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ABSTRACT

Customer relationship management is important for any service industry as a satisfied customer is 
likely to remain loyal and spread publicity, thereby ensuring profits to the organizations. Healthcare is 
an important and fast-growing service industry in which the patient is the customer, and maintaining 
good relationship with them is highly profitable. Good customer relationship comes from an 
understanding of patients’ expectations and what factors lead to patient satisfaction. WHO in its report 
in 2000 introduced the concept-responsiveness, which deals with meeting the universal, legitimate 
expectations of the patients. This study identifies factors related to patients’ expectations, satisfaction, 
and hence, good customer relations in Indian health system. Structural equation modelling was used 
to measure the influence of the factors suggested. The results show significant influence of patient 
expectations on customer relationship.
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1. Introduction

The service sector is probably the fastest growing sector. The impact of the service industry on the 
economy of a country is huge. Healthcare and Hospitals which are organizations directly serving 
the patients are an important part of the service industry. In India, the healthcare sector is one of 
the largest service sectors in terms of employment as well as revenue. The sector includes hospitals, 
clinics, laboratories, diagnostic centres, telemedicine, outsourcing, medical equipment, and devices. 
The healthcare delivery system has two main categories- public and private. The public sector is 
controlled by the government and it mainly consists of primary healthcare centres (PHCs). There 
are very few secondary and tertiary care hospitals in the public sector. On the other hand, the private 
sector provides most of the secondary, tertiary and quart nary care. Both the public, as well as the 
private sector, are growing at a brisk pace and providing good services to the patient.
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In 2012, India had only 0.7 physicians per 1000 population, well below the OECD average of 
3.2 and there were 1.1 nurses per 1000 population in India also much lower than the average of 8.8 
in OECD countries. About 75% of children in India were vaccinated against Diphtheria, Tetanus, and 
Pertussis (DTP) and measles in 2012, less than the coverage in most OECD countries which is close 
to 100% (IBEF, 2017). Various researchers in the past, Owens, and Batchelor (1996) and Sitzia and 
Wood (1997), have suggested that the term ‘consumer’ should be used for the patient as the user is 
not passive and dependent. Carr-Hill (1992) suggested the use of term users rather than the customer 
as a consumer denotes a group of individuals who can safeguard their rights (OECD, 2014). Due to 
increasing consumerism and wide choices available, patients’ expectations have changed over time. 
From the health system, consumers expect that it should treat them with dignity along with making 
and keeping them healthy, allow them to make decisions about their treatment, provide them clear 
information with their health care providers and ensure confidentiality of their medical records. 
These actions of the health system are collectively put as one group within responsiveness, respect 
for persons (De Silva & Valentine, 2000; Gostin, Hodge, Valentine, &Nygren-Krug, 2002; Murray 
& Frenk, 2000). Consumers also expect access to social support, prompt attention, choice of care 
provider and essential amenities of adequate quality. These expectations form another group called 
client orientation (Murray &Frenk, 1999). Put together respect for persons and client orientation 
form –Responsiveness, a concept which came up in Annual report of the World Health Organization 
in 2000 (WHO Report 2000). Responsiveness is concerned about meeting the universal, legitimate 
non-health expectations of patients.

The seven elements of responsiveness (WHO Report 2000) as defined by WHO are:

a) 	 Dignity- the right of individuals to be treated as persons and not merely as patients and hence 
the right to be treated with respect. This also includes other issues related to the safeguarding 
of a patient’s human rights (for example the right not to be put in isolation if suffering from a 
communicable disease).

b) 	 Autonomy- freedom to deciding between different treatments available, diagnostic testing and 
care options, even the decision to refuse treatment, if of sound mind.

c) 	 Confidentiality- safeguarding privacy in the background of privileged communication and medical 
records.

d) 	 Prompt attention- It has two aspects. Access, where the patient gains care speedily at conveniently 
located health care units. It is important, not only because it would improve health outcomes 
(which would be captured under the measurement of health), but also because the existence of 
such facilities at a close place would improve individuals’ confidence. Second, aspect is welfare 
enhancement by minimizing the waiting time for consultation, treatment and operation lists.

e) 	 Quality of basic amenities- stresses on the adequacy of furniture, cleanliness of the facility, and 
quality of food.

f) 	 The choice of care provider means both choices within and between different Healthcare units, 
also opportunities to get second opinions and specialist care. Access to social support networks 
during care as it enhances patient welfare by integrating both, community interactions and health 
care activities.

g) 	 Later, eighth element Communication was added which means the provider explains in a language 
the patient understands and answers the patient’s questions.

Responsiveness is an intrinsic goal of the Health system. It is important due to the following 
reasons: Responsiveness facilitates that the information flows between the health system and the 
patient. Responsiveness is related to basic human rights and is a goal for all health systems. Economic, 
education, cultural and political systems protecting and enhancing the patients’ basic human rights 
are the core of responsiveness. A survey conducted by WHO found that 25% of respondents felt 
responsiveness was an important goal of the health system (Gakidou, Murray, & Frenk, 2000). 
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Understanding responsiveness helps the provider to give better care to the patient thereby leading to 
better patient satisfaction. Finally, it also helps health authorities and the government to come up with 
policies that will respond to patient’s needs and expectations in a better manner (Darby, Valentine, 
Murray, & De Silva, 2000).

1.1 Contribution to the Study
A responsive system benefits all - the patients, the healthcare providers as well as the government.

a) 	 Gains for Patients: Better service quality, waiting time is reduced, better and clear communication 
with a care provider, the staff is more courteous and hence patients’ have more dignity, better 
basic amenities like waiting areas, water and food arrangements, cleanliness, right to choose the 
care provider and treatment

b) 	 For the Hospital Management, Doctors and Staff: a Better understanding of expectations of 
patients, understanding of areas which are underperforming and hence need improvement, more 
publicity by way of mouth from satisfied customers/patients, more flow of patients and hence 
business, increased profitability

c) 	 For Insurers, Employers, Corporates and the Government: Helps provide parameters to check 
the quality, to conduct audits, to formulate policies by the government.

Maintaining a good relationship with patients or providing good customer care is important as 
it has been seen that it improves the health outcome. Patients treated with attention and concern, 
respond better to treatment. They seek care earlier and confide in health care providers. They are 
also more likely to comply with medical instructions and continue using medical services (Haddad 
et al., 1998; Williams 1994).

A satisfied patient is likely to continue with the same provider in the long term and praise the 
provider to others, hence the cost of retaining customers is cheaper by approximately five times than 
the cost of attracting new customers. On the other hand, a dissatisfied patient is likely to change to 
another healthcare provider and also harm the business by negative word of mouth. Being responsive 
saves money, which could have been spent on solving patient complaints.

Figure 1 below gives an idea of the responsiveness concept. It shows various factors of 
environmental or population characteristics that directly or indirectly influence responsiveness.

Ever since the concept of responsiveness came up and World Health Organization ranked countries 
on basis of their performance index, there has been contentious debates on the appropriateness 
of undertaking international comparisons of health system performance, given that the platform 
of Health Systems may be quite diverse in societies with different cultural, economic or political 
backgrounds. Hsu et al. (2006) in their study have found that for measuring the performance of the 
health system, elements of responsiveness proposed by WHO should be tailored to fit the different 
cultural backgrounds. The issue of cross-cultural validity was raised by the World Health Organization 
regional offices too.

It was also proposed that when experienced responsiveness is compared internationally, the values 
that people attach to different aspects of the Health system should be estimated. Rottger, Blumel, 
Fuchs &Busse (2014) tried finding the application of WHO responsiveness concept to chronically 
ill patients. Four focus groups were formed and ten themes related to responsiveness and one theme, 
finances, not related to responsiveness were identified. Of these eight were the same as WHO 
responsiveness domains and two new themes emerged namely, Trust and Coordination. Hence the 
study suggested that though the WHO concept of responsiveness applies to chronically ill patients it 
needs to be extended to include two more Domains-Trust and Coordination.

Scientific Peer Review Group (SPRG) recommended the mapping of cultural influences on 
responsiveness domains and also a mapping of responsiveness elements with treaties on human rights. 
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Later cross-cultural dimensions of responsiveness were reviewed and mapping of responsiveness 
elements to the United Nations and other treaties on human rights was done.

1.2 Need for the Study
In this era of consumerism and globalization, the patients are well informed of their rights and as 
they have global exposure their expectations have changed from the year 2000 when WHO came 
up with eight expectations of patients from the health system. In the current study, we have tried to 
find if all these eight elements of responsiveness are expected by Indian patients and are important 
to them. The study also established that these factors if provided lead to better patient satisfaction 
and hence impact customer relationships. Our study tries to identify patients’ expectations from the 
Indian Health system which when fulfilled lead to patient satisfaction and hence are important for 
better customer relationship management.

In the paper, related literature review is done to identify the gaps followed by the model proposed. 
Further, the hypothesis was tested using Structural Equation Modeling. Based on the results, 
implications were drawn.

2. LITERATURE REVIEW

2.1 Scenario Before World Health Organization Responsiveness Concept Came:
All studies before the WHO Responsiveness framework were on Patients’ expectations and satisfaction. 
The research conducted by Walt & Gilson (1994) brought out the right to privacy expectations by 
patients even during childbirth. Shackly & Ryan (1994) defined the characteristics of good patient care 
by researching on the best healthcare package by reviewing factors of cost and quality, comprehending 
the results and then deciding.

Four models about autonomy were introduced by Charles, Gafni & Whelan (1997)

a) 	 The paternalistic model where a health care provider takes all the decisions on behalf of the 
patient, as it is thought that the provider is more informed. This model is considered to be the 
best.

Figure 1. A
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b) 	 The informed decision-making model is when the provider gives the information and the patient 
makes the decision.

c) 	 The professional agent model when a patient willingly foregoes the right to decision making and 
voluntarily transfers the decision making to the provider.

d) 	 The shared decision-making model applies when there is sharing of both information and decision 
making between the patient and the provider. For a consumer or patient both choices about the 
institution and the individual providing care are important.

The literature on patient preferences from healthcare unearthed several key factors. They included 
concepts such as enablement (Barratt& Thomas, 2019; Desborough et al., 2017; Brusse & Yen, 2013; 
Howie et al., 1999), length of time doctor spent in conversation with the patient which included rapport 
building time (Roter& Hall, 2006; Johnson et al., 2004; Gross et al., 1988), humanness in healthcare 
interaction (Wensing, Weijden, &Grol, 1998), the privacy of the patient (Trachtenbarg et al., 2017; 
Pankomera& van Greunen, 2016; Cheraghi‐Sohi et al., 2006; Gilson, Alilio & Heggenhougen, 1994) 
& health literacy of the patient (Heuser et al., 2019; Davis, 2017; Shackly& Ryan, 1994). The research 
of Howie et al., (1999) showed that longer consultation time was highly correlated with higher 
‘enablement’ scores. Enablement score was calculated based on patient response to the following three 
questions related to coping with life in general as well as with illness and have a better understanding 
of their illness. Additionally, they were also asked, if the hospital visit increased their confidence in 
their health and ability to look after themselves.

Even though all these questions were considered as non-health related, as they were related to the 
patient getting better, they were vital. There is a high correlation with longer patient consultations as 
increased time duration provided greater opportunities for patients to discuss their problems. Gross 
& Repka (1998) also brought out this vital element that patient’s satisfaction levels were dependent 
on the length of time the doctor spends making conversation with the patient. An interesting finding 
Gross brought out was if the conversation was short and to the point explaining the results of their 
various tests the patients showed they were dissatisfied with their conversation. This is believed to 
be so as rapport building does not take place with the patient wherein the doctor directly talks about 
the reports the patient might not yet be in a comfort zone to share the problems. The result of the 
review done by authors Wensing et al., (1998) on patient priorities concerning general practice care 
showed that patients placed high priority for ‘humaneness’ in their interactions. The privacy that is 
provided to patients while they are being examined is another critical factor in determining whether the 
patients will continue to use health care services (Schwartz et al., 2015; Cheraghi‐Sohi et al., 2006).

2.2 The 2000 World Health Report
It suggested the achievement of 3 goals of the health system as a measure of its performance. One 
of the goals of the health system is responsiveness which is concerned with meeting the universally 
legitimate expectations of patients, for example, confidentiality, prompt attention autonomy, etc. Both 
the average level and distribution of Responsiveness are important. Responsiveness was estimated 
for 191 countries and the countries were ranked based on an overall performance index calculated 
from scores of each domain of responsiveness. (WHO Report, 2000).

2.2.1 The Multi-Country Survey Study (MCSS) on Health 
and Health System Responsiveness
MCSS (World Health Organisation, 2005) was started by WHO in 2000-2001 to develop methods 
for the comparable data collection on health and health system responsiveness. It used a common 
instrument to assess the health of the population, the responsiveness of the health system and 
healthcare expenditure of households. There were some more modules on areas like adult mortality. 
Two types of survey operators were engaged: multi-country and a single country. 61 countries were 
covered in this survey.



International Journal of Healthcare Information Systems and Informatics
Volume 16 • Issue 4 • October-December 2021

6

2.2.2 World Health Survey
The World Health Survey (WHS) was developed by the WHO to meet the need for reliable information. 
This survey was implemented in 2002-2004 in 73 countries. WHS had five modules, health system 
responsiveness being one of them. The other four modules were: health states of population, risk 
factors, coverage and access, and healthcare expenditure. Responsiveness module had more detailed 
questions on self-reported utilization of health services and barriers to care. Country reports on 
utilization, barriers to care, satisfaction and responsiveness were prepared.

2.3 Applicability of World Health Organization Responsiveness Concept
Hsu et al., (2006) studied and reported “The dimensions of responsiveness of a health system: A 
Taiwanese Perspective’ in BioMed Central Public Health”. The study tried to assess the applicability 
of seven dimensions of responsiveness proposed by the WHO namely autonomy, dignity, prompt 
attention, confidentiality, basic amenities, social support and choices of providers, which further 
evaluated the health care system of Taiwan. The study used a key informant survey and focus group 
research. It was concluded that to evaluate the performance of a health system, customization of 
elements of responsiveness as proposed by WHO is needed to suit different cultural backgrounds.

Rottger, Blumel, Fuchs&Busse (2014) tried finding the application of WHO responsiveness 
concept to chronically ill patients. Four focus groups were formed and ten themes related to 
responsiveness and one theme, finances, not related to responsiveness were identified. Of these eight 
were the same as WHO responsiveness domains and two new themes emerged namely, Trust and 
Coordination. Hence the study suggested that though the WHO concept of responsiveness applies to 
chronically ill patients it needs to be extended to include two more Domains-Trust and Coordination.

Valentine, De Silva &Murray (2000) explored the variation in importance given to various 
domains of responsiveness based on country-level variables- health system expenditure, geographic 
zones, human development, etc. and subpopulations- age, sex, health status, education, income, etc.

2.4 Current Scenario of Responsiveness
Ughasoro et al., (2017) examined the perceptions of patients’ responsiveness to health-care services. 
The findings of the study revealed that the most important domain was prompt attention, dignity, 
and confidentiality. Whereas the choice of the health-care provider was the worst performer among 
the domains.

Kashkoli et al., (2017) examined the effect of hospital responsiveness on the satisfaction level 
of the patients. To achieve this objective, the data was collected from 500 patients of public and 
private hospitals operating in Tehran, Iran. Results of the regression analysis revealed that Prompt 
attention, Clear communication, Patient Dignity, Autonomy, Choice of care provider, Quality of basic 
amenities and Access to social support has a significant and positive effect on patients’ satisfaction. 
In another study by Mohammadi et al. similar type of finding was observed where the dimensions 
of responsiveness have a positive effect on patients’ (outpatient and inpatient) satisfaction levels 
(Mohammadi, Masoumi&Kamali, 2016).

Ali, Nikoloski & Reka (2015) analysed patient satisfaction and responsiveness to the healthcare 
system in Qatar. A survey was conducted in 2012 and logit analysis ordinary least squares and Probit 
analysis was done to find the determinants of both satisfaction and responsiveness. The study found 
that nationality, gender, age, and income affect the satisfaction of the public with the healthcare system.

Sajjadi, Moradi-Lakeh, Nojomi, Baradaran & Azizi (2015) found that in Tehran the health system 
is not responsive to diabetic patients and the attitude of healthcare providers needs to improve. It 
suggested poor-performing domains of responsiveness should be given priority when activities for 
improvement are planned.

Malhotra & Do (2016) assessed the relationship between the proportion of public health expenditure 
(PPHE) with responsiveness for the poorest individuals and the difference in responsiveness between 
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the richest and poorest individuals. The study findings proved that higher PPHE was coupled with 
a higher probability of ‘very good’ responsiveness for each domain among the poorest individuals. 
The study suggested that to improve the responsiveness of the health system for poor patients and to 
decrease the inequality of responsiveness between rich and poor PPHE should be increased.

Najafi, Karami-Matin, Rezaei, Rajabi-Gilan&Soofi (2015) conducted a study to find the 
responsiveness of the health system in Western Iran after the Health sector Evolution Plan (HSEP). 
The study found that socio-demographic variables did not affect responsiveness scores. It concluded 
that the overall score for each domain was better to post HSEP.

Forouzan et al., (2014) tried applying the WHO responsiveness concept to the mental health 
system of Tehran. Nearly half of the participants reported poor responsiveness. Autonomy, Access 
to care and quality of basic amenities performed badly. Finally, the study suggested that the health 
system should become more patient-oriented.

Forouzan et al., (2015) prepared and tested the validity and reliability of a questionnaire to check 
the responsiveness of the health system in Iran towards mental health patients. The questionnaire was 
based on the WHO concept of responsiveness and tested in clinics in Tehran.

Chao et al., (2017) evaluated the responsiveness of the health system in Jiangsu Province of 
China. They found the responsiveness can be improved by improving areas like the choice of care 
provider and prompt attention. Other suggested measures were better infrastructure, shorter waiting 
time. Overall the health system was found to be satisfactorily responsive.

The study conducted by Ughasoro, Okanya, Uzochukwu & Onwujekwe (2017) assessed the 
responsiveness of tertiary care hospitals providing super specialty care in Nigeria after Universal 
Health Coverage was implemented in Nigeria. It concluded that certain domains like autonomy and 
choice of care provider did not perform well and need to be improved as much as the quality of basic 
amenities needs improvement.

2.5 Customer Relationship Management
Customer Relationship Management tries to understand the customers of any company through a 
combination of technology, people and process. Many authors have defined CRM in different ways. 
Blery & Michalakopoulos, (2006) define CRM as “a strategy that helps organizations to build long-
term relationships with a customer and increase profit through a proper management system and the 
application of customer customized approaches”. Yina (2010, p. 52-55) defines CRM in healthcare 
as “a strategy in building the trust of the patients as well as helping patients to avoid feeling alienated 
in the healthcare environment and at the same time improving the service quality and efficiency of 
healthcare”. Peppers & Rogers, (2002) defined CRM as “one-to-one marketing that uses computer 
technologies to build and manage the ongoing relationship between organizations and customers. 
Form an organizational perspective”. CRM for healthcare is a way of learning about patients, relevant 
communication, building good relationships, providing the right data on time, and tracking patient’s 
results to make the necessary adjustments (Baashar et al., 2016). If there is a good relationship between 
hospital and patient then it will have not only positive effect on customer satisfaction but also helps 
in developing a better relationship between patient, physician and medical staff which ultimately lead 
to a better cure of the patient (Jalal et al., 2019; Grębosz-Krawczyk &Olender, 2018; Al-Neyadi, 
Abdallah & Malik, 2018; Fatima, Malik & Shabbir, 2018; Kashkoli et al., 2017; Gandhi & Tandon, 
2017). Therefore, it is essential to identify the antecedents that affect the customer relationship in 
the healthcare sector. Hence, the objective of the present study is to analyse the effect of different 
dimensions of hospital responsiveness on customer relationships.

3. RESEARCH METHODOLOGY:

A comprehensive study has been conducted to understand the patient’s expectations and demands. 
The theoretical foundation of the survey is based on secondary sources such as research papers, 
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articles, magazines and articles on patient’s expectations and satisfaction, for this purpose databases 
like EBSCO, ProQuest ware used. The study is descriptive and convenience sampling was used to 
collect the data. The sample size from each hospital was proportional to the number of beds in each 
hospital. Out of 1015 questionnaires, a total of 379 responses were received after circulation. 21 
incomplete and unengaged responses were excluded from the study. Therefore, 358 responses were 
used for the final analysis. Samples were taken from leading private and government hospitals of 
Chandigarh (U.T), Panchkula (Haryana) and Mohali (Punjab). The hospital covered were PGIMER 
Chandigarh, Government Hospital Sector 32 Chandigarh, Fortis Hospital Mohali, IVY Mohali, MAX 
Mohali, Alchemist Panchkula, Government Hospital Sector 6 Panchkula. To have a representative 
data, the researchers have taken data from both public and private hospitals. The researchers chose 
Chandigarh, Panchkula, and Mohali as these represent the whole of North India and people are more 
educated in this area as compared to other parts of the country. Responses were collected from the 
patients attending O.P.D, indoor patients and the attendants of the patients.

4. Data Analysis and Results

To measure the proposed hypothesized relationships, the researchers first used Exploratory Factor 
Analysis to extract distinct factors related to the Indian Healthcare system. A questionnaire containing 
eight factors namely Autonomy, Communication, Confidentiality, Dignity, Prompt attention, Sound 
support, Quality of amenities and Choice of care provider were identified based upon standard 
WHO questionnaire and in-depth interviews with the patients. The reliability and validity of the 
questionnaire were checked. Cronbach’s Alpha was used to check the reliability of the questionnaire 
and construct validity through CFA was used to check the validity of the questionnaire in the Indian 
context. The patient’s responses were measured on a 5 point Likert scale anchoring 1 “Strongly 
disagree” to 5 “Strongly agree”. Questions related to demographics, hospital visits, consultations 
were also included in the questionnaire. The purpose of using EFA was to check whether the items 
are correctly loaded on their corresponding factors and to confirm the number of factors extracted 
by Eigenvalues (Jhamb& Gupta, 2016; Hair et al., 1998). A total of 21 variables ware used, which 
were identified from the existing researches, which resulted in eight factors accounted for 69.8% of 
the total variance. Further to validate the extracted factors research applied Confirmatory Factor 
Analysis (Gupta & Kumar, 2017; Byrne, 2001). The results of CFA confirm that these 21 variables 
were loaded on their corresponding factors (latent variables) confirming the unidimensionality of 
the constructs and provides strong empirical confirmation of their validity.

4.1 Measurement Model
To test the proposed hypothesized model, we followed a two-step statistical analysis recommended by 
Anderson & Gerbing (1988). In the first step, the reliability and validity of the measurement model 
were established and in the second step, the proposed hypothesized relationships were tested using path 
analysis. Results of the confirmatory factor analysis revealed an acceptable level of both reliability and 
validity of the measurement model. Table 1 shows that all latent variables have composite reliability 
value more than 0.70, which is an indicator that present model has good reliability (Gupta, Mittal 
& Mittal, 2019; Hair, Ringle, &Sarstedt, 2011; Aggarwal, Goyal & Nobi, 2018; Aggarwal et al., 
2019; Aggarwal et al., 2020). To establish the convergent validity, we followed two steps procedure 
suggested by Fornell & Larcker (1981). At the first stage, all the standardized factor loadings should 
be significant and greater than 0.70. On the second stage all the factors should have equal to or more 
than 0.5 value of average variance extracted (AVE) and the value of composite reliability should be 
more than the value of AVE for that construct (Sood et al., 2019; Dhiman et al., 2018).

The results of Table 1 show that all the factors have more than 0.7 standardized factor loading. 
The value of AVE ranges between 0.538-0.720, which is more than the cut-off value of 0.5 (Fornell 
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& Larcker, 1981). Therefore, the results of table 1 showed that the measurement model had achieved 
convergent validity.

The results of table 2 depicted descriptive statistics and the discriminant validity of the 
measurement model. The result showed that the inter-construct correlation values were less than the 
square root of the AVE for that construct. It means that the proposed measurement model also fulfills 
the criterion of discriminant validity; Aggarwal, Dhaliwal & Nobi, 2018; Dhaliwal et al., 2019; Singh 
et al., 2020). It means that the present model has good reliability and validity. Apart from this, results 
also showed that there is a positive relationship between all the latent variables.

4.2 Structural Equation Modeling (S.E.M)
Structural equation modeling, a multivariate technique, is employed in this research to study the 
relationship between patients’ satisfaction and customer relationship. Arbuckle (2010), Structural 
Model specifies how latent variables are related to each other. The fitness of the hypothesized 
model was evaluated by analyzing Goodness-of-fit indices. To test the relationship between two 
latent constructs i.e., Patient Satisfaction (PS) and Customer Relationship (CR), various coefficient 
parameters were estimated as the assumptions underlying SEM are met (Mittal, Aggarwal & Mittal, 
2020; Sharma & Gupta, 2020).

Results of table 3 depicted that effective communication has a significant and positive impact on 
patient-doctor relationship (β = 0.202, t = 3.737, p < 0.01). Therefore, H1 was accepted. Results also 
manifested that prompt action from the hospital to handle the patient has a significant and positive 

Figure 2. B
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impact on the patient-doctor relationship (β = 0.225, t = 4.425, p < 0.01). Hence, H2 was accepted. 
Results of the path analysis showed that there is a significant impact on the quality of basic amenities 
on the patient-doctor relationship (β = 0.185, t = 2.652, p < 0.01). Further, results showed that social 
support has a significant and positive impact on patient-doctor relationship (β = 0.112, t = 2.228, p 
< 0.05). Hence, H4 was accepted. Autonomy does not have significant impact on the patient-doctor 
relationship (β = 0.072, t = 1.247, p > 0.05). Therefore, the H5 was not accepted. Results of the path 
analysis also revealed that confidentiality maintained by the hospital in terms of the patient disease 

Table 1. Convergent Validity

Factors Final standardized 
loadings

Composite construct 
reliability

Average variance 
extracted

Communication 0.812 0.592

COM1 0.724

COM2 0.831

COM3 0.749

Prompt Attention 0.855 0.598

PA1 0.718

PA2 0.792

PA3 0.851

PA4 0.724

Quality of Basic Amenity 0.77 0.528

QBA1 0.704

QBA2 0.714

QBA3 0.761

Social Support 0.806 0.582

SS1 0.828

SS2 0.715

SS3 0.742

Autonomy 0.725 0.569

AT1 0.719

AT2 0.788

Confidentiality 0.786 0.649

CON1 0.884

CON2 0.765

Dignity 0.795 0.662

DIG1 0.894

DIG2 0.724

Choice of Provider 0.741 0.59

CH1 0.749

CH2 0.787

Note: Author’s Compilation
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has a significant and positive impact on the patient-doctor relationship (β = 0.161, t = 2.724, p < 
0.01). Further, results also manifested that dignity has positive and significant impact on patient-
doctor relationship (β = 0.115, t = 2.189, p < 0.05). In last, results depicted that there is a significant 
and positive impact of choice on the patient-doctor relationship (β = 0.168, t = 2.714, p < 0.01).

5. SIGNIFICANCE OF THE STUDY

This study adds to the knowledge pool in terms of responsiveness of the Indian Health System 
by filling the literature gap. It helps to understand the elements of responsiveness as an important 
factor in the Indian context and then prioritize these elements. Understanding responsiveness will 
help Health authorities to formulate new health policies which will lead to better patient satisfaction 
and compliance. This will help address social justice by guiding the providers to meet the legitimate 
expectations of patients, thereby increasing patient satisfaction and better utilization of health services. 
In India, it is one of the first studies that find the current status or level of responsiveness of the Indian 

Table 2. Discriminant Validity

Factors M SD   1   2 3   4   5   6 7 8

Communication 4.48 0.49 0.77

Prompt Attention 4.14 0.62 0.13 0.77

Quality of basic 
Amenity 4.28 0.54 0.09 0.14 0.73

Social Support 3.92 0.55 0.08 0.34 0.25 0.76

Autonomy 2.88 0.85 0.04 0.29 0.13 0.13 0.75

Confidentiality 4.52 1.10 0.19 0.22 0.16 0.14 0.19 0.80

Dignity 3.40 0.47 0.14 0.11 0.23 0.15 0.04 0.24 0.81

Choice 4.29 1.19 0.21 0.22 0.09 0.16 0.08 0.13 0.22 0.77

Note: The bold numbers in the diagonal are the square root of AVE

Table 3. Hypothesized Relationships

Relationship Std β t-value p-value Decision

H1 Communication → Customer Relationship 0.202 3.737 0.010 Accepted

H2 Prompt Attention → Customer Relationship 0.225 4.425 0.010 Accepted

H3 Quality of Basic Amenity →Customer 
Relationship 0.185 2.652 0.010 Accepted

H4 Social Support → Customer Relationship 0.112 0.228 0.037 Accepted

H5 Autonomy → Customer 
Relationship 0.072 1.247 0.256      Not Accepted

H6 Confidentiality → Customer Relationship 0.161 2.724 0.010 Accepted

H7 Dignity → Customer Relationship 0.115 2.189 0.031 Accepted

H8 Choice of Provider → Customer 
Relationship

0.168 2.714 0.010 Accepted

Source: Author’s Compilation
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health system. It explores the importance of responsiveness elements and their application in Indian 
society. Another significance of the study is the collection of data from multiple sources, consumers, 
providers, managers. This provided depth and richness to data. It also increased the trustworthiness of 
findings which were similar for all the respondents. This study gives a new questionnaire to measure 
the responsiveness of the Indian health system which can be used for future studies.

Hence this study can be considered as an important step to identify areas which are performing 
well and areas that need improvement to give patients a more responsive health system. The study 
will be of National interest with wider appeal to a broader audience and will provide interest in other 
researchers to conduct similar studies in their regions. A most important contribution of the study 
was the development of the Responsiveness measurement questionnaire according to Indian needs 
which can be used to study and measure the responsiveness of the Indian health system.

5.1 Significance for Policy Makers
The results of the study indicate that autonomy, quality of basic amenities, communication and choice 
of care provider are the most important elements to the patient. Hence policies should be made to ensure 
that the patients are provided good basic amenities like well-ventilated waiting rooms, cleanliness, 
potable water, good nutritious food. Also, they should be given the right to choose the care provider 
and to decide their treatment. The doctors should explain the disease and its treatment in a language 
that the patients understand and should answer their queries to satisfy them.

6. LIMITATIONS AND FUTURE SCOPE OF THE STUDY

6.1 Limitations
Since the study was conducted in two districts and one Union territory of Northern India transferability 
of its results to the whole of India has to be explored. Secondly, only two new elements were shortlisted 
and tested for their importance to Indian patients and then inclusion into responsiveness. There may 
be several other elements like medical ethics, trust, and coordination between caretakers and others 
which may be on the expectation list of patients in India and need to be tested on importance scale 
and then may be added to existing responsiveness elements.

Another limitation is that only one methodology of data collection through questionnaire was 
used as per WHO protocol but to add depth and more insight into patients’ psychology qualitative 
methods like Focus Group discussions (FGDs) can be conducted. This would help record actual 
interactions between the consumers and providers of healthcare.

The questionnaire used was shortened in consultation with experts from the field and its reliability 
and validity tested through a pilot study. This was done to capture the correct responses keeping in 
mind the attention span of respondents. Adding vignettes could have added better responses as was 
done in the WHO questionnaire used for WHS.

6.2 Future Research
The study of responsiveness offers a lot of opportunities in a variety of areas for future researchers. 
Researchers may study:

• 	 Similar studies at country level to find overall responsiveness of the Indian Health system and 
if there are any differences region wise

• 	 Whether there are other elements besides those confirmed by this study which is important to 
Indians and should be included in responsiveness

• 	 Studies to find responsiveness to different vulnerable groups that are usually discriminated, for 
example, HIV/AIDS patients, disabled.

• 	 Responsiveness of health system to hearing impaired, visually impaired or intellectually impaired
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• 	 Comparison of the responsiveness of health providers in the public vs the private sector, or the 
non-government sector.

•	  The relative importance of various elements of responsiveness can also be studied based on 
patients’ perceptions.

• 	 Rankings of district health systems on responsiveness can be done after district-level surveys. 
These rankings can become a useful indicator of health system performance.

•	  Longitudinal studies to see responsiveness changes over some time will be very important to 
the hospital sector

The study findings indicate that a lot needs to be explored and future research will help better 
understand the responsiveness process and also improve the quality of healthcare services.
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