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Abstract
Introduction: Health system responsiveness (HSR), the extent to which health services meet people’s legitimate expectations
regarding the non-clinical aspects of care, is essential for patient-centered care and institutional trust, particularly during crises
such as the COVID-19 pandemic. This study aimed to assess inpatient HSR in public referral hospitals in southern Iran during the
COVID-19 pandemic.
Methods: In 2023, we conducted a cross-sectional telephone survey of 573 recently discharged patients from two major public
COVID-19 referral hospitals in Kerman and Fars provinces. The WHO HSR questionnaire assessed eight domains: Dignity,
communication, autonomy, confidentiality, prompt attention, choice of provider, quality of basic amenities, and social support.
We used logistic regression to identify predictors of rating each domain as good/very good.
Results: The highest-rated domain was prompt attention (69.3%), followed by social support (69.1%), dignity (65.5%), and
confidentiality (63.0%). Lower ratings were observed for communication (42.9%), autonomy (48.2%), and choice of provider
(48.3%). In multiple logistic regression, males reported more favorable responsiveness (AOR=1.77). Rural residence (AOR=0.25)
and lower income (no income AOR=0.22; <10 million tomans: AOR=0.51) were associated with less favorable experience.
Conclusion: Public hospitals maintained acceptable performance in several non-clinical domains during COVID-19 but
underperformed in communication, autonomy, and provider choice—particularly among socioeconomically disadvantaged groups.
Targeted strategies to strengthen staff communication skills and to address the needs of rural and low-income patients are warranted
to advance equity and patient-centered care during health emergencies.
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Introduction

Health system responsiveness (HSR) is one of the World
Health Organization’s (WHO) three intrinsic objectives
of health systems, alongside improving population health
and ensuring financial protection (1). HSR refers to how
well health services meet people’s legitimate expectations
regarding the non-clinical aspects presented by WHO
(2), encompassing eight domains: dignity, autonomy,
confidentiality, prompt attention, choice of provider, quality
of basic amenities, communication, and social support (3).
Distinct from clinical effectiveness and financial protection,

HSR centers on the human and social experience of care, how
individuals are treated as persons, not solely as patients (1).

Robust HSR contributes to public trust, satisfaction,
and the perceived legitimacy of health systems (4). When
patients feel respected, informed, and treated fairly, they are
more likely to engage with healthcare services and adhere to
treatment (5). Consequently, HSR has become central to the
global universal health coverage agenda, which emphasizes
not only access but also the quality and equity of service
delivery (6).

Maintaining high levels of responsiveness is particularly
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challenging during systemic crises such as disease
outbreaks, natural disasters, or political and economic
instability (7). Emergencies like the COVID-19 pandemic
place extraordinary pressure on health systems, exposing
structural weaknesses and amplifying pre-existing
inequities. Health workers face overwhelming workloads,
facilities become overcrowded, supply chains are disrupted,
and public anxiety rises. Under these conditions, attention
to non-clinical dimensions of care may be deprioritized,
despite their essential role in preserving human dignity
and ensuring patient-centered care. In such circumstances,
a health system’s ability to remain responsive serves
as a litmus test of its institutional resilience and ethical
commitment to equitable care (8).

The COVID-19 pandemic, a global and protracted
health crisis, revealed both strengths and vulnerabilities
in health systems worldwide. Countries at all income levels
struggled to maintain routine services while responding
to an unprecedented surge in demand for acute care (9).
In Iran, the health system, already strained by economic
sanctions and structural inefficiencies, faced compounding
difficulties in sustaining service delivery (10). Public
hospitals, particularly inpatient departments, stood on the
front line. They absorbed the bulk of critically ill patients,
implemented rapidly evolving clinical protocols, and
operated under severe resource constraints. Healthcare
workers experienced high rates of infection and burnout,
while patients and families struggled with fear, isolation,
and limited access to information and support (11).

In this context, responsiveness within inpatient services
in public hospitals became both more important and more
difficult to achieve. Unlike outpatient services, which
offer greater flexibility in scheduling and communication,
inpatient care involves extended, high-stakes interaction
with the healthcare system (12). For people with limited
financial resources, public hospitals are often the only
feasible option for inpatient care. These institutions
perform a critical equity function, ensuring that low-
income and uninsured individuals receive life-saving
services (13). During the pandemic, their role in protecting
population health and upholding the right to care became
even more pronounced. Yet the exceptional pressure on
these facilities raised serious concerns about their capacity
to meet patients’ non-clinical expectations and to preserve
core values such as dignity, respect, and compassionate
communication (14).

Despite its importance, empirical research on
responsiveness in public inpatient settings during health
crises remains limited, particularly in low- and middle-
income countries (LMICs) (15). Most existing studies have
been conducted at stable, non-crisis conditions and focus
largely on outpatient care (16). Where emergencies have
been examined, the emphasis has typically been on service
availability or logistical preparedness rather than patient-
centered metrics (17). Moreover, much of the literature
does not distinguish between public and private sectors,
although they differ markedly in governance, financing,
and population served.

In Iran, responsiveness has been studied primarily in
outpatient or primary care settings (18). Investigations
have explored perceptions of respect, confidentiality, and
communication in family physician programs or urban
health centers; however, few studies have examined these
dimensions in inpatient care, and fewer during periods
of acute system strain such as the COVID-19 pandemic.
Given the heavy reliance of socioeconomically vulnerable
populations on public inpatient services, this evidence gap
represents a significant blind spot. Without data on patient
experiences of non-clinical care during the pandemic,
policymakers and managers lack a complete picture of
system performance and a basis for targeted reforms (19).

Responsiveness reflects more than patient satisfaction;
it also signals institutional functionality, staff training,
managerial effectiveness, and the ethical climate (20).
Evaluating responsiveness in the inpatient sector under
crisis conditions, therefore, illuminates both individual
experiences and the capacity, protocols, and culture needed
to maintain humane, respectful care during stress (21).
Identifying determinants of responsiveness, such as patient
characteristics, hospital infrastructure, staffing levels, and
communication practices, can guide interventions to
improve quality and equity (22). Against this backdrop,
the present study provides a detailed and contextualized
assessment of inpatient responsiveness in public hospitals
during the COVID-19 pandemic in southern Iran.

Methods

Study design and setting

We conducted a cross-sectional telephone survey at two
public COVID-19 referral hospitals located in Kerman and
Fars provinces in southern Iran in 2023. These hospitals
were designated treatment centers during the country’s
COVID-19 waves.

Participants and eligibility

The study population comprised adult patients discharged
from either hospital within the 14 days preceding data
collection. Eligibility criteria were: 1) hospitalization at one
of the two referral centers during the eighth pandemic wave;
i) discharge within the previous 14 days; iii) willingness
to complete a structured telephone interview; and iv)
provision of verbal informed consent.

Study instrument

We used the WHO HSR module to assess non-clinical
aspects of inpatient care. The instrument evaluates
eight domains—dignity, communication, autonomy,
confidentiality, prompt attention, choice of provider,
quality of basic amenities, and social support—using 15
items rated on a five-point Likert scale from “very bad”
to “very good.” Each domain is represented by two items,
except choice of provider (one item).

Briefly, prompt attention captures time to reach the
hospital and waiting time for services; dignity assesses
respectful treatment and privacy during examination;
communication addresses clarity of information and
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opportunities to ask questions; autonomy concerns
participation in decisions and information on alternatives
of care and treatment; confidentiality covers privacy of
discussions and protection of personal information; choice
of provider gauges freedom to select a provider; quality of
basic amenities reflects cleanliness and adequacy of physical
spaces; and social support assesses ease of maintaining
contact with family and friends during hospitalization.

Validity and reliability

The HSR questionnaire, developed for the 2003 World
Health Survey, has been translated from English to Persian
(23). Its face and content validity, including a content
validity index (CVI) of 0.91, have been reported in a
previous study conducted in Iran (24). In the present study,
test-retest reliability was assessed in an independent group
of 40 previously hospitalized patients who completed the
questionnaire twice, with a fixed 14-day interval between
administrations. Intraclass correlation coefficients (ICCs)
across the eight domains ranged from 0.84 to 0.94 (mean
ICC=0.90), indicating excellent temporal stability. Internal
consistency was acceptable across the seven multi-item
domains (Cronbach’s a range, 0.71-0.82); the choice of
provider domain comprises a single item, so Cronbach’s
a is not applicable. The reliability subsample was entirely
separate from, and excluded from, the main study sample.

Data collection procedures

A trained interviewer (MT) conducted structured
telephone interviews using contact information obtained
from hospital records. Before the interview, participants
received a standardized study description and provided
verbal informed consent. Interviews lasted approximately
5-7 minutes. If an initial call was unanswered, up to two
additional attempts were made. The interviews took place
during April and May 2023.

Sample size and sampling method
Based on prior Iranian data reporting a 69% ‘good/very
good’ rating averaged across the eight HSR domains for
hospitalized patients (23), the minimum sample size for
a single proportion was calculated using the standard
formula as follows:
n =Z2(p”‘(1—p))/a’2

Where 7 is the required sample size, z corresponds to
the 97.5th percentile of the standard normal distribution
(two-sided a=0.05), p is the estimated response proportion
(0.69), and d is the desired margin of error (set at 0.04)
(23), yielding a target minimum of approximately 514
participants. Allowing 15% for non-response gave a target
of approximately 591 participants. Ultimately, 573 patients
completed interviews. We used proportional stratified
random sampling by hospital ward: eligible discharges
within the prior 14 days formed the frame, and within each
ward, a sample proportional to the ward’s discharge volume
was selected using simple random sampling. Names and
telephone numbers were extracted from hospital records.

All necessary permissions were obtained to access patient
contact information, and the protocol, including verbal
consent, was approved by the Ethics Committee of Kerman
University of Medical Sciences (Ethical Approval Code:
IR.KMU.REC.1401.55).

Study variables

Outcome variable: Overall responsiveness to non-clinical
needs during the index hospitalization was coded as a
binary variable: 1 if a respondent rated all 15 items as
“good” or “very good”; 0 otherwise (i.e., any item rated
“moderate,” “poor,” or “very poor”).

Independent variables

Independent variables in this study were categorized into
three main groups. The first group included demographic
variables, including age, gender, ethnicity, nationality,
religion, residence area, education level, and marital
status. The second group, named job and income status,
consisted of employment status and income level. The
third group encompassed variables associated with
COVID-19, including the number of times the individual
had contracted the virus and whether they had received
the COVID-19 vaccine.

Data manipulation and analysis

To account for the complex survey design, sampling
weights were applied using the svyset command. Weighting
was performed based on the age and sex distribution of
the population in each of the two studied provinces, in
accordance with the 2023 population estimates provided
by the Statistical Center of Iran. Additional weights were
applied based on the total population of each province and
the proportional representation of ethnic groups within
them.

Descriptive statistics were presented as means and
standard deviations for continuous variables, and
frequencies and percentages for categorical variables.
For analysis, univariate logistic regression models were
initially conducted to examine the relationship between
each independent variable and the binary outcome variable.
Variables with a p-value less than 0.2 were considered for
inclusion in the multivariable logistic regression model.
A backward elimination approach was then applied in
the multivariable model, retaining only variables with a
significance level of P<0.05. Adjusted odds ratios (ORs)
with 95% confidence intervals (CIs) were reported for all
significant predictors. The goodness-of-fit of the logistic
regression models was evaluated using the Hosmer-
Lemeshow test. A non-significant p-value was interpreted
as evidence of an adequate model fit. All data management
and analyses were performed using STATA version 17.

Results

Demographic characteristics

A total of 573 individuals participated in the study (response
rate: 96.9%), of whom 328 (57.2%) were male. Among the
participants, 168 individuals (29.37%) were 60 years old
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or more. Most respondents (552 participants, 96.3%) held
Iranian nationality, and 503 (87.8%) identified as Persian
ethnicity. A majority of participants, 528 individuals
(92.1%), were Shia Muslims, while the remaining were
Sunni. In terms of residence, 405 participants (70.7%)
lived in urban areas, and 168 (29.3%) resided in rural
areas. Additionally, 364 individuals (63.5%) were married.
Regarding education, 103 participants (18%) were illiterate,
while 100 individuals (17.5%) had university-level
education.

Job and Income Status

A total of 286 participants, approximately half of the sample,
were employed. Only 75 participants (about 13%) were
under the support of welfare organizations. Additionally,
103 participants (18%) were retired, and 109 individuals
(19%) were engaged in other types of occupations. Among
the respondents, 73 individuals (12.7%) reported having no
income, while 100 participants (17.5%) reported a monthly
income exceeding 100 million Rials (approximately 10
million Tomans).

COVID-19 related factors

A total of 426 participants (74.3%) had received the
COVID-19 vaccine. Moreover, 362 individuals (63.2%)
reported having contracted COVID-19 once, while the

remaining participants had been infected at least twice
(Table 1).

Inpatient setting responsiveness

The overall mean score of the questionnaire was 3.53 with
a standard deviation of 0.71. The dimensions of dignity,
prompt attention, social support, and confidentiality had
the highest mean scores among all components, with mean
values of 3.75, 3.71, 3.64, and 3.59, respectively. For these
dimensions, over 60% of participants rated the quality of
services as “good” or “very good,” reflecting a generally
favorable assessment of these key aspects of care.

In the communication domain, the mean score was
below 3.5. Specifically, regarding the clarity of physicians’
explanations, approximately one-third of the responses
were rated as “average.” In the autonomy dimension, which
reflects the extent of patient involvement in decision-
making and receiving information about treatment options,
a mean score of 3.35 was recorded. While more than half
of the respondents rated this dimension as “good” or “very
good,” about one-third evaluated it as “average,” and over
10% rated it as “poor” or “very poor.”

The choice dimension, which consisted of a single item,
received the lowest mean score among all components,
with a value of 3.29. Fewer than half of the participants
rated this aspect as “good” or “very good.” Regarding
the environmental quality dimension, although it had
a mean score of approximately 3.38, around 55% of the
respondents considered the quality of these services to be
“good” or “very good” (Table 2).

Each dimension of responsiveness was transformed into
a binary variable to assess its desirability. Specifically, if

Table 1. A summary of general characteristics of study participants

Category  Variable Number (%)

Age (years)

<30 104 (18.18)
30-44 166 (29.02)
45-59 134 (23.43)
>60 168 (29.37)
Gender
Female 245 (42.8)
Male 328 57.2)
Ethnicity
Persian 503 (87.8)
kY Others 70 (12.2)
'g Nationality
S Iranian 552 (96.3)
;__’E Other 21(3.7)
: Religion
5 Shia 536 (93.5)
go Sunni 37 (6.5)
I Residence area
a Urban 405 (70.7)
Rural 168 (29.3)
Education level
Iliterate 103 (18.0)
Under diploma 185 (32.3)
Diploma 119 (20.8)
Academic 166 (29.0)
Marital status
Married 364 (63.5)
Widowed/divorced 105 (18.3)
Single 104 (18.2)
Employment status
Employed 286 (49.91)
9 Retirement 103 (17.98)
2 :g Welfare-supported 75 (13.09)
SO) Other 109 (19.02)
Q E
g S Income level (by Toman)
= No income 73 (12.74)
<10 million 400 (69.81)
>10 million 100 (17.45)
- COVID-19 Vaccination
% No 147 (25.7)
D Yes 426 (74.3)
S 1‘: Number of COVID-19 Infections
Tg = 1 362 (63.2)
8 2 182 (31.8)
>3 29 (5.1)

a respondent selected either “good” or “very good” for
both items related to a given dimension, that dimension
was classified as demonstrating desirable responsiveness.
Conversely, if the respondent chose “average,” “poor,” or
“very poor” for either item, the dimension was classified as
undesirable. From the participants’ perspective, the highest
levels of desirable responsiveness were reported in the
dimensions of prompt attention (69.28%), social support
(69.11%), dignity (65.45%), and confidentiality (63.0%).
The quality of basic amenities dimension ranked next, with
54.1% of participants rating it as desirable. Less than half of
the respondents reported desirable responsiveness in the
dimensions of choice (48.34%), autonomy (48.18%), and
communication (42.93%).

The univariate logistic regression analysis revealed
that several factors were significantly associated with the
perceived responsiveness of hospitals to patients’ needs.
These included gender, place of residence, education
level, marital status, employment status, and income level
P<0.01). After adjusting for variables in the multiple
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Table 2. Frequency and mean responses of participants to questionnaire items based on different dimensions of hospital responsiveness

Construct

Statements/Items Very Good Good Moderate Bad Very bad Mean (SD)
N (%)

Prompt attention 3.71(0.84)
Traveling time 361 (63.0) 83 (14.5) 28 (4.9) 38 (6.6) 3.67 (0.97)
Time waited 379 (66.1) 72 (12.6) 26 (4.5) 30(5.2 3.74 (0.91)
Dignity 115 3.75(0.79)
Being greeted and talked to respectfully 20.1) 343 (59.9) 65 (11.3) 29 (5.1) 3.7 3.88(0.92)
Privacy during physical examinations and treatments 35 ((‘) H 356 (62.1) 133 (23.2) 30(5.2) 19(3.3) 3.62 (0.81)
Communication 3.46(0.79)
Clarity of providers explanations 18 (3.1) 272 (47.5) 189 (33.0) 71 (12.4) 23 (4.0 3.33 (0.88)
Time to ask questions about health problem/treatment 58 (10.1) 322(56.2) 116 (20.2) 54 (9.4) 23 (4.0 3.59 (0.94)
Autonomy 3.35(0.86)
Getting information about other types of treatments/tests 19 (3.3) 284 (49.6) 181 (31.6) 67 (11.7) 22 (3.8 3.37(0.87)
Being involved in making decisions about care 21(3.7) 267 (46.6) 188 (32.8) 74 (12.9) 23 (4.0) 3.33(0.89)
Confidentiality 3.59(0.81)
Talk privately to health care providers 29 (5.1) 349 (60.9) 144 (25.1) 31 (5.4) 20 (3.5 3.59 (0.81)
Confidentiality of personal information 35 (6.1) 339 (59.2) 144 (25.1) 36 (6.3) 19 (3.3 3.58(0.83)
Choice

Freedom to choose health care provider 21 (3.7) 256 (44.7) 187 (32.6) 85 (14.8) 24 (4.2) 3.29(0.91)
Quality of basic amenities 3.38(0.93)
Cleanliness of the rooms inside, including toilets 23 (4.0) 315 (55.0) 125 (21.8) 79 (13.8) 31 (5.4) 3.38 (0.96)
space in the waiting & examination rooms 24 (4.2 315 (55.0) 126 (22.0) 74 (1 (5.9 3.39 (0.97)
Social support 3.64(0.82)
The ease of having family & friends visiting 30 (5.2) 379 (66.1) 103 (18.0) 37 (6.5) 24 (4.2) 3.62 (0.85)
Staying in contact with the outside 43 (7.5) 374 (65.3) 95 (16.6) 41 (7.2) 20 (3.5 3.66 (0.85)

logistic regression model, the results indicated a significant
relationship between gender, place of residence, and
income level with perceived responsiveness in the hospital
settings studied. Males were 1.77 (OR=1.77,95% CI: [1.10,
2.90]) times more likely than women to report favorable
responsiveness to patient needs. In contrast, individuals
residing in rural areas were 75% (OR =0.25, 95% CI: [0.14,
0.46]) less likely to evaluate hospital responsiveness as
satisfactory compared to those living in urban areas. Income
was a strong predictor of perceived hospital responsiveness.
Participants with no income had approximately 78% lower
odds (OR=0.22, 95% CI: [0.09, 0.50]), and those earning
less than 10 million Toman had about 49% lower odds
(OR=0.51, 95% CI: [0.28, 0.93]) of perceiving hospital
responsiveness as desirable compared to individuals with
higher income levels (Table 3).

Discussion

This study sought to assess how public hospitals in
Iran responded to non-clinical patient expectations
during the COVID-19 pandemic, needs that encompass
communication, autonomy, dignity, social support,
confidentiality, choice, prompt attention, and
environmental quality. Although clinical outcomes were
at the forefront of health system priorities during the
pandemic, non-clinical dimensions critically influence
patient experience and satisfaction (25). Yet, these aspects
remain under-researched, particularly in low- and middle-
income countries (LMICs) where public hospitals often
serve as the primary locus of care (26). This study aimed
to address this gap by providing empirical evidence on
patients’ perceptions of non-clinical responsiveness during
hospitalization for COVID-19, a major and distressing
health event.

The results showed that five specific domains of
non-clinical responsiveness were rated relatively well
by patients: Prompt attention, social support, dignity,
confidentiality, and the quality of basic amenities. These
results are consistent with a study conducted at two public
and private hospitals in Tehran during the early phase of
the COVID-19 pandemic (27).

First, prompt attention, the perception that hospitals
quickly responded to patients’ needs, was widely
appreciated, reflecting an operational strength during a
time of unprecedented pressure. Regarding the time taken
to reach the hospital, it is worth noting that during the
COVID-19 pandemic, pre-hospital emergency services
played a crucial role in ensuring timely access to care, which
may have influenced perceptions of prompt attention.
This finding is consistent with studies from Ethiopia
and Mexico, where emergency responsiveness improved
through centralized triage systems during the pandemic
(28, 29). This finding was similar in terms of scores and
average ratings to two studies conducted in different
provinces, including Sistan and Baluchestan and Mashhad,
during various years of the COVID-19 pandemic (30, 31).

Second, social support was rated positively, likely owing
to the efforts of staff to facilitate contact with family
members and friends, given the restrictions on hospital
visitations. A study conducted in Pakistan highlights social
support as one of the most influential factors in enhancing
healthcare delivery, promoting disease prevention, and
advancing health promotion, particularly in low-income
settings and among non-English-speaking populations
(32). The studies conducted in Iran during COVID-19
show that social support received a moderate to adequate
level of satisfaction (30, 31). This contrasts with the
findings from several European countries, where patients
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Table 3. Univariate and multiple logistic regression analyses of factors associated with hospital responsiveness to patients’ needs

Univariate logistic regression

Multiple logistic regression

Variables

P-value Odds Ratio (95%Cl) P-value Odds Ratio (95%Cl)
Age (years)
>60 Ref
45-69 0.78 0.91 (0.49,1.72) - -
30-44 0.57 0.85 (0.48,1.50) - -
<30 0.053 0.52 (0.27,1.01) - -
Gender
Female Ref Ref
Male 0.005 2.06 (1.24,3.40) 0.02 1.77 (1.10, 2.9)
Ethnicity
Persian Ref - -
Others 0.85 1.08 (0.50, 2.33) - -
Nationality
Iranian Ref - -
Other 0.37 1.62 (0.56, 4.73) - -
Religion
Shia Ref - -
Sunni 0.43 0.65(0.23,1.87) - -
Residence area
Urban Ref Ref
Rural <0.001 0.26 (0.14,0.48) <0.001 0.25(0.14, 0.46)
Education level
Academic Ref - -
Diploma 0.45 0.79 (0.43, 1.46) - -
Under diploma 0.15 0.64 (0.35, 1.17) - -
Illiterate 0.004 0.28 (0.12,0.67) - -
Marital status
Married Ref
Widowed/divorced 0.02 0.46 (0.25, 0.87) - -
Single 0.02 0.49 (0.26,0.89) - -
Employment status
Employed Ref
Retirement 0.44 0.75 (0.37, 1.54) - -
Welfare-supported 0.01 0.42 (0.22, 0.81) - -
Other 0.004 0.39 (0.20, 0.74) - -
Income level (by Toman)
>10 million Ref Ref
<10 million 0.001 0.39 (0.22,0.68) 0.03 0.51(0.28, 0.93)
No income <0.001 0.19 (0.09,0.44) <0.001 0.22(0.09, 0.50)
COVID-19 vaccination
No Ref - -
Yes 0.7 1.10 (0.67,1.83) - -
Number of COVID-19 Infections
; Ref - -
>3 0.95 1.02 (0.58,1.77) - -
- 0.65 1.33(0.38,4.59) - -

reported severe emotional distress due to isolation policies,
suggesting that Iranian hospitals may have adopted more
culturally sensitive approaches to emotional and family
support (33).

Third, respect for dignity and privacy received favorable
assessments, aligning with existing literature that highlights
the moral emphasis placed on respect for patients in
Islamic medical ethics. Fourth, confidentiality of personal
information stood out as the highest-rated domain, with
63% of participants acknowledging that their data were
adequately protected. This may reflect standardized
practices for record-keeping and a heightened awareness
around privacy concerns during the pandemic. Finally, the
physical environment of hospitals, relating to cleanliness,
comfort, and safety, was positively rated by 54.1% of
patients. Despite resource constraints, hospitals may have
prioritized visible hygiene protocols and spatial distancing,
reinforcing patients’ perception of a safe environment, a

trend also observed in studies from Nigeria and Malaysia
(34, 35).

In contrast, three critical domains, autonomy, choice, and
communication, were less favorably evaluated. Only 48.2%
of participants felt that their autonomy was respected,
suggesting that patients had limited input into decisions
regarding their care. In high-pressure settings like those
seen during the COVID-19 crisis, paternalistic decision-
making often resurfaces, sidelining patient agency (36).
This issue is mirrored in reports from India and Northern
Palestine (37, 38), where patients in public hospitals
experienced diminished decision-making capacity during
their treatment. Similarly, choice of provider, reported as
satisfactory by 48.3% of participants, likely suffered due to
both the clinical severity of COVID-19 and the centralized
referral and triage systems that removed options for
provider or ward selection (39). Other studies conducted
inIran (27, 30) also concluded that choice of provider and
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autonomy is a challenging issue in Iranian hospitals, as
patients often have limited options when selecting their
healthcare providers and are rarely involved in decisions
about their own care. Structural constraints within the
health system, such as centralized referral pathways,
workforce shortages, and limited awareness or emphasis
on patient-centered care, contribute to these challenges.
These findings highlight the need for policy interventions
aimed at enhancing patient empowerment and promoting
shared decision-making in hospital settings.

Finally, clarity of communication was the weakest
domain, with only 42.9% of patients reporting satisfactory
experiences. This result contrasts with other studies
conducted in Iran, which have generally shown that
the communication dimension receives relatively high
scores (27, 30). This discrepancy may be attributed to
several factors. First, the studies were conducted during
different phases of the COVID-19 pandemic, each of
which posed unique challenges for the healthcare system.
In the early stages, there was significant uncertainty, high
patient volumes, and limited protective equipment, which
may have hindered effective communication between
healthcare providers and patients. Additionally, the need
for physical distancing and the use of personal protective
equipment, such as masks and face shields, could have
created barriers to clear and empathetic communication.
Finally, variations in hospital preparedness, training
of staff, and regional health system capacities may also
account for the differences in communication scores
observed across studies. Ineffective communication in
our study may be attributed to overburdened staff, limited
time, and heightened infection-control protocols such as
mask-wearing, which impaired verbal and non-verbal
interactions (40). Prior research underscores that during
health emergencies, rushed and unclear communication
is a common patient complaint, often fueling confusion
and distress (41).

The study also explored socio-demographic factors that
influenced patients’ assessments of hospital responsiveness.
Gender emerged as a significant predictor: male patients
were 1.77 times more likely than female patients to perceive
hospitals as responsive to their non-clinical needs. This
may reflect systemic gender disparities in healthcare
interactions, where women often face dismissive or rushed
communication, especially in busy, male-dominated
clinical environments (42). Alternatively, it may indicate
differing expectations between genders regarding
care processes, with men potentially reporting more
satisfaction with procedural or operational aspects, while
women emphasized more on emotional and interpersonal
dimensions (43).

Place of residence was another significant factor: Rural
residents were 75% less likely than urban patients to assess
hospitals positively. This urban-rural gap may reflect
deeper structural inequities in health service delivery. Rural
patients might face cultural barriers, language mismatches,
or discrimination in urban hospitals, where the staff
may be less attuned to their social and communicative

expectations. The challenge of navigating unfamiliar and
hierarchical hospital environments could also diminish
rural patients’ perceptions of inclusion and respect (44).

Finally, household income significantly influenced
responsiveness assessments. Patients with no income
or with monthly incomes below 10 million IRR were
significantly less likely to rate hospitals favorably compared
to those with higher incomes. These findings are in line
with global research indicating that low-income patients
frequently encounter more bureaucratic obstacles,
receive less attention, or feel less empowered to express
dissatisfaction. The intersection of economic disadvantage
and illness can exacerbate feelings of vulnerability and
neglect in hospital settings, suggesting that socioeconomic
status is not only a structural determinant of health but also
of care experience (45).

This study also had several limitations. First, the study
was conducted in only two large referral public hospitals for
COVID-19, which may limit the generalizability of findings
to other geographic areas or hospital types. While public
hospitals were the primary sites for COVID-19 admissions
and are governed by largely centralized policies, variation
in regional capacities and resource allocation may still
influence patient experiences.

Second, data collection occurred two weeks after patient
discharge, which introduces the risk of recall bias. Patients
may either overstate or understate their experiences due
to emotional recovery or fading memory. That said,
hospitalization, especially for a life-threatening illness like
COVID-19, is typically a salient experience, and the risk
of significant recall decay is less pronounced compared to
outpatient encounters.

Third, the study focused exclusively on public hospitals,
omitting private and charitable hospital settings that
may operate under different administrative cultures and
resource environments. Although public hospitals served as
the principal centers for COVID-19 admissions, inclusion
of other hospital types could provide a fuller picture of
system-wide responsiveness.

This study provides important insights into non-clinical
care dimensions within the understudied setting of Iranian
public hospitals during the COVID-19 pandemic. Its
strengths include a relatively large sample size and the use
of a comprehensive framework to assess multiple aspects
of responsiveness.

Conclusion

In conclusion, the study highlights both strengths and
gaps in how public hospitals in Iran responded to the
non-clinical needs of patients during the COVID-19
pandemic. While the system demonstrated strong
performance in areas like confidentiality, dignity, and
environmental hygiene, significant deficiencies persisted
in communication, autonomy, and patient choice. These
shortcomings were further shaped by socio-demographic
disparities, particularly in relation to gender, residence,
and income. Addressing these gaps requires institutional
reforms, including enhanced training for staff, patient-
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centered communication models, and strategies to reduce
urban-rural and economic inequities in care delivery.
Future studies should consider comparative analyses across
hospital types and incorporate qualitative data to deepen
our understanding of patient experiences during health
emergencies.
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