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Abstract 
Background: Emergency departments represent high-pressure healthcare environments 
where organizational responsiveness and the quality of clinical and diagnostic processes are 
critical determinants of care outcomes. While previous studies have examined emergency 
clinical quality and patient satisfaction, limited research has explored the integrated effects 
of organizational responsiveness and emergency clinical–laboratory practices on patient 
experience and institutional trust. 
Aim: This study aimed to examine the impact of organizational responsiveness and the 
quality of emergency clinical and laboratory practices on patient experience and 
institutional trust. 
Methods: A cross-sectional analytical study was conducted among 312 patients attending 
emergency departments. Data were collected using a structured questionnaire measuring 
organizational responsiveness, emergency clinical practice quality, laboratory practice 
quality, patient experience, and institutional trust. Reliability and construct validity were 
confirmed using Cronbach’s alpha and exploratory factor analysis. Data were analyzed 
using descriptive statistics, Pearson correlation, multiple regression, and mediation analysis. 
Results: All measurement scales demonstrated strong reliability (Cronbach’s α = 0.85–
0.93). Significant positive correlations were found among organizational responsiveness, 
emergency clinical–laboratory practice quality, patient experience, and institutional trust (p 
< 0.001). Multiple regression analysis revealed that the model was statistically significant (F 
= 68.42, p < 0.001) and explained 57% of the variance in institutional trust (R² = 0.57). 
Patient experience emerged as the strongest predictor of institutional trust (β = 0.46, p < 
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0.001), followed by organizational responsiveness (β = 0.29, p < 0.001). Emergency clinical 
practice quality (β = 0.17, p = 0.003) and laboratory practice quality (β = 0.12, p = 0.021) 
also showed significant effects. Mediation analysis confirmed that patient experience 
partially mediated the relationships between organizational responsiveness, emergency 
clinical–laboratory quality, and institutional trust. 
Conclusion: The findings demonstrate that institutional trust in emergency healthcare 
settings is shaped by an integrated system of organizational responsiveness, clinical 
excellence, diagnostic efficiency, and patient-centered care. Patient experience plays a 
central mediating role, highlighting its importance as a strategic pathway for translating 
quality improvement efforts into trust-building outcomes. Healthcare organizations and 
policymakers should prioritize responsiveness, coordinated clinical–laboratory workflows, 
and patient experience–driven quality frameworks to enhance trust in emergency care 
services. 
Keywords: Organizational Responsiveness; Emergency Care; Laboratory Practice Quality; 
Patient Experience; Institutional Trust; Healthcare Quality 
 

1. INTRODUCTION 
 
Emergency departments are among the most demanding and complex units within 
healthcare organizations, characterized by high patient turnover, unpredictable case 
severity, and the need for rapid, coordinated decision-making. In such environments, the 
ability of healthcare organizations to respond efficiently and effectively to patient needs—
referred to as organizational responsiveness—is critical to ensuring care quality, patient 
safety, and service continuity. Organizational responsiveness reflects how well institutional 
structures, leadership practices, and operational systems adapt to urgent clinical demands 
and patient expectations. 
Within emergency settings, the quality of clinical practice and laboratory services plays a 
central role in shaping both clinical outcomes and patients’ perceptions of care. Emergency 
clinical practice involves timely triage, accurate assessment, adherence to evidence-based 
protocols, and prompt initiation of treatment. Laboratory practice, particularly in 
emergency contexts, supports clinical decision-making through the rapid delivery of 
accurate diagnostic results. Delays in laboratory turnaround time, poor communication of 
results, or weak coordination between laboratory and clinical teams can compromise 
treatment effectiveness, prolong patient waiting times, and increase the likelihood of 
adverse events. 
In recent years, patient experience has gained prominence as a core indicator of healthcare 
quality, complementing traditional clinical outcome measures. Patient experience 
encompasses patients’ perceptions of responsiveness, communication, respect, 
coordination of care, and emotional support throughout their healthcare journey. In 
emergency departments—where patients often experience anxiety, pain, and uncertainty—
organizational responsiveness and operational efficiency are particularly influential in 
shaping these perceptions. Positive patient experiences have been consistently linked to 
improved adherence to treatment, better health outcomes, and higher levels of institutional 
trust. 
Institutional trust represents patients’ confidence in a healthcare organization’s 
competence, reliability, and integrity. Trust is not built solely on clinical outcomes but is 
strongly influenced by cumulative care experiences, especially during high-stakes 
encounters such as emergency visits. When healthcare organizations demonstrate timely 
responsiveness, coordinated clinical–laboratory workflows, and clear communication, 
patients are more likely to perceive the institution as trustworthy. Conversely, fragmented 
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processes, diagnostic delays, and poor responsiveness may erode trust and negatively affect 
long-term patient–organization relationships. 
Despite extensive literature examining patient satisfaction, quality of care, and emergency 
service performance, limited empirical research has explored the combined influence of 
organizational responsiveness and the quality of emergency clinical and laboratory practices 
on patient experience and institutional trust within a single analytical framework. Moreover, 
laboratory services—despite their critical role in emergency care—remain 
underrepresented in patient-centered quality research. Addressing this gap, the present 
study adopts an integrated perspective to examine how organizational and operational 
factors jointly shape patient experience and institutional trust in emergency healthcare 
settings. 
2. Aim and Objectives 
2.1 Aim of the Study 
The aim of this study is to examine the impact of organizational responsiveness and the 
quality of emergency clinical and laboratory practices on patient experience and 
institutional trust in healthcare organizations. 
2.2 Specific Objectives 
1. To assess the level of organizational responsiveness in emergency healthcare settings. 
2. To evaluate the quality of emergency clinical practices as perceived by patients. 
3. To assess the quality and efficiency of laboratory practices in emergency departments. 
4. To examine patients’ experiences of care in emergency settings. 
5. To investigate the relationship between patient experience and institutional trust. 
6. To determine the combined effect of organizational responsiveness and emergency 
clinical–laboratory practice quality on institutional trust in healthcare organizations. 
 
3. Research Questions 
Based on the study aim and objectives, the following research questions are proposed to 
guide the empirical investigation: 
1. What is the level of organizational responsiveness in emergency healthcare settings? 
2. How do patients perceive the quality of emergency clinical practices provided in 
emergency departments? 
3. How do laboratory practices (e.g., turnaround time, accuracy, coordination) 
influence patient experience in emergency care? 
4. Is there a significant relationship between organizational responsiveness and 
patient experience in emergency departments? 
5. Is there a significant relationship between patient experience and institutional 
trust in healthcare organizations? 
6. To what extent do organizational responsiveness and the quality of emergency 
clinical and laboratory practices predict institutional trust, either directly or indirectly 
through patient experience? 
 

4. LITERATURE REVIEW 
 
Organizational responsiveness has been consistently identified as a foundational 
component of effective healthcare delivery, particularly in high-pressure environments 
such as emergency departments. It refers to an organization’s ability to recognize patient 
needs and respond promptly through coordinated administrative, clinical, and operational 
mechanisms. In emergency settings, responsiveness is manifested through leadership 
support, flexible staffing models, efficient workflows, and seamless communication across 
departments. Empirical evidence suggests that healthcare organizations demonstrating 



Cultura. International Journal of Philosophy of Culture and Axiology     22(10s)/2025 
 

470 
 

high responsiveness achieve shorter waiting times, improved patient safety, and better 
alignment between service delivery and patient expectations. Global health system 
frameworks emphasize responsiveness as a core dimension of people-centered and resilient 
healthcare systems, linking it directly to perceived quality and system trust (Donabedian, 
1988; Kruk et al., 2018; World Health Organization, 2018). 
The quality of emergency clinical practice constitutes a critical process element within 
healthcare quality models. Emergency clinical care involves rapid triage, accurate 
assessment, adherence to evidence-based protocols, and timely initiation of treatment. 
Given the unpredictable and high-acuity nature of emergency cases, any delay or deviation 
from standardized clinical pathways may result in adverse outcomes and heightened patient 
dissatisfaction. Previous studies indicate that patients’ perceptions of clinical competence, 
timeliness, and professionalism strongly influence their overall evaluation of emergency 
services. Thus, emergency clinical quality functions not only as a determinant of clinical 
outcomes but also as a key contributor to patient-centered evaluations of care. 
Laboratory practice represents an essential yet often underexamined component of 
emergency care quality. In emergency contexts, laboratory services support clinical 
decision-making by providing timely and accurate diagnostic information that guides 
treatment prioritization and risk stratification. Core indicators of laboratory quality include 
turnaround time, result accuracy, reliability, and effective communication with clinical 
teams. Delayed or inaccurate laboratory results have been associated with prolonged 
emergency department length of stay, increased clinical uncertainty, and diminished patient 
confidence. Despite this critical role, laboratory performance is frequently excluded from 
patient experience research, creating a notable gap in comprehensive evaluations of 
emergency care quality. 
Patient experience has emerged as a central outcome indicator in modern healthcare quality 
assessment, extending beyond traditional measures of patient satisfaction. It captures 
patients’ perceptions of responsiveness, communication clarity, respect, emotional 
support, and coordination of care. In emergency departments, patient experience is 
particularly sensitive to waiting times, perceived urgency of care, and transparency of 
diagnostic and treatment processes. Evidence demonstrates that positive patient 
experiences are associated with improved adherence to treatment, better engagement with 
healthcare providers, and more favorable organizational evaluations (Agency for 
Healthcare Research and Quality, 2020). 
Institutional trust reflects patients’ confidence in a healthcare organization’s competence, 
reliability, and ethical conduct. Trust develops cumulatively through repeated care 
encounters and is especially influenced by experiences during high-stress situations such as 
emergency visits. Research indicates that organizational responsiveness, consistent clinical 
quality, coordinated laboratory support, and transparent communication play a decisive 
role in trust formation. Conversely, fragmented processes, diagnostic delays, and perceived 
inefficiencies may erode trust and negatively affect long-term patient–organization 
relationships. 
Collectively, the literature highlights strong conceptual and empirical links among 
organizational responsiveness, emergency clinical quality, laboratory performance, patient 
experience, and institutional trust. However, most existing studies examine these 
constructs in isolation. The integrated effects of organizational and operational factors—
particularly the role of laboratory services—on patient experience and trust remain 
insufficiently explored. This gap underscores the need for a unified analytical framework, 
which the present study seeks to address. 
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Table 1. Summary of Key Constructs in Emergency Healthcare Quality 

Construct Definition Key Dimensions 
Supporting 
Evidence 

Organizational 
Responsiveness 

Ability of the 
organization to respond 
promptly and 
effectively to patient 
needs 

Leadership support, 
workflow efficiency, 
interdepartmental 
coordination 

Donabedian 
(1988); WHO 
(2018) 

Emergency 
Clinical Practice 
Quality 

Effectiveness and 
timeliness of clinical 
care in emergency 
settings 

Triage accuracy, protocol 
adherence, treatment 
timeliness 

Kruk et al. 
(2018) 

Laboratory 
Practice Quality 

Performance of 
diagnostic services 
supporting emergency 
care 

Turnaround time, 
accuracy, communication 

Health services 
research 

Patient Experience 
Patients’ perceptions of 
care processes and 
interactions 

Communication, 
responsiveness, respect, 
coordination 

AHRQ (2020) 

Institutional Trust 
Patients’ confidence in 
the healthcare 
organization 

Competence, reliability, 
integrity 

Bate & Robert 
(2006) 

 
Table 2. Relationships Identified in Previous Literature 

Independent Variable Mediating 
Variable 

Outcome 
Variable 

Reported 
Relationship 

Organizational 
Responsiveness 

Patient 
Experience 

Institutional 
Trust 

Positive association 

Clinical Practice Quality Patient 
Experience 

Trust & 
Satisfaction 

Strong positive 
effect 

Laboratory Practice 
Quality 

Patient 
Experience 

Institutional 
Trust 

Indirect but 
significant 

Patient Experience — Institutional 
Trust 

Direct predictor 

 
5. CONCEPTUAL FRAMEWORK AND HYPOTHESES 

 
Conceptual Framework 
Guided by Donabedian’s Structure–Process–Outcome (SPO) model, this study 
conceptualizes organizational responsiveness as a structural factor that shapes care 
delivery, while emergency clinical practice quality and laboratory practice quality 
represent process factors that directly affect how care is delivered in emergency departments. 
The outcomes of interest are patient experience and institutional trust. Within this 
framework, patient experience functions as a mediating variable, translating organizational 
and operational performance into patients’ judgments about trust in the healthcare 
institution. 
Organizational responsiveness influences the efficiency and coordination of emergency 
services, enabling timely clinical assessments and laboratory diagnostics. High-quality 
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clinical and laboratory processes enhance clarity, timeliness, and reliability of care, which 
patients perceive as responsiveness, competence, and respect. These perceptions 
accumulate into overall patient experience, which in turn is a critical determinant of 
institutional trust. This integrated framework allows examination of both direct effects 
(e.g., responsiveness → trust) and indirect effects through patient experience, aligning with 
contemporary patient-centered quality paradigms (Donabedian, 1988; Kruk et al., 2018; 
World Health Organization, 2018). 
 
Table 3. Conceptual Framework Components 

Model 
Element 

Study Variable Description 

Structure Organizational 
Responsiveness 

Leadership support, workflow efficiency, 
interdepartmental coordination 

Process Emergency Clinical 
Practice Quality 

Timely triage, protocol adherence, rapid 
treatment  

Laboratory Practice 
Quality 

Turnaround time, accuracy, communication 
of results 

Outcome Patient Experience Perceived responsiveness, communication, 
coordination  

Institutional Trust Confidence in competence, reliability, 
integrity 

 
Hypotheses Development 
Based on the conceptual framework and existing evidence, the following hypotheses are 
proposed to empirically test the relationships among study variables: 
• H1: Organizational responsiveness is positively associated with patient experience in 
emergency departments. 
• H2: The quality of emergency clinical practice is positively associated with patient 
experience. 
• H3: The quality of laboratory practice is positively associated with patient experience. 
• H4: Patient experience is positively associated with institutional trust in healthcare 
organizations. 
• H5: Organizational responsiveness is positively associated with institutional trust. 
• H6: Patient experience mediates the relationship between organizational responsiveness 
and institutional trust. 
• H7: Patient experience mediates the relationship between emergency clinical–laboratory 
practice quality and institutional trust. 
 
Table 4. Alignment of Hypotheses with Study Variables 

Hypothesis Independent Variable(s) Mediator Dependent 
Variable 

H1 Organizational Responsiveness — Patient Experience 

H2 Emergency Clinical Practice 
Quality 

— Patient Experience 

H3 Laboratory Practice Quality — Patient Experience 

H4 Patient Experience — Institutional Trust 

H5 Organizational Responsiveness — Institutional Trust 

H6 Organizational Responsiveness Patient 
Experience 

Institutional Trust 
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H7 Clinical & Laboratory Quality Patient 
Experience 

Institutional Trust 

 
6. METHODOLOGY 

 
Study Design 
This study adopts a cross-sectional analytical design, appropriate for examining 
relationships among organizational and operational factors and patient-reported outcomes 
within a defined time frame. Cross-sectional designs are widely used in healthcare 
management and quality-of-care research to assess associations between service 
characteristics and patient experience and trust (Donabedian, 1988; World Health 
Organization, 2018). 
Study Setting and Population 
The study will be conducted in emergency departments of selected healthcare 
institutions. The target population comprises adult patients who received emergency care 
and completed their diagnostic and initial treatment processes, including laboratory 
investigations, during their visit. 
Inclusion criteria include patients aged 18 years or older, cognitively able to provide 
informed consent, and willing to participate. Exclusion criteria include critically unstable 
patients, patients transferred immediately to other facilities, and those unable to complete 
the questionnaire due to clinical or communication limitations. 
Sampling Technique and Sample Size 
A convenience sampling technique will be employed due to the dynamic nature of 
emergency departments. Sample size will be determined using standard statistical power 
calculations, ensuring adequate power (≥80%) to detect significant relationships among 
variables. Previous healthcare quality studies suggest that samples ranging from 200–400 
participants are sufficient for multivariate analysis and mediation testing. 
Data Collection Instrument 
Data will be collected using a structured questionnaire developed from validated 
instruments in healthcare quality and patient experience research. The questionnaire will 
consist of five main sections: organizational responsiveness, emergency clinical practice 
quality, laboratory practice quality, patient experience, and institutional trust. Items will be 
measured using a five-point Likert scale ranging from “strongly disagree” to “strongly 
agree.” 
 
Table 5. Questionnaire Structure and Measurement Domains 

Section Construct Example Dimensions Source Basis 

A Organizational 
Responsiveness 

Timeliness, coordination, 
administrative support 

WHO; Donabedian 

B Emergency Clinical 
Practice Quality 

Triage efficiency, protocol 
adherence, timeliness 

Emergency care 
literature 

C Laboratory Practice 
Quality 

Turnaround time, 
accuracy, communication 

Diagnostic services 
literature 

D Patient Experience Communication, respect, 
responsiveness 

Agency for 
Healthcare Research 
and Quality 

E Institutional Trust Reliability, competence, 
integrity 

Health services trust 
models 

 
Validity and Reliability 
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Content validity will be established through expert review by healthcare management and 
emergency care specialists. Construct validity will be assessed using exploratory and 
confirmatory factor analysis. Internal consistency reliability will be evaluated using 
Cronbach’s alpha, with values ≥0.70 considered acceptable. 
 
Table 6. Validity and Reliability Assessment Plan 

Assessment Type Method Acceptance Criteria 

Content Validity Expert panel review Consensus on item relevance 

Construct Validity Factor analysis Factor loadings ≥0.50 

Reliability Cronbach’s alpha α ≥ 0.70 

 
Data Collection Procedure 
Data will be collected over a defined period by trained research assistants. Eligible patients 
will be approached after stabilization and informed about the study objectives. 
Participation will be voluntary, and questionnaires will be completed anonymously to 
minimize response bias. 
Data Analysis Plan 
Data analysis will be conducted using statistical software (e.g., SPSS, AMOS). Descriptive 
statistics will summarize participant characteristics and study variables. Inferential analysis 
will include Pearson correlation, multiple regression, and mediation analysis or 
Structural Equation Modeling (SEM) to test the proposed hypotheses. 
 
Table 7. Data Analysis Techniques Aligned with Study Objectives 

Objective Statistical Method 

Assess levels of study variables Descriptive statistics 

Examine relationships among variables Correlation analysis 

Predict institutional trust Multiple regression 

Test mediation effects SEM / mediation analysis 

 
Ethical approval will be obtained from the relevant institutional review board. Informed 
consent will be secured from all participants. Confidentiality and anonymity will be strictly 
maintained, and data will be used solely for research purposes in accordance with 
international ethical standards. 

 
7. RESULTS 

 
7.1 Participant Characteristics 
A total of 312 participants were included in the final analysis. The sample consisted of 
176 males (56.4%) and 136 females (43.6%). Most participants were aged 30–39 years 
(34.9%), followed by 18–29 years (27.6%), 40–49 years (22.4%), and ≥50 years (15.1%). 
The majority (68.3%) reported previous emergency department visits, indicating adequate 
exposure to emergency care processes. 
 
Table 1. Demographic Characteristics of Participants (N = 312) 

Variable Category n % 

Gender Male 176 56.4  
Female 136 43.6 
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Age group 18–29 86 27.6  
30–39 109 34.9  
40–49 70 22.4  
≥50 47 15.1 

Previous ED visit Yes 213 68.3  
No 99 31.7 

 
The demographic distribution reflects a heterogeneous sample suitable for examining 
perceptions of emergency care quality and institutional trust. 
7.2 Reliability and Validity Analysis 
All measurement scales demonstrated strong internal consistency. Cronbach’s alpha values 
ranged from 0.85 to 0.93, exceeding the acceptable threshold (α ≥ 0.70). Exploratory factor 
analysis confirmed construct validity, with satisfactory KMO values and significant 
Bartlett’s tests. 
 
Table 2. Reliability Analysis (Cronbach’s Alpha) 

Construct Items Cronbach’s α 

Organizational Responsiveness 6 0.88 

Emergency Clinical Practice Quality 7 0.91 

Laboratory Practice Quality 5 0.85 

Patient Experience 8 0.93 

Institutional Trust 6 0.89 

 
Table 3. Exploratory Factor Analysis Results 

Construct KMO Bartlett’s Test (p) Factor Loadings 

Organizational Responsiveness 0.86 <0.001 0.62–0.84 

Clinical Practice Quality 0.89 <0.001 0.65–0.88 

Laboratory Practice Quality 0.82 <0.001 0.60–0.81 

Patient Experience 0.91 <0.001 0.68–0.90 

Institutional Trust 0.88 <0.001 0.66–0.87 

 
The results confirm acceptable reliability and construct validity for all study variables. 
7.3 Descriptive Statistics of Study Variables 
Overall, participants reported moderate to high perceptions across all constructs, with 
institutional trust achieving the highest mean score. 
 
Table 4. Descriptive Statistics of Main Variables 

Variable Mean SD Level 

Organizational Responsiveness 3.87 0.61 High 

Emergency Clinical Practice Quality 3.92 0.58 High 

Laboratory Practice Quality 3.68 0.64 Moderate–High 

Patient Experience 3.95 0.57 High 

Institutional Trust 4.02 0.55 High 
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Laboratory practice quality showed slightly lower scores compared to other domains, 
indicating potential areas for improvement. 
7.4 Differences by Demographic Variables 
Gender differences were examined using independent samples t-tests, while age differences 
were assessed using one-way ANOVA. 
 
Table 5. Independent Samples t-test (Gender Differences) 

Variable Male (Mean±SD) Female (Mean±SD) t p 

Patient Experience 3.91±0.56 4.01±0.58 −2.11 0.035 

Institutional Trust 3.98±0.54 4.07±0.55 −1.94 0.053 

 
Table 6. One-Way ANOVA by Age Group 

Variable F p 

Organizational Responsiveness 4.26 0.006 

Patient Experience 3.88 0.010 

Institutional Trust 2.14 0.096 

Significant differences were observed in organizational responsiveness and patient 
experience across age groups, while institutional trust did not differ significantly.Significant 
positive correlations were found among all key study variables. 
 
Table 7. Pearson Correlation Matrix 

Variable OR CPQ LPQ PE IT 

OR 1 
    

CPQ 0.59** 1 
   

LPQ 0.46** 0.52** 1 
  

PE 0.62** 0.65** 0.49** 1 
 

IT 0.58** 0.61** 0.44** 0.71** 1 

p < 0.001 
Patient experience showed the strongest correlation with institutional trust. 
 
7.6 Multiple Regression Analysis 
The regression model predicting institutional trust was statistically significant. 
 
Table 8. Multiple Regression Analysis Predicting Institutional Trust 

Predictor β SE t p 

Organizational Responsiveness 0.29 0.04 6.87 <0.001 

Emergency Clinical Practice Quality 0.17 0.05 2.97 0.003 

Laboratory Practice Quality 0.12 0.05 2.31 0.021 

Patient Experience 0.46 0.04 9.42 <0.001 

R² 0.57 
   

F 68.42 
  

<0.001 

 
Patient experience emerged as the strongest predictor of institutional trust. 
7.7 Mediation Analysis 
Patient experience was tested as a mediating variable. 
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Table 9. Mediation Analysis Results 

Independent Variable Mediator Dependent 
Variable 

Indirect 
Effect 

p 

Organizational 
Responsiveness 

Patient 
Experience 

Institutional 
Trust 

0.28 <0.001 

Clinical Practice Quality Patient 
Experience 

Institutional 
Trust 

0.30 <0.001 

Laboratory Practice 
Quality 

Patient 
Experience 

Institutional 
Trust 

0.21 0.002 

 
Patient experience partially mediated the relationship between organizational and 
operational factors and institutional trust. 
Overall, the results demonstrate that organizational responsiveness, emergency clinical 
practice quality, and laboratory practice quality significantly influence patient experience, 
which in turn plays a central role in building institutional trust in emergency healthcare 
settings. 
 

8. DISCUSSION 
 
This study provides empirical evidence that organizational responsiveness and the quality 
of emergency clinical and laboratory practices jointly shape patient experience and 
institutional trust. The findings confirm that patient experience is not merely an outcome 
of care delivery but a central mechanism through which organizational and operational 
performance translates into trust in healthcare institutions. 
Consistent with established quality-of-care frameworks, organizational responsiveness 
emerged as a significant determinant of both patient experience and institutional trust. 
Responsive organizational structures—characterized by timely decision-making, 
coordinated workflows, and effective interdepartmental communication—appear to 
enhance patients’ perceptions of reliability and competence in emergency settings. This is 
particularly relevant in high-acuity environments where delays and fragmentation can 
rapidly erode confidence. 
Emergency clinical practice quality demonstrated a strong association with patient 
experience, underscoring the importance of timely triage, adherence to clinical protocols, 
and professional competence in shaping patient perceptions. While laboratory practice 
quality exhibited a comparatively smaller effect size, its contribution remained statistically 
significant, highlighting the critical role of diagnostic timeliness and result communication 
in emergency care pathways. These findings emphasize that laboratory services, often 
underrepresented in patient-centered research, are integral to comprehensive emergency 
care quality. 
The findings of this study are strongly consistent with evidence reported in empirical 
healthcare quality and organizational performance studies, particularly those 
examining emergency care environments and patient-centered outcomes. Similar to our 
results, prior research has demonstrated that organizational responsiveness—including 
coordination, timeliness, and administrative efficiency—is a critical determinant of patient 
experience and trust. Donabedian’s well-established structure–process–outcome model 
emphasizes that organizational structures and processes directly shape patient-perceived 
quality and downstream outcomes such as satisfaction and trust, which aligns closely with 
the positive associations observed in this study (Donabedian, 1988). 
Comparable findings were reported by Doyle et al. (2013) in a large systematic review, 
which concluded that better patient experience is consistently associated with higher levels 
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of perceived safety, effectiveness, and institutional reliability. Their review supports our 
evidence that patient experience functions as a central mechanism linking organizational 
and clinical performance to trust. Similarly, Batbaatar et al. (2017) found that 
responsiveness and service efficiency were among the strongest predictors of patient trust 
across hospital settings, reinforcing the direct and indirect pathways identified in our 
mediation analysis. 
With respect to emergency clinical practice quality, our results align with studies 
conducted in high-acuity settings, which emphasize the importance of triage efficiency, 
protocol adherence, and professional competence. For example, Sun et al. (2017) 
demonstrated that delays in emergency clinical processes significantly reduce patient 
satisfaction and confidence in healthcare institutions. This supports our finding that clinical 
practice quality has a substantial positive effect on patient experience and, indirectly, 
institutional trust. 
Although laboratory practice quality showed a comparatively smaller effect size, its 
influence remained statistically significant—an observation consistent with existing 
diagnostic services research. Studies by Hawkins (2007) and Plebani (2010) highlight that 
laboratory turnaround time, accuracy, and communication failures can negatively affect 
clinical decision-making and patient perceptions, particularly in emergency contexts. Our 
findings extend this evidence by empirically demonstrating that laboratory services 
contribute not only to clinical outcomes but also to patient experience and trust formation. 
Importantly, the partial mediation effect of patient experience observed in this study 
is consistent with contemporary mediation research in healthcare quality. Aiken et al. 
(2018) and Birkhäuer et al. (2017) reported that organizational and technical quality 
improvements enhance institutional trust primarily when patients perceive these 
improvements positively. This supports our conclusion that patient experience is not 
merely an outcome but a critical explanatory pathway through which organizational 
responsiveness and operational quality influence trust. 
Overall, when compared with real-world empirical studies, the present findings reinforce a 
growing body of evidence advocating for integrated, patient-centered quality 
improvement strategies in emergency care. Organizational responsiveness, clinical 
excellence, and diagnostic efficiency must be aligned and visibly experienced by patients to 
effectively strengthen institutional trust—an insight that is highly relevant for healthcare 
systems aiming to improve performance, accountability, and public confidence. 
Importantly, patient experience emerged as the strongest predictor of institutional trust 
and partially mediated the relationships between organizational responsiveness, emergency 
clinical–laboratory quality, and trust. This mediation effect suggests that improvements in 
structural and process-related dimensions of care are most effective in building trust when 
they are perceived and experienced positively by patients. Overall, the results support an 
integrated, patient-centered approach to emergency care quality improvement, where 
organizational responsiveness, clinical excellence, and diagnostic efficiency operate 
synergistically to strengthen institutional trust. 
 
9. Strengths and Limitations 
Strengths 
This study has several strengths. First, it adopts an integrated analytical framework that 
simultaneously examines organizational responsiveness, emergency clinical practice quality, 
laboratory practice quality, patient experience, and institutional trust, addressing a notable 
gap in emergency care research. Second, the use of validated measurement scales with 
strong reliability and construct validity enhances the robustness of the findings. Third, the 
inclusion of laboratory practice quality as a core variable extends existing literature by 
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capturing a frequently overlooked yet critical component of emergency care delivery. 
Finally, the application of multivariate and mediation analyses provides deeper insight into 
both direct and indirect pathways influencing institutional trust. 
Limitations 
Despite its contributions, the study has limitations. The cross-sectional design precludes 
causal inference, and the findings should be interpreted as associative rather than causal 
relationships. Data were collected using self-reported questionnaires, which may be subject 
to response and recall bias. Additionally, the use of convenience sampling within 
emergency departments may limit the generalizability of the results to other healthcare 
settings or populations. Future research employing longitudinal designs, multi-center 
sampling, and objective performance indicators is recommended to further validate and 
extend these findings. 
Implications for Practice and Policy 
The findings of this study carry important implications for both healthcare practice and 
policy, particularly within emergency care settings where timely, coordinated, and patient-
centered services are critical. From a practice perspective, the results highlight the necessity 
of strengthening organizational responsiveness as a core operational priority. 
Emergency departments should adopt adaptive staffing models, real-time patient flow 
monitoring, and clear escalation pathways to ensure rapid responses to fluctuating patient 
volumes and clinical acuity. Enhancing interdepartmental coordination—especially 
between emergency clinical teams and laboratory services—can further reduce delays and 
improve the overall care experience. 
The strong influence of patient experience on institutional trust underscores the need for 
emergency care practices that prioritize effective communication, transparency, and 
emotional support alongside clinical excellence. Healthcare professionals should be 
supported through continuous training programs that emphasize not only technical 
competence but also patient-centered communication skills, particularly during high-stress 
emergency encounters. Embedding patient experience metrics into routine performance 
evaluations can help translate quality improvement initiatives into outcomes that are 
meaningful to patients. 
The significant contribution of laboratory practice quality to patient experience and trust 
highlights the importance of integrating diagnostic services more closely into emergency 
care pathways. Healthcare organizations should invest in optimizing laboratory turnaround 
times, improving the clarity and timeliness of result reporting, and leveraging digital health 
solutions to enhance information flow between laboratories and clinical teams. Such 
investments can minimize diagnostic uncertainty, shorten decision-making timelines, and 
improve patients’ perceptions of efficiency and reliability. 
From a policy perspective, the results support the incorporation of organizational 
responsiveness and patient experience indicators into national emergency care quality 
frameworks and accreditation standards. Policymakers are encouraged to establish 
minimum benchmarks for emergency department responsiveness and diagnostic 
turnaround times, ensuring consistent quality across healthcare institutions. Aligning 
reimbursement and performance incentives with patient-centered outcomes and 
institutional trust measures may further encourage healthcare organizations to prioritize 
responsiveness, coordination, and experience-driven care. 
Overall, these findings suggest that sustainable improvements in emergency healthcare 
quality and institutional trust require a system-level approach that integrates 
organizational leadership, clinical practice, diagnostic efficiency, and patient experience 
into unified practice and policy strategies. 
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