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Heart Disease Prevention in Women

Lori Mosca, MD, PhD

recent national study con-
A ducted by the American Heart

Association showed that
fewer than 50% of American women
know that heart disease is their leading
killer. The study included more than
1000 women from many different ra-
cial and ethnic backgrounds. More
women in this study knew that heart
disease was women's leading killer
than in similar studies conducted in
1997 and 2000, but there's still alot of
room for improvement.

Cardiovascular disease—the No. 1
cause of desth in the United States—
claims the lives of amost 500 000
women each year. That's nearly one
death every minute. Being aware of the
risk of heart disease isimportant because
it' sthefirst step in taking action to lower
risk.

Because heart disease can often be
prevented, the survey findings are an
urgent call to action. The American
Heart Association and 11 other leading
nationa hedlth organizations came to-
gether to develop comprehensive guide-
lines for heart disease prevention in
women. They include a rating scae to
express the strength of recommendations
and the quality of research to support
specific preventive therapies.

Each recommendation was catego-
rized to help doctors and women decide
which preventive therapies should or
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should not be used. A Class | category
indicates that the type of therapy should
be provided routinely. Classllaindicates
that most scientific evidence favors pro-
viding the type of therapy, whereas
Class Ilb indicates the usefulness of
therapy isless well-established. Class|I|
indicates that the type of therapy isn't
useful and may be harmful.

Being aware of persond risk and
treatment options can empower a
woman to live a long and hedlthy life.
Physicians who follow these guidelines
will be able to help female patients make
lifestyle changes and better sdlect the
right medications to help them avoid or
treat heart disease.

In developing these guidelines, a
panel of renowned hedth professionals
and scientists reviewed the highest-
quality research from a search of nearly
7000 scientific articles that addressed
important topics about preventing heart
disease. The experts used the findings to
develop clinical guidelines to help doc-
tors provide the best possible preventive
heart carefor female patients. The guide-
lines were also designed to help women
achieve a heart-hedthy life and reduce
their chances of having a heart attack or
stroke. Awareness, knowledge, and ac-
tion are by far the most important factors
in saying “goodbye’ (ALOHA) to the
No. 1 killer of women.

ALOHA to Heart Disease
It's easy to remember what you need
to know about the guidelines and set-
ting priorities. Just think ALOHA:

A—Assess your risk and rank yourself
as high, intermediate, or lower
risk.

L—Lifestyle recommendations are pri-
ority No. 1 in heart disease
prevention.

O—Other interventions are prioritized
according to the expert pand rating
scale.

H—Highest priority for therapy is for
women at highest risk.

A—Avoid medical therapies called
Class 1.

A — Assess Your Risk
Heart disease risk isn’'t something you
either have or don't have. It's a risk
that people have to a greater or lesser
degree. The first step in lowering your
risk requires assessing—or measur-
ing—your risk. You and your doctor
can use a tool caled the Framingham
Risk Assessment Calculator to rank
your persona heart disease risk as
“high,” “intermediate” or “lower.”
Your risk score tells you your chances
of having a heart attack or dying of heart
disease over a 10-year period. You're
given points on the basis of your age, tota
choleterol level, HDL (“good”) cholester-
ol leve, blood pressure, and whether you
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Framingham Point Score
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Estimate of 10-Year Risk for Women

Age Points Total Cholesterol Points Point Total 10-Year Risk %
20-34 -7 (mg/d) Ages 2030 40-49 5059 60-69 7079 <9 <i
35-39 3 <160 0 0 0 0 0 9 1
40-44 0 160-199 4 3 2 1 1 10 1
45-49 3 200-239 3 6 4 2 ] 11 1
50-54 6 240-279 11 8 5 3 2 12 1
55-59 3 2280 13 10 7 4 2 13 2
60-64 10 14 2
65-69 12 Points 15 3
70-74 141 Smoking Ages 2039 4049 50-59  60-69_70-79 16 4
75-79 16 Nonsmoker 0 0 0 0 0 7 5
Smoker 9 7 4 2 1 18 6
19 8
HDL (mg/dl) _Points || Systolic BP (mmHg) _Untreated _Treated 20 1
260 1 <120 0 0 21 14
50-59 0 120-129 1 3 2 17
40-49 1 130-139 2 4 23 22
<40 2 140-159 3 5 A 27
> 160 3 P 225 230

Framingham Point Score: Estimate of 10-Year Risk for Women. Find your point score in
each of the 5 boxes to the left, and then add them to get your Point Total. Find that
point value in the box on the right, and you will also see an estimate of your 10-year
risk as a percent. A risk greater than 20% in 10 years is considered high risk. Intermedi-
ate risk ranges from 10% to 20%; low risk is less than 10%.

smoke. The points are added up and con-
verted into a10-year risk. Your risk can be
interpreted asthe number of chances out of
100 that you'll develop or die from heart
dissase in the next 10 years, according to
your current risk profile. Assessing, know-
ing, and acting are the best ways to change
your risk profile.

If you already have heart disease,
stroke, peripherd arterid disease, abdomi-
na aortic aneurysm, diabetes mdlitus, or
chronic kidney dissase, you're autometi-
cdly consdered to be at high risk. Also,
some women with genetic cholesterol
problems may also be a high risk.

You can use the Framingham Risk As-
sessment Calculator shown here to score
your own risk. Share the results with your
physician and discuss next steps.

L — Lifestyle Change: First
Line of Defense Against Heart
Disease
No matter what your risk score is, the
most important thing you can do to
lower your risk of heart disease is to
make living a healthy lifestyle your top
priority.

The following five lifestyle changes
wererated as Class|. That meansthey're
the strongest recommendations given by

the expert panel.

1. Stop smoking cigarettes and avoid
secondhand tobacco smoke.

2. Get at least 30 minutes of physical
activity each day.

3. Start a cardiac rehabilitation program
if you' ve recently been hospitalized or
had a procedure for heart disease.

4, Eat a heart-hedlthy diet that includes

fruits, vegetables, grains, low-fat or
nonfat dairy products, fish, legumes,
and sources of protein low in satu-
rated fat (such as, poultry, lean mests,
and plant sources). Limit intake of
transfatty acids such asthose foundin
hydrogenated ails.

5. To maintain a healthy weight, balance
the calories you est with the amount
you use up each day. To lose weight,
you need to use up more caories than
you take in. If you need to, enroll ina
formal weight-loss program.

O — Other Interventions
Prioritized by the Evidence
Rating Scale

The expert panel rated other interven-
tions as Class |. They should definitely
be provided as a standard of medical
care. These interventions include lower-
ing high blood pressure in dl women

with hypertension, ensuring healthy cho-

lesteral levelsin high- and intermediate-
risk women, and keeping diabetes under
control. You'll need to work with your
doctor to manage these risk factors.

1. Blood pressure is optima at less than
120/80 mm Hg. If theré'sa dight rise
in pressure, the first line of sef-
defense is to improve your lifestyle
habits. If your blood pressure stays at
140/90 or higher (or greater than

130/80 if you have diabetes), drugs
should be added to control it.

2. Cholesteral levels are important for
women to know. Tota cholesterol
optimally should be less than 200
mg/dL; LDL (bad cholesterol), less
than 100 mg/dL; HDL (good choles-
terol), more than 50 mg/dL; and tri-
glycerides (atype of fat in the blood),
less than 150 mg/dL.

3. Diabetes (high blood sugar) is becom-

ing more common in the United
States. Unhedlthy eating habits and
gaining too much weight are leading
causes of type Il (acquired) diabetes.
If you don’'t manage diabetes, it can
lead to heart attack and stroke. Diet,
exercise, and medication are the keys
to normal blood glucose levels. Long-
term control of glucose is measured
with an HbA ¢ level; the panel recom-
mends that it be maintained at less
than 7%.

Other priorities for heart disease
prevention are listed according to risk
level in the Table.

H — Highest Priority for

Therapy |s for Women at

Highest Risk

Women who are considered to be at

highest risk are most likely to benefit

from preventive therapy. Women at

highest risk are those who dready have
cardiovascular disease, diabetes, or
chronic kidney disease. Besides lifestyle
changes and controlling major risk fac-

tors, several drugs have been shown to

prevent heart attacks or increase surviva
in this group. The expert pand gave the
medications listed below a Class| rating
(desirable therapies) for women at high
risk.

e ACE (angiotensin-converting en-
zyme) inhibitor therapy. If awoman
on ACE therapy has side effects
such as coughing, it’s recommended
that an ARB (angiotensin receptor
blocker) be used instead, if she hasa
history of heart failure.

e Agpirin therapy (baby aspirin or a max-
imum dose of 162 mg). Women who
have liver or kidney diseese, somach
ulcers and other gedrointestind prob-
lems, bleeding problems, or aspirin d-
lergies should not take aspirin regularly.

Downloaded from circ.ahgjournals.org by on February 11, 2011


http://circ.ahajournals.org

’\A/V\As/\

M osca Heart Disease Prevention in Women 3

I\A,/u\)\,/x,

Priorities for Prevention in Practice According to Risk Assessment

High-Risk Women Intermediate-Risk Women Lower-Risk Women

(>20% Risk) (10% to 20% Risk) (<10% Risk)
Class | recommendations
Smoking cessation Smoking cessation Smoking cessation
Physical activity/cardiac rehabilitation Physical activity Physical activity
Diet therapy Heart-healthy diet Heart-healthy diet
Weight maintenance/reduction Weight maintenance/reduction Weight maintenance/reduction
Blood pressure control Blood pressure control Treat individual heart risk factors as indicated
Cholesterol control/therapy Cholesterol control

Aspirin therapy

B-Blocker therapy
ACE inhibitor therapy (ARBs if contraindicated)
Management/control of diabetes

Class lla recommendation

Treatment for depression Aspirin therapy

Class Ilb recommendations

Omega 3 fatty-acid supplementation

Folic acid supplementation

® Beta-blocker therapy. Beta-blockers
are recommended for women who
have had a heart attack or have ongo-
ing angina or chest pain.

o Satin therapy. Statins effectively re-
duce total cholesterol and LDL (bad
cholesterol). Recent studies have
shown datins are helpful even when
the LDL is below 100, so the panel
recommended that high-risk women
take them if possible.

e Niacin or fibrate therapy. The panel
recommended that high-risk women
with alow HDL (good cholesterol) or
high non-HDL (all the bad cholesteral
and fats together) use niacin or fibrate
therapy. Niacin therapy lowers total
cholesterol and raises HDL (good
cholesteral). Prescription niacin can
be used aone or together with statin
therapy. Dietary supplement niacin
must not be used as a subgtitute for
prescription niacin. Over-the-counter
niacin should only be used if approved
and monitored by a physician.

o Fibrates. Fibrates are effective in low-
ering triglycerides and, to some ex-
tent, can help improve HDL (good
cholesteral levels). Fibrates are gener-
aly well tolerated by most women.

o \Warfarin. Women with atria fibrilla
tion—atype of irregular heartbest that

can lead to stroke—should take the
blood thinner warfarin unless they
can't or are considered to be at low
risk for a stroke. In that case, they
should take 325 mg of aspirin daily.

A — Avoid Medical
Interventions Called “Class I11”
The panel said that three interventions
should not be used to prevent heart
disease because research has shown no
benefit—and in some cases found
harm. Ongoing research will provide
more information about these thera-
pies, but in the meantime, avoid their
use to prevent heart disease.

e Combined postmenopausal hormone
therapy (estrogen and progestin) has
been recently shown (in the Wom-
en's Hedth Initiative) to have no
benefit in preventing heart disease.
In some women it may cause heart
attacks, stroke, or blood clots. The
benefits and risks of estrogen alone
are till being studied. Talk to your
doctor about the benefits and risks
of hormone therapy to treat symp-
toms of menopause.

e Antioxidant supplements, such as vi-
tamin E and beta carotene, should not
be used to prevent heart disease. Sev-

erd clinical trials have shown no ben-
efit and some have shown an unex-
pected increase in hemorrhagic
(bleeding) strokes. These supplements
may aso interfere with the beneficia
effects of statin therapy.

e Agpirin for low-risk patients isn't rec-
ommended. The potentid benefits may
be outweighed by risks such as somach
bleeding or ulcers. Also, the benfit has
not yet been proven in women who
have alow risk of heart attack.

Conclusions
Overwhelming evidence suggests that
heart disease can be prevented in both
women and men. The new guidelines, if
they are used, can help women lower
their risk of developing heart disease.
Every woman should know what her
risk level is and talk to her doctor about
her prevention goas and the best way to
reach them. It's important to remember
that the expert panel’ s recommendations
are a guide. The best advice will come
from your own healthcare provider(s).
By following these guidelines, you and
other women can help say “Aloha’
(goodbye) to heart disease.

For more information, visit the Amer-
ican Heart Association web site:
http://www.americanheart.org.
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