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Goal . The goal of this lesson is to
discuss the 2007 American Heart
Association (AHA) guidelines for
prevention of cardiovascular disease
(CVD) in women.

Objectives . At the conclusion of
this lesson, successful participants
should be able to:

1. differentiate cardiovascular
morbidity and mortality data for
men and women in the United
States;

2. identify common risk factors
for cardiovascular disease and
recognize how thelr modification
can benefit overall health;

3. demonstrate an understand-
ing of the therapeutic role of aspirin
in primary and secondary preven-
tion of cardiovascular events; and

4. differentiate the AHA guide-
lines for prevention of CVD in
women.
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Background

More women in the United States
die from cardiovascular disease
(CVD) than from all forms of cancer
combined, vet in one survey of
women, only 8 percent of respon-
dents considered CVD to be their
greatest health threat. Prevention of
CVD is paramount; fortunately,
most CVD in women is preventable.

CVD in Women
The public health impact of CVD in
women is not related solely to the
high mortality rate. In the United
States, 38.2 million women (34
percent} are living with CVD, and
the population at-risk is even larger.
There are several reasons why
mortality from CVD is so high in
women. Women with symptoms of
myocardial infarction (MI) are less
likely than men to seek emergency
treatment and more likely to die
within a year of their event. Women
may not experience the classic
syndrome of angina characteristic
for men. They are more likely than
men, for example, to feel angina at
rest and during sleep. Their pain
may predominate in areas other
than the anterior chest, including
the lower jaw, both arms, shoulders,
back, and epigastrium. Women are
more likely to experience fatigue,
nausea, vorniting, sweating, dysp-
nea, presyncope, or palpitations
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rather than chest pain. Women also
experience more silent Mls, with
nearly half of the events remaining
unrecognized.

Women represented only 38
percent of subjects in National
Institutes of Health (NIH)-funded
cardiovascular studies. Women who
are at risk for CVD are often not
referred for appropriate diagnostic
testing. Women with acute MI may
be treated less frequently and less
aggressively with thrombolytic and
other cardioprotective therapy than
men. They are less likely than men
to receive aspirin within 24 hours of
admission into a hospital with a
cardiovascular event (83 versus 87
percent), have aspirin prescribed at
discharge (84 versus 87 percent), or
receive beta-blockers on admission
(67 versus 70 percent). Women
undergo fewer coronary angiography
and revascularization procedures,
and experience greater rates of
complications and mortality follow-
ing revascularization. Women are
also less likely to participate in
cardiac rehabilitation after an MI.
Following an MI, women experience
a higher death rate during hospital-
ization than men in similar age
ranges. Within one year of a first
MI, an estimated 38 percent of
women versus 25 percent of men
will die.

Guidelines for Prevention of

CVD in Women

The first female-specific recommen-
dations from the AHA for preventive
cardiology were published in 1999 as
an aid to health care professionals
and their patients. The guide was
intended to provide health care
professionals with a comprehensive
approach to patient care of women
across a broad spectrum of risks.
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Table 1

Guidelines for Prevention of Cardiovascular Disease in Women

Lifestyle Therapy

Cigarette smoking . Do not smoke.
Provide counseling, nicotine replace-
ment & other therapy along with a

behavioral program or formal smok-
ing cessation program. {Class I, Level
B)

Physical activity . Perform a
minimum of 30 minutes of moderate-
intensity physical activity every day
of the week. (Class I, Level B) If
overweight, perform a minimum of 60-
90 minutes of exercise every day.
(Class I, Level €)
Rehabilitation
cian-directed comprehensive risk-

. Engage in a physi-

reduction regimen if have a recent
cardiovascular event or peripheral
artery disease, or current/prior
symptoms of heart failure & LVEF
<40%. (Class I, Level B)

Dietary intake . Consume a diet rich
in fruits & vegetables; whole-grain &
high-fiber foods; oily fish (at least
twice a week); limit saturated fat to
<10% of energy (if possible to <7%),
cholesterol to <300 mg/day, alcohol to
1 drink/day limit, & sodium intake to
<2.3 g/d. Limit trans -fatty acids to
<1% of energy. (Class I, Level B)
Body weight . Maintain a BMI
between 18.5 and 24.9 kg/m 2 & waist
circumference <35 in. (Class I, Level
By

Omega-3 fatty acids . Women with
CHD may consume 850 to 1000 mg, in
capsule form, of EPA and DHA; higher
doses (2 to 4 g) if have high triglycer-
ide levels. (Class IIb, Level B)
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Lipid & lipoprotein levels . Strive
for levels of LDL-C <100 mg/dL, HDL-
C >50 mg/dL, triglycerides <150 mg/
dL, and non-HDL-C (total cholesterol
minus HDIL cholesterol) <130 mg/dL
{Class I, Level B). Women at high risk
or with hypercholesterolemia should
restrict saturated fat to <7% and
cholesterol intake to <200 mg/dL.
{Class I, Level B). Drugs indicated
along with lifestyle therapy in women
with CHD to achieve LDL-C <100 mg/
dL (Class I, Level A) & similarly in
women with other atherosclerotic
CVD or diabetes or 10-yr absolute risk
>20% (Class I, Level B). A reduction to
<70 mgf/dL is reasonable in very-high-
risk women with CHD. (Class Iia,
Level B)

Lipids in other at-risk women
Drugs indicated along with lifestyle
therapy if LDL-C level is >130
mg/dL & there are multiple risk fac-
tors even if 10-yr absolute risk is 10%
to 20%. (Class I, Level B) Use drugs
with lifestyle therapy if LDL-C level is
>160 mg/dLl; and multiple risk factors
even if 10-yr absolute risk is <10%
(Clags I, Level B). Use drugs with
lifestyle therapy if LDL-C level is >190
mg/dL regardless of presence or
absence of other risk factors or CVD on
lifestyle therapy. (Class I, Level B)

Lipids — pharmacotherapy for low
HDL or elevated non-HDL, in high-
risk women . Use niacin or fibrate
therapy when HDL-C is low or non-
HDL-C is elevated in high-risk women
after LDL-C goal is achieved. (Class

women <65 years of age when benefit
for ischemic stroke prevention out-
weighs adverse effects of therapy.
(Class Ilb, Level B}

B -blockers . Use indefinitely in all
women after MI, acute coronary
syndrome, or left ventricular dysfunc-
tion with or without heart failure,
unless contraindicated. (Class I, Level
A)

ACE-IARB . Use an ACE-I (unless
contraindicated) in women after MI
and those with evidence of heart
failure or an LVEF <40% or with
diabetes mellitus. (Class I, Level A).
In women after MI and those with
clinical evidence of heart failure or
LVEF <40% or with diabetes who are
intolerant of an ACE-I, an ARB should
be used. (Class I, Level B)

Aldesterone blockade . Use after
MI in women who do not have signifi-
cant renal dysfunction or hyperkal-
emia who are alrveady receiving
therapeutic doses of an ACE-1 and B-
blocker, and have LVEF <40% with
symptomatic heart failure. (Class I,
Level B)

*See Evidence-based guidelines for
cardiovascular disease prevention in
women: 2007 update. Circulation .
2007;115:1481-1501.

LVEF = left ventricular ejection fraction:
BMI = body mass index; EPA =
eicosapentaenoic acid; DHA =
docosahexaendic acid; ACE-I = angio-
tensin-converting enzyme inhibitor; ARB

= angiotensin receptor blocker; LDL-C =













