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ABSTRACT

 

Objective: The aim of the study was to translate the Safety Attitudes Questionnaire Short Form 

(SAQ-SF) in Spanish and Italian surgical settings and to assess its psychometric properties. 

Method: The cross-cultural adaptation process was performed following the internationally 

recognized guidelines. A panel of 30 experts evaluated the content validity. Test-retest reliability 

and internal consistency were evaluated using a cross-sectional design. 

Results: The translation process was carried out without relevant difficulties. In Spain, 29 of the 

36 SAQ-SF items showed excellent Content Validity Index. In Italy, there were 33 items with an 

excellent rating. The SAQ-SF’s overall Cronbach’s Alpha was 0.8 for both countries. Test-retest 

reliability showed good to very good stability in both in countries. 

Conclusions: Italian and Spanish researchers rate differently the same scale, demonstrating 

the diversity of relevance of the same questions in different countries. A validated questionnaire 

is now accessible to the Spanish and Italian hospital managements of the National Health 

Service to measure the safety climate in day-to-day practice in the operating rooms. 

Key words: Patient safety; Operating rooms; Safety management; Cross-cultural comparison; 

Psychometrics. 
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INTRODUCTION 

Research has shown that a strong patient safety culture1 is essential to provide quality health 

care and has been the subject of numerous international institutions’ research programs aimed 

at reducing the risk of adverse events2,3. 

The first large-scale study on adverse events in patients receiving health care was conducted in 

1977, when the California Medical Association found that adverse events had occurred in 

4.65% of cases4. In the book “To Err is Human: Building a Safer Health System”, the United 

States Institute of Medicine reported that between 44,000 and 98,000 Americans died every 

year in American hospitals as a result of adverse events, which thus represented the eighth 

leading cause of death in the population5. The data obtained by the authors come from two 

large previous studies, one conducted in New York in 19846,7 and the other in Colorado and 

Utah in 19928.  

In Europe, studies on patient safety conducted by the Council of Europe, the Organization for 

Economic Cooperation and Development and the World Health Organization through its World 

Alliance for Patient Safety prompted the Council of the European Union to issue a 

Recommendation on patient safety on 9 June 2009, which stated that poor patient safety 

represents both a severe public health problem and a high economic burden on limited health 

resources9. 

In Spain, the Ministerio de Sanidad, Servicios Sociales e Igualdad (Spanish initials: MSSSI) has 

launched the National Health System Patient Safety Strategy, which incorporates the 

contributions of health professionals and of patients through their organizations10,11. The 

Ministry has also promoted several epidemiological studies to determine the frequency of 

adverse events in various health care areas: the ENEAS study on adverse events linked to 

hospitalization, which found that the incidence of adverse events was 9.3%, of which 42.8% 

could have been avoided12, and the APEAS study of adverse events in primary health care, 

which found that 11.18‰ of patients experienced an adverse event, of which 64.3% would have 

been preventable13. 
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In Italy, notable actions carried out by the Ministero della Salute (Italian initials: MS) include 

approval of the Piano Nazionale Sanitario 2006-2008, which contains specific references to 

clinical risk management and patient safety14; the launch in 2009 of the Sistema Informativo per 

il Monitoraggio degli Errori in Sanità, Sanità (SIMES program) aimed at collecting data on 

sentinel events15; and development in 2015 of the Protocollo per il Monitoraggio degli Eventi 

Sentinella. 5º Rapporto, aimed at providing regions with a follow-up and management protocol 

for sentinel events16. 

One of the many strategies aimed at analyzing or evaluating a construct as complex as patient 

safety culture is to monitor indicators, which are often measured using questionnaires, whose 

strengths vary from one to another. 

In this paper, we intend to analyze and evaluate a construct as complex as patient safety 

culture using the Safety Attitudes Questionnaire (SAQ)17. It is designed to provide a method for 

evaluating patient safety culture based on two conceptual models: analysis of clinical risk and 

safety18 and evaluation of the quality of care19. 

The initial 60 item version of the scale has been adapted for use in intensive care units, 

operating rooms, primary care, pharmacy services, and delivery rooms. All these versions of the 

SAQ have maintained the same 31 core items divided into 6 dimensions for all clinical settings. 

Subsequently, the authors decided to create a generic short version applicable to any 

service/unit, the Safety Attitudes Questionnaire Short Form (SAQ-SF). This again included the 

31 core items divided into 6 dimensions from the original version, with another 5 items deemed 

useful to describe patient safety attitudes and of value for management teams in hospitals and 

other services20. 

The University of Texas Health Science Center at Houston recommends the SAQ-SF, and 

typically uses the first 13 items to evaluate the patient safety culture. Various other authors and 

institutions have also recommended its use due to its proven validity and reliability in different 

countries, including the United States, Norway, Turkey, Sweden or the Netherlands and its 

adaptation for use in various health care environments or units, such as intensive care units, 

operating rooms, primary care, pharmacy services, and delivery rooms3. It has also been used 
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extensively to explore the relationship between safety climate results and effects on the 

patient21,22. In light of the above, it was decided to translate, adapt, and validate the short form 

of the questionnaire for Spanish and Italian operating rooms. 

The literature indicated that the content validity of the questionnaire under discussion has been 

evaluated in Belgium3 and in Switzerland23. In addition, several studies have calculated the 

internal consistency of the scale in different settings, obtaining Cronbach’s alpha coefficient 

values of between 0.65 and 0.92 (Portugal, Holland, Denmark, Norway, Switzerland, Sweden, 

Belgium). Test-retest reliability has only been calculated in one American study on delivery 

rooms24. 

METHODS 

Aims 

To translate the SAQ-SF in Spanish and Italian surgical settings and to assess the content 

validity, internal consistency, and test-retest reliability. 

Design 

A cross-sectional study was conducted both in Spain and Italy using the self-report 

questionnaire. 

Participants and setting 

This study was conducted within health care professionals working in Spanish and Italian 

operating rooms.  

Instrument 

The SAQ-SF consists of two parts (Figure 1). The first contains 36 items that measure health 

professionals’ behaviors and/or attitudes related to patient safety: 

1) Teamwork climate (items 1-6). This focuses on perceived quality of collaboration 

between health care staff to achieve shared objectives. 
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2) Safety climate (items 7-13). This factor examines the degree to which health care 

professionals identify with their health institution and its goals and values regarding 

clinical safety. 

3) Job satisfaction (items 15-19). This refers to health care professionals’ level satisfaction 

and contentment with their health institution. 

4) Stress recognition (items 20-23). This examines the effect of stressors on the work of 

health care staff. 

5) Perception of management (unit management and hospital management) (items 24-28). 

This focuses on health care professionals’ approval of managerial actions and 

measures. 

6) Working conditions (items 29-32). It refers to any characteristic (staff, organization, etc.) 

that may have a significant influence on the generation of adverse events. 

Items 14 and 33 to 36 do not form part of the above factors. The second part focuses on 

additional information related to participants’ demographic characteristics.  

Translation and cultural adaptation of the SAQ-SF 

We conducted a systematic translation process in four stages: 1) forward translation; 2) 

backward translation; 3) revision of translations by an expert panel; and 4) pretest25-29. 

Each of the two forward translations was performed by two bilingual translators who were native 

speakers of the official language of the two participating countries: Spanish in Spain and Italian 

in Italy. These four people were informed of the study objectives, the questionnaire concepts, 

and the target population, and had previous experience in translating health care texts. They all 

worked independently, having received the same information to assure consistent translation of 

the scale. Subsequently, the translations were compared to identify discrepancies, and these 

were discussed in order to reach a consensus between the translators and the principal 

investigator30. 

The Spanish and Italian translations were then back-translated into American English by 

another two bilingual translators who were native speakers of American English. This process 

was conducted independently. We identified discrepancies between the backward translations, 



7 
 

and consensus was reached to then obtain revised translations of the SAQ-SF into Peninsular 

Spanish and Italian. 

Next, the original version of the instrument and the revised Spanish and Italian versions were 

assessed to identify semantic errors or inconsistencies and resolve differences between the 

original questionnaire and the backward translations.  To this end, two bilingual people with 

experience in translating health sciences texts introduced the relevant modifications to the 

Spanish and Italian versions, to render these were as close as possible to the item wording in 

the American English original. This yielded the consolidated Spanish and Italian versions. 

Lastly, we conducted a pilot study and a cognitive pretest to determine whether the 

questionnaire worked as originally intended. A minimum of 30 health care professionals from 

operating room settings in both countries were asked to complete their corresponding 

questionnaires in paper format or on Google forms and to indicate or annotate any difficulties 

encountered in the questionnaire or hard to understand questions. In order to know the 

accuracy of the information imparted, every professional was methodically asked about the 

questionnaire. Each remark about difficulties were noted and subsequently revised. We 

identified possible errors and checked that the instructions, items, and response options were 

easy to understand. Every item was revised when 15% or more of the professionals reported 

any problem with it. This yielded the definitive versions in Spanish (SAQ-SF_ES) (Figure 2) and 

Italian (SAQ-SF_IT) (Figure 3). 

Assessment of psychometric properties 

Content validity 

Content validity was evaluated by an expert panel using the content validity index (CVI)31,32. The 

number of experts can affect the validity of the results, wherefore a minimum number of 5 is 

established. Nevertheless, to reduce the variance in their answers and to decrease the 

likelihood that the agreements have not developed by chance, 10 experts are    

recommended33-36. Therefore, a minimum of 10 experts from each of the health professions 

involved in surgery, all with at least 5 years’ experience in this setting, were identified in each 
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country: 10 university graduates of nursing, 10 surgeons, and 10 anesthetists. Subsequently, 

these were formally invited by email to join this study and given a link to the document for 

completion online. Each expert rated the relevance of each item using a 4-point Likert-type 

scale: 1=not relevant, 2=somewhat relevant, 3=quite relevant, 4=highly relevant36. 

Reliability 

Test-retest reliability and internal consistency were assessed using the same 30 health care 

professionals working in surgical settings.  

- Test-retest reliability. As the SAQ-SF is a quantitative scale, it was analyzed by calculating 

the intraclass correlation coefficient (ICC). The questionnaires were administered at two 

different times to the same health care professionals who had participated in the cognitive 

pretest, carrying out the retest after a period of between 2 and 3 weeks37. 

- Internal consistency. The correlation of all questionnaire items was measured, assessing 

the degree of similarity between items, quantified by Cronbach’s alpha coefficient (α)38.  

Data analysis 

The CVI was calculated for each item on the questionnaire (I-CVI) and for the overall scale (S-

CVI), taking into account the fact that the I-CVI was calculated as the number of experts giving it 

a rating of 3 or 431. Items with an I-CVI≥0.78 were considered excellent. The S-CVI was 

calculated as the average I-CVI across items. A value of S-CVI≥0.90 was considered evidence 

of high content validity. Therefore, we also calculated the modified kappa coefficient (*). This 

determines the degree of agreement on item relevance. Calculating * involves: estimating the 

probability due to chance: pc=[N!/(N!·(N-A)!]·0,5N, where N is the total number of experts and A 

is the number of experts who gave a rating of 3 or 4 to each item, and then calculating * using 

the formula: *=(I-CVI-pc)/(1-pc). Next, a set of scores is applied to assess the coefficient *: 

excellent (>0.74), good (0.60-0.74) and poor (0.59-0.40). 

The ICC recommends a minimum standard value of 0.7039, while Cronbach’s alpha values 

should range between 0.70 and 0.9035. 
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All statistical analyses were performed using IBM SPSS version 22.0, with a significance level of 

p<0.05. 

RESULTS 

Translation and cultural adaptation of the SAQ-SF 

No problems were encountered with the forward translation, and there were no major 

differences between translators. However, the most problematic expression in both countries 

was “Problem personnel” in item 27, because it could be translated differently depending on the 

translator. Following a review of the translation of this item in other countries, including 

Belgium3, Norway40, Holland41 and Portugal42, consensus was reached with the translators 

concerning the correct translation of this item to ensure semantic and linguistic equivalence. 

This process yielded unanimously agreed versions of the questionnaires, which were used to 

conduct the pilot study and cognitive pretest. All of the 30 experts who were invited to join this 

study completed the questionnaire, yielding the envisaged sample size in Spain and Italy. Table 

1 shows the descriptive analysis of the sociodemographic variables and the bivariate analysis. 

There were no statistically significant differences when comparing the participants according to 

country. Participants’ comments were analyzed: 

- In Spain, 17 of the 30 participants (56.67%) encountered no difficulties or made no 

comments regarding questionnaire comprehensibility. Two of the surgeons (20%) found 

that item 40, “My collaboration with pharmacists is good”, was not applicable because they 

do not have any direct contact and therefore no such “collaboration” exists. Neither nurses 

nor anesthetists commented on this item. It was decided to change the item for “My 

collaboration with anesthetists is good”, since these are the other professionals besides 

nurses and surgeons who are actively involved in surgery in Spain. In addition, 7 

participants (23.33%) observed that including a translation of the expression “in this 

service” was repetitive and redundant, since the instructions already made it clear that the 

questionnaire was solely aimed at health care staff working in surgery. Lastly, 6 of the 30 

participants (20%) expressed doubts about the term “Problematic staff”, alluding to multiple 
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subjective points of view. We therefore decided to translate the item as “Less efficient 

staff”. 

- In Italy, the participants made no comments and encountered no difficulties in 

understanding the questionnaire. 

Assessment of psychometric properties 

Content validity 

The content validity value obtained for the Spanish version (S-CVI) was 0.72, while the Italian 

version obtained a value of 0.82. I-CVI values in both languages ranged between 0.57 and 1.00. 

The average of the * coefficient was 0.71 (good) in Spanish and 0.82 in Italian (excellent).  Of 

the total number of items in the two versions of the scale (72 items), 86.1% (n=62) obtained an 

excellent or good rating, and only 10 items obtained a poor rating. These are shown in Table 2, 

grouped by rating categories. 

Reliability  

As regards internal consistency, the Spanish version obtained a Cronbach’s alpha coefficient of 

0.78 for the overall scale. By factor, “Teamwork climate” (α=0.74), “Safety climate” (α=0.76) and 

“Working conditions” (α=0.69) obtained acceptable values. In the case of the Italian version, the 

overall scale obtained a value of α=0.80. By factor, “Job satisfaction” (α=0.47), “Stress 

recognition” (α=0.46) and “Perceptions of management” (α=0.37) obtained unacceptable values. 

Table 3 gives the results for test-retest reliability for each dimension in both languages. In 

Spanish, values ranged between 0.70 and 0.92, with the “Perceptions of management” 

dimension presenting very good reliability. The global ICC for the scale was 0.94 (CI 95%: 0.88-

0.98). In Italian, the values ranged between 0.77 and 0.95, with the “Stress recognition” and 

“Perceptions of management” dimensions presenting very good reliability. The global ICC for 

the scale was 0.90 (CI 95%: 0.79-0.97). 
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DISCUSSION 

Forward and backward translation of the questionnaire was performed sequentially without 

incident. However, when the cognitive pretest was conducted, we found that the item referring 

to pharmacists was not applicable since these had no direct contact with healthcare 

professionals working in surgery, and that the expression “In this clinical area” was redundant 

because the questionnaire instructions stated that the instrument was exclusively aimed at 

health care staff working in operating rooms. All comments made by respondents were 

addressed, maintaining the version closest in construct and format to the original English 

version to permit comparability of data.  

The results obtained for content validity, assessed by an expert panel, rather than simply 

replicating standard psychometric tests, confirmed the relevance of the majority of items. The 

results obtained for content validity of each item (I-CVI) and the modified kappa coefficient * 

were similar; items that did not fulfill the criteria I-CVI≥0.78 did not obtain excellent values and 

vice versa, indicating that both methods yielded the same outcome, supporting the available 

evidence3.  

Only two studies were identified in the literature in which the CVI had been used to calculate the 

content validity of cross-cultural adaptations of the SAQ-SF, one from Belgium3 and another 

from Switzerland23, obtaining values of 0.82 and 0.83 respectively, similar to that obtained for 

the Italian version. 

In sum, the results indicate that most versions of the SAQ-SF contain items with a poor rating. 

Hence, in order to obtain a better cross-cultural adaptation of instruments, some authors43 have 

proposed revising or even deleting one or more of the items. Given these results, the CVI may 

be a good index to evaluate the content validity of the SAQ-SF, due to its robustness, ease of 

calculation, and compactness. In addition, it focuses on inter-rater agreement on item 

relevance, providing information both about the overall scale and each of the items.  

Our results for test-retest reliability as measured by the ICC were very similar to those obtained 

in an American study on the delivery room version of the SAQ-SF24, obtaining very good 

values44,45. It was not possible to compare these results with those reported in other studies 
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validating psychometric properties because none of them had evaluated this parameter either 

for the overall scale or for each of the items. 

We obtained acceptable results for the internal consistency of the overall scale in both the 

Spanish and Italian versions; values of  were slightly lower than 0.80, consistent with those 

reported in other cross-cultural studies23,36,46-48. High item-overall scale correlation values 

confirm that the process of translation and cultural adaptation had not altered the internal 

consistency of the questionnaire30. 

Nursing managers and researchers need internationally valid measurement tools to compare 

outcomes of interventions in practice and research49. This is the first study to validate a patient 

safety instrument in Spain and Italy surgical settings, which will certainly impact healthcare 

professionals’ strategies in both countries. Thus, nursing management from both countries 

could use data that have been generated from the questionnaire to support safety programmes 

in their organisations to reduce the risk of adverse events29. 

In addition, these versions of the SAQ-SF have shown good levels of content validity and 

internal consistency, making available a validated language version of the questionnaire, it is 

simple to administer and it can be routinely used in the operating rooms of both countries. 

CONCLUSIONS 

The process of transcultural translation and adaptation, following several well-established steps, 

has been a complex process that has involved the collection of information from multiple 

sources and different empirical evidence, and that has led, finally, to satisfactory results in both 

countries, Spain and Italy. 

The translated and adapted Spanish (SAQ-SF_ES) and Italian (SAQ-SF_IT) versions of the 

original American questionnaire represent pertinent and applicable tools to evaluate patient 

safety attitudes in daily surgical practice in Spanish and Italian health system hospitals. 

Italian and Spanish researchers rated differently the same scale, demonstrating the diversity of 

relevance of the same questions in different countries and showing adequate content validity as 
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well as applicability in the surgical settings, comparable with the original American 

questionnaire. 

The results of this research demonstrate the importance of making a quality cross-cultural 

adaptation of a questionnaire without compromising its internal consistency and applicability. A 

more detailed analysis of construct validity would provide the instrument with greater robustness 

in both surgical contexts. Statistical analyses are currently ongoing, and they will be provided in 

a future report. 
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Table 1. 

Descriptive and comparative results of the sociodemographic variables between both countries. 

Variables 

Spain Italy 

p-Value 

n=30 Minimum Maximum Mean SD n=30 Minimum Maximum Mean SD 

            
Sex, n (%): 
 
 
 

 
Female 
Male 

 
19 (63.3)  
11 (36.7) 

- - - - 

 
21 (70.0)  
9 (30.0)  

- - - - 

0.587* 

Age, n (%): 
 
 
 
 
 
 

 
< 25 years 
25-30 years 
31-40 years 
41-50 years 
> 51 years 

 
-  

5 (16.7)  
12 (40.0)  
9 (30.0)  
4 (13.3) 

28 57 41.2 8.53 

 
1 (3.3)  
8 (26.7)  

11 (36.7)  
8 (26.7)  
2 (6.6) 

24 55 38 8.87 

0.173** 

Position, n (%): 
 
 
 
 

 
Registered nurse 
Surgeon 
Anesthetist 

 
10 (33.33)  
10 (33.33)  
10 (33.33) 

- - - - 

 
10 (33.33)  
10 (33.33)  
10 (33.33)  

- - - - - 

Years in hospital, n (%): 
 
 
 
 
 

 
< 1 year 
1-5 years 
6-10 years 
> 10 years 

 
2 (6.7)  
8 (26.7)  
6 (20.0)  

14 (46.6)  

0.67 21 10.28 6.36 

 
2 (6.7)  
5 (16.7)  
7 (23.3)  

16 (53.3) 

0.75 26 12.45 7.55 

0.290** 

Years in the OR, n (%): 
 
 
 
 
 

 
< 1 year 
1-5 years 
6-10 years 
>10 years 

 
3 (10.0)  
9 (30.0)  

10 (33.3)  
8 (26.7)  

0.50 32 10.03 9.18 

 
2 (6.7)  
9 (30.0)  

10 (33.3)  
9 (30.0) 

0.50 35 11.57 10.35 

0.588** 

* Mann-Whitney U test. 
** Kruskal-Wallis test. 
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Table 2. 

Content validity results for the Spanish and Italian versions of the SAQ-SF. 

  SPAIN (SAQ-SF_ES) ITALY (SAQ-SF_IT) 

Subscale Item I-CVI pc k Ratinga I-CVI pc k Ratinga 

          
1. Teamwork climate          

 1 0.63 0.05 0.61 Good 0.67 0.03 0.66 Good 
 2 0.60 0.08 0.56 Poor 1.00 <0.01 1.00 Excellent 
 3 0.77 <0.01 0.77 Excellent 0.73 0.01 0.73 Good 
 4 0.73 0.01 0.73 Good 0.93 <0.01 0.93 Excellent 
 5 0.90 <0.01 0.90 Excellent 0.83 <0.01 0.83 Excellent 
 6 0.73 0.01 0.73 Good 0.77 <0.01 0.77 Excellent 

  S-CVI (subscale 1) = 0.73 S-CVI (subscale 1) = 0.82 

2. Safety climate          
 7 0.87 <0.01 0.87 Excellent 0.83 <0.01 0.83 Excellent 
 8 0.63 0.05 0.61 Good 1.00 <0.01 1.00 Excellent 
 9 0.73 0.01 0.73 Good 0.97 <0.01 0.97 Excellent 
 10 0.67 0.03 0.66 Good 0.89 <0.01 0.90 Excellent 
 11 0.63 0.05 0.61 Good 0.77 <0.01 0.77 Excellent 
 12 0.63 0.05 0.61 Good 1.00 <0.01 1.00 Excellent 
 13 0.60 0.08 0.56 Poor 0.97 <0.01 0.97 Excellent 

  S-CVI (subscale 2) = 0.68 S-CVI (subscale 2) = 0.92 

3. Job satisfaction          
 14 0.80 <0.01 0.80 Excellent 0.87 <0.01 0.87 Excellent 
 15 0.6 0.08 0.56 Poor 0.60 0.08 0.56 Poor 
 16 0.6 0.08 0.56 Poor 0.80 <0.01 0.80 Excellent 
 17 0.73 0.01 0.73 Good 0.60 0.08 0.56 Poor 
 18 0.63 0.05 0.61 Good 0.57 0.11 0.51 Poor 

  S-CVI (subscale 3) = 0.67 S-CVI (subscale 3) = 0.69 

4. Stress recognition          
 19 0.73 0.01 0.73 Good 0.67 0.03 0.66 Good 
 20 1.00 <0.01 1.00 Excellent 0.97 <0.01 0.97 Excellent 
 21 1.00 <0.01 1.00 Excellent 0.93 <0.01 0.93 Excellent 
 22 0.83 <0.01 0.83 Excellent 0.80 <0.01 0.80 Excellent 

  S-CVI (subscale 4) = 0.89 S-CVI (subscale 4) = 0.84 

5. Perceptions of management          
 23 0.73 0.01 0.73 Good 0.87 <0.01 0.97 Excellent 
 24 0.93 <0.01 0.93 Excellent 0.89 <0.01 0.90 Excellent 
 25 0.73 0.01 0.73 Good 0.67 0.03 0.66 Good 
 26 0.67 0.03 0.66 Good 0.93 <0.01 0.93 Excellent 
 27 0.73 0.01 0.73 Good 0.70 0.01 0.70 Good 
 28 0.63 0.05 0.61 Good 0.63 0.05 0.61 Good 
 29 0.63 0.05 0.61 Good 0.70 0.01 0.70 Good 
 30 0.57 0.11 0.51 Poor 0.77 <0.01 0.77 Excellent 
 31 0.57 0.11 0.51 Poor 0.80 <0.01 0.80 Excellent 
 32 0.60 0.08 0.56 Poor 0.73 0.01 0.73 Good 

  S-CVI (subscale 5) = 0.68 S-CVI (subscale 5) = 0.77 

6. Working conditions          
 33 0.93 <0.01 0.93 Excellent 0.87 <0.01 0.87 Excellent 

 34 0.73 0.01 0.73 Good 1.00 <0.01 1.00 Excellent 

 35 0.70 0.01 0.70 Good 0.89 <0.01 0.90 Excellent 
 36 0.73 0.01 0.73 Good 0.83 <0.01 0.83 Excellent 

  S-CVI (subscale 6) = 0.78 S-CVI (subscale 5) = 0.90 

    

 

I-CVI: Item Content Validity Index; pc: probability of chance agreement; k: modified kappa coefficient 

obtained from the proportion of agreement on item relevance. 
a Evaluation criteria of k: poor ≤0.39, weak=0.40-0.59; good=0.60-0.73; excellent ≥0.74; S-CVI: I-CVI 

average of the items in the subscale. 
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Table 3. 

Reliability results for the Spanish and Italian versions of the SAQ-SF. 

  SPAIN (SAQ-SF_ES) ITALY (SAQ-SF_IT) 

Subscale Item 
ICC Total alpha of subscale 

if item is deleted 

ICC Total alpha of subscale 

if item is deleted 

      
1. Teamwork climate      

 1 0.98 0.76 0.88 0.79 
 2 0.96 0.77 0.94 0.77 
 3 0.84 0.76 0.95 0.77 
 4 0.90 0.76 0.91 0.77 
 5 0.91 0.76 0.93 0.78 
 6 0.82 0.75 0.84 0.78 

   (subscale 1) = 0.74  (subscale 1) = 0.80 

2. Safety climate      
 7 0.82 0.76 0.90 0.78 
 8 0.95 0.76 0.92 0.78 
 9 0.83 0.76 0.91 0.79 
 10 0.90 0.77 0.92 0.78 
 11 0.86 0.75 0.94 0.77 
 12 0.84 0.76 0.95 0.78 
 13 0.94 0.76 0.94 0.78 

   (subscale 2) = 0.76  (subscale 2) = 0.78 

3. Job satisfaction      
 14 0.91 0.78 0.95 0.78 
 15 0.96 0.75 0.85 0.78 
 16 0.95 0.77 0.86 0.78 
 17 0.80 0.77 0.96 0.78 
 18 0.81 0.78 0.89 0.80 

   (subscale 3) = 0.35  (subscale 3) = 0.47 

4. Stress recognition      
 19 0.98 0.80 0.99 0.81 
 20 0.97 0.77 0.96 0.79 
 21 0.92 0.79 0.99 0.81 
 22 0.95 0.79 0.96 0.78 

   (subscale 4) = 0.58  (subscale 4) = 0,46 

5. Perceptions of management      
 23 0.97 0.75 0.84 0.77 
 24 0.83 0.78 0.97 0.79 
 25 0.95 0.78 0.93 0.79 
 26 0.97 0.77 0.98 0.79 
 27 0.92 0.77 0.87 0.78 
 28 0.96 0.75 0.94 0.79 
 29 0.91 0.77 0.89 0.79 
 30 0.94 0.76 0.91 0.79 
 31 0.90 0.78 0.95 0.80 
 32 0.95 0.78 0.91 0.79 

   (subscale 5) = 0.24  (subscale 5) = 0.37 

6. Working conditions      
 33 0.94 0.76 0.97 0.79 
 34 0.97 0.77 0.88 0.79 
 35 0.93 0.74 0.97 0.79 
 36 0.95 0.76 0.98 0.79 

   (subscale 6) = 0.69  (subscale 6) = 0.70 

    

ICC: Intraclass Correlation Coefficient. 
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Figure 1. 

Safety Attitudes Questionnaire Short Form (SAQ-SF). 
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Figure 2. 

Spanish version of the Safety Attitudes Questionnaire (SAQ-SF_ES). 
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Figure 3. 

Spanish version of the Safety Attitudes Questionnaire (SAQ-SF_IT). 

 

 


