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Heart of a Woman —CVD Risk Prevention

Illustration for TIME MAGAZINE by Luba Lukova

Medical myths die hard, and one of the biggest is that
heart disease is a problem mostly for men. That’s not
even remotely true. More women than men die of
cardiovascular disease (CVD) in many countries,
including the US. For example, 34 million women
live in the US with CVD, about 34%--one out of
every 3 women! In spite of the striking statistics,
heart disease in women is still under-treated. This
Heartbeat will review the recently released American
Heart Association (AHA) 2007 Guidelines for CVD
prevention in women' and a recent ECG study,
assisting in identification, to help reverse this faulty
thinking and reduce women’srisk of CVD.

Fortunately most CVD in women is preventable. This
2007 update provides the most current clinical

recommendations for the prevention of CVD in
women based on an extensive review of the literature
interpreted by experts in many fields of medicine and
cardiology. These guidelines cover the primary and
secondary prevention of CVD. The 2007 update
recommends a scheme for a general approach to the
female risk assessment that classifies her as at high
risk, at risk, or at optimal risk (Table 1).

TABLE 1. Classification of CVD Risk in Women

Risk Status Criteria
High risk Established coronary heart disease
Cerebrovascular disease
Peripheral arterial disease
Abdominal aortic aneurysm
End-stage or chronic renal disease
Diabetes mellitus
10-Y ear Framingham global risk >20%*
At risk >1 major risk factors for CVD, including:
Cigarette smoking
Poor diet
Physical inactivity
Obesity, especially central adiposity
FH of premature CVD (CVD at <55
years of age in male relative and <65
years of age in female relative)
Hypertension
Dydlipidemia
Evidence of subclinical vascular
Disease (eg, coronary calcification)
Metabolic syndrome
Poor exercise capacity
Framingham global risk <10% and a
healthy lifestyle, with no risk factors

Optimal risk

CVD indicates cardiovascular disease.
*Or at high risk on the basis of another popul ation-adapted
tool used to assess global risk.

The Framingham global risk score is till being used
as part of the evaluation (high risk) and to help guide
lipid therapy.? But a growing appreciation of its
limitation in assuring that an individual woman is at



low risk led to the above genera classification. Even
the presence of a single risk factor at 50 years of age
(including physical inactivity, poor diet and smoking)
is associated with a substantially increased lifetime
absolute risk for CVD and shorter duration of
survival. This doesn’t leave too many women in the

women will talk to their doctors and more doctors
will talk to their female patients about making some
lifestyle changes and getting heart healthy.

TABLE 2. Classification and L evels of Evidence

lassification I h of Recomm ion

optimal risk category (< 10%). “Our biggest message
is don't wait until you have a risk factor, because Class|
40% of the time the first symptom of heart disease

Intervention is useful and effective.

for awoman is afatal heart attack,” warns preventive Classlla Weight of evidence/opinion isin
cardiologist Dr Lori Mosca, chair of the expert panel favor of usefulness/efficacy.
that wrote the brand-new guidelines. Classllb Usefulnessiefficacy islesswell
. . . established by evidence/opinion.
Clinical Recommendations and L imitations
Class |l Intervention is not useful/effective

Evidence-based recommendations for the prevention
of CVD in women are listed in Table 3. Each
recommendation is accompanied by the strength of
recommendation and the level of evidence to support
it (Table 2). Interventions which may not be useful
are listed in Table 4. A suggested agorithm for the
prevention of CVD in women that incorporates the B
updated guidelinesis presented on the last page.

and use may be harmful.

Level of evidence

A Sufficient evidence from multiple
randomized trials

Limited evidence from single
randomized trial or other
nonrandomized studies

Widespread documentation of lack of adherence to

CVD prevention guidelines is well known even

among women at high risk of CVD in managed-care

settings in the US where access and medication
coverage are available. It is our hope that more

C Based on expert opinion, case
studies, or standard of care

Table3. Guidelinesfor Prevention of CVD in Women: Clinical Recommendations

Lifestyle interventions

Cigarette smoking
Women should not smoke and should avoid environmental tobacco smoke. Provide counseling, nicotine replacement, and other
pharmacotherapy as indicated in conjunction with a behavioral program or formal smoking cessation program (Class |, Level B).

Physical activity

Women should accumulate a minimum of 30 minutes of moderate-intensity physical activity (eg, brisk walking) on most, and
preferably all, days of the week. (Class I, Level B).

Women who need to lose weight or sustain weight loss should accumulate a minimum of 60 to 90 minutes of moderate-intensity
physical activity (eg, brisk walking) on most, and preferably all, days of the week (Class I, Level C)

Rehabilitation

A comprehensive risk-reduction regimen, such as cardiovascular or stroke rehabilitation or a physician-guided home- or
community-based exercise training program, should be recommended to women with a recent acute coronary syndrome or
coronary intervention, new-onset or chronic angina, recent cerebrovascular event, peripheral arterial disease (Class I, Level A),
or current/prior symptoms of heart failure and an LVEF<40% (Class I, Level B).

Dietary intake

Women should consume a diet rich in fruits and vegetables; choose whole-grain, high-fiber foods; consume fish, especially oily
fish,* at least twice a week; limit intake of saturated fat to < 10% of energy, and if possible to < 7%, cholesterol to < 300 mg/d,
alcohol intake to no more than 1 drink per day,t and sodium intake to < 2.3 g/d (approximately 1 tsp salt). Consumption of trans-
fatty acids should be as low as possible (eg, < 1% of energy) (Class I, Level B).



