
SUPPLEMENTARY MATERIAL 

Supplemental Methods 

The focus of this guideline is delivery of secondary prevention and rehabilitation of CVD in 

women. By CR program, we are referring to phase II (post-acute) programs, however these 

recommendations may also be suitable for inpatient and maintenance programs. 1 The CR setting 

to which this guideline is applicable includes supervised programs in clinical (e.g., hospital to 

primary care) or community settings, as well as home-based programs, which may involve 

technology. Home-based CR delivered 1-1 would be considered “women-focused” where 

elements of items b and/or d in the introduction are applied.2 As per the mission of the ICCPR, 

this guideline takes into consideration the context of programs in low-resource settings.3  

The target population is adult women (using this term to encompass sex and gender, and 

including those assigned female sex at birth as well as individuals who identify as women or 

non-binary),4 with a CVD indicated for CR (i.e., evidence of benefit from randomized trials for 

reductions in mortality or morbidity when compared to usual care).5 Specifically, this guideline 

focuses on delivery of CR to women with stable coronary artery disease, a history of acute 

coronary syndrome +/- revascularization (percutaneous or surgical),6 heart failure (including 

with preserved ejection fraction),7 or ambulatory patients with stroke or PAD.8  

The target end-users of this guideline are chiefly CR providers of any discipline and 

administrators. The recommendations provided herein are also directed to healthcare 

practitioners providing inpatient acute cardiac care (e.g., nurses, physiotherapists, pharmacists), 

any referring providers (e.g., cardiac specialist, physiatrist, internist, family physicians) as 

tailored promotion of CR to women should be initiated in the inpatient setting.9 Broader 

healthcare administrators and policy-makers from the institutional, regional, national and 



international levels are other potential users of the guideline. Female CVD patients and their 

family may also be interested in this guideline, to be informed about what type of CR could be 

available to them, or to work with programs to implement the recommendations herein.  

Writing Panel Composition & Stakeholder Engagement 

 The writing panel co-chairs (GG, SLG) were approved by the ICCPR Executive 

Committee. The co-chairs then developed an outline and set out to populate the writing panel so 

that the sections could be drafted by experts in each area, and this was considered by the 

Executive; the corresponding authors of studies which were included in the reviews which form 

the evidentiary basis for this clinical practice guideline were considered,2,10 with the aim also of 

ensuring that the panel had diverse geographic representation, and included the CR-delivering 

healthcare provider types that would be implementing the recommendations (e.g., nurses, 

physiotherapist).  

Two female cardiac patient partners from a low-resource setting were solicited to serve 

(one age 74 and the other 82, and one of lower education level and the other higher), as well as a 

policy-maker with international experience (AN) to promote implementability and uptake of the 

recommendations. The World Health Organization and World Heart Federation (of which 

ICCPR is an Associate member) were informed about the initiative.  

All members were required to disclose conflicts of interest, financial relationships or 

personal interests from 12 months before initiation of the writing effort that could impact their 

contributions to this guideline. All authors declared none (available from corresponding author 

upon request).  



Evidence collection, Grading criteria and Synthesis 

This clinical guideline is based on the results of the first systematic review with meta-

analysis on women-focused CR undertaken by several of the authors (TM, GG, SLG).2,10 In 

brief, comprehensive literature searches were performed of 8 databases, from inception. The 

search strategy was based on the following parameters: inclusion of female adults (≥18 years) 

with any cardiac condition, where the study could be of any design (primary research only) and 

with any outcome, although we focused in particular on access, utilization, satisfaction, cost, as 

well as psychosocial (e.g., depression, anxiety, quality of life), heart-health behaviour and 

clinical (i.e., risk factors, functional capacity, morbidity and mortality) outcomes. Randomized 

trials were considered separately to undertake meta-analyses where it was possible based on 

availability of evidence, with separate consideration of usual care versus active comparison arms. 

Again, the intervention had to comprise women-focused CR as defined previously.  

Quality of each study was rated using the Mixed-Methods Assessment Tool.11 Risk of 

bias in trials was also assessed using Cochrane’s tool (v1).12 Following meta-analysis where 

possible, evidence for each outcome was evaluated according to the Grading of 

Recommendations Assessment, Development, and Evaluation (GRADE) system.13 Where meta-

analysis could not be performed, results were analyzed in accordance with the Synthesis Without 

Meta-analysis (SWiM) reporting guideline.14  

The first-ever reviews of women-focused CR revealed the diversity of what is considered 

women-focused CR, and it is unclear with what elements women are most satisfied.2 Given the 

limited availability of this model of CR,15  accessibility is very limited, and whether availability 

results in greater CR utilization in women cannot be established.2 In terms of impact, while there 

are few studies available, women-focused CR appears to be equivalent in effect to traditional CR 

in terms of functional capacity improvements, but results in significantly better quality of life.10 



One study reported favorable economic impact and another reduced sick days,16, 17 but the cost-

effectiveness of traditional CR is well-established across many contexts and from many 

perspectives.18,19,20 No harms were identified, and it is known that traditional and home-based 

CR are safe.6,21,22  

Development and Consensus Process  

The guideline was developed in accordance with the Appraisal of Guidelines for 

Research and Evaluation (AGREE)-II,23 the Institute of Medicine’s Trustworthiness Standards24 

and the Reporting Items for practice Guidelines in HealTh care (RIGHT).25 Recommendations 

were initially developed by the panel co-chairs, with strength of recommendations based on 

GRADE.13,26 Articles included in the review were used as a basis for ratings,2,10 but in many 

cases additional evidence was also considered, using publications that were part of author’s 

personal databases. The 14 drafted recommendations were circulated to all other authors and 

ICCPR executive for initial input (Supplemental Table S1).  

 An online survey was created in Qualtrics to solicit ratings of each recommendation. 

Delphi panelists, described below, were first asked to specify whether or not the 

recommendation should be included (yes/no). Next, on a scale from 1-7, they rated each 

recommendation in terms of (a) potential positive impact for women’s CR adherence and/or 

outcomes, and (b) feasibility of implementation (including in low-resource settings). The anchors 

were from “no impact” to “major impact” and “not feasible” to highly feasible”, respectively 

(higher scores more positive). For each recommendation there was also a free-text box where 

panelists were invited to make suggestions about revision to wording or other considerations that 

could be addressed. Finally, panelists were asked to specify recommendations that should be 

added.  



 Delphi panelists comprised corresponding authors from each of the 28 studies included in 

the women-focused CR review,2,10 as well as CR providers who participated in ICCPR’s 2016/17 

global CR audit who denoted offering at least some women-focused sessions at their program 

and provided their email to be contacted;15 there were 74 (67.3%) respondents who provided 

contact information, but another 36 programs that reported offering some women-focused CR 

did not. These parties were emailed an invitation with details of the initiative (including 

proposed definition of women-focused CR) and survey link in December 2021, including a call 

for any women-focused CR implementation tools they would be willing to share.  

  Based on best practice,27 it was established a priori to consider recommendations where 

≥75% of respondents agreed it should be included, as well as impact and implementability 

average scores ≥5/7 to have consensus for inclusion. Those recommendations with <50% 

agreement for inclusion, as well as impact and implementability average scores <4/7 were 

considered to have consensus for exclusion. All other recommendations were considered to have 

“unclear consensus”, and with consideration of open-ended comments, would be discussed on 

the consensus call.  

 Open-ended feedback was incorporated into the recommendations using tracked changes. 

The co-chairs discussed suggestions for additional recommendations, and drafted them for 

consideration by the panelists as well where it was deemed warranted. This was then shared with 

all respondents who provided their name to review. 

A web call was convened in February 2022 to confirm recommendation 

inclusion/exclusion decisions, discuss recommendations where consensus was lacking, discuss 

potential revision of recommendations with consensus for inclusion based on comments 

provided, and consider new recommendations until consensus was achieved. The senior author 



chaired the call, ensuring all perspectives were voiced. The recommendations were revised 

accordingly, with strength of recommendations / certainty of evidence finalized for each based 

on GRADE after the call.13 The final recommendations and GRADE ratings were then shared 

with panelists and patient partners for confirmation.  

The guideline outline was discussed by the author team on a call before the consensus 

process. Benefits and harms of the recommendations were considered, as well as costs and 

implementability. Section authors provided their sections after the process, which were collated 

by the senior author; the full draft was then circulated to the writing panel for input. Feedback 

was incorporated by the co-chairs. Where there were significant outstanding questions, a webcall 

of authors was planned, but ultimately not necessary.  

The drafted guideline was then shared with all those invited to the Delphi panel, who 

were considered an independent external review panel of experts (see acknowledgments). The 

draft was also posted on ICCPR’s website for a 14-day period to enable interested public 

stakeholders to provide input. It was also shared with all 42 member societies of ICCPR and 16 

“friends” from countries where CR is emerging. Input received from associations and 

stakeholders was documented and considered, and integrated where appropriate. The document 

was then submitted to the ICCPR Executive Committee for quality assurance, and ultimate 

approval. 

The writing panel will consider updating this guideline if substantive new evidence is 

available that may change practice in recommendation areas where there is uncertainty, new 

studies become available with ample power, and/or there is a reason to incorporate new methods, 

as per best practices.28 



Supplemental Results  

Women-Focused CR Recommendation Development Process 

Of those 94 unique women-focused CR experts globally invited to serve as Delphi 

panelists including co-authors, 18 (19.1%) email addresses were confirmed as no longer valid, 

and 19 (25.0%) responded (one anonymously); respondents were from all World Health 

Organization regions except Africa.  

Based on the rating scheme, results suggested consensus to include 10/14 

recommendations, and unclear consensus for recommendation five, as well as three, eight and 14 

(issues of feasibility only for latter three). Based on comments, some edits were made to these 

four recommendations. Then comments for all other recommendations were considered; 

recommendation 11 regarding exercise was separated into 2 recommendations. Ultimately, 

revisions were made to every recommendation, with some of the suggestions for additional 

recommendations which pertained to existing recommendations incorporated therein (e.g., 

fostering a safe space, considering intersectionality, community settings).  

The consensus call was attended by all seven co-authors plus eight other panelists from 

diverse regions. First, the definition of women-focused CR was discussed, and following some 

edits, consensus achieved on the four elements.  

Next, the four recommendations with unclear consensus were discussed. There was a 

decision to re-frame recommendation five on staff not to specify sex, but instead to focus on 

characteristics, training and approach. Panelists then decided that related recommendation nine 

was not necessary, considering also that patient-centered care is relevant for men and women, 

and thus out of scope. Recommendations three and eight were discussed with the revisions from 

the comments, and the decisions were to include them given specification that these only be 

applied where feasible. Discussion about recommendation 14 centered around the scope of post-



CR care being more in the domain of the health system, although the audience for this guideline 

includes policy-makers. Given the importance of continuity of care for optimal secondary 

prevention, it was decided to re-frame the recommendation to focus on what should be done 

within CR to support women to achieve optimal secondary prevention and quality of life post-

program given their unique challenges. 

Half of respondents had forwarded additional recommendations in their survey responses. 

They were considered in terms of scope, and relevance to women-focused CR specifically; some 

of the suggestions were set aside accordingly by the panel. Some were included as directions for 

future research (e.g., seldom-heard women). There was agreement on incorporating some of the 

points into existing recommendations, as had been circulated prior to the meeting. Inclusion of 

family was discussed; it was agreed that women patients are more often unpartnered and hence 

use of more inclusive terminology was needed (e.g., support persons). It was agreed these parties 

should be engaged at the stage of CR referral to support women’s enrolment, but that inclusion 

of husbands in women-only exercise sessions may be problematic for some group class 

participants. Rather than adding a recommendation, this was added to recommendations two and 

four, respectively. Ultimately, one new recommendation was added, regarding evaluation (#15).  

The inclusion of all recommendations was confirmed, and finally revisions to included 

recommendations based on open-ended feedback was discussed. Some further wording changes 

were made for clarity (e.g., “weighing” in recommendation 4 changed to “body composition 

assessment”). Means to provide support to women in one-on-one models was discussed in 

relation to recommendation seven. For recommendation 10, panelists discussed the lack of 

evidence for some alternative forms of exercise, and thus specified “evidence-based” to qualify 



delivery of aerobic forms of dance. Final decisions on each recommendation are shown in 

Supplemental Table S1.  

A written record of feedback received from the external review and public comment 

period as well as corresponding edits has been archived. Input did not result in alteration to the 

recommendations, but some sections of the text were clarified and some additional 

considerations added along with supporting references (e.g., early and surgical menopause 

assessment at intake, Indigenous considerations). Note that considerations for delivery of CR to 

women more broadly (i.e., not specific to women-focused CR) are well-reviewed elsewhere, 

including all components such as diet.29  

 

Other Considerations for Women-Focused CR Recommendation  

CR Setting: Mode of Delivery 

Women-focused CR could be offered in clinical, community, hybrid or home-based 

(including incorporation of digital technologies) settings. Offering it only in a clinical setting 

raises the common barriers among women of distance, time conflicts, lack of transportation, and 

/or transportation cost.30 Location and ease of access are key for women.31  

Recent research suggests that alternatively offering programming hybrid or in the 

community, and in the case of this guideline we hope women-focused programming specifically, 

may facilitate greater women’s engagement.32–34 Features of community-based CR appealing to 

women have been elucidated.35 How to best leverage digital technologies for women-focused CR 

requires further investigation; however, where women have the technology and digital literacy, 

exploiting commonly-used apps to facilitate women’s education in CR, health behaviour change 

(e.g., tracking exercise intensity) as well as peer support and psychosocial well-being appears 



prudent.36 However, few trials of mobile phone-based CR involve women, and none provide sex-

specific analyses.37–41  

Patient Preferences and Values 
 

Previous research has elucidated women’s needs and preferences for CR42 as well as for 

delivery models specifically.43,44 Many of these, as well as other preference and value 

considerations are addressed in the recommendation elucidation. However, this work is quite 

dated; women’s needs and preferences should be established in the current context, particularly 

given CR is now often delivered using new technology.45 Moreover, investigation of the CR 

preferences and needs of women with the following characteristics is necessary: those of lower 

socioeconomic status, of various sexualities and gender identities, ethnocultural backgrounds 

(including Indigenous), occupying various societal roles (e.g., informal caregiving, in abusive 

relationships), young and old, with women’s more common yet only recently-investigated and 

hence less understood cardiac conditions (e.g., ischemia with non-obstructive coronary arteries) 

and multimorbidity (including mental health and cognitive conditions), in low-resource and non-

Western (including less gender-egalitarian) cultures. Then these needs and preferences can be 

met.  

Until these are well-known, program staff could assess women’s preferences individually 

by, for example, administering the CR Preferences Form at time of intake assessment, and then 

using the results to inform the treatment plan.46 Programs may also benefit from recommending 

women patients complete the CR barriers scale (CRBS)30 and Information Needs in CR (INCR) 

scales47 at intake. These validated scales are available in self-report form in various languages 

online (https://globalcardiacrehab.com/For-Patients), with mitigation strategies suggested in lay 

language for their biggest barriers as well as patient information sources provided where gaps 

exist; the means to share results with CR programs directly are also provided.  



Special Populations: Stroke and Peripheral Arterial Disease 

 People with PAD and those with stroke are severely under-represented in CR; this 

disparity is even greater for women.48–50 With regard to the former, in 5 retrospective CR studies, 

<36% (12%-35%) of all PAD participants were women,51–55 despite the fact that women 

represent ~52% of people with PAD worldwide.56,57 This under-representation extends to stroke, 

where among 116 consecutively-enrolled stroke outpatients eligible for CR, only 24% of those 

that enrolled were women, despite the higher point estimate of incident and prevalent strokes in 

women than in men globally.58,59 It is therefore not surprising that there is little to no research on 

tailoring CR to women with stroke or PAD.60–62 

The under-representation and under-investigation is of concern because women with 

these conditions have greater depressive symptoms, pain, fatigue, poorer cardiorespiratory 

fitness, quality of life and functional mobility than their male counterparts, which are parameters 

that can improve with CR/exercise participation.63,64–73 Regarding mobility, eligibility criteria for 

CR entry are based on level, where a progressively greater proportion of people with PAD and 

stroke are excluded from CR as their mobility deficits increase.48,49 This would 

disproportionately restrict entry of women with stroke or PAD, given their greater functional 

impairment than men. Therefore, having less restrictive inclusion criteria where feasible may 

mitigate sex differences in access, and ensure exercise engagement among those who most need 

it. Other strategies are to have stroke-specific and PAD-specific referral brochures for patients 

and families that target women (i.e., pictures of older and younger women exercising with and 

without mobility aids, or using arm ergometry), including how the program can help, who can 

join, and what happens during the program (including pain management).   

Another sex difference is that women, including those with cardiac diseases, are more 

likely to have asymptomatic PAD or have atypical symptoms of PAD than men.74 This may be in 



part why PAD is under-diagnosed and under-treated in women worldwide (particularly in low-

and middle-income countries), leading to delayed treatment and worse outcomes.75,74 It is 

important for the CR practitioner to be aware that difficulty walking because of PAD can be 

mistaken for hip or knee arthritis or spinal stenosis.76 This presents a challenge as these are more 

common or more disabling issues for women in general than men.77 However, CR provides an 

opportunity for identifying these women with or at high risk for PAD, by targeted use of the 

ankle-brachial index for timely diagnosis and treatment.75,74  

Women with stroke may be significantly more likely to decline to be referred to CR than 

men; fatigue being the only reason for declining that differed from men in one study.58 Women 

may have more musculoskeletal issues and poorer adherence to outpatient stroke rehabilitation 

than men.47  

For the exercise practitioner, ways to overcome barriers reported more frequently by 

women with stroke and PAD are to re-assure them that exercise will not make the condition 

worse, help plan exercise where there is opportunity to sit when fatigued or if leg pain occurs, 

and to prescribe a modality of exercise that minimizes the risk of falls.78 Strategies to manage 

fatigue, musculoskeletal issues, pain and psychosocial issues can be found in other sections. 

Nevertheless, once stroke and PAD patients enroll, there seems to be no sex difference in CR 

completion.51,58,79  

Low-Resource Settings and Consideration of Equity, Feasibility 

 

Implementation of women-focused CR in low-resource settings3 will represent an even 

greater challenge, not only for socioeconomic reasons but also gender-related societal ones. 

Chief among barriers to implementation in these settings is the lower availability of CR, which 

results in no programs to tailor to women or greater geographic barriers.80 Interestingly, much of 



the women-focused CR available globally is offered in lower-resource settings in the Eastern 

Mediterranean Region.15 Indeed, in these contexts, CR is often single-sex for cultural and/or 

religious reasons; hence there is experience and knowledge that could be transferred for the 

benefit of higher-resource contexts. Guidance on augmenting CR capacity in low-resource 

settings is offered elsewhere.81,1 

In many lower-resource regions of the world, gender inequality is greater,82 which likely 

leads to the lower use of CR in women in these regions than in more equitable societies, such as 

Sweden for example.83 Women may be less likely to work outside the home, especially older 

women, and additionally often have less control over, and access to, the family’s financial 

resources; this would be exacerbated in families of lower socioeconomic status. This could 

impede payment for CR services (which must be paid out-of-pocket more often in low-resource 

settings20) as well as needed funds to access CR (e.g., appropriate footwear, transportation). 

Family sizes are often larger,84 so women are shouldering greater family responsibility, including 

caretaking responsibility that extends to parents and grandchildren. This represents a major time 

commitment for women, limiting time for their own cardiac care, which is also often not 

prioritized. Women may more often experience interpersonal violence,85 and have subsequent 

psychosocial issues. Women may require their husband’s consent to participate, and may not be 

able to participate if programs are not women-only.86 Finally, many specialty physicians are 

male, and sexism exists in care;4 but regardless women should be encouraged to attend CR like 

men.  

There are other important factors to consider in low-resource contexts. Chagas disease, 

rheumatic heart disease and congenital conditions are more common,87,88 so women will present 

with these CR indications. When recommending women exercise on non-CR days, there may be 



additional barriers to consider both within and outside the home. In the home, there may be less 

space for exercise, and there may be less money for any needed equipment. Outside the home, 

temperature extremes raise health concerns and there may be fewer green spaces for exercise. 

With regard to safety, road traffic injury,89 air pollution,90 as well as potential for assault in the 

evening may represent risks for women exercising outside in these contexts (although these 

issues can also be at play in all contexts).  

Within CR programs themselves, there are additional considerations. Programs in low-

resource settings can be shorter91 or women might not have funds to pay for sufficient sessions, 

despite their likely greater need for comprehensive programming. Education levels and literacy 

may be lower,92 so more time in patient education, using materials tailored to women’s needs 

would be imperative in supporting women to understand and implement needed self-

management practices. Often, there is stigma and under-identification of psychosocial issues, 

despite higher burden in these settings;93 CR programs should aim to identify such issues and 

ensure women have access to evidence-based treatments, given the hazards of depression and 

anxiety for example for mortality and morbidity in CVD patients.94 Domestic labour may be 

leveraged as lifestyle activity, but women may have less experience with higher-intensity aerobic 

as well as resistance exercise and it may not be understood as important. Where women cannot 

come on-site, the potential of offering CR and peer support via commonly-used apps such as 

WhatsApp or WeChat could be explored (i.e., internet connection, devices, power available, data 

plans), to support women in their secondary preventive lifestyle changes and promote their 

psychosocial well-being.  

  



Supplemental Discussion 

Directions for Future Research 

In addition to some directions raised herein, in the reviews underpinning this guideline, 

directions for future research are forwarded,2,10 and a recent review also presents a good 

overview.29 Considerations around incorporating women with less-studied cardiac conditions 

that are more common in women (e.g., heart failure with preserved ejection fraction, ischemia 

with non-obstructive coronary arteries, stress cardiomyopathy, spontaneous coronary artery 

dissection) in CR are also recently reviewed elsewhere,95 and we bolster that call for research in 

relation to these populations specifically in women-focused CR.  

 Most imperative is getting women into CR, and then facilitating their adherence. With 

regard to the former, research is needed on how to address the gender gap in physician CR 

encouragement.96,97 We would argue that where women-focused CR is available, inpatient 

cardiac care providers be informed, and encouraged to communicated it to patients and their 

family. Also scripts supporting referral discussions with women patients, as available in the 

implementation tools in the Appendix, need to be tested and revised based on findings. Whether 

knowledge of the availability of women-focused CR increases women’s enrolment should be 

investigated. Standardized triage algorithms need to be developed and tested to support patient 

allocation to program model; but specifically in relation to this work, consideration of factors 

more common in female CVD patients and that are related to decisions to allocation to a women-

focused model (e.g., session timing availability, safety, psychosocial well-being) must be 

incorporated in that assessment.  

 With regard to programming itself, as outlined in the reviews,2,10 features of women-

focused CR that most engage women through to program completion must be identified. With 



regard to setting or models, research on how one-on-one CR (i.e., often home-based) should be 

tailored to women to optimize utilization and outcomes also must be established; we identified 

no work in this area. Also needed is research into how hybrid models, as well as more-recently 

applied asynchronous and synchronous group online programming can meet women’s needs, 

including how this affects outcomes. On a related note, data do suggest that exercise intensity is 

equivalent in unsupervised versus supervised programs,98 but more research on this in women 

specifically is needed given their well-known barriers. It is encouraging that research attention 

has recently turned to sex differences in cardiorespiratory fitness in CR,99 but more work to 

understand optimizing initial exercise prescriptions and progressing it for women is needed, to 

maximize outcomes without leading to dropout. Finally, where they are shown to be beneficial, 

the question of how CR programs can integrate women’s preferred forms of exercise (e.g., 

Zumba) and how this affects outcomes needs investigation.  

Limitations 
 

The limitations of the evidence review are reported elsewhere.2,10 With regard to this 

guideline, we did not have representation on the writing panel from all global regions; for 

instance Africa was not represented, but there is limited CR and very limited women-focused CR 

there.15 There was good diversity in Delphi panelists, covering all regions but Africa. However, 

survey response rate was low. Finally, the authors are cautioned as while the additional literature 

from author’s personal databases used to support the recommendations was assessed for quality, 

all references cited in the text were not.   
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Supplemental Table S1: Initial Recommendations with Delphi Ratings and Panel Decisions 

 Recommendations Include? 

n (% yes) 

Potenti

al 

Positive 

Impact

* 

Feasibil

ity of 

Implem

entation

* 

Panel 

Decisio

n 

 Women’s Referral to CR     

1 To facilitate referral of all CR-indicated 

women and reduce sex/gender bias, CR 

programs should work with referral sources 

to institute systematic referral 

19 (100.0) 6.6±0.7 5.5±1.3 include 

2 CR programs should educate providers at the 

referral sources regarding the importance of 

encouraging women’s attendance at the 

bedside, and tailoring that discussion to 

women’s more-common barriers and 

preferences 

19 (100.0) 6.7±0.5 5.7 

±1.0 

include 

 CR Setting     

3 Women should be provided the choice of a 

supervised or unsupervised/home-based 

setting where safety is not an issue and there 

are no concerns about depression.  

16 (94.1) 6.2±1.1 4.9±1.3 include 

4 CR context should be optimized to meet 

women’s preferences with regard to: privacy 

(e.g., changeroom facilities, weighing), 

crowding, rushing 

16 (88.9) 5.6±1.5 5.4±1.3 include 

5 Where possible, female providers should 

deliver CR care to female patients 

12 (66.7) 4.8±2.0 4.7±2.1 Revise 

substan

tively 

6 Where unsupervised CR is delivered one-on-

one, providers should attempt to tailor to 

women’s needs and preferences, as outlined 

in the delivery section below. 

17 (94.4) 6.2±1.1 6.1±1.1 include 

 Women-Focused CR Delivery     

7 As women are the most populous under-

represented group in CR, programs should 

offer some form of tailoring for women 

where possible.  At the least a synchronous 

virtual session should be offered.  

16 (88.9) 6.2±1.5 5.8±1.4 include 

8 Women should be offered as much choice as 

possible in session timing 

16 (88.9) 6.4±1.1 4.9±1.4 Include 

9 Care should be delivered in a patient-centered 

manner, specific to women.  

18 (100.0) 6.4±0.9 5.8±1.3 when 

discussi

ng 

changes 



to 

recom

mendati

on 5, it 

was 

decided 

to 

exclude 

this 

related 

recom

mendati

on 

10 Women’s comorbidities and gender-related 

symptoms should be considered in 

developing their individual treatment plan, 

including mental health and psychosocial 

issues, menopausal status, cancer history, and 

concerns about urinary incontinence, falls 

risk / osteoporosis, as well as autoimmune 

conditions / MSK in relation to exercise.    

18 (100.0) 6.5±0.8 6.0±1.2 include 

11 Programs should endeavour to provide 

preferred forms of aerobic exercise for 

women (e.g., walking not on a treadmill, 

swimming/aquabics, dance, aerobics/zumba). 

If this is not possible, individually-tailored 

exercise prescriptions must take 

musculoskeletal issues and exercise history 

into consideration (i.e., pain and fatigue), 

and/or other forms of exercise preferred by 

women should be made available in addition 

to traditional treadmill / cycle ergometers 

(e.g., yoga). 

18 (100.0) 6.7±0.7 5.3±1.6 Include

, but 

was 

broken 

into 2 

recom

mendati

ons 

12 The psychosocial needs of women should be 

assessed and addressed in an evidence-based 

manner (e.g., social support, relationship 

health, depression, anxiety, stress, 

socioeconomic issues, informal caregiving 

activities). Where issues are identified, re-

assessment should be undertaken, and 

communication be made to the woman’s 

primary care provider to ensure on-going 

monitoring and follow-up.  

18 (100.0) 6.6±0.7 6.0±1.1 include 

13 if it cannot be delivered directly, women 

should be directed to education resources on 

14 (77.8) 6.1±1.4 6.1±1.3 include 



matters specific to women and cardiovascular 

diseases 

14 Women should be offered a means of 

continued support post-program.  

16 (88.9) 6.4±0.9 4.8±2.0 revise 

substan

tially 

CR, cardiovascular rehabilitation; MSK, musculoskeletal. 

*mean and standard deviation of rating on scale from 1 to 7, with higher scores being more 

positive (e.g., major impact or highly feasible) 
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Appendix 1: Women-Focused Cardiovascular Rehabilitation Implementation Tools  

 

Systematic Referral with Bedside Encouragement of Women Inpatients 

Training in implementing: https://takeheart.ahrq.gov/ 

Resources to support, and provider talking points tailored to women: 

https://sgrace.info.yorku.ca/files/2021/11/MillionHearts_CR-referral-scripts-w-tools_MDAPPs-

other_women_clean.pdf?x38148 

 

Exercise Sessions 

Recorded women-focused exercise sessions in English, by type (e.g., dance, yoga, resistance): 

https://www.healtheuniversity.ca/EN/CardiacCollege/Pages/Women-Learn-Online.aspx 

 

Patient Education 

Recorded evidence-based women-focused education lectures in English, by topic (includes about 

heart diseases, medications, diet, psychosocial well-being etc.): 

https://www.healtheuniversity.ca/EN/CardiacCollege/Pages/Women-Learn-Online.aspx 

Online sources of information on women and CVD created for patients and evidence-based:  
• Go Red for Women https://www.goredforwomen.org/ (English and Spanish) 

• Heart Foundation of Australia https://www.heartfoundation.org.au/Conditions/heart-
conditions-in-women 

• Centers for Disease Control USA https://www.cdc.gov/heartdisease/women.htm 

• Heart and Stroke Foundation of Canada https://www.heartandstroke.ca/heart-disease/what-is-
heart-disease/types-of-heart-disease/women-and-heart-disease (English, French) 

• Office of Women’s Health US https://www.womenshealth.gov/heart-disease-and-stroke/heart-
disease/heart-disease-resources 

• CardioSmart US https://www.cardiosmart.org/topics/women-and-heart-disease  

 

Support Groups 

• US Women’s Heart Foundation https://www.womenheart.org/  

• Canadian Women’s Peer Support Heart Hub https://cwhhc.ottawaheart.ca/national-
alliance/projects-and-initiatives/canadian-womens-peer-support-heart-hub 
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