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Abstract

Background: Health systems responsiveness (HSR) is the ability of systems to respond to legitimate non-health expectations
of the population. The concept of HSR by the World Health Organization (WHO) includes respect for dignity, individua autonomy,
confidentiality, prompt attention to care, availability of basic amenities, choice of provider, access to social support networks,
and clarity of communication. The WHO tool is applied globally to assess HSR in low, middle, and high-income countries.

Objective: We have revised the conceptual framework of HSR following a rigorous systematic review and made it specific for
low- and middle-income countries (L&MICs). This study is designed to (1) run the Delphi technique to validate the upgraded
conceptual framework of HSR, (2) modify and upgrade the WHO measurement tool for assessing HSR in the context of L& MICs,
and (3) determine the validity of the upgraded HSR measurement tool by pilot testing it in Pakistan.

Methods: The Delphi technique will be run by inviting global public health experts to provide suggestions on the domains and
subdomains of HSR specificto L& MICs. Cronbach a will be calcul ated to determineinternal consistency among the participants.
The upgraded HSR conceptua framework will serve as a beacon to modify the measurement tool by the research team, which
will be reviewed by subject expertsfor refinement. The modified tool will be pilot-tested by administering it to 1128 participants
from primary, secondary, and tertiary care hospitals in Rawalpindi district, Pakistan. Additionally, an “observation checklist” of
HSR domains and subdomains will be completed to objectively measure the state of HSR across health care facilities. HSR
assessment will be further strengthened by incorporating the perspective of hospital managers, service providers, and policy
makers (ie, the supply side) aswell ascommunity |eaders and representatives (ie, the demand side) through qualitative interviews.

Results: The study was started in January 2024 and will continue until February 2025. A multidimensional approach will yield
significant quantifiable information on HSR from the demand and supply sides of L&MICs.

Conclusions: This study will provide a conceptual understanding of HSR and a corresponding measurement tool specific to
L&MICs. It will contributeto global public health literature and provide a snapshot of HSR in Rawal pindi district, Pakistan, with
concrete action points for policy makers.
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Introduction

Responsiveness to legitimate non-health expectations of the
population islisted as one of the threeintrinsic goals of health
systems by the World Health Organization (WHO), alongside
improving health and providing financial risk protection [1].
Health systems responsiveness (HSR) relates to a “system’s
ability to respond to legitimate expectations of potential users
about non-health enhancing aspects of care” [2]. The concept
of HSR arose in the late 1990s [3] and was formalized in the
landmark WHO report of 2000—*Health Systems: Improving
Performance” [1]. Responsiveness is a social goa that
emphasizes health systems should serve people, going beyond
merely assessing people’s satisfaction with the medical care
they receive [3]. The World Health Report [1] defined HSR
based on 7 domains, including respect for dignity, autonomy,
confidentiality, prompt attention, quality of basic amenities,
access to social support networks (particularly for inpatients),
and choice of provider [1]. An additional domain of “clarity of
communication” was subsequently added [2,4,5].

The significance of HSR has been repeatedly emphasized inthe
literature. The concept of responsiveness has its origin in
Donabedian’s framework of quality of care [6] and reflects the
protection of human rights and dignity [4]. Improving HSR is
essential to making progress toward achieving universal health
coverage (Target 3.8 of Sustainable Development Goals) [7],
which entails that everyone should receive good quality health
services without incurring financial hardship [7]. HSR ensures
ahigher level of comfort for people[4] and isthe most important
predictor of client satisfaction rather than clinical competence
[8-10Q]. It is suggested that aspects of HSR contribute to a
patient’s willingness to return to health care facilities and
continue engaging in health care [11]. It is also suggested that
improving HSR expands service coverage [6,12-14], decreases
noncompliance with treatment regimens[15-17], and raisesthe
chances of treatment success [18]. Evidence from Nigeria
demonstrates that people’s trust in the system improves the
uptake of maternal health services among pregnant women
[19,20]. From the perspective of policy makers, responsiveness
can be improved with minimal investment in sophisticated
technol ogy, equipment, and human resources[21,22] compared
to clinical aspects of health care. This has the dual impact of
increasing client satisfaction and improving overall population
health.

Although literature pertaining to HSR has been growing in the
past 2 decades [23], conceptua clarity of its domains and
subdomains has received little attention [19,24]. Ambiguity
originates due to contextual variation, leading different
researchers to address HSR in varied ways [25-30]. The terms
“Health Systems  Responsiveness,” “Hedth Service
Responsiveness’ and “Human Resource for Health (HRH)
Responsiveness’ have been used interchangeably and have
generaly referred to the user-service interface of patients and
health care providers rather than addressing health systems
responsiveness at asystemic level [19,24]. It isnot evident what
comprises aresponse, what the legitimate expectations of people
are, at what level a response is anticipated (provider or
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systemic), and for whom the response is meant (patients,
individuals, or the general public).

Varied understandings and interpretations of HSR have led to
gapsin its scientific assessment aswell as strategiesto improve
it. The most common measurement tool to assess HSR is the
WHO tool utilized in the Multi-Country Survey study
(2000-2001, across 61 countries) [31] and the World Health
Survey (2002-2004, across 71 countries) [32]. It has been
universally applied across high, middle, and low-income
countries. The WHO HSR conceptual framework and
measurement tool have received technical criticism from
researchersaround the glabe. It ishighlighted that the 8 domains
of HSR skip important concepts, including but not limited to
the quality of counseling, follow-up care, trust, coordination of
the course of treatment, the quantity of information provided,
and language barriers [33-35]. The most cited drawback of the
WHO measurement tool isitsuniversal application to countries
of all incomelevels, with drastically varied social, cultural, and
economic contexts. The health and non-health expectations of
the populations of high-income countries as well as low- and
middle-income countries (L&MICs) aso differ, as these are
embedded in the broader sociocultural macrosystem. It isstated
that domains such as accountability of errors, ease of scheduling
appointments, coverage during known provider absences, shared
sense of urgency, and expression of empathy are critical for
people in high-income countries, whereas these domains are
not significant to peoplein L& MICs[36]. Itiscrucial to assess
HSRinL&MICs, which generally havelimited capital toinvest
in high-cost technology for improving clinical care. Investing
in HSR is cost effective and can help countries make progress
toward achieving universal health coverage as part of their
commitment toward Sustainable Development Goals [7].

We designed this study to address the criticism and limitations
of the WHO HSR conceptual framework and measurement tool.
This study will revise and validate the concept of HSR
(conceptual framework) as presented by the WHO 2000 report
[1] and provide acomprehensivetool for its measurement, which
is specific to the context of L& MICs. The specific objectives
of the study are to (1) validate the upgraded conceptual
framework of HSR (explained in the Methods section) by
applying the Delphi process, (2) to revise the WHO
measurement tool for assessing HSR; and (3) to validate the
upgraded tool by pilot-testing it in primary, secondary, and
tertiary care hospitals of Rawalpindi district, Pakistan.

Methods

Preliminary Work: Modification of the HSR
Conceptual Framework and Measurement Tool

The WHO HSR framework was devel oped morethan 2 decades
ago through a literature review, examining surveys related to
patient satisfaction and discussions with public health
professionals and researchers involved in the health sector [5].
We havetaken asimilar approach to refinethe HSR framework:
a literature review followed by suggestions for modifications
by global public health experts.
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A systematic review was carried out by the research team in
2023 to revise and upgrade, (1) the WHO conceptual framework
and (2) the measurement tool of HSR to suit the context of
L&MICs. A search was carried out using the PubMed and
Google Scholar databases, focusing on constructs related to
“health systems’ (Medical Subject Headings terms) and
“responsiveness.” The initial number of hits was 844 records,
and 19 articles were included after screening [37-54]. These
articles were specifically related to HSR in L&MICs and
addressed the HSR conceptual framework and/or the
measurement tool. The details of the systematic review and
retrieval of literature are provided in Multimedia Appendix 1.
Table 1 elaborates on the modified version of the HSR
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conceptual framework, based on the systematic review. We
have added the following 4 new domains: building trust,
guidance, financial sensitivity, and coordination and continuity
of care. The existing domain of “prompt attention” has been
changed to “access to care” Clarity of communication” has
been modified to “ attention and clarity of communication.” The
WHO measurement tool has been revised by the research team
in concordance with the conceptual framework (Multimedia
Appendix 2). Starting with the revised and upgraded HSR
conceptua framework and measurement tool, weaim to validate
both in the proposed study. The study will be conducted in
concrete phases that align with each objective, as shown in
Figure 1.

JIMIR Res Protoc 2024 | vol. 13| €59836 | p. 3
(page number not for citation purposes)


http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR RESEARCH PROTOCOLS

Igbal et al

Table 1. The revised conceptual framework of health systems responsiveness (HSR), based on systematic review.

Domains of HSR

Definition/concept

Elements of the domain

1. Respect for dignity

2. Respect for autonomy

3. Respect for confidentiali-

ty

4. Quality of basic amenities

5. Accessto social support

networks during care

6. Choice of provider

7. Prompt access to care®

8. Attention and clarity of
communication®

At the extreme, this means not ster-
ilizing individuals with a genetic
disorder or locking up people with
communicable diseases, which
would violate basic human rights.
Moregenerally, it means not humil-
iating or demeaning patients.

Thisrefersto freedom of patientsto
participate in choices about their
own health. It includes helping
choose what treatment to receive or
not to receive.

It refersto the right to determine
who has access to one's personal
health-related information.

It refersto the quality of theenviron-
ment inwhich health careisprovid-
ed.

It refersto provision of socia needs
for people receiving health care. It
only appliesto people receiving in-
patient care.

It refersto the freedom to select
whichindividual or organization can
deliver one's care.

Health care facilities should be geo-
graphically accessible-taking ac-
count of distance, transport, and
terrain. People should a'so be
promptly given care once in the
health care setting.

Whether proper attention was given
to the patient by health care
providersand if there was appropri-
ate communication.

Treatment with respect by health care staff. Patients should be welcomed at
the health care unit, addressed respectfully at all times, and not shouted at
or abused.

Privacy during examination and treatment.

Safeguarding of human rights (eg, freedom of movement for patients of
leprosy or tuberculosis).

Right of an individual to information about their disease and alternative
treatment options.

Right to be consulted about treatment.

Informed consent in the context of testing and treatment.

Theright of patients of sound mind to refuse treatment.

Conducting consultations with the patients in a manner that protects their
privacy.

Safeguarding the confidentiality of information provided by the patient and
information relating to an individual’sillness (except where such information
needs to be given to another health care provider).

Clean water, clean toilets, and clean linen.

Sufficient ventilation (fresh air).

Clean surroundings (regular procedures for cleaning and maintenance of
hospital buildings and premises).

Healthy and edible food.

Adequate furniture and seating.

Patients should be alowed visits by relatives and friends.

Provision of food and other consumables by relatives and friends, if not
provided by the hospital.

Religious practices that do not interfere with hospital activities or offend
others' sensibilities.

Access to newspapers, radio, and TV

Support to the family of patients (caregivers) [22].

Social financial networks.

Patients should be able to reach health services of choice without too much
difficulty.

Within a health care unit, individuals should be able to choose their health
care provider.

Individuals should be able to get a second opinion in cases of severe or
chronic illness or surgery.

Individuals should be able to get general and specialist care as appropriate

Choice of gender of the provi der® [31].

Patients should be entitled to rapid care in emergencies.

Patients should be entitled to care within reasonable time periods even in
case of nonemergency health care problems.

Waiting times for consultation and treatment should be reasonable.

Clarity in conveying information and evoking understanding.

Providing timefor patientsto understand their symptoms and to ask questions
(Enough time) [31].

Insightful listening? [32].

No interruptions during consultation (unnecessary calls, texting, chatting,
or singi ng)b [28].

Not using jargonb [26].

Asking patients if they understood the explanation (quality of counseling)
[32].
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Domains of HSR Definition/concept

Elements of the domain

The health care provider is advised
to maximize the patient’s benefit,
not tomaximize their own benefit.

9. Buildingtrust9[26-2835]

General information on maintaining
healthy lifestyle and specific guid-
ance on thedisease under consider-
ation.

10. Guidanced [22,26]

11. Financial sensitivityd It refers to how mindful health care
[zé 28] providers are to the financial bur-
’ den put on patients due to illness.

It refers to the extent to which care
progresses smoothly as the patient

moves across different health care

providers and sectors.

12. Coordination and conti-
nuity of care® [26,31,32,35]

e  Serviceoriented, not business-like behavior:
«  Being asked to do tests from specified diagnostic centers.
« Msiting patients privately (by public sector physician)—moonlighting.

o Not being involved inillegal activities:
«  Bringing patientsin own private clinics.
«  Accepting gifts from pharmaceutical representatives—prescribing
substandard medicine.

o Mechanisms of accountability.
«  Earningtrust of patients.

« Information and suggestions on healthy lifestyle in general (eg, smoking
cessation, physical activity, and healthy diet).

«  Information and suggestions on disease prevention.

«  Facilitating follow-up.

«  Explaining access to medicines and diagnostic services[37].

«  Trying to understand socioeconomic status of the patient.

«  Considering socioeconomic status of the patient in discussing management
options.

« Informing the cost of treatment/financial counseling.

«  Providing financial assistanceif needed—referring to organizationsor indi-
viduals that can provide financial assistance.

«  Continuity of care (communication between providers).
o Referral services.

Previously, this domain was “ prompt attention” in the World Health Organization (WHO) framework of responsiveness.

PNew additions to the original WHO domains of responsiveness.
C«Attention” has been added to “clarity of communication.”
dNeNIy added domains. Theitalicized parts are new additions.

Figure 1. Phases of the study.

Phase 1

Preparatory work

framework of HSR

pmcess
. Modification of conceptual

Phase 3

Phase 2

Validation of measurement tool
(Pilot-testing in Pakistan)

Modification of
measurement tool

Desk review
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Phase 1: the Delphi Technique

Therevised conceptual framework (Table 1) will be run through
the Delphi technique to validate its components (ie, domains
and elements) and add robustness. All panel membersincluded
in the Delphi process will be experts in public health with a
focus on health systems and/or HSR. We identified potential
Delphi participants during literature review. Additional
participants will be identified through a consultative process
within the research team, supplemented by snowball sampling.
They will be invited via email to participate in the study. Each
participant will grade domains and elements of HSR according
to “scientific strength” (face and content validity), “importance
and relevance,” and “feasibility of measurement.” The grading
will be recorded on ascale of 1 to 5, with 5 being the best and
1 being the worst score (1= strongly reject; 2= reject; 3= no
opinion; 4= support; and 5= strongly support). They will also
be requested to give percentage weight to each domain of HSR
according to itsimportance. The domains and elementswill be
included in the conceptual framework if relevance and scientific
strength are rated 4 or 5 by 70% or more of the experts and if
feasibility israted 4 or 5 by 50% or more of the experts [55].

Phase 2: M odification of the WHO M easurement Tool

The research team has aready modified the WHO
responsiveness assessment tool in concordance with the
upgraded conceptual framework (Multimedia Appendix 2).
However, these editsare not final. The research team will revisit
thetool after the Delphi process and make necessary edits. The
tool will then be run via (1) expert review and (2) prepiloting
the questions. We will contact 3 to 5 subject experts for expert

Figure2. Analytical framework of the study (LHV: lady health visitor).

Perspective of the
supply side
1. Policy-makers
2. Hospital
administrators Dignity

3. Service providers

Experience of HSR domains across primary;.
secondary, and tertiary care Hospitals .
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review and request aremote meeting to discuss the measurement
tool. All changesin the tool will be discussed with experts for
their opinion. They will be asked for the relevance, importance,
scientific strength, and feasibility of each question and to suggest
guestion eliminations, modifications, and/or additions.
Furthermore, appropriate response options (ie, Likert scale,
binary scale, or open-ended responses) and tool analysis will
be discussed. We intend to establish the content validity of the
tool through this process. After the expert review, the principal
investigator of the study will administer thetool to 7 to 10 adults
aged >18 yearsfrom Rawal pindi district, Pakistan. Thesewould
not be subject experts. This will help determine whether the
genera public understands and comprehends the questions, as
intended. Any necessary edits will be made to the tool based
on their feedback.

Phase 3: Pilot-Testing of the Measurement Tool and
the HSR Assessment Methodology in Pakistan

The tool will be pilot-tested in Rawapindi district, Pakistan.
Pakistan has been chosen for testing based on the feasibility of
the research team. The survey will be based on three
components: (1) facility-based survey, (2) community survey,
and (3) key-informant survey, according to the analytical
framework of the study (Figure 2; adapted and modified from
Mirzoev et a [19]). The framework involves assessing HSR
from the perspective of supply (ie, hospital managers, service
providers, and policy makers) and demand (ie, patients and
community members) sides in the broader social, cultural,
political, economic, and historical context. A mixed methods
approach will be adapted according to the framework.

Expectations of the
demand side
1. Individuals
Families

3. Communities

Autonomy
Confidentiality

Prompt access to care

1. Qualitative
interviews with
policy-makers.
hospital
administrators, and
service providers
(doctors. nurses.
and LHVs)

2. Observation

checklist

Access to social support networks
Quality of basic amenities

Choice of provider
Attention and clarity of communication
Building trust
Guidance
Financial sensitivity
Coordination and continuity of care
Access to medicines and diagnostics

1. Interviewers
administered
questionnaire to the
patients

2. Qualitative
interviews with
community leaders

3. Observation

checklist

Social, cultural, political, economic and historical context

Facility-Based Survey

The facility-based survey will be a mixed methods study that
will collect quantitative datafrom patients, qualitative datafrom
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hospital managers and service providers, and an observation
checklist filled in by the research team. The semistructured
interview guides and observation checklist are provided in
Multimedia Appendix 3. The HSR measurement tool will be
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administered at the health care facilities. Participants will be
sampled from three tiers of public health care facilities of
Rawalpindi district, Pakistan. Datawill be collected from 1128
participants spread across primary (basic health care units and
rural health centers), secondary (Tehsil headquarters hospitals),
and tertiary hedlth care facilities. Figure 3 demonstrates the
sample size distribution across the health care facilities of the
Rawalpindi district. Multimedia Appendix 4 elaborates on
sample size calculation and distribution as well as sampling
strategy. The sample will be drawn from inpatients and
outpatients across the departments of Medicine, Surgery,
Gynecol ogy/Obstetrics, and Pediatricsin secondary and tertiary
care facilities according to probability proportionate to size
sampling technique. Only outpatients will be included from
primary care facilities. Purposive sampling will be done to
recruit participants. Data will be collected from patients
regarding their own or their child's experiences of HSR. Any
person aged =18 years who receives treatment from the health
carefacility the same day for themselves or their children (aged

Igbal et al

<12 years), does not have a reported mental illness, was not
unconsciousin the past 24 hours, understands and speaks Urdu,
and is willing to participate in the study will be recruited as
outpatients. Inpatient participants must have been hospitalized
for at least 1 night in the past week at the hospital under study.
Data will be electronically recorded using KoBo ToolKit. The
distribution of all variables will be assessed, and outliers will
beidentified and assessed individually, case by case. Caseswith
extreme outlier measures will be eliminated from the dataset.
Any variable with more than 50% missing information will be
considered defective and removed from the data set. For the
rest of the variables, missing valueswill beimputed by the* hot
deck” method. Basic descriptive statistics will be calculated.
Principal component analysiswill be applied to the domains of
HSR to generate a composite score of HSR according to the
weights given to each category. The detailed analysis of the
measurement tool will be discussed and finalized with subject
experts (phase 2).

Figure 3. Sampling distribution across primary, secondary, and tertiary care hospitals (BHU: basic health unit; RHC: rural health center).

l Healthcare facilities

Tertiary Secondary
[ |
Tehsil i
ot Tehsil Tehsil
a\..’;pln Holy Benazir Headgqua Headqua Headqua
Ty Family Bhutto rter rter rter
Hospital Hospital Hospital Hospital Hospital Hospital
s (n=211) (n=144) Taxila Kahuta GujarKha
(n=205) (n=123) n (n=123)

Hospital managers, genera practitioners, specialists, nurses,
and paramedic staff who have been working at the health care
facility for the past year and are willing to participate in the
study will be invited for qualitative interviews. A minimum of
3interviews per secondary (n=9) and tertiary (n=9) health care
facility and 1 within each primary health carefacility (n=6) will
be conducted (N=24). The research team will objectively
determine the responsiveness of each health care facility using
an observation checklist (total number of health care facilities
=12) to minimize information bias (Multimedia Appendix 3).

Community-Based Survey

The research team will reach out to community representatives
of Rawalpindi district to conduct in-person qualitative interviews
and include their voices in the HSR assessment. They will be
identified with the help of service providers, typically those
working in primary health care facilities, through snowball
sampling. A minimum of 15 community representatives will
beincluded, and morewill be added until the point of saturation
isreached.

Key-Informant Survey

Key informant interviewswill be carried out to include in-depth
insights of policy makers in the study and understand the
challenges, barriers, threats, opportunities, and possible solutions
to improve HSR in Pakistan. We intend to apply the snowball
sampling technique to interview 20 to 40 decision makers

https://www.researchprotocol s.org/2024/1/e59836

Primary

BHUs RHCs

RHC
Khayaban
e SirSyed

(n=38)

BHU BHU
Kalar Kahuta
Syedan {n=38)
(n=38)

BHU
Brehma
(n=38)

RHC RHC
Gujarkha Kahuta
n (n=38) (n=38)

involved in the health sector in Pakistan. An effort will be made
to include key people from the public and private sectors,
academia, and WHO. Asthe country followsadevolved system,
we aso intend to capture representation from the federa
government and the four provinces of Punjab, Sindh, KPK, and
Balochistan.

All qualitative datawill be transcribed and later analyzed using
the directed content analysis technique [56], based on the
conceptual framework of HSR. We will use Maxqdav.24 for
gualitative analysis. Codes, subthemes, and themes will be
generated and organized in the broader umbrella of the HSR
domains and elements. Word clouds and code matrices will be
formed. Most qualitative information will be presented in
narrative form, with verbatim excerpts supporting the
quantitative information. Findings from al surveys will be
triangul ated and synthesi zed to generate meaningful information.
Results will wholistically be displayed from the perspective of
the demand and supply sides, according to the analytical
framework of the study. The findings will help us formulate
guiding principles and a strategic direction to improve HSR,
culminating in potentia action pointsfor policy makersto help
improve HSR and the overall health of the population.

Ethical Consider ations

Written informed consent will be obtained via email from
participants in the Delphi technique. Verbal consent will be
obtained and audio-recorded from participants in qualitative
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interviews (policy makers, hospital managers, and service
providers). Written informed consent will also be obtained from
survey participants. The research team will explain the study
and its potential risks and benefits to participants who are not
able to read on their own. Thumbprints will be collected for
informed consent from such participants. During the pretesting
phase, we will assess whether monetary compensation is
required for the survey participants. The ethical approval of the
study has been abtained from the National Bioethics Committee
Pakistan (4-87/NBCR-1048/23/1256), Institutional Research
and Ethics Forum, Rawapindi Medical University
(725/IRER\RMU\2024), and the Institutional Review Board of
the University of Texas (HSC-SPH-23-1089).

Results

Phases 1 and 2 of the study were completed from January to
June 2024. Phase 3 of the study iscurrently in progressto collect
datafrom primary, secondary, and tertiary health care facilities
of Rawalpindi district, Pakistan. We will analyze the survey
data by December 2024, followed by report writing and
dissemination of results by March 2025.

A thorough quantitative and qualitative analysis will be
conducted, which will be aimed at publication in the form of a
technical report.

The findings of the study will be disseminated to the scientific
community through publications and conference presentations.
A dissemination workshop will be organized with the
stakeholders of Pakistan to disseminate HSR findings specific
to primary, secondary, and tertiary care hospital s of Rawal pindi
district, Pakistan.

Discussion

Expected Outcomes

This study aims to develop a universal understanding of HSR
alongside robust measurement methodology and tools in the
context of L& MICs. We believe new domains and/or elements
of HSR may be added to the current HSR framework, based on
the Delphi process. The revised HSR framework will contribute
to global literature and offer a blueprint for other countries to
assessand improve HSR and the overall health of the population.

The bulk of prior work on HSR has used the WHO tool without
modifications [18,22,25]. Previous efforts to improve the
concept of HSR [19,23,26] have not systematically reviewed
the current body of evidence or taken a stepwise approach to
incorporate views and suggestions of global and L& MICspublic
health experts, nor have they included pilot-testing of the
measurement tool. This study aims to pioneer a robust
methodology for assessing HSR from both “demand” and
“supply” sides using a mixed methods approach. We will also
determine the importance of each HSR domain from the

Data Availability
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perspectives of global experts (through the Del phi process) and
study participants (through afacility-based survey). Comparing
the importance of HSR domains from these two diverse
perspectives will help unfold a deeper understanding of HSR
and identify the needs of peoplein L& MICs.

The findings from this study will be useful for policy makers
to support evidence-informed decision-making. HSR measures
the level of user satisfaction with health services and not the
system’s response to health needs, which isincluded in health
outcomes[57]. Investing in HSR is a cost-effective strategy for
improving health systems utilization and access to services. It
also helps early diagnosis and management of diseases and
improves treatment compliance. “ What cannot be measured
cannot beimproved,” asthefamousquote by William Thomson
says. This study will assess HSR from multiple angles and
include the voice of the community and service providers. It
will also highlight specific domains of HSR and action points
for policy makerstoimprove HSR. Theresults of the study will
trand ateinto guidelines and recommendationsfor policy makers
to improve HSR and enhance overall population health.

Strengthsand Limitations

Although the greatest strength of this study is its contribution
to the global literature, it is not without limitations. Gray
literature was not included in the systematic review, and the
study was confined to English language. Further bodies of
knowledge exist in other languages and outside of traditional
publishing channels, which could have led to useful insights
for revising the conceptual framework of HSR in the context
of L&MICs. The questionnairewill be administeredin “Urdu,”
whichisthe national language of Pakistan. Thereisapossibility
that some participants speak other subnational languages and
would be left out of the study. Another limitation is not
including adolescents (13to 18 years of age) in thefacility-based
guantitative survey. They were excluded for feasibility, as assent
alongside consent would have been required. Additionally, we
have no reason to hypothesize that HSR would differ for
adol escents compared to children and adults. Beyond that, we
foresee a positive picture of responsiveness being narrated by
hospital managers and service providers (ie, supply side). We
havetried to limit information biasin the results by introducing
an observation checklist that will be completed by the research
team. The tool will be tested in only 1 district of the Punjab
province. The results would be generalizable to Punjab but
would need to be interpreted cautiously for other provinces.
Lastly, we intend to formulate a measurement tool applicable
toal L&MICs. However, different countries have varied health
systems, which are deeply rooted in diverse sociocultural
contexts. Countrieswill always differ from one another, asthere
isno “average country.” Thus, we recommend other researchers
to pilot-test the conceptual framework and measurement tool
and tailor them to suit their specific context before using them
widely.

The modified HSR conceptual framework and measurement tool for L& MICswill be published and freely available online.

https://www.researchprotocol s.org/2024/1/e59836
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