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Abstract 

Introduction: Understanding health service user perceptions of the quality of care is critical to 

developing measures to increase the utilisation of healthcare services. To relate patient 

experiences to a common set of standards, the World Health Organization (WHO) developed 

the concept of health system responsiveness. This measures what happens during user’s 

interactions with the system, using a common scale, and requires that the user has had a 

specified encounter, which they evaluate. The concept of responsiveness has only been used in 

a very few studies previously to evaluate healthcare sub-systems, such as mental healthcare. 

Since the concept of responsiveness had not been previously applied to a middle income 

country, such as Iran, there is a need to investigate its applicability and to develop a valid 

instrument for evaluating health system performance. The aim of this study is to assesses the 

responsiveness of the mental healthcare system in Tehran, the capital of Iran, in accordance 

with the WHO responsiveness concept. 

Methods: This thesis is a health system research, based on qualitative and quantitative 

methods. During the qualitative phase of the study, six focus group discussions were carried out 

in Tehran, from June to August 2010. In total, 74 participants, comprising 21 health providers 

and 53 users of the mental healthcare system, were interviewed. Interviews were analysed 

through content analysis. The coding was synchronised between the researchers through two 

discussion sessions to ensure the credibility of the findings. The results were then discussed 

with two senior researchers to strengthen plausibility. Responses were examined in relation to 

the eight domains of the WHO’s responsiveness model. 

In accordance with the WHO health system responsiveness questionnaire and the findings of 

the qualitative studies, a Farsi version of the Mental Health System Responsiveness 

Questionnaire (MHSRQ) was tailored to suit the mental healthcare system in Iran. This version 

was tested in a cross-sectional study at nine public mental health clinics in Tehran. A sample of 

500 mental health services patients was recruited and subsequently completed the 

questionnaire. The item missing rate was used to check the feasibility, while the reliability of 

the scale was determined by assessing the Cronbach’s alpha and item total correlations. The 

factor structure of the questionnaire was investigated by performing confirmatory factor 

analysis (CFA). 



 
 

To assess how the domains of responsiveness were performing in the mental healthcare system, 

I used the data collected during the second phase of the study. Utilising the same method used 

by the WHO for its responsiveness survey, we evaluated the responsiveness of outpatient 

mental healthcare, using a validated Farsi questionnaire. 

Results: There were many commonalities between the findings of my study and the eight 

domains of the WHO responsiveness model, although some variations were found. Effective 

care was a new domain generated from my findings. In addition, the domain of prompt 

attention was included in two newly labelled domains: attention and access to care. Participants 

could not differentiate autonomy from choice of healthcare provider, believing that free choice 

is part of autonomy. Therefore these domains were unified under the name of autonomy. The 

domains of quality of basic amenities, access to social support, dignity, and confidentiality were 

considered important for the responsiveness concept. Some differences regarding how these 

domains should be defined were observed, however. 

The results of the qualitative study were used to tailor a Farsi version of the MHSRQ. A 

satisfactory feasibility, as the item missing value was lower than 5.2%, was found. With the 

exception of the access domain, the reliability of the different domains in the questionnaire was 

within a desirable range. The factor loading showed an acceptable uni-dimensionality of the 

scale, despite the fact that the three items related to access did not perform well. The CFA also 

indicated good fit indices for the model (CFI = 0.99, GFI = 0.97, IFI = 0.99, AGFI = 0.97). 

The results of the mental healthcare system responsiveness survey showed that, on average, 

47% of participants reported experiencing poor responsiveness. Among the responsiveness 

domains, confidentiality and dignity were the best performing factors, while autonomy, access 

to care and quality of basic amenities were the worst performing. Respondents who reported 

their social status as low were more likely to experience poor responsiveness overall. 

Autonomy, quality of basic amenities and clear communication were dimensions that 

performed poorly but were considered to be highly important by the study participants. 

Conclusion and implications: This is the first time that mental healthcare system 

responsiveness has been measured in Iran. Our results showed that the concept of 

responsiveness developed by the WHO is applicable to mental health services in this country. 

Dignity and confidentiality were domains which performed well, while the domains of 

autonomy, quality of basic amenities and access performed poorly. Any improvement in these 



 
 

poorly performing domains is dependent on resources. In addition, attention and access to care, 

which were rated high in importance and poor in performance, should be priority areas for 

intervention and the reengineering of referral systems and admission processes. The role of 

subjective social status in responsiveness should be further studied. These findings might help 

policymakers to better understand what is required for the improvement of mental health 

services. 
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INTRODUCTION 

1 Introduction 

Understanding health service users’ opinion based on their experience and expectation 

of the services is critical to increase the utilisation of healthcare services, to decrease treatment 

dropout rates, to encourage the prompt seeking of care, and to generate better health outcomes 

(1). The World Health Organization (WHO) has been encouraging this awareness by including 

indicators of responsiveness in its World Health Survey modules in 2000 (2). Responsiveness is 

defined as the accomplishment of people's non-medical expectations while interacting with a 

health system, including the way individuals are treated by health workers and the environment 

in which they are treated (2). Many governments have recognised that the future of appropriate 

healthcare services depends on their ability to respond to service users’ expectations and to 

sustain public confidence (3). 

Since the concept of responsiveness had not been previously applied to the evaluation 

of healthcare sub-systems in low and middle income countries, the aim of this thesis is to assess 

the responsiveness of the mental healthcare system in Tehran, the capital of Iran, and to 

contribute relevant knowledge to improving the performance of the mental healthcare system in 

the country.The project was inspired by a similar study conducted in the mental healthcare 

system in Germany (4, 5). 

This research indicated the feasibility of the responsiveness concept as a tool for 

assessing the quality of a mental health service based on user experience. Thus, by utilising 

qualitative and quantitative methods, and based on the module recommended by the WHO, we 

assessed the responsiveness for outpatient mental healthcare with a valid questionnaire. 

My research project has been conducted in three phases. First, a qualitative study was 

conducted to assess if the WHO responsiveness concept reflected the non-medical expectations 

of mental healthcare users as well as service providers in Tehran. The second phase of research 

was done to develop the Farsi version of Mental Health System Responsiveness Questionnaire 

(MHSRQ) and to validate the scale. The third phase was a quantitative study aimed at assessing 

the responsiveness of the mental healthcare system by service users and at exploring variations 

in the importance of the different responsiveness domains. 

The presentation of the thesis begins with background information on the topic, 

including an introduction to the Iranian national context and its healthcare structure, particularly 

the mental healthcare system as well as the mental health situation. Following that, the 
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INTRODUCTION 

justification for the research is provided and the objectives are presented. After this, the 

methodology of the research, including the conceptual framework, is followed by the general 

research design, the setting of the research, and the methodology of each sub-study, as well as 

ethical considerations. Then, the main findings of each sub-study are summarised and, after 

that, a general discussion of the findings is presented. The last part presents the conclusion and 

some policy recommendations for future action. 
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2 Background 

2.1 The national context 

The Islamic Republic of Iran is a large country (the 18th largest in the world) located 

in Western Asia, with 78.4 million inhabitants. A large proportion of the country’s population 

are young; almost one third of the population is less than 15 years old and almost 5% is over 60 

years (6). The country’s official language is Farsi, and the adult literacy rate is 83.5% for males 

and 69.9% for females (7). 

The country is divided into 31 provinces and 403 districts. Iran also shows one of the 

fastest urban growth rates in the world. According to the World Bank, more than 71% of the 

country’s population lives in urban areas and Tehran, the capital, is one of the most populous 

cities in the world, with a population of about 12 million (8). 

The country is classified as a middle income country, with a Gross National Income 

per capita of 5,780 USD in 2013, and ranks as 75th in terms of the human development index 

(8). Although Iran has relatively high levels of inequality and income poverty and a high 

unemployment rate, it is relatively advanced in health and education compared to other 

countries in the region. Health indicators for the country are summarised in Table 1. 

 

Table 1. Islamic Republic of Iran, health indicators at a glance 

 
Life expectancy at birth m/f (years, 2012) 

 
72/76 

 
Healthy Life expectancy at birth (years, 2012) 

 
64 

 
Under- five mortality rate (per 1000 live birth, 2012) 

 
18 

 
Adult mortality rate m/f (per 1000 population, 2012) 

 
156/84 

 
Total expenditure on health per capita (US $, 2012) 

 
1,562 

 
Total expenditure on health as a percentage of GDP (2012) 

 
6.7 

Source: (9) 
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BACKGROUND 

2.2 The health care system in Iran 

The Islamic Republic of Iran’s Constitution, in Article 29, emphasises that every 

Iranian has the right to enjoy the highest attainable level of health. In order to achive this 

important goal and to establish a more coordinated approach to healthcare provision and 

medical education, the Iranian government created a unique structure for the health system in 

1986, integrating medical education into the Ministry of Health, renamed as the Ministry of 

Health and Medical Education (MoHME). At the national level, the Ministry is responsible for 

planning, designing and implementing health policy, as well as monitoring and supervising 

health-related activities for the public and private sectors. The MoHME implements health 

policies and plans via the medical universities across the country. There is at least one medical 

university in every province; only Tehran province is divided among three major universities. 

The president of a medical university is the highest health authority in the province and is 

assigned by, and reports to, the MoHME. The medical universities are therefore in charge of 

public health and healthcare provision in public facilities, as well as medical education.  

The public sector provides primary, secondary and tertiary health services, with the 

main emphasis on primary healthcare. All public health services are provided through a 

nationwide network. This network consists of a referral system, starting at ‘health posts’ or 

‘houses’ in the peripheral areas, going through secondary level health centres in districts, and 

university hospitals at provincial levels.  

The so-called Health House (Khaneh e Behdasht) is the grassroots health facility in 

rural areas. Each Health House is responsible for serving about 1,500 people. The number of 

villages covered by the Health House depends on population, cultural, climatic and 

geographical conditions, and especially on routes of communication. Each Health House is 

staffed by a female and a male community health worker (Behvarze). There are about 15,500 

Health Houses in the country, with about 30,000 community health workers working in them 

(10). The functions of a Health House include: administering the annual health census; 

community health education; performing a wide range of family health activities including 

immunisation, maternal and child care, family planning, nutritional care, school health, oral 

health; home visits and early detection of disease; disease control services; environmental 

health services; rehabilitation services for people with disabilities, and the collection and 

reporting of health information (11). As will be discussed later, Health Houses have well-

defined responsibilities in the area of mental health.  
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The next level in rural areas are the Rural Health Centres (RHCs). They are village-

based public health facilities that deliver primary care services and are run by a general 

physician, a number of health technicians (family health, disease control, environmental health, 

oral health, laboratory services), a nurse, and administrative personnel. RHCs monitor and 

guide the activities of the Health Houses, provide outpatient care, and refer cases if needed to 

the District Hospitals. There are about 2,000 functioning RHCs in the country and each one 

covers the health needs of about 9,000 inhabitants (12). 

As in many other parts of the world, the provision of health services to urban areas is 

more difficult and complex, when compared to rural areas (10). This can be due to different and 

competing private health providers in the cities and an underdeveloped system for regulating 

private providers, an unfair distribution of services in the cities, especially in the larger ones, 

and difficulties in providing services in suburban areas (13).  

The official equivalent of Health Houses in the cities are the Health Posts. All the 

health services offered by Health Houses in villages are provided by Health Posts in urban 

areas. At the next level, Urban Health Centres (Markaz e Behdaasht e Shahri) (UHC) cover 

one or more Health Posts, depending on population density. A UHC performs the same type of 

functions as the RHCs for a population of 5,000 to 15,000 people in urban areas. The main 

difference between UHCs and RHCs lies in the fact that patients may directly attend the former 

without needing a referral from a Health Post. In addition, Health Posts/UHCs are responsible 

for training Women Health Volunteers (WHV), each covering 50 neighbourhood families. 

WHVs are responsible for health education, health data collection, encouraging families to use 

health services, contributing to research activities, and conducting social and development 

activities. They also have certain mental health responsibilities that will be discussed later. A 

study in 2004 showed that 1,000 Health Posts, 3,000 UHCs and 100,000 WHVs deliver primary 

healthcare services to urban inhabitants in Iran (12). Figure 1 shows the administrative structure 

of the public health network in Iran. 

In addition to reorganising the health system, Iran has progressively increased 

investment in health since 1995 (Table 2). However, in spite of the increased government 

spending on health, out of pocket expenditure still remains as high as 55% (14), which is far 

short of the country’s goal for 2008 of 30%. The financial organisation and amount of money 

spent on primary health services in Iran is another challenge for the health system. The official 

report shows that, between 1971 and 2001, expenditure on primary healthcare services as a 
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percentage of total public health expenditure was estimated to be between 25% and 30% and to 

be between 8% and 12% as a percentage of national health expenditure, which is low by both 

European Union (EU) and Organisation for Economic Co-operation and Development 

standards (15). 

 

Table 2. Investment in health in Iran 1995- 2006 

 1995 2000 2006 % Change 
Gross national income per capita 
(PPP international $) 
 

5,550 6,820 9,800 + 77 

Per-capita total expenditure on health 
(PPP international $) 
 

231 346 731 + 216 

Total expenditure on health as % of GDP 
(gross domestic production) 
 

4.7 5.9 7.8 + 66 

Per-capita government expenditure on health 
(PPP international $) 
 

115 135 406 + 235 

General government expenditure on health as 
% of total expenditure on health 
 

49.9 37.0 55.6 + 11 

General government expenditure on health as 
% of total government expenditure 
 

9.3 9.6 9.2 - 1 

Source (9) 

 

In general, the nationwide health network initiative has enhanced the coverage and 

quality of healthcare services around the country. Over the last 30 years, the country has 

achieved remarkable progress in the health sector (10). However, the health system in Iran, as 

in other middle income countries, is faced with numerous challenges, such as the increase in 

urbanisation, the significant growth of the youth population and, to some extent, of the elderly 

population, changes in lifestyle, and additionally the shift of disease burden from 

communicable to non-communicable diseases. The other major issue that the Iran health system 

confronts relates to the shortage of personnel. As reported by the WHO in 2012, in Iran there 

were 10.4 physicians, 32.5 nurses and midwives, three dentists, and two pharmacists per 10,000 

population, which was lower than about half of the other countries in the region (16). Besides 

the shortage of personnel, the unfair distribution of healthcare personnel is another important 
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issue. The specialist professionals tend to concentrate in urban rather than rural areas, and in 

larger cities (14).  

 

Figure 1. Administrative structure of primary health care network in Iran 

Chancellor of University of
Medical Sciences and Health Services

Directorate of District
Health Network

District
Hospital SPBTC District Health

center

Urban
Health
Center

HP HP HP

Rural Health Center

HH HHHHHH HH

WHV

BTC:  Behvarz Training Center

HP: Health Post

HH: Health Houses

SP: Specialized Polyclinic

WHV: Woman Health Volunteers

 

Source: (17) 

 

2.3 The mental health care system in Iran 

Modern mental healthcare in Iran started in the 1940s, after the establishment of 

medical schools in the country, with psychiatry emerging from them as a branch of modern 

medicine. New university hospitals were formed and then the development of psychiatry 

departments and hospitals, and residency training in psychiatry was established in the 1960s, 

improving the quality of care offered to psychiatric patients, at least in the larger cities (18). 

During the 1970s, efforts were directed towards achieving a comprehensive mental healthcare 

system by the integration of disabled rehabilitation and community mental healthcare. The 

Ministry of Health and Welfare initiated a series of epidemiological research projects, built a 
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number of new psychiatric hospitals and centres in different regions of the country, and started 

training programmes in psychiatry and psychiatric nursing.   

The integration of mental health into the existing public healthcare network was 

initiated in 1986 (Figure 2). A national mental health committee advises the government on 

mental health policies and programmes (19). This integrated mental healthcare system is widely 

considered as an appropriate model of mental healthcare in low and middle income countries 

(20) (21). In October 1986, the National Programme of Mental Health (NPMH) was drafted and 

adopted by the government (22). To implement the programme, clear tasks were defined for 

health workers at each level. At the level of the Health House (or the Health Post in the cities), 

the multipurpose community health worker (Behvarz in the villages and WHV in the cities) was 

given the following tasks: 

• Recognising mental and psychological symptoms and complaints as health problems. 

• Early and active detection of four common conditions, including minor mental illness, 

major mental illness, mental retardation, and epilepsy. 

• Referring mentally ill patients to the general practitioner and receiving back referrals 

for follow-up. 

• Having familiarity with psychiatric treatments (i.e., medications and their major side 

effects) for the purpose of follow up. 

• Having sufficient understanding of stress-related conditions and simple stress 

reduction methods.  

• Having some knowledge of the effects of psychological factors on physical illnesses 

and vice versa, particularly in vulnerable groups, such as adolescents, children, 

pregnant women and the elderly. 

At the level of the health centre, the general practitioner is in charge of the following: 

• Receiving referrals from the Health Houses and/or Health Posts. 

• Having sufficient familiarity with major psychiatric disorders and their treatment, with 

particular emphasis on common psychiatric disorders.  

• Initiating medical and supportive treatment for psychosis, epilepsy, depression and 

severe anxiety states, with required knowledge of drugs and their effects and side 

effects. 

• Referring those cases that need specialist intervention to psychiatric clinics and 

hospitals. 
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• Supervising the functions of family health and disease control technicians. 

The disease control technician of the health centre is in charge of:Supervising the health 

workers (Behvarz) in finding and referring cases.  

• Assisting the general practitioner regarding referrals and back referrals and collating 

the statistics. 

The duties assigned to the family health technician are:Supervising the health workers in  

establishing supportive relation with the families and the community. 

• Training the Behvarz in the areas of school-related mental health, the problems of 

mothers and children, and simple preventive measures. 

• Mental health education for the community and family, along with the Behvarz.The 

psychiatrist or specially trained general practitioner who is connected to the District 

Health Centre supervises the function of the rural and urban health centres.  

• Higher level supervision is provided through the universities of medical sciences at 

the provincial level and through the general directorate for disease control at the 

national level. 

From 1988 to 1990, successful pilot studies were implemented in two cities in the 

country, showing a significant increase in the knowledge of the health workers and improved 

skills in mental disorder screening, compared to the control area (23).  Following the success of 

these projects, health policymakers decided to extend the model of integrated primary care for 

mental health throughout the country. This required the nationwide training of general 

practitioners and health workers. Training was continuous and is still ongoing for new health 

workers and for those who need retraining and skills upgrades. Several factors, such as the 

creation of a mental health unit within the MoHME, the declaration of mental health as the 

ninth component of primary healthcare, the creation of a national mental health advisory 

committee, the preparation of education manuals for all levels of health delivery, improved 

awareness of other health staff, and improved public awareness about mental health, all seem to 

have contributed to the implementation being scaled up (24). 
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Figure 2. Organizational chart for implementation of the Iranian National Mental Health 

Program 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: (10) 

 

In 1995, a programme evaluation report showed that, throughout the country, about 

60% of Health Houses and 53% of RHCs and 25% of urban or mixed health centres were active 

in this area (25). Although integration in urban areas lags behind, it is expected that, by using 

approaches such as the utilisation of mental health volunteers, and innovative programmes such 

as the inclusion of a mental health element in Healthy City Project (HCP), this gap will 

decrease. The HCP strategy has launched by WHO and advocates intersectoral approach to 

health development as well as prioritizing mental health into urban development agenda(26).  
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2.4 The mental health situation in Iran 

In Iran, neuropsychiatric disorders constitute the highest disease burden after injuries 

from external causes, and contribute to 16.04% of the total disease burden (27). To our 

knowledge, two large national household surveys have been carried out on the prevalence of 

psychiatric disorders in Iran. The first one, conducted in 1999 with 35,014 individuals aged 15 

and over using the General Health Questionnaire (GHQ-28), showed that the point prevalence 

for psychiatric disorders was 21.5%  (28). Two years later, a second survey was carried out 

with 25,180 individuals aged 18 and over, using the Schedule for Affective Disorders and 

Schizophrenia (SADS) scale, and reported a lifetime prevalence for psychiatric disorders of 

10.8%  (29). Both national surveys showed a lack of data about service utilisation. In addition, 

the study on the burden of diseases and injury in Iran reported a large information gap between 

various psychiatric disorders in terms of prevalence, course, severity, and treatment utilisation 

(27). In order to uncover the findings of psychiatric disorder prevalence studies, a systematic 

review of the studies of ‘any psychiatric disorder’ by the end of 2006 was carried out. The 

review showed that the prevalence of mental disorders in different study groups varied in the 

range of 1.9% to 58.8%, and the median point prevalence was 18.6% in studies using diagnostic 

interviews, and 28.7% in studies using screening instruments. Pooled estimates obtained 

through meta-analysis for screening and diagnostic studies were 29.1% and 21.9%, respectively  

(30).   

Taking into account the significant burden of mental disorders, the amount of money 

spent on mental health services is not sufficient. Overall, 3% of healthcare expenditure by the 

government’s health department is directed towards mental health (25). Therapeutic 

interventions are usually biological and about 53% of the population has free access to essential 

psychotropic medicines, and do not have to pay for medication out of their own pocket  (25). 

The lack of comprehensive mental health legislation is evident. Existing laws cover some areas, 

such as guardianship issues for people with mental disorders but, despite the ratification of 

some progressive laws in 1997 that provided legislative support for employment, there are still 

many areas unaddressed, for example, compulsory hospitalisation  (31). This remains true for 

the training and monitoring of human rights protection in mental health services. 
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3  Study justification 

The Iranian experience of mental health reform and the integration of mental 

healthcare into the primary healthcare system has been extraordinary. The extent of coverage, 

particularly in rural areas, has been improving and health personnel have become capable of 

providing basic mental healthcare (18). In addition, numerous efforts have been made to 

increase knowledge about mental health and improve the public attitude towards mental health 

(10). Since the NPMH was implemented, routine monitoring of mental health activities has 

been carried out. It happens through regular report-taking, statistical analysis and periodic visits 

to the field by responsible professionals (31).  

The last revision of the programme occurred in 2004 and the national assessment of 

the mental healthcare system happened two years later (31). The assessment showed that, 

despite numerous strengths, there are some serious weaknesses that should be considered. 

These include: (1) the lack of practical mechanisms to protect the human rights of patients, (2) 

the lack of adequate attention to the high number of patients suffering from long-term illness, 

and (3) problems of service use in urban areas, especially in poor regions, despite the efforts to 

promote equity of access and the utilisation of mental health services (31).     

 Mental healthcare has a great impact on service users. It can influence their sense of 

dignity and autonomy and stimulate negative feelings, such as anxiety and shame (4). Mental 

health service users are vulnerable to misbehavior and abuse when interacting with care 

systems. This is partly because of the nature of mental illness that impairs rational thinking, 

insight, and judgment, and the characteristics of some treatments, such as coercive treatment 

and drug side effects, as well as the stigma attached to mental health. We believe that, to protect 

mental health service user rights and to improve access to acceptable services, it is important to 

study what happens during people’s interactions with the system.  

As defined by the WHO, aspects related to the way individuals are treated and the 

environment in which they are treated creates the concept of responsiveness (32). A responsive 

health system, therefore, is characterised by multiple domains. As a parameter for the quality of 

healthcare, responsiveness can indeed provide a refined picture of inpatient and outpatient 

performance in mental healthcare. Efforts to develop and implement a standardised tool to 

assess mental health responsiveness would allow comparisons between different service 

settings and mental healthcare delivery systems, and bring together the perspectives and 
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expertise of many stakeholders, including providers, administrators, researchers, and service 

users. 

The concept of responsiveness has been previously applied in only one study from a 

high income country to evaluate healthcare sub-systems, such as mental healthcare (4, 5). Since 

it had not been previously applied to the mental healthcare system in Iran, there was a need to 

investigate its applicability and to develop a valid instrument for evaluating the responsiveness 

dimension of the mental healthcare system’s performance. 
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4 Objectives 

 Main objective 

To assess the responsiveness of the mental healthcare system in Tehran, the capital of 

Iran, in accordance with the WHO responsiveness concept. 

 Specific objectives 

I. To assess if the WHO responsiveness concept reflected the non-medical expectations 

of mental healthcare users/providers in Tehran; 

II. To develop an Iranian Mental Health Responsiveness Scale (IMHRS); 

III. To assess the responsiveness of mental healthcare in Tehran, using the newly created 

IMHRS; 

IV. To explore which domains of responsiveness are given greater importance by the 

mental healthcare service users. 

 

 Research questions 

 How do key informants (patients, mental health providers) involved with mental 

healthcare services expect to be treated by those services?  

 What non-medical qualities concerning the interaction with mental healthcare services 

are valued as particularly relevant by key informants involved with mental healthcare?  

 Does the WHO responsiveness concept, with its eight domains, appropriately reflect 

the non-medical expectations of Iranian mental healthcare users?  

 How is the mental healthcare system responsiveness assessed by Iranian patients?  

 What are the perceptions of mental healthcare system responsiveness amongst 

different socio-demographic groups, in particular, vulnerable groups?  

 Which responsiveness domains are most important to people? Are these ones 

associated with good or poor performance?  

 How is the importance of the responsiveness domains ranked by different socio-

demographic groups? 
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5 Methodology 

5.1 Conceptual framework 

As early as 1966, Donabedian stated that ‘. . . the effectiveness of care in achieving 

and producing health and satisfaction, as defined for its individual members by a particular 

society or sub-culture, is the ultimate indicator of the quality of care’ (33). About a decade later, 

Locker and Dunt suggested that, particularly in long-term care ‘. . . quality of care can become 

synonymous with quality of life and satisfaction with care is an important component of life 

satisfaction’ (34). Health service user satisfaction thus seems to be particularly important and 

appropriate as a health system outcome and quality measure. In addition to patient satisfaction, 

however, the need to capture the actual patient experience of the health services has also been 

recognised. This was mainly because of serious concerns about the concept of satisfaction. 

Satisfaction is a subjective concept that covers both medical and non-medical aspects of care 

and does not only depend on the non-medical aspects of the health system (35). It is highly 

dependent on individual expectations, perceived need and the personal or social experience of 

care (36). In addition, satisfaction focuses on the individual interaction in specific healthcare 

settings and it is not useful in evaluating the whole system (35).   

For mostly these reasons, the WHO intended to capture people’s actual experiences 

with a health system and moved from relying on patient satisfaction surveys to developing 

means of allowing service users to report on responsiveness. As previously mentioned, 

responsiveness has been defined as aspects related to the way individuals are treated and the 

environment in which they are treated (37). To be able to measure and compare these aspects, 

an extensive literature review of research from the disciplines of sociology, anthropology, 

health economics, health services and management, ethics, human rights, and patient rights was 

undertaken. The aim of the review was to answer the question of what, apart from improving 

health, was considered to be important by people during their interactions with health systems 

(38). In addition to the literature review, the WHO carried out an extensive consultative process 

from 1999 to 2002 (39). From this process, a common set of eight domains that most 

comprehensively captured the responsiveness concept was identified.  

As proposed by Murray and Frenk (2000), responsiveness has two major components 

(40). The first one, ‘respect for persons’, captures aspects of the interaction of individuals with 

the health system. Respect for persons has three dimensions: respect for dignity, respect for 
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individual autonomy, and respect for confidentiality. The second component, ‘client 

orientation’, includes several dimensions of consumer satisfaction that are not a function of 

health improvement. Client orientation has four aspects: prompt attention to health needs; basic 

amenities; access to social support networks for individuals receiving care, and choice of 

institution and individual providing care (40). Table 3 presents the domains of responsiveness 

and their definition by the WHO (37). These domains are applicable to all types of healthcare 

(41).   

Due to the specific vulnerability of mental health patients because of the chronic 

nature of mental illness and also the characteristics of some of the treatments, responsiveness 

becomes even more relevant in this field (4). Having good responsiveness is important for 

mental healthcare systems. Responsiveness is expected to impact positively on mental health 

service outcomes, since it will lower the relapse rate and enhance patient cooperation and 

compliance (42).  

5.2 General research design 

This research is a health system research, based on qualitative and quantitative 

methods. An overview of the work carried out for this project is presented in Table 4. In 

accordance with the module of the WHO for health system responsiveness and by utilising the 

method used for the responsiveness survey, responsiveness for mental healthcare was assessed 

with a valid questionnaire. 

The first specific objective of the study was addressed with a qualitative method. To 

obtain a rich picture and provide a different perspective, we also compared service users’ 

expectations with service providers’ views during this step. Fieldwork was carried out from 

June to August 2010. Content analysis was chosen to gain deep insight into whether the WHO 

responsiveness concept reflected the non-medical expectations of mental healthcare among 

users and providers in Tehran. The study process was supported by a local advisory committee 

with representatives from the social determinants of the health research centre, as well as the 

faculty of psychiatry, mental health, social welfare management, and nursing. 
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Table 3. Definition of responsiveness domains by WHO 

Domain Definition 

Dignity 
being shown respect 

having physical examinations conducted in privacy 

Autonomy 
being involved in deciding on your care or treatment if you want to 

having providers ask your permission before starting treatment or tests 

Confidentiality 
having conversations with healthcare providers where other people cannot overhear 

having your medical history kept confidential 

Clear communication 

having healthcare providers listen to you carefully 

having healthcare providers explain things so you can understand 

giving patients and family time to ask healthcare providers questions 

Prompt attention 
getting care as soon as wanted 

having short waiting times for tests 

 

Choice of healthcare provider 

being able to see a healthcare provider you are happy with 

being able to choose the institution to provide your health care 

Quality of basic amenities 
having enough space, seating and fresh air in the waiting room or wards, 

having a clean facility 

Access to social support 
networks 

being able to have family and friends bring personally preferred foods, and other things to the hospital during 
the  hospital stay 

being able to observe social and religious practices during hospital stay 

access to newspapers and TV 

interacting with family and friends during hospital stay 

Source: [36] 

The advisory committee reviewed and gave input into the study protocol before it was 

submitted to the University of Social Welfare and Rehabilitation Sciences research deputy for 

approval.  

Qualitative results were used to shape the quantitative phase by developing an 

instrument to assess the mental healthcare system responsiveness in Tehran (Figure 3)   (43). 

Our approach displays an assessment of the appropriateness of the WHO responsiveness 

questionnaire (instrument fidelity). Instrument fidelity is identified as one of four rationales for 

conducting an exploratory sequential research design (44). The results of the first study showed 

that the concept of responsiveness developed by the WHO was applicable to Iranian mental 

health services. However, service users also had additional expectations. In accordance with the 

WHO health system responsiveness questionnaire and the findings of the first study, a Farsi 
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version of the MHSRQ was tailored to suit the mental healthcare system in Iran. During the 

second sub-study, a cross-sectional survey was carried out from January to April 2013 in nine 

public mental health clinics in Tehran to investigate the validity and reliability of the 

questionnaire. 

Figure 3.The exploratory sequential research process 

 

 

 

 

The third sub-study of this research was designed with the aim of assessing how the 

domains of responsiveness were performing in the mental healthcare system of Tehran. In 

addition, two interrelated objectives were explored: (1) are the perceptions of responsiveness 

different by socio-demographic characteristics, and (2) which responsiveness domains are most 

important to people? Are these ones with good or poor performance? Fieldwork took place 

from January to April 2013.  

Table 4. Overview of Studies 1 – 3 

 Study 1 Study 2 Study 3 

Design Qualitative study to explore  if the WHO 
responsiveness concept reflects the non-
medical expectations of mental healthcare 
users/providers in Teheran 

Quantitative study to evaluate the 
validity and reliability of a tailored 
Mental Health System Responsiveness 
Questionnaire  

Quantitative study to assess the 
responsiveness of for the  
outpatient mental health care by a 
standardised questionnaire 

Methods Focus group discussions Psychometric property study Cross- sectional survey 

Sample 53 male and female mental health service 
users,  21 mental health providers 

500 outpatient mental health service 
users 

500 outpatient mental health 
service users 

Analysis Content analysis Item-missing rate analysis Internal 
consistency analysis, Confirmatory 
factor analysis 

Multivariable logistic regression  

 

Articles 

Testing the WHO responsiveness concept in 
the Iranian mental healthcare system: a 
qualitative study of service users (article 1)  

Service users and providers expectations of 
mental health care in Iran: a qualitative study 
(article 2) 

 

Reliability and validity of a Mental 
Health System 

Responsiveness Questionnaire in Iran 
(article 3) 

Measuring the mental health care 
system responsiveness: results of 
an outpatient survey in Tehran 
(article 4) 

 

 

Qualitative Data 
Collection and Analysis 

Follow up 
with 

Quantitative Data 
Collection and Analysis 

Interpretation 
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5.3 Research setting 

The research was carried out in Tehran. Of the approximate 47 million Iranians who 

live in urban areas, more than 12 million live in Tehran, making it a major urban centre. The 

results of a national survey in 2009 indicated that 34.2% of the city’s population in the age 

group 15 years and older suffer from at least one mental disorder (37.9% of women and 28.6% 

of men). This means that at least 2 million individuals at the age of 15 and over in Tehran 

require mental healthcare (45). Like all other megacities, the provision of healthcare in Tehran 

is complex. A combination of public, private and special services, such as military hospitals and 

clinics, are involved in healthcare provision. The majority of the populations, especially those 

from poor and crowded neighbourhoods, depend mainly on public health services because of 

the high costs of private healthcare.  

 

 Figure 4. Distribution of public mental health hospitals and wards in Tehran (arrows 

point to the location of the mental hospitals) 

 

 

 

 

 

 

The city has available the services of about 200 psychiatrists and 1,516 psychiatric 

beds, three public mental health hospitals and two psychiatric wards in public general hospitals, 

and three public mental health services for children (Figure 4). Mental health services for 

people with learning disabilities and for the elderly are provided by welfare organisations and 

the private sector. University mental health hospitals have the highest referral level and all their 

facilities are integrated with mental health outpatient facilities. People can choose freely where 

they want to be treated (46). For patients without insurance coverage (e.g., housewives, 
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unemployed and poor people), the fee for services in public services is lower than in the private 

sector. The users treated in outpatient facilities are primarily diagnosed with neurotic, stress-

related and somatoform disorders (34.2%), and mood/affective disorders (34.1%) (46).   

The largest and oldest public mental hospital in the country is located in the southern 

suburbs of Tehran in a working class neighbourhood, and is called the Razi Mental Health 

Centre. The hospital is related to the University of Social Welfare and Rehabilitation Sciences, 

which is under the supervision of MoHME. The hospital is a large institution, with 1,100 beds 

and a follow up outpatient clinic. So far, most efforts to break it into smaller units scattered 

across different parts of city have been unsuccessful.  

Other public mental hospitals are related to universities of medical sciences. Among 

them, Roozbeh Hospital is the oldest teaching mental hospital in Iran and is located in the 

centre of the city. This hospital runs a clinic for follow up treatment and provides services for 

outpatients. The other public mental hospital is located in the west of the city and runs a public 

mental health clinic as well. There are two other public mental care wards in the east and the 

west of the city and both of them run clinics with outpatient services. The army, navy, airforce, 

police and national bank also provide outpatient as well as inpatient mental health services for 

their employees (Figure 4).  

5.4 Sub-studies methods 

Study 1: Qualitative exploratory study 

Four mixed focus groups, comprising 53 male and female mental health service users, 

were formed as the primary means of data collection because of their appropriateness for 

exploring the applicability of responsiveness in the mental healthcare system (5).   

Study participants and sampling process 

Mental health service users were recruited from outpatient service facilities, affiliated 

to one of the public medical universities in Tehran, with the assistance of a mental health 

worker. Two groups came from an outpatient centre, one from a day care facility and one from 

a non-governmental mental health rehabilitation centre. These centres were chosen because of 

accessibility and a previous history of collaboration with the research team. The sample was 

representative of the different types of services. The inclusion criteria for participation were: (1) 

being an adult (between 18 and 65 years old); (2) having at least one year’s experience of using 
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mental healthcare services (outpatient as well as inpatient); (3) not being acutely ill, and (4) 

being cognitively capable of participating in a group discussion. The type of participants’ 

mental disorders was not treated as an inclusion criterion, since current diagnoses of patients do 

not have any relationship to experiences of mental health services (5) . Information about 

participant characteristics is shown in Table 5. The group discussions were carried out at one of 

the outpatient mental health facilities, located in the South Division of Tehran. 

 

Table 5. Characteristics of service users 

Variables Frequency % 
Sex                           
   Female                                            
   Male                                           

 
25 
28 

 
46.2 
53.7 

Education                                    
   Below diploma                                
   High school diploma                      
   Above high school diploma         

 
4 
36 
14 

 
7.4 
66.6 
25.9 

Employment status                    
   Unemployed                                  
   Housekeeper                                                             
   Student         
   Employed                                      
   Domestic employment            
   Missing                     

 
17 
13 
3 
15 
3 
3 

 
31.4 
24.0 
5.5 
27.7 
5.5 
5.5 

Insurance coverage               
    No                                    
    Yes 
    Missing        

 
5 
44 
5 

 
9.2 
81.4 
9.2 

Type of mental health care 
   Outpatient clinic                        
   Both outpatient and inpatient 
services 
   Missing 

 
29 
20 
5 

 
53.7 
37.0 
9.2 

Source: (47) 

 

At the same time, 21 mental health service providers with at least three years of 

working experience at different levels of the mental healthcare system were selected 

purposively from all five university mental health hospitals in the city. To maximise the 

diversity of views, service providers of different genders and professional backgrounds were 

recruited. The sampling was carried out with the help of local research assistants. Information 

about participant characteristics is shown in Table 6. After the selection, participants were sent 
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an invitation letter that was followed up with a telephone call. Two focus group discussions, 

consisting of 10 and 11 participants, were conducted at the University of Social Welfare and 

Rehabilitation Sciences. 

 

Table 6. Characteristics of service providers 

Variables Frequency % 
Sex                           
   Female                                            
   Male                                           

 
10 
11 

 
47.6 
52.4 

Education                                    
   Psychiatric 
   Psychologist 
   Psychiatric nurse/ Occupational  therapist 

 
4 
36 
14 

 
7.4 
66.6 
25.9 

Professional experience 
   Less than 10 years 
   More than 10 years 

 
7 
14 

 
33 
67 

Insurance coverage               
    No                                    
    Yes 
    Missing        

 
5 
44 
5 

 
9.2 
81.4 
9.2 

Affiliated to GO/NGO centers 
 Governmental center 
 Non Governmental center 

 
13 
8 

 
61 
39 

Source: (47) 

 

Data collection process 

There were two researchers conducting each group discussion. I moderated all the 

group discussions and a trained psychiatrist, who was familiar with the study objectives and 

questionnaires and had qualitative research skills, helped during all the discussions. The 

discussions started by presenting the aim of the study. At the beginning, participants were asked 

and encouraged to talk openly about what they expected from an ideal mental health centre. 

Then I gave the group some information about the responsiveness concept based on the WHO 

definition. After this, the model was discussed, domain by domain, and participants were asked 

to discuss the applicability of each domain regarding mental health services. Probes were used 

to confirm concepts mentioned and to explore new areas. The observer took field notes 

covering group interaction and non-verbal behaviour, and summarised the discussion. 

Following the discussion, a short questionnaire for assessing demographic data, as well as life-
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time contacts with mental healthcare services, was filled in by the participants. The discussions, 

in Farsi, were audio-taped and then transcribed. After each focus group discussion, there was a 

debriefing, in which I and an observer shared our experiences and validated what had come out 

at the interview. 

Data analysis 

Content analysis was performed for the data analysis (48). The transcribed interviews 

from the focus group discussions were analysed manually. Three researchers, the group 

discussion observer, a trained psychologist and myself, independently carried out the coding of 

the transcripts. The transcripts were read with the intention of deriving meaning units (covering 

words, phrases, and/or paragraphs). The phrases and codes were identified from transcripts, 

providing the basis for generating sub-categories. The coding scheme was derived theoretically, 

according to the concept of responsiveness and its domains. Citations were assigned 

deductively to eight categories, which represented the domains of the WHO’s responsiveness 

concept. The phrases and codes were identified from transcripts, providing the basis for 

generating new categories or sub-categories, as well as modifying the categories developed by 

induction. The inductive sub-categories were sorted into meaningful clusters within the 

theoretical categories (49). Citations were only coded once with the category best representing 

the focus of the statement. The coding was synchronised between the researchers through two 

discussion sessions, each taking four hours, to ensure the credibility of findings. The results 

were then discussed with two senior researchers to strengthen plausibility. 

Study 2: Validation study 

The Health System Responsiveness Questionnaire, which was developed and validated 

by the WHO, measures the responsiveness for general inpatient and outpatient care in eight 

domains (Table 3) (37). As a first step in this study, I translated the English version of Health 

System Responsiveness Questionnaire into Farsi, considering the findings of Study 1. As a 

result, the new domain of effective care was added, the domain of prompt attention was divided 

into two new domains (access to care and attention), the domains of choice of healthcare 

providers and autonomy were integrated together, and some new questions (Appendix 1) were 

added to the existing domains. Table 7 compares the domains covered in both the original and 

the adapted questionnaires. A bilingual expert back-translated the Farsi modified version to 

English. An expert panel, including a psychiatrist, a bilingual psychologist and a mental health 

professional modified the back-translated questionnaire. Finally, all members confirmed that it 
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was comparable to the original English version. The approved version was back-translated to 

Farsi and two bilingual experts independently confirmed the translation. Items regarding 

demographic information were also added to the final version of the questionnaire. The 

approved Farsi version of the MHSRQ was tested in a pilot study carried out in two outpatient 

centres with 20 participants. Based on these findings, the wording of several items was revised 

for clarification. The final questionnaire consisted of 40 questions representing eight domains 

(Appendix 1). The domain access to social support was excluded from the questionnaire 

because inpatient cases were not included in this study. 

The second step was a cross-sectional survey implemented in all nine outpatient public 

mental health clinics in Tehran, distributed across the different city regions (north, south, east, 

west, and central) between January and April 2013. Private psychiatric clinics were not 

included. A non-random sample was recruited of 500 clients diagnosed as mentally ill, based on 

a professional psychiatric evaluation, who were attending the selected clinics. The number of 

participants was calculated using the number of items entered into the factor analytic procedure. 

As a general rule, 10 subjects are necessary for each variable in factor analysis (50). The 

number of participants assigned to each clinic was proportional to the total volume of patients 

attending the clinics during the previous three months. The inclusion criteria for participating in 

the study were: (1) being an adult (between 18 and 65 years old), (2) having received outpatient 

care during the past 12 months, and (3) according to their clinical record, being in a remission 

phase of their disorder and mentally capable of following the interview. The type of 

participants’ mental disorder was not considered as inclusion criteria because healthcare 

experiences relate more to the health service functioning than to the patient’s current diagnosis 

(5) (51). Patients attending the public mental health clinics were recruited after being 

approached by interviewers and being asked for their consent to participate. 

I trained 10 interviewers, all of whom had a bachelor level degree in psychology, in a 

four hour training session. They were taught about the background and objectives of the study. 

In addition, the respondent selection procedures and interview process were explained to 

interviewers. Based on our experience from the pilot study, it was decided that the interviewers 

would read the questions to those participants with five years or less of formal education. All 

participants were interviewed in mental health clinics and each interview lasted approximately 

45 to 50 minutes. 
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Table 7. Domains covered in WHO and Farsi responsiveness questionnaire 

The domains covered in WHO responsiveness 
questionnaire  

The domains covered in Farsi responsiveness questionnaire  

Confidentiality (To handle patients’ 
information confidentially) 

Confidentiality (To handle patients’ information confidentially) 

Prompt attention 

 (convenient travel, short waiting times) 

Access to care (Acceptable care provided as soon as needed by 
patient) 

 

 

 

Attention (Close and affable dialogue between mental health 
workers and patients, to attend to with deep understanding to the 
patients, having enough time to ask questions, proactive and careful 
follow-up of the process of treatment, mental healthcare providers 
show they understand how patients feel about their problem) 

Dignity (respectful treatment, 
communication) 

Dignity (Showing respect when treating patients, non-stigmatizing 
treatment, taking patients problems and complaints seriously, 
maintaining individuality and to recognize patients’ individual 
needs and characteristics) 

Clear communication (Listening, enough time 
for questions, clear explanations) 

Clear communication (To provide patients with understandable 
information about their problem, to provide information about 
patient problems in a comprehensible manner) 

Autonomy (involvement in decisions) 

 

Autonomy (Services and providers can be chosen freely, to be able 
to participate in therapeutic decisions and processes, 
Patient/provider relationship at the same level) 

 

Choice of health care provider 

 

 

 

- 

Effective care (To provide practical and continuous care advice in 
congruence with patient norms and values, , to provide services 
commensurate with costs such as time and money by same familiar 
person) 

 

Quality of basic amenities (surroundings) 

 

Quality of basic amenities (To be treated in clean, informal and 
friendly places) 

 

Source: (52) 

 

We calculated the items dealing with distance or time duration based on the actual 

hours or days. Then we categorised items 6,100 and 6,104 into four responses: 1 (less than one 

day); 2 (one to seven days); 3 (eight to 30 days), and 4 (more than one month). Items 6,101, 

6,105 and 6,106 were calculated with the same principle and categorised as: 1 (less than 30 
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minutes); 2 (30 to 60 minutes); 3 (one to three hours), and 4 (more than three hours). The items 

related to quality of basic amenities (6,170, 6,171, 6,172) were ranged as follows: 1 (very 

good); 2 (good); 3 (moderate); 4 (bad), and 5 (very bad). The rest of the items in the 

questionnaire ranged as follows: 1 (always); 2 (often); 3 (sometimes), and 4 (never). For rating 

questions (overall) we used the response categories: 5 (very bad); 4 (bad); 3 (moderate); 2 

(good), and 1 (very good).  

To analyse the data, our first step was to investigate the missing data and assess 

whether respondents had substantial difficulties in answering the questions, since a failure to 

include all participant data in the analysis may have biased the results. This was done 

calculating the item missing rate, as the percentage of non-response to an item and the average 

across sections of the questionnaire. A missing rate of 5% or less was considered insignificant, 

whereas items with more than 20% missing were considered problematic (53). After that, we 

checked the reliability of the questionnaire by internal consistency assessment methods. We 

assessed the consistency of the questionnaire using the Cronbach’s alpha coefficient. For each 

domain, the alpha was calculated and we calculated the alpha that would obtain if we dropped 

the item one at a time. Other internal consistency assessment methods included the item test 

correlation (the correlation of the item score with the average of items within a domain) and the 

item rest correlation coefficients (the correlation of the item score with domain average that 

excludes the item from the equation). Studies suggest that the item test correlations should 

exceed 0.5 and the Cronbach’s alpha should be 0.7 to be accepted (54).   

To evaluate the construct validity, we focused on the internal structure of the 

questionnaire, particularly on the dimensionality and homogeneity of items (questions) 

hypothesised to represent one domain. As the WHO (37) had already established, the factor 

structure of the instrument CFA was used to assess the construct validity of the new instrument. 

When carrying out the CFA, we followed Jöreskog’s guidelines for the analysis of ordinal data 

(55). To check the uni-dimensionality of the construct, we applied diagonal weighted least-

squares estimation to polychoric correlations that were based on the asymptotic covariance 

matrix. Although, according to the WHO, there is no strict cut-off to describe the power of the 

association of the variance, the closer to -1 or +1, the stronger the uni-dimensionality of the 

construct (37). However, Hair et al. revealed that, for practical significance, loading factors of ± 

0.3 are of minimal significance, loading factors of ± 0.4 are considered important, and ± 0.5 

indicate significant loading (56). We evaluated the models by means of the Bentler-Satorra chi-

square score, root mean square error of approximation (RMSEA) (57), goodness-of-fit index 
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(GFI), and adjusted goodness-of-fit index (AGFI), where the values of RMSEA less than 0.05 

indicate a close fit, values in the range of 0.05 to 0.08 indicate fair fit, and values above 0.1 

indicate poor fit. For GFI, AGFI, and comparative fit index (CFI), values exceeding 0.90 

indicated a good fit of the model to the data. CFI and incremental fit index were also reported 

(58) (59), where values equal to, or greater than, 0.90 denote an acceptable fit to the model (60) 

(58). To perform the CFA, we used LISREL 8.8. 

Study 3: Evaluation of responsiveness for outpatient mental healthcare 

To assess how the domains of responsiveness are performing in the mental healthcare 

system of Tehran, the data collected during the second phase of the study were used.  

In accordance with the WHO’s approach in the Multi-Country Survey Study on Health 

and Responsiveness, we scored responsiveness in each domain based on the ‘rating’ question, 

which was asked of participants only after they had answered a series of detailed ‘report’ 

questions related to the relevant domain. For the rating questions, the response categories were; 

5 (very bad), 4 (bad), 3 (moderate), 2 (good), and 1 (very good). The responsiveness outcomes 

were then dichotomised into good responsiveness (combining responses very good and good) 

and poor responsiveness (combining responses moderate, poor and very poor) (61). A further 

summary score for ‘overall responsiveness’ was composed by calculating the average scores 

across all the eight domains. Multivariable logistic regression was used to assess the odds ratios 

of poor performance of overall responsiveness and its related domains in relation to the socio-

demographic characteristics of the participants. These characteristics included age, sex, 

education level (primary or less than five years of education, intermediate level was five to 12 

years education, and higher level was more than 12 years education), employment, and 

subjective social status. The subjective social status of the participants was recorded based on 

how people perceived their relative position in the social hierarchy (low, middle, high). The 

importance of the responsiveness domains was assessed by asking respondents to mention ‘the 

most’ and ‘the least’ important among the eight domains. All analyses were performed using 

STATA version 12.0 (62) and p-values <0.05 were considered significant. 

5.5 Ethical considerations 

This research was approved by the University of Social Welfare and Rehabilitation 

Sciences Research and Ethical Council. In addition, administrative permission was obtained 

from the Medical Universities in the study area.  
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The nature and purpose of the study was explained to each participant prior to seeking 

consent. Individual informed consent was gained from participants and was confirmed by a 

signature or a left thumb-print. Before the interview, each participant was informed about the 

objectives of the study, and it was explained that the completion of the questionnaire was 

voluntary and that their identity would be protected, as the data files were anonymous. 

Participants were informed of their right to withdraw from the study at any time during the 

interview and were free to decide whether to participate in the research (autonomy). Permission 

to audio-tape the interview session was sought orally from the groups prior to the interviews.  
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6 Results 

This chapter presents the findings from the three studies. ‘Study 1: Expectations of 

service users and providers when interacting with the mental healthcare system’ draws on data 

collected through focus group discussions with the service users and providers. ‘Study 2: 

Development, reliability and validity of a Mental Health System Responsiveness Questionnaire 

in Iran’ is based on the analysis of a cross-sectional survey in outpatient public mental health 

clinics in Tehran. ‘Study 3: Responsiveness in outpatient mental healthcare in Tehran’ used the 

same sample of participants as in Study 2 to identify the levels of, and factors associated to, the 

different responsiveness domains. 

6.1 Study 1: Expectations of service users/ providers when interacting 

with the mental health care system 

The responses from the focus groups discussions were examined in relation to the 

domains of the WHO’s responsiveness model (Table 3). Sub-categories were generated 

deductively and the quotations that did not fit into any of the WHO domains were categorised 

inductively. There were similarities in the terms used for defining the concept of responsiveness 

among service users and providers with respect to the WHO model. Table 8 shows the newly 

formed and expanded categories and sub-categories related to each domain, as explained by the 

clients and providers. 

Effective care is a newly formed domain, not included in the WHO model. Practical 

health advice, continuous care and appropriate use of resources were sub-categories generated 

under this domain. Among these sub-categories, continuity of care was a common expectation 

of users and providers of the mental health services.  

The domain of prompt attention was included in attention and access to care on the 

basis of the declared expectation of the participants. Accessibility of care was a domain that 

both providers and users expected from an ideal mental health service and, about which, both 

groups had much to say. In addition, attention was the domain to which the majority of 

statements of service users were related. These statements covered different aspects of the 

quality of the interaction with the care providers, such as close relationship, insightful listening, 

enough time, thoughtful care and empathy.  
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The domain of dignity consisted of four sub-categories: respectful care, non-

stigmatising treatment, taking patients seriously, and maintaining individuality. All sub-

categories related to this domain were covered by providers as well as service users. The 

definition of this domain as expressed by study participants was broader than the WHO's 

description (Table 8).  

Statements related to the domain of clear communication were categorised as 

informative counselling and comprehensibility of information. To some extent, the sub-

categories related to this domain are also covered in the WHO model. However, the sub-

categories of the WHO's definition related to this domain (‘having healthcare providers listen to 

you carefully’ and ‘giving patients and family time to ask questions of healthcare providers’) 

were categorised under the domain of attention in our analysis. 

We unified the domains autonomy and choice of healthcare provider from the WHO 

model into autonomy because participants could not differentiate between them and believed 

that free choice was part of autonomy. The domain consisted of choice of care, participation in 

care process and feeling equal power. Both providers and service users had similar expectations 

related to this domain.  

Study participant expectations regarding the confidential handling of information were 

labelled as confidentiality. We did not find any sub-categories related to this domain. The 

expectations of participants related to this domain were very similar to the WHO model. It is 

important to explain that service users had very challenging discussions about this domain. 

Their main concern about this domain was related to the limitations of information secrecy and 

jurisdiction of care-givers regarding sharing the information. 

The quality of basic amenities domain was important for practically all participants. 

The expectation of study participants was very close to the WHO model. For service providers, 

the administrative infrastructure was a great concern. This included aspects such as the 

availability of testing facilities and novel medical treatments, as well as an efficient referral 

system, the availability of facilities for team-working, and access to up to date scientific 

literature. Meanwhile, service users emphasised more the environment aspect, considering the 

need for mental healthcare to be informal and friendly.  

Study participant expectations related to the need to have contact with family and 

friends, especially during hospitalisation, were quite similar to the WHO model and were 
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categorised as access to social support. Service users explained that access to peer support 

during the care process was also important for them.  

Table 8. Results of the categories and related subcategories found in the content analysis 

Main category Sub-category Meaning units 

 
 
 
 
 
Attention 

Close relationship ‘... because of the nature of our illness they should be kind and treat 
us with kindness; this is more than what we expect from other 
medical specialties...‘ 

Insightful listening 
 

‘You know, when he did not look at my eyes and checked the 
clock repeatedly during the interview, I realized that he did not 
care...’ 

Enough time  
 

‘... I am sure that if he spent more time on the consultation, I would 
have more important things to disclose’. 

Thoughtful care  
 

‘Owing to the drug side-effects I forget things; this includes the 
time of medical visits, so I expect that they will remind me...’ 

Empathy  ‘They don’t really understand us. I feel it from their non-verbal 
actions.’ 

 
 
 
Dignity 

Respectful care  
 

‘There should be mutual respect between us; I am an adult just like 
them even though I am mentally ill’. 

Non-stigmatizing treatment  
 

'I don’t like when they call me by the name of my illness. It feels I 
am crazy in a way.' 

Taking patients seriously  
 

‘When they visit us they just focus on our mental symptoms, they 
don’t understand that when we talk, we need to be taken seriously’. 

Maintaining individuality ‘They should classify us based on our strengths and weaknesses; 
they should recognize our needs one by one’. 

 
Clear communication 

Informative counseling 'I need to know exactly what is wrong with me; sometimes the 
professional words they use make me anxious and more confused’. 

Comprehensibility of information ‘... I still don’t even know the name of my illness ... ' 

 
 
Autonomy 

Choice of care  
 

‘There are some topics that I cannot discuss with a male therapist. I 
feel ashamed when I have to do this but usually there is no other 
choice.' 

Participation in care process  
 

‘Addicted patients are out of their minds. They’ll do anything to 
get drugs. Of course they cannot take part in their treatment before 
detoxification....’ 

Feeling equal power 
 

‘When they consider us as low class people they don’t even ask for 
our participation...’ 

 
 
Effective care 

Practicality  ‘His advice was no use to me. In fact, I paid for nothing.' 
Continuous care 
 

‘Each time I am referred to an outpatient clinic, I meet a new 
therapist. This makes it very difficult to develop trust’. 

Appropriate use of resources  
 

'It is not just money that you have to pay for; you spend your time 
too. That is why when I felt it was not worth it I decided to 
withdraw’. 

Access to care Convenient access to acceptable 
Care 

‘Each time I have to come here I feel stressed; that is, because of 
the long distance, I am afraid I won’t arrive on time...’ 

Confidentiality 
 

No subcategories found ‘The therapist is authorized to share our information. He is like our 
parent. He knows what is good for us and to whom he should talk 
about our illnesses.' 

Quality of basic 
Amenities 

No subcategories found ‘Using plants and photos to decorate the rooms makes us feel at 
home...' 

Access to social 
support 

No subcategories found ‘... we need to have free access to family and friends when we are 
admitted into the hospital: it is intolerable to be locked in wards’. 
 

 

  

31 
 



RESULTS 

6.2 Study 2: Development, reliability and validity of a Mental Health 

System Responsiveness Questionnaire in Iran 

The purpose of this section is to present the psychometric properties of the MHSRQ 

used in a cross-sectional survey study during January to April 2013. Data were provided by 500 

participants. 

The results of the descriptive statistics of the demographic characteristics of 

participants showed that 38% of study participants were female and 62% were male. The 

majority of participants were in the 25 to 35 year old age group (33.4%). About 24% had five 

years or less of formal education and 28.7% were unemployed. All participants revealed that 

they had more than one experience of using the services during the past six months, and 96% 

more than two experiences. The majority of participants (52.7%) revealed that they belonged to 

the middle social class and 92.8% of participants had access to medical insurance. 

Response rate and item missing 

The item missing rate is reported in Table 9. All items met the pre-established criteria 

for feasibility of less than 20% missing. The access domain and its related questions showed the 

highest average item missing rate (5.2%). 

Reliability 

The findings presented in Table 10 show the item test correlation, the item rest 

correlation, and the Cronbach’s alpha coefficient (consistency of the entire scales). Overall, the 

results of the item correlation test were in the acceptable range, with a Cronbach’s alpha 

coefficient >0.70 for six of the eight domains. Access to care (α = 0.56), and effective care (α = 

0.66) were the worst performing domains. 
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Table 9. Average item missing rates for mental health responsiveness questionnaire 

Domain Items Item 
missing 
rate (%) 

 
 
Attention 
 

 
how often did the mental health care professionals listen to what you said with full attention 
how often your statements were deeply understood by the mental health care professionals 
how often did the mental health care professionals show courtesy and affection towards you 
how often did the mental health professionals spend enough time in asking you questions  
how often the mental health professionals  were accurately and actively involved in following up your treatment 
process 
how often did you feel that the mental health professionals have understood you 
how often were you provided enough time by the mental health professionals 
overall score 

 
0.2 
0.2 
0.4 
0.2 
0.8 
 
0.2 
0.4 
0.6 
0.4 ⃰ 

 
Dignity 

 
how often did mental health professionals  treat you with respect 
how often did the office working in the mental care services treat you with respect 
how much attention did the mental health professionals  paid specifically into your needs and characteristics 
overall score 

 
0.2 
0.4 
0.4 
0.4 
0.4 ⃰ 

 
Clear 
communication 
 

 
how often did mental health professionals explain things in a way you could understand 
explain things and issues related to your mental health in detail for you 
overall score 

 
0.2 
0.4 
0.4 
0.3 ⃰ 

 
Autonomy 

 
how big a problem if any, was it to get an appointment with the mental health professional of your choice 
how big a problem, if any, was it to get to use other health services other than the one you usually went to 
how often did the mental health professionals made you actively involved the decision making process 
 how often did the mental health professionals ask your permission before the start of treatment process or 
laboratory tests 
how often did the health made you feel that you have the competence, capability and the power to participate in 
the decision making process 
overall score 

 
0.2 
0.4 
0.6 
0.8 
 
0.2 
 
0.6 
0.5 ⃰ 

 
Effective care 

 
how often were the instructions and treatment recommendations that you received   conforms to your norms and 
values 
how often did you constantly seek consultation on the same familiar mental health professional 
how often the center or mental health professionals were properly coordinated with each other 
how were the services you received worthy for the money and the time spent 
overall score 

 
1.2 
 
1.2 
4.0 
0.2 
0.6 
0.8 ⃰ 

 
Access to care 

 
how long did you have to wait mental health care services 
how long did you stay in the waiting room  
how often did you get care as soon as you wanted 
how much distance would you have to undertake in order to get mental health care 
overall score  
 

 
6.8 
6.4 
4.2 
9.3 
0.2 
5.2 ⃰ 

 
Confidentiality 
 

 
how often were the interviews remained confidential 
mental health professionals  keep your personal information confidential 
overall score 

 
1 
1.2 
1 
1 ⃰ 

 
Quality of basic 
amenities 
 

 
how would you assess the whole quality of the waiting room  
how would you assess the cleanliness of this place 
how would you assess its warmth and friendly environment 
overall score 

 
0.4 
0.4 
0.4 
0.4 
0.4 ⃰ 

Source: (52)                                                                                                                                                               * Average item 

missing rate 
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Table 10. Item correlation and alpha coefficients for domain questions on level of responsiveness 

Item Short item description item- test 
correlation 

item- rest 
correlation 

alpha 

Access 
s6100 
s6101 
s6102 
s6104 
s6105 
s6106 
s6107 
Test scale 

 
how long did you have to wait mental health care services 
how long did you stay in the waiting room  
how often did you get care as soon as you wanted 
how long does it take  to complete laboratory tests, x-ray examination and EEG 
how long did you have to wait  for laboratory tests, x-ray examination and EEG 
how much distance would you have to undertake in order to get mental health care 
rate access 
 

 
0.51 
0.58 
0.46 
0.55 
0.57 
0.50 
0.50         

 
0.24 
0.34 
0.26 
0.28 
0.40 
0.21 
0.29 

 
0.53 
0.50 
0.52 
0.52 
0.48 
0.55 
0.51 
0.56 

Communication 
s6110 
s6111 
s6112 
Test scale 

 
how often did mental health professionals explain things in a way you could understand 
explain things and issues related to your mental health in detail for you 
rate communication 

 
0.94 
0.94 
0.90 

 
0.86 
0.86 
0.78 

 
0.86 
0.86 
0.92 
0.92 

Confidentiality 
s6120 
s6121 
s6122 
Test scale 

 
how often were the interviews remained confidential 
mental health professionals  keep your personal information confidential 
rate confidentiality 

 
0.90 
0.90 
0.85 

 
0.78 
0.79 
0.64 

 
0.75 
0.75 
0.89 
0.86 

Dignity 
s6130 
s6131 
s6132 
 
6133 
Test scale 

 
how often did mental health professionals  treat you with respect 
how often did the office working in the mental care services treat you with respect 
how much attention did the mental health professionals  paid specifically into your needs and 
characteristics 
rate dignity 

 
0.75 
0.72 
0.75 
 
0.77 

 
0.58 
0.50 
0.46 
 
0.56 

 
0.64 
0.67 
0.71 
 
0.64 
0.73 

Attention 
s6140 
s6141 
s6142 
s6143 
s6144 
 
s6145 
s6146 
s6147 
Test scale 

 
how often did the mental health care professionals listen to what you said with full attention 
how often your statements were deeply understood by the mental health care professionals 
how often did the mental health care professionals show courtesy and affection towards you 
how often did the mental health professionals spend enough time in asking you questions  
how often the mental health professionals  were accurately and actively involved in following up 
your treatment process 
how often did you feel that the mental health professionals have understood you 
how often were you provided enough time by the mental health professionals 
rate attention 

 
0.78 
0.81 
0.70 
0.79 
0.74 
 
0.85 
0.78 
0.77 
 

 
0.72 
0.75 
0.61 
0.71 
0.66 
 
0.80 
0.69 
0.69 

 
0.89 
0.89 
0.90 
0.89 
0.90 
 
0.89 
0.90 
0.90 
0.91 

Autonomy 
s6150 
 
s6151 
 
s6152 
 
s6153 
 
s6154 
 
s6155 
Test scale 

 
how big a problem if any, was it to get an appointment with the mental health professional of your 
choice 
how big a problem, if any, was it to get to use other health services other than the one you usually 
went to 
how often did the mental health professionals made you actively involved the decision making 
process 
 how often did the mental health professionals ask your permission before the start of treatment 
process or laboratory tests 
how often did the health made you feel that you have the competence, capability and the power to 
participate in the decision making process 
rate Autonomy  

 
0.40 
 
0.64 
 
0.79 
 
0.82 
 
0.79 
 
0.75 
 

 
0.22 
 
0.30 
 
0.68 
 
0.72 
 
0.68 
 
0.65 

 
0.77 
 
0.83 
 
0.66 
 
0.65 
 
0.67 
 
0.69 
0.75 

Effective care 
s6160 
 
s6161 
s6162 
s6163 
s6164 
Test scale 

 
how often were the instructions and treatment recommendations that you received   conforms to your 
norms and values 
how often did you constantly seek consultation on the same familiar mental health professional 
how often the center or mental health professionals were properly coordinated with each other 
how were the services you received worthy for the money and the time spent 
rate Effective care 

 
0.58 
 
0.69 
0.56 
0.67 
0.81 

 
0.27 
 
0.41 
0.33 
0.48 
0.67 

 
0.69 
 
0.61 
0.64 
0.58 
0.50 
0.66 

Quality of basic 
amenities 
s6170 
s6171 
s6172 
s6173 
Test scale 

 
 
how would you assess the whole quality of the waiting room  
how would you assess the cleanliness of this place 
how would you assess its warmth and friendly environment 
rate Quality of basic amenities 
 

 
 
0.89 
0.90 
0.82 
0.91 

 
 
0.80 
0.80 
0.68 
0.84 

 
 
0.86 
0.86 
0.91 
0.85 
0.90 

Source: (52) 
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Construct validity 

Figure 5 presents the results of the factor analysis based on the responses of the 

participants in the survey. The numbers indicate the factor loadings on the latent variable that 

represent the amount of variance that an item has in common with that latent variable. Three 

items related to the domain of access did not perform well: (1) the item on ‘the length of time 

from requesting care to receiving it’, (2) the item about ‘length of time staying in the waiting 

room before receiving the needed mental health service’, and (3) the item regarding the 

‘distance to reach the mental healthcare service’. Chi-square was calculated as 79.3 (df =566) 

which was not significant. Modification attempts were conducted in a step-wise procedure; at 

each step the items that had higher residuals than 0.8 (Theta-delta) were identified and the item 

with the highest residual was eliminated. Two items, namely 6,151 (residual = 0.894,) and 

6,162 (residual = 0.88) were removed based on this criteria. The correlations among eight 

factors are given in Table 11. Fit indices for this model were all indicative of an acceptable 

model (CFI = 0.99, GFI = 0.97, IFI = 0.99, AGFI = 0.97). 
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Figure 5. Factor model obtained for the questionnaire based on confirmatory factor 
analysis 

 

Source: (52)  

36 
 



RESULTS 

Table 11. Correlation among the eight domains of mental health system responsiveness 

questionnaire 

 

Domain 

 

Communication 

 

Access 

 

Confidentiality 

 

Dignity 

 

Attention 

 

Autonomy 

 

Effective 

care 

 

Quality of 

basic amenities 

 

Communication 

 

1 

       

 

Access 

 

0.34 

 

1 

      

 

Confidentiality 

 

0.35 

 

0.34 

 

1 

     

 

Dignity 

 

0.63 

 

0.42 

 

0.57 

 

1 

    

 

Attention 

 

0.73 

 

0.28 

 

0.41 

 

0.65 

 

1 

   

 

Autonomy 

 

0.43 

 

0.46 

 

0.32 

 

0.49 

 

0.50 

 

1 

  

 

effective care 

 

0.47 

 

0.52 

 

0.32 

 

0.51 

 

0.43 

 

0.42 

 

1 

 

 

quality of basic 

amenities 

 

0.31 

 

0.39 

 

0.14 

 

0.35 

 

0.36 

 

0.34 

 

0.41 

 

1 

Source: (52) 
 

6.3 Study 3: Mental healthcare system responsiveness in Tehran 

Details of the socio-demographic characteristics of the study participants are presented 

in Table 12.  
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Table 12. Socio-demographic characteristics of the study group and poor overall 

responsiveness rating 

 Participants (%) Poor overall responsiveness rating (%) 

Age group (years) 
 < 25 
 25–35 
 36–45 
 46–55 
 56 and over 

 
17.7 
33.4 
26.2 
14.2 
8.5 

 
53.7 
50.9 
44.7 
46.7 
31.7 

Gender 
 Female 
 Male 

 
38 
62 

 
43.5 
49 

Subjective Social Status 
 Low 
 Middle 
 High 

 
43.1 
52.7 
4.2 

 
55 

39.5 
47.6 

Education 
 Primary level 
 Intermediate level  
 Higher level 

 
24.1 
60.6 
15.3 

 
40.7 
50 

42.7 
Working status 
 Employed 

Unemployed 
Retired + Disabled 

 
55.7 
28.7 
15.6 

 
44.6 
52.2 
42.7 

 

 

Responsiveness in outpatient care 

Figure 6 shows the proportion of participants who reported responsiveness as very 

good, good, moderate, bad, or very bad and the average and rating of each domain. 

According to the participants, the mental healthcare system performed best (very good 

and good) with respect to confidentiality (92.4%) and dignity (81.8%). The worst performing 

(moderate, bad and very bad) domains were autonomy (42.7%), access to care (31.9%) and 

quality of basic amenities (31.3%). On average, 47% of participants reported negative 

experiences in the outpatient care. 
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Figure 6. Percentage of participants rating responsiveness domains 

 

 

Responsiveness in respect to vulnerable groups 

Table 12 presents the distribution of participants reporting poor responsiveness among 

the different socio-demographic groups. Responsiveness was rated poorer if people had 

reported low subjective social status. Approximately half of participants with intermediate 

education, or who were unemployed, considered the healthcare responsiveness as poor. Service 

users in the youngest age group (53.7%) reported the worst responsiveness, compared to those 

from the oldest age group (31.7%). 

Figure 7 shows the proportion of people who reported the responsiveness of inpatient 

services they received as poor in all domains and in different subjective social status groups. 

Overall, as well as per domain, subjective social status was the only socio-demographic 

characteristic that showed differences in rating responsiveness (Table 12). Respondents who 

reported themselves as belonging to a lower social status were more likely to experience poor 

responsiveness (OR = 2.2; 95% CI = 1.5–3.3). 
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Figure 7. Rating responsiveness domains in respect to subjective social status 

 

 

Regarding the different responsiveness domains, participants who reported themselves 

as belonging to a lower social status were about three times more likely to experience poor 

access to care (OR = 3.2; 95% CI = 2.1–4.9), poor effective care (OR = 2.9; 95% CI =1.8–4.8), 

and poor respect for dignity (OR = 2.8; 95% CI = 1.6–4.8). Lower social status was also 

statistically associated with experiences of poor communication (OR = 2.5; 95% CI = 1.6–3.9), 

poor levels of attention (OR = 2.2; 95% CI = 1.4–3.5) and poor autonomy (OR = 1.8; 95% CI = 

1.2–2.8). 

Importance of domains and performance 

Figure 8 shows the importance of the domains in relation to their performance. 

Attention, dignity, access and confidentiality were reported as the most important domains. 

However, the access and attention domains were amongst the lowest in terms of performance. 

Dignity and confidentiality domains scored highly both in importance and in performance. The 

domains that were reported to perform poorly but were considered as highly important were 

autonomy, quality of basic amenities and clear communication.  
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Figure 8. Responsiveness by domains in relation to their perceived importance 

 

 

Access 

Communication Confidentiality 

Dignity 

Attention 

Autonomy 

Effectiveness Amenities 

0 

5 

10 

15 

20 

25 

30 

0 5 10 15 20 25 30 35 40 45 

Im
po

rt
an

ce
 (p

er
ce

nt
ag

e 
re

po
rt

in
g 

do
m

ai
n 

as
 im

po
rt

an
t)

 

Performance (percentage rating responsiveness as poor) 

Y-Values 

41 
 



DISCUSSION 

7 Discussion 

A discussion of the main findings according to the applicability of the concept of 

responsiveness to mental health service users and providers, the reliability and validity of a 

mental health system responsiveness questionnaire, and the assessment of how the domains of 

responsiveness are performing in the mental health care system is presented below.  

7.1 The WHO responsiveness concept in the Iranian mental 

healthcare system 

Certain basic commonalities between the mental health service users' expectations and 

the WHO responsiveness concept were identified, although some variations were also found. 

This included the conceptualisation of a new domain and the expansion as well as integration of 

some existing domains in this study. It is important to consider that the spontaneous statements 

in all FGDs fit well with the eight responsiveness domains. This consistency with the WHO 

concept can confirm the relevance of the concept for mental health care in general. 

Effective care: the newly formed domain 

The domain of effective care included three subcategories: continuous care, practical 

advice and appropriate use of resources. This concept has been defined in other studies as part 

of the technical and performance quality of health care (4) (63) (64).    

The relevance of continuity of care, defined as coordination of follow-up with the 

patient’s care, is not mental health specific. A review of the literature regarding the effect of a 

continuous relationship with  personal health care providers has shown that this quality is also a 

priority in general practice (65) and an ongoing relationship between provider and patient 

improves patient and staff satisfaction (5) (66). The high rotation rate and rapid turnover of 

mental health staff that produces discontinuity of care and lack of coordination within mental 

health services, particularly in urban areas, might be the main reason behind the expectations of 

our participants in this regard  (67).  

The issue of expecting practical and culturally acceptable care was raised by the users 

in our study. Practicality and cultural appropriateness of advice have been identified as being 

important in other studies evaluating mental health service quality and utilisation  (68). 

Considering the fact that Iran has various ethnic inhabitants including 65% Persians, 18% 

Turks, 6% Lurs, 7% Kurds, 2% Balouches, and 2% Arabs, cultural competency is a core 
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requirement for mental health professionals working with these culturally diverse patient 

groups. In addition, greater understanding of the patients’ norms and values regarding mental 

health and its influence on people’s health behaviour is vital.  

Appropriate use of resources defined as cost effective services was an important 

expectation identified by few service users.  The important aspect of this issue is that finding 

the services costly but ineffective would lead to withdraw of treatment follow-up. As explained 

by Weissert, models based on home and community-based mental health services are cost 

effective (69). In Iran since 2004, supported by the Mental Health Office at the Ministry of 

Health, home care services have been developed in several centres across the country to deliver 

community-based service to the patients with severe mental illnesses (70).  A randomised trial 

conducted in Tehran found home care to be effective in reducing rehospitalisations and 

improved functioning of service users (71). Although several forms of community mental 

health services exist in Tehran, the challenge is that they do not work within an organised 

system of care (72). 

Attention and access to care: the newly labelled domains 

The domain of prompt attention was extended beyond the issue of waiting times and 

was thus renamed as two newly labelled domains: attention and access to care. Our study 

participants did not consider the services appropriate if other qualities of attention were not met. 

Understanding attention in a sense that goes beyond waiting times is similar to the approach of 

consumer assessment of behavioural health services by a research group at the University of 

Massachusetts in Boston. The instrument was designed to assess the quality of mental health 

and substance abuse services (64). 

The domain of attention was the main domain at the forefront in all groups. This might 

be interpreted as being a priority as shown in previous studies (64). The expectation for close 

relationships, insightful listening, thoughtful care, empathy and dedicated time were 

subcategories covered under this domain. The need for proper attention reflects the nature of 

mental health care of providing predominately long-term care. Despite the significance of this 

domain, challenges exist to address this issue due to the high workload of mental health 

providers and other organisational factors such as the shortage of psychiatric services in urban 

areas in Iran (73) (46) (74).  
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Access to care was the other newly labelled domain in our study. The fact that study 

participants had a lot to say about this domain may reflect that despite enormous efforts that 

have been made to integrate mental health into the PHC system in Iran, access to mental health 

services is still facing important challenges, especially in large cities. Professional mental care 

facilities are highly centralised while home care services as well as aftercare services, and 

community mental health centres are limited (72). In addition, although the majority of the 

population is covered by health insurance, some mental health services such as certain 

medications and non-medical therapies are not included and this might hinder the access of 

some low income service users. 

Dignity and clear communication: the domains with modified concepts 

 The domains of dignity and clear communication were highlighted as relevant to the 

concept of responsiveness, but the definitions of these domains were slightly different from the 

WHO description. Although the importance placed on these two domains was not specifically 

related to mental health, the need for modifying the definition of these domains might be related 

to the specific meaning that these two domains have in the mental health context  (75). 

Negative attitudes and stigma still attached to mental illness have the potential to generate 

disrespectful care and interrupt effective communication. In addition, quality referring to having 

enough time for communication in the WHO model was better categorised under the newly 

formed domain of attention. 

Autonomy and choice of health care: the integrated domains 

In this study, the domain of choice of healthcare provider was integrated into the 

autonomy domain because study participants agreed that only when they had enough power and 

information and the chance to participate in their treatment process were they able to make 

choices about their mental health care. The main concern about this domain, according to 

participants’ explanations, was about the limits of their autonomy and the practical guarantees 

of support for their autonomy. This finding was congruent with other studies related to mental 

health services (4). In Iran, concerns related to autonomy of mental health care users could be 

explained partly as a result of the lack of a mental health act guaranteeing the right to autonomy 

and freedom of choice. Although a professional team, including law experts, has prepared a 

first draft of a mental health act, the process of amending and presenting it to the Parliament 

requires greater effort (76).  
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The common domains 

In accordance with findings from previous studies, the statements and comments in all 

groups fit well with the basic amenities, access to social support and confidentiality domains 

(5). The only difference was regarding the quality of basic amenities, where participants in our 

study expected more than the physical characteristics of health centres, as defined in the WHO 

concept. Participants in all groups expected to be treated in a home-like environment. 

Considering the low quality in terms of infrastructure of mental care centres in Iran, this 

expectation is particularly relevant (72). Confidentiality was vividly discussed in all groups 

with the main concern being about the limit of secrecy. This issue has also been discussed in 

other studies where caregivers often need certain information to enable them to provide 

effective support (77). This concern is highly relevant to the Iranian mental health system since 

no clear guidelines exist in the country.  

7.2 Validity of a mental health system responsiveness questionnaire in 

Iran 

The results of this study showed satisfactory feasibility, reliability and validity of the 

IMHRS. One of the important aims during the development of the original version of the health 

system responsiveness questionnaire was the avoidance of methodological biases. Data 

previously obtained on the reliability and validity of the instrument used to assess 

responsiveness in 60 countries in the Multi Country Service Study (MCSS) have shown that the 

original version measures responsiveness in a valid and reliable way (78). This study 

demonstrated that the newly developed IMHRS has good psychometric properties. Fit indices 

of the overall model were good (GFI, AGFI, CFI> 0.9), although the domain of access did not 

perform well in the psychometric evaluation. 

With the exception of the access domain (5.2%), the missing rates were lower than 1% 

for all domains. However, even the missing rate for the access domain was lower than the pre-

established cut-off level of 20% (53). The worst performing items of the access domain were 

those concerning the time it takes to reach a mental care clinic. Problems with these items have 

also been noted in the short form of the MCSS questionnaire for general health patients (37). 

One reason that can explain the missing rate is that the mental health care users usually attend 

services several times during a year and they might have found it difficult to remember the 
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waiting time at the different visits. Technical modifications and wording revision of these items 

might be useful to overcome this problem. 

The scale has a good overall Cronbach’s alpha similar to the classic psychometric 

assessment of the original responsiveness instrument (37), which confirms its adequacy from 

the standpoint of internal consistency. The responsiveness domains with the highest Cronbach’s 

alpha were communication, attention, and quality of basic amenities. The latter showed a high 

alpha coefficient in the original version of the responsiveness instrument as well (37). The high 

Cronbach’s alpha indicates that the questions related to this domain were measuring the same 

aspects. The domain with the lowest internal consistency was access (α = 0.56) which was 

made up of items concerning waiting time and distance. These items were not expected to show 

high interrelatedness, because theoretically they were quite independent of each other (79). To 

improve the internal consistency of these items one suggestion would be to separate these 

questions and create new domains. The other domain showing low Cronbach’s alpha (0.66) was 

effective care. However, the alpha coefficient of this domain was not very far from the 

acceptable level (0.7). It should be considered that effective care is a newly formed domain and 

the wording of items related to this domain may not be clear enough for respondents. 

The validity of the questionnaire was tested by focusing on the dimensionality of the 

questions representing a domain. Although the results generally confirmed the structure of the 

responsiveness domains, three items related to the access domain showed loading factors less 

than the acceptable level of 0.3 (57). These items dealt again with time and distance in which 

numerical responses were more appropriate for reporting them. A reason that might explain the 

low correlation between these categorical responses and the actual continuous time/distance 

variables originally reported by respondents could be that because our analytical approach was 

suitable for analysing ordinal responses (55), we had to transform the original actual continuous 

time/distance variables into categorical variables.  

7.3 How the domains of responsiveness are performing in the mental 

health care system 

This is the first research from Iran assessing health subsystem responsiveness, while 

several studies on patient satisfaction and quality of care are available in the literature (80-82). 

In addition, using the original form of the WHO measure, three previous studies have nationally 
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assessed general health care responsiveness among specific groups of health service users in 

Iran (80, 83, 84).  

This study showed that among the eight domains of responsiveness, confidentiality 

was the best performing domain in outpatient mental health care. This finding was in line with 

the German study on mental health responsiveness as well as the studies from Tehran (80) (4). 

In addition, this finding indicates that the mental health system in Tehran has been able to build 

an atmosphere of trust for patients. On the other hand, rating confidentiality as the best 

performing domain may be due to the fact that it is sometimes difficult for patients to be aware 

of the extent to which their personal information is handled confidentially. This point was 

supported by my qualitative study on mental health responsiveness showing service users’ 

uncertainty about the limits of doctors’ secrecy (85).  

Dignity was the second best performing domain in my study. This finding has been 

also supported in previous responsiveness studies (4, 80) (37). In addition, the findings of the 

qualitative study indicated that a significant number of participants had a positive experience of 

being treated respectfully and not being stigmatised when referring to mental health services 

(85). This finding indicates that service users are treated with respect regarding their dignity 

when interacting with the health system in Iran and in this case, there is no major difference 

between the general health care system and the specific mental health subsystem.  

Poor performing domains of responsiveness were autonomy, access to care, and 

quality of basic amenities. It is noteworthy that in this study autonomy combined the domains 

of choice and autonomy used in the WHO questionnaire. In this respect, these findings were 

very similar to the German study on mental health responsiveness (4). In mental health care, 

due to different reasons such as poor insight into illness, and also some degree of rational 

thinking impairments, there are indeed fewer opportunities for client free choice and autonomy. 

Therefore, for these patients, active participation in the process of decision-making is difficult 

and complex. On the other hand, there is a specific desire among mental health service users to 

participate in mental health care decisions and the more they recover the more they want to 

participate (86) (87). In addition, lack of sufficient health facilities as well as service providers’ 

unfamiliarity with methods to increase participation of mental health service users, including 

shared decision making and transparency of mental health reports, can lead to reporting 

autonomy as a poor performing domain.  
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Access to care was the second worst performing domain. The definition of this domain 

in this study was very similar to the domain of prompt attention used in the WHO 

questionnaire. In this regard, these findings were different from the German study (4) but very 

similar to the ones from Tehran (80). The very centralised organisation of mental health 

facilities, as well as a lack of sufficient mental health funding and staff, might negatively 

influence access to care (72) (67). Improvement of access to mental health care appears to be 

resource-dependent, however a reorganisation of the patient referral process especially in big 

cities such as Tehran, could undoubtedly be effective in improving access to services. 

Regarding perceptions of responsiveness among different socio-demographic groups, 

in this study, the only socioeconomic variable associated with poor responsiveness was lower 

subjective social status. The German study of mental health system responsiveness reported that 

outpatient care was perceived differently depending on respondents’ income (4). This could be 

due to the fact that subjective social status represents a combination of various markers of 

socioeconomic status, and thus might reflect an individual’s social position more accurately 

(88).   

In terms of the importance of the responsiveness domains, attention, dignity, and 

access to care received higher scores. This finding was also similar to a study among mentally 

handicapped children in Tehran (83) and a study of patient expectations in Iran that showed 

how the quality of interpersonal relationships is an important aspect of health service users’ 

expectations (89).   

Performance of responsiveness domains in relation to the importance given to them 

showed that attention and access to care are the two domains that did not perform well despite 

their importance for service users. Access to care seems to be a core expectation in general 

health care as well as mental health care (4, 80). The qualitative results of this study also 

indicated that the majority of participants’ statements were related to the attention domain and 

almost all of them expected a warm and sincere approach from service providers. The 

complaints about poor performance of these domains may be related to a shortage of human 

resources and facilities as well as an unbalanced distribution of services in Tehran (90). 
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8 Conclusions  

Responsiveness is a valuable goal for all programmes that aim to improve the quality 

of health care services. Accordingly, studies that assess the performance of the health system in 

terms of responsiveness and the effects of interventions will be of importance. Overall, the 

findings of this study have shown that:  

• The concept of responsiveness developed by the WHO is applicable to mental health 

service users’ as well as providers’ expectations in Tehran. However, they cited 

additional expectations.  

• A new domain, effective care, needs to be added to the WHO’s concept; the domain 

of choice should be integrated into the domain of autonomy, and the domain of 

prompt attention needs to be changed to a new domain called access to care. 

• Expectations regarding the quality of interaction, which was the major theme of all 

discussions, needs to be categorised as ‘attention’ and the domains of dignity and 

clear communication require expansion compared with the WHO definition.  

The findings also suggest that: 

• The Farsi version of the MHSRQ is a feasible, reliable, and valid measure of the 

mental health system responsiveness in Iran.  

• The reliability and internal consistency of the questionnaire was acceptable although 

access domain items showed lower item correlations than others.  

• The validity investigation also showed good results for all domains of the 

questionnaire and consistent responses in general with the exception of access 

domain.  

Regarding actual experiences of the service users when they come in contact with 

the mental health system, this study showed that: 

• Dignity and confidentiality were well performing domains while autonomy, quality 

of basic amenities and access were poor performing.  

• Attention and access to care were the two domains rated high in importance but poor 

in performance. 
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8.1  Implications for mental health care system strengthening 

Using international experiences and local viewpoints should be integrated to design 

frameworks to coordinate policies and procedures that make the mental health system more 

responsive. More importantly the need for continuous responsiveness assessment in the 

delivery of mental health services is not only necessary for good health practice but also for 

the provision of health and health care rights.  

Mental health care reforms of the last decades in Iran have successfully focused on 

structural development and integration, thereby relying on mental health expert advice. 

Orienting future reforms towards the systematically assessed expectations of service users 

would give new direction to the process, which – at least in Iran – has been attenuated 

during recent years. Paying more attention to service users’ expectations would send a clear 

message that better care is not just related to technical improvements, but also to human 

interaction issues. Such discussions could be operationalised through the concept of 

responsiveness, thereby creating a new aspect in the mental health care reform debate.  

More research should be conducted to explore how models of good responsiveness 

e.g., patient participation in the care process or changing the physical environment of mental 

health centres can be extended and made standard in mental health care. The same applies to 

research needed to explore how respectful and dignified treatment can be better achieved in 

mental health care nationally. I consider these to be the main challenges that the field of 

mental health and health systems research will face in the coming years in order to improve 

the quality of care offered to the population with mental health disorders in Iran. 
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APPENDIX 

Appendix I 

Eight domains and related items covered in Iranian Mental Health Responsiveness 
Questionnaire 

Item Short item description 
Access 
s6100 
s6101 
s6102 
s6104 
s6105 
s6106 
s6107 

 
how long did you have to wait mental health care services 
how long did you stay in the waiting room  
how often did you get care as soon as you wanted 
how long does it take  to complete laboratory tests, x-ray examination and EEG 
how long did you have to wait  for laboratory tests, x-ray examination and EEG 
how much distance would you have to undertake in order to get mental health care 
rate access 

Communication 
s6110 
s6111 
s6112 

 
how often did mental health professionals explain things in a way you could understand 
explain things and issues related to your mental health in detail for you 
rate communication 

Confidentiality 
s6120 
s6121 
s6122 

 
how often were the interviews remained confidential 
mental health professionals  keep your personal information confidential 
rate confidentiality 

Dignity 
s6130 
s6131 
s6132 
s6133 

 
how often did mental health professionals  treat you with respect 
how often did the office working in the mental care services treat you with respect 
how much attention did the mental health professionals  paid specifically into your needs and characteristics 
rate dignity 

Attention 
s6140 
s6141 
s6142 
s6143 
s6144 
s6145 
s6146 
s6147 

 
how often did the mental health care professionals listen to what you said with full attention 
how often your statements were deeply understood by the mental health care professionals 
how often did the mental health care professionals show courtesy and affection towards you 
how often did the mental health professionals spend enough time in asking you questions  
how often the mental health professionals  were accurately and actively involved in following up your treatment process 
how often did you feel that the mental health professionals have understood you 
how often were you provided enough time by the mental health professionals 
rate attention 

Autonomy 
s6150 
s6151 
s6152 
s6153 
 
s6154 
 
s6155 

 
how big a problem if any, was it to get an appointment with the mental health professional of your choice 
how big a problem, if any, was it to get to use other health services other than the one you usually went to 
how often did the mental health professionals made you actively involved the decision making process 
 how often did the mental health professionals ask your permission before the start of treatment process or laboratory 
tests 
how often did the health made you feel that you have the competence, capability and the power to participate in the 
decision making process 
rate autonomy  

Effective care 
s6160 
s6161 
s6162 
s6163 
s6164 

 
how often were the instructions and treatment recommendations that you received   conforms to your norms and values 
how often did you constantly seek consultation on the same familiar mental health professional 
how often the center or mental health professionals were properly coordinated with each other 
how were the services you received worthy for the money and the time spent 
rate effective of care 

Quality of basic 
amenities 
s6170 
s6171 
s6172 
s6173 

 
 
how would you assess the whole quality of the waiting room  
how would you assess the cleanliness of this place 
how would you assess its warmth and friendly environment 
rate quality of basic amenities 
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