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Abstract
Background: Health-system responsiveness is a core dimension of health-system performance because it captures how people are treated and the environment in which they receive care, beyond clinical outcomes alone. Outpatient departments are high-volume entry points to public hospitals, and patient experience in these settings is strongly shaped by waiting time, communication, privacy, respect, and the physical environment (World Health Organization, 2000; Valentine et al., 2003).
Objective: This study assessed patient-perceived responsiveness of outpatient department services at Base Hospital Sammanthurai using the World Health Organization responsiveness domains and identified priority areas for quality improvement.
Methods: A descriptive cross-sectional patient-based audit was conducted among 100 patients attending the outpatient department from January to March 2026. Data were collected using a structured face-to-face interview checklist developed from the WHO responsiveness framework. The checklist covered dignity, autonomy, confidentiality, communication, prompt attention, quality of basic amenities, access to social support, and choice of provider. Responses were scored on a five-point Likert scale and converted into percentage scores. Analysis was descriptive and included domain ranking, interpretation against a pragmatic 80% benchmark, improvement-gap analysis, and classification into interpersonal and service-organization dimensions. Because only aggregate scores were available for manuscript preparation, inferential tests, reliability statistics, and subgroup comparisons were not performed (Valentine et al., 2003, 2010).
Results: Overall OPD responsiveness was graded as good. The strongest domains were confidentiality (88), dignity (85), communication (84), and autonomy (83), indicating generally positive patient perceptions of privacy, respectful treatment, provider explanations, and participation in care. Moderate scores were observed for access to social support (74) and quality of basic amenities (73). The weakest domains were prompt attention (65) and choice of provider (65). Using 80% as a pragmatic benchmark, four of eight domains were above the desired level and four were below it. The largest improvement gaps were observed for prompt attention and choice of provider, each 15 percentage points below the benchmark. Waiting time was the weakest item within prompt attention, while linen cleanliness, parking, and explanation of risks emerged as specific areas needing attention.
Conclusion: The OPD at Base Hospital Sammanthurai appears stronger in interpersonal and ethical dimensions of care than in operational and environmental dimensions. Patient-centered quality improvement should therefore prioritize patient-flow redesign, waiting-time reduction, clearer provider-allocation processes, improved amenities, and routine responsiveness monitoring. Repeating the same WHO-based audit after interventions would allow the hospital to measure change and strengthen accountability to service users (Donabedian, 1988; Khan et al., 2021).
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Introduction
Quality of care is increasingly understood as a multidimensional concept. Earlier approaches often emphasized technical quality, clinical effectiveness, and mortality or morbidity outcomes. These remain essential, but they do not fully capture what patients experience when they seek care. A patient may receive clinically correct treatment but still experience disrespect, poor privacy, unclear communication, unreasonable waiting, or uncomfortable surroundings. For this reason, patient experience and responsiveness have become important indicators of whether a health service is truly people-centred (Donabedian, 1988; World Health Organization, 2000).
The World Health Organization identified health-system responsiveness as one of the intrinsic goals of health systems. Responsiveness refers to the way individuals are treated and the environment in which they receive care. It differs from clinical quality because it does not directly measure whether the correct diagnosis or treatment was provided. Instead, it measures whether patients were treated with dignity, whether their privacy was protected, whether they received timely attention, whether they understood explanations, and whether the physical and social environment of care was acceptable. This distinction is important because patients judge health services through both technical and non-technical experiences (World Health Organization, 2000; Valentine et al., 2003).
The WHO responsiveness framework is especially suitable for outpatient department assessment. OPDs are among the most heavily used units in public hospitals. Patients may pass through registration, triage or initial screening, consultation, pharmacy, laboratory, radiology, and referral counters within a single visit. Although the consultation itself may be brief, the total patient journey can be long and complex. Long queues, crowded waiting areas, unclear directions, insufficient seating, poor toilet facilities, and limited privacy can reduce perceived quality even when clinical staff provide appropriate treatment (Valentine et al., 2003, 2010).
In Sri Lanka, public-sector OPDs remain central to equitable access to care. These services are widely used because they are accessible, low cost to patients at the point of use, and linked to referral pathways for further investigations and inward care. However, public OPDs also face predictable operational pressures. These include high patient volume, limited space, uneven arrival patterns, shortage of consultation rooms, pressure on pharmacy and laboratory services, and inadequate patient information systems. These pressures can affect responsiveness, especially prompt attention and basic amenities (Kalubowila et al., 2017).
Responsiveness assessment is also valuable for hospital management because it converts patient experience into measurable service domains. Satisfaction surveys may provide a general impression, but they are often influenced by patient expectations and gratitude bias. Responsiveness measures are more structured. They focus on domains that are ethically and operationally important across settings, such as dignity, confidentiality, autonomy, communication, prompt attention, basic amenities, social support, and choice of provider. These domains can be translated into improvement actions, making responsiveness assessment suitable for quality-improvement planning (Mirzoev & Kane, 2017; Valentine et al., 2010).
The present study assessed patient-perceived responsiveness of outpatient department services at Base Hospital Sammanthurai. The study was designed as a facility-level audit using WHO responsiveness domains. The purpose was not only to describe patient perceptions, but also to identify which aspects of the OPD require priority action. The revised manuscript expands the methodology and results sections so that the study is suitable for journal submission and can guide local quality-improvement planning.
Background and Justification
The concept of responsiveness emerged from a recognition that health systems must be accountable not only for improving health but also for respecting legitimate expectations of the population. In public-sector care, this is particularly important because patients often have limited freedom to select a facility, choose a provider, or negotiate service arrangements. Responsiveness therefore provides a way to assess whether the system treats service users fairly, respectfully, and efficiently (World Health Organization, 2000).
Outpatient care is a useful setting for responsiveness assessment for several reasons. First, OPD services are frequently used by a broad cross-section of the population, including patients with acute minor illness, chronic disease, elderly patients, women, children, and persons requiring referrals or follow-up. Second, the OPD journey contains many visible service processes. Delays at registration, unclear queues, incomplete explanations, inadequate seating, crowded consultation areas, and poor signage are easily noticed by patients. Third, OPD improvements can often be implemented through management actions that do not require major capital investment. Examples include queue redesign, patient-flow mapping, signage, staff communication practices, appointment or token systems, cleaning schedules, and feedback mechanisms.
The distinction between responsiveness and satisfaction is important for this study. Satisfaction reflects whether a patient’s expectations were met. Those expectations may be low in resource-constrained settings, meaning that patients may report satisfaction despite objectively poor service conditions. Responsiveness instead focuses on normative domains of care that patients have a legitimate right to expect. A patient should be treated with dignity, receive understandable information, have privacy protected, and access care without unnecessary delay regardless of individual expectations. Therefore, responsiveness is a more structured and defensible concept for hospital performance assessment (Mirzoev & Kane, 2017; Valentine et al., 2010).
At facility level, responsiveness measurement can support managerial decision-making. Domain scores allow managers to identify whether problems are mainly interpersonal, such as disrespectful communication, or operational, such as waiting time and amenities. This distinction matters because different problems require different interventions. Communication problems may require staff training, supervision, scripts, or patient-information materials. Waiting-time problems require process redesign, workload redistribution, queue management, and bottleneck reduction. Amenity problems require environmental audits, cleaning systems, maintenance, signage, seating, water, and toilet improvements (Khan et al., 2021).
Base Hospital Sammanthurai provides secondary-care services to the surrounding population. As with many public hospitals, the OPD is likely to manage a high daily patient load with finite human and physical resources. A local audit of responsiveness is therefore justified because it provides evidence that can be used by hospital managers to prioritize practical improvements. The study also contributes to the limited facility-level evidence on patient-perceived responsiveness in Sri Lankan public outpatient settings.
Research Gap
Despite the global literature on health-system responsiveness, several gaps remain relevant to this study. First, many facility-level assessments continue to use general patient-satisfaction measures rather than the WHO responsiveness framework. While satisfaction surveys are useful, they may not separate the ethical, interpersonal, and organizational components of patient experience. Second, many studies report overall patient-experience scores without translating findings into specific improvement priorities. Third, local hospital audits often lack a detailed explanation of scoring, domain interpretation, and how results should be used for continuous quality improvement (Khan et al., 2021; Robone et al., 2011).
The present study addresses these gaps by using a domain-based framework, presenting a structured interpretation of each domain, and linking the findings to an operational improvement agenda. The revised analysis provides domain ranking, benchmark-gap analysis, interpersonal versus service-organization classification, and a prioritization matrix. This approach makes the results more useful for hospital managers than a simple statement that overall responsiveness was good.
Objectives
The general objective was to assess patient-perceived responsiveness of outpatient department services at Base Hospital Sammanthurai using WHO responsiveness domains.
The specific objectives were: (1) to assess responsiveness scores across the eight WHO domains; (2) to identify the strongest and weakest domains of OPD responsiveness; (3) to classify the findings into interpersonal and service-organization dimensions; (4) to estimate improvement gaps using a pragmatic benchmark; and (5) to propose practical quality-improvement actions based on the identified gaps.
Methods
Study design
This was a descriptive cross-sectional patient-based audit of OPD responsiveness. A cross-sectional design was appropriate because the objective was to measure patient-perceived responsiveness at a defined point in time rather than to test a causal hypothesis. The study is best described as an audit or facility-level service evaluation because the findings are intended to inform local quality-improvement action. The manuscript has been structured in line with the reporting principles of observational studies, particularly clear description of setting, participants, variables, data sources, scoring, bias, limitations, and interpretation (von Elm et al., 2007).
Study setting
The study was conducted in the outpatient department of Base Hospital Sammanthurai from January to March 2026. The OPD was selected because it is a high-volume patient-contact point and because patient experience in the OPD reflects both staff behavior and service organization. The OPD journey typically includes arrival, registration, waiting, consultation, referral for investigations or medicines, and exit. Each of these steps can influence perceived responsiveness.
Study population
The study population consisted of patients attending the OPD during the study period. Eligible participants were patients who had completed or were near completion of their OPD service encounter and were able to provide informed responses. For patients who were too ill, too young, or unable to respond independently, a caregiver may be considered only if the audit protocol explicitly permits proxy responses. The final manuscript should specify whether proxy respondents were included or excluded. To maintain clarity, the present version describes the respondents as OPD patients unless the author confirms otherwise.
Inclusion and exclusion criteria
Patients attending the OPD during the data-collection period were eligible if they were willing to participate and were able to understand and respond to the interview questions. Patients requiring emergency attention, those in obvious distress, those unable to provide meaningful responses, and those who declined participation should be excluded. Patients should not be interviewed before receiving care if doing so could interfere with the service process or influence their subsequent responses.
Sample size and sampling technique
The audit included 100 OPD patients. In a facility-level responsiveness audit, a sample of 100 can provide an initial practical estimate of domain performance and identify improvement priorities. However, it should be interpreted as a baseline audit rather than as a definitive prevalence study. The source draft states that simple random sampling was used. For journal reporting, the sampling procedure should be described operationally. For example, a daily sampling frame could be prepared from the OPD registration sequence, and patients could be selected using a random number table or systematic random interval after estimating the expected daily patient load. If true simple random selection was not feasible, the method should be reported transparently as systematic random sampling or consecutive sampling with efforts to reduce selection bias.
For future studies, sample-size calculation could be strengthened using a single proportion formula based on expected good responsiveness, desired precision, and confidence level. If the hospital wishes to compare subgroups by age, sex, visit type, or time of visit, a larger sample would be required. For the current manuscript, the sample size is reported as an audit sample and the interpretation is limited to descriptive facility-level findings.
Table 1. Summary of methodology
	Element
	Description for the revised manuscript

	Design
	Descriptive cross-sectional patient-based audit/service evaluation.

	Setting
	Outpatient Department, Base Hospital Sammanthurai.

	Period
	January to March 2026.

	Population
	Patients attending OPD services during the study period.

	Sample
	100 OPD patients.

	Sampling
	Reported as simple random sampling; operational description should be verified by the author.

	Tool
	Structured face-to-face interview checklist based on WHO responsiveness domains.

	Analysis
	Descriptive statistics, domain ranking, benchmark-gap analysis, domain grouping, and improvement-priority matrix.



Study instrument
Data were collected using a structured interview checklist based on the WHO responsiveness framework. The domains included dignity, autonomy, confidentiality, communication, prompt attention, quality of basic amenities, access to social support, and choice of provider. The tool was administered through face-to-face interviews. This method was suitable for an OPD setting because it allows respondents with different literacy levels to participate and enables clarification of questions. However, face-to-face administration may introduce courtesy bias; therefore, interviews should be conducted in a neutral manner and, where feasible, away from direct service providers (Valentine et al., 2003, 2010).
The tool should be described in the final submission with sufficient detail for reproducibility. Each domain should include one or more items. Dignity may include respectful treatment and absence of humiliation. Confidentiality may include privacy during consultation and protection of patient information. Communication may include clarity of explanation, opportunity to ask questions, and understanding of instructions. Autonomy may include involvement in decisions, consent, and explanation of risks and alternatives. Prompt attention may include waiting time and timeliness of service. Basic amenities may include seating, cleanliness, toilets, drinking water, ventilation, linen, signage, and parking. Social support may include the ability of family members or companions to assist when appropriate. Choice of provider may include perceived choice, continuity, and transparency of provider allocation (Valentine et al., 2003).
Table 2. WHO responsiveness domains and OPD operationalization
	WHO domain
	Operational meaning in OPD assessment
	Examples of likely items

	Dignity
	Respectful and non-humiliating treatment of patients.
	Polite staff behavior; respectful tone; no scolding or humiliation.

	Autonomy
	Involvement of patients in decisions affecting their care.
	Consent; participation in decisions; explanation of risks and alternatives.

	Confidentiality
	Protection of privacy and personal health information.
	Private consultation; discreet communication; safe handling of records.

	Communication
	Clear, understandable, and sufficient information exchange.
	Diagnosis and treatment explanation; opportunity to ask questions; follow-up instructions.

	Prompt attention
	Timeliness of care and avoidance of unnecessary delay.
	Waiting time; speed of registration; timely consultation and pharmacy service.

	Basic amenities
	Clean, safe, and comfortable physical environment.
	Seating; toilets; cleanliness; ventilation; drinking water; signage; parking.

	Social support
	Ability to receive assistance from family or companions when appropriate.
	Companion support for elderly, disabled, anxious, or language-limited patients.

	Choice of provider
	Patient ability to influence or understand provider allocation.
	Choice or continuity of doctor; clarity about who will see the patient.



Scoring and interpretation
Responses were recorded on a five-point Likert scale and converted into percentage scores for each domain. The conversion of Likert responses into percentage scores allows easier interpretation by managers and enables comparison across domains. A higher score indicates better perceived responsiveness. The revised analysis uses a pragmatic interpretation framework: scores of 80 and above are interpreted as strong, scores from 70 to 79 as moderate, and scores below 70 as weak. This threshold is not presented as a universal WHO cut-off; rather, it is used as a practical quality-improvement benchmark for local interpretation.
The analysis also calculated the gap between each domain score and a benchmark of 80. This benchmark-gap method is useful for identifying domains that require priority attention. A domain scoring 65 has a 15-point gap from the benchmark, while a domain scoring 73 has a 7-point gap. This makes the results more actionable than ranking alone. The domains were further grouped into two categories: interpersonal or respect-related dimensions, and service-organization or environment-related dimensions. This grouping helps identify whether weaknesses are mainly related to staff-patient interaction or to system design.
Table 3. Interpretation framework used for domain scores
	Score range
	Interpretation
	Management implication

	>=80
	Strong
	Maintain performance; institutionalize good practices; monitor periodically.

	70-79
	Moderate
	Acceptable but improvable; identify item-level weaknesses and implement targeted corrections.

	<70
	Weak
	Priority for quality improvement; conduct root-cause analysis and monitor corrective action.



Data analysis
The data available for manuscript preparation were aggregate domain scores. Therefore, the analysis was limited to descriptive interpretation. Domain scores were tabulated, ranked from highest to lowest, classified by interpretation category, and compared against the 80% benchmark. Improvement gaps were calculated as 80 minus the observed domain score for domains below the benchmark. Domains above the benchmark were considered strengths. The average score across the eight domains was also calculated to summarize overall responsiveness, but interpretation emphasized the domain profile rather than the overall average because high interpersonal scores can mask operational weaknesses.
Because individual-level responses were not available, it was not possible to calculate confidence intervals, Cronbach’s alpha, item-total correlations, factor structure, or subgroup differences by age, sex, education, visit type, or time of visit. No inferential statistical tests were conducted. This limitation is explicitly reported to avoid overinterpretation. If patient-level data are available later, the analysis can be expanded to include reliability testing, subgroup comparison, and regression analysis to identify predictors of poor responsiveness.
Ethical considerations
Patient-experience research must protect voluntariness and confidentiality. Participants should be informed that participation is voluntary, that refusal will not affect care, and that no identifying information will be reported. Interviews should be conducted in a way that does not disrupt clinical care or pressure patients to provide favourable responses. The final manuscript should include the exact ethics approval mechanism, such as institutional ethics committee approval, administrative permission, or audit exemption. Because the uploaded draft did not provide an approval number, this item is left for author verification (World Medical Association, 2013).
Results
Overall responsiveness profile
The overall pattern shows that OPD responsiveness at Base Hospital Sammanthurai was good, with a mean domain score of 75.9 across the eight WHO domains. However, the domain profile was uneven. Four domains scored above the pragmatic benchmark of 80, while four domains scored below it. This indicates that the OPD performs well in several areas but still has clear improvement needs. The highest scores were observed in confidentiality, dignity, communication, and autonomy. The lowest scores were observed in prompt attention and choice of provider (World Health Organization, 2000; Valentine et al., 2003).
The difference between the highest and lowest domain scores was 23 points, from 88 for confidentiality to 65 for prompt attention and choice of provider. This range is important because it shows that the service cannot be described by the overall average alone. Patients appear to experience respectful and confidential interpersonal care, but they also experience operational constraints, especially waiting and limited provider choice.
Table 4. WHO responsiveness domain scores and ranking
	Domain
	Score
	Interpretation
	Rank
	Main dimension

	Confidentiality
	88
	Strong
	1
	Interpersonal/ethical

	Dignity
	85
	Strong
	2
	Interpersonal/ethical

	Communication
	84
	Strong
	3
	Interpersonal/process

	Autonomy
	83
	Strong
	4
	Interpersonal/ethical

	Access to social support
	74
	Moderate
	5
	Service organization

	Quality of basic amenities
	73
	Moderate
	6
	Environment/structure

	Choice of provider
	65
	Weak
	7
	Service organization

	Prompt attention
	65
	Weak
	7
	Service organization



Benchmark-gap analysis
Using 80 as a pragmatic benchmark, the four domains above the benchmark were confidentiality, dignity, communication, and autonomy. These domains represent strengths and should be maintained through continued supervision, staff orientation, privacy-conscious service arrangements, and reinforcement of respectful communication. The four domains below the benchmark were access to social support, quality of basic amenities, choice of provider, and prompt attention. These require improvement, with prompt attention and choice of provider emerging as the highest-priority domains because both were 15 points below the benchmark (Khan et al., 2021).
Table 5. Domain benchmark-gap analysis using an 80% pragmatic benchmark
	Domain
	Score
	Benchmark status
	Priority interpretation

	Confidentiality
	88
	Above benchmark
	Maintain

	Dignity
	85
	Above benchmark
	Maintain

	Communication
	84
	Above benchmark
	Maintain

	Autonomy
	83
	Above benchmark
	Maintain

	Access to social support
	74
	6 points below benchmark
	Moderate priority

	Quality of basic amenities
	73
	7 points below benchmark
	Moderate priority

	Choice of provider
	65
	15 points below benchmark
	High priority

	Prompt attention
	65
	15 points below benchmark
	High priority



Interpersonal versus service-organization dimensions
The findings show a clear distinction between interpersonal dimensions and service-organization dimensions. The four strongest domains are mainly related to how staff interact with patients: confidentiality, dignity, communication, and autonomy. These domains reflect ethical conduct, respectful communication, privacy, and patient involvement. The weaker domains are more closely related to service organization and environment: prompt attention, provider choice, basic amenities, and social support. This pattern suggests that the main improvement challenge is not only staff attitude but also OPD system design (Donabedian, 1988; Mirzoev & Kane, 2017).
This distinction is managerially useful. If the weakest domains had been dignity or communication, the primary response would be staff training, supervision, and behavioural standards. In this study, however, the weakest domain is prompt attention, which usually requires process redesign. Waiting time is influenced by patient arrival patterns, registration flow, number of consultation points, queue discipline, pharmacy flow, investigation referral process, and clarity of patient routing. Therefore, operational interventions are likely to produce greater improvement than communication training alone.
Table 6. Grouped analysis of interpersonal versus service-organization responsiveness
	Dimension group
	Included domains
	Average score
	Interpretation

	Interpersonal and ethical responsiveness
	Confidentiality, dignity, communication, autonomy
	85.0
	Strong; reflects good respectful care, privacy, explanation, and involvement.

	Service-organization and environmental responsiveness
	Prompt attention, basic amenities, social support, choice of provider
	69.25
	Weak to moderate; reflects operational and structural constraints requiring management action.



Domain-specific findings
Confidentiality was the highest-scoring domain, with a score of 88. This suggests that most respondents perceived that their information and privacy were protected. In a busy OPD, confidentiality can be difficult because consultations may occur in crowded rooms and patients may stand close to counters. The high score is therefore a notable strength. It should be maintained by ensuring adequate consultation privacy, avoiding public discussion of sensitive information, and organizing records in a way that prevents unnecessary exposure (Valentine et al., 2003).
Dignity scored 85, indicating that patients generally perceived respectful treatment. Dignity is one of the most important dimensions of patient-centred care because it affects trust, psychological comfort, and willingness to seek care again. Respectful care is also relatively low-cost but requires strong organizational culture, supervision, and role modelling. The score suggests that staff behaviour is generally perceived positively (Valentine et al., 2003; World Health Organization, 2000).
Communication scored 84. This indicates that explanations were generally clear and understandable. Good communication is essential in an OPD because patients must understand diagnosis, medication use, warning signs, follow-up instructions, and referral pathways. However, the draft findings indicate that explanation of risks and certain details may be less consistent. This suggests that communication quality is good overall but could be strengthened through standard counselling points and teach-back methods (Valentine et al., 2010).
Autonomy scored 83, suggesting that patients felt reasonably involved in decisions. However, autonomy is more than obtaining agreement. It requires that patients understand the reason for decisions, alternatives, potential risks, and expected outcomes. In busy OPDs, providers may understandably focus on rapid decision-making. A short structured approach to explanation could strengthen autonomy without adding excessive consultation time (Valentine et al., 2003, 2010).
Access to social support scored 74. In outpatient settings, social support is particularly relevant for older patients, persons with disability, patients with language barriers, and anxious or severely symptomatic patients. The moderate score suggests that support is possible but not optimal. Clear companion policies can help balance patient support, crowd control, and confidentiality.
Quality of basic amenities scored 73. This indicates that the physical environment is acceptable but requires improvement. The draft identified linen cleanliness and parking as weaker items. Basic amenities are sometimes considered less important than clinical care, but they strongly influence patient perception. Seating, toilets, cleanliness, ventilation, drinking water, signage, and parking affect comfort and dignity, particularly for patients who wait for long periods.
Prompt attention scored 65 and was one of the weakest domains. Waiting time was the weakest item within this domain, around 60. This finding is highly important because waiting time is often the most visible OPD problem. Long waiting does not only cause inconvenience; it may worsen discomfort, increase crowding, reduce privacy, and create frustration among patients and staff. It is also a signal of inefficient service flow (Robone et al., 2011; Valentine et al., 2003).
Choice of provider also scored 65. In a public hospital OPD, full choice of provider may not be realistic because patients are usually allocated according to duty rosters and service capacity. However, responsiveness can still be improved by making the allocation process more transparent, ensuring that patients know who is seeing them, and providing mechanisms for continuity or special consideration in selected cases such as chronic disease follow-up, sensitive complaints, or language needs.
Table 7. Domain-level interpretation and immediate improvement implications
	Domain
	Key interpretation
	Likely root causes
	Suggested immediate response

	Confidentiality
	Strongest domain; privacy perceived positively.
	Existing staff awareness; adequate consultation conduct.
	Maintain privacy standards and reinforce discreet communication.

	Dignity
	Respectful treatment perceived positively.
	Positive staff-patient culture.
	Continue supervision and recognition of respectful care.

	Communication
	Good overall but may vary by item.
	Time pressure; absence of standard counselling scripts.
	Use short standard explanations and teach-back.

	Autonomy
	Good involvement, but risk explanation may be weaker.
	High patient load; limited time for detailed discussion.
	Standardize consent and risk explanation for common OPD decisions.

	Social support
	Moderate; support available but inconsistent.
	Crowding; unclear companion policy.
	Create clear policy for elderly, disabled, and vulnerable patients.

	Basic amenities
	Moderate; environment requires attention.
	Limited space; maintenance and cleaning gaps; parking constraints.
	Routine amenity audit and quick corrective actions.

	Choice of provider
	Weak; limited choice expected in public OPD.
	Roster-based allocation; low transparency.
	Display provider allocation and clarify continuity options.

	Prompt attention
	Weak; waiting time is the main concern.
	Registration and consultation bottlenecks; uneven arrival patterns.
	Map patient flow and redesign queues.



Improvement-priority analysis
The improvement-priority analysis indicates that prompt attention should be the first operational priority. Although choice of provider scored equally low, prompt attention is likely to affect a larger number of patients and may also influence several other domains. Long waits can worsen perceptions of amenities, communication, dignity, and social support. Reducing waiting time may therefore produce a broad improvement in overall responsiveness.
The second priority is provider-allocation transparency. Because full provider choice may not be feasible in a public OPD, the realistic goal should be to improve predictability and perceived fairness. Patients should understand the queue, consultation room allocation, and whether special pathways exist. Transparency can reduce anxiety even when actual choice is limited.
The third priority is improvement of basic amenities. Although the score was moderate rather than weak, amenities are visible to all patients and can be improved through regular audits. Clean toilets, adequate seating, drinking water, clear signage, ventilation, waste control, and linen cleanliness should be included in a practical amenity checklist. Parking may require longer-term planning, but short-term improvements such as traffic direction and designated drop-off points may help.
Table 8. Quality-improvement priority matrix
	Priority
	Problem area
	Evidence from findings
	Recommended intervention
	Monitoring indicator

	1
	Waiting time and prompt attention
	Prompt attention scored 65; waiting time was the weakest item.
	Conduct patient-flow mapping, identify bottlenecks, introduce or strengthen token/queue systems, separate fast-track for vulnerable patients, and monitor time at each service point.
	Median waiting time; proportion seen within target time; patient rating of prompt attention.

	2
	Provider allocation and perceived choice
	Choice of provider scored 65.
	Display duty-room allocation, explain queue logic, create continuity mechanism for selected chronic/sensitive cases where feasible.
	Patient understanding of provider allocation; complaints related to queue or provider allocation.

	3
	Basic amenities
	Amenities scored 73; linen cleanliness and parking weaker.
	Introduce weekly amenity audit covering seating, toilets, cleanliness, drinking water, signage, ventilation, linen and parking flow.
	Amenity audit score; corrective actions completed; patient amenity score.

	4
	Risk explanation and informed communication
	Communication and autonomy strong overall, but risk explanation less consistent.
	Use standard counselling prompts and teach-back for medicines, investigations, referrals and warning signs.
	Proportion of observed consultations using key counselling points; communication score.

	5
	Social support
	Social support scored 74.
	Define companion policy for elderly, disabled, pregnant, paediatric, anxious and language-limited patients while preserving privacy.
	Patient rating of social support; crowding complaints; privacy incidents.



Discussion
This study assessed OPD responsiveness at Base Hospital Sammanthurai using WHO domains and found a mixed but informative profile. Overall responsiveness was good, but the pattern was uneven. Interpersonal and ethical dimensions were strong, while operational and environmental dimensions were weaker. This is an important finding because it helps hospital managers identify the type of improvement required. The results suggest that the hospital has a good foundation of respectful and confidential care, but patient-flow and service-environment improvements are needed to make the OPD more responsive (World Health Organization, 2000; Valentine et al., 2003).
The high score for confidentiality is encouraging. Confidentiality is central to trust, especially in a hospital setting where patients may disclose sensitive information. In outpatient departments, confidentiality can be threatened by crowding, shared consultation spaces, and public counters. A high score suggests that staff may be maintaining appropriate discretion despite these constraints. This strength should not be taken for granted. Maintaining confidentiality requires continuous attention to consultation layout, voice levels, patient-record handling, and privacy during history-taking and examination (Valentine et al., 2003).
Dignity also scored strongly. Respectful treatment is a core ethical requirement and a key determinant of patient trust. In resource-constrained public hospitals, staff often work under pressure, but patients still expect to be addressed politely and treated without humiliation. The strong dignity score indicates that patients generally perceived staff behaviour positively. This is important because respectful behaviour can reduce anxiety, improve cooperation, and encourage patients to return for follow-up. Maintaining this strength requires supportive supervision, role modelling by senior staff, and prompt correction of disrespectful practices if they occur (World Health Organization, 2000).
Communication and autonomy were also above the benchmark. These domains are closely linked. Communication provides the information patients need, while autonomy reflects their ability to participate in decisions. In an OPD, communication must be concise but effective. Patients need to understand what illness is suspected, how to take medicines, when to return, what danger signs to watch for, and where to go next. Even a short explanation can improve adherence and reduce unnecessary re-attendance. The finding that risk explanation may be weaker suggests that communication is strong but not fully standardized. Staff may provide basic instructions but may not consistently explain risks, alternatives, or warning signs. This can be improved through simple counselling checklists for common OPD situations (Valentine et al., 2010).
The weaker score for prompt attention is one of the most important findings of the study. Waiting time is a common problem in public OPDs and is often driven by system-level factors rather than individual staff effort. Patients may wait at registration, outside consultation rooms, at pharmacies, or for investigations. If patients do not understand the queue or expected waiting time, the experience may feel even worse. Long waiting can also create crowding, reduce comfort, increase tension, and make communication more difficult. Therefore, waiting-time reduction should be considered a central responsiveness intervention rather than a minor administrative issue (Kalubowila et al., 2017; Robone et al., 2011).
A practical response to waiting time should begin with patient-flow mapping. The hospital should map each step from patient arrival to exit and record approximate waiting and service times. This will identify whether the main bottleneck is registration, consultation, pharmacy, investigations, or patient routing. Once bottlenecks are known, the hospital can test small changes using quality-improvement cycles. Possible interventions include better signage, separate queues for elderly or disabled patients, redistribution of staff during peak hours, token systems, appointment or staggered review systems for chronic patients, and improved coordination between OPD and pharmacy.
Choice of provider was also weak. In a public hospital OPD, this result should be interpreted carefully. Patients may not realistically expect to select any doctor, because provider allocation depends on duty rosters and patient load. However, low choice can still reflect a lack of transparency or continuity. Patients may not know which doctor they will see, why they are assigned to a certain room, or whether they can request continuity for chronic conditions. Improving responsiveness in this domain does not necessarily require unrestricted provider choice. Instead, the hospital can improve information, fairness, and predictability. Displaying duty allocation, explaining queue systems, and allowing continuity arrangements in selected cases may improve perceived control.
Basic amenities received a moderate score. This finding should not be dismissed because amenities affect all patients, including those who wait for long periods. Clean toilets, adequate seating, ventilation, drinking water, readable signage, and clean linen are visible markers of care quality. They also affect dignity and comfort. Some amenity improvements require resources, but many can be achieved through better maintenance routines, cleaning supervision, simple signage, and patient-flow organization. Parking may be more difficult to address, but even basic traffic-direction measures and drop-off arrangements can improve patient experience.
Access to social support was also moderate. In the OPD context, social support must be balanced with crowd control and confidentiality. Some patients require companions because of age, disability, language difficulty, anxiety, or illness severity. At the same time, unrestricted companion entry may worsen crowding and reduce privacy. A clear companion policy can improve this domain. Such a policy may allow companions for selected vulnerable groups while limiting unnecessary crowding in consultation areas. Staff should apply the policy consistently and respectfully.
The grouped analysis showed that interpersonal responsiveness averaged 85, while service-organization and environmental responsiveness averaged 69.25. This difference is perhaps the most important analytical contribution of the revised results. It shows that the hospital’s main weakness is not the basic attitude of staff but the organization of service delivery. This distinction can prevent misdirected interventions. A general customer-care training programme alone would not solve waiting time, amenities, or provider-allocation problems. Similarly, infrastructure improvements alone would not maintain dignity and communication. A balanced approach is required, but operational redesign should receive special attention (Donabedian, 1988; Mirzoev & Kane, 2017).
These findings are consistent with the broader responsiveness literature, which emphasizes that responsiveness is shaped by both interpersonal behaviour and health-system organization. Studies of responsiveness have shown that patients value dignity, communication, privacy, and prompt attention across settings. They also show that responsiveness research should not end with measurement. Feedback must be translated into system responses. For the present hospital, this means that the audit should be treated as a baseline for quality improvement. A repeat audit after intervention would allow the hospital to measure whether changes have improved patient experience (Khan et al., 2021; Robone et al., 2011).
The findings also align with Donabedian’s structure-process-outcome model. Basic amenities are structural features. Communication, dignity, confidentiality, autonomy, queue management, and provider allocation are process features. Patient-perceived responsiveness is an outcome of these structures and processes. Therefore, the study supports the idea that improving patient experience requires both structural and process interventions. Managers should not expect patient perceptions to improve without changing the service environment and patient journey (Donabedian, 1988).
For journal interpretation, it is important to be cautious about generalization. The sample included 100 patients from one hospital OPD. The results provide a useful facility-level baseline but cannot represent all OPDs in Sri Lanka. In addition, because individual-level data were not available for this manuscript, it was not possible to explore whether older patients, female patients, first-time patients, or patients attending at peak hours reported different responsiveness. These analyses would be valuable in future research. Nevertheless, the domain profile provides useful and actionable evidence for local improvement (von Elm et al., 2007).
Recommendations
First, the hospital should implement patient-flow redesign to improve prompt attention. This should begin with a one-week patient-flow study, measuring arrival patterns, registration time, waiting time before consultation, consultation time, pharmacy waiting time, and total visit time. The findings should be reviewed by the hospital management team and OPD staff. Based on bottlenecks, the hospital can test practical interventions such as token systems, clearer queues, peak-hour staff redistribution, fast-track arrangements for vulnerable patients, and improved signage.
Second, the hospital should improve transparency of provider allocation. Patients should be able to see which consultation rooms are functioning, which categories of patients should go where, and how the queue is organized. Where feasible, continuity arrangements can be introduced for selected chronic disease follow-up or sensitive complaints. Even if provider choice is limited, clear information can improve perceived fairness and control.
Third, the hospital should conduct routine amenity audits. A simple weekly checklist can cover seating, toilets, cleaning, drinking water, ventilation, waste bins, signage, linen, and parking flow. Corrective actions should be assigned to responsible officers with deadlines. The audit results can be displayed internally and reviewed at quality or hospital management meetings.
Fourth, communication and autonomy should be strengthened through standard counselling prompts. For common OPD decisions, staff can use short explanation scripts covering diagnosis or working impression, treatment, medication use, warning signs, follow-up, and when to return. Teach-back can be used selectively, especially for elderly patients, patients with low health literacy, and those receiving complex instructions.
Fifth, responsiveness monitoring should become routine. The same WHO-based checklist can be repeated quarterly or biannually. Repeated measurement will allow the hospital to track progress, identify whether interventions are working, and maintain accountability to patients. A small dashboard could include domain scores, waiting-time indicators, complaint themes, and corrective actions completed (Khan et al., 2021).
Proposed action plan
Table 9. Proposed OPD responsiveness improvement action plan
	Action
	Responsible persons
	Timeline
	Resources required
	Expected output

	Conduct OPD patient-flow mapping and waiting-time measurement.
	Medical superintendent/director, OPD in-charge, nursing sister, quality focal point.
	Weeks 1-2
	Data sheet, stopwatch or time stamps, staff orientation.
	Bottleneck map and baseline waiting-time profile.

	Introduce queue and signage improvements based on bottleneck findings.
	OPD team, administrative officer, maintenance unit.
	Weeks 3-6
	Printed signs, token register/system, minor layout adjustments.
	Clearer patient routing and reduced confusion.

	Create weekly amenity audit checklist.
	Nursing in-charge, public health/quality unit, maintenance supervisor.
	Weeks 1-4 and ongoing
	Checklist, supervision schedule.
	Regular monitoring of toilets, seating, cleaning, water, signage and linen.

	Display provider allocation and room information.
	OPD in-charge and administration.
	Weeks 3-4
	Notice board or printed duty-room display.
	Improved transparency of provider allocation.

	Introduce short communication prompts for common OPD encounters.
	Clinical leads, OPD doctors, nursing officers.
	Weeks 4-8
	One-page counselling guide; staff briefing.
	More consistent explanation of treatment, risks and follow-up.

	Repeat responsiveness audit.
	Quality unit/research team.
	After 3-6 months
	Same WHO-based checklist.
	Post-intervention domain scores and improvement assessment.



Limitations
The study has several limitations. First, the sample size was limited to 100 patients. While this is useful for a facility-level audit, it limits precision and generalizability. Second, the study was conducted in a single hospital OPD; therefore, findings may not apply to other hospitals with different patient loads, staffing patterns, infrastructure, or service arrangements. Third, the available data for manuscript preparation were aggregate domain scores. This prevented reliability testing, confidence interval estimation, subgroup analysis, and regression modelling (von Elm et al., 2007).
Fourth, face-to-face interviews may have introduced courtesy bias. Patients may provide more favourable responses when interviewed within the hospital environment or when they fear that negative comments may affect care. This risk can be reduced in future audits by using independent interviewers, ensuring privacy during interviews, and clearly explaining that responses will not affect services. Fifth, the study did not include direct observation of waiting time or patient flow. Therefore, the prompt-attention score reflects patient perception rather than objectively measured waiting time. A future mixed-method assessment could combine patient interviews, time-motion observation, and staff interviews.
Sixth, the manuscript requires final confirmation of ethics approval, questionnaire validation, exact sampling procedure, and whether proxy respondents were included. These details should be completed before journal submission. Despite these limitations, the study provides a useful baseline and identifies clear priorities for OPD quality improvement.
Conclusion
The OPD at Base Hospital Sammanthurai demonstrated good overall responsiveness, especially in confidentiality, dignity, communication, and autonomy. These findings suggest that patients generally experience respectful, private, and understandable care. However, prompt attention and choice of provider were weak, while basic amenities and social support were moderate. The strongest analytical message is that interpersonal responsiveness is stronger than service-organization responsiveness. Therefore, future improvement should focus on patient-flow redesign, waiting-time reduction, provider-allocation transparency, amenity improvement, and routine monitoring.
Responsiveness assessment should not be a one-time exercise. It should become part of a continuous quality-improvement cycle in which patient feedback is measured, discussed, acted upon, and re-measured. By using the WHO responsiveness framework, Base Hospital Sammanthurai can convert patient experience into a practical management tool and strengthen patient-centred public hospital care (Khan et al., 2021; World Health Organization, 2000).
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