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EDITORIAL

The Vital Role of Annual Cardiovascular
Nursing Conferences in Strengthening our

Collaborative Future

he highly anticipated annual nursing Canadian Council

of Cardiovascular Nursing conference Update Your
Cardiovascular Nursing Toolkit is not just a date on the
calendar — it’s a call for collective progress, renewed pur-
pose, and shared innovation. In a time when our Canadian
healthcare landscape is evolving rapidly, the importance of
this in-person gathering for cardiovascular nurses cannot
be overstated. As the abstracts of this year’s conference are
published in this edition of the Canadian Journal of Cardio-
vascular Nursing, readers will note a wide range of diverse
sessions on the agenda, highlighting the breadth and depth
of the vital work carried out by cardiovascular nurses in the
domains of clinical care, education, research, and policy.
This conference is more than a series of workshops, oral and
poster presentations: it is a powerful convergence of minds,
experience, and ambition.

Each year, this conference offers a hub where nurses from
across Canada, cardiovascular specialty areas, domains of
practice, and career stage come together. It offers a platform
to share best practices, learnings, and hard-earned insights.
The initiatives and innovations shared at the conference
can elevate practice, re-ignite passion and enthusiasm for
our profession and chosen specialty, while simultaneously
improving practices and outcomes well beyond our home
institutions.

Amongst our impressive progress, there are exist-
ing challenges that require our attention and need to be
addressed with innovative solutions: workforce shortages
and burnout, managing and supporting patients with com-
plex, multimorbid chronic conditions; health inequities;
and artificial intelligence. All these — and more — demand
that we accelerate the implementation of solutions. Yet,
acceleration cannot happen in isolation. This is where the
conference’s role as a catalyst for collaboration and cour-
age is most critical. Nurses are uniquely positioned to lead
and influence integration across disciplines, creating new
interdisciplinary pathways to these much-needed solutions
(Orchard et al., 2017, Part 1; Part 2). With nurses’ holistic
understanding of patient and family needs and continuous
presence across the care continuum, nurses often serve as
the vital connectors between patients and families, phy-
sicians, therapists, social workers, pharmacists, and other
knowledge users. Partnering with these people who are in
positions that allow them to use the knowledge produced

through these initiatives in the real-world, leads to timely,
informed, evidence-based healthcare practice and policy
decisions (Gagliardi, 2016). They intimately understand
the context in which the knowledge is being generated
and, hence, are well suited to propose solutions to address
locally identified needs. By integrating diverse voices, espe-
cially those with lived and living experience, into our initia-
tives, we can develop novel approaches to solving complex
problems and ensure that the most relevant questions are
being asked, and most pressing problems are being solved.
This inclusivity shapes everything from project design,
what data are being collected to what outcomes are being
measured, and keeping people and communities’ needs
and priorities at the forefront. This also expands our net-
works for knowledge mobilization, crucial for achieving
timely, real-world impact. Increasingly, many funders are
supporting team-based and mission-driven research pro-
grams grounded in interdisciplinarity, cross-sector part-
nerships, and knowledge mobilization (Canadian Research
Coordinating Committee, 2025; Government of Canada,
2024; Social Science and Humanities Research Council,
2025).

These sentiments are mirrored in this issue of the
Canadian Journal of Cardiovascular Nursing, which con-
tinues to share and amplify advancements in cardiovascu-
lar nursing. In this issue, we share a compelling collection
of articles that tackle complex cardiovascular and clini-
cal issues, including a rapid review of self-management
interventions for patients living with refractory angina;
concept analysis of shared decision-making for African,
Caribbean, and Black Patients Seeking Diabetes care;
research exploring the therapeutic relationship and its
role in supporting patient decision aids for implantable
cardioverter-Defibrillator therapy; and a study explor-
ing the development of a Nurse Practitioner clinical for
patients following cardiac surgery. These articles bring
together a dynamic range of perspectives and illumi-
nate opportunities for nurses to continue to advance car-
diovascular care and outcomes. We continue to invite
submissions of research studies, reviews, clinical improve-
ment initiatives, and more.

In a time when healthcare systems must be more agile
and integrated than ever, empowering nurses to inform
and lead co-produced, interdisciplinary efforts is essential.
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As emphasized by the Canadian Council of Cardiovascu-
lar Nurses’ president during the recent conference, we are
Stronger Together. Because when nurses come together and
bring others along on the journey, they turn challenges into

opportunities, transform bold ideas into action, and find
ways to overcome even the most complex barriers.

Krystina B. Lewis, PhD, RN, and Davina Banner, PhD, RN
Co-editors
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Abstract

Background: Shared decision-making (SDM) enhances
patient-clinician collaboration. Racism and discrimination hin-
der SDM for African, Caribbean, and Black (ACB) patients,
who are disproportionately affected by diabetes and cardiovascu-
lar complications. There is limited evidence investigating SDM for
ACB patients with diabetes and no concept analyses to date have
conceptualized SDM for ACB patients with diabetes.

Purpose: To clarify the concept of SDM among ACB patients
with diabetes.

Methods: Following Walker and Avant’s concept analysis
approach, we searched CINAHL, Nursing & Allied Health,
Medline, Scopus, and Embase in November 2023. Eligible arti-
cles defined SDM, involved ACB patients, and were published
after 2010.

Results: Of 181 records, 11 studies were included. Identified attri-
butes include collaboration, communication, and cultural compe-
tency. Shared decision-making is conceptualized with a focus on
the barriers impeding this approach.

Conclusions: Equitable SDM improves ACB patients’ involve-
ment in decisions. Cardiovascular Advanced Practice Nurses have
an important role in implementing equitable SDM. Research
should focus on supporting all members of the interprofessional
team to mitigate barriers to SDM.

Keywords: advanced practice nurses, Black patients,
concept analysis, diabetes, shared decision-making

Gessese, S., Tyerman, J., Lewis, K. B. (2025). Shared decision-making in the context of African, Caribbean, and Black patients seeking diabetes care: A concept analysis

with implications for cardiovascular advanced practice nursing. Canadian Journal of Cardiovascular Nursing, 35(1), S-13. https://doi.org/10.5737/cjen-35-1-5

Key Highlights

 Disparities in Diabetes Care: ACB patients are
disproportionately affected by diabetes and cardiovascular
complications. Barriers such as racial bias and
discrimination further exacerbate health disparities and
impede effective diabetes management.

« Significance of SDM: SDM is an approach that fosters
collaboration between clinicians and patients, ensuring
that treatment plans are tailored to individual patient
needs and preferences. However, traditional SDM models
often fail to address the unique cultural needs of ACB
patients.

o Cultural Competence in SDM: Effective SDM with ACB
patients requires culturally competent care that respects
and integrates their values, preferences, and experiences.
Clinicians must actively listen, avoid discriminatory
practices, and provide culturally appropriate
recommendations.

o Operational Definition and Attributes: The manuscript
proposes a new operational definition of SDM for
ACB patients with diabetes, emphasizing humanistic
communication, collaboration, and culturally competent
care.
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SHARED DECISION-MAKING IN THE CONTEXT OF AFRICAN, CARIBBEAN, AND BLACK PATIENTS SEEKING DIABETES CARE:
A CONCEPT ANALYSIS WITH IMPLICATIONS FOR CARDIOVASCULAR ADVANCED PRACTICE NURSING

iabetes is a chronic disease affecting 1 in 10 adult Cana-

dians (Statistics Canada, 2023). Poorly controlled dia-
betes, characterized by elevated glucose in the bloodstream,
poses serious long-term damage to one’s blood vessels,
nerves, and organs (Heart and Stroke Foundation of Can-
ada [HSFC], 2024). Among the affected organs is the heart,
as elevated glucose levels over time impair the blood vessels
and nerves essential for heart function, thereby increasing the
risk of cardiovascular disease (CVD; HSFC, 2024). Cardio-
vascular diseases, which encompass conditions impacting the
heart and blood vessels, are the leading cause of death glob-
ally (American Heart Association [AHA ], 2024; Lindstrom
etal, 2022). Diabetes is recognized as a critical risk factor for
CVDs, with individuals diagnosed with diabetes being twice
as likely to develop CVDs, such as heart failure and stroke
(AHA, 2024; Lindstrom et al., 2022; Public Health Agency
of Canada [PHAC], 2018). Effective diabetes management
requires patients to regularly seek primary care services
and make decisions with their clinicians regarding medica-
tion options, blood sugar monitoring, and lifestyle modifi-
cations (Peek et al., 2010a). African, Caribbean, and Black
(ACB) patients are disproportionately affected by both type
1 (T1DM) and type 2 (T2DM) diabetes mellitus, experienc-
ing twice the risk compared to White patients, and being at
an increased risk for developing CVDs (Peek et al., 2010a).
Furthermore, the ACB patient population with diabetes is
underrepresented in the literature, with few studies focusing
on the barriers contributing to this health disparity (Quinn
etal., 2011).

Shared decision-making (SDM) is a recommended
approach to facilitate effective collaboration between clini-
cians and patients when making health decisions (Peek et al.,
2010a). Shared decision-making is a process where clinicians
collaborate and actively engage with patients as equal part-
ners to enable patients to make informed decisions regarding
their health and wellness that align with their values, prefer-
ences, and needs (Hoefel et al., 2020; Stacey et al., 2020).
Shared decision-making is important in the context of diabe-
tes and cardiac care by ensuring that treatment plans are tai-
lored to individual patient needs and preferences (Mhaimeed
etal, 2023). The implementation of SDM has been linked
to improved quality of the decision made, patient knowledge
of their diagnosis and available options, patient satisfaction,
and patient-clinician communication (Freeman-Hildreth et
al,, 2024; Kashaf et al., 2017). Emerging evidence also sug-
gests that challenges in the implementation of SDM among
ACB patients with diabetes in the global north are largely due
to barriers that disproportionately impact this population,
such as anti-Black racism and discrimination (Peek et al.,
2010a). These barriers prevent ACB patients from receiving
equitable healthcare services, leading to poor diabetes man-
agement, suboptimal mental health, and mistrust toward cli-
nicians (Anim et al,, 2024). Currently, limited studies explore
SDM between clinicians and ACB patients with diabetes

in primary care settings (Peek et al., 2010a). The existing
concept of SDM does not fully capture the needs of ACB
patients when engaging in health decisions (Mhaimeed et
al, 2023; Zisman-Ilani et al,, 2023). Furthermore, no existing
concept analyses have conceptualized SDM in the context of
ACB populations with diabetes. The purpose of this concept
analysis is to explore and provide an operational definition of
SDM among ACB patients who are making diabetes health
decisions in primary care settings.

Methods
Study Design

A concept analysis is an approach used to explore what is
known about a concept in the existing literature, understand its
components, and develop a clear and precise operational defi-
nition (Walker & Avant, 2011). This study employed Walker
and Avant’s (2011) eight-step approach for concept analysis,
chosen for its capacity to provide a comprehensive and struc-
tured framework. The first step is to select a concept for the
analysis. The second step involves identifying the purpose for
the concept analysis. The third step focuses on identifying all
uses of the concept within a discipline. In the fourth step, the
attributes that characterize the concept are determined. The
fifth step involves creating a model case based on a real-life
or hypothetical scenario that reflects an example of how the
concept is appropriately depicted. In the sixth step, alterna-
tive cases are constructed, such as a contrary case in which an
example of how the concept is not used correctly is depicted.
For the purposes of our concept analysis, we have developed
hypothetical scenarios. The seventh step involves identifying
the antecedents, which are the necessary components preced-
ing the concept, and the consequences, which describe what
happens as a result of the concept. Finally, the eighth step
defines empirical referents, which outline how the concept can
be measured or evaluated. This approach was used to explore
and define the concept of SDM in the context of ACB patients
seeking diabetes care.

Data Collection

An independent reviewer conducted a literature search
in CINAHL, Nursing & Allied Health, Medline (Ovid),
Scopus, and Embase databases in November 2023 to
explore how SDM in the context of ACB patients diag-
nosed with diabetes has been conceptualized in the exist-
ing literature. The search strategy was developed with the
guidance of the University of Ottawa’s Faculty of Health
Science librarian (see Table 1). Search terms included the
exact phrase “shared decision-making” as the concept and
“diabetes” or “diabetic” as the diagnosis. The ACB popu-
lation was represented using the search terms “African*,”
“Caribbean*;” or “Black*,” with an asterisk at the end of each
term to address variations. The Boolean operator “and” was
used to yield search results referring to all three aspects in
the title or abstract.

CANADIAN JOURNAL OF CARDIOVASCULAR NURSING
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Table1

Database Search Terms

Concept Title and Abstract Search Terms

Concept 1: Shared
Decision Making

“Decision making” OR “making decisions”
OR“informed decisions” OR “collaborative
decisions” OR “decision support” OR “preferred
decision” OR “information needs” OR “decision
aids”

Concept 2: African, “african*” OR “caribbean*” OR “black*” OR
Caribbean, and “afro*” OR “racialized*”
Black Population

Concept 3:
Diabetes

“Diabetes” OR “diabetic” OR “hyperglycemia”
OR“insulin resistance” OR “blood glucose
monitoring”

Inclusion Criteria

Eligible articles had to explicitly define the term SDM in
the article, focusing on adult ACB patients with T1DM or
T2DM as the primary diagnosis. Eligible articles encom-
passed empirical quantitative, qualitative, and mixed-meth-
ods studies or gray literature. They had to be published in
English and be from countries in the global north, where
ACB populations are a minority ethnic group. We excluded
articles that were not available online in the English language,
did not describe SDM in the context of primary care, did not
focus on the needs of ACB patients, and TIDM or T2DM
were not a diagnosis that was discussed. Articles related to
prediabetes, pediatrics, gestational diabetes, and technology
were also excluded, as the primary focus was specifically on
T1DM and T2DM. The publication year was restricted from
2010 to present to ensure relevant and timely findings for our
current healthcare context.

Selection of Articles

Eligible articles obtained through the literature search
were selected through a manual screening process (Figure 1).
Initially, titles and abstracts of each article were reviewed to
identify potentially relevant studies. This was followed by
a full-text screening to ensure each selected study met the
inclusion criteria.

Data Extraction and Analysis

The extraction phase involved gathering relevant data
from the studies included. We began by identifying how
SDM was defined and conceptualized across each study
and synthesized the findings. Additionally, we examined the
attributes, antecedents, consequences, and empirical refer-
ents associated with SDM. The operational definition was
derived from integrating these insights, focusing on common
elements in the context of ACB patients with diabetes.

Results

Steps 1 and 2 of Walker and Avant’s (2011) eight-step
approach for concept analysis are addressed in the article’s
introduction, in which the identified concept of SDM in the
context of ACB patients diagnosed with diabetes and the
purpose are explicitly identified. Steps 3 to 8 are addressed
below, whereby we present the search results of the literature
review. Finally, we propose a new operational definition for
the concept.

Search Results

The initial search yielded 181 results across the selected
databases (Figure 1). At the title and abstract level, we
removed 88 duplicates, five sources published before 2010,
and 77 sources that did not meet the inclusion criteria. After
the full-text screening process, 11 sources met the inclusion
criteria. These comprised one scoping review, five qualitative,
two quantitative, and three mixed-methods studies.

Step 3: Identified Uses of the Concept
Definition of SDM

Shared decision-making has been conceptualized as an
approach to facilitating patient-clinician collaboration in
decision-making. For instance, Mhaimeed et al. (2023)
defined SDM as a concept that “is a model of patient-clini-
cian interaction in which both parties share information and
take steps to build consensus regarding preferred treatments”
(p. 1). Peekeet al. (2012) defined SDM as a process in which
“patients are equal partners with their physicians in the dis-
cussions and decisions about diabetes treatment and clinical
care” (p. 297). This concept also focuses on equity, as Whit-
ney et al. (2017) highlighted the importance of including
patients in the decision-making process and incorporating
their preferences and values. Zisman-Ilani et al. (2023) noted
that SDM is “a recommended practice to improve health
communication and decision making and is particularly rec-
ommended for patients with T2D” (p. 1). Together, these
definitions demonstrate that SDM is a collaborative process
requiring communication and equity.

Use of the Concept

Within the literature, SDM, in the context of ACB patients
seeking diabetes care, focuses on the role of physicians, with
no mention of nurses or other clinicians (Mhaimeed et al.,
2023). When describing SDM, synonyms of this concept
have been used interchangeably, such as ‘collaborative, ‘par-
ticipatory, and ‘informed’ decision-making (Mhaimeed et
al,,2023; Quinn et al,, 2011). Barriers to implementing SDM
that adversely affect ACB populations have also been iden-
tified. An example involved clinicians engaging in discrimi-
natory practices, such as dismissing the patient’s concerns,
stereotyping, using condescending language, withholding
information, and treating ACB patients differently than other
patients (Peek et al., 2010b; Peek et al., 2012). This results
in ACB patients not trusting clinicians and suboptimal
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Identification of Sources via Selected Databases ]

Sources removed before screening:

A 4

* Duplicate sources that were
removed (n = 88)

Figure 1
PRISMA Flow Diagram Representing the Literature Search Process
oy
Sources identified from selected
c databases (n = 181}
-% «  CINAHL (n=11)
= e  Nursing & Allied Health
= (n=11)
$ «  Ovid Medline (n = 28)
o Scopus (n=56)
« [Embase (n=75)
|
v

. Sources published before 2010 were

Sources to be screened (n = 93)

) A

Sources for the fitle, abstract, and

excluded (n = 5)

»| Reasons sources were excluded (n=77):

text screening (n = 88)

Screening

Sources used for concept
analysis (n=11)

collaboration during SDM (Mhaimeed et al., 2023; Peek et
al,, 2010b). Another reported barrier was poor communica-
tion, which occurred when clinicians used medical jargon,
lacked interpersonal skills, and did not actively listen to the
patient (Peek et al., 2010b; Zisman-Ilani et al., 2023). This
prevented effective information exchange and limited SDM
(Mhaimeed et al., 2023; Peek et al., 2010b).

e T1DM and T2DM were not the
primary diagnosis (n = 37)

o Concept of SDM was not clearly
described in the context of primary
care (h=12)

s  Source did not focus on the
healthcare needs of the ACB
population (n=12)

» Focus on pediatrics (n = 3),
prediabetes (n = 4), gestational
diabetes (n = 3), and diabetes
technology (n=5)

s Notin English (n=1)

SDM Process

Included articles describe SDM as a process that begins
with bidirectional communication. This occurs when patients
share their experiences, values, and preferences while clini-
cians actively listen and offer information related to the con-
dition and the available options. This enables clinicians to
understand what matters most to the patient and identify

CANADIAN JOURNAL OF CARDIOVASCULAR NURSING



GESSESE, S., TYERMAN, J., & LEwis, K. B.

their needs. Barriers in this phase include ineffective com-
munication, discrimination from clinicians, and clinicians
appearing disengaged from the conversation (Peek et al,,
2010a; Whitney et al., 2017).

In the second phase, after initial bidirectional commu-
nication, clinicians provide culturally tailored options and
recommendations. Clinicians offer and may recommend evi-
dence-based treatment options that incorporate the patients’
cultural needs, values, and preferences. For example, recom-
mendations for a dietary plan must align with the patient’s
preferred cultural meals. Patients will consider these options
and be invited to ask questions for clarification. Barriers
include clinicians withholding information or not eliciting
or incorporating the patient’s needs, values, and preferences
into their reccommendations (Peek et al., 2010a; Whitney et
al, 2017).

Once the patient has considered each of the available
treatment options, a culturally appropriate shared decision
will be achieved in which patients and clinicians mutually
agree on a patient-centred treatment plan that aligns with
the patient’s cultural needs, values, and preferences. This can
involve the patient’s family for social support, setting man-
ageable goals, and arranging follow-up appointments. Bar-
riers at this phase include clinicians imposing decisions on
the patient, excluding the patient’s support system, and disre-
garding the patient’s cultural needs. A summary of the SDM
process is depicted in Figure 2 (Mhaimeed et al., 2023; Peek
etal.,, 2010a).

Step 4: Defining Attributes

Three attributes characterize SDM. One attribute is collab-
oration, where clinicians and patients work together to iden-
tify the patient’s preferences for the options and establish a
treatment plan (Peek et al., 2010a). Collaboration empow-
ers patients to make decisions with clinicians and increases
patient engagement during the decision-making process
(Whitney et al., 2017). This attribute requires mutual trust,
respect, honesty, and open communication (Zisman-Ilani et
al,, 2023). This leads to a patient-centred treatment plan to
achieve the best possible health outcomes (Syverud et al,,
2021).

Another attribute is humanistic communication, whereby
clinicians actively listen to the patient and understand the
patient’s perspective (Zisman-Ilani et al.,, 2023). This requires
empathy (Zisman-Ilani et al., 2023), honesty (Peek et al,,
2013), and respect (Whitney et al., 2017). For example,
patients may need a modified medication regimen to align
with their routine (Quinn et al., 2011). Clinicians demon-
strated this attribute by validating the patient’s concerns
and educating the patient on alternative medication options
during the recommendations phase (Peek et al., 2012). This
resulted in patients feeling valued, increasing collaboration
through SDM (Peek et al., 2010a).

The third attribute is culturally competent or appropriate
care, which requires clinicians to provide care that respects
the patient’s cultural values and beliefs (Peek et al., 2012).
Culture has a significant role in shaping one’s perceptions
and decision-making needs (Mhaimeed et al., 2023). There-
fore, being aware of the patient’s cultural background enables
clinicians to engage the patient in developing a patient-cen-
tred treatment plan (Peek et al., 2012). For example, Whit-
ney et al. (2017) discussed how the African-American church
shares strong spiritual values. In this example, clinicians can

Figure 2
A Process for Shared Decision-Making with ACB Patients

Bidirectional Communication

* Patient expresses
their cultural values,
preferences.

* Clinicians actively listen to
the patient and ask questions
to better understand the
patient's needs.

Culturally Tailored Options

* Clinicians offer evidence-
based options that align with
the patient's cultural

O needs, values, and

preferences.

Patients consider each

option and ask questions.

0
ol

Culturally Appropriate Decision

* Patient and clinician
0 0 mutually agree on an option
that aligns with the patient's
cultural needs, values, and
preferences.
This decision is patient-
centered and informed.
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demonstrate culturally competent care by respecting the
patient’s religious needs and incorporating the patient’s spir-
itual values during the decision-making process (Whitney et
al,, 2017). This can increase patient satisfaction and quality
decision-making (Syverud et al., 2021).

Step 5: A Hypothetical Model Case

Mrs. E is a 38-year-old Black patient of Kenyan descent.
She was diagnosed with T2DM four months ago. Mrs. E
scheduled an appointment with her Primary Care Nurse
Practitioner (NP) to share her frustrations with her current
diabetes treatment plan involving the use of a glucometer to
monitor her blood sugar and follow a prescribed dietary plan.

At the appointment, the NP initiated the conversation
by inquiring about Mrs. E’s preferences and goals related to
diabetes management. The NP also explored Mrs. E’s cul-
tural background to understand how her heritage influences
her lifestyle and values. Mrs. E shared that she had difficulty
using her glucometer at home to assess her blood glucose
levels. Mrs. E also expressed that the prescribed diet was
“too bland,” making it difficult to adhere to the plan. The NP
actively listened to Mrs. E by validating her experiences and
acknowledging her concerns.

After listening to Mrs. E’s health-related concerns, the NP
actively engaged Mrs. E in discussing the importance of man-
aging her blood sugar by accurately using a glucometer and
making appropriate lifestyle changes. Specifically, the NP
explained the available treatment options, which included
identifying alternative glucometers available and referring the
patient to a dietitian specializing in culturally tailored meal
planning. The NP engaged Mrs. E in a discussion about medi-
cation options and the risks and benefits of each, how to use a
glucometer, a dietary plan that incorporates traditional Kenyan
meals, and explored the feasibility of reccommended lifestyle
modifications for Mrs. E’s situation. The NP used understand-
able language and Mrs. Es preferred method of communica-
tion to ensure understanding. This resulted in the NP and Mrs.
E collaboratively developing an individualized diabetes man-
agement plan aligned with Mrs. E’s lifestyle, culture, and val-
ues. Together, they agreed on achievable short-term goals and
identified ways to involve Mrs. E’s family to support her. Ulti-
mately, Mrs. E felt empowered and demonstrated increased
satisfaction following this positive healthcare experience.

Step 6: A Hypothetical Contrary Case

Mr. E is a 42-year-old Black male patient of Haitian
descent. Mr. E was recently diagnosed with T2DM and
scheduled an appointment to meet with his Primary Care
NP to seek assistance with diabetes management. During the
appointment, the NP neglected to discuss Mr. E’s cultural
background or inquire about his values, preferences, and
treatment goals related to diabetes management. When Mr.
E attempted to voice concerns about previous experiences
of discrimination in healthcare settings, the NP disregarded
these issues.

Mr. E encountered difficulties understanding the med-
ical terminology used by the NP, compounded by English
being his second language. Despite this language barrier, the
NP failed to provide adequate explanations about available
treatment options, leaving Mr. E with a limited understand-
ing of his diagnosis and potential treatment approaches. The
NP proceeded to prescribe a treatment plan based on generic
guidelines, which did not account for Mr. E’s individual pref-
erences, values, or goals. This impersonal approach deepened
Mr. E’s mistrust toward clinicians and the healthcare system,
leaving him feeling disempowered and dissatisfied with his
healthcare experience.

Step 7: The Antecedents and Consequences
Antecedents

For SDM to occur, patients must recognize the signifi-
cance of their diabetes diagnosis, understand the need for
medical treatment, demonstrate willingness to participate,
and perceive themselves as capable decision-makers (Peek et
al,, 2012; Syverud et al., 2021). Clinicians must provide a safe
space and be knowledgeable regarding diabetes pathophys-
iology, assessments, treatment, communication strategies,
and SDM knowledge and skills (Peek et al., 2010b; Quinn et
al,, 2011). Additionally, clinicians need to recognize barriers
to equitable healthcare and have the skills to provide cultur-
ally competent care (Quinn et al., 2011; Whitney et al., 2017).
Overall, patients and clinicians must recognize that a cultur-
ally appropriate decision regarding the course of treatment
must be made, exhibit willingness to collaborate and share
mutual trust (Peek et al., 2012; Whitney et al., 2017).

Consequences

Effective SDM increases communication and collabora-
tion between clinicians and patients, resulting in developing
a patient-centred treatment plan that addresses the patient’s
values, preferences, and cultural needs (Peek et al., 2010b).
Through SDM, clinicians can improve the patient’s health lit-
eracy by tailoring to meet the patient’s learning needs (Whit-
ney et al., 2017). According to Peek et al. (2012), patients
who actively participate in the decision-making process
report increased satisfaction and empowerment in managing
their care. This leads to sustained lifestyle changes, improved
glycemic control, decreased blood pressure, reduced hospi-
talizations, etc. (Peek et al., 2010b; Quinn et al., 2011 ). Fur-
thermore, patients who feel that their opinions are valued and
receive culturally appropriate care through SDM are more
likely to trust clinicians (Mhaimeed et al., 2023).

Step 8: The Empirical Referents

Indicators of successful SDM with ACB patients include
patients who are actively engaging in discussions regard-
ing their care, share their experiences and preferences, ask
questions, and express overall satisfaction with the care pro-
vided during the decision-making process (Zisman-Ilani et
al,, 2021). Patients’ experiences with SDM can be measured

10

CANADIAN JOURNAL OF CARDIOVASCULAR NURSING



GESSESE, S., TYERMAN, J., & LEwis, K. B.

using self-reporting tools, such as the Patient-Practitioner
Orientation Scale (PPOS; Peek et al., 2011). This tool
requires patients to self-report their preferences and experi-
ences regarding SDM with physicians by answering six ques-
tions (Peek et al., 2011). Each question contains a six-point
Likert scale and addresses the three phases of the SDM pro-
cess, with an internal reliability Cronbach’s alpha score of 0.81
(Peek et al., 2011). Similarly, Syverud et al. (2021) recom-
mended the Desire to Participate in Shared Decision-Making
(DPMD) scale, and Zisman-Ilani et al. (2023) introduced
the Shared Decision-Making Questionnaire (SDM-Q9), all
serving the same objective. However, these scales overlook
race as a factor impacting SDM in the care of ACB patients
(Zisman-Ilani et al., 2021).

Proposed New Operational Definition

A definition of SDM in the context of ACB patients with
diabetes is needed to incorporate clinicians other than phy-
sicians, particularly nurses and, further emphasize cultural
competence throughout the SDM process. A proposed new
operational definition of SDM, specifically for ACB patients
with diabetes, can be considered: a concept in health care
that describes patients’ and clinicians’ engagement in bidi-
rectional communication and collaboration when making
decisions regarding the course of treatment. Shared deci-
sion-making, in this context, requires clinicians to actively
listen to the patient, avoid barriers and discriminatory prac-
tices preventing equitable healthcare delivery, and if they
arise, address them, provide culturally competent care, and
tailor treatment options to meet the patient’s holistic needs
(Mhaimeed et al., 2023; Zisman-Ilani et al., 2023).

Discussion

This concept analysis revealed that existing definitions of
SDM often overlook the significance of culturally appropri-
ate care, which is crucial for achieving equitable and effec-
tive healthcare outcomes (Mhaimeed et al., 2023). While the
uses of the concept of SDM in the context of ACB patients
with diabetes aligns with the established definition of SDM
(Stacey et al., 2020), there is a notable absence of cultural
competency as a critical component to the established defi-
nition (Mhaimeed et al.,, 2023). The study findings describe
SDM as a process that can be organized into three compo-
nents (see Figure 2): bidirectional communication, culturally
tailored recommendations, and reaching a mutually agreed-
upon and culturally appropriate decision (Mhaimeed et al.,
2023; Peek et al., 2010a). However, barriers, such as discrim-
ination, disregard for the patient’s cultural needs, and poor
communication, impede effective and equitable SDM among
the ACB population (Mhaimeed et al., 2023; Peek et al.,
2010b). Although existing definitions emphasize the collab-
orative nature of SDM between patients and clinicians, there
is a notable gap in its practical application and the breadth of
research exploring culturally inclusive approaches (Whitney

etal, 2017). Culturally sensitive care is an important factor
in the context of the ACB population as it ensures that their
values, preferences, and experiences are respected and inte-
grated into their care (Whitney et al., 2017). Key attributes
to successfully achieve SDM identified through this analy-
sis include collaboration between patients and clinicians,
humanistic communication involving empathy and honesty,
and culturally appropriate care that respects the patient’s cul-
tural values and preferences (Quinn et al., 2011; Zisman-Ilani
et al.,, 2023). Ultimately, this paper proposes a new opera-
tional definition of SDM as a process that incorporates the
attributes discussed in the literature and emphasizes the need
for culturally appropriate care to be practiced by all clinicians.

Implications for Practice

Primary care NPs and diabetes clinical nurse specialists
(CNSs) are advanced practice nurses (APNs) who can use
their clinical and academic expertise to integrate SDM strat-
egies effectively into their care (Peek et al., 2011). SDM is
a concept that can be integrated into the practice of APNs
when providing care for ACB patients with diabetes (Zis-
man-Ilani et al,, 2021). This is reflected through three com-
petencies identified in the APN pan-Canadian framework:
consultation and collaboration, direct comprehensive care,
and education (Canadian Nurses Association [CNA], 2019).

Shared decision-making is related to the competency of
consultation and collaboration in working with patients and
families when developing a treatment plan for diabetes man-
agement. Collaboration is one of the three attributes identi-
fied in the SDM literature, as both patients and APNs need to
work together to identify the patient’s concerns and prefer-
ences, discuss possible treatment options, and mutually agree
upon a decision. For example, suppose a patient expresses
frustrations with the current dietary plan during the informa-
tion exchange phase. In that case, the APN can work with the
patient to find a solution during the recommendations phase.
Solutions to this concern may include modifying the dietary
plan to incorporate cultural meals, collaborating with the
patient’s family for support at home, and consulting a dieti-
tian for additional resources. This individualized plan meets
the patient’s preferences and cultural needs, which empow-
ers patients to engage in SDM and follow the treatment plan.
This also encourages APNs to consult other clinicians, such
as physicians or social workers, to optimize patient care. This
has implications for interprofessional SDM, where two or
more clinicians collaborate to deliver patient-centred care
and support patients in decision-making (CNA, 2019; Peek
etal,, 2011; Stacey et al., 2016).

Direct comprehensive care is achieved when APNs com-
municate with the patient, apply their knowledge of diabetes
pathophysiology, and collaboratively develop a patient-cen-
tred treatment plan. Shared decision-making has a direct role
within this competency, as APNs need to collaborate with
patients to provide patient-centred care throughout the three
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phases of the SDM process. For example, APNs need SDM
when caring for patients who report difficulty using their glu-
cometer to monitor blood glucose levels. This is achieved by
listening to their concerns and identifying the patient’s prefer-
ences during the information exchange phase. In the recom-
mendation and deliberation phase, APNs identify strategies
to educate patients on glucose monitoring, explain the impor-
tance of glycemic control, and provide resources to support
patients in using their glucometer. Advanced practice nurses
collaborate with patients to mutually agree upon a decision
and plan follow-up appointments to monitor outcomes during
the decision-making phase. SDM ultimately promotes thera-
peutic communication and collaboration between patients and
APNs (CNA, 2019; Zisman-Ilani et al., 2023).

Finally, education is a competency in which SDM has a
direct role in APN practice. Through humanistic communi-
cation, APNss are responsible for interacting with patients and
evaluating the patient’s learning needs. Based on this assess-
ment, APNs provide education to their patients regarding
diabetes pathophysiology during the information exchange
phase, and the available treatment options during the recom-
mendations and deliberation phase. For instance, APNs can
educate patients on how to use a glucometer to monitor their
blood sugar by demonstrating this skill to the patient. Shared
decision-making impacts patient education by improving
the patient’s health literacy and empowering them to make
decisions regarding glucose management. Patient education
should be culturally tailored and involve the appropriate
language to ensure the patient’s understanding (CNA, 2019;
Peek et al., 2010a).

Relevance for Nursing

Understanding SDM in the context of ACB patients with
diabetes seeking primary care services is required to address
this gap and overcome racial barriers (Zisman-Ilani et al.,
2023). This will allow clinicians to understand the impact of
SDM on ACB patients and how to provide culturally compe-
tent patient-centred care (Mhaimeed et al., 2023). Advanced
practice nurses, including NPs and CNSs, are well-positioned
to implement patient-centred SDM strategies and address
barriers preventing equitable healthcare delivery to promote
positive health outcomes and experiences (Peek et al., 2011;
Zisman-Ilani et al., 2021).

Strengths and Limitations

This concept analysis has several notable strengths. First,
it addresses a gap in the existing literature by focusing on the
concept of SDM in the context of ACB patients diagnosed
with diabetes, a group that is disproportionately impacted
by diabetes and under-represented in research. The analysis
implemented Walker and Avant’s (2011 ) systematic eight-
step method to allow for a rigorous and structured approach
to analyzing the concept of SDM. The inclusion of studies
employing different study designs allows for a diverse explo-
ration of the factors influencing SDM for ACB patients. Yet,

our findings need to be considered in view of some lim-
itations. First, we identified a limited variety of sources, as
Peek was the first author for five of the 11 included studies.
Another limitation is that 10 studies were based in the United
States and none focused exclusively on the Canadian context.
Despite this, the findings remain relevant to the experiences
of ACB populations seeking healthcare services in the Cana-
dian healthcare system, with barriers to care, such as anti-
Black racism, medical mistrust, and paternalistic care having
been documented in Canadian studies as well (Williams et
al,, 2024). Finally, the screening process was conducted by a
single reviewer, as this concept analysis was part of a graduate
nursing course that required the primary author to conduct
screening independently, which may have introduced possi-
ble selection bias. To reduce the possibility of bias, the screen-
ing criteria and data extraction processes were clearly defined,
and the study findings were reviewed by two co-authors.

Recommendations for Research

Future research needs to prioritize examining SDM
among the ACB population with diabetes to address the gaps
highlighted in this paper. Systemic barriers impeding equita-
ble SDM need to be further examined to determine ways to
address this in clinical practice and promote cultural compe-
tency. Additionally, greater attention needs to be placed on
the role of nursing in the implementation of interprofessional
SDM, as opposed to solely focusing on the role of physicians.
Finally, future work should adopt a research co-production
approach, including patient partners, nurses and other clini-
cal members of the interprofessional team, on research teams,
to ensure that the work is relevant and aligns with the per-
spectives and lived experiences of this patient population and
the people caring for them.

Conclusion

This paper aimed to provide a clear and precise opera-
tional definition of SDM to support an appropriate under-
standing of the term, improve SDM practices, and address
the research gap concerning the decision-making needs of
ACB patients with diabetes. It also aimed to conceptualize
SDM to support clinicians in fostering culturally appropriate
SDM, when caring for ACB patients diagnosed with diabe-
tes. Clinicians are responsible for addressing racial inequi-
ties and providing culturally appropriate care to promote
patient-centred care, patient satisfaction, and positive health
outcomes and experiences. Within the context of the ACB
population with diabetes, APNs and other clinicians need to
encourage SDM that addresses racial inequities acting as bar-
riers during the decision-making process. This also requires
clinicians to address racial bias and discriminatory practices.
By addressing these barriers, clinicians can provide equita-
ble care throughout the three phases of the SDM process.
This can thereby mitigate the burden of diabetes and risk for
CVDs. Future studies should focus on developing culturally
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tailored decision support strategies, such as decision aids, to
facilitate SDM in clinical practice for ACB patients (CNA,
2019; Peek et al., 2013).
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Abstract

Background: Self-management interventions for patients with
refractory angina (RA) are minimally implemented in clinical
practice.

Purpose: This paper reviews the literature on self-management
interventions for RA, focusing on their components and structure.

Methods: A rapid review.

Results: The search yielded 137 records. Ten relevant studies were
identified by combining the current search results with those from
a notable 2014 meta-analysis. Eight unique interventions were
analyzed, comparing their efficacy, components, and structure.

Conclusion: The review highlights essential components
and structural features of self-management interventions for

individuals with RA, aiming to improve patient engagement and
treatment outcomes.

Implications for Practice: Findings highlight the importance
of interventions that reduce uncertainty, boost self-efficacy, and
incorporate personalized elements and peer support. These fea-
tures are essential for addressing the evolving needs of patients
with RA, with nurses playing a key role in continuous support,
education, and personalized care that empowers patients to man-
age their condition.

Keywords: refractory angina, self-management interven-
tions, quality of life, rapid review
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Key Highlights

- Existing self-management interventions for refractory
angina face accessibility barriers and often lack a
personalized approach.

o This rapid review describes the components and structure
of existing self-management interventions for refractory
angina.

o Acting planning, feedback, problem-solving, relaxation
techniques, and pacing are critical components of successful
self-management interventions for refractory angina.

Background
Refractory angina (RA) is a chronic condition charac-
erized by chest pain with minimal exertion or at rest
(Gallone et al., 2020). The diagnosis requires the presence
of chest pain for more than three months despite optimal
medical treatment, bypass grafting, or stenting (Davies et
al,, 2020). Prevalence estimates in the United States range
from 35,000 to 50,000 (Povsic et al., 2021) to 662,000 to
1.3 million (Benck & Henry, 2019). Lower prevalence esti-
mates occur when a narrower definition of RA is applied,
one that includes only patients with more than seven epi-
sodes of angina per week, compared to the broader defini-
tion used by the European Society of Cardiology’s working

group (Mannheimer et al., 2002). Although the annual mor-
tality rate is relatively low (i.e., less than 4% per year; Henry
etal,, 2013), half of the patients with RA will be hospitalized,
require coronary revascularization, or suffer a myocardial
infarction within three years following coronary angioplasty
(Povsic et al., 2015).

Patients with RA live with constant uncertainty, unaware
of how to manage their symptoms and fearing that chest pain
will lead to myocardial infarction and death (Spoletini et al.,
2020). This fear can cause patients to become less active,
cease working, limit social interactions, and avoid everyday
tasks (Wu et al., 2021).

Patients often struggle with self-management tasks like
monitoring symptoms or using short-acting nitroglyc-
erin properly (Spoletini et al., 2020). Additionally, many
patients hold misconceptions about angina, such as viewing
chest pain as a “mini heart attack” or believing that exercise
is unsafe. These beliefs hinder their optimal functioning and
are associated with high anxiety and depression levels (Spo-
letini et al., 2020).

The primary objectives in caring for patients with RA are
pain relief and quality of life (Davies et al., 2020). Self-man-
agement training is recommended to mitigate symptoms,
enrich quality of life, and reduce hospital readmissions
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(Kardos, 2020). Such interventions offer educational
resources to clarify misconceptions about angina alongside
cognitive and behavioural strategies for symptom and limita-
tion management (Kardos, 2020).

A meta-analysis by McGillion et al. (2014) revealed a
marked reduction in both the frequency of angina episodes
and physical limitations following self-management pro-
grams. This meta-analysis included data from nine random-
ized controlled trials (1994-2012) involving 1,282 adult
outpatients with coronary insufficiency and Canadian Car-
diovascular Society (CCS) Class 1-4 angina, all of whom had
stable symptoms for at least three months, to assess the effec-
tiveness of various self-management interventions on angina
symptom profiles, health-related quality of life, and psycho-
logical well-being. These interventions, delivered individu-
ally or in small groups and facilitated by peers or healthcare
professionals, varied in frequency from one to 16 sessions,
with some occurring weekly and others spread over several
weeks (Bundy et al., 1994; Furze et al., 2012; Gallacher et
al., 1997; Lewin et al.,, 1995; Lewin et al., 2002; Ma & Teng,
2005; McGillion et al., 2008; Payne et al., 1994; Zetta et
al,, 2011). Despite their differences, the interventions had
commonalities, such as a blend of educational content and
cognitive-behavioural strategies aimed at behavioural and
knowledge changes. Techniques taught included relaxation,
energy conservation, problem-solving, and action planning.
Moreover, the interventions emphasized safe physical exer-
cises tailored for patients with RA (McGillion et al., 2014).

Despite the effectiveness of these interventions, imple-
mentation in clinical practice has been minimal (McGillion
etal.,, 2022). Patients report participation barriers, includ-
ing scheduling conflicts, transportation difficulties, and
mobility-restricting physical symptoms (Merius & Rohan,
2017). Furthermore, many interventions lack customization
to accommodate each patient’s unique needs. Self-manage-
ment programs are lengthy (Lorig, 2015), demand effort and
training from healthcare professionals (Furze et al., 2012),
and incur costs for organizations (Morsch et al., 2021). In
addition, some self-management interventions carry licens-
ing costs, which further complicate their integration into the
care trajectories (Ory et al., 2015).

Given the variability in RA self-management interven-
tions and the challenges inherent in their implementation, it
is crucial to describe them thoroughly. Clear articulation of
the materials, schedules, activities, and delivery methods will
enhance self-management programs’ development and adap-
tation to local contexts. Such detailed articulation can offer
invaluable guidance, ensuring these interventions are more
effectively tailored to meet the needs of patients. Tailoring
programs in this way will likely enhance patient engagement
and facilitate adoption and implementation by cardiovascular
nurses. Addressing this need will help bridge the gap between
intervention design and practical application, ensuring that
patient care is effective and efficient.

Aim and Methods

This rapid review aimed to describe the components and
structure of RA self-management interventions reported
in the literature. Expanding upon the foundational work
by McGillion et al. (2014), which synthesized evidence on
self-management interventions for patients with stable RA
symptoms for at least 3 months up to 2012, we conducted a
rapid review (Dobbins, 2017). This review thus focused on
the studies included in the prior meta-analysis (before 2012)
and added research published afterwards (2012 onwards).
We aimed to identify all relevant self-management interven-
tions and provide a detailed description, focusing on their
key components and delivery structure. The rapid review
method aims to identify the most relevant and high-qual-
ity evidence to inform recommendations and facilitate
decision-making. Reporting is based on the PRISMA 2020
Statement (Page et al., 2021).

Eligibility Criteria

The literature search focused on randomized controlled
trials published after 2012 reporting the efficacy of RA
self-management interventions, defined as persistent chest
pain for more than three months despite optimal treatment
(McGillion et al., 2009). We included studies with patients
older than 18 with a functional angina class ranging from 1
(atintense or prolonged physical activity) to 4 (at rest or with
any light physical activity; Campeau, 2002).

The primary endpoint in eligible studies was angina symp-
toms—including chest discomfort, arm, jaw, or back pain—
or dyspnea (Jolicoeur & Henry, 2018). These symptoms
were measured using tools, such as the angina frequency
subscale of the Seattle Angina Questionnaire (Spertus et al.,
1995), or angina diaries. The secondary endpoint was qual-
ity of life, assessed through the perception of the impact on
an individual’s physical, psychological, social, and spiritual
states (Bowling, 2005). Measurements included the com-
posite five dimensions of the Seattle Angina Questionnaire
(Spertus et al., 1995) or other health-related quality-of-life
questionnaires.

Eligible interventions combined educational mate-
rials with cognitive and behavioural strategies, such as
stress management, energy conservation, and safe exercise
(McGillion et al., 2012). Control conditions included usual
care without exposure to the intervention or other self-man-
agement interventions. We considered articles in English or
French published in peer-reviewed journals between 2012
and 2024. Grey literature, conference proceedings, opinion
papers, best practice guidelines, theses, and dissertations
were excluded.

Study Identification

On April 4, 2024, two electronic databases (i.e., Cumu-
lative Index of Nursing and Allied Health Literature
[CINAHL; EBSCOhost] and MEDLINE [Ovid]) were
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searched using descriptors and keywords related to RA and
self-management interventions. The search strategy was
developed in collaboration with a certified science librarian
and is available on request.

Study Selection and Risk of Bias Assessment

Using Covidence (Covidence, Melbourne, Austra-
lia), retrieved records were sorted based on their titles and
abstracts. Subsequently, two independent reviewers (MGL,
PL) reviewed the full texts to confirm compliance with the
eligibility criteria. Under the guidance of the second author
(PL), the first author (MGL) used the second version of the
Cochrane risk of bias tool for randomized trials (Sterne et
al., 2019) to evaluate the risk of bias in the included studies.

Data Extraction and Analysis

Interventions were characterized using the Template
for Intervention Description and Replication (TIDieR)
checklist and guide (Hoffmann et al., 2014). Data extracted
encompassed: 1) country, 2) name of the intervention, 3)
theoretical basis, 4) study population, 5) materials and infor-
mation provided to participants, 6) materials used by pro-
viders, 7) description of the teaching/learning activities, 8)
who delivered the intervention, 9) mode of administration,
10) setting, 11) number, duration, and schedule of sessions,
and 12) degree of personalization.

We evaluated the degree of personalization for each inter-
vention by examining the extent to which they were stan-
dardized versus customized to meet individual patient needs.
The efficacy of these interventions is discussed narratively,
complemented by findings from the meta-analysis conducted
by McGillion et al. (2014). It is important to note that the
unit of analysis was the intervention itself; therefore, some
interventions were assessed across multiple studies.

Stakeholder Consultation

In alignment with the final step of the rapid review
method (Dobbins, 2017), we aimed to evaluate the appli-
cability and transferability of existing RA self-management
interventions. The first author consulted two experienced
facilitators from the Chronic Disease Self-Management and
Chronic Pain Self-Management programs (LeFort et al.,
1998; Lorig et al., 1999). In a one-hour meeting, they dis-
tilled the essence of self-management programs, identifying
key themes from their dual perspectives as facilitators and
chronic disease patients.

Additionally, we consulted with two patient partners with
RA (a Sl-year-old woman and a 70-year-old man) to gather
their insights on the essential components, preferred pro-
viders, and optimal structure for a self-management inter-
vention. Each participated in two one-hour meetings. In the
first, they were briefed on the pathophysiology of RA and a
synthesis of interventions identified from the review. In the
second meeting, they provided feedback on the intervention
components and discussed the best structure to meet their

needs. A summary of the discussions was sent to the patient
partners to validate their preferences.

Results

The search identified 137 records (see Figure 1), from
which three articles were selected for inclusion (Kimble,
2018; Moattari et al., 2014; Tylee et al., 2016). The risk of
bias in the three additional studies ranged from moderate to
high (see Table 1). Additionally, we included the eight arti-
cles that McGillion et al. (2014) reviewed in their meta-ana-
lysis (Bundy et al.,, 1994; Furze et al., 2012; Gallacher et al.,
1997; Lewin et al., 1995; Lewin et al., 2002; McGillion et al.,
2008; Payne et al., 1994; Zetta et al., 2011).

We identified eight unique interventions (see Table
2): the Angina Self-Management Intervention (Kimble,
2018), the Nurse-Personalized Care Intervention (Tylee
et al., 2016), the Angina Plan Intervention (Furze et al.,
2012; Lewin et al., 2002; Moattari et al., 2014; Zetta et al.,
2011), the Chronic Angina Self-Management Intervention
(CASMP; McGillion et al., 2008), the Stress Management
Program Intervention (Gallacher et al., 1997), the Angina
Management Program Intervention (Lewin et al., 1995),
the Pain Management Intervention (Payne et al., 1994) and
the Cognitive-Behavioural Stress Management Intervention
(Bundy et al., 1994).

Target Population

The target populations shared similar angina symptoms
but differed in demographic and other characteristics. Kim-
ble (2018) and Moattari et al. (2014) focused on patients
who had recently undergone angiography or percutaneous
coronary intervention (PCI), while the other studies exam-
ined those without recent PCI. Lewin et al. (2002) studied
patients with RA for less than 12 months, whereas Bundy et
al. (1994), Lewin et al. (1995), and McGillion et al. (2008)
included those with RA for at least 6 months (n = 236). The
mean patient age ranged from 54 to 66 years, with some stud-
ies limiting participation to adults less than 65 years (Payne
etal, 1994) or 70 years (Gallacher et al., 1997; Lewin et al.,
1995; Moattari et al., 2014). While most studies included
men and women, Gallacher et al. (1997) and Payne et al.
(1994) focused exclusively on male participants. Screening
for depressive symptoms also varied, with Tylee et al. (2016)
including patients scoring >8 on the Hospital Anxiety and
Depression Scale (Zigmond & Snaith, 1983), whereas Moat-
tari et al. (2014) including those scoring <7.

Intervention Components

The delivery of interventions varied, with the Angina
Self-Management (Kimble, 2018), Nurse-Personalized
Care (Tylee et al., 2016), and Angina Plan (Furze et al,,
2012; Lewin et al., 2002; Moattari et al., 2014; Zetta et al.,
2011) provided individually. Other interventions were con-
ducted in small groups, ranging from three to eight partic-
ipants (Bundy et al.,, 1994; Gallacher et al., 1997; Payne et
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Figure 1
PRISMA Flow Diagram
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Table1
Risk of Bias Assessment
References 1 2 4 5 Global
Kimble (2018) Moderate Moderate Low Low Moderate Moderate
Tylee etal.(2016)  Low Moderate Low Moderate Low Moderate
Moattari et al. Moderate Moderate Low High Moderate High

(2014)

Note. 1. Randomization process; 2. Deviations from intended interventions; 3. Missing outcome data; 4. Measurement of the outcome; 5.
Selection of the reported results.
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Table 2

Components of the Self-Management Interventions for Patients with Refractory Angina

Authors; country Intervention; Population Material provided Provider; schedule and Activities
theoretical basis to participants; mode of administration
providers
Kimble (2018) Angina Post-angiography or NR Nurses Information to
USA Self-Management angioplasty; CCS 1-4; no Standardized One 30-minute telephone  promote self-
Psychoeducation infarction before admission; telephone script session, individual management of
(Colivicchietal,, 2016) no bypasses in the last six symptoms (5 topics)
months
Tylee et al. (2016)  Nurse-Personalized Outpatient; CCS 1-4; Brochure on self- Nurses Information
UK Care presence of depressive management One 60-min individual according to patient
Self-efficacy (Bandura, symptoms > 8 on HADS and action plans; meeting at the clinic needs (4 topics or
1977) (Zigmond & Snaith, 1983) personalized health or home, followed by more)
plan 15-minute weekly phone
Health Assessment calls as needed for six
Form; Behaviour months

Change Toolkit

Moattari et al. Angina Plan Outpatient®9; post- Information guide; NR? Nurses<d; Peers® Discussions and
(2014) @ Cognitive behavioural admission for angina©; relaxation program Individual meeting (40 min) readings (10 topics)
Furze et al. (2012) ® therapy (Beck, 1979) post-angioplasty? on CD at the hospital, followed by

Zetta et al. (2011) © CCS1-4*<4; CCS1-3° Manual describing the four phone calls (10-15 min.)

Lewin et al. Diagnosis of RA > 12 intervention protocol over the next 12 weeks

(2002) months¢

UK, Iran Coronary heart disease (1-2

vessels); 40-70 years old;
no bypasses; < 11 points on

HADS?
McGillion et al. Chronic Angina Outpatient; CCS 1-3; Information Guide Nurses Information,
(2008) Self-Management diagnosis = 6 months; No Manual describing the Group meeting (2 hours.) discussions, and
Canada Program (CASMP) heart attack in the last 6 intervention protocol  of 8-15 participants in a exercise to promote
Self-efficacy (Bandura, months classroom setting; self-efficacy and pain
1977) One session per week for management (20
six weeks topics)
Gallacher et al. Stress Management Outpatient; CCS 1-4; Male Information guide; NR Information,
(1997) Program only; <70 years old relaxation program Group meeting of 3-8 discussion, and
UK Standard principles of on tape participants at the clinic;3  exercise to manage
stress management NR sessions at 4- and 6-week stress (10 topics)
intervals
Lewin etal. (1995) Angina Management Outpatient; CCS 1-4; NR Physiotherapists; Information and
UK Program diagnosis = 6 months; > 1 psychologists exercise to manage
Cognitive behavioural episode of angina/week; Group meeting (4 hours) stress and negative
therapy (Beck, 1979) Coronary artery stenosis of 16 participants at the emotions; physical
> 50%; < 69 years old hospital; individual meeting activity program (11
NR at each session; Two topics)
sessions per week for eight
weeks
Payne et al. (1994) Pain Management Outpatient; male only; CCS  Homework to practice Group meeting of 3-8 Information and
USA Program 1-4; > 4 episodes of angina  relaxation exercises participants; 1 session per exercise to manage
Cognitive behavioural in the last month; < 65 years and self-management week for three weeks negative emotions
therapy (Beck, 1979) old; no hospitalization in strategies and thoughts (6
the last 30 days NR topics)
Bundy et al. (1994) Cognitive-behavioural Outpatient; CCS 1-4; CD of relaxation Psychologists Presentation,
UK stress management diagnosis = 6 months; exercises; homework  Group meeting (1h30 min.)  discussions, and
training No infarction in the last 6 between sessionsto  of 6-8 participants; 1session relaxation exercises
Stress management months; < 69 years old generate discussion in  per week for seven weeks (11 topics)
education (Lazarus, the next session
1966) NR

Note. CCS = Canadian Cardiovascular Society Angina Grade; CD = Compact Disc; HADS= Hospital Anxiety and Depression Scale; NR = Not Reported;
RA= Refractory Angina.
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al,, 1994), eight to 15 (McGillion et al., 2008), or up to 16
participants (Lewin et al., 1995). Interventions were admin-
istered by nurses (Kimble, 2018; Lewin et al., 2002; Tylee et
al, 2016; Zetta et al., 2011), psychologists or physiotherapists
(Bundy et al., 1994; Lewin et al.,, 1995), or peers (Furze et
al,, 2012). Additional peer involvement was a distinctive fea-
ture in the CASMP (McGillion et al., 2008) and the Angina
Plan (Furze et al., 2012). In the CASMP, participants were
encouraged to call a peer between sessions, fostering motiva-
tion and problem-solving. In the Angina Plan, peers trained
by healthcare professionals delivered the program and con-
ducted follow-up calls.

Regarding format, the Angina Self-Management pro-
gram (Kimble, 2018) consisted of a 30-minute telephone
session. The Angina Plan (Furze et al., 2012; Lewin et
al., 2002; Moattari et al., 2014; Zetta et al., 2011) and the
Nurse-Personalized Care (Tylee et al., 2016) involved
ongoing support through 15-minute phone calls by a nurse

Table 3

or a peer, with a single longer session lasting 40 and 60
minutes, respectively. The total duration also varied across
programs: 3 hours for the Stress Management Program
Intervention (Gallacher et al., 1997), 12 hours for the
CASMP (McGillion et al., 2008), and 64 hours for the
Angina Management Program Intervention (Lewin et al,,
1995). Payne et al. (1994) did not report the duration of
their intervention.

Activities across the interventions typically included
information presentations, discussions, and practical exer-
cises focused on managing stress, negative emotions, and
angina symptoms. The topics covered by at least two inter-
ventions are presented in Table 3. The degree of personal-
ization varied significantly. For example, the Angina Plan
(Furze et al., 2012; Lewin et al., 2002; Moattari et al., 2014;
Zetta et al., 2011) and the Nurse-Personalized Care (Tylee
et al., 2016) offered high personalization, tailoring content
and number of sessions to individual misconceptions, risk

Topics Covered in at Least Two Self-Management Interventions for Refractory Angina

Components 1 2 3 4 5 6 7 8
Overview of chronic angina and secondary prevention X X X X
Overview of self-management and the role of cognition in pain X X X
management
Misconceptions about angina X X
Making an action plan X X X X X
Feedback on the implementation of the action plan X X X X X
Problem-solving X X X X X
Responses to stress (fight or flight) and consequences on X X
physical and psychological health
Relaxation techniques + yoga X X X X X X
Link between thoughts, emotions and behaviours X
Recognition and management of negative thoughts, emotions, X X X X X X
and attitudes
Cardiac pain and depression X X
Staying active or getting in shape X X X X
Energy conservation (pacing) X X X X X
Use of short-acting nitroglycerin X X
Medication for angina X X
Monitoring angina symptoms and deciding when to call an X X

ambulance

Note. 1. Angina Self-Management (Kimble, 2018); 2. Nurse-Personalised Care (Tylee et al., 2016); 3. Angina Plan (Furze et al., 2012; Lewin et al.,
2002; Moattari et al., 2014; Zetta et al., 2011); 4. Chronic Angina Self-Management Program (McGillion et al., 2008); 5. Stress Management Program
(Gallacher et al., 1997); 6. Angina Management (Lewin et al., 1995); 7. Pain Management (Payne et al., 1994) ; 8. Cognitive-Behavioural Stress

Management (Bundy et al., 1994).
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factors, and priorities, whereas the CASMP (McGillion et
al,, 2008) and the Pain Management Program (Payne et al,,
1994) were completely standardized.

Intervention Efficacy

The meta-analysis by McGillion et al. (2014) identified
a significant reduction in the frequency of angina symp-
toms and physical limitations 6 months after interven-
tion. However, results from our rapid review presented a
more nuanced picture. The Angina Self-Management study
(Kimble, 2018) reported no significant difference in angina
frequency, though it did note a decrease in physical limita-
tions and anxiety in men, with an opposite trend observed
in women. The Nurse-Personalized Care study (Tylee et al.,
2016) found that 37% of participants were free of angina
symptoms at six months, a substantial improvement over
the 18% in the control group, though caution is warranted
given the study’s pilot nature. Conversely, Moattari et al.
(2014) observed no significant changes in angina frequency
or physical limitations, but documented a significant reduc-
tion in anxiety among the experimental group compared
to controls.

Stakeholder Consultation

The two experienced facilitators from self-management
programs highlighted the importance of making an action
plan, engaging in peer feedback, problem-solving, and prac-
ticing relaxation techniques. They emphasized that these
components promote interactive learning and enhance group
dynamics, increasing participants’ self-efficacy for behaviour
changes. They also noted the psychological benefits of relax-
ation techniques, but pointed out the constraints of standard-
ized programs, particularly the insufficient time allocated.

The two patient partners underscored the necessity of tai-
lored interventions. They expressed a strong need to under-
stand their condition, differentiate chronic angina pain from
myocardial infarction, and monitor symptoms to recognize
patterns. They favoured managing stress with simple relax-
ation methods (e.g., nature-themed breathing exercises) over
complex yoga poses, which they found stressful and poten-
tially harmful. They emphasized the importance of energy
conservation, sleep management, physical rehabilitation,
and short-acting nitroglycerin to maintain an active lifestyle.
Communication with loved ones about their limitations was
also deemed crucial, while they preferred to avoid overly
paternalistic interactions with professionals. Nutrition and
communication with health professionals were not consid-
ered essential themes.

As articulated by the patient partners, the optimal inter-
vention structure involves a nurse with a deep understanding
of RA and strong interpersonal skills, supported by a kinesi-
ologist and a psychologist. They advocated for a highly per-
sonalized approach, valuing peer support and the option for
regular phone calls with peers experiencing similar chal-
lenges. They also wished for initial support from a patient

who had long managed their condition to normalize their
feelings and provide a perspective on living a fulfilling life
despite their disease. To aid in learning, they suggested pro-
viding visual aids such as an informational guide, homework,
and a compact disk for relaxation exercises and self-manage-
ment strategies.

Discussion

This rapid review sought to gather high-quality evidence
on the features and efficacy of self-management interventions
for RA. Combining the results from a prior meta-analysis by
McGillion et al. (2014) and a literature search from 2012 to
April 4,2024, we identified eight unique interventions. Our
review revealed that effective interventions (Gallacher et al.,
1997; Lewin et al., 1995; McGillion et al., 2008; Payne et
al,, 1994; Tylee et al., 2016) consistently incorporate action
planning, feedback, problem-solving, relaxation techniques,
and pacing strategies. These components align with the needs
expressed by patient partners and are pivotal in enhancing
self-management. Focusing on increasing patient self-efficacy
through active mastery, role modelling, and verbal persua-
sion can improve patients’ confidence and motivation, which
are vital for managing chronic conditions like RA (Bandura,
1977; Marks & Allegrante, 2005).

Effective self-management interventions for RA must
address the pervasive issue of uncertainty (Mishel, 1990),
which can amplify pain by activating brain regions linked to
affective response, attention, and pain anticipation (John-
son Wright et al., 2009). Education is essential, as a lack of
knowledge intensifies uncertainty (Ferreira et al., 2023),
decreasing self-management behaviours (Kao et al., 2023).
Providing clear information helps dispel misconceptions,
such as the belief that angina is a minor heart attack or that
exercise is detrimental (McGillion et al., 2007).

Personalization and peer support can impact psycholog-
ical well-being by reducing depression and anxiety, thereby
enhancing the effectiveness of self-management interven-
tions (Furze et al., 2012; Lewin et al., 2002; Moattari et al.,
2014). Personalized programs have been associated with bet-
ter outcomes in managing symptoms and fostering positive
health behaviours (Rees & Williams, 2009). Additionally,
integrating peer support normalizes patient experiences, pro-
vides motivation, and offers practical strategies, thus improv-
ing the management of RA.

A strength of this review is the use of the TIDieR check-
list (Hoffmann et al., 2014) to describe and compare the
intervention components. This approach standardizes the
description of intervention components, ensuring they can
be reproduced and implemented. In addition, incorporating
feedback from patient partners has significantly enhanced the
relevance and applicability of our findings, ensuring that the
interventions align with patient needs and preferences.

However, the small sample of patient partners may
restrict the applicability of our findings across a more diverse
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population. This highlights the need for future research
to involve a more varied cohort of patient partners. Addi-
tionally, while thorough, the foundational meta-analysis
by McGillion et al. (2014) is now more than 10 years old,
underscoring the necessity for up-to-date research in this
field. Moving forward, it is crucial to address these limita-
tions by conducting additional research on self-management
and expanding the diversity of patient input. As highlighted
by Kimble (2018), it would be essential to explore gender dif-
ferences in relation to physical limitations and anxiety. These
steps will help refine the effectiveness and applicability of
self-management interventions for RA, ensuring they are evi-
dence based and patient centred.

Implications for Practice

In this collaborative effort with experienced facilitators
and patient partners, we identified essential features for an
optimal self-management intervention for patients with RA.
The intervention must include robust action planning and
feedback mechanisms. The patient partners emphasized a
high need for personalization, reflecting individual patient
experiences and needs. They also expressed the importance
of peer support from fellow patients experiencing similar
challenges, which can provide emotional support and prac-
tical advice.

Critical to the intervention’s design are communica-
tion tools that enable patients to express their physical
limitations to loved ones and differentiate symptoms of
chronic angina from those of myocardial infarction. Phys-
ical rehabilitation and short-acting nitroglycerin are also

foundational, enhancing patients’ ability to engage in phys-
ical activity safely.

The intervention would ideally combine group sessions
with supportive phone calls to maximize self-efficacy and
facilitate mutual learning among participants. This approach
addresses the need for personal interaction and the conve-
nience of remote support, potentially increasing participa-
tion by reducing travel. Spreading sessions over time could
also lighten the workload on professionals and reduce costs
by minimizing the frequency of in-person gatherings. The
program requires a nurse with in-depth knowledge of RA
and strong interpersonal skills to guide and support patients
throughout their self-management journey.

Conclusion

The findings from this review underscore the necessity
of self-management interventions that reduce uncertainty,
enhance self-efficacy, and incorporate personalized compo-
nents and peer support. This multifaceted approach high-
lights the critical components and structural preferences
necessary for designing effective interventions tailored to
individuals with RA to enhance patient engagement and
efficacy. Customizing these interventions is essential for
fostering patient engagement and ensuring seamless inte-
gration into clinical practice. Such strategies are crucial in
helping patients manage the complexities of RA, leading
to better health outcomes and an improved quality of life.
Future research should continue to refine these compo-
nents, ensuring they adapt to the evolving needs of patients
with RA.
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Abstract

Background: Shared decision-making relies on patients and cli-
nicians establishing a partnership. Patient decision aids (PDAs)
can facilitate shared decision-making. The role of therapeu-
tic relationships (TR) in PDA implementation has not been
investigated.

Objective: To explore how the TR is considered when planning
PDA implementation for patients eligible for or with an implant-
able cardioverter-defibrillator (ICD).

Methods: Secondary qualitative analysis using Thorne’s inter-
pretive description approach. Thematic analysis of five individual
interviews and four focus groups of patients with ICDs and their
family members, nurses and physicians.

Results: We revealed three themes. Pieces of the relational puzzle,
as participants identified communication, respect, empathy, and
trust as important to PDA implementation. Clinicians reported
Good intentions, and challenges for building a TR, including
time and discomfort with ICD-related discussions. Finally, par-
ticipants believed PDAs can help foster the TR.

Conclusion: Some elements of the TR are deemed relevant when
planning PDA implementation.

Keywords: implantable cardioverter defibrillator, patient
decision aids, decision support, therapeutic relationship,
qualitative
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Key Highlights

« Certain elements of the therapeutic relationship,
in particular therapeutic communication, respect,
empathy, and trust, are important for patient decision aid
implementation.

o Clinicians have good intentions for establishing
therapeutic relationships but face challenges.

o Patient decision aids can help foster elements of the
therapeutic relationship during shared-decision making
encounters.

Introduction

mplantable cardioverter-defibrillators (ICDs) are sur-

gically implanted devices that detect and treat ventric-
ular arrhythmias. In appropriately selected patients, they
decrease the risk of sudden cardiac death (SCD; Bardy et
al,, 200S; Bennett et al., 2017; Moss et al., 2002). Despite its
potential life-saving capacity, ICD therapy has risks includ-
ing procedural risks (Nery et al., 2010; Poole et al., 2010),
inappropriate shocks (Daubert et al., 2008; Peterson et al.,
2017), psychological harms (Kapa et al., 2010), and poten-
tial suffering at end-of-life from repeated shocks (Goldstein
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et al, 2004; Stromberg et al., 2014). As such, patients iden-
tified as candidates for an ICD or those with an ICD need
to weigh these risks and potential life-saving benefit when
faced with the preference-sensitive decisions of whether to
implant the device, replace the pulse generator, or deactivate
the tachytherapies when nearing end of life (Lewis et al.,
2014). Clinical practice guidelines recommend eliciting and
integrating patients’ informed values and preferences when
considering these decisions (Al-Khatib et al., 2018; Philip-
pon et al., 2017). This approach is referred to as shared deci-
sion-making (SDM).

Shared decision-making requires that patients and clini-
cians collaborate to make decisions. Clinicians provide their
expertise on the health condition, the treatment options,
and the risks and benefits of these options; whereas patients
share their expertise on their personal situation, and what
matters most to them (Makoul & Clayman, 2006). Interven-
tions to facilitate this process include patient decision aids
(PDAs; Alsulamy et al., 2020; Stacey et al., 2024). Patient
decision aids are evidence-based interventions that explic-
itly state the health decision, describe the health condition,
present the options with the risks and benefits, and help
patients clarify their values for features of treatment options
(Joseph-Williams et al., 2014; Stacey et al., 2024). A sys-
tematic review of 209 trials demonstrated high certainty of
evidence that in comparison to usual care, PDAs improve
patients’ knowledge, accuracy of risk perceptions, decrease
decisional conflict related to feeling uninformed and unclear
personal values, and result in people being more active in
decision-making (Stacey et al., 2024). Patient decision aids
also increase patients’ satisfaction with the decision-making
process (Stacey et al., 2024).

Several SDM models discuss the importance of build-
ing a partnership between the clinician and patient, which
is defined as a collaborative relationship focused on a shared
goal (Bomhof-Roordink et al., 2019; Lewis et al., 2016; Mak-
oul & Clayman, 2006). Partnerships between clinicians and
patients result in better communication and participation in
decision-making (Loiselle et al., 2021; Stacey et al., 2020).
When these partnerships are established to gain an under-
standing of the patients’ experiences of their health condi-
tion and considers feelings and attitudes that the patient and
clinician have toward one another to limit power imbalances,
this is referred to as a therapeutic relationship (TR; Doherty
& Thompson, 2014; Mirhaghi et al., 2017; Phaneuf, 2011;
Sylvestre & Gobeil, 2020). They are goal-directed and com-
posed of several elements including empathy, trust, respect,
genuineness, manifesting a presence, therapeutic communi-
cation, active listening, and reciprocity (Table 1; Kornhaber
et al., 2016; Sylvestre & Gobeil, 2020). Grounded in a car-
ing, supportive, and non-judgemental interpersonal pro-
cess, TRs are central to nursing practice. Carroll et al. (2011)
revealed that patients’ trust in the physician and nurses pos-
itively influences ICD decision-making processes. Although

trust and communication have been reported as facilitators
to SDM (Covvey et al., 2019; Waddell et al., 2021), SDM
models have yet to break down these partnerships into these
key elements and consider their role in the delivery of deci-
sion support interventions. Little is known about how the
elements of the TR — and the TR as a whole - influence
PDA implementation (Joseph-Williams et al., 2021; Yu et
al,, 2019). The overarching aim of this research is to explore
how the TR is considered when planning PDA implemen-
tation for patients eligible for or with an ICD. Understand-
ing if, when, and how patients and clinicians consider the
TR during the decision-making process may provide some
insights into how PDAs can be used to support SDM in clin-
ical practice.

Methods
Study Design

We conducted a secondary qualitative analysis using
Thorne’s (2016) interpretive description approach. We ana-
lyzed transcripts of individual interviews and focus groups
from a multisite comparative case study that aimed to inves-
tigate effective approaches for the implementation of PDAs

Table1

TR Elements and their Definitions’

TR Element Definition

Active listening Listening to hear and to understand the patient

Empathy A sentiment of profound comprehension from
the HCP toward the patient

Genuineness Ability to be open and honest with the patient

Manifesting a Being physically and psychologically present

presence with the patient during encounters

Respect Acknowledging the value of patients and
accepting their individuality as well as their
unique needs and rights

Reciprocity Refers to the balance of giving and receiving in
a relationship with the goal of creating a healthy
and mutually beneficial partnership

Respect Acknowledging the value of patients and
accepting their individuality as well as their
unique needs and rights

Therapeutic Interpersonal exchange, using verbal and

communication non-verbal messages, that expresses support,
provides information and feedback, corrects
distortions, and provides hope

Trust A justified expectation that one can depend

on another person’s promise, commitment, or
responsibility

Note.'(Browne, 1993); (Geller, 2020); (Horner, 2020); (Phaneuf, 2011);
(van Servellen, 2009), and (Yu et al., 2019).
TR = therapeutic relationship; HCP = healthcare professional.
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(Lewis et al., 2022). Transcripts were re-analyzed specifically
to explore the elements that contribute to TR during the
PDA implementation planning process. A secondary analysis
is justified as the focus on the TR and its elements is closely
aligned with the parent study’s objective to investigate the
factors influencing the implementation of PDAs to facilitate
SDM for ICD-related decisions (Lewis et al., 2022). In addi-
tion, our research questions are consistent with the evidence
that patients are engaged better in decisions when receiving
individualized decision support from clinicians (Lewis et al.,
2018). We report the study using the Standards for Report-
ing Qualitative Research (SRQR) guidelines (O’Brien et
al., 2014). The University of Ottawa research ethics board
approved this secondary analysis (H-11-22-8655). With
informed consent provided for the parent study, participants
had agreed to their data being used for subsequent studies.

Theoretical Underpinnings

According to the Ottawa Decision Support Framework
(ODSF), patients make informed and values-based decisions
when their decisional needs are met- the ultimate goal of the
PDAs that we intended to implement (Hoefel et al., 2020;
Stacey et al., 2020). The ODSF was used in the parent study
to guide the PDAs, desired outcomes, and support the estab-
lishment of a relationship between clinicians and patients.
However, the latter has been poorly described in the ODSF.
As such, we integrated theoretical writings on elements of
the TR including its various elements, forming a theoretical
scaffolding as per Thorne’s interpretive description approach
(Geller, 2020; Horner, 2020; Phaneuf, 2011; van Servellen,
2009; Thorne, 2016; Yu et al., 2019).

Research Characteristics and Reflexivity

The research team was comprised of a graduate student
and cardiovascular nurse (AV), who value and prioritize the
relational aspect of health care; faculty advisors (DS, JC, HS,
SLC, and KBL), all of whom are registered nurses and univer-
sity faculty members; and an advanced practice nurse in car-
diac supportive and palliative care for patients with cardiac
conditions (FK). Team members believe that building rela-
tionships with patients, therapeutic or otherwise, better posi-
tion clinicians to support patients and their decision-making
needs. Team member expertise included patient decision
aids (DS, SLC, KBL), arrythmia care (FK, SLC, KBL), TR
(JC, HS), and supportive and palliative care (FK). The par-
ent study was led by the supervising author (KBL) with col-
laboration from co-authors (DS, SLC). We acknowledge our
team does not represent the views of all those involved in the
care of patients making decisions about ICDs.

Setting and Participants

Participants were recruited from one specialized arrhyth-
mia site in Ontario, Canada, serving a geographic region of
about 1.3 million patients. Annually, the hospital performs
on average 280 new ICD implants and 170 replacements

(Electrophysiology Triage Coordinator, Personal Com-
munication, May 2023). We re-analyzed the transcripts of
five individual interviews and four focus groups, including
patients and family members who had an ICD or a non-re-
placed/deactivated ICD within the last year, and clinicians
with more than one-year experience working with and mak-
ing ICD-related decisions with patients and families.

Data Collection

Participants provided written informed consent as part of
the parent study. Interviews/focus groups were 45-60 min-
utes in length with some conducted in person and others via
video call due to data collection taking place pre- and post-
COVID hospital lockdowns (February 2020 to September
2021). Individual interviews and focus groups were audio-re-
corded, transcribed, and deidentified. Ahead of their sched-
uled interview, all participants were sent the suite of three
PDAs in both paper and electronic formats (for initial ICD
implantation, pulse generator replacement, and deactiva-
tion), details of which are reported elsewhere(Carroll et al.,
2013, 2017; Heart and Stroke Foundation of Canada, n.d.;
Lewis et al., 2018, 2021). The PDAs are freely available here
https://icddecisionaids.ca/.

Data Analysis

We re-analyzed de-identified transcripts in two groups:
patients/family members, and clinicians, guided by Braun
and Clarke’s (2006) thematic analysis, an accepted data
analysis method according to Thorne’s interpretive descrip-
tion approach. We used an inductive and iterative approach.
Team members (AV, FK) independently read and re-read the
transcripts to become familiar with the data; organized data
systematically with open coding; and, as relevant, mapped
preliminary codes onto TR elements. We captured both
explicit and implicit mention of the TR and its elements. We
inferred implicit mention by referring to the elements’ defi-
nition and discussing whether the data represented it. Tran-
scripts were re-examined for similarities and differences, and
to ensure that newer codes were reflected in initially analyzed
transcripts. AV, FK, and KBL reviewed, discussed, and mod-
ified the preliminary codes and grouped them into themes,
ensuring that they were supported by the data, coherent, and
distinct. All team members reached consensus about the
themes through discussion.

Results

We included 10 patients, three family members and 17
healthcare professionals (Table 2). Patients and family mem-
bers varied in age with nearly half (n = 6; 46.2%) 50-59 years
old and most self-identifiying as men (1 = 9; 69.2%). More
than half (n = 7, 53.8%) reported a preference for sharing
decisions with their clinician, while five participants (38.5%)
preferred to make the decision on their own. Clinicians were
all under 60 years old and most self-identified as men (n = 10;
58.8%). Some had worked with patients with ICDs for less
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Table 2

Participant Characteristics

Patients (n =10)

Family members (n = 3) Clinicians (n=17)

Age (years)
18-49 1(10.0%)
50-59 5(50.0%)
60-69 1(10.0%)
70-79 3(30.0%)
Gender
Men 8(80.0%)
Women 2(20.0%)
Other 0 (0.0%)
Education level
Some high school/elementary school 1(10.0%)
High school graduate 4 (40.0%)
Some college or university 3(30.0%)
University degree 2 (20.0%)
Post-graduate university degree
Clinician role
Cardiologist
Electrophysiologist
EP Fellow
Registered nurse
Experience with ICD in years
Less orequal to 5 5 (50.0%)
6-10 4 (40.0%)
1-15 0(0.0%)
More than 16

1(33.3%) 11 (64.7%)

1(33.3%) 6 (35.3%)

1(33.3%)

1(33.3%) 10 (58.8%)

2 (66.7%) 7 (41.2%)

0(0.0%) 0 (0.0%)

1(33.3%)

2 (66.7%)
1(5.9%)
6 (35.3%)
4(23.5%)
6 (35.3%)
6 (35.3%)
3 (17.6%)
2 (11.8%)
3 (17.6%)

Note. EP = electrophysiologist; ICD = implantable cardioverter defibrillator.

than § years (n = 6; 35%) and others for more than 16 years
(n=3; 17.6%). The sample included people who identified as
Caucasian, Black North American, East Indian, Latin Amer-
ican, West Indian, Asian and West Asian. We revealed three
themes, along with subthemes, presented below.

Pieces of the Puzzle: Some Elements of the Therapeutic
Relationship

Participants did not mention the TR by name, yet two of
its elements, respect and therapeutic communication, were
frequently identified as important for PDA use. Participants
also referred to empathy and trust, but implicitly. Genuine-
ness, active listening, manifesting a presence, and reciprocity
were not mentioned.

Therapeutic communication was similarly understood
by both groups as the sharing of helpful information to
make informed and values-based decisions. In many of the
instances described, therapeutic communication fell short.
Shortcomings were primarily related to information not
being shared or from misunderstandings. Patients and family

members reported inadequate knowledge about the ICD
and potential future ICD-related decisions. A family mem-
ber (Patient-Family interview — Participant 2), whose spouse
was eligible for an initial ICD, reported:
There’s a lot of information that I still feel I'm lacking. I
know that at one point I might have to make some tough
decisions but also the more information I have the better
I will be equipped and the more I can gently approach the
subject with him to find what his wishes are.

As a result, some patients and family members took it
upon themselves to seek their own information. A patient
(Patient Interview — Participant 7) reported:

I honestly did not think I'd be able to find the answers to

all my questions or get them. I was basically writing them

down to ask the doctor and I ended up finding most of
them in literature before I even met with the doctor.

These accounts highlighted that patients and family mem-
bers want and need to be informed from reliable sources to
participate in decision-making. Clinicians shared different
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perspectives. Some reported having conversations with
patients and their intentions of sharing information about
potential future decisions. An electrophysiologist (Physician
focus group- Participant 9) explained their usual script when
meeting patients about initial ICD implantation:
When we first meet patients and discuss the implantation
of an ICD, we talk to them and explain that it fits them
for their current circumstance, but those circumstances do
change and setting the scene early on means that we build
upon that later and particularly when you have the more
difficult discussion about deactivation of the device.

A nurse (Nurse focus group-Participant 2) reported that
patients do not always understand the ICD’s purpose and its
implications:

A lot of the times people are being implanted where they're

not necessarily aware of the decision that’s being made.

Like, if they come in with an MI (myocardial infarction)

and they end up with an ICD, then it's like, “Well you

know, what do you mean I have this?”

Participants from both groups identified respect as important
for PDA implementation. Participants understood it as respect-
ing the patient’s role and voice in the decision-making process.
A patient (Patient interview-Participant 8) described learning
about the option of ICD deactivation: “They told me about that, I
could choose to have it turned off if at any point I no longer want to use
it.” A nurse (Nurse focus group-Participant 4) shared an encoun-
ter during which she acknowledged the importance of eliciting
a patient’s personal values and preferences and allowing choice:

One of [physician’s name]’s cases, Lyme Disease. Now he

doesn’t need it [ICD]. Do you remove it [ICD]? Right? More

than likely his choice is going to be to keep it. ... Id be like
get it out, but so you don’t know where people’s minds are at.

Participants (Patient interview-Participant 10) also
shared experiences of not being presented with options, as
evidenced by this quotation: We weren’t asked very much. It
wasn'’t like, you know, “do you want one, yes or no.” It was more
like “you need one. Here it is.”

In the setting of ICD battery depletion, automatic replace-
ment suggested that respect for the patient’s voice and wishes
may have been overlooked. A nurse (Nurse focus group-Par-
ticipant 7) offered an example:

They don'’t really think there’s a decision there, it’s just

work. Physicians were coming in and just saying, “There we

go” and ... So, there’s almost like not an open decision... 1

mean in certain situations where you think oh is this really

something and then it gets discussed. But generally, with a

lot of people it’s just, oh the battery’s low.

Both participant groups raised the importance of empa-
thy. Patients and family members considered themselves the
recipients of empathy; and described it as being reassured by
clinicians who elicited and acknowledged their personal pref-
erences and concerns. Clinicians considered themselves as

the givers of empathy, placing themselves into their patient’s
situation and offering supportive measures. Another patient
(Patient interview-Participant 8) described empathy as a
personal, intrinsic characteristic that is displayed in various
degrees from one clinician to another: “I mean don’t get me
wrong. Doctors are trained, but they're not necessarily skilled in
that field. They don’t all have the same amount of empathy.”

Patients and family members talked about trust as hav-
ing confidence in the clinician, being comfortable with them
and able to speak when desired. Clinicians described trust as
being open and honest with patients and having their best
interest at the forefront of their care. Patients and family
members had mixed experiences with trust in ICD-related
healthcare encounters. Clinicians considered themselves as
trustworthy.

A patient (Patient interview-Participant 7) reported
feeling confident in their clinician when considering their
options at initial implantation:

I was super-impressed with that because I've dealt with a

lot of doctors where the bias is the only thing that's influ-

encing your decision. So, yeah, I had a lot of confidence in
my medical team because of that.

Another patient (Patient-Family focus group - Participant
4) shared a different perspective, doubting their clinician’s
commitment, sharing:

They always open the door and say you can talk with your
doctor. So, confusion. I'm going to send a lot of emails to my
doctor to ask him about if I can use my massage, my mobile
massage machine. I'm not sure, he has a lot of things to do,
right? He has a lot of patients. I'm not sure that he will
have time to respond to me.

In this patient’s case, discrepancies between messages and
action hindered trust between them and their clinician. An
electrophysiologist (Physician focus group — Participant 9)
described trust as the acknowledgment of the individuality
of patients and the importance of their personal beliefs, sup-
port, and context and how these should be viewed alongside
the research evidence:

It's such a mixture, isn't it, of someone’s understanding,

their beliefs, their family, those sorts of situations and I

think the tools help us to see one thing from an informa-

tion, from a research perspective maybe, what's the true
risk for the patient?

Good Intentions and Challenges of Establishing a
Therapeutic Relationship

For patients, building relationships was about achiev-
ing connection and comfort with their clinicians. A patient
explained: “I've reached out to (namel) because I feel more
comfortable speaking with her one-on-one rather than taking
(name2)’s time” (Patient-Family interview — Participant 1),
a relationship that turned out to be very helpful for them
for many years. Clinicians described good intentions for
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establishing relationships with their patients, speaking of
their intentions to ensure therapeutic communication and
respect. A nurse (Nurse focus group-Participant 3) reported
their positive intentions about sharing information and
respecting the patient’s perspective at ICD replacement:
Ithink that it's part of the informed consent. If you're going
to go on having a replacement, the patient should have all
the information possible for making that decision whether
they want it replaced or not.

A frequent challenge raised by clinicians was that of
insufficient time. An electrophysiologist (Physician focus
group-Participant 10) suggested a way to overcome this:

I think that a proactive approach might be the way to mit-
igate the issue of the time crunch and supply that infor-
mation there or if we have some kind of like a follow-up
conversation that someone calls them, whether it’s, you
know, one of the nurses or one of the physicians or a com-
bination, or whatever. To, outside of the hectic time crunch
that device clinic is, initiate that conversation so that it’s
separate, and you don’t have the same pressure.

Other clinicians discussed their discomfort navigating
ICD decision-making encounters. A nurse (Nurse focus
group-Participant 4) shared the following concern:

I feel like I wouldn’t know what to say because we're so not

used to talking about it. I would need some practice maybe

to introduce the subject or because they’ll have questions,

like “What do you mean? I can have... theres an option

that I can have it, like just leave it there?” So I would prob-
ably have to be more knowledgeable myself first.

Clinicians reported wanting to engage with their patients,
yet discomfort rooted in limited knowledge and skills on nav-
igating ICD decision-making discussions made it difficult to
do so.

PDAs can Help Foster Elements of the Therapeutic
Relationship

All participants spoke about ways in which the PDAs
could facilitate therapeutic communication and respect.
The PDA was valued by both groups for its ability to offer
evidence-based information. The clinicians considered the
PDA a useful tool to initiate conversations about issues that
they may otherwise find difficult to introduce, such as ICD
non-replacement and deactivation. A nurse (Nurse focus
group-Participant 4) shared her view on using the PDA about
deactivation:

Even if they've seen it almost at implant and then [deacti-

vation] is easier to bring up depending on the person, their

cognition, it’s not like you're just sort of at the last-minute

saying, “So what are you still doing with that?”

With the PDAs explicitly listing treatment options, it ful-
fills the element of respect. A patient (Patient interview-Partic-
ipant 7) stated: “I think that probably the single most important

precursor of any of these documents is like, your doctor may be
telling you that you need this, but you need to decide what's right
for you.” Clinicians agreed, further adding that the PDA can
enhance patient knowledge about the options available. A
nurse (Nurse focus group — Participant 1) shared her perspec-
tive about the PDA for battery replacement: “And to realize,
that you've got an option, it’s not just like, we're okay we're coming
back to replace, it’s like you feel like you've got some options here””
Many patients and family members affirmed that the
PDAs should not stand alone and be used with the clinician,
giving opportunity to foster TRs. This opinion was grounded
in a patient’s (Patient interview — Participant 7) prior expe-
rience with a PDA:
That's one thing I worry about with decision guides too, is
that the only time I've ever been given one was in a hospi-
tal where doctors did not talk to patients. So, I do kind of
worry about them being used as a replacement for doctors
actually being available to answer questions.

Discussion

We explored how the TR and/or its elements are consid-
ered when planning the implementation of PDAs for patients
facing decisions about ICD therapy. Not one participant men-
tioned the TR by name, yet many raised TR elements, both
explicitly and implicitly. Our findings also suggest that PDAs
can facilitate TR elements within an encounter. Our observa-
tions lead us to three main points of discussion: 1) the impor-
tance of TR, 2) the importance of using/revising PDAs with
patients in encounters, and 3) the integration of TR knowledge
and skill-building in interprofessional SDM team training.

The TR and its elements are important to patients’ health
experiences, yet many of its elements are overlooked in
the context of decision support. A systematic review of 40
SDM models, frameworks, and theories identified fostering
a partnership as an important feature to both patients and
clinicians (Bomhof-Roordink et al., 2019). An integrative
review of 52 articles revealed relationship building as the
first step to SDM in a nursing SDM model (Truglio-Lon-
drigan & Slyer, 2018). The ODSF also integrates establish-
ing a rapport in its framework (Stacey et al., 2020). Yet,
existing SDM models, frameworks, and theories have yet to
dissect these steps in the foundational elements required to
build relationships and rapport, as done with the TR. In our
study, only two of eight TR elements were explicitly iden-
tified (i.e., therapeutic communication and respect) and
two others implicitly identified (i.e., trust and empathy)
which is in keeping with previous studies that have raised
the relevance of these elements for SDM (Alsulamy et al.,
2020; Carroll et al., 2011; Covvey et al., 2019; Kalocsai et
al., 2018; Pel-Littel et al., 2021; Waddell et al., 2021; Yu et
al., 2019). Humanistic communication has recently been
raised as important to SDM encounters and aligns with
some of the TR elements, such as therapeutic communica-
tion and respect (Kunneman et al., 2019; Zisman-Ilani et
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al,, 2023). It originates from a commitment to the dignity of
each person while actively listening, respecting the patient,
acting with compassion, integrity, and empathy in both the
manner and the content of interactions, which has been
shown to contribute to quality decision-making processes
and better patient-clinician relationships (Kunneman et al.,
2019; Santema et al., 2017). Kunneman et al’s (2019) sys-
tematic review on humanistic communication emphasized
that warmth, interest, and empathy have been neglected in
SDM research. Their findings indicated that SDM evalua-
tion studies tend to focus primarily on technique, such as
providing information rather than the quality of the inter-
action (Kunneman et al., 2019). In another study, clinicians
believed that the PDA changed the way they approached
the encounter, which is similar to our findings that the
PDA can help foster elements of the TRs (Fay et al., 2016).
Hence, PDAs may offer an opportunity to promote TRs.
In future research, observing interactions between patients
and clinicians when P DAs are in use may be useful to gain
a more accurate understanding of the depth of therapeutic
relationships during SDM encounters. Feelings and emo-
tions between patients and clinicians also play an import-
ant role in therapeutic relationships. Further research is
required to explore the role and presence of feelings and
emotions during interactions that incorporate PDAs.

In the context of ICDs, a potentially life-saving inter-
vention, PDAs are to be used within an encounter. If used
alone, the PDA content may be insufficient to support the
decisional needs of patients with ICDs, and may not reach
their potential (Stacey et al,, 2024). This aligns with Rao et al.
(2022) who concluded that a mandate focused on PDA use
alone to support ICD decisions was insufficient to improve
decision-making and decision quality outcomes. This was
also suggested by Lewis et al. (2018, 2021 ), who recog-
nized the need for physicians to tailor a PDA with nurse-led
decision coaching based on patients’ needs. Cardiovascu-
lar nurses can establish TRs and engage patients in deci-
sion-making using PDAs and decision coaching. This could
help mitigate the barrier of time. (Lewis et al., 2016).

Knowledge and skill-building for establishing TRs could
be integrated into interprofessional team training for PDA
implementation. For instance, the Ottawa Patient Decision
Aids Group offers a communication skill tool based on the
ODSEF to support therapeutic communication when pro-
viding decision support (Bunn et al., 1998). This tool pro-
vides key communication techniques such as listening and
questioning, and how to provide information or offer feed-
back (Bunn et al., 1998). Gutman et al. (2021) adapted and
evaluated a SDM training module for healthcare profession-
als. This training module integrated content related to ele-
ments of collaborative relationships and the contributions of
PDAs to the SDM process using a range of interactive meth-
ods (e.g,, slide presentations, group exercises and discus-
sions; Gutman et al., 2021). Participants reported difficulty

introducing the principles of SDM into their relationship
with patients and faced challenges such as time, as similarly
reported in our findings (Gutman et al., 2021). Establishing
TRs or partnerships are often not integrated in training. Our
findings suggest that it would be pertinent to consider, espe-
cially when planning to implement PDAs.

Strengths and Limitations

According to Lincoln and Guba’s (1985) criteria to
enhance the trustworthiness and credibility, an audit trail was
maintained. Further, triangulation occurred at the level of the
data sources between patients/family and clinicians, and at
the level of data analysis by various team members with dif-
terent roles and perspectives. For this secondary analysis, we
used data collected from one site, and from patients with an
indication for ICD without cardiac resynchronization. It is
possible that patients, family members, and clinicians from
other sites and with other types of cardiac devices have differ-
ent experiences and expectations. Although many ethnicities/
races were represented in our sample, further cross-cultural
research is indicated to explore the transferability to other
clinical and cultural contexts. Given the secondary use of
data, interview questions did not explicitly pertain to the TR.
Hence, the lack of mention of the elements of genuineness,
active listening, manifesting a presence, and reciprocity, does
not mean they are not important. Primary studies are required
to investigate this directly. Finally, while secondary analysis
findings may not be considered formally transferable, they can
further our understanding of the role of the TR when plan-
ning PDA implementation in clinical practice.

Conclusion

Our findings suggest that certain elements of the TR, in
particular therapeutic communication, respect, empathy and
trust, are important for PDA implementation. The TR and its
elements should be considered when developing implemen-
tation strategies. Further research is needed to explore the
role and importance of the other TR elements of genuine-
ness, manifesting a presence, active listening, and reciprocity.
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Abstract

Background: Advances in cardiovascular surgery, along with early
hospital discharges, have created a demand for improved postoper-
ative outpatient support. Nurse practitioner-led (NP-led) outpa-
tient clinics can help address this healthcare challenge.

Purpose: To explore the experience of establishing an NP-led
follow-up clinic.

Method: A qualitative descriptive research methodology was
employed, facilitating data collection through indepth semi-struc-
tured interviews with four clinic leaders. The data were analyzed
using thematic analysis.

Results: Participants shared insights about the vision, facilita-
tors, and lessons learned during the development of the clinic.

Key findings included the clinic’s goal, patient impact, facilitators,
barriers, leadership skills, and key learnings.

Conclusions: This study deepens the understanding of the ele-
ments involved in developing an NP-led clinic for postoperative
cardiac surgery patients.

Implications for Practice: The findings offer practical impli-
cations for healthcare administrators and practitioners regard-
ing the planning and implementation of such clinics, as well as
informing future research.

Keywords: nurse practitioner clinic, nurse-led clinic, clinic
evaluation, nurse clinic setup, qualitative
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Key Highlights

« The paper discusses the challenges, successes, and barriers
to initiating and managing an NP-led cardiac surgery
follow-up clinic.

« The findings reveal that establishing an NP-led clinic is
challenging but rewarding, because it supports patient
needs post-discharge.

« The research adds to existing literature on the challenges,
successes, and barriers to designing and implementing an
NP-led surgery follow-up clinic.

« The paper provides evaluative data that healthcare
leaders can use to plan, initiate, and manage similar
NP-led clinics.

While global life expectancy has steadily risen (Rob-
i

ne, 2021) , increases in chronic diseases and associ-
ated mortality and morbidity are leading to more complex
patient populations (Bonner et al., 2020; Vos et al.,, 2020). In
Canada, one response to these challenges has been to reform
primary healthcare, which includes shifting from patients
receiving care solely from physicians to the increasing inte-
gration of nurse practitioners (NPs; Heale et al., 2018).
Nurse practitioners are registered nurses with additional
education and clinical training, enabling them to diagnose
and treat illnesses independently (Canty & Kearney, 2018).
They operate autonomously, initiating the care process and
monitoring health outcomes in collaboration with an inter-
disciplinary team (Pond et al., 2021; Schlabach et al., 2022).
NPs emphasize person-centred care to support patients in
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EXPERIENCES OF DECISION MAKERS ESTABLISHING A NURSE-PRACTITIONER-LED CARDIAC

both health and illness, helping them lead meaningful and
productive lives. In Canada, the scope of practice for NPs
allows them to conduct comprehensive assessments and treat
various ailments, including chronic diseases, using a holistic
approach (Canadian Nurses Association, 2010; Hansen et al.,
2017). Thus, NPs are increasingly engaged across the whole
continuum of patient care.

Background

Cardiovascular surgeries are effective treatments for
relieving symptoms and reducing the risk of death from
CVD (Bartlo et al., 2020). The number of cardiac surgery
procedures performed in Canada is projected to increase
by more than 50% in the next decade (Hassan et al., 2020;
Moffatt-Bruce et al., 2018), partly due to the link between
advanced age and vascular diseases, as well as the greater
prevalence of cardiovascular disease (CVD) that necessi-
tates surgical management (Nicolini et al., 2014). Advances
in cardiovascular surgery practices, such as early hospi-
tal discharge, are promoted to enhance operative volumes
(Sawatzky et al., 2013).

A decrease in the length of hospital stays can result in
limited time for comprehensive patient teaching before dis-
charge. Additionally, patients may struggle to comprehend or
retain information due to confusion and anxiety post-oper-
atively (Sawatzky et al., 2013). The use of outpatient clinics
and programs led by NPs has demonstrated high patient sat-
isfaction and quality health measures. These can help bridge
educational and clinical support gaps (Oatley & Fry, 2020;
Woo et al.,, 2017) and support patient needs in the imme-
diate postoperative days, as they transition to primary care.
Given the breadth of NPs’ scope of practice, they can address
many concerns that patients report following cardiac sur-
gery, including fatigue, sleep disturbances, pain, shortness of
breath, and decreased bowel function (Sawatzky et al., 2013).
A recent systematic review by Smigorowsky et al. (2020)
found that NPs can assist with postoperative surgical care
in both critical care and ambulatory clinical settings. They
concluded that NP-led care was associated with outcomes
equal to or better than those of physician-led care, including
improved blood pressure and cholesterol control, patient sat-
isfaction, and costs associated with consultations with NPs
compared to physicians (Smigorowsky et al., 2020). This
qualitative research focuses on the initiation of an NP-led
cardiovascular postoperative clinic.

Objective

In this study, we aimed to explore the experiences of core
decision-makers, including the NP, during the initiation of an
NP-led clinic for cardiac surgery patients post-discharge. We
report the findings from the qualitative research, highlight-
ing the team’s experiences in establishing and managing the
NP-led clinic, and provide insights to support others under-
taking similar health system improvements.

SURGERY FOLLOW-UP CLINIC: A QUALITATIVE DESCRIPTIVE STUDY

Methodology

This research team utilized a pragmatic qualitative
approach to collect and analyze data regarding participants’
experiences. By doing this, we aimed to build knowledge in
the pragmatic tradition by focusing on ‘warranted assertions’
rather than absolute knowledge or ‘truth’ (Martela, 2015).
This approach was selected due to the study’s applied and
practical nature. A qualitative approach facilitates the explo-
ration of human experiences, beliefs, and perceptions (Paley,
2017). It is a suitable method for understanding and uncov-
ering values, meanings, motives, and perceptions within
a specific context, as well as generating ideas for improve-
ment. Some of the most significant questions in health ser-
vices research pertain to the organization and leadership of
health care, as well as the evolving roles of health profession-
als, which are well-suited to qualitative approaches (Pope &
Mays, 1995).

This study employs a qualitative descriptive research
methodology, grounded in a naturalistic approach to under-
standing the meanings that participants attribute to a partic-
ular experience (Bradshaw et al., 2017; Hall & Liebenberg,
2024; Sandelowski, 2000). Qualitative descriptive method-
ology seeks to uncover the nature of participants’ experiences
within a specific context (Sandelowski, 2000). In-depth indi-
vidual or group interviews, employing thoughtfully designed
questions, as in this study, are suitable for data collection in
qualitative descriptive studies (Sandelowski, 2000; Turale,
2020).

The qualitative description approach enables research-
ers to identify and interpret common themes that reflect the
experiences of multiple participants, thereby enhancing their
understanding of the phenomenon of interest (Willis et al.,
2016). The ontological position and epistemological assump-
tion of qualitative description suggest that reality is subjec-
tive; thus, “no one reality can exist as individuals assign their
interpretation and meaning to a phenomenon” (Bradshaw
etal, 2017, p. 2). Therefore, findings should be supported by
verbatim quotes to illustrate and substantiate interpretations
accurately. This approach is well-suited for data collection
and analysis when researchers aim to provide a description
or summary of experiences.

Settings/Context

The study was conducted in a clinic within a cardiac sur-
gery program in Western Canada. The institution performs
approximately 1,500 adult cardiac surgical cases annually,
including heart transplants, lung transplants, and mechan-
ical circulatory support (MCS). A cardiovascular intensive
care unit (CVICU) accommodates patients in the immediate
postoperative period. Following CVICU discharge, a multi-
disciplinary team — including nurse practitioners, surgeons,
nurses, respiratory therapists, physiotherapists, pharmacists,
and discharge coordinators — monitors patients for post-
operative complications in a postoperative unit, providing
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essential education as patients recover and prepare for dis-
charge. The NP-led clinic serves as a point of transition for
patients referred before discharge. Those living outside
the province, being transferred to another acute care facil-
ity, receiving MCS, or undergoing congenital heart defect
repair, cardiac transplantation, or lung transplantation were
excluded from the clinic.

NP-Led Clinic: Structure and Goals

The NP-led clinic was developed with the following goals:
1) reducing the length of stay following cardiac surgery, 2)
minimizing hospital readmissions, and 3) decreasing emer-
gency department visits after discharge. Funding for the clinic
was secured for an estimated two-year period from a facility
innovation grant, which was entirely allocated to the NP’s sal-
ary. The clinic was located within an outpatient department
and staffed by a 0.75 full-time equivalent NP, along with an
existing clinic coordinator (unit clerk) who supports all car-
diac clinics in the outpatient setting. The outpatient clinic
featured a registration desk for all patients accessing the car-
diac clinics. The NP utilized one exam room on clinic days
and independently performed all required interventions,
including vital signs, patient assessments, education, docu-
mentation, completing requisitions and prescriptions, and
faxing specialist referrals and follow-up notes to primary care
providers.

The clinic opened in January 2022, with the NP work-
ing 4 days per week. The median (IQR) number of patients
seen per month was 81 (range, 59-89). In the first 12 months
of operation, the NP saw 910 individual patients. Initial vis-
its were conducted both in person (n = 450) and virtually
(n=460). Additional visits were necessary for 258 (28.4%)
patients, resulting in 431 follow-up phone or in-person
appointments. Initial in-person visits were scheduled for
either 60 minutes or 30 minutes when conducted over the
phone.

Sampling/Recruitment

A purposeful sampling approach was employed to ensure
that participants with the most relevant qualities, such as
applicable experience and knowledge of the phenomenon of
interest, were recruited to provide information-rich content
for analysis (Bradshaw et al., 2017; Creswell & Poth, 2018;
Sandelowski, 2000; Malterud et al., 2016). The sample for
the study comprised individuals from the clinic leadership
team, including the nurse practitioner. They were contacted
via email and invited to participate in the research study.
Recruitment concluded when all clinic leaders agreed to
participate.

Data Collection

Four individuals (three clinical leaders and one NP)
were interviewed for the study. Data collection was guided
by semi-structured, in-depth interviews with focused ques-
tions. Individual interviews provided unique perspectives

rather than the broader understanding achievable through
focus groups (Sandelowski, 2000). The research team devel-
oped the interview questions iteratively to reflect the inquiry,
incorporating input from clinical staff and leadership familiar
with the study (see Box 1: Interview guide; Roberts, 2020).
Before administering the questions to participants, the inter-
viewer tested them with another team member. Participants
answered a series of focused, open-ended questions regard-
ing the clinic’s purpose, barriers and facilitators to estab-
lishing the clinic, and factors influencing the timeline for its
development. Additional questions explored the leadership
and clinical skills necessary for the clinic setup. Interviews
typically lasted about 45 minutes in duration.

A secure Zoom platform was used to conduct interviews,
utilizing recommendations from similar research teams
(Zoom Video Communications, 2023). Zoom is a collabo-
rative, cloud-based videoconferencing service that offers fea-
tures including online meetings, group messaging, and secure
session recording (Archibald et al.,, 2019). The interview was
audio recorded, and artificial intelligence-based audio tran-
scription was employed (Gray et al., 2020), followed by man-
ual review to confirm the transcription’s accuracy. Transcripts
were then uploaded to the open-source qualitative data anal-
ysis software Taguette for review, coding, and qualitative
analysis (Rampin & Rampin, 2021). Interviews were con-
ducted between November 9, 2022, and January 6,2023. All
participants joined the interview from a private office while at
work, ensuring that no interruptions or distractions affected
data collection during the interviews.

Box 1
Interview Guide

I understand that you have been part of the NP-led cardiac
surgery follow-up clinic development. Can you describe your
experience of developing the clinic?

What were some of the challenges or barriers to starting the
clinic?

What were some of the facilitators for starting the clinic?
How long was the clinic in the development phase?

What would you do differently next time you develop a similar
clinic?

What clinical and or leadership skills were essential for this clinic?

What specific skills did the NP bring that were essential for the
clinic?

Would you like to review the questions at all?

Is there anything else you think we should know about the NP
clinic?

Is there anything you would like to add?
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Data Analysis

In alignment with the requirements of qualitative
descriptive studies, this research adopted a thematic anal-
ysis approach, following the phases of familiarization, cod-
ing, theme generation, and reporting (Braun & Clarke,
2006). Understanding the data involved repeatedly listen-
ing to and reading it while questioning its meanings and
relation to the study’s objectives. Taguette was then used to
highlight relevant and insightful sections of the interview
transcript, which were coded, grouped, and organized into
hierarchical tag structures within a query language data-
base, facilitating easy exploration (Rampin & Rampin,
2021). Themes were generated by grouping coded and
highlighted passages and elevating them to a higher level
of abstraction by identifying patterns and key concepts.
This inductive approach enabled a deeper understanding
of the study’s context and the development of a framework
applicable in practical settings, benefiting others in simi-
lar contexts (Braun & Clarke, 2006; Thorne, 2008). The
findings from the thematic content analysis are presented
in accordance with the Standards for Reporting of Quali-
tative Research (SRQR) checklist (O’Brien et al., 2014; see
supplementary data).

Ethical Considerations

Each participant received a written study information
sheet at the outset. Before collecting data, the interviewer
reviewed the contents of the consent form and obtained
written consent from the participant before the interview.
The researcher informed potential participants that their
participation was voluntary and that they could withdraw
from the study without negative consequences. All partic-
ipants were given a copy of the completed consent form
immediately after the interview. The study procedures
received approval from the University of Alberta’s Research
Ethics Board (Pro00116155), and no deviations from this
protocol occurred.

Researcher Positionality

The interviewer is a second-year PhD student trained
in qualitative research methods. She is also a nurse man-
ager with more than 10 years of experience leading front-
line nurses and multidisciplinary healthcare teams. She
has overseen the establishment of multiple outpatient
clinics, including a COVID-19 Immunization Centre.
The research team also included members with advanced
training and experience in qualitative and mixed-methods
research.

Trustworthiness

We adhered to the criteria of credibility, depend-
ability, confirmability, transferability, and authen-
ticity, as described by Lincoln and Guba (1985).
Credibility was established through prolonged contact
with participants, peer debriefing within the research team,

SURGERY FOLLOW-UP CLINIC: A QUALITATIVE DESCRIPTIVE STUDY

member-checking with participants, and maintaining a
reflective journal (MJD). Rigorous data analysis involved
multiple iterations of questioning the data and exploring
alternative explanations. Dependability was ensured by
maintaining an auditable trail of process logs and engaging
in peer debriefings within our research team. Confirmabil-
ity was addressed by keeping an audit trail of analysis and
methodological memos. Transferability was supported by
providing rich, detailed descriptions of the context, loca-
tion, and participants studied, as well as by being trans-
parent about the analysis and trustworthiness. Lastly,
authenticity was achieved by carefully selecting appropri-
ate participants and offering a rich, detailed description of
their experiences.

Findings

In-depth interviews were conducted with four key clin-
ical leaders, each of whom had been directly involved in
the development and implementation of the clinic. Table 1
outlines the roles and responsibilities of all participants in
this study. The experiences of these participants were nota-
bly consistent. Data analysis revealed six key themes: clinic
goal, patient impact, facilitators (team collaboration, clini-
cal knowledge, and interest holder involvement), barriers
(hiring, the booking process, and the pandemic), leadership
skills, and key learnings (effective communication and secur-
ing surgeon buy-in).
Goal of the Clinic

Participants indicated that the clinic’s goal was to reduce
the length of hospital stays post-operatively, lower post-op-
erative readmissions, and decrease emergency visits by pro-
viding enhanced post-operative care through an NP. The
alignment of the clinic’s goal among the participants was

Table1

Participants Characteristics

Participant Role Nursing Responsibilities
Experience Related to Clinic
(Years)
1 Clinical 20 Developed idea and
leader proposal for NP role
2 Clinical 23 Developed idea and
leader proposal for NP role;
direct report for NP
3 Clinical 20 Developed idea and
leader proposal for NP role;
decision-maker for
ongoing funding
4 Nurse 24 Direct patient care, day

practitioner to day management of

clinic

Note. NP = nurse practitioner.
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evident. One of the participants noted that the idea for an
NP-led cardiac surgery follow-up clinic had been on the
minds of nursing leadership for some time. “We identified
that one of our issues was the prolonged length of stay within
the cardiac surgery wards ... There was a call for project ideas
for the Innovation Fund, and this idea arose during a meet-
ing” (P3).

The need to decrease the length of stay in the hospital was
echoed by other clinical leaders, noting: “We need to sup-
port patients after their surgery and, ultimately, that is going
to help reduce hospital readmissions and emergency visits
afterwards” (P4). Another mentioned, “Length of stay is
an organizational priority. We provide patients with a lot of
education prior to discharge, but they remain overwhelmed.
We had heard from a number of patients that they felt they
were told nothing, and they would phone back to the unit for
information” (P1).

Patient Impact

Participants reported that the clinic was supporting many
patients, particularly those with limited access to primary
care practitioners and living in rural areas. One participant
said, “There are a lot of patients who don’t have access to pri-
mary care, which is sad at this point. The clinic is bridging
that gap in services for them” (P1). Another stated, “From a
patient-satisfaction, provider-satisfaction point of view, the
clinic has been a success” (P1). Finally, the NP confirmed
that “in many cases, (they are) the first person they have
called because (they are) accessible.”

Facilitators
Team Collaboration

Participants discussed processes they employed to ensure
team collaboration from the project’s inception and through-
out the planning stages. One clinical leader participant noted
that they discussed the clinic with the physician lead “to see
if he would be supportive of our application (for funding)

. and he was. He thought it was a great idea. So, we put
forward the application... and ended up getting funded for
two years for an NP” (P2). Participants described at length
the collaborative planning that took place as part of clinical
planning and development, including having a shared under-
standing of the purpose of the clinic, its core functions, and
plans for hiring and operations. One participant recalled:
“After we decided who the successful candidate was, we met
as a team and engaged the quality improvement personnel
to walk through clinic processes with us. We met with the
ambulatory team couple of times to discuss how to do the
scheduling of patients and what that looks like” (P1).

The participants acknowledged that “communication and
regular meetings were important” from the start to success-
fully start clinic operations. However, some of the meetings
were impeded due to the ongoing COVID-19 surge planning,
and many of the meetings and “work were done virtually”
(P2).

Clinical Knowledge

The combined cardiac knowledge and clinical experience
of the clinical leaders and the NP were seen as crucial in facil-
itating the design and launch of the NP-led clinic, ensuring
it was well-equipped to deliver high-quality care to post-car-
diac surgery patients. Notably, participants highlighted that
the NP involved in planning the clinic possessed extensive
knowledge of cardiac conditions, including the anatomy and
physiology of the heart, various types of heart diseases, their
symptoms and causes, as well as the available treatments and
medications. Participants noted that the NP’s prior experi-
ence in cardiac care, including bedside practice and clinical
education roles, provided a comprehensive understanding of
many aspects of the cardiac surgery trajectory. This allowed
them to identify the needs of post-cardiac surgical patients
and create suitable care plans and interventions. Additionally,
their familiarity with cardiac issues enabled them to acquire
the necessary equipment and resources to provide effective
patient care.

Interest Holder Involvement

In addition to the core planning team, the hospital quality
improvement team and IT support services played crucial
roles in ensuring that the clinic was appropriately equipped
for practice, including supporting the use of the hospital
booking system and electronic medical records. For example,
one participant (P1) noted that the “Quality Improvement
(group) helped with the process development of the clinic,
and the IT (team) was essential in helping with developing
the clinic within (the electronic medical record)” (P1). In
their interviews, clinical leaders similarly reported that they
found the NPs on the post-operative cardiac surgery unit to
be ‘helpful’ and ‘supportive’ in advocating for and promoting
the clinic. The “NPs on the unit are instrumental with iden-
tifying people for the clinic and getting them to the clinic”
(P1). This, along with the support of cardiac medicine NPs,
cardiologists, and cardiac surgeons, significantly enhanced
the planning process, including referral and operational
processes.

Barriers

Participants discovered that, after receiving funding, they
faced additional challenges, including hiring a qualified NP
and establishing an effective booking process. Key barriers
include hiring, the booking process, and the COVID-19
pandemic.
Hiring

The participants agreed that it was essential for the NP
hired to practice to their full scope, be clinically strong, and
have the ability to manage the day-to-day operations of the
clinic. This includes in-depth cardiac assessment, manage-
ment of postoperative complications, and support for the
booking clerks. One of the participants mentioned: “We
went through the recruitment process and hired our current
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NP, who also worked in CVICU. It was important that the
NP have great assessment skills, the ability to critically think,
and be able to remotely assess patients. NP recruitment...
didn’t come without causing some pain in the sense that we
recruited internally. The workforce is tenuous right now...so
many vacancies across the organization” (P3).

Another participant noted: “It was important the NP
have cardiac knowledge and experience with cardiac surgi-
cal patients. We needed to hire someone who was willing to
learn and build the clinic themselves, with significant car-
diac surgery experience. Someone who was understanding,
confident, and someone with experience with pleural effu-
sions, sternal infections, and how to assess these patients”

(P1).

Booking Process

The participants identified that booking patients for fol-
low-up appointments was challenging. One of the clinical
leaders described the entire process as “daunting” since
none of the leadership team members at the time had prior
experience in ambulatory care. They believed that the clinic
should be managed by ambulatory care services rather
than acute care leadership, given their direct access to the
booking software and human resources. One participant
remarked, “I think it was unfortunate that we knew going
into the project that we needed some resources allocated
to booking, and we did not get them” (P1). Another par-
ticipant mentioned that the “two biggest challenges were
money and bookings” (P2).

All participants expressed frustration with the booking
process. They recognized that, aside from funding, the book-
ing process posed a barrier that affected the timely care of
patients after their hospital discharge. Consequently, they
telt this might have hindered their initial goal of reducing
the patients’ length of stay in the hospital. One participant
recalls, “By using the booking office at the (hospital), we
were not able to turn those bookings around quick enough.
So booking was our biggest problem, and we ended up mov-
ing away from using the booking office and used internal
resources on the cardiac surgery ward” (P1).

The challenges with the booking process and resources
also caused the NP to take on more administrative work. As
noted by one participant, “the NP basically worked a lot on
[their] own to assess what she needed in the clinic” (P3), and
complete all tasks, including administrative work.

Pandemic

The participants unanimously agreed that despite the clinic
receiving funding in January 2021, the COVID-19 pandemic
delayed its opening, which eventually occurred in January
2022. Participants reported that it was “quite hard getting the
clinic going during the pandemic” (P1), and that “There was
alot of delay experienced... because of COVID” (P3). They
suggested that the pandemic may have also affected the allo-
cation of funds and resources, which could have assisted the

SURGERY FOLLOW-UP CLINIC: A QUALITATIVE DESCRIPTIVE STUDY

team in establishing the clinic more timely. One participant
commented: “Because COVID hit, we did struggle. We found
out that we got the money. Then there was a bit of a delay to
make sure the money was actually in the account... allocated
for the special purpose of starting the clinic (P2).

The NP recalls starting “the job in January 2022” and hav-
ing to see her “first patient 10 days after ... definitely hit the
ground running” (P4).

Leadership Skills

Participants felt that the NP leading the clinic needed to
be creative, autonomous, and self-sufficient in understanding
and developing the clinic’s working processes. Additionally,
they indicated a need for strong leadership abilities. One of
the managers remarked, “my leadership style is more hands-
off. I believe in hiring good people and letting them work,
which is exactly what the NP did” (P2). The NP acknowl-
edged the importance of being multi-skilled. She stated, “I
am a one-man show. I am the organizer, the planner, and the
clinician, and I am my own clerical support.”

Learnings
Communication

Similar to other processes in healthcare, one participant felt
that enhanced communication was required, noting, “I didn’t
have a lot of communication as to how things are going, and
I was not receiving data that was coming out of the clinic... it
would also have been helpful to receive feedback and engage-
ment from the physicians once the clinic was running” (P1).

The same participant also felt that more explicit role defi-
nitions within the leadership team from the outset would
have benefited their project and acknowledged that the ongo-
ing COVID-19 surges had affected their collaboration. They
believed the team “needed to define... roles better from the
start” (P1).

Surgeon Buy-in

Furthermore, one participant expressed that the clinic did
not achieve its initial goal of reducing patients’ length of stay.
They noted: “I don’t think the clinic has been a success. From
a patient-satisfaction, provider-satisfaction point of view, it
has been a success, but it has not played out with the length of
stay or readmission rates, which was our primary goal” (P1).

Some participants acknowledged that the clinic’s out-
comes may be linked to a lack of sufficient buy-in from sur-
geons regarding the early discharge of their patients when
it is safe. As one participant notes: “I don’t know that we
saw the surgeons really pushing the envelope in discharg-
ing patients sooner like I had hoped. We still had instances
where the patients were medically ready for discharge, and
the surgeons would state they feel uncomfortable, and they
prefer the patient stay another day. What we needed was the
surgeons to tell their patients that when they were medically
stable, they would be discharged home, and have their fol-
low-up at the NP clinic” (P1).

38

CANADIAN JOURNAL OF CARDIOVASCULAR NURSING



LARTEY, S. A., GREWAL, A., Douma, M. J.,, WoLp, S., WiLL1aMS, G., Norris, C. M., JoB McINTOSsH, C., & MONTGOMERY, C. L.

The participants also believed that additional time should
have been dedicated to promoting the clinic to other mem-
bers of the cardiac sciences team within the facility. They also
felt that a surgeon champion would have been beneficial for
advocating the clinic among the surgeons’ group. One of the
participants found that “In order for it to be a success, we
needed to make sure that the residents and the surgeons all
knew about the clinic, but they are all busy, and it’s a process
change. This takes time...reminding the surgeons and resi-
dents of what we're doing and what the clinic goals are, and
that the clinic is to support their patients” (P4).

Another participant noted that “having a physician cham-
pion for the clinic would have been helpful, someone to
endorse it with all the cardiac surgeons, to help champion
the clinic” (P3).

Discussion

This study examined the experiences of decision-makers
in designing and launching an NP-led post-operative care
clinic for cardiovascular surgery patients. It sheds light on
the establishment of NP-led care and clinic operations, pro-
viding qualitative insights that complement existing research
on NP-provided care. The findings reveal that designing and
implementing an NP-led clinic is a challenging endeavour,
as numerous factors must be considered. These results hold
clinical and administrative significance as they may inform
NPs and leaders when considering similar health system
interventions. The decision-makers in this study aimed to
decrease hospital length of stay. Previous studies on similar
clinics in acute care settings have associated CVD-focused
NP-led care with lower 30-day readmission rates (David et
al.,, 2015; Echeverry et al., 2015; Estrella-Holder & Zieroth,
2015). In a retrospective chart review, Meyer and Miers
(2005) found a decrease of 1.91 days in the length of stay for
postoperative cardiovascular surgery patients with NP-led
care. However, concurrent evaluation data collected during
this study (unpublished) showed no statistical difference in
the length of stay after critical care discharge.

Previous research has demonstrated that patients from
diverse backgrounds, including age, ethnicity, and care set-
ting, are generally satisfied with NP care (Hayes, 2007;
Oatley & Fry, 2019). Patients found NPs approachable and
accessible; they listened intently to patients’ experiences,
spent sufficient time addressing their concerns, and effec-
tively managed their health issues (Thrasher & Purc-Ste-
phenson, 2008). The results of this study align with prior
findings, as participants reported anecdotal evidence of high
patient satisfaction. The accessibility of the NP has enabled
them to bridge the gap in care access between hospital dis-
charge and the first appointment with the patient’s primary
healthcare provider. The clinic addressed the post-operative
needs immediately after discharge from the hospital until
patients can see their primary care providers. This is partic-
ularly crucial for patients residing in rural areas. Access to

qualified healthcare providers such as NPs via telephone has
been characterized as an alternative for patients who might
otherwise present to an emergency department for non-ur-
gent care (Oatley & Fry, 2020). Although this study’s data
show no difference in hospital readmissions, emergency
department visits decreased for clinic patients 7 days follow-
ing discharge.

Furthermore, team collaboration facilitated the smooth
initiation of the clinic. Decision-makers worked closely with
other departments and hospital leadership to secure funding,
hire a qualified NP, and ensure appropriate referrals. They
engaged the quality improvement team, the IT team, and the
booking department, regularly communicating to ensure a
successful launch of the clinic. Nevertheless, participants
shared essential insights that healthcare leaders and provid-
ers should consider when establishing similar clinics, such as
the importance of ongoing collaboration and interest-holder
engagement to ensure buy-in both before and after the clin-
ic’s initiation. The study findings suggest that the lack of sur-
geon engagement and buy-in may have contributed to the
unchanged length of stay. Patients may have remained in the
hospital longer because surgeons were not fully aware of the
NP clinic’s role in supporting patients post-discharge.

Implications for Practice and Research

Evidence of the value of the NP role is growing, and this
study outlines what is needed to broaden the practice settings
in which NPs can have a positive impact. While there is sub-
stantial research on the NP’s role in acute and primary care
settings, studies on NP-led clinics in outpatient settings are
insufficient. As the number of NPs in this context increases,
research must assess their impact on patients, other health-
care providers, and the healthcare sector as a whole. Future
studies should investigate the effects of NP-led care in outpa-
tient settings across various patient groups, including those
post-transplantation or following critical care stays. There is
a significant need for research that investigates the patient
experience in NP-led care, as this would provide evidence to
inform decision-making regarding the NP role. As the partic-
ipants in this study noted, NP-led care is crucial to the overall
functioning of the healthcare system.

Limitations

While this study provides insights into the experiences
and perspectives of a specific group of participants, several
limitations should be considered. First, the sample size was
small and specific to the practice setting and context, which
may have limited the transferability of the findings. Further-
more, the study relied on a single data collection method:
semi-structured interviews. While this approach allowed
the researcher to gain in-depth insights into the participants’
experiences, it may not have captured the full range of their
perspectives and experiences. Finally, as with all qualitative
studies, the findings are subject to the researchers’ subjective
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interpretation. Although we attempted to minimize personal
bias, our perspectives and assumptions may have influenced
the data collection and analysis processes. Despite these lim-
itations, the study provides valuable insights for policymak-
ers and administrators seeking to establish similar clinics in
similar contexts. Additionally, the data from this study serves
as a foundation for future research that could address these
methodological considerations and enhance the validity and
transferability of findings.

Conclusion

This study revealed that developing and implementing an
NP-led follow-up clinic for cardiac surgery patients involved
several successes and challenges. Team collaboration, clini-
cal knowledge, and the involvement of key individuals facili-
tated the smooth and successful implementation of the clinic.
Participants suggested that better role definition, improved
booking processes, increased engagement from surgeons,
and the inclusion of a surgeon champion could contribute
to even greater success and support the achievement of the

SURGERY FOoLLOW-UP CLINIC: A QUALITATIVE DESCRIPTIVE STUDY

clinic’s primary goal — decreasing hospital length of stay. This
study provides valuable insights for healthcare professionals
and managers seeking to establish similar NP-led clinics to
enhance post-cardiac surgery patient care.
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Decisional Needs of Equity-Deserving Groups
Diagnosed with Brain-Heart Conditions: A
Mixed-Methods Study

S. Gessese', D. Stacey, J. Etowa, R. Blackett, K. B. Lewis
' School of Nursing, University of Ottawa, Ottawa,
Ontario

Background: Brain and heart health are closely connected,
yet equity-deserving groups experience a higher burden of
brain-heart conditions. Barriers to equitable healthcare con-
tribute to unmet decisional needs and difficulties in making
informed brain-heart health decisions.

Purpose: To determine the decisional needs of equity-de-
serving patients with brain-heart conditions and the chal-
lenges they encounter when making healthcare decisions.

Methods: This explanatory sequential mixed-methods study
included adults (>18 years) diagnosed with, or at risk for a
brain-heart condition, had made or were making a health
decision within the past year, and self-identified as a mem-
ber of an equity-deserving group. Participants were recruited
from tertiary care hospitals and community organizations
in Ottawa through purposive and snowball sampling of an
ongoing study. Data were obtained using cross-sectional elec-
tronic surveys and semi-structured interviews. Survey data
were analyzed using descriptive statistics, interview data
underwent thematic analysis, and both were integrated.

Results: Twenty participants were included. Preliminary
analysis showed that 12 (60%) participants had a concur-
rent brain-heart condition and eight (40%) had a heart con-
dition with risk factors for a brain condition. Thirteen (65%)
identified as members of an equity-deserving group. The four
(20%) participants that reported significant decisional con-
flict are from an equity-deserving group. Interviews revealed
barriers to decision-making such as mistrust, insufficient
information on available options, and negative past health-
care experiences.

Conclusion: This study found that equity-deserving groups
face unmet decisional needs and barriers to brain-heart deci-
sion-making. Future research should develop decision sup-
port interventions to promote equitable brain-heart health
decision-making practices among patients from equity-de-
serving groups.

Postural Orthostatic Tachycardia Syndrome:
A Challenging Journey of Misdiagnosis to
Diagnosis

B. Lanry’, S. Warren

! St. Boniface Hospital, Winnipeg, Manitoba

Postural Orthostatic Tachycardia Syndrome (POTS) is
a lesser-known pre-syncope syndrome related to a cardio-
vascular autonomic disorder that is poorly understood but
has been related to viral, neurological, and other causes. It is
characterized by an excessive increase in heart rate on stand-
ing and symptoms of orthostatic intolerance that pose signif-
icant limitations on functional capacity. Though it has been
described since the 1800s, it did not receive a consensus
statement definition until 2011. Postural Orthostatic Tachy-
cardia Syndrome predominantly affects adolescent or young
adult women and is often misdiagnosed or a missed diagno-
sis. On average, POTS patients wait longer than 4 years for a
POTS diagnosis from symptom onset, with 75% of patients
experiencing one or more misdiagnoses. We will explore the
cardiac and non-cardiac symptoms associated with POTS,
sub-types of POTS, the hemodynamic changes that occur
with POTS, and the diagnostic criteria. Using a case study,
we will highlight the challenges in both getting a diagnosis of
POTS and the impacts of living with POTS for a previously
healthy young woman. Both the fact that diagnostic criteria
focus on the heart rate and fail to capture the variety of other
symptoms that are part of this syndrome, plus the lack of phy-
sician education, contribute to diagnostic delays. There is a
need for increased awareness and algorithms that, in addition
to the cardiac features, consider the functional symptoms as
well as potential causes of this syndrome.

The Ottawa Mobile Screening Program:
Addressing the Unmet Need of Communities

K. Dagg', S. Wong, C. Cross, R. Beanlands, T. Mesana,
E. MacPhee, I. Burwash, V. Chan, H. Emmerson, R.
Coulton, R. Gauda, R. Milne, D. Messika-Zeitoun

! University of Ottawa Heart Institute, Ottawa, Ontario

Valvular heart disease (VHD) is underdiagnosed, under-
treated, and referred too late in its disease course. At the Uni-
versity of Ottawa Heart Institute (UOHI), the Centre for
Valvular Heart Disease Mobile Screening Program (MSP)
bridges these gaps in care at a primary level, while focusing on
Indigenous, rural, and minority communities. Eligible par-
ticipants are 65 years of age, have no known cardiovascular
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disease, have no follow-up with a cardiologist, and have
not undergone an echocardiogram in the last three years. A
sonographer uses a point of care ultrasound (POCUS) to
screen for significant VHD and a nurse screens for the five
common cardiovascular risk factors (CV-RF). Recommen-
dations are provided to the participant by the nurse based
on an algorithm (Figure 1). Results and documentations
are subsequently reviewed by a cardiologist specialized in
echocardiography. A summary is sent to the primary care
provider (PCP) and available to the participant. Over 18
months, 1,389 participants were screened; 7% had significant

Figure 1
Algorithm Used in MSP

VHD and were referred for a formal transthoracic echocar-
diograph (TTE) and a consultation with a VHD-specialized
cardiologist, 7% were referred to their PCP or walk-in clinic
for a TTE for significant non-valvular POCUS findings, 0.5%
were referred to the UOHI Rapid Access Clinic for urgent
non-valvular POCUS findings, and 29% were referred to their
PCP or walk-in clinic for above target CV-RF (Figure 2). This
innovative prevention initiative demonstrates that an MSP is
feasible and sustainable with relatively high rates of unidenti-
fied abnormalities. The program’s impact and cost-effective-
ness are currently being assessed.
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Graphical Abstract
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85 clinic days (16 participants / clinic)
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Note. CVHD = carcinoid valvular heart disease; VHD = valvular heart disease; PCP =
primary care provider; RAC = Rapid Access Clinic; CV RF = cardiovascular risk factors.
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ORAL PRESENTATIONS

Cancer Survivors’ Experiences of
Cardiotoxicity-Induced Heart Failure: Living
in the In-Between

M. Gholami', F. Madhani, M. Alzghoul, S. O’Keefe-
McCarthy
! Brock University, St. Catharines, Ontario

Cancer treatment methods, particularly chemotherapy
and radiation, have significantly increased survival rates.
However, chemotherapy has a detrimental impact on sur-
vivors’ heart health, leading to cardiotoxicity-induced
heart failure (CIHF). Cardiotoxicity-induced heart fail-
ure post-chemotherapy is a life-threatening condition that
impairs survivors” quality of life. Cardiotoxicity occurs in
25% of individuals with cancer. Cardiotoxicity-induced heart
failure severity depends on an individual’s level of pre-ex-
isting risk factors and the chemotherapeutic medications
used. There is limited research about how individuals with
CIHF cope. This qualitative study explored coping strategies
employed by cancer survivors living with CIHF. Semi-struc-
tured interviews were conducted with seven individuals (five
females; two males; age ranged between 25-70) who devel-
oped CIHF after chemotherapy for various cancers. Using
interpretive description, guided by the transactional theory
of stress and coping, thematic analysis generated the overar-
ching theme of Living in the In-Between. Participants expe-
rienced tensions transitioning from surviving cancer to living
with CIHF. Sub-themes highlighted the disruptive impact
of CIHF symptoms on survivors’ lives and the need to form
a new identity post-diagnosis. Coping strategies identified
were seeking social supports, making lifestyle changes, and
use of positive thinking to live within their new identity. This
study identified significant implications for CIHF-related
healthcare. Patient, health are professional and public educa-
tion on the cardiotoxic risks of chemotherapy, the incidence,
prevalence, and symptoms of CIHF are needed. Cardiovas-
cular nurses are in a pivotal position to advocate for and edu-
cate patients with CIHF on how to recognize, manage, and
cope with symptoms associated with CIHFE.

Connecting Gender to Prompt Help-seeking
in Men Experiencing Myocardial Infarction

M. Cho', M. Mooney, F. Howard, J, Oliffe, M. Mackay
! University of British Columbia, Vancouver, British
Columbia

Establishing a Transfer Program in Adult
Congenital Heart Disease to Address Risks of
Health Decline

C. Brousseau-Whaley', J. Morin
! University of Ottawa Heart Institute, Ottawa, Ontario

More than 90% of children born with a congenital heart
disease (CHD) grow up to adulthood. This patient popula-
tion requires lifelong follow-up in an Adult Congenital Heart
Disease (ACHD) clinic. In a recent retrospective study com-
pleted at our centre, one in eight patients had a decline in their
health while waiting for an ACHD consultation. In addition,
patients with moderate or severe CHD lesions were at greater
risk for decline, compared to those with simple CHD lesions.
The ACHD clinic at the University of Ottawa Heart Institute
(UOHI) developed a multipronged transfer program to aid in
minimizing health decline while on the waitlist. First, a nurse-
led virtual visit is scheduled within one month of receiving a
new referral to the ACHD clinic. These clinic appointments
aim to provide patients with education on their specific heart
defect, awareness of potential red flag symptoms, and lifestyle
recommendations. This enables nursing staff to triage and pri-
oritize consults, and facilitate referrals as needed. Secondly, a
concise personalized congenital history document is created
for each referral. This is shared with the patient at the time of
their nursing visit. This summary includes pertinent cardiac
health information, alarm symptoms, and clinic contact infor-
mation. To date, S1 patients have been included, five of whom
were identified as high risk for health decline and were triaged
for an urgent visit. These two patient interventions aid in early
establishment of therapeutic relationships, detection of those
at risk of declining, and dissemination of concise and patient
specific information to patients and healthcare providers.

From Knowledge to Action: Improving
Nicotine Dependence Screening and Smoking
Cessation Support in Cardiac Care

P. Johnson', J. Werry, S. Lauck, E. Tang
! Providence Health Care/St. Paul’s Hospital,
Vancouver, British Columbia

Quitting smoking immediately following an acute coronary
syndrome event is safe and can substantially reduce future out-
comes such as death or re-infarctions. As frontline healthcare
providers, the St. Paul’s Hospital Cardiac Intensive Care Unit
(CICU) nurses play a pivotal role in identifying individuals
at risk, offering education on the health risks of smoking, and
empowering patients to quit. Canadian tobacco guidelines rec-
ommend that all patients in acute care settings are screened for
tobacco use and be offered treatment to those who actively
smoke. Despite this knowledge, recent health record audits
revealed less than 40% of CICU admissions had documented
screening of nicotine dependence. We sought to address this
gap in care through a knowledge translation (KT) initiative to
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improve screening of nicotine dependence on patient admis-
sion, encouraging nurses in supporting smokers, and creat-
ing access to smoking cessation expertise during the patient
hospital stay and at discharge. Our pathway to improve care
included collaboration across disciplines, streamlining direct
nursing consults to smoking cessation experts, dedicated sus-
tainable training, and partnership with patients. Evaluation
of this KT initiative is ongoing. Regular health record audits
demonstrated that there are areas for improvement; there has
not been a significant increase in documentation of nicotine
dependence. We conducted nursing surveys exploring barriers
to practice revealing discomfort with nurse-initiated referrals
and charting ‘fatigue’ with electronic medical records. Implica-
tions include additional work to address local barriers through
further engagement with CICU staff and patient partners. We
plan to share systems-level barriers with leadership to inform
the regional strategy on smoking cessation.

Implementing a Coaching and Mentorship
Program to Improve Retention and Well-
being of Nurses in an Acute Cardiovascular
Centre of a Canadian Quaternary Hospital
Network

S. McDermid-Flabbi', A. Jelen, L. Graham, S.
Alexandre, J. Wong, H. Kelly, P. Hubley, B. Rubin
University Health Network (UHN) — Peter Munk
Cardiac Centre, Toronto, Ontario

Hospital nursing shortages remain a challenge impact-
ing well-being of nurses and patient care. Nurses face heavy
workloads and resource limitations, contributing to job dis-
satisfaction, burnout, and high turnover. Educational initia-
tives, like coaching and mentorship, are shown to be effective
retention strategies. This pilot study evaluated the feasibility,
acceptability, and impact of developing and implementing a
Clinical Coaching and Mentorship program, to retain nurses
at all career stages in an acute cardiovascular inpatient set-
ting. Using a pragmatic embedded mixed-methods pre-post
design, two professional development streams were assessed:
1) Clinical coaching: Experienced nurses (clinical coaches)
released from clinical duties for up to 12-hours per week, for
16 weeks, to support point of care skill and knowledge devel-
opment of novice nurses (coaches). 2) Mentorship: Experi-
enced nurses (mentors) in advanced practice and leadership
roles, guide professional growth and career aspirations of
early and mid-career nurses (mentees), who are released from
clinical duties for up to 12-hours per week, for 16 weeks, for
one-on-one mentoring and self-directed activities. Outcome
measures included validated pre- and post-surveys that mea-
sured organizational commitment, well-being, job satisfac-
tion, self-efficacy, and retention rates. Focus groups provided
qualitative insights into the program’s feasibility and impact.
Participants report positive impacts and overall satisfaction
with the program during focus groups. Validated survey

results of the study are currently being assessed. Findings
will inform other hospitals on effective strategies to improve
the work experiences, well-being and retention of nurses in
other specialized acute cardiovascular care settings.

Increasing Access to Heart Failure Education
in British Columbia: A Provincial Patient and
Family Video Project

V. Barrette', F. Munday, T. Radosavljevic, S. Ahuja, K.
Redman, K. Mackay, W. Chiu

! Cardiac Services BC - Provincial Health Services
Authority (PHSA), Vancouver, British Columbia

In British Columbia (B.C.), there is a need for standard-
ized, up-to-date, evidence-based, and accessible heart failure
(HF) patient education. A provincial initiative is currently
underway to create educational videos for all patients with HF
and their families/caregiver(s). The goal is to provide access
to high-quality education for patients who are enrolled, or
waiting to be enrolled in a specialized heart function clinic,
or do not have access to multidisciplinary heart-failure care.
With leadership from Cardiac Services B.C. (CSBC), a pro-
vincial team of multidisciplinary HF clinicians collaborated to
develop eight 10-minute videos that cover the fundamentals
of heart failure education. Using the framework for engage-
ment developed by the International Association for Public
Participation 2 (IAP2), five people with lived experience pro-
vided input on content and co-starred in each video with cli-
nicians. Health literacy experts reviewed the content to ensure
it is easy to understand and actionable. Indigenous partners
reviewed the content for cultural safety and alignment with
Indigenous-specific anti-racism principles. The creation of this
provincial video series is an example of innovation to improve
access to evidence-based HF education that supports self-care
and self-advocacy outside the clinic setting for patients and
their families/caregiver(s). Sharing lessons learned and dis-
cussing the various barriers to overcome will prove valuable
for other teams. Consultation with Indigenous partners and
people with lived experience in this provincial project hope-
fully will lead the way to more opportunities for collaboration.

Mobility in a Cardiac Surgery Intensive Care
Unit: A Behaviour Mapping Study

E. Phillips', D. M. Ashe, A. Schultz, S. O’Keefe-
McCarthy, R. Arora, T. Duhamel

! St Boniface Hospital/University of Manitoba,
Winnipeg, Manitoba

Mobilization by ambulation or cycling within 24 hours
post-cardiac surgery (CS) is associated with improved phys-
ical health outcomes, is safe, and is guideline-recommended.
Despite these points, no observational studies explore mobil-
ity post-CS in the CS intensive care unit (CSICU). This study
used behaviour mapping to observe and describe patterns
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of patients” mobility in one CSICU over 16 hours (0630-
2230 hours) on two weekdays and two weekend days. Two
observers collected patient mobility mode, location, and sup-
port data at 15-minute intervals. Data were aggregated into
four-hour time blocks. A total of 1,342 observations were
made over 4 days: 487 of mode, 485 of location, and 370
of support. Sitting in a chair was observed 430 of 487 mode
observations, 10-fold more than any other mode. Mobility
within the CSICU room was observed in 448 of 485 location
observations. Bedside nurses were the most common health-
care providers observed supporting mobility with 142 of 370
observations. The prevalence of observations of sitting in a
chair, and the lack of observations of ambulation and cycling
raises questions about the clinical goals and rationale of early
mobility. Reframing early mobility for clinical cardiovascular
nurses is one part of shifting clinical practice to move beyond
sitting in a chair. This presentation aims to have cardiovas-
cular nurses reflect on their clinical early mobility practices
to begin to support practice changes. As the most common
healthcare professionals supporting mobility, cardiovascular
nurses are the key drivers to operationalizing these changes
to mobility and improving patient health outcomes post-CS.

Postoperative Coronary Artery Bypass Graft
Readmissions in Rural, Remote, and Northern
Communities: Case Control Study Focused on
the Social Determinants of Health

M. Alaeddine', J. C. Phillips, C. Verschoor, D. Banner-
Lukaris, K. B. Lewis
! Health Sciences North, Sudbury, ON

People living in rural, remote, and Northern communi-
ties (RRNC) are at greater risk for hospital readmissions
post-coronary artery bypass graft (CABG). We aimed to
identify the contributing factors, including social determi-
nants of health (SDOH) associated with hospital readmis-
sion post-CABG in RRNC. In this case-control study from
one Northern Ontario hospital, we reviewed 44 patients’
charts, all of whom were readmitted within 30 days of CABG
between 2021 and 2023. The control group included 44
patients matched by age and sex. Logistic regression analysis
revealed that readmission was associated with previous myo-
cardial infarction (OR 2.517; CI 1.493-4.242), wait time for
surgery (OR 1.016; CI 1.003-1.030), town of residence (OR
0.183; C1 0.066-0.512), distance from hospital (OR 1.010,
CI 1.00S -1.015), and need for community care upon dis-
charge (OR 14.968; CI14.026-55.645). Therefore, factors for
readmission were less associated with patient health-related
factors but, rather, related to health services, physical envi-
ronment, and community-related factors, which all consist
within the SDOH. Nursing implications include considering
the latter factors within clinical practice, education, research,
and health policy. A shift in focus in nursing practice should
be to improve care planning and management of patients

undergoing CABG during their cardiac health journey from
diagnosis to treatment, and to discharge into the community.

Tailoring a Mobile Pain-Management App for
Youth Post-Cardiac Surgery

T. Killackey', J. O’'Hare, F. Campbell, K. Taylor, S.
Merklinger, J. Russell, R. Vanderlaan, L. Harris, F.
Nishat, N. Drumm, M. Patel, S. Jayawickrema, L.
Veloso, M. Marasinghe, J. Stinson

! University Health Network/University of Toronto,
Toronto, ON

One in five children who undergo cardiac surgery report
experiencing pain lasting more than 3 months after sur-
gery. Many of these patients experience moderate to severe
pain intensity, which has a significant impact on quality
of life. iCanCope with Post-Operative Pain (iCanCope
POP) is a smartphone app that provides adolescents with
evidence-based strategies to manage post-operative pain.
The goal of this study was to explore the unique needs and
pain-management experiences of youth undergoing cardiac
surgery to inform the development of a tailored iteration
of iCanCope POP. A descriptive qualitative design using
semi-structured interviews and focus groups was conducted
with adolescents ages 12—18 who had received cardiac sur-
gery, caregivers of youths undergoing cardiac surgery, and
interdisciplinary healthcare providers. Qualitative data were
inductively and deductively coded using a content analysis
approach to outline participants’ pain management experi-
ences and perspectives on the iCanCope POP app. Four-
teen interviews and one focus group were completed with
six children, six parents, and 13 healthcare providers. Pre-
liminary analysis highlighted three key themes: 1. Pre-oper-
ative expectations and preparation (e.g., timeline, technology
versus in-person approaches) ; 2. Post-operative support and
recovery (e.g., pharmacological management, clinical sup-
port, unexpected setbacks); and 3. App usefulness and modi-
fications (e.g., visual progress, age appropriateness, timeline).
Preliminary analysis identified various aspects of the cardiac
surgery journey that could be enhanced by the iCanCope
POP app. Future research should use these perspectives to
inform the co-design of a new iteration of the iCanCope POP
app specifically for youth undergoing cardiac surgery.

The PREVENT Clinic - A Risk-Factor
Reduction Program for Primary Prevention of
Cardiovascular Disease

S. Beingessner', J. Kim
! St. Mary’s General Hospital, Kitchener, Ontario

Atherosclerotic cardiovascular disease (ASCVD) is the
leading cause of mortality in Canada. Modifiable cardiovas-
cular (CV) risk factors, such as smoking, obesity, hyperten-
sion, hyperlipidemia and diabetes, are common conditions
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leading to an increased risk of ASCVD. Evidence-based
CV risk reduction models help guide clinicians to estimate
ASCVD risk in adults 4075 years old, and can help guide
pharmacological and non-pharmacological management
decisions, to lower CV risk. Long-term patient adherence
to guideline recommendations are enhanced by shared
decision making, and by leveraging support of a multi-dis-
ciplinary team. St. Mary’s General Hospital Regional Car-
diac Care Centre in Kitchener launched a nurse practitioner
(NP)-led CV risk factor reduction program, called the PRE-
VENT clinic, where patients receive a clinical assessment
with a NP, and have access to the multidisciplinary cardiac
rehab team, for guidance on evidence-based heart-healthy
diet modifications, exercise therapy with an individualized
exercise prescription, smoking cessation and social work
support. The purpose of this workshop is to review the Pri-
mary Prevention of Cardiovascular Disease Guidelines. We
will discuss gaps, and review barriers to ASCVD risk reduc-
tion in the high-risk patient. Using a case-based approach,
the presenters will discuss how an NP-led PREVENT clinic
can reduce common modifiable CV risk factors. Presenters
will outline strategies that nurses can apply when educating
patients and their families. Case studies will compare and
contrast the 2023 PEER simplified lipid guidelines with the
2021 Canadian Cardiovascular Society (CCS) lipid guide-
lines, as well as highlight limitations of standard CV risk-re-
duction models.

Why Are We Too Cool for Cooling — Or Were
We Always Cooling Too Cool? An Update on
Therapeutic Temperature Management

L. Runcie'
'New Brunswick Heart Centre, Saint John, New
Brunswick

Hailed as one of few interventions that improve neu-
rologic outcomes post-out-of-hospital cardiac arrest, ther-
apeutic hypothermia became widespread practice in the
early 2000s. Over the last decade, there has been a shift
from therapeutic hypothermia to targeted temperature
management (TI'M); where the goal temperature ranged
from as low as 32 to 36 degrees Celsius. Then, in 2021,
TI'M was dethroned in favour of normothermia; the prac-
tice of maintaining body temperature less than 37.8 degrees
Celsius for a prolonged period of time post-cardiac arrest.
Practitioners were keen to reject hypothermic cooling, as
it is complex, time consuming, and challenging to do well.
Unfortunately, normothermia may not have been aptly,
or formally adopted in substitution. In some instances,
cooling policies were abandoned before best practices
were formally updated, leaving a gap in evidence-based
care. This presentation aims to promote best practices by
exploring the evolution of TIM with a focus on the cor-
responding nursing care. Using a conversational style of

presentation, a description and history of cooling will be
reviewed, emphasizing hallmark studies that resulted in
practice changes. Current guidelines will be highlighted
before concluding with a discussion revolving the art of
nursing in the realm of TI'M. After participating in this
workshop, attendees will have a better understanding as to
what the current temperature management goals are post
cardiac arrest, and why. Participants will be equipped with
the knowledge necessary to advocate for their post-cardiac
arrest patients, engage in evidence-based care, and facilitate
practice updates as needed.

POSTERS

Characterizing Stigma in Congenital Heart
Disease: A Scoping Review

M. Sochaniwskyj', V. Mohabir, M. Prashar, A. Farrell, T.
Killackey
! Toronto Metropolitan University, Toronto, ON

Congenital heart disease (CHD) is the most common
congenital malformation that affects approximately 1.3%
of Canadians. While medical advancements have improved
survival rates, individuals with CHD may face enduring
stigma that impacts their social, professional, and emotional
well-being. Patients with CHD often encounter misconcep-
tions about the nature of their disease and face challenges
surrounding disclosure of their condition. Beyond the per-
sonal and relational impact of stigma, patients frequently
hesitate to disclose their CHD diagnosis at the organiza-
tional or institutional level due to fear of discrimination at
school or work. Emotionally, stigma contributes to anxi-
ety, depression, and diminished self-esteem, exacerbating
feelings of otherness. The purpose of this review is to syn-
thesize evidence on the various manifestations of stigma in
CHD patients’ lives and explore how stigma is character-
ized in this population. This scoping review was conducted
and reported in accordance with the Joanna Briggs Insti-
tute (JBI) scoping review methodology and the Preferred
Reporting Items for Systematic and Meta-Analyses exten-
sion for Scoping Reviews (PRISMA-ScR), respectively. A
scoping review methodology was deemed the most suit-
able approach to explore the breadth and depth of the
literature on stigma in the CHD population as: (a) no pre-
vious reviews have been conducted on this topic, and (b)
stigma is a concept that has been applied to a broad range
of healthcare and academic disciplines. Preliminary results
suggested limited research has focused on this issue and, to
date, no research has thoroughly examined or documented
the experiences of stigma in CHD patients.
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Early Discharge, Timely Access to Care:
The Role of the Nurse Practitioner in an
Outpatient Clinic Post-Adult Congenital
Cardiac Surgery

B. Bailey’, T. Killackey, M. Grylls
! University Health Network, Toronto, Ontario

Advanced practice nurses (APNs), including nurse prac-
titioners (NPs), are essential providers within the Canadian
healthcare system, and facilitate the delivery of high-qual-
ity person-centred care across healthcare settings. Evidence
shows that NPs contribute to key outcomes in healthcare
delivery, including reduced length of stay, improved access
to care, and increased patient satisfaction. The purpose of this
presentation is to provide an overview of the impact of devel-
oping a unique NP role that addresses the post-operative care
needs of adults with congenital heart disease (ACHD). At
the University Health Network (UHN), a major academic
healthcare organization in Toronto, Canada, NPs are fully
integrated across speciality areas within interprofessional
teams. This is achieved through the support of the organiza-
tion’s leadership who prioritize the APN role within various
teams, most notably in speciality areas, such as ACHD. On
average, 100 ACHD patients receive surgery at UHN each
year. Often, these surgeries are challenging and patients
may experience prolonged recovery that can result in phys-
ical and mental health impacts. The role of the NP with the
Toronto ACHD program has evolved to meet the unique
needs of patients and families; in this context, an outpatient
clinic with a specific focus on postoperative ACHD care was
developed. This presentation will provide an analysis of rele-
vant healthcare utilization and access outcomes, alongside an
overview of the experiences of patients and family members
who are served by this clinic to demonstrate the impact of a
novel NP-led post-operative ACHD clinic.

Evaluating Nursing Perspectives on the
Implementation of a Multidisciplinary
Cardiogenic Shock Program Teamin a
Canadian Heart Centre

D. El-Mughayyar', K. D’Souza, A. Beckett, T. Marshall,
J. Macleod, O. El-Mugayyar, M. Doshi, K. Brunt, J. F.
Legare

! New Brunswick Heart Centre, Saint John, New
Brunswick

Current evidence highlights improved outcomes in heart
centres operating multidisciplinary cardiogenic shock (CS)
programs, including dedicated CS-Program Teams (CSPT).
Despite its benefits, CSPT implementation across Canada
remains limited due to systemic and human factor barri-
ers. We assessed the implementation of a CSPT at the New
Brunswick Heart Centre, focusing on early screening, timely

activation, and invasive monitoring. A secondary objective was
to evaluate the program’s impact on nursing practices, work-
flow integration, and communication within the coronary care
unit (CCU). A mixed-methods survey was conducted three
years post-implementation, with 38 CCU nurses responding.
We revealed that 63% of nurses agreed or strongly agreed with
the effectiveness of CS-screening tools, and 82% supported
integrating a standard order set. However, only 30% felt com-
fortable activating the Shock-Team. Our survey highlighted
confusion about team composition, inconsistent activation
protocols, and concerns about attending availability. Nurses
emphasized the need for more education, clearer order sets,
and standardized documentation across facilities. Respon-
dents valued Shock-Team communication, with 90% endors-
ing improved attending feedback on activation decisions and
87% supporting nurse participation in team discussions and
family meetings. Themes also included a desire for concrete
management guidelines and simplified tools for shock stag-
ing. Challenges such as arterial line placement and inconsis-
tent protocol application were noted. Our findings highlight
the need for enhanced communication, streamlined processes,
and interdisciplinary education. These insights provide action-
able strategies to optimize CSPT implementation and expand
protocols, with further evaluation recommended to measure
impacts on patient outcomes.

Heart Failure Transitional Care: The Value of
an Inpatient Versus Outpatient Intervention

L. MacArthur?, J. Kearnan, K. Kelemen, J. McLaren, E.
Macphee
! University of Ottawa Heart Institute, Ottawa, ON

In 2015, a tertiary care facility began the utilization of a heart
failure transitional care nurse (HFTCN) to improve outcomes
for patients with heart failure (HF). Interventions completed
by the nurse include HF self-care education, as well as collab-
oration with the multidisciplinary team to identify barriers to
discharge and potential triggers for readmission. Additionally,
the HFTCN ensures follow-up for patients though either tele-
home monitoring, an interactive voice response system (IVR),
or a follow-up call. A quality improvement project was initiated
to evaluate whether outcomes vary when a patient receives an
in-person intervention while in hospital versus an outpatient
intervention when at home. Between January 2023 and Janu-
ary 2024, 222 patients were followed by the HFTCN. How-
ever, only 34 patients received an outpatient intervention. To
keep sample sizes consistent the first S0 patients who received
an inpatient intervention were analyzed. Outcomes assessed
included 30-day HF readmission, 30-day all-cause readmis-
sion, and those who received intravenous (IV) furosemide in
the emergency department (ED), but were not admitted (Fig-
ure 1). Data illustrated there was little difference in 30-day HF
readmissions between interventions. There were noted varia-
tions in the number of 30-day all cause readmission rates and
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Figure 1

Patient Outcomes

Received IV lasix in ED- no admission

30 day heart failure readmission

30 day all cause readmission

0% 5%

= Outpatient Intervention

Note. IV = intravenous; ED = emergency department.

the number of patients who received IV furosemide in the ED
without an admission. An inpatient intervention led to higher
all-cause readmissions, whereas an outpatient intervention led
to more patients visiting the ED for IV furosemide without
admission. Further investigation is required to determine the
cause of variance with these outcomes and which intervention
should become standard of practice.

Implementation of a“Shock First, Code Blue”
Strategy on the Cardiac Wards

K. Redman', J. Mutch, A. Fong
! St. Paul’s Hospital, Providence Healthcare, Vancouver,
British Columbia

The purpose of our poster presentation is to share an algo-
rithm developed to implement modified basic life support
(BLS) on the in-patient cardiac ward for post-sternotomy
patients. We will describe an education training program,
which includes rapid cycle defibrillation practice, and share
results of our quality review. After an in-hospital cardiac
arrest, survival to discharge is significantly associated with
the time to defibrillation. Delayed defibrillation, defined as
greater than two minutes, is associated with increased mor-
bidity and mortality (Chan et al., 2008). Rhythm recogni-
tion and access to trained staff are two factors that influence
the time to defibrillation (Chan et al., 2008). During the
COVID pandemic, non-advanced cardiovascular life sup-
port (ACLS)-trained cardiac ward nurses were upskilled to

10% 15% 20% 25% 30%

m Inpatient Intervention

provide early defibrillation while waiting for the arrival of
Code Blue team members. Cardiac arrest after cardiac sur-
gery is a rare event and the best practices for code blue man-
agement differ for patients after sternotomy compared to the
regular population. While modified ACLS for cardiac sur-
gery patients in the intensive care unit (ICU) setting is com-
mon, the standard of care differs on the cardiac ward. During
the upskilling of ward nurses to defibrillate, we also chose to
implement a modified BLS protocol on the cardiac wards to
provide a defibrillation-first strategy for shockable rhythm
cardiac arrests. The results of 3 years of code blue data and
staff satisfaction surveys will inform future recommendations
for program development on cardiac wards.

Navigating Vasovagal Syncope: Tools and
Strategies for Cardiac Nurses

B. Lezak’, C. Kuttnig, M. Correia
! St. Boniface Hospital, Winnipeg, Manitoba

Vasovagal syncope, a common cause of transient loss of
consciousness, is due to a vagal response causing sudden
vasodilation, hypotension, bradycardia, and subsequent inad-
equate cerebral perfusion. This presentation will explore the
pathophysiology of vasovagal syncope, including the inter-
twined roles of the autonomic nervous system and cardio-
vascular reflexes. We will detail the clinical presentation,
including prodromal symptoms like nausea, diaphoresis, and
lightheadedness, which are critical for early recognition. This
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was inspired by a case that presented to our acute coronary
care unit (ACCU); a young male with recurrent vasovagal
syncope and sinus pause, requiring demand pacing, diagnos-
tic workup, and ongoing treatment. The presentation will also
focus on diagnostic strategies such as tilt-table testing, ECG,
and echocardiography to confirm the condition while exclud-
ing life-threatening arrhythmias and structural heart diseases.
Additionally, we will discuss risk stratification and the implica-
tions of comorbidities in patient management. Understanding
vasovagal syncope is particularly relevant to cardiac nurses, as
they often encounter patients presenting with syncope in acute
and outpatient settings. Recognizing the clinical patterns and
applying appropriate diagnostic tools ensures prompt iden-
tification, reduces unnecessary interventions, and alleviates
patient anxiety. Moreover, nurses play a vital role in educat-
ing patients on symptom management and lifestyle modifica-
tions to prevent recurrence. By equipping cardiac nurses with
a comprehensive understanding of vasovagal syncope, this pre-
sentation aims to enhance patient safety, improve outcomes,
and foster confidence in managing this frequently encountered
condition that can vary in severity.

Optimizing Patient-Centred Care by
Preparing Patients Ahead of their
Cardiovascular Consult

J. Silas', E. Serano, L. MacArthur, G. Small
! University of Ottawa Heart Institute, Ottawa, Ontario

In a specialized tertiary care hospital, 130,000 patients
visit annually for cardiac testing and treatment of heart dis-
ease. Preparing these patients ahead of their appointments is
a key component to providing patient-centred care (Ghol-
amzadeh et al,, 2021). Given this, a Quality Improvement
Project (QIP) was implemented to address the lack of infor-
mation and resources provided to patients to prepare them
prior to their appointments. The aim of this nurse-led ini-
tiative is to empower patients by educating them on neces-
sary testing and providing them with tools and resources
for symptom management and modifiable risk factors. Col-
laboration with both patient partners and members of the
multidisciplinary team was an integral component when
determining necessary interventions to implement. These
interventions include monthly interactive webinars, a check-
list for patients to complete prior to their visit and, if appro-
priate, a referral to a smoking cessation program. Since the
implementation of the QIP in August 2024, participation
in the monthly webinars continues to increase. By offering
resources and structured guidance, this initiative empowers
patients to take an active role in managing their health prior
to their consultations. This QIP highlights the importance of
patient-centred strategies to improve both the patient expe-
rience and health outcomes. Furthermore, the QIP encour-
ages a collaborative approach reinforcing the importance of
patient input in quality improvement. In the long term, this

initiative could lead to increased efficiency within the health-
care system, as better-prepared patients may experience more
streamlined consultations.
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Pre-Admission Unit Appointment Triaging for
Electrophysiology Procedures

C. Lewis’, A. Grenon
!'The University of Ottawa Heart Institute, Ottawa,
Ontario

Pre-surgical assessments and testing can be time consum-
ing for patients and resource intensive to hospitals. Reducing
unneeded visits to hospitals increases patient satisfaction and
optimizes hospital resources. Historically, electrophysiology
(EP) procedures requiring anesthesia support required a
pre-admission unit (PAU) appointment for assessment by an
anesthesiologist. This blanket requirement can delay access
to procedures and reduces efliciency in procedure schedul-
ing. To address this, our institution created a triaging process
to determine which patients genuinely benefit from a PAU
appointment, and which patients were appropriate to avoid
one. A questionnaire was created to score patients on current
and past medical history, which assisted in triaging patients.
Patients were categorized into two groups: those needing a
PAU visit and those who could safely proceed without one.
Over six months, 334 patients were triaged, with 140 (42%)
identified as candidates to forgo a PAU visit. This resulted in
a potential cost reduction of $70,000 over six months with
further projected annual savings of $165,000 using current
modeling. Most importantly, there were no procedure can-
cellations or complications attributed to foregoing PAU
appointments. This model can significantly reduce costs and
improve access to care for those who need it. Furthermore,
this model is also highly transferable to other areas, such as
cardiac surgery and structural heart programs. Integration
of this model into electronic health records systems could
streamline the triaging process and further reduce cost.

Reviving the Canadian Nursing Association
Cardiovascular Certification Exam: A
Scholarship-Based Approach

W. Chiu', E. Tang, J. Forman, S. Gilroy, M. Lesage, D.

Nordby, S. Lauck, K. Redman
! St. Paul’s Hospital, Vancouver, British Columbia

The Canadian Nursing Association (CNA) certifica-
tion exam in cardiovascular nursing is a vital credential for
ensuring excellence in specialized nursing care. Despite
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its importance, interest in the certification has declined in
recent years. On September 2022, CNA announced the risk
of the exam’s retirement in December 2029 if the number of
yearly writers does not reach their minimum requirement of
90 new exam writers per year nationwide. Past research has
shown that certification improves retention, job satisfaction
and patient outcomes. Thus, nursing leadership at the Heart
Centre of St. Paul’s Hospital in Vancouver, British Colum-
bia, sought to revive interest in the exam. Building on local
work to strengthen and sustain professional development
of our cardiac nurses, we addressed barriers and enhanced
accessibility through a scholarship-based recruitment strat-
egy. The premise behind a scholarship strategy was also to
promote the exam’s academic association. Scholarships were
awarded to eligible applicants to cover exam fees, coupled
with mentorship opportunities to support candidates in
preparation. At an organizational level, dissemination in the
benefits of certification has reinvigorated widespread inter-
est, increased certification uptake, and improved administra-
tive sustainment support with the program. The process of
program development, addressing the enablers and barriers,
as well as outcomes of application, exam pass rates, and par-
ticipant feedback will be presented. Sharing this information
will hopefully inspire other centres nationally to adopt simi-
lar initiatives, promoting widespread participation in certifi-
cation programs and reinvigorate advancing the standard of
cardiovascular nursing care across Canada.

Shaping Postpartum Cardiac Obstetric
Nursing Care: How Can the Perspectives of
Moderate- and High-Risk Cardiac Obstetric
Patients Inform Nursing Practice

A. Graham', J. Rider, K. Lecomte, P. VanDjjk, P.
Menon, S. Lauck, K. Mason
! St. Paul’s Hospital, Vancouver, British Columbia

The Canadian Cardiovascular Society has acknowledged
the growing number of women of childbearing age with car-
diovascular disease. There has been an increase in the sur-
vivorship of children with congenital heart disease (CHD),
with greater numbers reaching reproductive age. Concur-
rently, advancing maternal age means more patients enter
pregnancy with co-morbid conditions and acquired cardio-
vascular disease. The Cardiac Obstetric (COB) Clinic at St.
Paul’s provides quaternary cardiac care for pregnant patients
with congenital or acquired heart conditions. Our clinic sees
300-350 patients per year who deliver at hospitals across
British Columbia. There are well-established medical guide-
lines for the care of cardiac-obstetric patients, but a paucity of
literature on best nursing practice. Cardiac-obstetric patients
have a high level of surveillance in pregnancy, which provides
opportunity for reassessment. Hemodynamics continue to
evolve postpartum, which can impact the patient’s cardiac

condition and level of risk; yet there is very little guidance
on postpartum cardiac nursing intervention. To address this
gap, we introduced cardiac-specific discharge teaching and
RN telehealth within two weeks after delivery. To support
this novel nursing practice, we are conducting a qualitative
research project to understand perspectives of moderate- and
high-risk COB patients during the interval between hospital
discharge and first cardiac postpartum appointment. We have
selected interpretive description as our methodology. Using
semi-structured phone interviews, preliminary findings sug-
gest that patients’ perspectives support more comprehensive
postpartum nursing care. Our goal is to utilize this informa-
tion to plan our cardiac-obstetric nursing care and discharge
support for a unique and growing patient population.

WORKSHOPS

“This is Cardiology”: Bridging Research and
Practice Through Interactive Learning

L. Runcie', Joelle Brennan, J. Mulvihill, E. Phillips, L.
Runcie

! New Brunswick Heart Centre, Saint John, New
Brunswick

This dynamic session will connect the latest research
findings with real-world clinical practice, highlighting crit-
ical updates in treatment guidelines, pharmacology, and
emerging study results. The purpose of this workshop is to
engage attendees in a Jeopardy-style game show where we
will explore a broad spectrum of contemporary cardiac care
topics. Three contestants will test their knowledge across key
areas, such as echocardiogram (ECG) interpretation (“Is
that a STEMI?”), heart failure management (“Broken Heart
Club”), arrhythmia and pacer management (“Let the Beat
Drop”), and cutting-edge topics like amyloidosis (“Are You
aWild Type?”) and advanced hemodynamics (“Need More
Data”). The audience will be engaged as rather than Daily
Doubles, we will have Open Mic Night, where the answer
will be posed to the audience. The person who responds cor-
rectly will then select who the points go to. With each cate-
gory tailored to reflect everyday cardiac nursing scenarios,
attendees and contestants will gain insights that bridge hos-
pital care, community health, and home-based cardiac man-
agement. Following this workshop, attendees and contestants
will be able to walk through the process of assessment, test-
ing, diagnosis, and treatment options to apply knowledge
that supports the integration of theoretical knowledge into
clinical practice. “This is Cardiology” will offer something
for everyone, and the workshop’s interactive, competitive,
and fun mode will support attendance, interaction, and
team building among conference attendees while promot-
ing knowledge exchange and critical thinking.
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“The One Where We Explain Why Ross is Fine”:
An Exploration of Ross Procedures for Nurses

L. Runcie', B. McPhee
! New Brunswick Heart Centre, Saint John, New
Brunswick

Like many trends that peaked in the 1990s, the Ross pro-
cedure is trying to make a comeback. The procedure includes
replacing a diseased aortic valve with a healthy native pul-
monary valve, which is then replaced with a homograft;
it is complex, controversial and uncommon. Due to the
decreased risk for thromboembolism, anticoagulation needs,
and improved life expectancy, the Ross procedure is becom-
ing an attractive treatment option for specific patient popu-
lations. While there has been some research exploring ideal
patients, procedural advantages, and surgeon education and
training struggles related to pulmonary autograft procedures,
there has been little focus on the needs of nurses. The pur-
pose of this presentation will be to help bridge the knowl-
edge gap between what surgeons expect nurses to know, what
patients want to know from their nurses, and what nurses
need to know to engage in excellent pre- and post-operative
care. Through an interactive approach, utilizing Mentime-
ter, this presentation will answer questions such as: What
is a Ross procedure? What are the benefits and risks? Who
should get a Ross procedure? What happens after the proce-
dure? Each area will be explored from the lens of what nurses
need to know; attempting to unravel some of the surgery’s
mysteries, while fostering the art of nursing. By the end of
the presentation, attendees will have a better understanding
of what a pulmonary autograft procedure is, who should get
one and why. With this new and/or reinforced knowledge,
nurses will be invigorated in their practice and passion for
information sharing.

Building Cardiovascular Nurses’
Competencies in Decision Coaching: An
Equity-Focused, Interactive Workshop Using
the Ottawa Personal Decision Guides

K. B. Lewis', S. Gessese, J. Armah, D. Stacey
! University of Ottawa, Ottawa, Ontario

People affected by cardiovascular disease are faced with
difficult health decisions about cardiac screening, investiga-
tions, and treatment. These decisions are difficult because
they have more than one reasonable option, have uncertain
outcomes, or known outcomes that people value differently.
Nurses play a crucial role in supporting people to participate
in shared decision-making by advocating for their needs and
personal preferences, helping them navigate key decisions,
and guiding them to implement their preferred option. We
propose an interactive workshop designed to enhance cardio-
vascular nurses’ competencies in providing decision coach-
ing. Decision coaching is non-directive support by trained
healthcare professionals to prepare people to actively partic-
ipate in making health decisions. Systematic reviews show it
improves patients’ knowledge and participation in decision
making without causing harms.

Workshop objectives: Enhance participants’ knowledge,
skills, and confidence providing decision coaching, using
the Ottawa Personal Decision Guide(s); appraise quality
of decision coaching; explore barriers to decision coaching,
including those for equity-seeking groups; discuss strategies
for incorporating equitable decision coaching in clinical prac-
tice. Activities will include 1) overview of decision coaching,
theories, and evidence; 2) introduction to the Ottawa Per-
sonal Decision Guides for one or two people making deci-
sions together (e.g., substitute decision-maker and patient);
3) small group role-play exercise, with debriefing to offer
participants an opportunity to reflect on their experiences
as the patient, decision coach and/or observer; and 4) group
discussion on how equitable decision coaching can be incor-
porated in clinical practice, including strategies to address
barriers with its use.
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