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 NHS reorganisations taking place during the project led to approvals (e.g. for the 

TIA referral form) needing to be sought twice, once from the original Primary Care 

Trust and again from the new Clinical Commissioning Groups. 

 Clinician availability presented challenges and sometimes the project was mis-

perceived as an outside demand rather than a collective, facilitative process. 

 The team also struggled to engage with hard to reach groups which was very 

time consuming, though they did succeed in delivering awareness raising 

sessions to three different Black and Minority Ethnic (BME) groups. 

 As the project progressed certain pieces of work were found to be outside the 

scope of the project, not measurable or too constricted by local guidelines to be 

delivered by the team, for example education of ambulance staff about FAST 

(Face, Arms, Speech Test) and measurement of the ABCD2 (Age, Blood 

Pressure, Clinical Features, Duration of symptoms, Diabetes) score accuracy. 

 Difficulty in accessing training time with GPs led to them advising GPs through a 

stand at a GP Protected Learning Time event rather than conducting individual 

sessions. 

 

Advice to others doing similar projects 
 

 Regular stakeholder meetings facilitate the opportunity for staff to remain focused 

and motivated to complete the project. 

 Need to be familiar with how local services are structured and know the key 

drivers in the local healthcare organisations. 

 Invest time on relationship building to break down organisational barriers and 

natural resistance to change. 

 Don’t underestimate the amount of work involved in reaching hard to reach 

groups. In this project, work with BME groups highlighted the need for a 

structured approach to information and education within the BME community that 

takes account of the cultural differences in the perception of what is preventable 

and what action is needed to prevent cardiovascular disease. 

 Engage with local trust governance departments early on to prevent rework and 

delays. 

 


