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ABSTRACT
Patient Safety Culture (PSC) is key to healthcare quality. While widely studied in hospitals, evidence on PSC in Hospital at Home 
(HaH)—a growing model delivering hospital-level care at home—remains scarce. This study evaluated PSC among professionals 
in Spanish public HaH units. A descriptive, cross-sectional survey was conducted using the Spanish-validated Hospital Survey 
on Patient Safety Culture 2.0. Participants were physicians, nurses, and other HaH professionals with ≥ 3 months' experience. 
A total of 199 responses were analyzed using non-parametric tests. Positive response rates identified strengths (≥ 75%) and im-
provement areas (≤ 50%). Teamwork Within Units achieved the highest positive responses, indicating strong collaboration, while 
Staffing and Work Pace scored lowest, reflecting workload concerns. Most rated unit safety as “good” or “very good,” though 
few as “excellent.” Nurses reported more favorable perceptions than other professionals. Significant differences appeared in 
teamwork, communication, and leadership support. Comments highlighted commitment despite workforce shortages and lim-
ited institutional recognition. HaH services demonstrate a generally positive PSC. Addressing staffing and workload challenges 
through stronger institutional support and safety protocols is crucial for sustainable, safe home-based care.

1   |   Background

Over the past two decades, Patient Safety Culture (PSC) has 
emerged as a central component in the evaluation and improve-
ment of healthcare systems worldwide. Numerous studies have 
demonstrated that a positive safety culture is directly associated 
with reduced adverse events, improved team communication, 
and higher patient satisfaction (Danielsson et al. 2019; Granel 
et al. 2025; Granel et al. 2020; Weaver et al. 2022). While much 
of the existing research has focused on hospital settings, less at-
tention has been paid to alternative care models such as Hospital 
at Home (HAH) services.

HaH services provide hospital-level care in the patient's home 
and have expanded internationally, including in countries such 
as the United States, Australia, the United Kingdom, Italy, 

France, and Singapore (Leal et  al.  2024; Rossinot et  al.  2019; 
Truong and Siu 2024). Originally conceptualized in the 1980s, 
HaH aims to deliver acute medical care outside traditional in-
patient settings, relying on multidisciplinary teams—typically 
physicians, nurses, allied health professionals, and administra-
tive staff—who work under conditions that differ substantially 
from hospital-based care. These include geographical disper-
sion, limited direct supervision, increased autonomy, and reli-
ance on digital communication systems (Sammer et  al.  2021). 
These contextual factors may influence both the perception and 
implementation of safety culture within HaH services.

Understanding how safety is perceived in Hospital at Home 
(HaH) settings is essential for identifying improvement needs 
and ensuring high-quality, equitable, patient-centered care. 
This study is based on the Agency for Healthcare Research and 
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Quality's (AHRQ) definition of patient PSC as shared organi-
zational values and norms regarding safety, including commu-
nication openness, non-punitive response to errors, teamwork, 
leadership, staffing, and learning from incidents (World Health 
Organization 2017; Singer et al. 2003). It also incorporates two 
complementary frameworks: Reason's model, which links safety 
risks to both human errors and organizational weaknesses—
highly relevant for geographically dispersed HaH teams—and 
Donabedian's model, which shows how structures, processes, 
and outcomes interact to shape PSC. Together, these frame-
works strengthen the interpretation of safety culture within 
the unique operational context of HaH services (Reason 2000; 
Anders 2025).

Although the concept of PSC has been extensively studied in 
acute and primary care settings, there is a limited but grow-
ing body of literature addressing PSC within HaH services 
(Etebarian Khorasgani et  al.  2024; Shepperd  2016). The find-
ings from the available studies suggest that HaH teams face 
both unique strengths and specific challenges regarding patient 
safety. Several studies indicate that interdisciplinary collabora-
tion and flexibility in care delivery are perceived strengths in 
HaH environments, which may positively influence safety cul-
ture (Nieva and Sorra 2003; Lee et al. 2022; Larsson et al. 2022). 
Home-based care allows for greater personalization of treatment 
and stronger therapeutic relationships with patients, often lead-
ing to enhanced communication and patient engagement, key 
components of a positive PSC (Pfeiffer et al. 2010). At the same 
time, international analyses highlight difficulties related to staff-
ing variability, communication barriers, and the lack of safety 
protocols adapted to home settings (Silverglow et al. 2023).

Despite the growing implementation of HaH units in Spain's 
public health system, there is limited scientific evidence about 
the current state of PSC among HaH teams. In Spain, a study by 
González (2019) found HaH to be a safe alternative for patients 
with chronic or acute decompensated conditions, emphasizing 
the importance of care coordination and caregiver education.

However, several challenges have been identified in HaH ser-
vices, including difficulties in communication and coordina-
tion due to geographical dispersion of teams (Shepperd  2016), 
the absence of standardized protocols tailored to home set-
tings, and limited feedback mechanisms regarding adverse 

events. Additionally, professionals often perceive a lack of in-
stitutional support and recognition from hospital leadership 
(Shepperd 2016).

This study explicitly contributes to the international literature 
by offering the first national-level evaluation of PSC in Spanish 
HaH units, thereby addressing a gap in global safety culture 
research.

2   |   Methods

Quantitative, descriptive, cross-sectional study. Physicians, 
nurses, health care assistants, and physiotherapists who were 
actively employed in HaH services during the study period were 
included. Inclusion criteria included being part of a HaH team 
for at least 3 months and providing voluntary and informed con-
sent. Data collection was carried out between December 2024 
and February 2025, following approval by the Clinical Research 
Ethics Committee of the UAB, research number CERec109.

The research team presented the project to the “Spanish Society 
of Hospital at Home (SEHAD)”, which formally endorsed the 
study and facilitated its dissemination. SEHAD distributed the 
survey to its members and other HaH professionals through in-
ternal mailing lists and institutional communication channels. 
An information sheet accompanied the questionnaire, provid-
ing details on the study's objectives, ethical guarantees, and 
contact information for the principal investigator. Participation 
was entirely voluntary, anonymous, and could be withdrawn at 
any time without consequence. Importantly, participants did 
not receive any incentive or compensation for participation, and 
SEHAD's role was limited exclusively to distributing the survey 
without accessing individual responses or study data.

The instrument used in this study was the Hospital Survey on 
Patient Safety Culture (HSOPSC) version 2.0, developed by the 
Agency for Healthcare Research and Quality (AHRQ) and val-
idated in Spanish for use in healthcare environments (Agency 
for Healthcare Research and Quality 2025). It consists of 32 core 
items grouped into 10 composite dimensions of PSC. Each di-
mension corresponds to a validated grouping of items defined 
by the HSOPSC 2.0 structure, and the Results section presents 
the findings according to these dimensions to ensure clear 
alignment with the instrument's design and facilitate interpret-
ability. Each item is rated on a 5-point Likert scale. Specifically, 
most items assess agreement levels (from “Strongly disagree” 
to “Strongly agree”), while others evaluate frequency (from 
“Never” to “Always”), depending on the nature of the question. 
Additional demographic variables, including professional cate-
gory, years of experience, and region, were also collected.

To ensure internal validity, the use of a validated, standardized 
questionnaire and uniform, anonymous data collection mini-
mized potential bias and enhanced reliability. Inclusion criteria 
also ensured that all participants had relevant professional expe-
rience. Regarding external validity, the national dissemination 
of the survey through the Spanish Society of Hospital at Home 
(SEHAD) promoted geographical and professional diversity, 
supporting the generalizability of the findings to other HaH ser-
vices in Spain.

Summary

•	 The study provides the first comprehensive assess-
ment of patient safety culture (PSC) in Hospital at 
Home (HaH) services across Spain, filling an impor-
tant gap in healthcare research.

•	 It reveals that nurses consistently report more positive 
perceptions of PSC compared to physicians, highlight-
ing differences in how professional groups experience 
and evaluate safety in HaH settings.

•	 The study identifies significant systemic challenges 
such as staffing shortages and high workload, empha-
sizing the need for targeted organizational and policy 
interventions to improve patient safety in HaH.
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The survey was designed to minimize social desirability bias 
through several mechanisms, including anonymous self-
administration, the absence of identifiable information, and 
the use of neutrally worded items and reverse-coded statements 
embedded in the HSOPSC 2.0 structure. The survey was ad-
ministered online via Microsoft Forms using the institutional 
account of the principal investigator. The platform was config-
ured to ensure full anonymity by not collecting names, email 
addresses, IP addresses, or any device-identifying information, 
and by preventing multiple submissions from the same partic-
ipant. The personal data collected were limited exclusively to 
non-identifiable demographic characteristics (professional cat-
egory, years of experience, and region), none of which allow di-
rect or indirect identification of respondents. All responses were 
stored securely and were accessible only to the principal inves-
tigator, who conducted the data analysis. Personal data will be 
retained for 1 year to allow for review of results and potential 
publications, after which all responses and related documents 
will be permanently deleted. Data could be made available upon 
reasonable request. Participants will receive feedback on the 
findings.

2.1   |   Data Analysis

Quantitative data were analyzed using R Studio, applying both 
descriptive and inferential statistics. Categorical variables were 
summarized using absolute and relative frequencies, while con-
tinuous variables were described using means and standard de-
viations or medians and interquartile ranges (IQR), depending 
on their distribution.

Normality was assessed using the Shapiro–Wilk test. As the 
data did not meet the assumption of normality, non-parametric 
methods were employed. Group comparisons were performed 
using the Kruskal–Wallis test, followed by post hoc analyses 
with the Dunn test. Bonferroni correction was applied to adjust 
p-values and minimize the risk of Type I error due to multiple 
comparisons. The significance level was set at p ≤ 0.05.

The primary outcome variable was the positive response rate, 
calculated as the number of positive responses to each item 
within a dimension divided by the total number of responses 
to all items in that dimension. Negatively worded items were 
reverse-coded prior to analysis. A dimension was considered 
an area of strength when the percentage of positive responses 
was ≥ 75%, and an area requiring improvement when it was 
≤ 50%.

Spider diagrams were used to visually represent the 12 dimen-
sions assessed in the study, enabling a rapid and intuitive com-
parative evaluation also employed in previous research on PSC 
(Shepperd 2016).

3   |   Results

The survey was sent to approximately 300 HaH professionals. 
A total of 199 healthcare professionals from HaH units across 
Spain participated in the survey (66.3%). The most represented 
professional group was nursing, accounting for (72.0%) of 

responses, followed by physicians (26.0%), and a small propor-
tion of nursing assistants and administrative staff (1.0% each). 
This distribution reflects the central role of nursing profession-
als within HaH teams.

In terms of geographical distribution, responses were received 
from 11 of the 13 autonomous communities in Spain that pro-
vide HaH services (out of 17 in total). Catalonia contributed 
the highest number of responses (46.2%), followed by Valencia 
(14.0%) and Madrid (10.0%). The remaining communities had 
lower representation, ranging between 2% and 5%.

Internal consistency of the HSOPSC 2.0 was assessed in the 
study sample (n = 199) using Cronbach's alpha. Dimension-
specific reliability estimates were as follows: Dimension 1 (3 
items), α = 0.16; Dimension 2 (3 items), α = 0.35; Dimension 3 (3 
items), α = 0.45; Dimension 4 (4 items), α = 0.70; Dimension 5 (3 
items), α = 0.49; Dimension 6 (3 items), α = 0.87; Dimension 7 (4 
items), α = 0.52; Dimension 8 (2 items), α = 0.91; Dimension 9 (2 
items), α = 0.37; and Dimension 10 (3 items), α = 0.67. The over-
all internal consistency of the full 30-item scale was excellent 
(α = 0.90).

At the national level, the dimension that received the highest 
score was Teamwork (78.4%), indicating strong collaboration 
among HaH professionals. In contrast, the lowest-rated dimen-
sion was Staffing and Work Pace (66.2%), highlighting concerns 
related to workload and human resources. A similar pattern was 
observed in Catalonia and Madrid. In both regions, Teamwork 
was among the most positively rated dimensions, with scores 
of 78.56% in Catalonia and 77.40% in Madrid. Communication 
About Error also scored highly (76.22% in Catalonia and 79.40% 
in Madrid), suggesting a positive safety culture related to open 
dialog on mistakes. However, Staffing and Work Pace received 
the lowest scores in both regions (Catalonia: 64.46%, Madrid: 
67.00%), pointing to shared challenges regarding workforce 
and work overload. In contrast, Valencia achieved the highest 
overall scores across most dimensions. Particularly high ratings 
were recorded for Reporting Patient Safety Events (81.40%), 
Communication About Error (79.80%), and Teamwork (80.80%). 
Even its lowest-rated dimension, Staffing and Work Pace 
(67.00%), scored higher than in Catalonia and Madrid, suggest-
ing comparatively better perceptions of staffing conditions.

Figure  1 presents a comparative spider graph of the 10 PSC 
dimensions for the three regions with the highest number of 
participants (Catalonia, Madrid, and Valencia). This visual 
representation facilitates the identification of key strengths 
and areas needing improvement across regions in Home 
Hospitalization teams.

As shown in Table 1, La Rioja reported the highest overall av-
erage score (4.10 ± 0.43), while Euskadi presented the lowest 
(3.37 ± 0.19). Statistically significant differences between regions 
were observed in the following dimensions: Organizational 
Learning—Continuous Improvement, Response to Error, 
Communication Openness, and Hospital Management Support 
for Patient Safety.

Figure  2 shows the positive response rate for the 10 dimen-
sions and professional group. It visually highlights how nurses 
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consistently rate patient safety dimensions higher than physi-
cians and other healthcare professionals (supervisors or clinical 
managers).

Independent samples t-tests revealed several statistically 
significant differences in perceptions of PSC across profes-
sional groups. Nurses and physicians differed significantly 
in most of the dimensions: Teamwork (D1), Organizational 
Learning–Continuous Improvement (D3), Response to Error 
(D4), Supervisor/Manager Support for Patient Safety (D5), 
Communication Openness (D7), Hospital Management Support 
(D9), and Handoffs and Information Exchange (D10) (p < 0.05). 
No significant differences were observed between these two 
groups in Staffing and Work Pace (D2), Communication About 
Error (D6), and Reporting Patient Safety Events (D8) (p > 0.05), 
suggesting alignment in these areas.

When comparing nurses with other healthcare profession-
als (supervisors or clinical managers), significant differences 
emerged in Staffing and Work Pace (D2), Response to Error 
(D4), Supervisor/Manager Support (D5), and Handoffs and 
Information Exchange (D10) (p < 0.05), reflecting discrepancies 
in perceptions related to workload management, error handling, 
leadership, and information transfer. However, the remaining 
dimensions—Teamwork (D1), Organizational Learning (D3), 
Communication About Error (D6), Communication Openness 
(D7), Reporting Events (D8), and Hospital Management 
Support (D9)—did not show statistically significant differences 
(p > 0.05), indicating areas of greater agreement.

In contrast, no statistically significant differences were found 
between physicians and other healthcare professionals across 
any of the 10 dimensions assessed (p > 0.05), suggesting a high 
level of consistency in their perceptions of PSC within Home 

Hospitalization teams. The p-values for all comparisons are pre-
sented in Table 2.

A total of 70.4% of respondents (140 out of 199) rated the overall 
perception of patient safety in their HaH unit as “good” or “very 
good,” while only 31.2% (62 out of 199) considered it “excellent.”

When analyzed by professional group, notable differences 
emerged. Among nurses, 61.5% (88 out of 143) rated patient 
safety as “excellent,” and an additional 37.1% (53 out of 143) rated 
it as “good” or “very good,” resulting in a combined positive per-
ception of 98.6%. Only two nurses (1.4%) rated patient safety as 
“poor.”

In contrast, among physicians and other healthcare profession-
als only 21.2% (11 out of 52) considered patient safety to be “ex-
cellent,” while 78.8% (41 out of 52) rated it as “good” or “very 
good.” No respondents in this group rated it as “poor.”

The open-ended responses from the staff revealed a complex 
interplay of dedication and significant challenges affecting 
patient care, which align closely with the quantitative find-
ings of the questionnaire. While many respondents expressed 
strong professional commitment and pride in ensuring patient 
safety, several critical issues were consistently highlighted. 
Staffing shortages, including insufficient nursing, techni-
cal, and administrative personnel, were frequently cited 
as major contributors to increased workload and potential 
safety risks. Personnel instability due to frequent rotations 
and high turnover further undermined care continuity and 
quality. Excessive workload limited time for individualized 
patient attention, potentially compromising safety and care 
standards. Additionally, many staff felt undervalued and in-
adequately supported by management, with their concerns 

FIGURE 1    |    Comparison of patient safety culture dimensions by regions.
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often overlooked. The need for ongoing training—particu-
larly for managing complex cases—and the implementation 
of standardized protocols were emphasized to improve safety 
practices. Communication gaps within teams and between 
hospital services and administration were also reported as 
barriers to effective and safe care delivery. Although some 
units have begun introducing incident reporting systems and 
fostering a safety culture, respondents identified the need to 
strengthen these initiatives through more consistent reporting 
and follow-up mechanisms. Despite these challenges, positive 
aspects included growing awareness of safety issues, active ef-
forts to improve reporting and team discussions, and reports 
of supportive work environments in some units. Overall, while 
HaH staff demonstrate strong dedication to patient safety, ad-
dressing workforce shortages, enhancing communication, 
and increasing institutional recognition and support remain 
essential to advancing quality and safety in home hospitaliza-
tion services.

4   |   Discussion

The findings of this study provide valuable insights into the cur-
rent state of PSC in HaH units across Spain. The predominance 
of nursing professionals among respondents reflects their cen-
tral role in care coordination, risk management, and frontline 
clinical leadership—positions that place them at the core of pa-
tient safety efforts (Granel et al. 2020; Weaver et al. 2022).

The positive results in communication, teamwork, and nonpu-
nitive responses are consistent with international and national 
literature on safety culture in healthcare settings, offering 

FIGURE 2    |    Positive response rate by dimension and professional 
group.
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valuable insights into how organizational context shapes safety 
perceptions and practices such as smaller teams, interdisciplin-
ary collaboration, and proximity to patients create favorable 
conditions for cultivating a positive safety culture.

The high rating for Teamwork Within Units (Dimension 6) 
aligns with previous multicenter studies across Europe that 
identified intra-unit teamwork as a strong dimension in hospital 
settings (Lee et al. 2022). In the context of HaH, where teams 
are often small, interdisciplinary, and work closely together, the 
nature of the care delivery may naturally foster strong collabora-
tion and mutual trust. This result suggests that the decentralized 
and patient-centered structure of HaH may enhance communi-
cation, coordination, and collective responsibility, contributing 
to a positive team dynamic.

Similarly, the positive evaluation of Open Communication about 
Errors (Dimension 1) is noteworthy, especially given that this 
domain is often reported as a challenge in traditional hospital 
environments in Spain (Larsson et al. 2022). The fact that HaH 
teams feel empowered to discuss mistakes or concerns without 
fear of blame reflects a potentially less hierarchical, more psy-
chologically safe environment that facilitates transparency and 
a learning-oriented approach to error reporting.

In HaH, professionals often operate autonomously but rely 
heavily on each other's support and coordination, which could 
explain the openness and transparency reported in this study. 
The positive perception of Nonpunitive Response to Errors 
(Dimension 8) further strengthens this interpretation. Literature 
has shown that a punitive climate often inhibits error reporting 
and limits learning from adverse events (Silverglow et al. 2023). 
In contrast, a nonpunitive culture, as observed in this study, 
encourages the reporting of near misses and incidents as op-
portunities for improvement. In HaH services, this may be par-
ticularly critical, given the challenges of delivering complex care 
in the patient's home with limited direct supervision.

These findings contrast with many hospital-based studies in 
Spain, which often report lower scores in Dimensions 1 and 
8 (Larsson et  al.  2022; Agency for Healthcare Research and 
Quality 2025). This suggests that the unique characteristics of 
HaH—such as its multidisciplinary nature, reduced bureau-
cracy, continuity of care, and patient-centered philosophy—may 
foster an inherently safer and more trusting work culture.

The results indicate a generally positive perception of PSC among 
Home Hospitalization teams in Spain, with some regional differ-
ences. The consistently high scores in the Teamwork dimension 
across all regions suggest that collaboration and mutual support 
among staff are well established in this care model. Valencia's 
particularly high scores suggest that this region may have more 
mature safety practices in place, especially related to open com-
munication and learning from error. These findings may reflect 
well-developed protocols, strong team cohesion, and possibly 
better resource allocation. In contrast, Catalonia and Madrid 
presented more moderate scores, especially in the dimensions 
related to staffing and workload. These results may indicate 
resource limitations or operational pressures that impact staff 
perceptions of safety, especially in a decentralized care environ-
ment such as home hospitalization.

The national average showed a marked weakness in the per-
ception of Supervisor/Manager Support for Patient Safety. This 
discrepancy, compared to the higher regional scores, could sug-
gest a gap between local leadership efforts and broader institu-
tional or systemic management support. A consistent concern 
across all regions was the perception of inadequate staffing 
and high workload, which emerged as the lowest-scoring di-
mension overall. This points to a systemic challenge in ensur-
ing adequate human resources in the home hospitalization 
context, which may affect not only safety culture but also the 
quality and sustainability of care. These findings underscore the 
need to strengthen leadership visibility and support for safety 
initiatives, ensure adequate staffing levels, and promote ongo-
ing communication and learning. Addressing these areas could 
further enhance the culture of safety in Home Hospitalization 
services and support the scalability of this model across diverse 
healthcare systems.

Conversely, dimensions such as Response to error (D4) and staff-
ing and work pace (D2) received the lowest scores. These defi-
ciencies have also been reported in other studies on safety culture 
in hospital and HaH settings (World Health Organization 2017; 
Singer et al. 2003). Particularly concerning is the fact that 61.8% 
of respondents reported not having submitted any error reports 
in the previous 12 months, which may suggest a culture of fear 
or lack of trust in the system, hindering learning from adverse 
events (Reason 2000).

Previous research has shown that a well-established PSC 
significantly reduces adverse events and improves quality 
of care (Anders  2025; Waterson et  al.  2019). In HaH, where 
professionals often work with greater autonomy and limited 
real-time support, ensuring effective communication, stan-
dardization, and institutional support becomes even more 
critical (Vikan et al. 2023). Studies such as Dainty et al. (2021), 
Agency for Healthcare Research and Quality  (2025), 
González (2019), and Nieva and Sorra (2003) have highlighted 
the importance of tailored safety protocols and incident re-
porting systems for home care, reinforcing the relevance of 
this study's findings.

Our results may reflect meaningful differences in the roles and 
responsibilities of nurses and physicians within HaH teams. 
Nurses are often more directly involved in continuous patient 
monitoring, home visits, and the daily coordination of care—
roles that position them as key agents in maintaining safety and 
continuity. Importantly, nursing education and practice in Spain 
are strongly rooted in person-centered care, emphasizing holistic 
assessment, communication, and individualized care planning, 
rather than focusing exclusively on clinical procedures. This ori-
entation may explain why nurses tend to perceive dimensions 
such as teamwork, communication openness, and feedback on 
errors more positively. At the same time, shared perceptions be-
tween nurses and physicians in areas such as supervisor support 
(D2), non-punitive response to errors (D6), and staffing (D8) 
may reflect common organizational challenges and cultural dy-
namics within HaH services. In the Spanish context, qualitative 
studies have identified barriers frequently reported by nurses, 
including excessive workload, limited institutional support, and 
fear of blame—factors known to negatively influence safety cul-
ture perceptions. Notably, “staffing” and “non-punitive response 
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to errors” were among the lowest-rated dimensions in our study, 
mirroring trends observed in other research and highlighting 
the need to better support the leadership role of nurses in home-
based care delivery.

In home hospitalization settings, teams are typically small and 
closely integrated, often leading to role overlap between clinical 
supervisors and physicians. It is common for a senior physician 
to also act as the team supervisor, resulting in shared respon-
sibilities and leadership. This structural characteristic likely 
contributes to the lack of statistically significant differences 
in perceptions of PSC between these two groups observed in 
our study. A similar pattern was reported in a Spanish study 
(Tomás Vecina and Astier Peña 2024), where no significant dif-
ferences were found between managers and physicians in their 
perceptions of safety culture. The authors suggested that this 
might be due to greater proximity and collaboration in primary 
care settings, fostering more consistent views on patient safety. 
Taken together, these findings suggest that smaller, interdis-
ciplinary teams with overlapping leadership roles—such as 
those in home hospitalization—may foster greater alignment 
in safety culture perceptions, particularly between supervi-
sors and physicians who work closely in day-to-day clinical 
decision-making.

When interpreted through established safety frameworks, 
the results align closely with both Reason's model of organi-
zational accidents and Donabedian's structure–process–out-
come framework. According to Reason's Swiss cheese model, 
patient harm emerges from the interaction of latent system 
conditions rather than individual failures (Dainty et al. 2021). 
In this study, consistently high scores in teamwork, commu-
nication about error, and nonpunitive response—particularly 
in regions such as Valencia—suggest the presence of effec-
tive defensive layers that support error detection, recovery, 
and learning. Conversely, the uniformly low ratings for staff-
ing and work pace across regions represent latent conditions 
that may erode these defenses, especially in decentralized 
HaH settings where professionals work with high autonomy. 
From Donabedian's perspective, the findings reflect strong 
care processes but weaker structural elements, notably staff-
ing levels and managerial support (NHS 2020). Regional and 
professional-group differences further indicate that while 
positive processes may sustain a favorable safety culture in 
the short term, unresolved structural constraints risk under-
mining its long-term stability. Together, these models high-
light that improving patient safety in HaH requires not only 
reinforcing teamwork and open communication but also ad-
dressing systemic workforce and leadership factors at the or-
ganizational and policy levels.

To enhance the practical utility of these findings, the implica-
tions of this nationwide evaluation can be considered at both 
policy and practice levels. From a policy perspective, the results 
underline the importance of strategic workforce planning, suf-
ficient staffing, and stronger institutional integration of HaH 
safety governance. Reinforcing managerial accountability and 
ensuring consistent resource allocation may help address the 
systemic challenges identified across regions. From a clinical 
practice perspective, the study highlights opportunities to build 
on existing strengths—particularly teamwork, communication 

openness, and nurse-led coordination—to reinforce daily 
safety routines, promote non-punitive learning environments, 
and strengthen handoff and incident-reporting processes. 
Structuring the implications along these two complementary 
axes clarifies how these findings can support decision-makers 
while guiding HaH teams in implementing realistic, context-
sensitive improvements.

Future strategies should prioritize creating blame-free environ-
ments for incident reporting, expanding training in safety cul-
ture principles, and investing in workforce planning to reduce 
workload pressure. These actions are essential to ensure safe, 
patient-centered care in home settings.

While these results are promising, several limitations must be 
acknowledged. First, the cross-sectional design limits the abil-
ity to draw causal inferences, as the relationships observed 
cannot establish temporal ordering or causality. Second, per-
ceptions of safety culture may not always translate directly into 
behaviors. Previous research has shown that staff may report 
high levels of teamwork or communication on surveys while ac-
tual practices reveal gaps (Granel et  al.  2020; Alabdullah and 
Karwowski 2024). Third, this study relies on self-reported data, 
which may be influenced by social desirability bias. Additionally, 
response bias must be considered, as the survey was distributed 
through SEHAD—a professional association—which may have 
introduced membership-related or professional self-selection 
bias. This may limit the representativeness of the sample since 
professionals more engaged with HaH practice or more moti-
vated to participate in safety-related initiatives could have been 
more likely to respond. Future research should incorporate 
qualitative methods—such as interviews or focus groups—to 
explore the lived experiences of HaH professionals and to vali-
date and deepen understanding of the survey findings.

Geographic disparities were notable, with Catalonia represent-
ing nearly half of the total responses. While this high regional 
participation reinforces the visibility and development of HaH 
services in that area, it limits the representativeness of the re-
sults on a national scale. Nonetheless, participation from 11 au-
tonomous communities signals growing professional interest in 
patient safety within this care model.

Moreover, while HSOPSC 2.0 is a validated instrument for mea-
suring hospital safety culture, the HaH context may require 
adapted tools that account for the specific challenges of home-
based care, including patient autonomy, family involvement, 
geographic dispersion, and emergency response logistics.

5   |   Conclusion

Hospital at Home (HaH) services in Spain demonstrate a gen-
erally favorable PSC, shaped by their interdisciplinary, decen-
tralized, and patient-centered model. This structure appears to 
support open communication, effective teamwork, and a less 
punitive approach to error, features that distinguish HaH from 
traditional hospital environments.

At the same time, the study identifies persistent challenges, par-
ticularly regarding staffing levels and workload pressure, which 
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can undermine safety and care continuity. While some of these 
issues require broader institutional responses, HaH teams can 
take an active role in strengthening safety culture by reinforcing 
clinical leadership, especially nurse-led coordination, enhancing 
team self-management, and embedding safety thinking into in-
dividualized care planning. These strategies are realistic, context-
sensitive, and directly aligned with the operational strengths 
of HaH.

6   |   Relevance for Clinical Practice

The study highlights that HaH teams can enhance patient safety 
through interprofessional collaboration, open communication, 
and team-based self-management. Empowering nurses to lead co-
ordination, foster peer learning, and integrate safety thinking into 
care plans may strengthen safety culture more effectively than top-
down interventions alone. Persistent challenges, including staffing 
shortages and limited managerial support, require targeted strate-
gies such as structured safety protocols and nonpunitive reporting. 
These findings provide practical guidance for delivering patient-
centered, safe, and effective home-based healthcare.

Author Contributions

Rebeca Gomez-Ibáñez: writing – original draft. Carolina E. Watson: 
conceptualization, investigation, methodology, project administration. 
Mireia Subirana-Casacuberta: validation, writing – review and ed-
iting, supervision, resources. Nina Granel: conceptualization, investi-
gation, writing – original draft, methodology, software, formal analysis, 
project administration, data curation. Ester Risco: validation, visual-
ization, writing – review and editing, project administration, supervi-
sion, resources. Eva Angels Sanchez Martos: writing – review and 
editing, validation, investigation, supervision, resources.

Acknowledgments

The authors would like to thank the support of all Hospital at Home pro-
fessionals who participated in the survey and contributed to this study.

Funding

The authors have nothing to report.

Ethics Statement

This study was approved by the Ethics Committee of the Universitat 
Autonoma de Barcelona (Reference no. PT-2024-045). All procedures 
performed were in accordance with the ethical standards of the institu-
tional research committee and with the 1964 Helsinki Declaration and 
its later amendments.

Consent

Informed consent was obtained from all individual participants in-
cluded in the study.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

The data that support the findings of this study are available from the 
corresponding author upon reasonable request.

References

Agency for Healthcare Research and Quality. 2025. Hospital Survey 
on Patient Safety Culture: Version 2.0 (Spanish Form) [Internet]. U.S. 
Department of Health and Human Services. https://​www.​ahrq.​gov/​
sites/​​defau​lt/​files/​​wysiw​yg/​sops/​surve​ys/​hospi​tal/​hospi​talsu​rvey2​-​
spani​shform.​pdf.

Alabdullah, H., and W. Karwowski. 2024. “Cultura de Seguridad Del 
Paciente en Entornos Hospitalarios de Distintos Continentes: Una 
Revisión Sistemática.” Applied Sciences 14: 8496. https://​doi.​org/​10.​
3390/​app14​188496.

Anders, R. L. 2025. “Global Perspectives on Patient Safety: The Central 
Role of Nursing Management.” Healthcare 13, no. 24: 3240.

Dainty, K. N., B. Seaton, S. Hall, and K. N. Suh. 2021. “Improving Safety 
in Home Healthcare: A Systematic Review.” Journal of Patient Safety 17, 
no. 3: e145–e154.

Danielsson, M., P. Nilsen, H. Rutberg, and K. Årestedt. 2019. “A National 
Study of Patient Safety Culture in Hospitals in Sweden.” Journal of 
Patient Safety 15, no. 4: 328–333. https://​doi.​org/​10.​1097/​PTS.​00000​
00000​000369.

Etebarian Khorasgani, A., T. Najafi Ghezeljeh, H. Sharif-Nia, M. 
Ashghali Farahani, F. Golestan, and F. Saraipour. 2024. “Patient Safety 
Culture in Home Healthcare Centres: Protocol for a Scoping Review.” 
British Medical Journal Open 14, no. 9: e082604. https://​doi.​org/​10.​
1136/​bmjop​en-​2023-​082604.

González, M. 2019. “Hospitalización a Domicilio: Evaluación de se-
guridad y Calidad en España.” Revista de Salud Pública 21, no. 3: 
217–224.

Granel, N., J. M. Manresa-Domínguez, C. E. Watson, R. Gómez-Ibáñez, 
and M. D. Bernabeu-Tamayo. 2020. “Nurses' Perceptions of Patient 
Safety Culture: A Mixed-Methods Study.” BMC Health Services Research 
20, no. 1: 584.

Granel, N., C. E. Watson, R. Gómez-Ibáñez, and M. D. Bernabeu-
Tamayo. 2025. “Patient Safety Attitudes of Hospital Nurses: An 
Ethnographic Study in Four European Countries.” Nursing Open 12, no. 
3: e70165. https://​doi.​org/​10.​1002/​nop2.​70165​.

Larsson, R., G. Erlingsdóttir, J. Persson, and C. Rydenfält. 2022. 
“Teamwork in Home Care Nursing: A Scoping Literature Review.” 
Health & Social Care in the Community 30, no. 6: e3309–e3327.

Leal, J., R. González-Colom, G. Carot-Sans, et  al. 2024. “Five Years 
of Hospital at Home Adoption in Catalonia: Impact, Challenges, and 
Proposals for Quality Assurance.” BMC Health Services Research 24: 
154. https://​doi.​org/​10.​1186/​s1291​3-​024-​10603​-​1.

Lee, S., J. Y. Lee, H. Kim, K. Lee, and T. Lee. 2022. “Advanced Practice 
Nurses' Experiences on Patient Safety Culture in Hospital-Based 
Home Healthcare.” Risk Management and Healthcare Policy 15: 2297–
2309. https://​www.​dovep​ress.​com/​advan​ced-​pract​ice-​nurse​s-​exper​
ience​s-​on-​patie​nt-​safet​y-​cultu​re-​in-​hosp-​peer-​revie​wed-​fullt​ext-​artic​
le-​RMHP.

NHS. 2020. Home Hospitalization: A New Paradigm for Patient Care. 
National Health Service.

Nieva, V. F., and J. Sorra. 2003. “Safety Culture Assessment: A Tool for 
Improving Patient Safety in Healthcare Organizations.” Quality & Safety 
in Health Care 12, no. 2: 17–23. https://​doi.​org/​10.​1111/​hsc.​13910​.

Pfeiffer, Y., T. Manser, and T. Wehner. 2010. “Conceptualizing Barriers 
to Incident Reporting: A Psychological Framework.” Quality & Safety in 
Health Care 19, no. 6: e60.

Reason, J. 2000. “Human Error: Models and Management.” British 
Medical Journal 320, no. 7237: 768–770.

Rossinot, H., O. Marquestaut, and M. de Stampa. 2019. “The Experience 
of Patients and Family Caregivers During Hospital-At-Home in France.” 
BMC Health Services Research 19: 470.

 14422018, 2026, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/nhs.70337 by U

niversitaet A
utonom

a D
e, W

iley O
nline L

ibrary on [11/05/2026]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://www.ahrq.gov/sites/default/files/wysiwyg/sops/surveys/hospital/hospitalsurvey2-spanishform.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/sops/surveys/hospital/hospitalsurvey2-spanishform.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/sops/surveys/hospital/hospitalsurvey2-spanishform.pdf
https://doi.org/10.3390/app14188496
https://doi.org/10.3390/app14188496
https://doi.org/10.1097/PTS.0000000000000369
https://doi.org/10.1097/PTS.0000000000000369
https://doi.org/10.1136/bmjopen-2023-082604
https://doi.org/10.1136/bmjopen-2023-082604
https://doi.org/10.1002/nop2.70165
https://doi.org/10.1186/s12913-024-10603-1
https://www.dovepress.com/advanced-practice-nurses-experiences-on-patient-safety-culture-in-hosp-peer-reviewed-fulltext-article-RMHP
https://www.dovepress.com/advanced-practice-nurses-experiences-on-patient-safety-culture-in-hosp-peer-reviewed-fulltext-article-RMHP
https://www.dovepress.com/advanced-practice-nurses-experiences-on-patient-safety-culture-in-hosp-peer-reviewed-fulltext-article-RMHP
https://doi.org/10.1111/hsc.13910


11 of 11Nursing & Health Sciences, 2026

Sammer, C. E., K. Lykens, K. P. Singh, D. A. Mains, and N. A. Lackan. 
2021. “The Impact of Patient Safety Culture on Medical Errors and 
Adverse Events.” Journal of Patient Safety 17, no. 4: 234–242.

Shepperd, S. 2016. “Hospital at Home: A Systematic Review and Meta-
Analysis.” Lancet 388, no. 10063: 971–980.

Silverglow, A., H. Wijk, E. Lidén, and L. Johansson. 2023. “Patient 
Safety Culture in Home Care Settings in Sweden: A Cross-Sectional 
Survey.” BMC Health Services Research 23, no. 1: 998. https://​doi.​org/​10.​
1186/​s1291​3-​023-​10010​-​y.​pdf.

Singer, S. J., D. M. Gaba, J. J. Geppert, A. D. Sinaiko, S. K. Howard, and 
K. C. Park. 2003. “The Culture of Safety: Results of an Organization-
Wide Survey in 15 California Hospitals.” Quality & Safety in Health Care 
12, no. 2: 112–118.

Tomás Vecina, S., and M. P. Astier Peña. 2024. Cultura de Seguridad del 
Paciente en España: Percepciones y Tendencias de los Profesionales de las 
Prganizaciones Sanitarias. Sociedad Española de Calidad Asistencial 
(SECA) y Fundación por la Investigación, la Docencia e Innovación en 
Seguridad del Paciente (FIDISP).

Truong, T. T., and A. L. Siu. 2024. “The Evolving Practice of Hospital 
at Home in the United States.” Annual Review of Medicine 75: 391–399.

Vikan, M., A. S. Haugen, A. K. Bjørnnes, et  al. 2023. “La asociación 
entre la cultura de seguridad del paciente y los eventos adversos: una 
revisión exploratoria.” BMC Health Services Research 23: 300. https://​
doi.​org/​10.​1186/​s1291​3-​023-​09332​-​8.

Waterson, P., P. Griffiths, C. Stride, J. Murphy, and S. Hignett. 2019. 
“Psychometric Properties of the Hospital Survey on Patient Safety 
Culture: Findings From the UK.” BMJ Quality and Safety 28, no. 2: 
159–168. https://​doi.​org/​10.​1136/​bmjqs​-​2018-​008570.

Weaver, S. J., L. H. Lubomksi, R. F. Wilson, E. R. Pfoh, K. A. Martinez, 
and S. M. Dy. 2022. “Promoting a Culture of Safety as a Patient Safety 
Strategy: A Systematic Review.” Annals of Internal Medicine 176, no. 5: 
353–362.

World Health Organization. 2017. Patient Safety: Making Health Care 
Safer. WHO.

Supporting Information

Additional supporting information can be found online in the Supporting 
Information section. Data S1: STROBE Statement—Checklist of items 
that should be included in reports of cross-sectional studies. 

 14422018, 2026, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/nhs.70337 by U

niversitaet A
utonom

a D
e, W

iley O
nline L

ibrary on [11/05/2026]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1186/s12913-023-10010-y.pdf
https://doi.org/10.1186/s12913-023-10010-y.pdf
https://doi.org/10.1186/s12913-023-09332-8
https://doi.org/10.1186/s12913-023-09332-8
https://doi.org/10.1136/bmjqs-2018-008570

	Assessing Patient Safety Culture in Hospital at Home Services Across Spain Through a National Survey
	ABSTRACT
	Summary
	1   |   Background
	2   |   Methods
	2.1   |   Data Analysis

	3   |   Results
	4   |   Discussion
	5   |   Conclusion
	6   |   Relevance for Clinical Practice
	Author Contributions
	Acknowledgments
	Funding
	Ethics Statement
	Consent
	Conflicts of Interest
	Data Availability Statement
	References


