
AW H O N N P O S I T I O N S T A T E M E N T

Women’s Cardiovascular Health

An official position
statement of the
Association of Women’s
Health, Obstetric &
Neonatal Nursing

Approved by the
AWHONN Board of
Directors, June 2002.
Revised and reaffirmed
June, 2011.

AWHONN 2000 L St.
N.W., Suite 740
Washington, DC 20036
(800) 673-8499

Position
The Association of Women’s Health, Obstetric
and Neonatal Nurses (AWHONN) maintains that
nurses and other clinical professionals should
include routine cardiovascular health screening,
provide education, and promote awareness at
health care visits for women across the lifespan.
Advocacy for preventive measures should begin
early, and adolescent girls and young women
should be encouraged to adopt heart-healthy
habits. For adult and senior women, nurses should
work to increase patient awareness about risk fac-
tors, symptoms and treatment options associated
with cardiovascular disease (CVD) and CVD risk.
Efforts should extend to women of every age and
health status.

Background
Cardiovascular disease is the leading cause of
death for American women (Lloyd-Jones et al.,
2009). Approximately one woman in four will die of
CVD (U.S. Department of Health and Human Ser-
vices [DHHS], 2009), and of those who die sud-
denly, the majority will have never experienced
classic warning symptoms (American College of
Cardiology, 2011).

Trends in women’s CVD risk factors are worri-
some. A higher percentage of women than men
older than 65 have hypertension, a leading CVD
risk factor. The increase in overweight and obe-
sity in women (currently two out of three American
women more than 20 years of age fall in these cat-
egories) has contributed to an epidemic of type
2 diabetes. Women with type 2 diabetes have a
significantly increased risk of heart attacks and
stroke (Mosca et al., 2011).

Cardiovascular disease is largely preventable,
and women can modify, treat or control most risk
factors associated with heart disease and stroke.
Modifiable risk factors include sedentary lifestyle,
smoking, excessive alcohol intake, high blood
pressure, high cholesterol, stress, obesity, and di-
abetes (Texas Heart Institute at St. Luke’s Episco-
pal Hospital, 2011a). Non-modifiable risk factors

include gender, age, race, ethnicity, and family
health history (American Heart Association [AHA],
2011c). Additionally, women who take oral contra-
ceptives or who are considering oral contracep-
tives should talk with their health care providers
about their personal risk of developing CVD (AHA,
2011a).

Gender Differences
Although men and women share many risk fac-
tors and common symptoms of CVD, gender plays
an important role in the prevention, diagnosis and
treatment of CVD (AHA, 2011d). It is a myth that
heart disease is a “man’s disease” (Mosca et al.,
2011). During a heart attack, both men and women
commonly describe pain or pressure in the middle
of the chest that lasts more than a few minutes or
goes away and comes back or pain that spreads
to the neck, arms or jaw. However, women are
more likely than men to suffer less common warn-
ing signs of heart disease, including abdominal
pain, nausea, shortness of breath, cold sweat, in-
digestion, unexplained anxiety and fatigue (Amer-
ican College of Cardiology, 2011; AHA, 2011b).
Furthermore, women are less likely to report chest
pain and other symptoms and take longer to arrive
at a hospital, potentially contributing to misdiagno-
sis and delays in treatment (Agency for Healthcare
Research and Quality, 2010; AHA, 2011d).

As of 2009, approximately 54% of American
women recognized that CVD is the primary cause
of death in women. This is an increase from the
30% who were aware in 1997 (Mosca et al.,
2011). Yet when women were asked about their
personal risk, only 13% believed they would ex-
perience CVD (University of Iowa Hospitals and
Clinics, 2009). Therefore, it is critical for health
care providers to raise the issue of cardiovascular
health with female patients and to determine their
CVD risk. This is the first step in helping women
take action to modify their personal risk and un-
derstand the importance of promptly responding
should they experience symptoms of a heart at-
tack (Texas Heart Institute at St. Luke’s Episcopal
Hospital, 2011b).
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In the past decade, more women have partici-
pated in CVD research studies. This has led to
publications with gender-specific analyses and
more definitive, evidence-based recommenda-
tions (Mosca et al., 2011). This research has
demonstrated that after a cardiac event, women
are more likely than men to delay hospital presen-
tation and diagnosis and experience more hos-
pital mortality. Women are also less likely than
men to receive early medical therapies, and there
is evidence that they may not be not treated as
aggressively as men with evidence-based treat-
ments (Jneid et al., 2008).

Disparities
Despite declines in CVD mortality in past decades,
women in certain minority ethnic and racial groups
are at a higher risk, are more severely affected by
CVD, and experience disparities in cardiovascu-
lar health care (Mosca et al., 2011). African Amer-
ican women are more likely to suffer from CVD
and 35% more likely to die of heart disease than
White women (Women Heart, The National Coali-
tion for Women with Heart Disease, 2011). Mexi-
can American women are at risk for cardiovascular
disease due to high rates of diabetes, obesity, and
metabolic syndrome. Additionally, women whose
primary language is Spanish are the least physi-
cally active group of women in the United States
and most likely to be unaware that this inactivity
increases their risk of heart disease (AHA, 2011c).

There is no evidence to suggest that racial and
ethnic groups vary inherently in susceptibility to
CVD. Instead, experts suggest that the dispari-
ties may be attributable to a more complex in-
terplay of socioeconomic status, lack of access
to health information and care, mistrust of health
care providers, cultural norms, language barriers,
behavioral and psychological risk factors, and the
impact of racial discrimination (Mosca et al., 2011;
Women Heart, The National Coalition for Women
with Heart Disease, 2011).

Reproductive Health and
Cardiovascular Disease
The American Heart Association Cardiovascular
Prevention Guidelines classify women in three
groups: high risk for heart disease, at risk, or
ideal cardiovascular health. The “at-risk” group
includes women who have a history of pre-
eclampsia, gestational diabetes, or pregnancy-
induced hypertension. These updated guidelines
point out that the cardiovascular and metabolic

stress of pregnancy provides a unique opportunity
to estimate a woman’s lifetime CVD risk (Mosca
et al., 2011).

Pre-eclampsia and pregnancy induced hyperten-
sion can be considered early indicators for fu-
ture CVD (Bellamy, Casas, Hingorani, & Williams,
2007). In approximately one-third of women who
experience gestational diabetes, 15-50% will de-
velop diabetes in the decade following pregnancy.
It is recommended that postpartum screening oc-
curs at six to 12 weeks for women who had
gestational diabetes (American College of Obste-
tricians and Gynecologists [ACOG], 2009). For
those women with normal glucose levels post-
partum, reassessment should occur at minimum
every three years (American Diabetes Associa-
tion, 2003). Healthcare professionals have an op-
portunity to refer these women to a primary care
provider or cardiologist that can monitor ongoing
CVD risk (Mosca et al., 2011). Additionally, clin-
icians who meet women later in life should take
a comprehensive history of any pregnancy com-
plications, including a history of gestational dia-
betes, pregnancy-associated hypertension, pre-
eclampsia, preterm birth, or birth of an infant small
for gestational age (Mosca et al.).

Other reproductive disorders also increase the
risk for CVD. Women with polycystic ovary syn-
drome (PCOS) in their 20s and early 30s have
been shown to have a significantly increased
risk to develop diabetes and dyslipidemia (Wang
et al., 2011). Hormone replacement therapy is
also related to an increased risk for CVD in post-
menopausal women. After observational studies
in the 1980s, it was believed that taking estro-
gen decreased the risk of heart disease. However,
after the 1998 Heart and Estrogen/Progestin Re-
placement Study (HERS) and the 2002 Women’s
Health Initiative (WHI), the U.S. Food and Drug Ad-
ministration recommended that estrogen not be
used to prevent CVD. Both studies had results
that reflected that estrogen with progestin has
adverse health effects, including venous throm-
boembolism and an increased risk of coronary
events and stroke (Hulley & Grady, 2004).

Role of the Nurse
Nurses have a significant impact on the cardio-
vascular health of women. As the largest group of
health care providers, nurses are often the first and
most consistent point of contact in the health care
system. Nurses, including advanced practice reg-
istered nurses, who work in primary care settings
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play an important role in identifying women at risk
for CVD. They have many opportunities to coun-
sel women about their levels of risk and encour-
age primary and secondary prevention of CVD.
Guidelines published by The Joint Commission
and other national organizations emphasize the
importance of patient education in the primary pre-
vention of CVD. Prevention should support lifestyle
change, medication adherence, and focus on im-
proving patient outcomes, including quality of life
(Mosca et al., 2011).

Prevention may include lifestyle changes, such
as increased physical activity and improved nu-
trition as well as pharmacologic therapies to
lower blood pressure and lipids. Assisting women
at risk for CVD to stop smoking through ei-
ther non-pharmacologic or pharmacologic meth-
ods is critical. Recommendations for effectively
supporting behavior change include using mo-
tivational interviewing, stages of readiness for
change, computer-assisted reminders, frequent
follow-up, and involving the patient’s family to
help set short-term achievable goals (Mosca et al,
2011).

Nurses are experts in providing health education,
lifestyle counseling, and prevention education. As
such, they have an opportunity to help women
reduce their risk of CVD, the leading killer of
American women.
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