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Prevalence in Ireland
CVD is Ireland’s No. 2 Killer

About 9,000 people die each year 

from CVD

4, 132 women die from CVD 

disease, 

2,000 people die from a stroke 

each year 

7,500 people have a stroke



NOCA STEMI Audit 2017-2020

About 1,500 STEMI year, 22% W median age 69 years (61yr M)

Much higher smoking rates were noted 34% vs 18% in the general 
population, 64%  of patients under 40 years with and STEMI were 
smokers
Smokers presented earlier- W 60 yrs vs 76yrs
Women have a 25% greater relative risk of a CVD event than men 
Women who smoke die ≈11 years earlier than women who have 
never smoked 

Only 32%  of women called for help within 60 minutes of developing 
symptoms of MI vs 38% of men (p<0.05). 



IHF and Roche HF survey
• Women wait longer to be diagnosed with heart failure than men – on 

average, women have to wait 5 weeks compared to men who have to 
wait 3 weeks.  

• Women are also more likely to not understand their prognosis (43%) 
compared to men (35%)

• For women, a delayed diagnosis has a greater impact on relationships 
with their partner than men (39% compared to 25%) 

• Almost half of females living with heart failure have avoided going to 
the doctors altogether due to the pandemic (44% compared with 36% 
for men) 



Presentation
Women typically present with CVD approximately a 
decade later than men 

-Loss of the protective effects of oestrogen leads to 
worsening of traditional risk factors: weight gain, insulin 
resistance and higher blood pressures.
-Older women presenting with CVD are more likely to 
present with comorbid conditions such as diabetes and 
hypertension.

Some traditional risk factors, such as diabetes and 
smoking, confer a greater relative risk of CVD in women 
than men.



Breast cancer treatment and depression



Menopause

• 12 months of amenorrhea not due to other causes defines natural 
menopause.

• The median age of natural menopause is 50 years (48.0–53.0 years). 
Menopause is premature if it occurs before 40 years of age and early 
if it occurs between 40 and 45 years of age.

• Approximately 10% of women experience menopause before 45 
years of age  - (1.9% before 40 years of age and 7.3% at 40–45 years 
of age).



• Menopause timing is hypothesized to contribute to CVD risk, the 
associations may be bidirectional.

• The Framingham Heart Study showed that higher cardiovascular risk 
factors before menopause were associated with earlier menopause, 
(independently of smoking status). 

• In an analysis of 177, 131 women from 9 studies, a first CVD event 
before 35 years of age was associated with a doubling of the risk of an 
early menopause.

• It is possible that worse pre- menopausal cardiovascular health could 
influence the onset of natural menopause. 

• A 2008 systematic review of 109 studies confirmed Women who smoke 
are likely to undergo natural menopause ≈1 year earlier than non-
smokers. 



• Total cholesterol, LDL-C, and apolipoprotein B levels increase 
dramatically within a relatively brief time span independent of the 
effect of aging alone.

• HDL-C levels have a complex relationship with menopause, with the 
quality or functional capacity of HDL undergoing alterations with 
higher HDL-C levels associated with less carotid atherosclerosis before 
menopause but with greater carotid atherosclerosis after menopause.

• The HDL changes observed include changes in HDL particle 
distribution and function. Suggestion that a key antiatherogenic 
function of HDL particles weakens during the MT. 

• The prevalence of the metabolic syndrome (and the clustering of its 
components) appeared to increase with menopause, beyond the 
effects of chronological aging. 





Physical activity and sedentary behavior

There’s a strong 
inverse dose-
response 
association 
between amount 
of physical activity 
and cardiovascular 
mortality. 

Only 7.2% of midlife women  self-reported physical activity levels that consistently met the current recommendations.



Diabetes

• Women with DM have a very high risk for CVD and HF, because diabetes 
causes structural myocardial, coronary and vascular disease, and chronic 
activation of the angiotensin–aldosterone system and sympathetic nervous 
system that translates to a high risk of CV disease, heart failure and CV 
death.

• Women are at very high risk of events, not only due to DM but also 
because their CV risk is underestimated, leading to a suboptimal initiation 
and up-titration of new evidence-based therapies. 



Diagnosing diabetes

• A primary care visit for contraception is a good opportunity to check for 
hypertension and diabetes and to provide key messages.

• During pregnancy, detection of diabetes is crucial, because gestational 
diabetes is a strong risk factor for future MACE. 

• The third crucial period is the transition leading to menopause when the 
risk of CV events increases.



Diabetes
• Risk factors in the peri-menopausal period remain insufficiently detected 

and treated in women.

• Optimal management of diabetes in women is challenging due to the 
under-representation of women in RCTs and registries. 

• The SCORE chart does not take into account specific women’s risk 
factors, such as premature menopause or peripartum complications, 
and this contributes to inadequate prevention strategies in this 
population. 

• Collaboration between GPs, cardiologists obstetricians endocrinologists 
and gynaecologists is crucial to better identify high-risk peri-menopausal 
women. 



Hypertension

• Hypertension is the most prominent 
modifiable CVD risk factor that increases 
with age among women. 

• Hypertension is a very strong risk factor at 
this stage and the control of blood pressure 
is pivotal.



Hypertension
• Hypertension is defined by the same blood pressure (BP) threshold (≥140 / 

BP ≥90 mmHg) in women and men. 

• Several studies have documented that women with hypertension are more 
prone to develop BP-associated organ damage and that high BP is a stronger 
risk factor for cardiovascular disease in women than men. 

• While healthy young women have lower BP than men, a steeper increase in 
BP is found in women from the third decade of life. 

• Studies have documented that the BP-attributable risk for acute coronary 
syndromes (ACS), heart failure and AF increases at a lower level of BP in 
women than in men. 

• Even high normal BP (130–139/80–89 mmHg) is associated with an up to 
twofold higher risk of ACS during midlife in women, but not in men. 



Inadequate Treatment

• Women are often undertreated compared with men, as large 
registries of ST-elevated MI (STEMI) demonstrate. Women with STEMI 
are less likely to receive guideline-directed medical therapies, less 
likely to undergo revascularisation or receive thrombolytics

• Those with cardiogenic shock with STEMI obtain less aggressive care, 
including a lower likelihood of receiving mechanical circulatory 
support, and have a higher mortality rate. These all contribute to 
worse outcomes for women.



Delays in care
• Delays in acute cardiovascular care for women are multifactorial and 

lead to delayed door-to-balloon times. There may be patient factors, as 
reported in studies of STEMI patients, - women are less likely to 
present within 2 hours of onset of symptoms.

• Additionally, there are healthcare system delays - the healthcare team 
may not recognise women are presenting with acute coronary 
syndromes, because of gaps in knowledge and understanding of the 
differences in symptoms between the sexes; there may be delays 
because of either conscious or unconscious bias



Aspects of CVD differ in women and men

• Non-obstructive coronary artery disease is a more frequent cause of 
IHD in women and manifests as INOCA (ischaemia with no obstructive 
coronary artery disease) or MINOCA (MI with no obstructive coronary 
artery disease), and has been underappreciated until recently 

• Heart failure with preserved ejection fraction is twice as common in 
women, in contrast with heart failure with reduced ejection fraction, 
which is more often seen in men. 



MINOCA and SCAD
• Women who present with MINOCA can present with NSTEMI as a result of 

plaque erosion or rupture, coronary embolus or thrombosis, microvascular 
dysfunction, coronary artery dissection or spasm.

• Women with a hypercoagulable state from antiphospholipid syndrome or 
inherited thrombophilia are at risk for MINOCA from coronary thrombosis 
and embolism of the microcirculatory system.

• Another cause is spontaneous coronary artery dissection (SCAD), where there 
is separation of the layers of the epicardial coronary artery wall from an 
intimal tear or an intramural haemorrhage, which results in decreased 
arterial flow. 

• SCAD may account for up to one-third of MIs among young women aged <50 
years. SCAD is managed differently than other atherosclerotic-type MIs







Poorer outcomes

• Women of all age groups are susceptible to poor outcomes from CVD.      
Older women are more likely to experience mortality after a percutaneous 
intervention for an ST-elevation MI (STEMI.

• Younger women <55 years who experience AMI are less likely to receive 
guideline-directed medical therapy, have a greater likelihood of readmission 
within 1 year, and have higher rates of all-cause mortality.

• Women have also been shown to be less likely to undergo CABG than men 
and to have worse outcomes after CABG, probably as later stage CVD and 
more comorbidities.

• Despite women being at such high risk for secondary cardiovascular events, 
most cardiovascular trials to date have been predominantly male, with 
females being under-represented in trials for CHD, acute coronary syndrome 
(ACS) and HF. 





Fewer women in Cardiology
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Menopause treatment
• The literature supporting a critical role for the time of initiation of MHT 

use relative to menopause, with initiation at <60 years of age or within 
10 years of menopause appearing to be associated with reduced CVD 
risk, strongly calls for further research assessing MHT use, including 
potential contrasts by form, route, and duration of administration, on 
cardiometabolic effects in women traversing menopause

• behavioural interventions can be used effectively during this time 
frame to reduce adverse CVD profiles. 

• Aggressive prevention-based approach for women at this stage in their 
lives to decrease the probability of a future CVD event. 



• According to research funded by the British Heart Foundation, more 
than 8,000 women died between 2002 and 2013 in England and 
Wales because they did not receive the same standard of care as 
men. Inequalities at every stage lead to women being diagnosed late 
and not getting the prompt treatment and aftercare they need to 
survive a heart attack

https://www.theguardian.com/society/2019/sep/30/women-are-dying-needlessly-from-heart-attacks-says-charity
https://www.theguardian.com/politics/2018/sep/04/uk-health-crisis-why-are-so-many-of-us-heading-for-an-early-grave



