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Fishbone (or Ishikawa) diagrams are used to consider cause and effect.  The starting point is a problem or incident, and the diagram can help you to think about what contributed to it.  All possible causes should be considered, not just the obvious or major ones.  
We have provided some fishbone diagrams with issues that were identified during the study.  Use any of these that are relevant to your organisation to start identifying possible causes.  Major factors should go in the larger boxes at the end of the branches – more specific causes within those factors should go on the branches and you may even want to add contributing sub-branches.  The diagrams we have provided are a starting point and should be adapted and expanded to fit your need.  The final diagram is blank and can be copied or printed out blank for any additional issues you have identified.
This should be done as a multidisciplinary/team exercise to get different perspectives and as many potential causes as possible.  Other quality improvement techniques, such as five whys and process mapping, could be used to help.  We have included blank action plans for you to plan changes to practice and/or more quality improvement work.
Example:

No lead clinician 
A patient was not copied into an important correspondence  
Communication
Co-ordination
Lack of joint working between specialties
Patient’s details not known to healthcare professional







No policy in place

No executive board guidance




For more information on quality improvement please see the following sources or contact your local Quality Improvement department:

Health Foundation:	https://www.health.org.uk/resources-and-toolkits
King’s Fund:		https://www.kingsfund.org.uk/topics/quality-improvement
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Fishbone Diagrams
NHS Improvement:	https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2011/06/How-to-construct-a-fishbone-diagram.pdf
Full report and more implementation tools at www.ncepod.org.uk/2026pleuralprocedures.html
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Consent
Safety checks
Peri-procedure
1. non-emergency chest drain performed out of hours by unconfident trainee resulting in unnecessary complication 
Decision making
Training
Post-procedure care

Register of competent proceduralists
Availability of competent decision maker


Documentation of training

Unnecessary drain insertions

Pre-procedure checks
Use of a procedure safety checklist
Operator expertise and appropriate supervision
Analgesia and pain management
Dedicated consent form






Access to alternative pathways










Suggested questions to ask:
Was a competent decision maker available to determine whether a chest drain or pleural aspiration was necessary? 
Was a senior clinician available to decide whether the procedure needed to be performed as an emergency?
Was a dedicated consent form completed for chest drain insertion or pleural aspiration?
If an emergency procedure, was it performed by a competent clinician with the required core skills? 
Was thoracic ultrasound used, and were the images saved?
Did the patient receive adequate analgesia before, during, and after the procedure?
Was a procedure safety checklist available and used?
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Recording of training
2. Variation in training, competency, and confidence in undertaking chest drains and pleural aspirations
aspirations


Delivery of training
Competency assessments

































Suggested questions to ask:
Is formal training in chest drain insertion and pleural aspiration available?
Are clinicians provided with adequate opportunities for supervised pleural procedures?
Is there a formal process for assessing competency in chest drain insertion and pleural aspiration?
Are clinicians confident in undertaking chest drain insertion and pleural aspiration when clinically indicated?
Are clinicians confident in undertaking emergency chest drain insertion and pleural aspiration out of hours?
Are training records maintained for clinicians undertaking chest drain insertion and pleural aspiration?
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3. Post-procedural planning 




































Suggested questions to ask:
Was a post-procedure chest X-ray performed?
Were immediate and ongoing post-procedure observations undertaken and documented?
Was a target volume of fluid drainage documented?
Was a monitoring plan documented following the procedure?
Was a pain management plan documented following the procedure?
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4. Ongoing chest drain care


































Suggested questions to ask:
Was the chest drain reviewed and monitored daily?
Was there a documented plan for the management and escalation of complications?
Was a documented plan in place for chest drain removal?
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