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ABSTRACT

Introduction: Patient safety culture is a key component of healthcare quality. The Hospital Survey on Patient Safety Culture
(HSOPS), developed by AHRQ in 2004, has been widely used internationally to assess healthcare professionals’ perceptions of
safety. In 2019, version 2 (HSOPSv2) was released, with improvements in structure and item clarity. Although a Spanish version
for North America exists, it has not yet been validated in the Spanish hospital context.

Objectives: To adapt and validate HSOPSv2 for the Spanish hospital context, ensuring its cultural, linguistic, and psychometric
equivalence with the original version, and to assess its suitability for use in Spanish hospitals.

Methods: A cross-cultural adaptation process was conducted, including translation, back-translation, and expert consensus,
followed by a cognitive pretest with 20 healthcare professionals. A pilot study was then carried out in four hospitals in Murcia
and Alicante, with 369 participants. Internal consistency (Cronbach's a and composite reliability), convergent validity (AVE,
factor loadings), and discriminant validity (Fornell-Larcker criterion and HTMT) were assessed through confirmatory factor
analysis using the WLSMV estimator.

Results: The 10-factor model showed satisfactory fit indices (CFI and TLI> 0.90; RMSEA < 0.06; SRMR < 0.08). Most
dimensions presented acceptable reliability (¢« and CR > 0.70), except for “Staffing and Work Pace” and “Handoffs and
Information Exchange.” Convergent validity was adequate in seven of the ten dimensions (AVE > 0.50), with some weaker
loadings in negatively worded items. The Fornell-Larcker criterion indicated overlap in some communication-related con-
structs, although HTMT results supported overall discriminant validity.

Conclusions: The Spanish version of HSOPSv2 shows satisfactory psychometric properties, comparable to other international
adaptations. Its availability provides Spanish hospitals with a robust tool to assess patient safety culture, identify areas for
improvement, and design interventions aimed at reducing adverse events and strengthening patient safety.

1 | Background healthcare settings, including medication errors and healthcare-
associated infections. Contributing factors often include organi-
sational deficiencies, workload pressures, and communication
failures among professionals [2]. Surveys on patient safety

Healthcare organisations are increasingly recognising the need to
transform organisational culture to enhance patient safety [1].
Preventable patient harm remains a major concern across all
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culture provide a mechanism to capture staff perceptions re-
garding safety culture within hospitals and to identify areas for
improvement. A strong safety culture is essential, as organisa-
tional culture influences both the quality of care and the well-
being of patients and healthcare staff. When a positive safety
culture is established, communication improves, professional
errors decrease, and overall quality of care is enhanced [3].

The Hospital Survey on Patient Safety Culture (HSOPS) was
developed by the Agency for Healthcare Research and Quality
(AHRQ) in 2004 to assess patient safety culture within health-
care organisations [4]. The original version comprised 42 items
across 12 dimensions. Since its introduction, HSOPS has
become a widely used tool internationally to assess staff
perceptions of safety culture in hospitals. The survey supports
the identification of strengths and areas for improvement and
enables organisations to monitor progress over time.

The first Spanish adaptation of HSOPS version 1 was developed in
2005 [5] and validated in 2009 [6]. This version was pivotal in
making the tool applicable in Spanish-speaking hospitals, partic-
ularly in Spain and Latin America, thus enabling systematic
evaluation of patient safety culture in these contexts. In Spain,
HSOPS has been used in several studies [7-10], across different
professional groups and hospital services, demonstrating its value
as a diagnostic tool for identifying opportunities for improvement.

However, the first version showed variability across adaptations,
with weak internal reliability in some dimensions and
inconsistent construct validity [11]. The second version of the
survey (HSOPSv2) was launched in 2019 in response to advances
in patient safety and changes in hospital practice [12]. The revised
instrument reduced the number of items from 42 to 32 and the
number of dimensions from 12 to 10, removing “Overall percep-
tions of patient safety” and “Teamwork across units” [13].
HSOPSv2 places greater emphasis on individual accountability
and leadership commitment to patient safety improvement. It also
focuses on organisational action—how hospitals address identi-
fied problem areas, promote continuous improvement, build
resilience, and learn from errors. Furthermore, the updated ver-
sion facilitates benchmarking across organisations, allowing
hospitals to compare their safety culture with others.

Overall, HSOPSv2 represents a refined and updated instrument,
aligned with current patient safety principles, designed to en-
hance item clarity and support more effective implementation.
Although AHRQ provides a Spanish version for North America,
there is currently no robust and context-specific validation for
Spain. This gap limits cross-national comparability and the use of
the improved psychometric properties introduced in the up-
dated tool.

A Spanish validation is therefore required to ensure linguistic
accuracy, cultural relevance, and psychometric robustness
within the Spanish hospital context [14, 15]. Such validation
would allow hospitals to monitor their safety culture, perform
national and international benchmarking, and inform inter-
ventions aimed at reducing adverse events and strengthening
patient safety. The aim of this study is to adapt the Hospital
Survey on Patient Safety Culture version 2 (HSOPSv2) to the
context of the Spanish healthcare system, ensuring that the

questionnaire is culturally, linguistically, and metrically
equivalent to the original version, and suitable for use in
Spanish hospitals.

2 | Methods
2.1 | Instrument

The Hospital Survey on Patient Safety Culture version 2.0
(HSOPS v2), published by the Agency for Healthcare Research
and Quality (AHRQ) in 2019 [12], was used as the study
instrument. The questionnaire comprises an initial section on
job position and work unit, followed by 32 items grouped into
10 dimensions addressing different aspects of patient safety.

Items are rated on five-point Likert scales, which vary
depending on the question type: level of agreement (“Strongly
disagree”, “Disagree”, “Neither agree nor disagree”, “Agree”,
“Strongly agree”) or frequency (“Never”, “Rarely”, “Some-
times”, “Most of the time”, “Always”). Two additional questions
assess (a) overall patient safety grade (“Poor”, “Fair”, “Good”,
“Very good”, “Excellent”) and (b) the number of events re-
ported in the previous year (“None”, “1-2”, “3-5”, “6-10”, “11
or more”). The survey concludes with general questions about
respondents and an open-text field for comments regarding
patient safety.

2.2 | Cross-Cultural Adaptation

The adaptation and validation process followed the translation—
back translation method with expert validation [14], in
accordance with AHRQ recommendations [12] and procedures
used in previous survey validation studies [16-18]. A pilot study
was subsequently conducted to assess comprehension and fea-
sibility. Two native Spanish translators, both fluent in English
and experienced in survey translation, independently produced
Spanish versions of the original HSOPS v2. They were
instructed to prioritise conceptual equivalence over literal
translation, ensuring technical, semantic, and conceptual con-
sistency. Two researchers compared both translations to eval-
uate linguistic accuracy, naturalness, and clarity. A consensus
version of the Spanish questionnaire was then produced.
The consensus Spanish version was back-translated into
English by a native English translator with prior experience in
health survey translation. A meeting between the research
team and the translator was held to discuss semantic discrep-
ancies and propose alternative wording. A final consensus
back-translated version was then developed.

2.3 | Cognitive Pre-Testing

To evaluate questionnaire comprehension, a qualitative study
was conducted with 20 healthcare professionals representing
diverse roles. In-depth interviews explored respondents’ views
on item clarity, wording, relevance of response options, and
interpretation of key concepts. Based on participant feedback,
the research team reviewed and refined the questionnaire.
The resulting version was considered the final Spanish
adaptation of the HSOPS v2.
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2.4 | Pilot Testing and Assessment of Metric
Equivalence

The final version of the questionnaire was administered to a
sample of healthcare professionals from four hospitals in the
provinces of Murcia and Alicante. The aim was to assess clarity,
applicability, and usefulness. The survey was distributed elec-
tronically via institutional email or other internal communica-
tion channels. A cover letter with study information and
appreciation for participation accompanied the survey link.
Responses were collected anonymously. All negatively worded
items were reverse-coded for statistical analysis. Descriptive
statistics were computed to characterise the pilot sample.

Construct validity was examined through confirmatory factor
analysis (CFA) [19] using the Weighted Least Squares Mean
and Variance adjusted (WLSMV) estimation method, recom-
mended for categorical data and appropriate for five-point
Likert scales [20]. Each item was assigned to its corresponding
dimension following the original HSOPS v2 structure. Model fit
was assessed using the following indices [21, 22]: Root Mean
Square Error of Approximation (RMSEA), Standardised Root
Mean Square Residual (SRMR), Comparative Fit Index (CFI),
Tucker-Lewis Index (TLI) and Chi-square (x*) and normalised
chi-square (,Z/df) [23].

Only fully completed questionnaires were included in the con-
firmatory factor analysis, resulting in an effective analytical
sample of 183 participants. This approach was adopted to ensure
complete data for model estimation using the WLSMV estimator.

Acceptable model fit was defined as CFI and TLI > 0.90 [24],
RMSEA < 0.06, and SRMR < 0.08 [22, 25]. A non-significant
chi-square (p > 0.05) indicates good fit; alternatively, x* values
less than five times the degrees of freedom are acceptable, with
values below twice the degrees of freedom considered optimal
[26]. Internal consistency was assessed using Cronbach's alpha
and Composite Reliability (CR), with 0.70 considered the min-
imum acceptable threshold [27, 28].

Convergent validity was evaluated using Average Variance
Extracted (AVE), with acceptable values >0.50 [29], and by
examining standardised factor loadings, considering values >
0.50 as optimal and >0.30 as acceptable [30]. Discriminant
validity was assessed using the Fornell-Larcker criterion [31],
which requires the square root of the AVE of each construct to
exceed its correlations with other constructs. The Heterotrait—
Monotrait ratio (HTMT) was also calculated, with bootstrap
confidence intervals (500 replications) [32]. Discriminant
validity was supported if HTMT < 0.85 and the confidence
interval did not include 1. All statistical analyses were con-
ducted using R version 4.5.1, employing the packages lavaan,
psych, semptools, and semTools.

3 | Results
3.1 | Cross-Cultural Adaptation

During the translation process, significant modifications were
introduced in the sections concerning job position and
work unit to ensure inclusion of all professional categories

within Spanish hospitals and to align units and services with
the structure of the Spanish healthcare system. Expressions
were also adapted, and vocabulary was modified to reflect
natural and culturally appropriate language.

3.2 | Cognitive Pre-Test

Participants in the cognitive interviews reported that the
questionnaire was clear and easy to complete. Their suggestions
mainly concerned the section on job position and work setting.
Based on their feedback, questions were added regarding
working hours and professional experience. Participants also
recommended adopting gender-inclusive language, and minor
lexical adjustments were made to reflect commonly used ter-
minology in Spanish hospital settings.

3.3 | Pilot Testing and Assessment of Metric
Equivalence

During the pilot phase, a total of 369 healthcare professionals
participated. Most respondents were women (74.5%), with a
median age of 48 years (IQR =13). Over half of the sample
worked at Hospital Virgen de la Arrixaca (52.0%). Regarding
professional profile, nursing staff predominated (53.7%), fol-
lowed by medical staff (20.1%). A total of 13.3% held supervisory
or management positions, and 6.5% performed support roles.
Four out of five participants (79.4%) reported direct contact
with patients in their daily work (Table 1).

For statistical analyses, only responses from participants who
completed the entire questionnaire were included, excluding

those with missing items or “Does not apply or don't know”

TABLE 1 | Sociodemographic characteristics of the sample.

Variables n %
Gender
Male 88 23.8
Female 275 74.5
Hospital
Virgen de la Arrixaca 192 52.0
Santa Lucia/Santa Maria del Rosell 36 9.8
Morales Meseguer 86 23.3
Vega Baja 49 13.3
Direct patient care 293 79.4
Professional group
Nursing 198 53.7
Medical 74 20.1
Supervisory/management 49 13.3
Support roles 24 6.5
Other 18 4.9
Age (years) median IQR
48 13

Abbreviations: IQR, interquartile range; n, sample size. Percentages were
calculated using n = 369; totals may not sum to 369 because of missing
sociodemographic data.
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answers. Consequently, 49.6% of the surveys (n=183) were
retained for analysis.

A confirmatory factor analysis (CFA) was conducted based on
the 10-factor model proposed by AHRQ. Goodness-of-fit indices
and their interpretation are presented in Table 2. Standardised
factor loadings were significant for all items (p < 0.001), with
generally high values (> 0.70). Only four items (A2, A3, A5, A9)
did not reach the 0.50 threshold (Table 3). Composite reliability
(CR) coefficients ranged from 0.57 (Staffing and Work Pace) to
0.94 (Response to Error), while most ordinal Cronbach's o values
exceeded 0.70, except for Staffing and Work Pace (0.59) and
Handoffs and Information Exchange (0.57). Convergent validity,
assessed through Average Variance Extracted (AVE), showed
that seven out of ten constructs surpassed the recommended
0.50 threshold, with particularly high values for Reporting
Patient Safety Events (0.85), Communication about Error (0.80),
and Response to Error (0.70). Lower AVE values for Teamwork,
Staffing and Work Pace, and Handoffs and Information Ex-
change suggest weaker convergence for these dimensions. For
dimensions with Cronbach's a below or close to 0.70, item-
deletion analyses were performed to estimate the impact on
reliability; but results did not show any relevant variation.

According to the Fornell-Larcker criterion, the square root of the
AVE exceeded the correlations with other constructs in most cases,
except for Teamwork, Staffing and Work Pace and Communication
Openness (Table 4). HTMT values ranged between 0.36 and 0.86,
remaining below the recommended 0.85 threshold in most cases. In
all instances, 95% confidence intervals did not include or exceed 1,
supporting adequate discriminant validity among constructs.

4 | Discussion
4.1 | Main Findings

This study represents the first validation in European Spanish
of the Hospital Survey on Patient Safety Culture, version 2
(HSOPS v2). A rigorous cross-cultural adaptation process was
conducted following international standards, with the involve-
ment of a multidisciplinary panel of experts and professional
translators experienced in survey adaptation. The proposed
version underwent cognitive pretesting with 20 healthcare
professionals, whose feedback was incorporated to produce the
final Spanish version of the questionnaire, which was subse-
quently pilot-tested to assess its validity.

TABLE 2 | Model fit indices for the confirmatory factor analysis.

Results confirmed that the ten-factor structure proposed by AHRQ
demonstrated an adequate model fit in the Spanish hospital con-
text. The fit indices met internationally accepted thresholds (CFI
and TLI> 0.90; RMSEA < 0.06; SRMR < 0.08; Xz/df <2), sup-
porting the construct validity of the adapted instrument.

Internal reliability was also generally acceptable, with Cron-
bach's o and Composite Reliability (CR) values above the 0.70
threshold for most dimensions. However, three factors did not
reach this level: Teamwork (a=0.71; CR=0.61), Staffing and
work pace (¢ =0.59; CR =0.57), and Handoffs and information
exchange (ax=0.57; CR=0.64). These results indicate that the
items within these dimensions are not fully consistent with one
another. This finding is consistent with previous international
validation studies, in which the same dimensions have shown
relatively lower internal consistency, likely due to item hetero-
geneity or contextual variation in how these practices are per-
ceived across healthcare systems. When assessing whether
Cronbach’s « would improve by removing any individual item,
no substantial increase was observed. Therefore, the decision was
made to retain all items, in line with other national validations,
to preserve the integrity of the original AHRQ model [12].

Convergent validity, measured through the Average Variance
Extracted (AVE), was adequate for seven out of the ten factors,
particularly those related to communication and incident re-
porting. However, three dimensions (Teamwork, Staffing and
work pace, and Handoffs and information exchange) exhibited
AVE values below the 0.50 threshold, suggesting weaker con-
vergence within these constructs. This result may also be par-
tially related to the reduced effective sample size available for
confirmatory factor analysis, which can affect the stability of
parameter estimates in multidimensional models with a rela-
tively large number of items. Regarding factor loadings, although
most were acceptable, four items showed weaker results: A2, A3,
A5, and A9. Specifically, “A3 - Staff in this unit work longer hours
than is best for patient care” had a standardised loading of 0.27,
suggesting that this item may not correlate adequately with its
intended dimension (Staffing and work pace). Notably, three of
these four items were negatively worded, which may have
affected response validity [33]. These results suggest heteroge-
neity in responses within these dimensions, possibly due to dif-
ferences in professional roles or challenges in item interpretation.
It is therefore advisable to review the items composing the
Teamwork, Staffing and work pace, and Handoffs and informa-
tion exchange dimensions in future Spanish adaptations.

Index Value Acceptability criterion (interpretation)

3 (p-value) 572.492 (p < 0.001) p > 0.05 (a significant p is expected with large samples)
df 419 —

xC/df 1.366 <2 (good fit)

CFI 0.995 >0.95 (good fit)

TLI 0.994 > 0.90 (good fit)

RMSEA (90% CI) 0.045 (0.035-0.054) <0.05 (good fit)

SRMR 0.064 <0.08 (good fit)

Abbreviations: CFI, Comparative Fit Index; df, degrees of freedom; RMSEA, Root Mean Square Error of Approximation; SRMR, Standardised Root Mean Square Residual;

TLI, Tucker-Lewis Index; xz, chi-square.
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TABLE 3 | Reliability indices for the questionnaire factors.

Construct Item Factor Loading o CR AVE

1. Teamwork Al 0.78 0.71 0.61 0.44
A8 0.72
AY(r) 0.46

2. Staffing and Work Pace A2 0.47 0.59  0.57 0.31
A3(r) 0.27
AS() 0.40
A11(r) 0.87

3. Organizational Learning—Continuous Improvement A4 0.78 0.77  0.82 0.61
Al2 0.77
Al4(r) 0.78

4. Response to Error A6(T) 0.86 0.87 0.94 0.70
A7(r) 0.89
A10 0.73
A13(r) 0.86

5. Supervisor, Manager, or Clinical Leader Support for Patient Safety B1 0.90 082  0.88 0.74
B2(r) 0.75
B3 0.91

6. Communication About Error C1 0.80 092  0.90 0.80
C2 0.93
C3 0.95

7. Communication Openness C4 0.77 084  0.81 0.59
C5 0.78
Cé6 0.92
C7(r) 0.56

8. Reporting Patient Safety Events D1 0.92 0.91 0.88 0.85
D2 0.92

9. Hospital Management Support for Patient Safety F1 0.84 0.78 0.34 0.60
F2 0.92
F3(r) 0.51

10. Handoffs and Information Exchange F4(r) 0.80 0.57 0.64 0.40
F5(r) 0.52
Fé6 0.54

Abbreviations: (r), reverse-coded items; a, Cronbach's alpha (ordinal); AVE, Average Variance Extracted; CR, Composite Reliability.

The Fornell-Larcker criterion indicated some issues with dis-
criminant validity. In particular, Teamwork and Staffing and
work pace showed correlations with other factors that exceeded
their VAVE, suggesting conceptual overlap. Similarly, Com-
munication openness exhibited strong correlations with Com-
munication about error, indicating that respondents may not
clearly distinguish between these two constructs. However, the
HTMT criterion yielded more favourable results, with all values
within acceptable limits, suggesting that discriminant validity
was not compromised. These findings support the view that the
dimensions maintain conceptual distinctiveness, each capturing
specific aspects of patient safety culture.

It is important to note that the reduced number of items per
dimension [2-4] increases the sensitivity of psychometric indices
to one or two items with low factor loadings [11, 34]. Furthermore,

the high intercorrelations observed between some dimensions may
warrant further examination in future revisions—potentially by
merging related constructs—to determine whether this enhances
both convergent and discriminant validity.

4.2 | Comparison with Other Countries

Similar validation processes of the HSOPS v2 have been con-
ducted in Brazil [35], Chile [36], China [34], South Korea [37],
Indonesia [38], Italy [39], Malaysia [40], and Norway [41]. In
Brazil, the United States, Italy, Malaysia, and Norway, the pilot
validation surveys were distributed to all hospital healthcare
professionals, following the same approach as in the present
study. In contrast, studies from Chile, China, South Korea, and
Indonesia included only nursing staff in their validation
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TABLE 4 |

Discriminant validity (Fornell-Larcker criterion).

Latent correlation matrix with square root of AVE on the diagonal (in bold)

Construct 1 2 3 4 5 6 7 8 9 10

1 0.67

2 0.52 0.55

3 0.67 0.55 0.78

4 0.70 0.51 0.62 0.84

5 0.70 0.51 0.73 0.61 0.86

6 0.71 0.63 0.78 0.58 0.76 0.90

7 0.70 0.52 0.65 0.60 0.78 0.88 0.77

8 0.48 0.49 0.63 0.53 0.61 0.84 0.81 0.92

9 0.55 0.72 0.75 0.55 0.65 0.71 0.69 0.53 0.78

10 0.41 0.60 0.36 0.32 0.39 0.45 0.55 0.34 0.59 0.63
TABLE 5 | Cronbach's a values across countries.

Dimension Spain USA S. Korea Indonesia Brazil China Malaysia Norway Italy

Teamwork 0.71  0.76 0.77 0.76 0.68 0.75 0.61 0.58 0.70

Staffing and Work Pace 0.59 0.67 0.61 0.73 0.47 0.75 0.60 0.74 0.53

Organizational Learning—Continuous 0.77 0.76 0.71 0.76 0.60 0.87 0.64 0.71 0.70

Improvement

Response to Error 0.87 0.83 0.72 0.68 0.76 0.82 0.61 0.74 0.77

Supervisor, Manager, or Clinical Leader 0.82 0.77 0.75 0.74 0.71 0.68 0.60 0.74 0.72

Support for Patient Safety

Communication About Error 092 0.89 0.83 0.73 0.87 0.83 0.71 0.85 0.89

Communication Openness 0.84 0.83 0.73 0.67 0.76 0.75 0.63 0.76 0.71

Reporting Patient Safety Events 091 0.75 0.73 0.81 0.81 0.82 0.80 0.86 0.82

Hospital Management Support for Patient  0.78  0.77 0.72 0.75 0.62 0.87 0.61 0.79 0.69

Safety

Handoffs and Information Exchange 0.57 0.72 0.72 0.76 0.50 0.93 0.66 0.80 0.67

samples. Furthermore, while Brazil, Chile, and Malaysia re-
cruited participants from a single hospital, the remaining
countries conducted multi-centre studies, with China including
the largest number of participating hospitals (five).

In Chile, researchers performed an exploratory factor analysis
(EFA) prior to validation and decided to reduce and reorganise
the questionnaire, resulting in a version with seven dimensions
and 23 items, which improved internal consistency. In South
Korea, one item was removed (“A5 — In my unit, there are too
many temporary, float, or contract staff’), as the expert panel
considered it not applicable to the Korean context, where such
employment arrangements are uncommon—unlike in Spain [42].
Other countries, like the present study, retained the original
AHRQ structure without item elimination.

Across all countries, the model fit indices reported were
acceptable. However, internal reliability showed some varia-
bility, with China being the only country where all Cronbach'’s o
values exceeded the 0.70 threshold across every dimension.

When compared with the international average, the Spanish
version showed higher internal consistency in eight out of ten

dimensions, with lower reliability observed only for Staffing and
work pace and Handoffs and information exchange. These two
dimensions also displayed lower reliability in Brazil, the United
States, and Italy, indicating that the present findings are
consistent with international evidence (Table 5).

4.3 | Strengths and Limitations

One of the main strengths of this study lies in its rigorous process of
translation and cross-cultural adaptation, conducted in accordance
with international standards. This ensures that the Spanish version
of the HSOPS v2 is conceptually equivalent to the original and
retains its psychometric integrity. Unlike in some previous valida-
tions, this study included a diverse range of healthcare professional
profiles, thereby providing a sample more representative of the
hospital work environment. Additionally, the use of robust confir-
matory factor analysis methods with estimation techniques appro-
priate for ordinal data (WLSMV) adds further strength and
methodological rigour to the results.

Among the study's limitations, it should be noted that although
the initial sample included 369 healthcare professionals, only
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fully completed questionnaires were retained for confirmatory
factor analysis, resulting in an effective analytical sample of 183
participants. While this sample size is considered acceptable for
CFA using the WLSMYV estimator with ordinal data, it may have
reduced the stability of some parameter estimates, particularly in
dimensions with weaker factor loadings and lower AVE values.
Furthermore, excluding incomplete questionnaires may have
introduced some degree of bias if missing responses were not
completely random. This reduced proportion of fully completed
questionnaires could be related to the limited distribution period
(the survey was available online for 1 month), lack of time to
complete the questionnaire, or reduced motivation among staff.

The study sample was drawn from four hospitals located in two
provinces in southeastern Spain. Therefore, caution should be
exercised when extrapolating these findings to the entire
Spanish hospital system until further validation studies with
broader national samples are conducted.

5 | Conclusions

This study successfully adapted and validated the Hospital
Survey on Patient Safety Culture, version 2 (HSOPS v2), for use
in the Spanish hospital context, following a rigorous process of
translation, back-translation, expert review, cognitive pretest-
ing, and pilot testing among healthcare professionals. The
findings confirm that the ten-dimension structure proposed by
AHRQ demonstrates an adequate model fit, with good internal
reliability and convergent validity across most factors, and
overall acceptable discriminant validity. However, the dimen-
sions Teamwork, Staffing and Work Pace, and Handoffs and
Information Exchange showed lower internal consistency, sug-
gesting the need for further refinement in future adaptations.

The availability of this validated version in European Spanish
provides a robust tool for assessing patient safety culture in
hospitals across Spain. It facilitates international comparisons
and enables longitudinal monitoring of safety culture over time.
Its use will support hospital managers and quality leaders in
identifying areas for improvement, designing targeted inter-
ventions to reduce adverse events, and strengthening patient
safety within the Spanish healthcare system.
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