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Heart Disease & Stroke Cross Party Group 

Wednesday 27 September 2017 

 

Minutes of meeting 

 

 
MSPs in attendance       
Maree Todd (Co-Convenor) 
Colin Smyth (Co-Convenor) 
Alexander Stewart 
Brian Whittle 

 
Other attendees  
Paul Hodson  
George Sime 
Tracey Bowden, Pfizer 
Lorna Patrick, BMS 
Andrea Cail, Stroke Association 
Colin Oliver, Stroke Association 
Angela Macleod, Stroke Association 
Richard Forsyth, BHF 
Mima Trail, BHF 
Chris Macnamee 
Kylie Barclay, BHF  
Katherine Byrne, CHSS  
Wendy Armitage, CHSS 
John Wilson, CHSS 
Jacquie Morris, Scottish Stroke AHP Forum 
Aidan McGlashan, Speech and Language Therapist, RCSLT 
Julie O’Loughlin, RCSLT 
Lis Neubeck, Edinburgh Napier University 
NHS Lothian: 
Frances Divers 
Carolyn Deighan 
Mark Smith 
Louise Taylor 
Janet Reid 
Hannah Ranaldi 
Jennifer Elliot 
NHS Borders 
Sandi Haines 
Vera Cvoro 
Terry Fairburn 
Gillian Donaldson 
NHS Grampian 
Therese Lebedis 
NHS Fife 
Katrina McCormick  
NHS Greater Glasgow and Clyde 
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Dr Christine McAlpine 
Marian Brady, Glasgow Caledonian University 
 
Apologies 
Clair Kirkwood, Ash Scotland  
Morag Osborne, NHS GGC  
Duncan Galbraith, Inverclyde Globetrotters and World Walking  
Julie Jackson  
Graham Nimmo, NHS Lothian  
Gordon Murch  
Fergus Doubal, NHS Lothian  
Carol Walford  
Jill Nicholls, NHS Tayside  
Ross Cowie  
Joan McDowell  
Margaret Young  
Maggie Lawrence, School of Health & Life Sciences, Glasgow Caledonian University  
Laura Armstrong, Lloyds Banking Group   
Susanne Christie, Arrhythmia/Cardiac Rehab Nurse Specialist, NHS Tayside  
Valerie Breck, Visibility  
Liza Morton 
Iain Armstrong, British Heart Foundation  
 

 
1. Welcome & Introductions  

 
Maree Todd, MSP introduced herself and welcomed everybody to the meeting especially 
student Abby Lang from Harris Academy in Dundee who is researching and highlighting 
sudden cardiac death in the young. 
 
2. Minutes of last meeting (20th June 2017) 

 
Proposed by Maree Todd ; seconded by Christine McAlpine and Katherine Byrne.  

 

3. Topic discussion: Rehabilitation: Cardiac and Stroke Rehabilitation in Scotland 

 
a) Professor Marian Brady, Glasgow Caledonian University 

 Professor Brady gave an overview of the burden of stroke in Scotland, 
highlighting that stroke remains the leading cause of complex disability across 
the UK, with 2.6% of the adult population being stroke survivors.  The direct 
costs to the NHS of stroke in the UK are £9 billion, the estimated costs of 
informal care £2bn, and lost productivity £2bn. 

 45% of stroke survivors feel abandoned after their return home from hospital, 
and want more rehabilitation and support, a gap that needs to be addressed.   

 The Stroke Association’s Needs Survey of stroke survivors shows there are 
ongoing unmet needs even years after a stroke, including mobility, 
concentration, pain, memory, fatigue and communication.   
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 Rehabilitation can be optimised to address these, aiming to optimise people’s 
functions and their interaction with their environment.   

 The Priority Setting Programme is a recent piece of research bringing together 
stroke survivors and health professionals to identify research priorities, eg using 
different formats in rehabilitation.    

      
b) Mark Smith, Consultant Physiotherapist, NHS Lothian 

 Priorities 7 and 8 within the Scottish Stroke Improvement Programme cover the 
transition into community and supported self-management.  Health Boards self-
report against progress made, and the Scottish Stroke Care Audit provides a 
national picture of how all the Health Boards are performing. The Audit shows 
that Boards are struggling to provide consistent rehabilitation. 

 A subgroup of the Stroke Care Audit conducted a ‘sprint’ audit of rehabilitation, 
which showed improvements have been made 2015-16, but there is clearly still 
work to do.  The audit recorded how quickly people are seen by an allied health 
professional, whether a multi-disciplinary discussion took place and the 
effectiveness of recording the plan. 

 Rehabilitation is proven to be clinically effective, more research is needed into 
working out ‘dose’ and intensity. 

 Health and social care integration is leading to pathways merging, and there is 
an increasing need to look at access to community rehabilitation, and working 
with a range of resources. 

 Delivery of rehabilitation should be extended into long-term self management.  
At a sectoral level, could be increased use of leisure centres for physical 
rehabilitation, utilising support from the third sector and involving volunteers in 
service delivery. 

 
c) Graeme Clark, stroke survivor 

 Graeme described the contrast between intensive hospital based rehabilitation 
and support, and the very limited support available after returning home.   

 He had a hemorrhagic stroke two years ago whilst taking part in a triathlon, 
leaving him with right side weakness and aphasia.   He initially received 
excellent treatment in hospital, receiving regular Occupational Therapy, 
Speech and Language Therapy and Physiotherapy. He says ”it made a massive 
difference to my physical state, my speech and to my mental well-being.”  

 In contrast, after leaving hospital in August 2015, Graeme received speech and 
language therapy only once a fortnight, a huge difference to the 5 days a week 
he had been receiving in hospital.  He says it felt like he was going backwards 
instead of forwards. 

 

 Graeme highlighted the strong family support which continued to help him, 
but that not everyone has such support available, and that recovery shouldn’t 
be dependent on people’s individual circumstances. 

 He received limited help in planning for the future and returning to work.  
Through the Stroke Association he has now received help from intoWork, and 
ongoing physiotherapy which means he continues to improve.    
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 People need to be better linked to the support available from charities and 
social enterprises. 
 

d) Chris Macnamee 

 Chris described his experience of cardiac rehabilitation and recovery after his 
heart attack 9 years ago, despite previously being fit and healthy. 

 His rehab programme provided twice weekly exercise, and advice on diet and 
wellbeing. He saw the significant difference that rehab programmes made to 
the people attending. 

 After coming to terms with having a long-term condition he felt alone after the 
excellent care received, though found support from CHSS and BHF, and the 
Heart Manual.  With CHSS he became a community support volunteer and 
established new cardiac exercise classes in Edinburgh after identifying gaps in 
exercise opportunities available locally. 

 Chris highlighted that there isn’t a consistent approach to cardiac rehab. 
 

e) Louise Taylor, Head of Service, Heart Manual Department, NHS Lothian 

 The Heart Manual is a facilitated tool supported by trained professionals, and 
was developed 25 years ago, providing a programme for people after a cardiac 
event.  The facilitated home based options it supports are proven to work. 

 Half a million patients have used the Heart Manual, 50,000 in Scotland, and 
2,500 health professionals trained to deliver it.  It is now used internationally, 
and extends into heart failure and a new cancer manual. 
 

f) Frances Divers, National Cardiac Rehabilitation Champion 

 Frances described the national work to modernise cardiac rehabilitation.  She 
was appointed by the Scottish Government in 2014 to drive this forward.  
Rehab has been embedded into cardiology for many years, initially focused on 
exercise and then moving towards comprehensive rehab provided by multi-
disciplinary teams. 

 Cardiac rehab now provides information, education, support, prevention, 
behavioural change to modify risk, and group therapy.  It is provided for people 
after a heart attack, though there is evidence of the benefits with other cardiac 
conditions eg heart failure. 

 Priorities from the 2014 Heart Disease Plan include modernising rehab, and 
developing an anticipatory care programme and supported self-management. 
Patients do well in hospital, but as soon as they have left, there needs to be a 
plan in place for long term management. People are discharged 24-36 hours 
after a cardiac arrest. 

 All patients should receive assessment before beginning CR, goals set, and be 
reassessed. CR should be opened up to all cardiac patients, with interventions 
being based on need and preference, not services. 

 Rehab needs to be better integrated to support people better in the long-term, 
for example working with community leisure, and exploring opportunities 
around generic rehabilitation programmes.   
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 Cardiac Vision for 2020 highlights that care should be individualised, a case 
management approach taken with a range of options,  length should be 
determined by need, independence and socialisation promoted, and telehealth 
options should be considered.  

 A scoping exercise looked at all Health Boards, providing intelligence about the 
priority areas to be tackled in order to meet the 2020 Vision.  

 Health Boards are carrying out assessments, but practice varies about who 
carries them out and when – needs to be greater consistency.   

 Examples of local action include a multi-morbidity project in Ayrshire & Arran 
(HARP) which has been integrated into cardiac rehab but future funding is 
uncertain despite evidence of positive impact.  A Patient Reported Outcome 
Measure (PROM) has been developed.  Tayside is looking at predictors of 
attendance of cardiac rehab.  

 SIGN 150 – New Cardiac Rehab Guideline published July 2017. 

 Challenges in providing rehab include meeting needs of a growing and ageing 
population, many with multi-morbidities.  In the current financial climate there 
is a need to manage resources effectively, providing the right care at right 
place at right time.  Succession planning needs to take place as four Cardiology 
Nurse Consultants in Scotland are approaching retirement.  

 
Questions and discussion covered the following issues: 

 

 The success of Ayrshire & Arran’s multi-condition HARP project, and the 
challenge of evidence the success of such pilots. 

 The extensive research that had gone into the redevelopment of the SIGN 
guidelines on Cardiac Rehab.  There are considerable difficulties in sharing and 
extracting data, eg challenges transferring a CHI between England and 
Scotland.  

 How do we shift the culture of people being happier to take a drug than treat 
their issue with lifestyle changes etc? 

 Rehab is patchy across health board areas and people feel abandoned.   

 Should we have a 2020 vision for stroke rehab in Scotland, as there is for 
cardiac? 

 The challenges with supporting people with generic vs specific services.  
Everyone has different needs.  Certain groups will fit into a more generic 
delivered service, but those more severely affected may need more specialist 
attention.   

 There is good evidence for home as well as group based activities. 

 The evidence provided by the PARCS study in 2014 which looked at exercise 
maintenance after rehab, but which has been dormant. 

 Choosing what type of rehab is needed is down to the assessment process – 
when do you offer support and how? 

 Costly to set up exercise classes and train exercise instructors.  Leisure staff are 
often very experienced in dealing with lots of health conditions, but currently 
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need to attend a number of expensive training courses. CHSS are exploring 
working with Higher Education institutions to develop generic training. 

 

4. Any other business – update on Atrial Fibrillation Inquiry 

      Following the close of the AF Inquiry consultation in September 2017, there have          

 been 200 responses from professionals and 59 responses from people affected with 

 AF.  Advisory groups are now meeting to review responses and a report will follow. 

 

5. Focus of future meetings 

Next meeting date to be arranged for December and topic discussions will be on 

psychological support and/or care in remote and rural communities. 


