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This team used a force field analysis and a cause 
and effect diagram to help understand their 
system and capture the wide range of issues 
contributing to long waiting times.

“When you’re busy seeing 
patients you don’t take a 
step back and think about 
what you’re doing and how, 
so taking the cause and 
effect diagram and force 
field analysis to the team 
was very helpful.”

Adult Services Manager

Background

The Adult Gender Identity Service of NHS Greater Glasgow and Clyde began 
working to reduce their waiting times as part of the Access QI programme. 
Because the service’s long waiting times were the result of complex and 
multifaceted issues, the project team felt it would be useful to complete a force 
field analysis and a cause and effect diagram along with the wider 
multidisciplinary team (MDT). The inherent complexity of the problem meant 
the team were finding it difficult to understand everything that needed to be 
fixed in order to reduce waiting times. A force field analysis allows a team to 
assess the various forces for and against a proposed change, while a cause and 
effect diagram helps identify all of the likely causes of a particular problem.

https://learn.nes.nhs.scot/2338/quality-improvement-zone/qi-tools/force-field-analysis
https://learn.nes.nhs.scot/2363/quality-improvement-zone/qi-tools/cause-and-effect-diagram


The Adult Gender Identity team began by using Google Jamboard to generate ideas for the cause and effect and 
force field diagrams while on a Microsoft Teams video call. Jamboard is a digital whiteboard that allows you to 
collaborate in a shared space in real time. Microsoft Teams also has a built-in whiteboard function that can be 
used similarly. On both platforms, people can easily share ideas by writing them on virtual “sticky notes” and 
adding them to the board.

Completing a force field analysis 
and fishbone diagram

Figure 1. An example of how Jamboard could be used to share ideas for a force field analysis

https://jamboard.google.com/


The session was attended by the entire multidisciplinary team. This included all Gender Clinicians, the Clinical Lead, the Administration 
team, Psychology, Psychiatry, Occupational Therapy, and the Sexual Health Doctors. Because people were a little hesitant to start writing 
out their ideas, the Clinical Effectiveness Coordinator, who led the session, added in some of the main issues the team were facing in order 
to get things started. With the main problem of long waiting times in mind, the team came up with several forces that would help drive 
their improvement goals, and several that might restrain them. Once the team had shared more of their thoughts and discussed them, 
the Clinical Effectiveness Coordinator then organised them into the force field analysis structure. 
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Restraining Forces

Clinical Governance Group overseeing process Media impact and patient expectations

MDT staff approach Inconsistent approach across other GI services

Caring attitude towards patients Staff shortages and workloads

Attend anywhere/ ability to do remote consultations A service that has expanded without proper planning - including providing for all of Scotland

Staff existing workload
Staff keen to improve things

Staff dedication/ staff passionate about service Limited capacity for service development

QI processes No clear guidance nationally on what service should provide

New staff coming on board Post code lottery

Existing models that could be useful e.g.. CAPA Politics

Underfunding

Increasing demand

Staffing changes

Lack of resource for staff

No strategic direction

The challenge seems unachievable

Shifting guidance and uncertainty

Lack of resources - demand outstrips supply

No agreements with other linked services - who are all equally pressurised

Short term contracts for staff

GPs declining to prescribe / monitor

Hosted service, lack of accommodation

Volume and may well increase

Figure 2. The team’s completed force field analysis



Ongoing difficulties with 
shared care between GP 

and secondary care.

Remote working - no team space

Staff at capacity and lack of resources

High expectations from patients

People

Staff resource doesn't match what is required

Difficulties regarding the interface between the NHS and 
private providers

Staff resources

Some GPs

Patients often have co-existing MH issues

Patients have very high expectations
Very complicated processes re: 
getting seen, depends on health 
boards and is very difficult to 
navigate for clinicians and 
patients alike

Not enough staff

Assessing Highland 
patients

Processes for access to services

Can self refer but no appropriate other assessments eg
mental health

People may access service to early in their journey, 
however long waiting list does mitigate against this

We don't know if patients are right for this 
service - not vetted or triaged

GPs feel underequipped to be supporting patients 
with such specialist needs while on waiting list

Patients often feel isolated on the waiting 
list and perceive a lack of communication 
from GISOther demands on health service, 

exacerbated by Covid

Inequality in health service (e.g hair 
removal for cis /trans people)

Postcode lottery for surgery

Patient expectations 
of what we can offer

Culturally there is a lot of media interest and this can create a 
sensationalist view of the area and put pressure on clinicians

Culture Processes for those in treatment

Legal cases surrounding gender medicine

Patient expectations and staff views

Political climate, anxiety re working in area

Strong views/opinions on gender services

Service users less likely to have linear 
treatment process

Prescribing and monitoring issues - post 
code lottery

All surgical provision not available in Scotland and 
managed in England

Different processes for different health boards

Need for a lot of correspondence between 
GPs and other services

No agreement with GPs for 
shared care or local care

Increased uncertainty and scrutiny has led to 
increased length of assessment processes

No clear discharge pathways for ongoing care

Blood monitoring etc. - taking lots of staff time 
when could be done differently

PROBLEM
STATEMENT:  People 
are waiting too long 

to be seen

Figure 3. The team’s completed cause and effect diagram

For the cause and effect diagram, team members brainstormed all of the issues contributing to 
long waits, which were then organised into the four themes seen on the completed diagram 
below: people, processes for access to services, culture, and processes for those in treatment.



Impact

Next steps

The team felt the diagrams generated some useful discussions and they 
appreciated the opportunity to come together to talk about all of the 
different component parts of the service. 

The clinical team brought up some issues they had observed but hadn’t 
shared with the rest of the team before. They also discovered that there 
was a lot of pressure on psychology and the administration team, due to 
the challenges of managing a long waiting list. The Clinical Lead felt it 
was very important for the whole team to have input and was very glad to 
have gotten everyone involved in the process.

After using these tools, the group was able to come to a consensus 
around a few things. They agreed that the service needed to implement 
a policy for patients who do not attend (DNA) their appointments, which 
they have already done. They would also like to propose to bring in more 
nursing staff to support patient triage. 

Additionally, the team reported that coming together to analyse all of 
the interconnected parts of the problem has led to a shift in their 
language when discussing their improvement project. They are now 
thinking about issues of access in general instead of just focusing on 
waiting times. This acknowledges that their service is not a 
straightforward one with a clear referral to treatment target. The team 
recognise that this is a large project that will not have one “magic 
solution, but feel that these tools have helped them reach a good starting 
point.

You could see that 
people were getting 
something out of 
seeing someone else 
describe a problem. 
There’s a real benefit 
from sharing the load 
of everything rather 
than each of us 
holding bits of it 
individually.

Clinical Effectiveness 
Coordinator


