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EDITORIAL

Cardiovascular disease in women: are we aware?
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Cardiovascular disease (CVD) is traditionally more relat-
ed to male patients, both in medical literature and pop-
ular imaginary. It may cause some estrangement to hear 
that those ideas are not actually supported by epidemio-
logical data anymore. In the United States, since the 1980s, 
the annual CVD mortality rate has remained higher for 
women than for men and so has the prevalence of CVDs.1 
In Brazil, from 1980 to 2012, there was a significant re-
duction in cardiovascular mortality among men – partic-
ularly for ischemic heart disease mortality –, but no im-
provement was seen among women.2 Actress Carrie 
Fisher’s recent sudden death during a flight, at the age of 
sixty, due to cardiovascular reasons, and the death of her 
own mother, the famous Singing in the Rain actress Debbie 
Reynolds, on the very next day due to a hemorrhagic stroke 
are events that shed light once more on women’s health 
issues and concerns.

As doctors, we must be aware of the main differences 
between genders regarding CVD epidemiology and clin-
ical presentation. Although, for the vast majority of con-
ditions, no difference is settled in treatment guidelines 
for women patients, we still observe that, for example, 
women suffering an acute myocardium infarction often 
receive less intensive medical therapy, and are also less 
likely to undergo cardiac catheterization and less likely 
to receive timely reperfusion. Apparently, that translates 
into a worse prognosis for them compared to men.3-6

Considering ischemic heart disease, other differenc-
es exist between genders. In both acute and chronic pre-
sentations, women more frequently present the so-called 

“atypical” symptoms. This means that, instead of having 
chest pain or discomfort as their leading symptoms, wom-
en may have ischemic disease in the presence only of 

shortness of breath, pain in other body locations (such 
as arms, back, epigastrium, jaw) or nausea and vomiting, 
dizziness, diaphoresis, fatigue, among other uncharac-
teristic complaints.7,8 The workup in a given outpatient 
women with suspected chronic ischemic heart disease 
may sometimes differ to that usually done in men. Exer-
cise electrocardiogram is more likely to show a false-pos-
itive result in women.9 Also, up to 60% of female patients 
with demonstrated myocardial ischemia in a non-invasive 
test have no obstructive coronary disease in the angiogram, 
suggesting that microvascular angina may be the real 
cause of symptoms in many women.10

When it comes to heart failure, notable differences 
also exist between men and women. Regarding etiology, 
peripartum cardiomyopathy and breast cancer chemo-
therapeutic toxicity are unique to the female gender. 
Women also present heart failure with a preserved ejection 
fraction more frequently than the whole population, 
which may account for a similar death rate in the two 
sexes despite lower rates of optimal guideline-directed 
treatment in women, especially considering the use of 
implantable devices (such as implantable cardiovert-
ed-defibrillator, ICD). A very peculiar form of acute myo-
cardial dysfunction that is far more commonly seen in 
women is the “takotsubo cardiomyopathy” or “broken 
heart syndrome.” The acute presentation of this disease 
mimics myocardium infarction, with chest pain being 
the chief concern and elevation of the ST segment of the 
electrocardiography (ECG) being the rule. Coronary 
angiography, unexpectedly, shows no obstructions, but 
ventriculography reveals an entirely abnormal contraction 
pattern in the left ventricle. The precise mechanism re-
sponsible for this syndrome, which usually develops 
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after intense emotional stress, is still unknown. Women 
represent more than 90% of all patients diagnosed with 
takotsubo cardiomyopathy nowadays.11

CVD disease prevention is a challenge in the whole 
population and having a better understanding of the 
predispositions may help doctors and patients to prevent 
CVD progression. The traditional risk factors (e.g. hyper-
tension, family history, diabetes, dyslipidemia) are similar 
between genders. Age is a critical issue, since postmeno-
pausal women do carry a higher risk of developing CVD 
compared with other females in their reproductive years. 
Regarding HDL-cholesterol, women usually present high-
er HDL-c levels than those seen in men, but women who 
happen to have low HDL-c have a more than seven times 
increased risk of coronary events than the risk observed 
in men in the same situation.

The recommended non-pharmacological strategies 
(performing physical exercises, having a balanced and 
varied diet) and the pharmacological approaches, such 
as statin and aspirin prescription for primary and sec-
ondary prevention, are also fairly the same for both men 
and women. Use of hormonal contraceptives by patients 
with known cardiac disease, uncontrolled hypertension, 
smoking, and obesity may pose an excessively high risk 
of developing acute cardiovascular events and must be 
discouraged. Also, hormone replacement therapy, once 
thought to have protector effects on CVD, must not be 
recommended for indications other than treatment of 
menopausal symptoms. The first beneficial properties 
demonstrated in the early massive observational studies, 
such as the “Nurses’ Health Study,” were not confirmed 
in the following experimental trials (HERS and “Women’s 
Health Initiative” being the most important ones).

Women are still underrepresented in most cardiovas-
cular studies and, because of that, drawing conclusions 
of specific risk factors and treatment benefits in this pop-
ulation is not an easy task. Being aware that women may 
also be at significant risk for CVD disease may help start 
changing the current situation we face. Interplanetary 
princesses or uniquely talented artists who sing, dance 
and play under the pouring rain are not the only ones 
that deserve to be diagnosed with CVD and receive, with-
out preventable delays, the best possible medical therapy 

directed towards it. Women from all ethnic, social, eco-
nomic and cultural backgrounds also deserve the same 
standard of care. How about you, dear colleague: are you 
aware? So, “Good morning, good morning,” “May the 
force be with you!”
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