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Today’s aim: 

To provide a unique opportunity for 

knowledge users, patient partners, 

and researchers interested in QPS 

research to connect, collaborate, 

and discuss QPS research in Ireland

Overview of the day
• 10am – Introduction to EQUIPS from Dr Jill Poots (Network 

Manager), Prof Sam Cromie (Principal Investigator), and Dr 
Orla Healy (Lead Knowledge User, HSE NQPSD)

• 10.30 – Keynote talk from Prof Paul Bowie (Staffordshire 
University)

• 11.05 – Comfort break

• 11.15 – Patient Partner Talk from Ms Anne Lawlor

• 11.40 – Interactive Networking Activity

• 12.30 – Q&A Panel on ‘The practicalities of QPS research’

• 12.50 – Closing remarks

• 13.00 – LunchDownload a copy of the agenda using the 
QR code or at tcd.ie/cihs/equips

@EQUIPSIrl #EQUIPS



Prof Sam Cromie 
EQUIPS Principal Investigator
Centre for Innovative Human Systems
TCD
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Co-produce 
QPS 
Research 
Priorities

Build a robust  
vibrant QPS 
research 
community

QPS 
Research as 
everyday 
practice

Better Safer 
Care
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Network Development

1. Priorities & 
Strategies

2. Enablers & 
Barriers

3. Network 
Analysis & 
Evaluation

4. Community 
Building 

2. Information 
Resources & 

Dissemination

1. Events

Clusters

6. Capability

3. Knowledge 
Translation

C1. 
Implementation 

& Evaluation

C2. Systems & 
Process Design

C5C3 C4

2. Understanding & 
Informing

1. Enabling 

3. Focussing

5. Capacity
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Healthcare is 
more like this

Than this
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Dr Orla Healy 

National Clinical Director 

Quality and Patient Safety

EQUIPS Lead                  

Knowledge User 



EQUIPS funded with the aim to: 

• Bring together QPS research stakeholders including academic 

researchers, knowledge users and patient partners

• Focus research on national QPS priorities

• Better align research with service needs 

• Promote and support evidence-based improvement interventions and 

evaluations of QPS initiatives 

• Translate high quality QPS research into service improvements

• Foster QPS research and evaluation culture and build the capability and 

• Facilitate and support involvement of public, patients and carers in QPS 

5 year joint NQPSD-HRB Funding Commitment 

Knowledge 
Users

Patient Partners 

Researchers

capacity within our health service

research



EQUIPS Knowledge Users 

Dr Orla Healy National Clinical Director Quality and Patient Safety, NQSPD - EQUIPS Lead Knowledge User

Dr Colm Henry Chief Clinical Officer - EQUIPS Sponsor and Chair of Advisory Group

Knowledge User Collaborators

• Ana Terres HSE Research and Development 

• JP NOLAN Chief Operations Office

• Gerry Clerkin HSE CHO 1 QPS Community

• Siobhan Ni Bhriain HSE Integrated Care, OCCO

• Anne Gallen ONMSD

• Deirdre Mulholland National Public Health Department

• Caroline Mason 

Mohan National Screening Services

• Cora McCaughan HSE Internal Audit 

• Aoife Lawton Health Library Ireland

• Máirín Ryan HIQA

• Mary McGeown NPSO DOH

• Cathal O’Keefe State Claims Agency 

Strands
Knowledge User Leads

Enabling

• Veronica Hanlon QPS Education, NQPSD

• Maureen Flynn ONMSD

• Pat O’Boyle HR Capability & Culture

• Tom Foley CHO 1/ CAHMS

Understanding 

& Informing 

• Lorraine Schwanberg QPS Incident Mgt

• John Fitzsimons RCPI/CHI

• Iolo Eilian Patient & Service User Engagement

• John Brennan GP & ISQUA

Focusing 

• Louise Hendrick QPS Intelligence & Education

• Gemma Moore QPS Intelligence

• Dervla Hogan QPS Improvement 

• Marie Ward St James's Hospital



NQPSD Commitment to QPS Research 

• Commissioning of collaborative research on emerging 
QPS issues of national priority

• Research Collaborative in Quality and Patient Safety 
(RCQPS) co-funded (with HRB) twenty one projects 
2013-2022 totalling €4.5 million

• Conducting and publishing in-house research and 
evaluations of our work

• Funding a PhD and post-doctoral scholarship 

• Receiving research grants to lead on QPS research 
projects

• Collaborating and participating as knowledge users in a 
variety of research projects

Funded Research Projects

Development of a national quality and patient 
safety competency framework

QPS competencies informed by principles of 
Health Economics  

Quality and Safety Signals – composite signal 
development and realist evaluation

Learning from incidents 

Exploration of best practice in Human Factors 
Ergonomics implementation in healthcare

The measurement of patient experience in 
relation to Open Disclosure

Migrant women and ethnic minority group’s 
experiences of maternity services



NQPSD Research Priorities 

Patient Safety Commitments

              1) Empower and Engage Patients to Improve Patient Safety

              2) Empower Staff to Improve Patient Safety

              3) Anticipate and Respond to risks to Patient Safety

              4) Reduce Common Causes of Harm

              5) Measure and Learn to Improve Patient Safety

              6) Provide effective Leadership and Governance to Improve Patient Safety

Better Data 
for Better 

Safety

Integrated 
Health 
System 

Strengthening 
QPS in new 

Health 
Regions  

QPS in a  
Digital Health 

Service

Partnering 
with 

Patients and 
Service User 

in QPS

Incident 
Management 

& Open 
Disclosure 

Just Culture



Keynote: 
Prof Paul Bowie, 
Staffordshire 
University

Submit your questions for 
today’s panel:

Join at slido.com
#4064335



NHS EDUCATION FOR SCOTLAND SAFETY, SKILLS & IMPROVEMENT

Healthcare Safety Research, Education, & Networking:  
Experiences in Scotland

Paul Bowie 
PhD C.ErgHF FRCPEd (Hon) FRCGP (Hon)

Programme Director (Safety & Improvement)

X/Twitter: @pbnes @HFhealthcareUK 

Email: 

humanfactors@nes.scot.nhs.uk   

mailto:paul.bowie@nhs.scot


NHS EDUCATION FOR SCOTLAND SAFETY, SKILLS & IMPROVEMENT

Rapid Overview!

• Share our experiences over 2 decades

• Practical network development tips 

• Challenge assumptions and fallacies around safety research 
and improvement

• Introduce Human Factors and systems-theoretic concepts 
and tools for research and practice

• Outline examples of related research outputs



NHS EDUCATION FOR SCOTLAND SAFETY, SKILLS & IMPROVEMENT

Our National Human Factors 
Learning & Development 
Network
(c1000 members)

- Research partnerships
- Network partnerships
- NHS partnerships
- Colleges and Professional bodies
- Distributed leadership

- Applied research
- Educational developments
- Building capacity & capability

Health Service 
Researchers

CliniciansDoctors in Training

Safety, Risk, 
Governance & 
Improvement 

Advisors/Leaders Senior Leaders

Engineers & 
Scientists

F2F Meetings

MailChimp

Online Meetings

Social Media

Taught Courses

Academics & 
Educators

Mentorship

Online Hub
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Defining Human Factors (HF) 

• “Ergonomics (or human factors) is…concerned with the 

understanding of interactions among humans and other 

elements of a system…in order to optimize human well-being 

and overall system performance...” (IEA, 2000) 

In simpler terms: 

• Applying human factors ensures that care systems, products 
and services are designed to make them easier, safer and more 
effective for people to use

• Designing for people to make things easier and safer



NHS EDUCATION FOR SCOTLAND SAFETY, SKILLS & IMPROVEMENT

Distinguishing Features of Human Factors

1. It ALWAYS takes a Systems Approach (holistic)

2. It is ALWAYS Design Driven (to take account of human 
characteristics, needs,  capabilities and preferences) 

3. It focuses ALWAYS on two closely related outcomes: 
System Performance and Human Well-being 

(“Twin Aims” = “Joint Optimisation”)



NHS EDUCATION FOR SCOTLAND SAFETY, SKILLS & IMPROVEMENT

Human Factors Science is Design-Driven…

• Draws on important 
principles derived from 
Human, Engineering & 
Management Sciences:

• Anatomy
• Biomechanics
• Physiology
• Anthropometrics
• Engineering
• Psychology
• Sociology
• Interaction design
• Organisational 

management
• User experience

• Human-Centred 
Design of:
• Tasks
• Work systems
• Technology 

interfaces
• Products
• Services
• Physical 

environments

• Organisational 
Performance
• System safety

• Efficiency

• Effectiveness

• Reliability

• Productivity

• Human Wellbeing
• Health & Safety

• Satisfaction

• Experience

• Comfort

• Enjoyment 



NHS EDUCATION FOR SCOTLAND SAFETY, SKILLS & IMPROVEMENT

Research - Context and Challenge

“…the patient safety movement itself has 

gotten things wrong. Its understandings … of 

concepts such as safety, harm, risks and 

hazards are incomplete and simplistic and, as a 

result, its work has been grounded in 

assumptions and generalisations that are 

either wrong or lacking in context’
(Wears & Sutcliffe, 2020)



NHS EDUCATION FOR SCOTLAND SAFETY, SKILLS & IMPROVEMENT

Healthcare Safety Research, Education and Practice:  
Challenging and Unlearning Common Assumptions

The Myth of the 
‘Hero’

The Myth of the Safe 
Care System

The Myth of ‘Medical 
Error’

The Myth of Reliable 
Care Processes

The Myth of 
Standardisation and 
Controlling Variation

The Myth of Zero 
Harm (‘Never Events’)

The Myth of Linear 
Determinism

K Catchpole, P Bowie, S Fouquet et al (2021)  
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Quality Improvement and Patient Safety Initiatives

Do We Treat Healthcare as a Highly Complex System?
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The “Simple” Act of Taking BloodDecide to 
take blood

Assemble 
equipment

Take blood

Label blood and 
complete form

Send to lab

Linear?

Complex?

Pickup L, Hollnagel E, Bowie P et al. Blood sampling - Two sides to the story. Applied 
Ergonomics. 59. 2017; 234–242
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Considering Safety Differently in Healthcare Research



NHS EDUCATION FOR SCOTLAND SAFETY, SKILLS & IMPROVEMENT

Systems Thinking Principles for Health Services 
Researchers, Educators and Practitioners

Embrace 
Complexity & 
Subjectivity

Recognise that 
Outcomes are 

Emergent

Understand 
Why Complex 

Systems 
Succeed and Fail

Apply the 
“Systems 

Approach”

Explore 
Work-as-

Done

Explore Trade-
Offs and  

Adaptations
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Resilient Health Care / Safety-II
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The Systems Theoretic – Practical Application

Systems Engineering 
Initiative for Patient Safety

AcciMaps FRAM – Functional 
Resonance Analysis Method



NHS EDUCATION FOR SCOTLAND SAFETY, SKILLS & IMPROVEMENT

FRAM – Research Application
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Adopt a recognised “systems approach” to research & practice

Systems Engineering Initiative for Patient Safety (SEIPS); Carayon et al, 2006



NHS EDUCATION FOR SCOTLAND SAFETY, SKILLS & IMPROVEMENT

Examples of 
Research Outputs
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SEIPS – Research Applications
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SEIPS – Research Applications
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Recent Thought/Opinion Papers
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Examples of Practical Network Outputs:
 

Closing the Research-Practice Gap



NHS EDUCATION FOR SCOTLAND SAFETY, SKILLS & IMPROVEMENT

SEIPS – A Multi-Functional Tool for all Health and Social Care Teams

• Multi-Functional Tool e.g. 

• Incident reporting and data collection

• Process mapping and systems thinking

• Care system designs and redesigns

• Design of simulation scenarios

• Hazard identification, risk assessment & control

• Team-based learning from incidents, complaints 
and everyday work

• Organisational safety and complaints 
investigation/learning

• Considering Workforce wellbeing issues

• Teaching fundamentals of the HF Systems 
Approach

• Designing standard operating procedures

• Problem solving everyday hassles and irritations



Person Factors

Technology and Tools

Job Tasks Physical Environment

Organisation of Work

Wanted / Unwanted
Outcomes 

System Performance:

Human Wellbeing:

External Influences Care and Other Work 
Processes

Work System Design Issues (e.g. Facilitators or Barriers) Care Process Outcomes

Care Systems Analysis  Tool

© NHS Education for Scotland



Person Factors
e.g. Physical, psychological 

capabilities, limitations and impacts 
(frustration, stress, fatigue, burnout, 

musculoskeletal, satisfaction, 
enjoyment, experiences, job 

control); personality or social issues; 
cognitive ; competence, skills, 

knowledge, attitudes; risk 
perception; training issues; personal 

needs and preferences; 
psychological safety; performance 

variability; personal goals; 
adaptation to work conditions.
Care team e.g. roles, support, 
communication, collaboration, 

supervision, management, 
leadership

Patient/client e.g. complexity of 
clinical condition, physical, social, 
psychological, relationship factors

Others e.g. families and carers, and 
other health and social services 

colleagues

Task Factors
Specific actions within larger work 
processes, includes task attributes 

such as:
• level of task difficulty 

/complexity; 
• time taken; 
• hazardous nature; 
• variety of tasks; 
• sequencing of tasks
• workload, time pressure, 

cognitive load, 

Tools & Technology
e.g. design interaction and device 

usability issues; familiarity; 
positioning, accessibility; 

availability; access; mobility; 
operational /calibrated /maintained; 

device usability; various IT design 
issues.

Physical Environment
e.g. Layout; noise; lighting; 

vibration; temperature; humidity 
and air quality; design of 

immediate workspace or physical 
environment layout; location; size; 

clutter; cleanliness; 
standardisation, aesthetics; 

crowding

Organisation of Work 
Factors

e.g. Structures external to a 
person (but often put in place by 

people) that organise time, space, 
resources, and activity.

 
Within institutions: 

• Work schedules/staffing
• Workload assignment
• Management and incentive 

systems
• Organisational / safety culture 

(values, commitment, 
transparency)

• Training
• Policies/procedures
• Resource availability and 

recruitment 
In other settings: 

• Communication 
• Infrastructure
• Living arrangements
• Family roles and 

responsibilities
• Work and life schedules
• Financial and health-related 

resources

External Influences
e.g. Societal, government, 
cultural, accreditation and 

regulatory influences e.g. funding, 
national policies and targets, 

professional bodies, regulatory 
demands, legislation and legal 

influences, other risks and 
influences

Outcomes – 
System Performance

e.g. Safety; 
productivity; 

resilience; efficiency; 
effectiveness; care 

quality

Outcomes – 
Human Wellbeing

e.g. Health and 
safety; patient 

satisfaction and 
experience; 

enjoyment; staff 
turnover; staff 

welfare; job 
satisfaction

Examples of Performance Influencing Factors (PIFs)

Guiding Step

1. As a team, use the worksheet as 
a prompt to highlight the system-
wide factors that contribute to 
the issue at hand

2. Seek to understand how these 
factors influence processes and 
interact to produce outcomes 
(wanted or unwanted)

3. Link this new knowledge to 
making improvement 
recommendations 

SEIPS Explained

• SEIPS is the Safety Engineering 
Initiative for Patient Safety.

• It is based on a Human Factors 
systems approach to 
understanding care systems, 
processes and outcomes to 
inform better design and 
improvement.

• SEIPS can be used by anyone as a 
general systems analysis and 
problem-solving tool e.g. 
incident investigation; hazard 
identification; incident reporting 
& data collection; simulation 
design; protocol & checklist 
development; research design 
and data analysis.. 

Outcomes

© NHS Education for Scotland
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I-SOG (In Situ System Observation Guide)
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Risk Assessment and Control: 
Guidance Package for Scottish General Medical Practices
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HF Review of NHS Vaccination Sites



The Systems Thinking Mindset for Healthcare Safety

Systems 
Thinking 
Mindset

1. No blame 
or liability

2. Avoiding 
Counterfactu
al Reasoning

3. 
Consideration 

of Local 
Rationality4. 

Reconciling 
Work-as-
Imagined 

and Work-as-
Done

5. Accepting 
there is no 
Root cause

6. Accepting 
multiple 

interacting 
contributory 

factors
Systems 
Thinking 
Mindset

7. Seek 
Multiple 

Perspectives

8. Explore 
Context AND 

Situation

9. Explore 
Performance 

Variability

10. Aim 
Recommend
ations at the 
System level

11. Prioritise 
needs of 
everyone 

involved in 
incidents

12. It’s Up 
and Out NOT 
Down and In
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Safety Culture Discussion Cards 

• Get people talking!

• No answers but raise questions!

• Build on what care teams already know and 
experience

• Encourage discussions to learn about and improve SC

• c80 Cards, c10 guiding/explanatory, 70 discussion 
cards, 8 themes

• Flexibility to compare views, safety moments, choose 
a specific theme in-depth – highly flexible 

• Aim to be straightforward and practical
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Systems Thinking for Everyday Work (STEW)

• The principles contained in these cards can 
be used to frame team discussions to 
encourage a systems approach to exploring 
and improving safety in healthcare. 

They can help to:

• Understand the current system

• Analyse incidents (with both wanted and 
unwanted outcomes)

• Identify improvement priorities

• Develop change ideas and their 
implementation into current work systems

• Monitor, evaluate and spread change
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Systems Thinking Challenge Cards
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Human-Centred Design of Work Procedures
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Taught Courses (November 2024 Programme Launch)

HF Champions Course 
(3.5. Days)

HF Introductory 
Course (1 Day)

Teaching HF 

(1 Day)

Safety Learning Review 
(Hybrid) (1 Day)

TBQR 

(Online 3-hours)

Facilitating TBQR

(Online 3-hours)
Organisational Safety & 

Learning for Leaders (Online 
3-hours)

(Online 3-hours)HF for Board Members

(Online/F2F 3-hours)

Work System Analysis

(1 Day)

Design of Work Procedures

(Online 3-hours)

Safety Culture

(Online 3-hours)

HF & Risk Control

(Online 3-hours)



NHS EDUCATION FOR SCOTLAND SAFETY, SKILLS & IMPROVEMENT

Get Involved!

Participatory Design of Practical Innovations
Increasing Q&S/HF Knowledge

Building Research Capability
Closing the Research Practice Gap

Personally and Professionally Fulfilling
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THANK YOU!

paul.bowie@nhs.scot

mailto:paul.bowie@nhs.scot






Patient Partner:
Anne Lawlor, 22q11

@EQUIPSIrl #EQUIPS

Submit your questions for 
today’s panel:

Join at slido.com
#4064335





Cards on the 
table – a 

networking 
activity



This card activity will involve working in groups to discuss: 

1. Motivations for attending today

2. Barriers and facilitators to QPS

3. Values important to a network like EQUIPS

To build a vision for the EQUIPS Research Network

Can’t find a card? Use your wild card and write something 

that fits better

Aim: to build a vision for EQUIPS



Introduce yourself to those around you.  

Select a ‘motivation’ card which best summarises 

your reasons for being here and discuss

Extra time? Reflect on your values using the 

sheet provided

Round 1 – 10 minutes

@EQUIPSIrl #EQUIPS



As a group, review the barriers and facilitators to 

QPS research

If you could choose the 3 most important from 

each category, what would they be? 

Are there any missing?

Round 2 – 15 minutes

@EQUIPSIrl #EQUIPS



Consider the motivations, barriers, facilitators, 

and values you have identified and discussed. 

Using the flipchart paper, in your group, design a 

short vision statement (‘elevator pitch’) for the 

EQUIPS Research Network starting with: 

“EQUIPS will… “

Round 3 – 15 minutes
Build a vision

Tweet us your vision @EQUIPSIrl #EQUIPS







Panel: ‘the practicalities of QPS Research’

Chaired by: Prof Siobhán Corrigan, Centre for Innovative 

Human Systems, Trinity College Dublin

Panel:

Prof Paul Bowie, Staffordshire University

Padraig Carroll, PPI Ignite Local Manager, Trinity College 

Dublin

Dr Olga Cleary, HSE Research and Development

Prof Sam Cromie, Centre for Innovative Human Systems, 

Trinity College Dublin

Dr Orla Healy, HSE National Quality and Patient Safety 

Directorate

Ms Anne Lawlor, 22q11 and EQUIPS Patient Partner

Dr Teresa Maguire, Health Research Board

Submit your questions:

Join at slido.com
#4064335



Audience Q&A

ⓘ Start presenting to display the audience questions on this slide.



Next steps:

Feedback on event form – check email

Visit our EQUIPS webpage to: 

1. Register your interest in the network (and receive 

our next newsletter) 

2. Complete the membership survey 

3. View available presentations

Contact equips@tcd.ie if you have any questions

Follow us on twitter @EQUIPSIrl

Thank you

mailto:equips@tcd.ie
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