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Editorial
Spring is the time of plans and projects.

–Leo Tolstoy

The winter of 2023 is finally behind us! One thing we 
know for sure: Spring is in the air! Leo Tolstoy said it 

best, as spring is often a time for plans and projects! In this 
issue, there are several examples of opportunities to make 
new plans and start new projects! First, the Annual CCCN 
Spring Conference is just around the corner! We hope you 
are making plans to attend this year’s meeting of the cardio-
vascular nursing minds in Calgary, AB, in May! Second, if you 
have not already heard about the upcoming CJCN/CJCCN 
collaborative journal issue, please consider how you can con-
tribute to this joint effort by submitting a paper on a project 
you have been a part of that may be relevant to both car-
diovascular and critical care nurses! Third, plan to become 
more active in CCCN! There are so many ways to be a part 
of this amazing community of cardiovascular nurses! From 
my perspective, as the CJCN editor, I would enthusiastically 

welcome those of you who may be interested in the role of 
associate editor or a guest reviewer. Please read on for further 
details on all of these great potential plans and projects for 
the spring of 2024!!

In this issue of the CJCN, we are pleased to publish three 
novel projects on diverse cardiovascular populations. Nassim 
Adhami and colleagues share their qualitative findings of the 
complex experiences of cardiac rehabilitation utilization in 
individuals with heart disease. Li-Anne Audet and co-authors 
share their journey in developing a measure of adherence to 
best practice guidelines by interprofessional teams with NPs 
in the cardiac surgery setting. Finally, Ann Broadberry and 
associates share their critical overview of current evidence 
on obesity management and best practice in the primary care 
setting.

Happy reading!

Jo-Ann V. Sawatzky RN, PhD
Editor & Chief, CJCN

*OPPORTUNITY*  
Associate Editors & Guest Peer Reviewers 

for the Canadian Journal  
of Cardiovascular Nursing 

We are currently seeking Associate Editors and Guest Peer 
Reviewers for the Canadian Journal of Cardiovascular Nursing 
(CJCN). Required qualifications include
•	 at least 5 years of cardiovascular nursing experience
•	 a current CCCN membership
•	 a minimum of master’s preparation
•	 experience in publishing in peer-reviewed journals

We encourage qualified nurses to consider these rewarding 
roles. Experience reviewing manuscripts is preferred for the 
Associate Editor role. The Guest Peer Reviewer role is an ideal 
way to gain experience reviewing manuscripts, with guidance 
and support from the Editor. Guest peer reviewers should pos-
sess subject-matter expertise in the topic of the paper to be 
reviewed.

This is an opportunity to learn and grow, and to share your 
knowledge and expertise in the area of cardiovascular nursing 
scholarship and publishing! For further information on these 
opportunities to participate in the CJCN publication process, 
please contact CCCN Director of Publications & CJCN Edi-
tor, Dr. Jo-Ann Sawatzky at joanne.sawatzky@umanitoba.ca

*OPPORTUNITÉ*  
Rédacteurs adjoints et évaluateurs invités 

pour la Revue canadienne de soins infirmiers 
cardiovasculaires

Nous sommes actuellement à la recherche de rédacteurs 
adjoints et d’évaluateurs invités pour la revue canadienne de 
soins infirmiers cardiovasculaires. Les qualifications requises 
pour ces postes sont les suivantes
•	 Au moins 5 ans d’expérience en soins infirmiers 

cardiovasculaires
•	 Être membre en règle du Conseil canadien des infirmières 

et infirmiers en soins cardiovasculaires
•	 Préparation à la maîtrise, au minimum 
•	 Avoir publié dans des revues évaluées par les pairs 
Nous encourageons les infirmières et infirmiers qualifiés à envis-
ager ces rôles enrichissants. De l’expérience avec la révision de 
manuscrits est préférable pour le poste de rédacteur adjoint. Le 
rôle d’évaluateur invité est un moyen idéal d’acquérir de l’ex-
périence dans la révision de manuscrits, avec les conseils et le 
soutien de la rédactrice en chef. Les évaluateurs invités doivent 
posséder une expertise dans le domaine du manuscrit à évaluer. 
C’est une occasion d’apprendre et de développer ses com-
pétences professionnelles, et de partager vos connaissances et 
votre expertise dans le domaine de la recherche et de l’écrit-
ure en soins infirmiers cardiovasculaires. Pour obtenir de plus 
amples renseignements sur ces postes, veuillez communiquer 
avec la directrice des communications et rédactrice en chef de 
la RCSIC, Dre Jo-Ann Sawatzky, à l’adresse joanne.sawatzky@
umanitoba.ca.

mailto:joanne.sawatzky@umanitoba.ca
mailto:joanne.sawatzky@umanitoba.ca
mailto:joanne.sawatzky@umanitoba.ca
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Canadian Journal of Cardiovascular Nursing (CJCN) 
& 

Canadian Journal of Critical Care Nursing (CJCCN)

invite submissions for a Special Collaborative Theme Issue:  

Cardiovascular & Critical Care Nursing: Connections to Care

The CJCN & CJCCN are pleased to announce the call for papers for a special collaborative theme issue on 
cardiovascular and critical care nursing. We invite researchers, clinicians, educators, students, and adminis-
trators to consider submitting short reports on novel research projects, knowledge synthesis, or non-research 
clinical practice, education, or administrative papers (e.g., case reports, QI projects) related to cardiovas-
cular and critical care.* 

* Accepted papers will be published in a theme issue of the CJCN & CJCCN.

*Deadline for submissions: June 1, 2024* 
Criteria for all submissions: 
•	 Page limit: max 15 double-spaced pages [including title page]; 
•	 Abstract: maximum 200 words; 
•	 APA 7th edition formatting required
•	 For all other submission criteria, follow the Author Guidelines for the CJCN (https://cccn.ca/journal/

author-guidelines) or CJCCN (https://cjccn.ca/aim-scope-guidelines-for-authors/) for research/non-
research papers (note: please specify in your cover letter which of these Author Guidelines were followed).

*Potential novel topic areas common to cardiovascular and critical care nurses:
•	 advances in cardiac assessment
•	 advanced/novel arrythmias
•	 advances in organ support
•	 support/initiatives for inclusion of family
•	 initiatives or research directed toward care of diverse populations
•	 models of care across the cardiovascular/critical care continuum.

*Please direct queries/submissions to Dr. Jo-Ann Sawatzky, CJCN Editor-and-Chief at joanne.sawatzky@
umanitoba.ca 

https://cccn.ca/journal/author-guidelines
https://cccn.ca/journal/author-guidelines
https://cjccn.ca/aim-scope-guidelines-for-authors/
mailto:joanne.sawatzky@umanitoba.ca
mailto:joanne.sawatzky@umanitoba.ca
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Notice CCCN Annual 
General Meeting 
Date: Friday, May 24, 2024 

Time: 12:40–13:00

 Location: Calgary Marriott Downtown Hotel

Call for Resolutions for the 2024 CCCN Annual 
General Meeting

Resolutions are invited for discussion at the 2024 annual gen-
eral meeting of CCCN. Members wishing to propose a Res-
olution must have it typed and signed by at least two other 
members. If the president and the secretary agree that the 
Resolution is appropriate, it shall be included with the names 
of the mover and seconder in the agenda for the meeting. 
At the annual meeting, a member proposing a Resolution, 
or the proposer’s appointed representative, will be asked to 
clarify the background to the Resolution, if necessary, and to 
formally move acceptance of the same. Please submit Reso-
lutions to CCCN by April 28, 2024. 

Format for Submitting Resolutions 
The Resolution has two parts; first the ‘preamble’ and then 
the ‘resolved’. Please provide the name and address of each of 
the individuals participating in the submission of the Reso-
lution. The following example is provided for your guidance. 
Preamble—’WHEREAS’ smoking is a known risk factor 
related to the development and progression of cardiovascu-
lar disease; BE IT RESOLVED—that no smoking be permit-
ted in any business meeting or scientific symposia hosted by 
the Council.

Submitted by:

Mover: _ _________________________________

Address: _ ________________________________

Seconder:_________________________________

Address:__________________________________

Seconder:_________________________________

Address:__________________________________

Date: April 28, 2024

Avis Assemblée 
généralle annuelle du 
CCIISC 
Date : Vendredi, 24 mai, 2024 

Heure : 12 h 40– 13 h 00 

Lieu : Hôtel Marriott Calgary Centre-ville

Appel de résolutions pour l’assemblée 
générale annuelle du CCIISC de 2024 

Nous vous invitons à nous faire parvenir vos résolution 
pour qu’elles puissent être discutées à l’occasion de l’assem-
blée générale annuelle du CCIIS de 2024. Les membres qui 
veulent présenter une résolution doivent la faire signer par 
au moins deux personnes. À l’assemblée générale annuelle, 
les membres proposant une résolution ou leur représen-
tant(e) seront priés de donner le contexte de la résolution 
et, au besoin, de présenter une motion en à bonne et due 
forme pour son acceptation. La présidente et la secrétaire se 
réservent le droit de décider du bien-fondé des résolutions 
proposées, compte tenu des statuts du Conseil et de tout 
autre élément qui risque de compromettre la validité de la 
résolution. Veuillez soumettre vos résolutions au CCIISC 
avant le 28 avril, 2024.

Format de présentation des resolutions
La résolution comporte deux parties, d’abord le “Préambule”, 
puis la partie qui commence par “Il est résolu que”. Veuillez 
fournir le nom et l’adresse de chaque personne participant à 
la soumission de la résolution. Voici un exemple dont vous 
pourrez vous inspirer : Préambule—Attendu que l’on sait que 
l’usage de la cigarette est un facteur de risque lié à l’apparition 
et à la progression des maladies cardio-vasculaires, IL EST 
RÉSOLU QUE—L’usage de la cigarette sera interdit à l’oc-
casion des réunions d’affaires et des colloques scientifiques 
du Conseil. 

Soumis par :

Motionnaire : ______________________________

Adresse : _ ________________________________

Co-motionnaire: ____________________________

Adresse : _ ________________________________

Co-motionnaire : _ __________________________

Adresse : _ ________________________________

Date : le 28 avril, 2024
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Complex Experiences of Cardiac Rehabilitation 
Utilization in Individuals with Heart Disease
Nassim Adhami, PhD, RN1*, Sally Thorne, PhD, RN1, Alison Phinney, PhD RN1, Richard Sawatzky, PhD, RN2, and Patricia Rodney, PhD, RN1

1University of British Columbia, School of Nursing 
2Trinity Western University, School of Nursing

*Corresponding Author:  Nassim Adhami, T201-2211 Wesbrook Mall, Vancouver, BC V6T 2B5 
Email: Nassim.adhami@ubc.ca

Background: Cardiac rehabilitation (CR) is underutilized in 
Canada. Little is known about individuals’ experiences with CR 
programs and the social contexts that shape program participation.

Purpose: To explore individuals’ experiences with using CR 
programs.

Methods: We conducted an interpretive description study. Data 
analysis involved thematic analysis.

Results: Participants’ (N = 19) concerns centred around three 
themes: finding a way to get into the program; making this work; 
and the appropriateness of the program.

Conclusion: Participants’ experiences in CR programs involve 
challenges related to their personal lives, healthcare provider refer-
ral practices to CR programs, and the structure of these programs.

Implications for Practice: There is a need for harmonized CR 
program referral systems that allow for better connection between 
specialty care and primary care. CR programs must emphasize 
patient education, interpersonal communication, and relational 
practice to enhance the trust of CR participants. Cardiovascular 
nurses can play a pivotal role in achieving these outcomes.

Keywords: cardiac rehabilitation, transitions of care, 
patient experiences, qualitative 

Key Highlights
•	 Many individuals with HD still experience challenges with 

obtaining referrals for, and participating in CR prograrms. 
Provincially based harmonized referrals are needed to 
ensure that patients across all geographic locations of a 
province obtain referrals. 

•	 Individuals enrolled in CR programs may experience 
multiple intersecting challenges within their personal lives 
that impact their program participation.

•	 Cardiovascular nurses can play an important role in 
optimizing CR program utilization by advocating for 
strategies that have an intersectional lens.

Introduction

Heart disease (HD) is a global health issue (Roth et 
al., 2020). It is associated with debilitating signs and 

symptoms, decreased quality of life (QoL), and increased 
risk for mortality for individuals living with the disease 
(McGregor et al., 2020). Outpatient cardiac rehabilitation 
(CR) programs contribute to decreased morbidity and mor-
tality and increased QoL in individuals with HD (Cowie et 
al., 2019; McGregor et al., 2020; Taylor et al., 2019). How-
ever, despite convincing evidence of the benefits, glob-
ally, CR programs continue to be underutilized (Borg et 
al., 2019; Grace et al., 2021). Specific to Canada, the most 

recent, comprehensive data available indicate utilization 
rates of 30% to 50% (Grace et al., 2016).

There are numerous barriers to program participation, 
which occur at the referral, CR program, and individual levels 
(Grace et al., 2021). At the referral level, referral to a program 
(Ghisi & Grace, 2019) and encouragement by in-hospital 
physicians is central to subsequent program participation 
(Ivers et al., 2020). To date, there is a paucity in research that 
has explored the impact of nursing at the referral level. At the 
program level, barriers include the costs of CR programs and 
program hours (Sérvio et al., 2019). At the individual level, 
women, older adults, increased distance of home residence 
to a CR program, lower income, and increased number of 
comorbidities are barriers to program enrolment and adher-
ence (Brouwers et al., 2021; Mathews & Brewer, 2021; Rua-
no-Ravina, et al., 2016).

Studies exploring the experiences of individuals participat-
ing in CR programs are limited. Furthermore, few studies have 
examined the connections, or intersections, between the dif-
ferent factors at the referral, CR program, and individual levels 
and their cumulative impact on program participation. Explor-
ing individual experiences and the intersections and cumulative 
impact of various factors associated with CR program partici-
pation, is essential to inform the development and delivery of 
services that are accessible, effective, and meet their needs.

Adhami, N., Thorne, S., Phinney, A., Sawatzky, R., & Rodney, P. (2024). Complex Experiences of Cardiac Rehabilitation Utilization in Individuals with Heart Disease. 
Canadian Journal of Cardiovascular Nursing , 34(1), 6–11.

Abstract

Canadian Journal of Cardiovascular Nursing

mailto:Nassim.adhami@ubc.ca
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Aim and Methods
The purpose of this study was to explore how the intersec-

tions of (1) the contexts of the healthcare delivery; (2) the 
social contexts of individuals’ lives; and (3) participants’ nav-
igation through their chronic illness journey shape their expe-
riences within a centre-based  (i.e., in-person) CR program.

Design
We conducted a qualitative study to explore participants’ 

experiences within a centre-based CR program. We employed 
interpretive description, an approach appropriate to the knowl-
edge needs of the applied practice disciplines, and which allows 
for the use of different qualitative methods (e.g., interviews, 
focused groups, participant observations) to answer clinical-
ly-rooted exploratory research questions (Thorne, 2016). 

In this study we drew on the theoretical lens of intersection-
ality. Intersectionality is a term that was coined in Kimberlé 
Crenshaw’s seminal work in 1989 and 1991 to highlight how 
human beings are impacted by the interactions between their 
social locations (i.e., age, gender, sexuality, ‘race’/ethnicity, class, 
geography), which, in turn, take place within connected sys-
tems and structures of power (i.e., laws, policies, institutions) 
(Crenshaw, 1989; Crenshaw, 1991). While intersectionality has 
been applied in a variety of disciplines, including  sociology, 
psychology, and nursing (Collins, 2019, Gkiouleka et al., 2018), 
to date, this concept has been overlooked in the realm of CR 
program research. As well, previous studies have only exam-
ined factors that impact program utilization in isolation from 
one another. However, intersectionality enabled us to explore 
the simultaneous interactions between factors (e.g., sex, gender, 
socioeconomic status, geographic location of home residence) 
that influence individual experiences with CR programs.

In this study, we drew on Collin’s (2019) six core constructs 
of intersectionality: (1) relationality (i.e., exploring the rela-
tional processes that give meaning and power to certain social 
positions over others); (2) power (i.e., examining how power 
relations can lead to social divisions between different cate-
gories); (3) social inequality (i.e., highlighting processes by 
which power relations result in social inequalities); (4) social 
context (i.e., the relationship of the researchers with the dis-
tinct social context of the study participants); (5) complexity 
(i.e., the need for drawing on multiple lenses and methods of 
data collection to capture the connectedness of the different 
categories); and (6) social justice (i.e., attention to intersec-
tionality’s commitment to social justice). According to Collins 
(2019), any or all of the core constructs can be applied in any 
given inquiry grounded in intersectionality.

Sample and setting
Purposive sampling, in which participants are recruited 

based on their ability to provide rich data to answer the 
research question (Polit & Beck, 2022) was used. Participants 
were eligible if they (1) were 19 years of age or older; (2) 
had a diagnosis of HD; (3) spoke English; and (4) were able 
to provide informed consent. Being guided by interpretive 

description and the core intersectionality construct of ‘rela-
tionality,’ recruitment continued until we achieved a heterog-
enous sample. We aimed to recruit participants with diverse 
sociodemographic characteristics (e.g., age, self-identified 
gender, and ethniticy), the origin of the CR program referral 
(e.g., from an acute care physician versus a community phy-
sician), the number of CR sessions attended, and the partic-
ipants’ previous participation in a CR program. All patients 
admitted to an adult 25-bed general cardiac step down unit, 
a 25-bed cardiac surgery step down unit, or taking part in 
a CR program located within a tertiary hospital in British 
Columbia, Canada between 2018 and 2020 were given the 
opportunity to enrol in the study.

Data collection and analysis 
Research ethics approval for this study was obtained 

through the University of British Columbia’s Behavioural 
Research Ethics Board (certificate H16-00339). Participants 
provided written informed consent prior to data collection. 
Semi-structured, face-to-face individual interviews were con-
ducted by the lead author (NA) in a private and quiet location 
chosen by the participants (e.g., a pre-booked private room at 
a CR program facility or a library). Interviews ranged from 60 
to 90 minutes, were audio recorded and transcribed verbatim 
by the lead author (NA). Participants were interviewed once.

An interview guide (see Table 1) was developed to explore 
the experiences and perspectives of participants related to their 
participation in a centre-based (in-person) CR program. Inter-
view questions included broad open-ended questions asking 
participants to speak to any aspect of their participation that was 
important to them, including facilitators and challenges to their 
participation that were operating at the personal, healthcare 

Table 1 

Interview Guide 

1.	P rogram journey: Take some time to think about what it was like 
for you when you used the cardiac rehabilitation program. Can 
you tell me what your experience was like? 

2.	 Decision to use program: Now, I’d like to understand how you 
came to the decision to use the program (or not to use the 
program). Can you please tell me about your decision process?
A.	Prompts for question 2

•	P rompts: 
I.	 What factors facilitated your decision to use the program?
II.	 What factors challenged your decision to use the program?

3.	P rogram challenges: Now, I’d like to get a picture of the types 
of challenges that you experienced related to using a cardiac 
rehabilitation program. Tell me about the main challenges that 
you struggled with when you were undergoing the program.
A.	Prompts for Question 3

•	P rompts:
I.	R elated to when the program started in relation to when 

you were discharged home from the hospital?
II.	R elated to the physical space of the program?
III.	Related to having to exercise in the same physical space as 

other patients?

4.	 Can you tell me about some factors that you believe facilitated 
your ability to engage with the program?
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provider, and CR program levels. Questions also included more 
focused open-ended questions asking about their experiences 
with the referral, enrollment, and weekly exercise sessions.

Data collection and analysis took place concurrently, with 
each iteratively informing the other. Data analysis drew on 
guidance from thematic analysis (Braun & Clarke, 2006), 
and NVivoTM software was used to organize and manage data. 
Two of the authors (NA and PR) met regularly to discuss each 
interview transcript and the coding decisions. All transcripts 
were read several times to ensure familiarity with the data. Ini-
tial codes were descriptive labels generated from the emerging 
analysis and assigned to broad data segments. Potential themes 
were developed through the process of examining the material 
within and between these descriptive coding groups before 
refining the organization and [re]assigning further data. All 
authors (NA, ST, AP, RS, and PR) met to review and refine 
the initial themes to ensure that they accurately represented 
the data set and addressed the overarching research question.

Data collection concluded when the data reflected expe-
riences across all milestones of the CR program (i.e., referral, 
enrollment, adherence, and completion) and included diverse 
social and contextual factors, (i.e., various sociodemographics 
including age, gender, ethnicity, relationship status, occupation), 
and when sufficient information was gathered to discern pat-
terns and themes within the data set. Guided by the key assump-
tions of intersectionality, no specific social identity category was 
considered more important than the other (e.g., gender versus 
ethnicity) (Gkiouleka et al., 2018). In addition, based on inter-
sectionality’s core constructs of ‘relationality’, ‘power’, and ‘social 
inequality’, the analysis process included a critical lens for exam-
ining the multidimensional and relational aspects of individual’s 
social locations and their experiences with a CR program.

Results
We recruited 19 participants. Sociodemographic data, HD 

diagnoses and duration of diagnoses, and where participants 
were situated within the course of their CR program were 
elicited from the participants (see Tables 2 & 3). Overall, 
more than half of the participants had a diagnosis of HD for 
less than one year (n = 10; 53%), with coronary artery disease 
being the most common diagnosis (n = 11, 58%). A majority 
of the participants were within the weekly exercise sessions 
(n = 16, 84%). The mean age was 63 years and ages ranged 
from 42 to 83 years; eight were men and 11 were women.

The data generated three overarching themes, which 
described the various influencing factors reported by partic-
ipants and how those factors interplayed with one another in 
shaping each level of their CR program experiences. These 
themes included (1) finding a way to get into the program; (2) 
making this work; and (3) the appropriateness of the program.

Finding a way to get into the program 
Being referred to a CR program is the first step in the CR 

program utilization journey. Currently, at our study site, 

Table 2

Sociodemographic Characteristics of Participants

Demographics Participants # (%)

Age (Years), n (%)
     40–49
     50–59
     60–69
     70–79
     80–89

2 (10)
4 (21)
7 (37)
3 (16)
3 (16)

Age, Mean, Years 63

Self-Identified Gender, n (%)
     Man
     Woman

8 (42)
11 (58)

Employment Status, n (%)
     Retired
     Disability Leave
     Employed – Full Time

13 (68)
3 (16)
3 (16)

Relationship Status, n (%)
     Married 
     Widowed/Divorced & Living Alone

14 (74)
5 (26)

Self-Identified Ethnicity, n (%)
     Asian
     American
     Canadian
     Indigenous
     South East Asian

5 (26)
2 (11)
8 (42)
1 (5)

3 (16)

Heart Disease Diagnosis, n (%)
      Heart Failure
      ARVC, SCAD
      CAD
      Aortic Stenosis

4 (21)
2 (10)
11 (58)
2 (11)

Time Since HD Diagnosis, n (%)
      < 1 Year
      1–5 Years
      5–10 Years
      >10 years

10 (53)
3 (16)
4 (21)
2 (10)

Note. ARVC = Arrhythmogenic Right Ventricular Cardiomyopathy; 
CAD = Coronary Artery Disease; SCAD = Spontaneous Coronary 
Artery Dissection

Table 3 

Patient Location Within Cardiac Rehabilitation (CR) Program Stages

CR Program Location Participants

Referral Stage, n (%) 1 (5)

Intake Stage, n (%) 1 (5)

Weekly Exercise Sessions, n (%) 16 (84)

Completed Program 1 (5)

Participating in a Second CR Program, n (%)     2 (11)

Previously Completed Another CR Program, n (%) 1 (5)

Previously Quit a CR Program, n (%) 1 (5)

Complex Experiences of Cardiac Rehabilitation Utilization in Individuals with Heart Disease



Volume 34, Issue 1, Spring 2024  •  cccn.ca	 9

automatic referral systems have been established to ensure 
the referral of all patients to a CR program post-discharge 
from our inpatient cardiac care facility. However, partici-
pants’ narratives highlighted multiple, complex, and inter-
secting influencing factors at the organizational and personal 
levels that challenged their ability to obtain a referral.

In this study, participants who received specialized inpa-
tient cardiac care in hospitals that were outside their own 
health authority were not able to obtain an automatic refer-
ral to a CR program. Instead, they had to seek a referral from 
their own community healthcare professionals (HCPs). The 
following narrative demonstrates the multiple intersecting 
factors that challenged one participant’s experience of obtain-
ing a CR referral: 

They [discharging HCPs] said that you need to make an 
appointment with your GP … which we did. That you 
should get into the cardiac rehab program in [district of 
home residence]. So when we went to go to talk to our GP, 
he said that you need to fill out the papers, and of course he 
was upset because he didn’t want to do the paper work… 
If we had not done all the work for the system, we wouldn’t 
have been here. [Participant 13, male, 62]

The referral practices of community HCPs, including their 
perceived ‘unwillingness’ to make referrals to a CR program, 
or their perceived lack of knowledge of the benefits of the 
program were emphasized by all of the participants who had 
to obtain their own referral (n = 3). The need to be self-di-
rected by persistently asking for a referral, initiating their own 
referral process paperwork, and/or advocating for the bene-
fits of the program were highlighted throughout the accounts.

How much knowledge the individual participants had 
regarding the existence and benefits of CR programs was 
also an important influence on their ability to overcome the 
challenge of not having had a referral.

I think that many of the healthcare providers… do not 
even know about cardiac rehab. My partner and I are lucky 
that we know so much and we can fight for what we need. 
When I tell [others] that I go to CR, their jaws drop. They 
envy me because they wish that they could be involved in 
the program. But they never get sent by their doctors… For 
one thing, I know a lot about my condition. I know what I 
need, and I know where to go. [Participant 1, female, 67]

The need to work to meet the financial demands of family 
and personal life or caregiving responsibilities, such as child-
care, were factors within the personal lives of participants that 
further challenged the ability of many to obtain a referral. These 
extra demands meant that they were less able to pursue CR.

I don’t know why we didn’t do it [seek a referral]… We 
had two small kids at that time [the first time the partic-
ipant was hospitalized for his heart condition]… I just 
went back to work three days later [after hospital dis-
charge]. Now I can do this. I am retired. My kids are out. 
[Participant 13, male, 62]

While patients who relocated during their cardiac care 
journey faced added challenges, those who stayed within 
the same health region for all of their cardiac care also expe-
rienced challenges with getting into a CR program.

When I went home, I waited and waited. I think that 
months went by, but nobody called me. So I decided to call 
myself. They told me that they never got papers for me… If 
I had not taken measures into my own hands, I would still 
not be in the program. [Participant 2, male, 76]

Making this work
Attending weekly exercise sessions was challenging for 

most participants, as they had to manage various aspects of 
their personal lives to be able to ‘make their CR program work’. 
Needing to work to meet their financial needs was a dominant 
narrative among all study participants who were working at 
the time of their program. Their accounts explained the ways 
in which work obligations hindered their ability to participate 
in a program. As one explained, “My number one priority right 
now is to work, to put food on my family’s table… I can’t afford to 
miss any more work-time… There’s no way I can manage to do this 
program.” [Participant 17, male, 54]. 

Managing caregiving responsibilities was another com-
plexity that participants had to overcome. Intersecting factors 
that challenged their CR utilization in this respect included 
the structure of the family unit and the cultural and financial 
circumstances of the family.

It’s all on me. In my culture, the women stay home and cook 
and clean and stay with the kids. The men work hard out-
side. It’s bad for the husband to do housework… We don’t 
have the money to hire the extra help. As you can imagine, 
it’s hard for me to find the time to go to my classes. [Partici-
pant 12, female, 52].

Several participants (n = 4) also referred to the degree to 
which their symptoms of HD impacted their ability to utilize 
a CR program.

There are days that I need to be dragged to go. Some days 
I feel extremely tired and I have aches and pain every-
where… But if my daughter finds out, she will physically 
come to my house and drag me out of bed, and take me. 
[Participant 9, female, 73]

These participants reflected on days when HD symp-
toms were exacerbated and challenged their ability to attend 
weekly CR sessions. Two participants remarked that having 
a social support network was a facilitating factor for being 
able to attend CR sessions during days when HD sysmp-
toms are exacerbated. Others decided not to attend weekly 
CR sessions during symptom exacerbations; “I have days 
that I just can’t get out of bed. With the swelling of the ankles, 
the water in my abdomen, the shortness of breath. … I just 
put off my exercise and wait till the pills work.” [Participant 
8, male, 68].

Adhami, N., Thorne, S., Phinney, A., Sawatzky, R., & Rodney, P.
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The appropriateness of the program
It was apparent across the accounts of the participants in 

this study that the experiences of attending weekly CR ses-
sions were shaped by the perceived fit between personal needs 
and the content covered in CR sessions. Many (n = 7) partici-
pants reported a central misalignment between the content of 
the information sessions and their individual needs.

A lot of them [education sessions] don’t relate to me. I 
don’t have high cholesterol. I don’t have high blood pres-
sure… I have arrythmia. So, they are not relatable. But 
they still talk about cholesterol and all these things… Let’s 
talk about fear. Let’s talk about vulnerability after a heart 
event. Let’s talk about educating your family practitioner! 
[Participant 7, female, 42]

Participants also pointed to the importance of the qual-
ity and extent of their engagement with the HCPs delivering 
the CR. 

I think that the relationship you have with the staff at the 
program is extremely important… I feel welcomed… It’s 
their holistic approach… They know me. They don’t just 
know my chart… They are empowering me, they are with 
me, they are walking along my side. It’s something that I 
look forward to. That’s important. Trusting the people that 
take care of you. [Participant 7, female, 42]

The importance of the quality of relationships between par-
ticipants and CR HCPs was also highlighted when this partici-
pant compared her current experience with what had occurred 
in another program that she ultimately quit. As she explained: 
“The interaction just reinforced that vulnerability that I was too sick 
to exercise. And, as result, I actually don’t go there because I don’t 
feel they can care for me. I don’t feel safe.”

This participant was not alone in worrying about personal 
safety. The accounts of other participants also highlighted 
their need to feel safe to exercise after having a cardiac event 
as a key influence upon their experience. For example, one 
participant described postponing his CR exercise sessions 
because of his fear that he would experience another cardiac 
arrest; “I went for my first exercise appointment five weeks after 
the day that I originally had to start. I brought up many excuses 
for not going. But really I was scared to exercise.” [Participant 
4, male, 68]

However, some participants who did experience fear of 
exercise following a cardiac event ultimately found a sense of 
safety from the opportunity to have access to trusted HCPs 
within the CR program. As one explained, “I couldn’t exercise. 
I couldn’t move because of fear… I do feel safe doing it here… I 
don’t have it in the back of my head, what if I crash?” [Partici-
pant 11, female, 53]

The nature and quality of engagement with the other partic-
ipants in the CR program were also featured in many of these 
narratives. On the one hand, exercising in a group setting made 
some study participants question the appropriateness of the 
program for them, as they were not able to relate to the age 

and/or physical capabilities of the other CR participants. As 
one explained, “At the beginning I felt embarrassed going to the 
exercises. It was weird exercising with older people, some of which 
had to use a cane… I felt ashamed to tell my buddies that I was in 
the program.” [Participant 18, male, 47]

For other study participants, being able to relate to other 
CR participants was a positive influence on their experience. 
As one expressed it,  “I enjoy exercising with other people in the 
program. They are a pleasure. But mostly, just seeing how well 
they are doing, and how far they have come gives me a sense of 
relief and hope.” [Participant 5, female, 58]

Discussion
This study was the first to explore individuals’ experiences 

with using CR programs, and to use an intersectional lens to 
examine the intersections of social contexts that shape pro-
gram participation. Overall, the findings of our study high-
lighted that participants’ experiences with a CR program were 
shaped by multiple influences at the CR program and personal 
levels that impacted their abilty to obtain a referral and to enrol 
and participate in the program. These findings contribute to 
our understanding of factors that impact the centre-based CR 
program experience and provide insights that may inform 
implementation of new and existing programs.

In this study, multiple and intersecting factors impacted 
the participants’ ability to obtain a referral. While low refer-
ral rates are associated with low utilization rates, automatic 
systematic referral strategies have been shown to increase 
referral (Brouwers et al., 2021). Previous to our study, an  
automatic referral system had been implemented within 
some health authorities in BC; however, this process did not 
guarantee a referral for all patients. Those living in smaller 
cities or rural/remote locations and who required special-
ized care in tertiary care hospitals were often unable to ben-
efit from automatic referrals. Intersecting factors, including 
the participants’ perceptions of the unwillingness of com-
munity HCPs to make referrals, and a lack of knowledge of 
the benefits of CR programs among community HCPs also 
challenged the process of getting a referral. The ability of a 
participant to obtain program referral from a community 
HCP was further impacted by their own knowledge of CR 
programs and their ability to allocate time to their health in 
the context of demands of personal life (e.g., having to return 
to work). These findings clearly illuminated how program 
participation barriers that have been reported in prevoius 
empirical studies (Brouwers et al., 2021; Mathews & LaP-
rincess, 2021) can intersect with one another in creating chal-
lenges for participants. These factors highlight the need to 
develop harmonized systematic referral engines to decrease 
disparities in referrals for individuals across the geographic 
regions of a province such as BC. Furthermore, these findings 
highlight the need to incorporate multifaceted strategies for 
referral that will decrease disparities. A study by Grace and 
colleagues (2011) highlights the importance of combining 
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strategies for referral to include automatic referral engines, 
electronic record prompts for referrals, and a liaison respon-
sible for patient education about CR prior to discharge.

For the participants in this study, the ability to engage in 
weekly CR sessions was shaped by multiple coexisting forces, 
such as having to work to make ends meet, attending to social/
family responsibilities (e.g., caregiving), and needing to navigate 
the days when HD symptoms were exacerbated. This observa-
tion lends support for a previous study (Chindhy et al., 2020) 
that also found work and family responsibilities and increased 
number of HD symptoms to be barriers to program uptake. 
These findings also highlight why home-based programs may 
help participants overcome some of the personal challenges 
to program uptake (Chindhy et al., 2020). On the other hand, 
many participants in this study reported a sense of safety when 
exercising with a group and in the presence of a trusted HCP. 
These findings highlight the importance of providing opportu-
nities for both centre-based and hybrid-based (i.e., programs 
that encompasses both synchronous, real-time audiovisual and 
asynchronous, remote) programs that are able to meet the indi-
vidual needs of participants (Keteyian et al., 2022).

The experiences of weekly CR sessions were also influ-
enced by the fit between the participants’ perceived personal 
needs and what the program offered, including the content 
of the weekly information sessions, relationships with HCPs, 
and their feelings of safety within the program. These find-
ings are consistent with a fairly recent empirical study that 
pointed to the importance of educational content of CR 
programs being relevant to patient needs (Nascimento et 
al., 2021). Therefore, our findings support the need for indi-
vidualized CR programs that meet the diverse informational 
needs of participants. Moreover, these programs must be 
delivered by HCPs who are perceived as both qualified and 
trustworthy by the wide range of individuals who may ben-
efit from participation.

This study has a number of limitations. The main limitation 
was that participants were recruited from only one, centre-based 
CR site. As such, the realities of the participants in this study 
may not be representative of all individuals living with HD who 
attend CR programs. Furthermore, as participants volunteered 
to participante in this study, their CR experience may have been 
different than those who chose not to participate. However, the 
results of this study are consistent with many other studies, sup-
porting the trustworthiness of the findings.

Implications for Cardiovascular Nurses
The accounts of these participants’ CR experiences pro-

vide strong support for arguments that the problem with 
underutilization will not be resolved by simply document-
ing associated factors, but rather by applying these insights to 
adapt how we deliver CR services. Clearly, there is a need for 
harmonized referral systems, so that patients who might ben-
efit from CR services are not lost in the disconnect between 
in-patient care, primary care, and community-based services. 
These systems will require active involvement in outreach 
and follow-up, rather than assuming patients who need the 
services will self-advocate and find their own way in. Car-
diovascular nurses working in inpatient cardiac units and in 
primary care can play a pivitol role in providing patient edu-
cation regarding the importance of CR programs. Nurses 
working within CR programs can also play an important role 
in improving patient participation and program completion, 
not only by providing education and information, but also 
by advocating for individualized programming, developing 
strategies to optimize interpersonal communication and rela-
tional practice, and nurturing trust and confidence in the ser-
vices they provide. Our findings also highlight the importace 
of cardiovascular nurses having an awareness for intersec-
tions of factors that impact participation; this will allow for 
better assessment of individuals’ ability to access cardiovas-
cular resources and preventative programs. Finally, our find-
ings also support the use of an intersectionality framework 
in future nursing research in the area of CR programming.

Conclusion
Our findings contribute in meaningful ways to the grow-

ing body of literature about CR underutilization. Specifically, 
the personal perspectives of our participants draw attention 
to the complex and multifaceted challenges that patients face 
as they transition between acute and CR care. These find-
ings remind us that their lives are complex, and that manag-
ing their cardiac function is only one priority within many 
other intersecting priorities. Cardiovascular nurses can play 
a central role in improving referrals, access, participation, and 
completion of CR programs through individualized strate-
gies that are grounded in education and research with an 
intersectional lens.
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Background: To date, no tool is currently available to mea-
sure the adherence to best practice guidelines by interprofes-
sional teams with acute care nurse practitioners (ACNPs) in the 
post-operative cardiac surgery setting.

Method: An extraction tool was developed, validated, and pilot-
tested (n = 30) to measure the level of adherence to best practice 
in cardiac surgery. A multi-step approach was utilized, includ-
ing a systematic review, a content and criterion validation, and a 
pilot-test of all items of the instrument.

Findings: The average content validity index of all items was 
0.89. A Spearman correlation of 0.91 was identified between five 
items of the extraction tool and five gold standards of comparison. 
A Cohen Kappa of 0.72 was identified between the reviewers who 
participated in the pilot-test.

Implications: This validated tool will help further the under-
standing of the contributions of ACNPs and their impact on the 
care of post-operative cardiac surgery patients.

Keywords: acute care nurse practitioner, best practice 
guidelines, cardiac surgery, extraction tool 

Key Highlights
•	 Currently no tools are available to measure the level of 

adherence to best practice guidelines by interprofessional 
teams that include acute care nurse practitioners.

•	 A multistep approach was used to develop, validate, and 
pilot-test an extraction tool.

•	 The 12 best practice guidelines in the extraction 
tool include the prescription and monitoring of 
pharmacotherapy and laboratory tests, as well as the post-
operative evaluation of patients’ clinical and psychosocial 
care.

•	 This extraction tool can serve as an exemplar for 
examining and evaluating the contribution of NPs within 
interprofessional teams.

Introduction

In the post-operative cardiac surgery setting, cardiovascular 
nurses practise in collaboration with an interprofessional 

team of clinicians, typically composed of cardiac surgeons, 
physician residents, skin and wound care specialists, phys-
iotherapists, nutritionists, respiratory therapists, social 
workers, and other medical specialists. Nurses and other cli-
nicians work together to ensure an optimal daily follow-up of 
patients’ post-operative conditions, including the assessment 
of their clinical and psychosocial conditions, medication and 
laboratory tests management, lifestyle and health promotion, 
and preparation for hospital discharge. To ensure the deliv-
ery of safe and high quality care, decrease the risk of adverse 
events, and improve outcomes for patients and families, 
nurses and clinicians utilize a wide range of internationally 
recognized best practice guidelines (McConnell et al., 2018). 
These guidelines are based on robust and high-quality empir-
ical evidence (Benjamin et al., 2018; Engelman et al., 2019).

The literature in this area highlights the importance of 
adherence to these guidelines by interprofessional teams 
(Benjamin et al., 2018; Engelman et al., 2019). Adherence to 
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best practice guidelines by interprofessional teams is defined 
by the achievement of one or several best practices (e.g., pre-
scription of anticoagulants), as well as the interventions ini-
tiated by clinicians associated with those guidelines (e.g., 
follow-up of international normalized ratio [INR]; Benja-
min et al., 2018; Engelman et al., 2019). Several systematic 
reviews in post-operative cardiac surgery have identified sig-
nificant associations between high levels of adherence to best 
practice guidelines by interprofessional teams and lower risk 
of adverse events for patients (Bourgon et al., 2019; Khalil et 
al., 2017; Witwer et al., 2019). Conversely, low adherence to 
best practice guidelines by interprofessional teams has been 
associated with higher risk of mortality and adverse events 
(e.g., atrial fibrillation) for patients in these settings (Bourgon 
Labelle et al., 2019; Larrazet et al., 2011).

Qualitative studies conducted by Reich et al. (2018), and 
Norful et al. (2018), in primary care and emergency depart-
ments, have suggested that the inclusion of nurse practi-
tioners (NPs) within interprofessional teams increases the 
level of adherence to best practice guidelines by those teams. 
To explain this association, these authors suggested that the 
acute care NPs’ (ACNPs’) holistic approach to practice, 
focusing on patients’ clinical and psychosocial needs, and 
their collaboration with interprofessional teams, contributes 
to an increased level of adherence to best practice guidelines 
(Norful et al., 2018; Reich et al., 2018).

An ACNP is an advanced practice nurse with graduate or 
postgraduate-level education who possesses in-depth nurs-
ing and clinical expertise (International Council of Nurses 
[ICN], 2020; Mares et al., 2018; Smigorowsky et al., 2020). 
The ACNP typically practises in acute (e.g., cardiology, 
oncology) and critical care (e.g., intensive care unit) settings 
(Kleinpell et al., 2019). In the post-operative cardiac surgery 
setting, ACNP practice focuses on the management of the 
patient’s clinical and psychosocial needs, the prescription and 
management of pharmacotherapy and laboratory tests, and 
teaching coping and rehabilitation strategies for patients and 
families (Audet et al., 2021). Acute care NPs enhance inter-
professional team coordination, facilitate communication 
between nursing and medical teams, and support the prepa-
ration of the patient’s hospital discharge (Audet et al., 2021; 
Kleinpell et al., 2018; Smigorowsky et al., 2020).

To date, the level of adherence to best practice guidelines 
by interprofessional teams with ACNPs has been studied 
using qualitative and conceptual designs, but no quantita-
tive studies have been conducted using validated tools. To 
the best of our knowledge, no instrument is currently avail-
able to measure the adherence to best practice guidelines by 
interprofessional teams with ACNPs in the post-operative 
cardiac surgery setting or any other type of acute or criti-
cal care setting. Existing tools and instruments measure the 
adherence of interprofessional teams to medically-focused 
best practice guidelines (e.g., prescription of pharmacother-
apy, evaluation of surgical wounds, etc.). However, none of 

those tools reflect the advanced nursing practice of ACNPs 
within interprofessional teams, which is characterized by the 
holistic evaluation of the patient’s clinical and psychosocial 
needs (e.g., nutrition, mobilization, psychosocial status).

Therefore, the development of a new extraction tool to 
measure adherence to best practice guidelines by interpro-
fessional teams with ACNPs practising in a post-operative 
cardiac surgery setting is needed for several important rea-
sons. First, to retrieve and measure a wide range of best prac-
tice guidelines related to the clinical and psychosocial care 
of patients who have undergone cardiac surgery (Audet et 
al., 2021). Second, to capture the unique, holistic and broad 
practice of ACNPs. Third, to identify specific variables that 
influence adherence to best practice guidelines by interpro-
fessional teams in the post-operative cardiac surgery setting. 
Past studies (Gurses et al., 2010; Larrazet et al., 2011; Reich 
et al., 2018) have suggested that several variables related to 
patients (e.g., severity of illness, type of cardiac procedure) 
and interprofessional teams (e.g., consultations done by 
social worker or a nutritionist) increase or decrease adher-
ence to best practice guidelines by interprofessional teams. 
However, to date, no existing tool has included the broad 
range of variables that influence adherence to best prac-
tice guidelines by interprofessional teams with ACNPs in 
post-operative cardiac surgery settings. Fourth, to facilitate 
future experimental and non-experimental studies in this 
area. Finally, to serve as a first step to measure adherence 
to best practice guidelines by interprofessional teams that 
specifically include ACNPs in other types of acute and crit-
ical care specialties (e.g., oncology, nephrology, etc.). More 
specifically, it is important to measure the practice of the 
whole interprofessional team rather than the solo practice of 
ACNPs. Past studies have shown that clinicians work collab-
oratively to provide high quality of care to patients and fam-
ilies. However, within interprofessional teams, many aspects 
of the ACNPs’ practice rely on the collaboration and actions 
of other members of the healthcare team (Audet et al., 2021).

Aim
The aim of this study was to develop, validate, and pilot-

test an extraction tool to measure adherence to best practice 
guidelines by interprofessional teams with ACNPs practis-
ing in a post-operative cardiac surgery setting for patients 
who had undergone a coronary artery bypass graft (CABG) 
procedure.

Methods
Study design

A multi-step development process was undertaken, 
including a systematic review of randomized control trials, 
content and criterion validation, and a pilot-test. The COn-
sensus-based Standards for the selection of health Mea-
surement INstruments (COSMIN) guidelines (Terwee et 
al., 2018) were used for the development and validation of 
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the tool. The COSMIN guidelines were followed to develop 
a rigorous and high-quality method, to set targeted values 
(e.g., Cohen’s kappa, content validity index [CVI], etc.), and 
to identify the number of experts and minimum number of 
rounds of revision needed for the content validation step.

Systematic review of randomized controlled trials
As the initial step in this project, we conducted a system-

atic review of randomized controlled trials and an environmen-
tal scan of reports published by international cardiovascular 
organizations. The detailed process of the systematic review is 
published elsewhere (Audet et al., 2021). Based on the results 
of the systematic review, our team was able to describe the 
practice of interprofessional teams with ACNPs and enhance 
our understanding of the efficacy of ACNPs within teams in 
post-operative cardiac surgery settings. We retrieved a wide 
range of best practice guidelines related to the clinical and 
psychosocial care of patients and families by interprofessional 
teams. In addition, we identified several variables influencing 
the adherence to best practice guidelines by interprofessional 
teams related to patient and team characteristics. Ultimately, 
we selected 12 best practice guidelines and 15 influencing vari-
ables to be included in the extraction tool.

Content validation
Content validation was conducted using the three steps 

outlined in the COSMIN guidelines (Terwee et al., 2018; 
note: specific application of the COSMIN guidelines is avail-
able on request from the lead author [LAA]). In the first step, 
a total of 10 nursing experts (i.e., nurses with a minimum of 
one year of clinical or research experience in a post-operative 
cardiac surgery acute or critical care area) were recruited. The 
nursing experts included five ACNPs, three researchers, one 
manager, and one clinical nurse specialist (CNS). Experts 
practising within (n = 4) and outside (n = 6) our affiliated 
healthcare center were recruited. All 10 experts completed 
the first round of revisions, and nine experts completed the 
second round of revisions.

In the second step, we created an electronic survey, which 
included all items of the draft tool. The development of the 
electronic survey followed the method proposed by Holt and 
Lorass (2019) and Streiner, Normand and Cairney (2015). 
Members of the nursing expert committee assessed the rel-
evance of each item using a five-point Likert scale. Addi-
tional spaces for qualitative comments and suggestions were 
included in the survey. Two rounds of revisions were con-
ducted for the content validation of the tool.

In the third step, for each round of revisions the percentage 
of agreement between the members of the expert committee 
was calculated for all items of the tool. Scores on the five-point 
Likert scale were regrouped into three categories to calculate 
the agreement between experts who gave a score of 1 and 2 
(group 1 – strongly disagree/disagree), 3 (group 2 – neu-
tral), and 4 and 5 (group 3 – agree/strongly agree). An aver-
age agreement higher than 60% was targeted and an average 

agreement higher than 80% was considered very good. The 
content validity index (CVI) was then calculated for each indi-
vidual item from the proportion of expert committee members 
who rated the item  4 or 5 on the Likert scale. The average of 
the CVI for all items was then calculated (Terwee et al., 2018). 
A CVI higher than 0.80 was targeted for the individual CVI of 
each item, as well as the average CVI of all items (Terwee et al., 
2018). Items with a percentage of agreement between experts 
lower than 60% and items with an individual CVI lower than 
0.80 were rejected or modified. Qualitative comments and 
suggestions were analyzed using content analysis following 
the method proposed by Vaismoradi et al.,(2013).

Criterion validation
The criterion validation was conducted in three steps. First, 

the best practice guidelines of the Society of Thoracic Surgeons 
(STS; Shahian et al., 2022) were selected as the gold standards 
of comparison for the criterion validation of the tool. In 2007, 
the STS developed and validated 21 performance measures 
focusing on the delivery of safe and high quality of care to 
patients who underwent a CABG, a valve repair, or a CABG/
valve repair (Shahian et al., 2022). The STS performance mea-
sures were selected as gold standards of comparison for this 
project because they 1) specifically target patients who under-
went a CABG procedure, 2) are internationally recognized 
and have been used by interprofessional teams practising in 
post-operative cardiac surgery, and 3) are based on robust and 
high-quality evidence that is still current today. Since their 
publication in 2007, these performance measures have been 
submitted to several psychometrics evaluations and updates 
(Shahian et al., 2022). For our project, the following five STS 
performance measures were selected as gold standards of com-
parison: 1) prolonged mechanical ventilation longer than 24 
hours in the intensive care unit (ICU), 2) 30-day readmission 
rate to the post-operative cardiac surgery unit after hospital dis-
charge, and the prescription of 3) anti-platelets, 4) beta-block-
ers, or 5) lipid-lowering agents during the hospitalization in the 
post-operative cardiac surgery unit and at discharge (Shahian 
et al., 2022).

The second step included the independent review of 
30 patient health records (see study procedures below) by 
two reviewers (i.e., first author, LAA, and one RA) over 
two rounds of revisions. For the first round of revisions, 
the records were reviewed with the tool, and for the sec-
ond round of revision, the records were reviewed with the 
selected STS performance measures.

Third, Spearman correlations were calculated to assess the 
relationship between the proportions obtained from the STS 
performance measures and the proportions obtained from 
the tool. Spearman correlations above 0.70 were targeted 
(Terwee et al., 2018).

Pilot test 
Setting and sample. The tool was tested on a retrospective 
cohort of  30 patients hospitalized in a university healthcare 
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centre in Québec, Canada. Annually, this healthcare cen-
tre performs approximately 1,000 cardiac surgeries and 
procedures. The post-operative cardiac surgery unit of our 
healthcare centre was composed of 36 beds divided between 
interprofessional teams with and without ACNPs. Interpro-
fessional teams with ACNPs were assigned 16 beds (44%) 
and interprofessional teams without ACNPs were assigned 
20 beds (56%). Upon their admission to the post-operative 
cardiac surgery unit, each patient was assigned to interpro-
fessional teams with and without ACNPs. Team assignment 
depended on the current workload of each team and the 
availability of the beds within the unit. At the time of data 
collection, seven ACNPs were practising within the post-op-
erative cardiac surgery unit of our affiliated healthcare centre, 
based on a monthly rotation. Two ACNPs simultaneously 
practise on the unit with a ratio of 8 patients per ACNP.

Patients included in the cohort had undergone a CABG 
procedure and were hospitalized in the post-operative car-
diac surgery unit between January 1, 2019, and January 30, 
2020. This specific cardiac procedure was selected because 
1) internationally, it is the most common and widely per-
formed type of cardiac surgery, 2) robust and high-quality 
evidence is available to support several best practice guide-
lines for interprofessional teams focusing on the care of 
patients who have undergone this procedure, and 3) several 
ACNPs practicing within interprofessional teams in post-op-
erative cardiac surgery provide direct care to patients who 
have undergone a CABG procedure (Benjamin et al., 2018). 
Other types of cardiac procedures (e.g., heart transplant, per-
cutaneous coronary intervention [PCI]) were not included 
in the development of the extraction tool because the best 
practice guidelines, care provided, and the recovery pathways 
are different.

Study procedures. Ethics approval was obtained from the 
McGill University Health Centre Research Ethics Board on 
September 15, 2021 (#2022-8094) prior to the initiation of 
the study procedures.

A total of 15 patients under the care of interprofessional 
teams with ACNPs were randomly selected and matched 
with 15 patients under the care of interprofessional teams 
without ACNPs. Matching criteria included 1) age (i.e., a 
five-year gap was tolerated), and 2) sex (i.e., male/female). 
These criteria were chosen based on past retrospective stud-
ies conducted in post-operative surgical settings (Kuhns et 
al., 2017; Oichi et al., 2017; Ravi et al., 2018; Tremblay, et al., 
2020). Patients under the care of teams with and without 
ACNPs were included within our sample for two import-
ant reasons. First, to obtain an overall representation of 
the patients admitted in the post-operative cardiac surgery 
unit of our affiliated healthcare centre. Second, to assess if 
patients under the care of teams with ACNP are compara-
ble to patients under the care of teams without ACNP. All 
30 patients were included in the criterion validation process.

A total of six patients were randomly selected for the train-
ing session with the first author (LAA) and two research 
assistants (RAs) and 24 patients were included in the pilot 
test. An assessment of all 30 patient health records was also 
conducted by the first author (LAA) to ensure the diversity 
of the included health records. Patients included within the 
pilot test had a wide range of comorbidities, ages, lengths of 
stay, and cardiac conditions. Our goal was to include a broad 
variety of patients to ensure that the extraction tool captured 
the diversity of patients who undergo cardiac surgery.

A pilot test was performed to assess the feasibility of the 
tool, update the tool as needed, and examine the quality and 
availability of data collected from the tool. Four iterative 
steps were included within the pilot test. Those steps were 
selected based on past studies who used a similar process 
(Dubois et al., 2013; Gearing et al., 2006; McHugh, 2012; 
Vassar & Holzmann, 2013). Data collection was conducted 
by the first author (LAA) and two RAs. All reviewers were 
registered nurses (RNs), with a minimum of five years of 
nursing experience within acute and critical care settings.  

First, training sessions with six patient health records were 
held and documentation (e.g., draft copies of the extraction 
tool, step-by-step demonstration of the data collection, etc.) 
were provided to the reviewers. Second, data of 24 patients’ 
health records were independently extracted with the tool 
by two reviewers. Inter-rater reliability was assessed with the 
Cohen kappa statistic and a value higher than 0.60 was targeted 
(McHugh, 2012). Third, triangulation of the available data was 
performed to assess the quality and accessibility of the data 
collected with the tool with all 30 patients’ health records by 
the first author (LAA). Multiple data sources were screened 
between electronic databases and patient health records. Items 
with a high quantity of missing data or items with discor-
dances between data sources were modified or removed from 
the tool. Finally, frequent meetings among all the members 
of the research team were conducted to discuss divergences, 
strengthen convergences, and to establish consensus.

Results
Content and criterion validation 

After the first round of revision, the average of the CVI 
(0.67) for all items was lower than the targeted value (tar-
geted value of > 0.80; see Table 1). The extraction tool was 
updated and resubmitted to the members of the expert 
committee for a second round of revision. The average of 
the CVI of all items for the second round of revision (0.82) 
was higher than the targeted value. The extraction tool was 
updated again after the second round of revision and a final 
average CVI of all items was calculated (0.89).

After the first round of revision, the qualitative com-
ments of the expert committee members focused on mis-
understanding specific items and feedback from their own 
clinical practice. For example, several experts thought some 
items were too broad (e.g., prescription of laboratory tests) 
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and suggested modifying or renaming these items to be more 
specific (e.g., number of laboratory tests prescribed). Also, 
several experts suggested removing extraction tool items that 
were not applicable within their specific setting (e.g., remov-
ing the variable related to “consultation done by a physio-
therapist” because all patients are followed daily by the 
physiotherapist in their setting). Unclear items were modi-
fied or renamed, and experts were reminded that the tool tar-
gets interprofessional teams at the international scale before 
conducting the second round of revision.

The Spearman correlation was calculated between the 
measures taken from the extraction tool and the measures 
taken with the STS performance indicators. Overall, a 0.91 
Spearman correlation was identified (range = 0.69 – 1.0; see 
Table 2).

Pilot test
Six records were used for training and 24 records were 

used for the inter-reliability analysis. Each RA reviewed 12 
records and compared them with the records reviewed by 
the first author (LAA). Overall, a Cohen’s kappa of 0.69 
and a percentage of inter-rater agreement of 84.56% were 
identified.

Discrepancies between reviewers were related to the 
understanding and interpretation of clinical notes written 
by healthcare practitioners and random omissions, such as 
the types of contraindications precluding the prescription of 
pharmacotherapy and the date of the transfer of the patient 
between the intensive care and the post-operative cardiac 
surgery units. These issues were resolved by frequent meet-
ings among reviewers, additional training, and quality verifi-
cation of the extracted data by the first author (LAA).

The extraction tool
Overall, our extraction tool includes 12 best practice 

guidelines and 15 influencing variables related to patient 
and interprofessional teams’ characteristics. The extraction 
tool is composed of 99 items, which were divided into six 
categories, including 1) general patient information (e.g., 
patient research number, date of the cardiac surgery), 2) best 
practice guidelines related to the prescription and manage-
ment of pharmacotherapy (e.g., prescription of beta blocker, 
presence/absence of complications or side effects), 3) mon-
itoring of laboratory tests (e.g., number of potassium test 
ordered, number of serum glucose test ordered), 4) post-op-
erative assessment (e.g., daily assessment of the patient’s pain, 
daily assessment of the surgical wound), 5) influencing vari-
ables related to patient characteristics (e.g., comorbidities, 
total length of stay at the hospital), and 6) influencing vari-
ables related to interprofessional team’ characteristics (e.g., 
cardiac surgery who performed the surgery, consultation 

Table 1
Average Content Validation Index and Average Inter-rater Agreement of the Categories of the Extraction Tool

First round of revision Second round of revision

Categories Average content 
validation index

Average inter-rater 
agreement

Average content 
validation index

Average inter-rater 
agreement

Patient general information 0.78 0.63 0.89 0.77

Pharmacotherapy 0.89 0.77 0.93 0.85

Laboratory tests 0.75 0.61 0.67 0.48

Post-operative assessment 0.77 0.60 0.74 0.55

Confounding variables related to patient 
characteristics

0.75 0.65 0.93 0.85

Confounding variables related to 
interprofessional teams’ characteristics 

0.67 0.51 0.80 0.65

Overall 0.77 0.61 0.82 0.68

Table 2

Criterion Validation Between the Items of the Extraction Tool and the 
Performance Measures of the Society of Thoracic Surgeons

Items Spearman correlation

Prolonged mechanical ventilation longer 
than 24 hours in ICU

1.00

30-day readmission rate at the post-
operative cardiac surgery unit after 
hospital discharge

1.00

Prescription of anti-platelet at discharge 1.00

Prescription of beta-blocker at discharge 0.69

Prescription of lipid-lowering agent at 
discharge

0.69

Overall 0.91
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done by a social worker). Details related to the specific items 
and the full version of the extraction tool are available on 
from the first author (LAA).

Discussion
The aim of this study was to develop, validate, and pilot-

test an extraction tool to measure adherence to best practice 
guidelines by interprofessional teams with ACNP prac-
tising in post-operative cardiac surgery. When measuring 
the adherence to best practice guidelines by interprofes-
sional teams, the findings of our study suggest it is crucial 
to include best practice guidelines related to the clinical and 
psychosocial condition of the patient, as well as influenc-
ing variables related to patients and interprofessional teams’ 
characteristics.

Four important factors contributed to the selection of the 
12 best practice guidelines for our extraction tool. First, these 
guidelines were recognized internationally and they were 
supported by several robust and high-quality publications 
and guidelines (Alkhalil, 2020; Chaudhary et al., 2019; Clar 
et al., 2017; Gupta et al., 2020; Masuda et al., 2020; Neves et 
al., 2022; Xi et al., 2019). Second, several international ran-
domized controlled trials have demonstrated the efficacy of 
these guidelines on preventing adverse events and post-oper-
ative complications for patients who have undergone cardiac 
surgery, including a decreased risk of stroke, atrial fibrilla-
tion, and thromboembolism. (Benjamin et al., 2018). Third, 
a consensus of the literature highlighted the importance of 
the high adherence to those guidelines by interprofessional 
teams to ensure the delivery of high-quality and safe care to 
patients in post-operative cardiac surgery settings (Engelman 
et al., 2019). Fourth, these best practice guidelines reflect the 
holistic practice of ACNPs within interprofessional teams 
and focus on the management of the patient’s clinical and 
psychosocial care after undergoing cardiac surgery (Audet 
et al., 2021).

A total of 15 influencing variables were included in the 
extraction tool. These variables were selected based on their 
influence on the level of adherence to best practice guide-
lines by interprofessional teams (Audet et al., 2021, Gurses 
et al., 2010). To explain these associations, Gurses et al., 
(2010) argues that depending on the patients’ clinical and 
psychosocial status, as well as their individual needs, inter-
professional teams will adhere (or not adhere) to certain best 
practice guidelines. Also, characteristics of the interprofes-
sional teams will impact on their adherence to best practice 
guidelines. For example, the inclusion of an ACNP will likely 
enhance the adherence to best practice guidelines related to 
the preparation of the patient discharge from the hospital and 
readiness to go home (e.g., preparing prescriptions, wound 
care) by the interprofessional team (Audet et al., 2021). The 
inclusion of these influencing variables was crucial to accu-
rately measure the level of adherence to best practice guide-
lines by interprofessional teams.

The validation of the extraction tool included content val-
idation with an expert committee, as well as criterion valida-
tion. The category of the prescription and management of 
pharmacotherapy was associated with the highest CVI and 
the highest inter-rater agreement between experts for both 
rounds of revision. For several years, a consensus of robust 
and high-quality findings supports the efficacy of pharma-
cotherapy on the prevention of adverse events and post-op-
erative complications for patients after a cardiac surgery 
(Alkhalil, 2020; Gupta et al., 2020; Masuda et al., 2020). 
Moreover, the guidelines related to the pharmacotherapy 
are widely known and mastered by interprofessional teams, 
which has led to high adherence to these guidelines by teams 
in post-operative cardiac surgery settings (Benjamin et al., 
2018). The influencing variables related to interprofessional 
team characteristics and the prescription and monitoring of 
laboratory results were associated with the lowest average 
CVI and inter-rater agreement for the first and second round 
of revisions. From the qualitative feedback and comments 
provided by the members of the expert committee, underly-
ing reasons, such as the misunderstanding of the items and 
the variability of the practice of each expert within their own 
clinical setting may have contributed to the low CVI for both 
categories and rounds of revisions.

Two indicators were associated with the lowest correla-
tions between the measures taken with the extraction tool 
and the measures taken with the performance measures of 
the STS: the prescription of 1) a beta-blocker, and 2) a lip-
id-lowering agent at discharge. Discrepancies may be related 
to challenges for care providers to prescribe certain medica-
tions for patients with contraindications, or those with com-
plex conditions at discharge.

For the pilot-testing of the extraction tool, a total of 24 
patients were randomly selected from a retrospective cohort 
of patients who had undergone CABG surgery. The inter-
rater agreement between the three reviewers was above the 
targeted value. We believe that the frequent meetings among 
all reviewers and their clinical backgrounds within acute and 
critical care settings contributed to the high inter-rater agree-
ment between reviewers.

Limitations 
Three key limitations must be acknowledged. First, our 

extraction tool was developed, validated, and pilot-tested in 
Quebec, Canada, leading to a risk that the extraction tool 
does not represent the practice of interprofessional teams at a 
national or international level. However, a systematic review 
of the randomized controlled trials and healthcare organiza-
tions was performed to identify internationally-recognized 
best practice guidelines and influencing variables (Audet et 
al., 2021).

Second, the members of the expert committee and the 
reviewers involved in the pilot-test were all nurses who volun-
teered to participate, thus limiting the representation of other 
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clinicians (e.g., physiotherapists, nutritionists, etc.) practising 
in the interprofessional team. Also, each member of the expert 
committee had unique characteristics and clinical backgrounds 
(e.g., years of experience, culture of the practice in their own 
setting, etc.), which may have biased the results of the content 
validation process. However, clinicians from several healthcare 
centres across Canada were recruited to ensure the diversity of 
backgrounds of the members of the expert committee.

Finally, the small sample size used to perform the crite-
rion validation and the pilot-test is a study limitation. Several 
influencing variables related to patients (e.g., smoking status) 
and interprofessional team characteristics (e.g., years of expe-
rience as an ACNP) could potentially influence our measure 
of adherence to best-practice guidelines by interprofessional 
teams with ACNPs. The small sample size might also limit 
the reliability and validity, as well as the generalizability of our 
findings. Nonetheless, a systematic review of randomized con-
trolled trials and a content validation with an expert committee 
were conducted to retrieve a wide range of influencing vari-
ables to be included in the extraction tool. Finally, past studies 
have supported the relevance of pilot studies with sample sizes 
of 12 participants per group, as the aim of this study was to val-
idate and pilot-test the extraction tool (In, 2017).

Implications for Cardiovascular Nurses
The ACNP represents a key role for nurses and interpro-

fessional teams practicing in post-operative cardiac surgery, 
as well as other types of cardiovascular care settings. Past 
studies have shown that ACNPs facilitate communication 
and collaboration between nursing and medical teams and 
encourage nurses to participate in clinical rounds with the 
interprofessional teams (McDonnell et al., 2015). ACNPs 
represent a trusting and accessible figure to ask questions and 
discuss clinical cases and support novice nurses to develop 
their practice (Kilpatrick, 2013). Therefore, it is crucial to 
conduct further studies that provide empirical data to sup-
port ACNP practice in cardiovascular care settings. Our 
extraction tool is ideal for cardiovascular nursing research-
ers who wish to examine the practice of interprofessional 

teams with ACNPs in their clinical setting. For example, the 
extraction tool could be used to assess care quality following 
the integration of a new ACNP within an interprofessional 
team or a change in the organization. Our process of devel-
oping the extraction tool could also be used as a template for 
researchers who are aiming to examine the contributions of 
advanced practice nurses into their clinical teams.

Conclusion
This is the first validated extraction tool that measures 

the level of adherence to best practice guidelines by inter-
professional teams with ACNPs in the post-operative car-
diac surgery setting. The extraction tool also represents a 
foundational canvas to the development of additional tools 
measuring the adherence to best practice guidelines of inter-
professional teams with advanced practice nurses in various 
types of settings. Finally, our extraction tool will be available 
to the scientific community to conduct future quantitative 
studies to examine the level of adherence to best practice 
guidelines by interprofessional teams with ACNPs, and ulti-
mately, improve the quality of care provided to patients and 
families.
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Obesity is a chronic, relapsing , and complex disease resulting 
from the dysregulation of individual genetic, physiological, and 
environmental factors overlaying environmental biology. The 
prevalence of obesity has increased dramatically over the last 50 
years, with an estimated one in four Canadians considered obese. 
The purpose of this paper is to provide a critical overview of the 
current evidence on obesity management and best practice for pri-
mary healthcare providers and nurses, in particular. We discuss 
the negative effects of weight stigma and bias, false assumptions 
about obesity, and convincing evidence that cardiometabolic and 
cardiorespiratory measures are more relevant factors than BMI 

in assessing health. We present recommendations, based on cur-
rent clinical practice guidelines, that include approaches such as 
increased physical activity, medications, and surgery. Cardiovas-
cular nurses can contribute to improving the care and clinical 
management of individuals with obesity by embracing the para-
digm shift from a focus on measuring weight to promoting healthy 
behaviours and quality of life.

Keywords: body mass index, cardiorespiratory fitness, 
health promotion, nursing, obesity, primary health care, 
weight bias, weight stigma

Key Highlights
• Obesity is a chronic, relapsing disease that is often

misattributed to an individual’s lack of willpower or
understanding about this health issue.

• Nurses and other primary care providers must consider
the harmful effects of weight bias and stigma on people
with obesity while providing judgement-free care.

• A weight-inclusive approach to management includes
removal of barriers, effective pharmacologic options, and
partnered agreement of health expectations.

• Nurses and other primary care providers should focus on
patient health, not weight.

Obesity is a chronic, prevalent, and relapsing disease, 
characterized by excess adiposity that impairs health 

(Wharton et al., 2020). Obesity is a complex health issue 
resulting from the dysregulation of individual genetic, physi-
ological, and environmental factors overlaying environmental 
biology (Wharton et al., 2020). The prevalence of individuals 
with obesity and excess body weight has increased dramati-
cally over the decades (World Health Organization [WHO], 
2021). More than one-third of Canadian adults have a body 
mass index (BMI) classifying them as overweight, and one 
in four Canadians are considered obese (Statistics Canada, 

2019). Regardless of the measurement tool used, two to three 
times more Canadians are obese today than 50 years ago 
(Elflien, 2023). Importantly, many of these individuals are 
receiving suboptimal care (Mauldin et al., 2022).

In this crtical overview, we synthesize current evidence 
about obesity management and recommend best practices 
related to obesity care for primary care providers, and car-
diovascular  nurses in particular. By challenging the current 
weight-centric paradigm and offering a weight-neutral alter-
native, care providers can shift the focus from weight loss 
to health promotion (Mauldin et al., 2022; Mensinger et al., 
2016; Dimitrov Ulian et al., 2022). A better understanding of 
this complex condition and the negative influence of social 
stigma and weight bias affirms the need to revisit obesity 
management in Canadian primary care (Rubino et al., 2021).

Background to Obesity Care
The Canadian Medical Association recognized obesity as a 

chronic disease in 2015 (Wharton et al., 2020). Official disease 
status facilitates the development of, and access to treatment 
programs and specialty clinics, and legitimizes research in the 
field. In addition, disease status provides individuals with obe-
sity with a medical diagnosis, which may help reduce feelings 
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of self-blame (Wharton et al., 2020). However, the debate con-
tinues: those opposed to classifying obesity as a disease argue 
that it implies bigger bodies are sick and that to be healthy, big-
ger bodies must become smaller (Luli et al., 2023). This crit-
ical perspective is referred to as the weight-neutral paradigm 
(Mauldin et al., 2022). Weight-neutral care avoids pathologiz-
ing people with bigger bodies and shifts the focus to health 
behaviours and risk reduction (Bacon & Aphramor, 2011; 
Gaesser & Angadi, 2021).

Although BMI is the current metric used to define obesity, 
its usefulness is limited due to several flaws. For example, at the 
population level, a high BMI does not necessarily correspond 
to health complications. Tomiyama et al. (2016) analyzed pop-
ulation-based data (N = 40,420) and demonstrated how reli-
ance on the BMI leads to misclassifications in health status. 
Among the participants classified as obese, 29% were healthy 
based on their cardiometabolic data. The BMI is also inaccu-
rate for individual assessment (Rasmussen, 2019) because it 
does not take into account the location or percentage of adi-
pose tissue, which is essential for understanding the degree to 
which weight impacts health. The likelihood of health com-
plications increases depending on location and distribution of 
adiposity, as well as genetic, physiological, and socioeconomic 
factors (Warburton & Bredin, 2017). Despite its flaws, BMI is 
considered helpful to identify population-based trends and, 
by extension, to provide directives for prevention programs 
(Global BMI Mortality Collaboration et al., 2016).

While individuals with obesity are not necessarily unwell, 
obesity is a predisposing  factor for several health issues, 
including type 2 diabetes mellitus, gallbladder disease, 
non-alcoholic fatty liver disease, joint pain, and gout (Whar-
ton et al., 2020). Additionally, specific cancers are linked to 
excess adiposity, including colon, kidney, esophageal, and 
endometrial cancers (Wharton et al., 2020). Several men-
tal health disorders are also linked to obesity. For example, 
depression and obesity tend to have a bi-directional relation-
ship; many symptoms of, and medications for depression are 
obesogenic and people with obesity often develop depres-
sion (Milaneschi et al., 2019). Obesity is also associated with 
several cardiovascular diseases. However, the connection is 
complex; for some individuals with obesity comorbidities 
increase the risk of cardiovascular disease, and for others, 
obesity may be a direct risk factor (Mandviwala et al., 2016).

The interconnectedness between obesity and co-morbid-
ities, layered upon social, behavioural, economic, and bio-
logic factors, challenges many primary care providers (PCPs), 
including nurses to provide optimal care for their patients 
(Sharma et al., 2019). Sustained weight loss reduces the risk 
of acquiring an obesity-related co-morbidity (Rubino et al., 
2021). However, PCPs commonly advise weight loss through 
diet and exercise only (Mensinger et al., 2016). Emerging evi-
dence shows that diet and exercise are generally ineffective 
in the long term, and can cause individuals to cycle between 
weight levels (Bacon & Aphramor, 2011; Kheniser et al., 2021; 

Sharma et al., 2019), which has harmful metabolic and psycho-
logical consequences (Mensinger et al., 2016). In fact, there is 
evidence that weight cycling is a risk factor for cardiometabolic 
diseases (Montani et al., 2015). Despite a complex constella-
tion of conditions, more empathetic and effective treatment 
and management for obesity is possible – and critical. How-
ever, the harmful effects of weight stigma, bias, and discrimina-
tion must also be addressed (O’Hara & Taylor, 2018).

Weight Bias and Stigma
Weight bias and stigma cause harm to individuals living in 

bigger bodies (Mauldin et al., 2022). Weight bias is defined as 
negative attitudes, beliefs, assumptions, and judgements about 
individuals who are overweight or obese (Mauldin et al., 2022). 
Weight bias stems from the weight-centric paradigm (Talumaa 
et al., 2022), the belief that obesity is caused by an individu-
al’s failure to control food intake, and is associated with traits 
including lazinesss, lack of motivation, and non-compliance 
with medical advice (Forhan & Salas, 2013). Implicit weight 
bias involves assumptions beyond conscious awareness, 
whereas explicit bias is conscious (Mauldin et al., 2022).

Weight stigma is a social phenomenon defined as “the social 
rejection and devaluation that accrues to those who do not 
comply with prevailing social norms of adequate body weight 
and shape” (O’Hara & Taylor, 2018, p. 1). Research has high-
lighted the multiple harms of weight stigma and adverse-re-
lated health outcomes (Calogero et al., 2016; Talumaa et al., 
2022; Tomiyama et al., 2018; Wu & Berry, 2018). Stigmatized 
people with obesity experience discrimination and loss of 
social status, which impacts multiple life domains, including 
employment and education (Lee & Pausé, 2016).

The daily stress of social stigma for persons with obesity 
may negatively impact their behaviour and psychological 
health, and cause physiologic changes. In a systematic review 
of the impact of weight stigma (N = 33 studies), Wu and Berry 
(2018) reported higher perceptions of weight stigma were 
associated with the following behavioural changes: higher 
incidence of disordered eating, decreased medication adher-
ence, and healthcare avoidance. This review and others have 
also found that weight stigma is associated with changes to 
physical health including increased cortisol, glycated hemo-
globin, and C-reactive protein, causing dysregulation of glu-
cose and lipid metabolism and inflammation (Talumaa et al., 
2022; Wu & Berry, 2018). These weight stigma experiences 
may also contributre to poor psychological health, includ-
ing depression, low self-esteem and body dissatisfaction, fol-
lowed by decreased exercise and disordered eating (Mauldin 
et al., 2022; Talumaa et al., 2022; Wu & Berry, 2018).

The widespread perception of obesity as an individ-
ual behavioural disorder oversimplifies its complex nature. 
Therefore, it is not surprising that healthcare professionals 
can hold explicit and implicit weight biases (Mauldin et al., 
2022; Talumaa et al., 2022; Tomiyama et al., 2018). Nursing 
and medical students may not knowingly endorse anti-obese 
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attitudes; however, in a review of studies using validated mea-
sures (N = 3,554), healthcare professionals (HCPs) scored 
more weight bias than they were consciously aware of 
(Talumaa et al., 2022). This dilemma is thought to be driven 
by the weight-centric paradigm that promotes the association 
of slimness with health (Mauldin et al., 2022). As a result, 
individuals with obesity are less likely to access healthcare 
and less likely to receive evidence-based and judgement-free 
care (Lee & Pausé, 2016). For example, in a fairly recent sys-
tematic review (n = 38,988), Graham et al. (2022) reported 
that individuals with obesity are less likely to receive cancer 
screening than people who are thin.

Weight stigma is reinforced through the use of BMI; the 
categories of normal/ideal weight (i.e., 18–24.9 kg/m²), 
overweight (25–29.9 kg/m²), or obese (BMI > 30kg/m²; 
WHO, 2021) imply there are right and wrong weights and 
quantify the magnitude of the obesity problem. Critics have 
challenged the utility of the BMI, arguing that it is a weak 
predictor of health status, unhelpful in non-white popula-
tions and women, and that its use increases health inequities 
(Bacon & Aphramor, 2011; Mauldin et al., 2022; Rasmussen, 
2019; Wharton et al., 2020).

Challenging False Assumptions
An improved understanding of obesity has been shown to 

reduce bias in healthcare professionals, with de-stigmatizing 
effects for individuals with obesity (Talumaa et al., 2022). 
Therefore, we review several common assumptions of the 
weight-centric paradigm to provide clarity on this complex 
health issue.

Assumption 1: Increased Weight Equals Increased 
Mortality

Several populations-based studies have evaluated the rel-
ative risk of mortality associated with various BMIs, after 
controlling for confounding factors, such as age and smok-
ing (Flegal et al., 2005; Visaria & Setoguchi, 2023). These 
authors reported that relative to the normal weight category, 
excess weight (BMI = 25–29.9 kg/m2) was not associated 
with excess mortality. However, individuals classified as 
underweight and obese were at higher mortality risk (Fle-
gal et al., 2005; Visaria & Setoguchi, 2023). While there is 
evidence that idividuals with very high body weight have 
increased mortality rates, for those with mild obesity, BMI 
only weakly predicts longevity.

Key message: Individuals classified as overweight or 
mildly obese based on their BMI alone are not necessarily at 
increased risk of death and warrant further assessment.

Assumption 2: Increased Weight Causes Increased 
Comorbidities

The association between obesity and multiple comorbidi-
ties is well-established (WHO, 2021). However, there is con-
troversy regarding the degree to which this relationship is 
causative (Bacon & Aphramor, 2011; Mauldin et al., 2022). 

Factors such as the social determinants of health, health ineq-
uities, weight stigma, weight cycling, mental health, fitness, 
and nutrient intake all play a role in determining the health 
risk of obesity, but these multiple factors are difficult to mea-
sure and disentangle, and are often unaccounted for in stud-
ies (Bacon & Aphramor, 2011). However, when these factors 
are included, the increased risk of disease is greatly reduced, 
regardless of weight (Bacon & Aphramor, 2011; Visaria & 
Setoguchi, 2023).

Key message: We cannot assume weight is the sole reason 
for comorbidities.

Assumption 3: Dieting Works
Many healthcare practitioners advise weight loss through 

decreased calorie consumption and increased energy expen-
diture. A fairly recent Canadian study of 255 healthcare 
practitioners (n = 131 nurses) indicated that professionals 
continue to focus on excess food intake and inactivity as 
the primary causes of obesity (Van Stiphout et al., 2022). 
However, weight loss from these methods is not usually sus-
tained and often leads to weight cycling (Mensinger et al., 
2016; Dimitrov Ulian et al., 2022). This, in turn, may lead to 
negative physical health consequences, such as insulin resis-
tance, hypertension, dyslipidemia, and cardiovascular disease 
(Bacon & Aphramor, 2011; Jeong et al., 2021). Weight cycling 
can also invoke shame for patients, frustration for clinicians, 
and the erosion of therapeutic relationships (Lee & Pausé, 
2016; Mauldin et al., 2022). Dieting has also been associated 
with disordered eating, increased social stigma, and health-
care avoidance (Mauldin et al., 2022; O’Hara & Taylor, 2018).

Key message: Advising weight loss only in the plan of 
care for patients with obesity is often ineffective and poten-
tially harmful.

Assumption 4: All Individuals with Obesity are 
Unhealthy

It is common to assume a person is unhealthy based 
solely on a high BMI (Frederick et al., 2020). However, a 
subset of individuals with obesity are metabolically healthy 
(Linares-Pineda et al., 2022). Fitness and diet affect health, 
independent of weight, which means an overweight/obese 
person can be fit and healthy, and a thin person can be 
unhealthy (Talumaa et al., 2022). Research indicates that 
cardiorespiratory fitness (CRF) may be a better predictor of 
mortality than BMI (Gaesser & Angadi, 2021). In a compre-
hensive review, Gaesser and Angadi (2021) argue that the 
increased mortality risk associated with obesity can be sig-
nificantly reduced and sometimes eliminated with moderate 
to high levels of cardiorespiratory fitness and that improve-
ments in cardiometabolic risk markers with exercise are com-
parable to weight loss programs. Moreover, physical activity 
has multiple benefits, and may curb symptoms of disordered 
eating (Campos et al., 2022).

Key message: CRF is a better indicator of health and is 
independent of a person’s body weight.
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A Path Forward: Primary Care 
Recommendations for Individuals with 
Obesity

Despite the research evidence regarding obesity and weight 
stigma, the rates of effective weight management in primary 
care are low(Luig et al., 2018; Ogunleye et al., 2015). Based 
on a review of the weight science literature, Mauldin et al. 
(2022) proposed a weight-inclusive model of caring for indi-
viduals with obesity, with the targets for interventions concep-
tualized at three levels of influence: the clinician, the practice 
environment, and systemic issues (Mauldin et al., 2022). 
Weight-inclusive care is an approach that asserts everyone can 
attain health and well being regardless of their body weight or 
BMI, assuming they have non-stigmatized care (Mauldin et 
al., 2022). Weight-inclusive care raises awareness of body size 
diversity, challenges healthcare that assumes a weight-centric 
approach, focuses on behaviour change to treat and manage 
obesity, and values quality of life over weight loss.

The clinician
Prior to treating patients with obesity, clinicians should 

reflect on their own biases. Understanding one’s implicit 
biases brings awareness and objectivity to decision-making. 
The Harvard Implicit Association Test is a tool that measures 
the strength of associations between concepts and evalua-
tions or stereotypes, and can identify the care provider’s 
degree of implicit weight bias (Talumaa et al., 2022). Use of 
this tool and self-reflection are important steps for combat-
ing the dominant clinical and cultural narratives that frame 
obesity as irresponsibility and lack of will power, and move 
toward providing respectful, non-judgemental care.

Obesity Canada has developed clinical practice guidelines 
to streamline care for people with obesity (Wharton et al., 
2020). The guidelines are arranged in five sequential steps. 
These steps can be augmented by the 5As of assessment and 
intervention, which are also recommended for obesity man-
agement: ask, assess, advise, agree, assist (Wharton et al., 
2020). Based on these current clinical practice guidelines, the 
following five recommendations are presented for nurses and 
other providers who work with people experiencing obesity.

1. Recognize obesity as a chronic disease and ask the 
patient permission to offer advice. Obesity is a heteroge-
neous disease with diverse drivers and presentations for indi-
vidual patients and, therefore, requires customized treatment 
like any chronic disease (Wharton et al., 2020). However, 
unlike most chronic diseases, obesity is often associated with 
shame and traumatic healthcare experiences (Mauldin et al., 
2022). Using neutral language, such as ‘a person with obe-
sity’ rather than ‘an obese person,’ demonstrates empathy and 
separates the individual from their diagnoses (Puhl, 2020). 
Current guidelines recommend asking to discuss weight, 
which shows respect and does not assume every person 
with obesity wants to engage treatment[s]. As well, specific 

appointments to address obesity are an important consider-
ation, as this disentangles comorbidities and highlights obe-
sity as a separate health issue (Ogunleye et al., 2015). For 
example, “Your blood pressure is still high; if you lost weight, 
your blood pressure would likely improve” embeds obesity 
with hypertension management and may result in guilt and 
shame that the hypertension is their fault.

2.  Assessment. It is important for PCPs to integrate a holis-
tic approach that addresses the root cause of weight gain and 
the potential metabolic, mechanical, and mental comorbidi-
ties, while avoiding stigmatizing behaviours and oversimpli-
fication (Wharton et al, 2020). The initial visit for obesity 
should include measurement of BMI and waist circumfer-
ence, history of weight gain with cardiometabolic indices 
and assessment of comorbidities. Obtaining a thorough his-
tory will help to identify the root causes of obesity, which 
could be a combination of genetics, epigenetics, neurohor-
monal mechanisms, chronic diseases, medications, cultural 
practices and beliefs, built environment, adverse childhood 
experiences, mood disorders, eating disorders, attention-defi-
cit/hyperactivity disorder and identity (Luig et al., 2018). 
Understanding the root cause of obesity and the barriers to 
weight loss provides a target for care and an explanation for 
the patient. Making sense of root causes and barriers, along 
with reframing misconceptions about obesity are key discus-
sions that support patients in their capacity to make changes 
(Luig et al., 2018).

3. Discussion of treatment options. Treatment for adults 
living with obesity is multimodal and interdisciplinary, 
and often includes pharmacologic, behavioural, psycho-
logical, and potentially surgical components (Wharton 
et al., 2020). Prior to 2021, on-label medical management 
options provided modest results, but had a relatively high 
burden of side effects. Semaglutide/Ozempic is a new and 
more effective treatment option for people with obesity 
(Xie et al., 2022). Clinical trial results indicate that sema-
glutide not only reduces body weight, but also lowers 
blood pressure, hemoglobin A1C and lipid levels, improves 
physical functioning, and has less side effects than ear-
lier obesity medication (Rubino et al., 2021). Although 
this evidence suggests that semaglutide can be an effec-
tive treatment option for some people with obesity, the 
clinical trials of semaglutide have been criticized for their 
small sample sizes and short-term follow-up (Sodhi et al., 
2023). Conversations with individuals about pharmaco-
logical management of obesity must include the benefits 
and risks of these medications.

Behavioural treatment for obesity involves nutrition and 
physical activity. However, diet modifications for weight loss 
are not effective when used alone because compensatory 
mechanisms may ultimately lead to weight gain (Khastega-
nan et al., 2019). This process is mediated by many factors 
including hormones, neurotransmitters and the effect of the 
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microbiome on hunger and satiety (Wharton et al., 2020). A 
growing field of research promotes intuitive eating as a safe and 
effective dietary change for people with obesity (Braun et al., 
2022). Intuitive eating involves recognizing how various foods 
make the body feel, and making decisions based on this sensa-
tion-based awareness while avoiding restriction or policing of 
food choices (Braun et al., 2022). Additionally, some people 
with obesity benefit from screening for eating disorders and 
counselling from allied health providers, as necessary (Cam-
pos et al., 2022).

Increased physical activity has positive impacts on meta-
bolic functions and can help to stabilize weight and improve 
physical functioning, but the amount of activity required is 
different for each individual, depending on their baseline 
CRF (Boulé & Prud’homme, 2020). Mental health in people 
with obesity is improved with physical activity as well, espe-
cially brisk walking, jogging, and social forms of exercise (Xu 
et al., 2022). While PCPs are generally able to provide basic 
counselling on nutrition, physical activity, and mental health, 
referrals to specialists may be needed for more in-depth care 
(Ogunleye et al., 2015).

Bariatric surgery should be considered for people with BMI 
>40 kg/m² or >35 kg/m² with an obesity-related comorbidity 
(Wharton et al., 2020). For these groups, surgery offers supe-
rior outcomes compared to best medical management in terms 
of weight loss and quality of life (Anvari et al., 2018). Bariatric 
surgery is under-accessed in Canada; though the number of 
surgeries has increased, it has not kept pace with the growth 
of referrals (Anvari et al., 2018). Unfortunately, bariatric sur-
gery is available annually to only one in 171 adults with severe 
obesity, and referred patients may wait up to eight years for the 
procedure (Obesity Canada, 2019).

4. Agreement regarding goals of therapy. Obesity is a 
chronic disease that requires life-long management. Agree-
ment regarding weight loss expectations, sustainable 
behavioural goals and treatment plans should be frequently 
revisited (Wharton et al., 2020). Weight loss expectations 
that are clearly communicated based on the patient’s best 
weight and their stated goals will avoid disappointment, 
non-adherence, and distrust (Wharton et al., 2020). A per-
sonalized action plan, based on the patient’s obesity driv-
ers, can help sustain behaviour change goals (Wharton et 
al., 2020). Nurses and other PCPs can emphasize success as 
measured by improvements in health and wellbeing, rather 
than a number on the scale.

5. Follow up and Advocacy. Primary care for indiviu-
dals living with obesity requires a holistic approach to fol-
low-up care that includes environmental, socioeconomic, 
emotional and medical factors that may be contributing to 
this health issue. For example, socioeconomic factors may 
prohibit a gym membership, healthy food choices, or med-
ication options. Outcomes are optimized with an interdisci-
plinary follow-up approach that includes nurses, physicians, 

registered dietitians, mental health specialists, and/or social 
work colleagues (Ogunleye et al., 2015).

Nurses working with the obesity population can play an 
important role in advocacy through involvement in causes 
that aim to improve care for individuals with obesity. Advo-
cacy can be aimed at improving education at the clinical level 
for nurses working with individuals with obesity, and at univer-
sity nursing programs to improve obesity health education in 
their curricula. Advocacy is also important at the government 
level to fund weight-loss medications and more bariatric sur-
geries (Mauldin et al., 2022; Wharton et al., 2020).

Practice environment
The practice environment, as identified in Maudlin’s frame-

work, refers to how individuals feel in the space where they 
receive care, and partly determines whether they feel accepted 
or unwelcome (Mauldin et al., 2022). From blood pressure 
cuffs to gowns and chairs, appropriately-sized equipment 
must be available (Mauldin et al., 2022). Additionally, the 
clinic space should avoid media that promotes the slim ideal 
or promotes diet cultures, as depicted in common fashion and 
lifestyle magazines. Training should be provided for all office 
staff to use neutral language and eliminate micro-aggression 
(Ogunleye et al., 2015). Creating a safe space for treatment 
improves care for people with obesity (Wharton et al., 2020).

Systemic issues
There are major systemic barriers to obesity care in Can-

ada, including lack of interdisciplinary obesity management 
programs, inadequate access to providers with expertise in 
obesity, low provider adherence to management guidelines, 
beliefs that guidelines are ineffective, lack of public health 
coverage for prescription drug treatment (Obesity Canada, 
2019; Sharma et al., 2019), and low interest in treating this 
health issue (Van Stiphout et al., 2022).

In Canada, medications for weight loss are not covered by 
health insurance, because they are considered lifestyle medi-
cations. Semaglutide (aka Ozempic), originally developed for 
diabetes, was approved for weight loss use in Canada in 2021; 
however, it is not reimbursed under most public or private 
drug insurance/subsidy plans (Canadian Agency for Drugs 
and Technology in Health [CADTH], 2022). This medica-
tion is expensive and, therefore, only available to those who 
are well-resourced, thereby increasing health inequities.

In a busy primary care practice, addressing systemic issues 
may be daunting, but awareness and advocacy can begin to 
shift cultural perceptions, decrease weight bias, and create 
lasting social change. Systemic structures and services would 
benefit from a mandated equity, diversity, and inclusion pol-
icy that fully addresses the health inequity experienced by 
individuals with obesity (Petticrew et al., 2022). Too often, 
broad changes target individuals without associated struc-
tural-level change, such as ensuring access to healthy food, 
but not banning unhealthy food in schools and public 
institutions.
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Nurses, in particular, are educated to recognize the impact 
of the social determinants of health, and can overcome the 
tendency to focus on weight by applying their knowledge of 
health inequities to their patients with obesity (Biro et al., 
2016; Mauldin et al., 2022).

Conclusion
Obesity affects one in four Canadian adults. Despite its 

prevalence, obesity is frequently oversimplified and mis-
characterized as a personal failing, even (and sometimes 

especially) by healthcare providers, including nurses. How-
ever, a burgeoning field of research is providing insight 
regarding the complex nature of obesity, the multiple nega-
tive effects of weight stigma, and the need for nurses to focus 
on health promotion for patients with obesity rather than fix-
ating on achieving weight loss. There is much nurses can do, 
from self-reflection and education, to building an empathetic 
practice environment, to advocating for system-level change. 
These actions will increase momentum for a shift in how obe-
sity is seen, experienced, and managed in primary care.
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