test-retest analysis (0.96). The obtained data were
analyzed by SPSS version 20 descriptive statistics, t-test, one-way ANOVA, Pearson product-moment correlation
coefficient, and Spearman correlation.
Results: Total responsiveness from the perspective of service recipients was 69.46±14.65 from 100. The obtained
scores showed that, in the range of 0 to 100, 73.02 were about basic amenities (the most score), 72.93 about
dignity, 70.91 about communication, 70.76 about confidentiality, 66.30 about provision social needs, 65.96 about
choice of provider, 65.92 about autonomy, and 52.65 about prompt attention (the lowest score), which are
representing the average level of service quality. There were significant relationships between participating in
preparation class of labor and dignity (p<0.001), autonomy (p=0.01), provision social needs (p=0.01), and overall
responsiveness (p=0.03). It was obtained that there is a significant linear relationship between scores given to
hospitals and dimensions of responsiveness (p=0.05). Findings indicated a significant relationship between
insurance type and dimensions of choice of provider (p=0.03) and communication (p=0.03).
Conclusion: The mean score of service quality in the present investigation illustrated that nonclinical dimensions
have been disregarded and it has potential to be better. So some grand plans are needed.
Keywords: Quality, Responsiveness, Pregnancy care
1. Introduction
The main incentive for all efforts and developments in human societies is to improve and maintain human health (1).
The health of the general population depends on improving the health of pregnant women and infants (2). Every
year there are 132 million births in the world (3), providing high-quality and suitable services to maternal
satisfaction and improving their health status plays a leading role in health systems (4). Access to high-quality
services in the area of pregnancy health is being considered as a right of people, and governments have a
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commitment to provide it (5). There are many definitions of quality of pregnancy health services, but all of them
have a point in common: that good quality of services need educated staff providing services with respect in an
appropriate place for applicants (6). Quality maternal care is referred care that is appropriate, satisfactory,
affordable, and easily accessible and enables one to make healthy lifestyle choices (7). Quality of care can be
measured in two dimensions: first, the way of providing care technically; second, experiences of care users that are
of great importance in evaluating services (8). In fact, customer expectations are beliefs in the assessment of health
provisions that are employed as a point of reference and standards to exactly make sense of service quality (9).
Depending on what Redshaw has stated, allowing for women to express their perspectives at different stages of
receiving care, a variety of sites and providers have built an accurate picture of received care (10). Negative
experience of pregnant women when receiving care may have an adverse impact on them (11). The studies have
shown that poor quality of care leads to the occurrence of disease, more disabilities, higher cost (12), and less use of
care by women (13, 14). Generally, clients being satisfied continue to use and encourage others to use services (15).
The recognition of customer expectations helps identify priorities of quality improvement (16). The World Health
Organization (WHO) presented the concept of “responsiveness,” so that it could corroborate a patient’s expectations
in the standard and combining form. Responsiveness as a special concept in the health system deals with how to
provide services and only nonclinical aspects of care. This concept, based on the Donabedian quality framework,
shows the ability of health systems in fulfilling people’s expectations in connection with nonclinical aspects of them.
Taking responsiveness for patient wants along with health improvement and equitable financing is of main goals of
WHO (1). Hence, at the international level, health systems make attempts to better their own responsiveness for
patients and people (17). Responsiveness makes up eight dimensions, including dignity, autonomy, confidentiality,
communication, prompt attention, provision social-needs, basic amenities, choice of provider (1). The WHO, based
on experience of patients in 79 European countries, has used this model to the assessment of satisfaction with health
systems (18). Wisniewski illustrated that the expectations of patients are higher than their perceptions, there having
been space for the betterment of patient satisfaction and providing desirable healthcare (19). Pregnant women need
to receive high-quality care. Good quality of care requires that healthcare workers obtain the necessary skills and
give serious considerations to the needs of pregnant women. Healthcare organizations require essential equipment
and furthermore, referral centers should be efficient when they provide healthcare for the treatment of pregnancy
and labor Complications. Women need to receive maternal health services easily. These issues are not feasible
except by supervision and assessment of related units as well as attention to service measurement and improvement
(8, 20). With regard to customer’s contribution in healthcare and the advent of total quality management as an
approach to quality improvement, health organizations and policymakers have to recognize what health customers
think so that they can improve quality of maternal child health services. Because there is no study on provided
maternal health services based on the responsiveness model in Iran, the aim of the present study was to investigate
quality of maternal child health services based on the responsiveness model of WHO in selected Tehran hospitals in
2015.
2. Material and Methods
2.1. Research design and sampling
This is a cross-sectional study conducted on women visiting hospitals in Tehran in 2015. Thus, two hospitals
affiliated with each of Tehran University of Medical Sciences, Iran University of Medical Sciences, and Shahid
Beheshti University of Medical Sciences and one hospital belonging to Bagiyat Allah University were selected
randomly. Sampling in each hospital was done based on its quota from the total number of women visited. Totally,
130 qualified pregnant women were selected by convenience sampling method.
2.2. Selection criteria
The inclusion criteria consisted of having interest in participating in the study, being a resident in Tehran, having the
ability to write and read, and being between 37 and 41 weeks of pregnancy. Exclusion criteria included being an
unwilling participate in the study.
2.3. Ethics, measurement tool, and data collection
After obtaining written informed consent from women, the questionnaires were filled by themselves. A
questionnaire containing demographic and obstetric information and a researcher-made questionnaire based on the
responsiveness model of WHO were used to collect data. The questionnaire included 37 items on dignity (eight
items), autonomy (five questions), confidentiality (one question), communication (four questions), prompt attention
(four questions), provision social-needs (five questions), basic amenities (seven questions), and choice of provider
(three questions). The format of questionnaire’s questions was a 5-point Likert scale (where 1=completely disagree
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and 5 =completely agree). Content validity of questionnaire was examined and confirmed by 10 specialists and face
validity confirmed by 30 pregnant women after applying their point of view. Reliability of the questionnaire was
checked and confirmed by internal consistency (Cronbach’s alpha) based on 30 samples of interest for each element
and entire questionnaire (Total alpha=0.94) and test-retest reliability (a comparison of the results of the
questionnaire in the same condition conducted on 30 pregnant women after 10 days from initial tests passed) was
conducted and intra-class correlation was 0.96. To study the perspective of pregnant women on satisfaction with the
care, pregnant women were asked to score on a scale from 0 to 20 for every hospital in regards to satisfaction with
maternal care during the period of pregnancy.
2.4. Statistical analysis
The obtained data were analyzed by IBM© SPSS© Statistics version 20 (IBM© Corp., Armonk, NY, USA). To
describe the data, measures of central tendency and dispersion were used. To examine the relationship between
demographic variables and dimensions of the questionnaire, after ensuring that they are normally distributed,
Kolmogorov–Smirnov test, ANOVA, t-test, and Pearson’s correlation (for quantitative data) and Spearman
correlation (for ordinal data) were used.
3. Results
The mean age of pregnant women was 28.7±4.9 and 96.9% of them were covered by insurance. The mean score
given to the hospital was 17.04±2.4 from a score of 20. According to the statements of 91.5% of pregnant women, if
they become pregnant for second time, they return to the same hospital. Table 1 shows the demographic and
obstetric features of the samples. There were no significant relationships among age, education, employment,
planned pregnancy, rank of pregnancy, and dimension of responsiveness (p>0.05).
Table 1. Demographic and obstetric variable
variable
Age (year)
<30
>30
Education level
Elementary
Middle school
High school
Academic
Employment status
Housekeeper
Employed
Income (Rial)
<10000000
10000000-15000000
16000000-20000000
>2000000
Housing
Self
Rental
Relative home
Wanted or unwanted pregnancy
Wanted
Unwanted
Fetal gender
Girl
Son
Twin
Rank of pregnancy
First
Second
Third
Fourth and more
Insurance type
Social security
Medical services
Armed forces
Without
Participating in preparation class for labor Yes
No

n
85
45
12
16
52
50
113
17
53
57
15
5
41
73
16
113
17
70
57
3
68
40
19
13
73
30
23
4
37
93

%
65.4
34.6
9.2
12.3
40
38.5
86.9
13.1
40.8
42.8
11.5
3.8
31.5
56.1
12.3
86.9
13.1
53.8
43.8
2.3
52.3
30.8
14.6
2.3
56.2
23.1
17.7
3.1
28.5
71.5
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Findings related to the determination of the quality of pregnancy care suggested that scores of total responsiveness
of service recipients were 69.46 ± 14.65 in the range of 0 to 100 (Table 2). The obtained scores of different
dimensions showed that, in the range of 0 to 100, 73.02 were about basic amenities (the most score), 72.93 about
dignity, 70.91 about communication, 70.76 about confidentiality, 66.30 about provision social-needs, 65.96 about
choice of provider, 65.92 about autonomy, and 52.65 about prompt attention, which are representing the average
level of service quality. If we consider the tendency to return the same hospital as a sign of maternal satisfaction
from pregnancy care, it is possible to express that whereas satisfaction from services is high, but service quality is at
the middle level. Findings obtained utilizing one-way ANOVA suggested a significant relationship between
insurance type and dimensions of choice of provider (p=0.03) and communication (p=0.03) (Table 3). The
associations between participating in preparation classes of labor and each of the responsiveness dimensions have
shown significant relationships between participating in preparation class of labor and dignity (p<0.001), autonomy
(p=0.01), provision social needs (p=0.01), and overall responsiveness (p=0.03) (Table 4). Those participating in the
classes gave high scores for all dimensions except for basic amenities. Finally, the Pearson correlation test for
determining correlation between scores given to hospitals (in the range of 0 to 20) and dimensions of responsiveness
showed no significant relationship between scores and dimensions of responsiveness (Table 5).
Table 2. Score of service quality in total and different dimension of responsiveness
Variable
Mean SD
Max Min
Choice of provider
65.96 21.74 100 0
Communication
70.91 20.06 100 12.50
Basic amenities
73.02 17.29 100 35.71
Provision social-needs 66.30 17.52 100 25
Prompt attention
65.52 18.56 100 12.50
Confidentiality
70.76 24.13 100 0
Autonomy
65.92 20
100 0
Dignity
72.93 16.59 100 25
Total
69.46 14.65 100 22.97
Table 3. Association between insurance type and the dimension of responsiveness
Variable Choice Communication Basic
Provision Prompt Confidentiality
of
amenities socialattention
provider
needs
Mean
Mean (SD)
Mean
Mean
Mean
Mean (SD)
(SD)
(SD)
(SD)
(SD)
Social
63.92
67.72 (20.65)
72.26
66.09
66.26
69.86 (26.33)
security (22.48)
(17.05)
(17.68)
(18.74)
Medical 61.38
72.91 (20.19)
73.09
67.00
62.91
75.00 (18.56)
services (20.11)
(19.12)
(16.89)
(18.78)
Armed 77.53
74.18 (14.99)
73.13
66.30
67.39
67.39 (23.15)
forces
(15.37)
(15.52)
(17.40)
(18.55)
Without 70.83
95.31 (5.98)
85.71
65.00
60.93
75.00 (28.86)
(34.35)
(18.67)
(26.77)
(17.95)
Total
65.96
70.91 (20.06)
73.02
66.30
65.52
70.76 (2413)
(21.74)
(17.29)
(17.52)
(18.56)
p-value 0.032
0.032
0.518
0.994
0.761
0.665

Autonomy Dignity Total
Mean
(SD)
63.90
(21.89)
66.00
(16.92)
70.65
(17.53)
75.00
(17.32)
65.92
(20.00)
0.419

Mean
(SD)
71.70
(17.40)
71.77
(17.04)
75.40
(12.72)
89.06
(10.30)
72.93
(16.59)
0.187

Mean
(SD)
68.30
(15.42)
69.00
(14.23)
72.06
(12.97)
79.05
(11.15)
69.46
(14.65)
0.408
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Table 4. Relationship between participating in preparation classes for pregnancy and dimensions of responsiveness
Participating Choice Communication Basic
Provision Prompt Confidentiality Autonomy Dignity Total
in class
of
amenities socialattention
provider
needs
Mean
Mean (SD)
Mean
Mean
Mean
Mean (SD)
Mean
Mean Mean
(SD)
(SD)
(SD)
(SD)
(SD)
(SD)
(SD)
Yes
69.14
75.16 (19.29) 72.68
72.43
69.08
74.32 (24.64) 72.83
78.96 73.66
(22.21)
(18.31)
(16.44) (17.61)
(17.85)
(14.81) (14.24)
No
64.69
69.22 (20.21) 73.15
63.87
64.11
69.35 (23.92) 63.17
70.53 67.79
(21.54)
(16.97)
(17.43) (18.83)
(20.24)
(16.72) (14.55)
p-value
0.294
0.128
0.889
0.011
0.169
0.219
0.012
0.008 0.039
Table 5. Correlation between scores given to hospitals and dimensions of responsiveness
Statistics Choice Communication Basic
Provision Prompt Confidentiality Autonomy Dignity Total
of
amenities socialattention
provider
needs
r
0.45
0.44
0.35
0.34
0.51
0.43
0.55
0.52
0.57
p-value <0.001 <0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001 <0.001
4. Discussion
The purpose of this study is to assess the performance of responsiveness of obstetric services provided for pregnant
women in Tehran. Findings suggested that the mean of total responsiveness scores was 69.64 from 100 showing
average level of responsiveness. The best and poorest performances in terms of responsiveness were dimensions of
basic amenities and prompt attention, respectively, which indicate a positive perspective of pregnant women on
quality of settings providing services. On the other hand, negative perspective of them implies dimensions of prompt
attention, failure in urgently providing vital services and long waiting time. In a study by Ameriuon et al. in military
hospitals of Tehran in 2014, the mean and standard deviation of total responsiveness scores were 97±7.5 from 160,
representing upper middle mean of responsiveness score, which has concordance with the results of this study (21).
In a study by Gharaee and associations on government hospitals, private and charity hospitals of Hamedan and Yazd
provinces, which is conducted in 2013, all dimensions of autonomy, basic amenities, confidentiality of information
and having the right to select were assessed as average level and participants gave high scores to dimensions of
dignity, communication, prompt attention and provision social-needs in both cities (22). The study of Gromulska et
al. entitled “Responsiveness to the hospital patient needs in Poland” recommended that total responsiveness score
was 73% and scores of other dimensions were respectively, from much to less, 96% for provision social-needs, 92%
for dignity, 85% for communication, 76% for autonomy, 70% for prompt attention, 64% for confidentiality, and
41% for choice of provider. This study illustrated that outpatient needs had been satisfied in dimensions of provision
social-needs, dignity and communication (23). Responsiveness of health system for patients suffering from heart
failure in Tehran examined by Karami et al. showed that total responsiveness score is 84%. In this study 66.5% of
outpatients and 57.2% of inpatients stated that responsiveness is good. The highest scores had given by outpatients
and inpatients to dimensions of confidentiality and dignity (24). Health system responsiveness for delivery care in
Southern Thailand, by Liabsuetrakul in Thailand, showed that there has been a little difference between dimensions
of responsiveness and the lowest score was related to the choice of provider. In this study, type of hospital had
significant relationship with all of responsiveness dimensions and insurance type had significant association with
dimensions of dignity, choice of provider, prompt attention. The relationships between the rank of pregnancy and
provision social-needs, choice of provider, prompt attention and confidentiality were significant (25). In the study of
patient experiences and responsiveness of health system in South Africa conducted by Peltzer, the lowest scores that
outpatients and inpatients dedicated to aforementioned dimensions were related to waiting time and choice of
provider respectively. The percentages of people having given high or very high score were lower in general health
centers. 8.16% of patients admitted to public centers had given scores that were bad or very bad, while only 2.3% of
patients referred to private hospitals gave scores that were bad or very bad (26). According to Bramesfeld, a study
about assessing mental health system utilizing responsiveness model in Germany, the best performances obtained in
terms of confidentiality and then in dignity dimensions . Outpatients in comparison with inpatients had given the
lower scores to responsiveness dimensions (27). In assessing of health system in region of seventeen in Tehran by
Rashidian, the best dimensions from the inpatient views were respect and dignity and confidentiality while from
outpatient views were dignity and autonomy. The lowest score had been given to basic amenities and autonomy
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dimensions (28). In a study by Mohammadi for assessing responsiveness of health system to outpatients, 58.4% of
outpatients assessed that health system have a good total responsiveness. The best performances were in
confidentiality and then communication. The poorest performance belonged to choice of provider. There were
relationships between age and dignity, autonomy, choice of provider, and total responsiveness. There were also
significant associations between Level of Education and dignity, autonomy, communication and total responsiveness
(29). Njeru et al. in a study about assessment of responsiveness tool of WHO in Malindi City located in Kenya,
suggested that in the dimension of choice of provider, majority of participants believed that there is no choice to
select care unit or providers (30). A study by Ugurluoglu and colleagues in 2006 about responsiveness of health
systems from the perspective of managers in Turkey hospitals showed that the highest score (7.27), on a scale of 0–
10 (0=poorest; 10=the best), belongs to the dimension of confidentiality. The highest mean scores were dedicated to
the dimensions of adherence to dignity and confidentiality during treatment and diagnosis, and the lowest scores to
having choice of provider over selecting physicians and healthcare providers (31). Except for dignity in this study
and most studies, which is ranked first or second, there were major differences between other dimensions. It appears
that differences between the present study and research mentioned above is due to the difference in the research
population. Participants in this study were only pregnant women, while in other studies of men, women and patients
with chronic diseases, etc. were involved.
The mean score given to hospitals was 17.04±2.4 from 20 and 91.5% of women who stated that they have a
tendency to visit the same hospitals in the case of becoming pregnant once again. This matter implies to the positive
attitude of women and their satisfaction with services provided. Sawyer and colleagues in a study in 2013 entitled
“Parents experiences and satisfaction with care during the birth of their very preterm baby,” 80% of participants
were satisfied (32). A study in Nepal by Paudel showed that the satisfaction score in basic amenities was 86%,
service provider skills 85%, politeness of staff 83%, waiting time 80%, and participation in decision making 77%,
cleanliness 70%, receiving information 69%, and confidentiality 67%, respectively (33). Melese and colleagues in a
study in Ethiopia presented that the percentage of women being completely satisfied with labor care is between
4.2% and 21% and the lowest scores were in relation to satisfaction with pain management (82% dissatisfaction)
(34). Bleich et al. conducted a study entitled “How does satisfaction with the health-care system relate to patient
experience” in 21 European countries. They suggested that, in all countries excluding five of them, 50% of
respondents were relatively perfectly satisfied with their own health systems. All dimensions of responsiveness had
a significant and positive relationship with satisfaction (p<0.01), which is consistent with findings of this study (18).
5. Conclusions
Depending on existing evidence, utilizing data obtained from customers to assess and assure quality of healthcare,
then the active involvement of customers plays an important role in making policies and improving service quality.
Wholly, the mean score of service quality in the present investigation illustrated that nonclinical dimensions have
been disregarded, and it has potential to be better without making a huge investment in technology, human
resources, and new regulations.
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