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Abstract
Background: Responsiveness optimises the system-based approach to meeting legitimate demands by healthcare recipients. This study assessed the responsiveness of orthopaedic services at the University of Port Harcourt Teaching Hospital (UPTH) from the perspectives of the care recipients. 
Methods: Descriptive cross-sectional study among 442 consecutively recruited recipients of orthopaedic services at UPTH from March to June 2020. Close-ended questionnaire with responsiveness conceptualised by five constructs: dignity, autonomy, confidentiality, quality of basic amenities and choice of care provider, each measured along 4-point response scale. The internal consistency reliability of the responsiveness scale was determined by the Cronbach’s alpha coefficient. Descriptive (frequency, percentages, bar charts) and inferential (ordinal logistic regression) statistics were conducted and p-values ≤ 0.05 were considered statistically significant. 
Results: Response rate was 97.3% and the Cronbach’s alpha coefficient for the responsiveness scale was 0.83. Participants’ mean age was 38.5±14.8years with more being males (55.8%), privately employed (34.9%) and completed secondary education (82.5%). Proportion of respondents who gave excellent ratings across responsiveness domains were dignity (32.8%), autonomy (34.2%), confidentiality (26.3%), amenities (25.8%) and no excellent rating for choice of provider. Marital, employment and visit status were the most consistent factors associated with feedback on autonomy, choice of providers, confidentiality domains.
Conclusion: More orthopaedic patients were pleased with the level of autonomy and dignity than choice of providers and quality of basic amenities. There is the need for enhanced responsiveness of orthopedic services to meeting the unique needs of patients and achieving improved quality of care and patient outcomes.
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Introduction
Responsiveness depicts a system-based approach to identifying and solving the legitimate demands placed on the health system which could vary with the peculiarities of different sub-populations receiving health services within the system.1 Being one of three goals of the health system, responsiveness captures people’s actual experiences of their encounter with the health system and as such, relates to the extent their initial expectations are met by the system.2
 
Health System Responsiveness (HSR) entails the provision of services that meet the patients’ preferences and are provided to satisfy their legitimate expectations.2 Health services are expected to be delivered without discrimination and meet the stated or implied needs of the recipients of care. In this way, a responsive health service will ensure equity in the distribution of available services and resources and will consider the different needs of different sub-populations within the system.2 
 
There is still a lack of consensus on ideal approach for evaluating health services in low- and middle-income countries. This is despite advancements in the development of scientific underpins and approaches for investigating under-researched objectives of the health systems like the responsiveness of the system to the needs and expectations of the population.3 Earlier inertia might have resulted from lack of knowledge on the critical role of enhancing responsiveness in complex and multidimensional quest for quality. Assessing the level of responsiveness of health service through the eye of patients is a useful means of identifying weaknesses in the health system in low-and middle-income countries where objective and structured mechanisms for effective monitoring of system performance are lacking.4
 
Orthopaedic care is an important outpatient and inpatient service delivered in tertiary health facilities for the management of trauma with fractures, bone and joint deformities.5 There is an inundation of innovations into orthopaedic practice in low- and middle-incomes countries following the drive for sub & super-specialisations, improved surgical tools, availability of social protective mechanisms as well as the better diagnostic methods.  Despite the enhanced outcomes from these exciting innovations and sophistication in health care, the patients’ experiences remain critical in the evolving system. The level of responsiveness of the system typifies the extent their legitimate needs are addressed for an enhanced health outcome.2, 6
 
Common measurable domains of responsiveness include prompt attention, dignity, communication, autonomy, choice of provider, quality of facilities, confidentiality, and access to family support.1 Most patients relate more with these domains of responsiveness in their assessment of the quality of health services received from health facilities than the way and manner personal health services involving disease diagnosis, treatment and prognosis are provided. Responsiveness therefore offers the patient an experience-based platform for the assessment of quality. Indeed, improving the level of responsiveness will directly improve the quality of care, improve equitable distribution, and increase patronage of such services. A responsiveness health system therefore is desirable to both users, practitioners, and health administrators.7
 
Since the level of responsiveness of the health system can be influenced by system and individual factors,2 orthopedic services like other clinical services need to be responsive to the unique and changing needs of care recipients during their encounter with the service. Furthermore, some orthopedic patients may not be ambulant. In addition to having unique financial, social, religious, occupational needs, they may spend longer time as inpatients to allow for adequate recovery. A responsive system will ensure the needs of patients who receive orthopedic services within the health facility are met. 
 
It is not uncommon for patients with fractures and other orthopaedic conditions in the developing countries like Nigeria, to visit the traditional bone setters before recourse to orthodox orthopaedic practice when complications occur.8-10 This illness-seeking behaviour may be borne out of the trust these patients have in the traditional bone setters and a measure for reciprocating their responsiveness amidst their financial and social constraints.11-13 These traditional bone setters are known to accommodate close family members who are present during treatment to give support to patients, communicate appropriately with the patients, provide prompt services and permit flexible and alternative payment plans.10-12  
 
The care recipients can provide valid assessment of the level of responsiveness for health services within a health facility. Their unique experiences during encounters with caregivers provide valuable insights into the level of responsiveness and the quality of care provided by a health facility. This is particularly so for orthopaedic patients who might have harboured symptoms for long period of time and have made repeated visits to the care facility.5 Patients with acute or chronic orthopaedic problems may require prolonged interaction with the locally available health services either as outpatients or inpatients. The patient’s journey which often commence either as ambulatory outpatient clinic visitors or via the emergency gateway to the wards and/or theatre for operative interventions and then back to the clinic following discharge for follow-up. Responsiveness as a function of the patient’s journey and experiences through the health facility are best described by those with such broad encounter with the facility. Thus, assessing the level and factors associated with responsiveness by orthopaedic patients will provide a bird’s eye view of the journey of acute and chronically ill patients through the teaching hospital. 
 
Method
The study was conducted at the out-patient unit and the three orthopaedic wards of the University of Port Harcourt Teaching Hospital (UPTH). The hospital is in Rivers State along East-West Road with coordinates of 4.45305800N and 6.5504300E. UPTH serves as a tertiary referral center and receives referrals from neighboring states such as Bayelsa, Abia, Imo, Akwa-Ibom, Delta, Cross River, and other states in Nigeria. The orthopaedic clinic with 5 consulting rooms running every Tuesdays, Wednesdays and Thursdays is 1 of the 55 specialist clinics in the hospital with an average patient load of 646 a month and 53 patients seen at each clinic day.14 The orthopaedic department of the University of Port-Harcourt teaching hospital serves as a referral facility for most orthopaedic patients within the South-South and south-eastern regions of the country offering trauma care, joint/muscle/bone infection care, joint replacement surgeries, spine surgeries, as well as deformity correction surgeries.  The department has three wards for adult males, females, and pediatric patients. There has been no previous study in the orthopaedic department and the entire hospital on responsiveness of clinical services. This study assessed the responsiveness of orthopaedic services at the University of Port Harcourt Teaching Hospital from the perspectives of the care recipients.
 
Study Design: This study was descriptive cross-sectional study conducted among recipients of orthopedics care at the University of Port Harcourt Teaching Hospital from March to June 2020 (four-month period).
 
Study participants: Study participants were attendees at the three orthopaedic clinics (arthroplasty, paediatric orthopaedic and spine clinics). These patients were referred from the Accident and Emergency, family medicine, and children emergency wards. Patients were either first time visitor or were on a repeat visit to the orthopaedic clinic. 
 
Sample size: The sample size of 442 was calculated using the Cochran’s formular15 for cross-sectional studies n= (Z^2 x PQ)⁄d^2 . Where Z at 1.96, p is 53.8% based on the proportion of patients attending primary health care centres in the same area who provided good rating on the choice of providers in a previous study.4 A 10% increase in the calculated sample size was done to accommodate non-responders and inappropriately completed questionnaires.
 
Sample methodology: Adult patients who received orthopaedic services within the study period were consecutively recruited into the study if they met the eligibility criteria and gave consents.
 
Study Instrument: Study participants patients completed the closed-ended interview questionnaire adapted from the health systems responsiveness questionnaires used in the WHO multi-country studies1,2 at exit points. The adapted questionnaire had five domains: dignity, autonomy, confidentiality, quality of basic amenities and choice of care provider.  Questions in each domain were rated using a 4-points response scale: strongly agree, agree, disagree, and strongly disagree or always, usually, sometimes, and never. The overall ratings of each domain were along 4-point response options of excellent, good, fair and poor. Higher values on this ordinal scale indicated more positive ratings.
 
The study tool captured sections on patients’ demographics, presenting orthopaedic complains and responsiveness across the following domains: Dignity (whether patients were treated with respect by doctors and other non-clinical, privacy during examination); Autonomy: (provision of information on treatment alternatives, patients’ involvement in clinical decision making and consent before procedure); Confidentiality (privacy of information); Social support (access to support from friends and family when receiving care); Basic amenities (availability of clean environment, space, facilities); Choice of care provider: (patient’s involvement on deciding the choice of care provider).1
 
Face and content validation of the scale was conducted using subject experts and patients to improve the appropriateness, comprehensibility, and the suitability of the contents for orthopaedic patients. The reliability of the responsiveness scale was determined by its internal consistency measured with the Cronbach’s alpha coefficient.
 
Data Analysis: Descriptive (frequency, percentages, bar charts) and inferential (multivariate ordinal logistic regression). statistics were conducted using the Statistical Package for the Social Sciences (SPSS) version 23. The multivariate ordinal logistic regression model presented as logit (P(Y≤j)) = ß_j0+ ß_1x1+⋯+ ß_pxp, was used to identify possible predictors of the domains of responsiveness as the rating was on an ordinal scale. The ß estimates and 95% confidence interval were approximated to two decimal places while p-values were approximated to three decimal places while p-values ≤ 0.05 were considered statistically significant and categorized as *(p<0.05), **(p<0.01) and ***(p<0.001).
 
Results
A total of 442 patients gave consent and were recruited into the study but only 430 patients gave complete responses to the questionnaires giving a response rate of 97.3%. The reliability of the responsiveness scale was determined by the internal consistency measured with the Cronbach’s alpha coefficient was found to be 0.830.
 
Table 1: Sociodemographic and clinical characteristics of patients
	Variables
	Categories 
	Freq
	Percent 

	Gender 
	Male 
	240
	55.8

	Female 
	190
	44.2

	Occupation 
	Unemployed 
	104
	24.2

	Public Servant
	58
	13.5

	Private employed
	150
	34.9

	Self employed 
	118
	27.4

	Educational Status 
	None
	12
	2.8

	Primary
	63
	14.7

	Secondary
	194
	45.1

	Tertiary
	161
	37.4

	Marital status
	Not married
	136
	31.6

	Married
	260
	60.5

	Divorced/Widowed
	34
	7.9

	Religion 
	Christianity
	410
	95.3

	Islam
	16
	3.7

	African Traditional Religion
	4
	.9

	Age – mean (SD, min - max)
	38.5 years
(14.8, 18 – 89)


 
Table 2: Visit and clinical characteristics
	Variables 
	Categories 
	Freq
	Percent

	Visit status
	First time
	248
	57.7

	Subsequent
	182
	42.3

	Primary Complain
	Bone fracture
	122
	28.4

	Bone infection
	43
	10.0

	Limb swelling
	31
	7.2

	Back pain
	85
	19.8

	Joint pain
	112
	26.0

	Spinal cord
	37
	8.6


 
Table 1 show the mean age of the study participants to be 38.5 years with a standard deviation of 14.8 years. There were more females (55.8%), privately employed (34.9%) and most respondents had completed at least secondary education (82.5%). From Table 2, more of the study participants were first-time visitors to the institution (57.7%) and had bone fracture as their primary complain (28.4%). The rating of orthopaedic services along the domains of responsiveness presented in Table 3 shows a preponderant of poor rating ascribable to choose of providers (71.2%), cleanliness of the toilet (49.1%) and cleanliness of the health facility (39.8%). The highest proportion of excellent raters along items on the responsiveness scale were ascribed to dignity accorded patients by both non-clinical (46.5%) and clinical staff (40.9%) as well as respect for their privacy during procedures (41.9%).
 
Overall rating on the domains of responsiveness as shown in Figure 1 reveal proportion of respondents giving excellent ratings for the domains as dignity (32.8%), autonomy (34.2%), confidentiality (26.3%), amenities (25.8%) while none of the respondent gave excellent rating on choice of provider.
 
The predictors of the various domains of responsiveness are shown in Table 4 which reported the estimates and the 95% confidence intervals. Patients who were not working showed 0.75 (95%CI: 0.21, 1.29) points higher level of autonomy than those who are self-employed, and this difference was statistically significant (p<0.01). Significantly higher level of autonomy, quality of amenities and confidentiality were reported by those who are not married and those married when compared with those who were divorced. The favourable rating accorded responsiveness domains were observed among first time visitors compared to repeat visitors. Public servants gave significantly higher ratings on amenities (B= 0.76, 95%CI: 0.13, 1.40) and confidentiality (B= 0.67, 95%CI:0.03, 1.32) compared with the self-employed but the converse was observed with choice of providers among public servants and private employed when compared to the self-employed respondents. While those with primary and secondary level of schooling gave significantly higher ratings on choice of providers when compared to those who had attained tertiary level of school, public servants and those in private employment gave significantly lower rating on choice of providers when compared against those that were self-employed.
 
Discussion 
This study evaluated over 430 completed responses from care recipients on the level of responsiveness of orthopaedic services in the University of Port Harcourt Teaching Hospital. Majority of the respondents being young, privately employed and were visiting the facility for the first time.
  
 
 
 
 
 
 
 
 
 
 
Table 3: Responsiveness of orthopaedic services
	Responsiveness
Domain 
	Criteria 
	Rating 

	Excellent 
%
	Good 
%
	Fair
% 
	Poor 
%

	Dignity  
	Dignity by Clinical staff  
	176(40.9)
	163 (37.9)
	52 (12.1)
	39 (9.1)

	Dignity by Non-Clinical staff
	200 (46.5)
	143(33.3)
	60(14.0)
	27(6.3)

	Respect for privacy during procedures
	180(41.9)
	171(39.8)
	52(12.1)
	27(6.3)

	Autonomy 
	Provision of information on treatment and alternatives 
	105(24.4)
	143(33.3)
	153(35.6)
	29(6.7)

	Involvement in clinical decision making 
	135(31.4)
	171(39.8)
	97(22.6)
	27(6.3)

	Consent before procedures 
	151(35.1)
	142(33.0)
	114(26.5)
	23(5.3)

	Confidentiality 
	Confidentiality of information 
	134(31.2)
	184(42.8)
	96(22.3)
	16(3.7)

	Respect for privacy 
	113(26.3
	221(51.4)
	77(17.9)
	19(4.4)

	Quality of Basic Amenities 
	Cleanliness of health facility  
	58(13.5)
	104(24.2)
	97(22.6)
	171(39.8)

	Access to clean water
	133(30.9)
	189(44.0)
	92(21.4)
	16(3.7)

	Maintenance of building 
	144(33.5)
	167(38.8)
	104(24.2)
	15(3.5)

	Adequacy of furniture 
	146(34.0)
	153(35.6)
	115(26.7)
	16(3.7)

	Cleanliness of toilets 
	68(15.8)
	85(19.8)
	66(15.3)
	211(49.1)

	Choice of care provider 
	Choice of provider 
	3(0.7)
	12(2.8)
	109(25.3)
	306(71.2)


 
 
 
Figure 1: Rating of overall responsiveness across domains
 
Table 4: Predictors of the domains of responsiveness – ordinal logistic regression
	Variables
	Categories
	Domains of responsiveness

	Dignity
	Autonomy
	Amenities
	Choice of providers
	Confidentiality

	B (95%CI)
	B (95%CI)
	B (95%CI)
	B (95%CI)
	B (95%CI)

	Gender 
	Female 
	-0.17(0.054, 0.20)
	-0.25(-0.61,0.12)
	0.21(-0.16,0.59)
	-0.56(-1.03,-0.11)*
	-0.20(-0.58,0.18)

	Male 
	-
	-
	-
	-
	-

	Occupation 
	Unemployed 
	-0.27(-0.80, 0.26)
	0.75(0.21,1.29)**
	0.26(-0.26,0.79)
	0.55(-0.07,1.18)
	-0.45(-0.98,0.08)

	Public Servant
	0.42 (-0.19, 1.04)
	0.15(-0.46,0.76
	0.76(0.13,1.40)*
	-1.02(-1.93,-0.19)*
	0.67(0.03,1.32)*

	Private employed
	-0.41 (-0.88, 0.05)
	0.07(-0.38,0.52)
	0.18(-0.29,0.64)
	-0.40(-0.98,0.18)
	-0.64(-1.12,-0.18)**

	Self employed 
	-
	-
	-
	-
	-

	Educational Status 
	None
	0.46 (-0.59, 1.54)
	-0.65(-1.72,0.43)
	0.58(-0.46,1.65)
	-20.31(-)
	-0.59(-1.87,0.69)

	Primary
	-0.36 (-0.95, 0.23)
	0.30(-0.29,0.89)
	0.37(-0.20,0.93)
	0.78(0.08,1.46)*
	0.91(0.35,1.49)**

	Secondary
	-0.24 (-0.43, 0.39)
	0.04(-0.36,0.44)
	-0.37(-0.79,0.04)
	1.14(0.61,1.69)***
	0.28(-0.15,0.71)

	Tertiary
	-
	-
	-
	-
	-

	Marital status
	Not married
	0.44 (-0.45, 1.33)
	1.14(0.21,2.07)*
	1.64(0.72,2.55)***
	0.25(-0.93,1.48)
	1.78(0.85,2.71)***

	Married
	0.24 (-0.51, 0.98)
	1.10(0.31,1.90)**
	1.11(0.34,1.88)**
	0.50(-0.47,1.55)
	0.78(0.01, 1.56)*

	Divorced/Widowed
	-
	-
	-
	-
	-

	Religion 
	Christianity
	-1.34 (-3.50, 0.53)
	-1.29(-3.43,0.55)
	-1.67(-3.84,0.22)
	 
	-1.45(-3.75,0.57)

	Islam
	0.19 (-2.24, 0.03)
	-1.98(-4.31,0.11)
	-2.90(-5.27,-0.78)**
	 
	-1.57(-4.04,0.67)

	ATR
	-
	-
	-
	-
	-

	Visit status
	First timer
	0.28 (-0.1, 0.66)
	0.61(0.23,1.03)**
	0.34(-0.05,0.73)
	0.79(0.30,1.30)**
	0.43(0.03,0.83)*

	Repeat 
	-
	-
	-
	-
	-

	Age 
	 
	-0.002 (-0.02, 0.014)
	0.02(0.01,0.04)**
	0.02(0.01,0.04)*
	0.01(-0.01,0.03)
	0.02(0.01,0.04)*


 ATR – African Traditional Religion
 
The mean age of 38.5 years clearly reflects the predominantly youthful national demographic indices and similar to the findings in similar studies.5,16 This may be the result of the adventurous nature of the younger population which make them prone to risk of accidents and other orthopaedic injuries. The observation of more female orthopaedic patients contrasts with an earlier reported study5 and may reflect the relative exposure to risk among females or the differential illness-seeking behaviour among the two genders.17
 
More of the patients in this study were first-time visitors to the practice. This interesting pattern may have resulted from default in keeping follow-up appointments by orthopaedic patients who may have been dissatisfied with the service or impoverished by their long-term condition. An earlier report revealed that that first appointments are more likely to be kept than follow-up appointments.5 Patients on first appointments may be more motivated and eager to see the specialist than patients given appointments for follow-up visits. This finding presents as a contrast to the reported pattern in Jammu India where more follow-up patients were seen in the orthopaedic clinic than first time cases.5 The preponderance of new patients in this setting, suggests the need to investigate the factors that influence the retention of orthopaedic cases in orthodox health facilities. This is critical as orthopaedic care often require multiple follow up visits for optimal outcome. An important clue to the challenge of retention of orthopaedic patients is the reported unrelenting attraction of patients to traditional practices provided by the local bone setters. Indeed, a substantial number of patients with orthopaedic complaints seek care from traditional bone setters in this setting either before or after initial contact with orthodox care because of cost, ease of access and morbid fear for operative interventions.8-10,19 The higher proportion of new patients in the study may also have affected the ratings on providers as new patients often have a tendency to give positive or neutral opinion about the level of responsiveness compared to old patients who are more familiar with the care environment and the health workforce.
 
The interpersonal relationship between a patient and the physician is expected to pose great influence on the patient’s rating of the responsiveness to services. In a pooled online rating of 11,527 encounters with orthopaedic surgeons, the average overall rating was high at 83.7 on a scale of 0 -100. In this study, higher rating was associated with staff friendliness, punctuality, and expertise.20 In the same vein, what patients experienced during earlier visits may cofound their rating on the responsiveness of the service during the index visit. This is important when making deductions from the ratings of follow up visitors, an argument that is supported by the significantly higher rating on autonomy, choice of providers and confidentiality by first-time visitors in this study.
More than two-thirds of patients in this study were referred from the accident and emergency unit of the hospital, which reinforces the reason for the preponderance of first appointments and the finding of fracture being the most frequent primary orthopaedic complain in this study. There are indications that orthopaedic presentations may be related to setting as Syed et al21 in Pakistan reported low back pain as their most frequent complain among 23,495 patients attending orthopaedic clinics within a 5-year period while Gani et al,5 reported spinal problems as the most prevalent complaints of orthopaedic patients in India. Bone fractures accounted for only 11% of primary complains in the latter study. The observed difference may also have resulted from the fact that patients were recruited only from the clinics in earlier reports while the index study recruited patients from other units such as the emergency units of the hospital. 
  
Among the domains of responsiveness observed in this study, the freedom to choose care provider and cleanliness of the toilets had the poorest ratings as 71.2% and 49.1% of patients respectively rated them as being poor. The inability to allow patients to be actively involved in the choice of a care provider remain a worrisome trend in the low- and middle-income countries.  Apart from the perceived cultural underpins, dearth of health providers in this setting makes it difficult to patients to have the required pool from which to make their choices4. Both Dixon et al22 in the United Kingdom and Ranerup et al23 reported that patients’ involvement in choice of provider is a fast-growing trend in the developing world. They reported reduction of waiting times and instigating competition between providers as influences heralding this trend. Healthy competition among providers will improve responsiveness to patients, improve efficiency, improve quality, and stimulate demand for health services.22, 23 Managers of the health systems in developing countries need to do more in this regard. A feasible approach is institutionalizing data collection on patient-related experiences of healthcare including the domains of responsiveness and making this data available for all stakeholders including the patients,24 so they can make informed choices. Additional opportunities from such endeavours if well implemented are the availability of performance ranking of orthopaedic facilities that can be useful for trend analysis, benchmarking, and quality improvement of these practices.24 Relevant information on these providers should include their core areas of competencies and clinical outcomes of cases handled by them. Indeed, the resolution of patients’ original complaints was found to be associated with a high rating from the care recipients.20 With such premium given to clinical outcomes, some patients may be willing to make extra payment with the expectation of optimal clinical outcomes from their encounter with providers.  
 
Dignity of clinical staff and privacy had the highest ratings among the domains of responsiveness analyzed. This corroborates findings from an earlier study in the setting among primary health care services.4 This may reflect the emphasis placed on these areas of responsiveness as vital aspects of patient care during medical and nursing education. The ability of health workers to maintain this level of privacy in a crowded, oversubscribed tertiary facility clearly demonstrates the possibility of improving other domains of responsiveness if intentionally coordinated actions are taken in that direction.  
Visit and marital status had the most consistent predictive influence on their ratings along the domains of responsiveness, others like employment, gender, education, and religion were significantly associated with specified domains. Earlier studies in Nigeria had reported age, education, marital status as significantly associated with patient rating on health service responsiveness.4,25 While such patient-related characteristics are useful in explaining findings on patient rating of health service responsiveness, it is also desirable to study their utility in interventions to improve responsiveness of health services.
 
Implications of the study: The goal of the health system is not only to improve population health status but also to attain fairness in financial contribution and enhance responsiveness of the health system to the legitimate needs of the population. Responsiveness as an important index for assessing quality and equity in healthcare1 should be given more attention by policy makers, managers, and health care providers. Efforts aimed at improving performances across the various domains of responsiveness will improve quality and increase utilization of health services as well as support the system’s quest for universal health coverage. 
The findings from this study provide a baseline that can be used by policy and decision makers in planning interventions and monitoring the effectiveness of planned interventions.
 
Strengths and limitation of the study: There are a number of strengths and limitations to this study. The analysis is based on a single teaching hospital in one of six geopolitical regions in the country which may limit the generalization of the findings. However, giving the cosmopolitan nature of this setting, this may not significantly impact the importance of the findings. Patient-reported experience are often dismissed for their subjective nature but the use of valid measures and the findings on the internal consistency in the index study are demonstration of the strengths in the measurement process. Recall bias may also be an issue but the use of direct questionnaire administration in this exit survey provided a shorter time frame for patients to provide their responses after conclusion of their visit encounters. Finally, the cross-sectional design used in this study limits causal inferences from being drawn from the findings.
  
Conclusion
While most of the orthopaedic patients were pleased with the level of autonomy and dignity than choice of providers and quality of basic amenities. The gaps along all domains of responsiveness especially with respect to choosing providers require focused interventions to enhance the responsiveness of orthopedic services to the unique needs of patients to achieved improved quality of care and patient outcomes.
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