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BACKGROUND

THERE are some worrying facts about
women and heart disease. Heart dis-
ease is the leading killer of Australian
women.' Heart disease kills almost
three times as many women as breast
cancer.? Twenty-two Australian
women die from heart disease every
day (8207 deaths in 2016)." Ten Aus-
tralian women die from a heart attack
every day.* An Australian woman dies
from a heart attack every two hours.*

In 2016, almost half (46.8%) of
all deaths from heart attacks were
women.®

Although women are more likely
to experience atypical symptoms
(jaw, shoulder; neck and back pain)
when having a heartattack, only one
in five women is aware of atleast one
of the symptoms.®

There are a number of traditional
and emerging non-traditional cardi-
ovascular disease (CVD) risk factors
specific to women, of which'doctors

should be aware, This How to Treat
summarises these risk factors and
how they can be managed to reduce
the burden of CVD in women. These
risk factors are summarised in box 1.

CARDIOVASCULAR
RISK FACTORS IN
WOMEN

Traditional risk factors
DIABETES MELLITUS

IN Australia, the prevalence of dia-
betes in women is 5% (self-reported
data), and the prevalence increases
with age.? Diabetes is a potentrisk
factor for CVD and confers a greater
risk for CV death in women compared
with men.* In one meta-analysis, the
relative risk (RR) for CVD was 44%
greater in women with diabetes than
in men with diabetes.! Women with
diabetes have a threefold excess risk
of fatal coronary artery disease (CAD)
compared with women without the
condition.”

HYPERTENSION

One in four (28.3% or 1.8 million) Aus-
tralian women aged 35 and over have
high BP (140/90 mmHg or higher)."
Premenopause, endogenous oestro-
gens maintain vasodilation and con-
tribute to BP control, but BP increases
after menopause. Women develop
hypertension a decade after men,

but it becomes more prevalent, and

is often poorly controlled in elderly
women compared with elderly
men,'>8

SMOKING

One inseven (1.2 million) Austral-
ian women smoke. Women aged
18-24 have the highest rate of smok-
ing (more than one in six). In all

age groups (with the exception of
those aged 30-44) women had a 25%
increased risk for CAD conferred by
cigarette smoking compared with
men.** Women who smoke have a
300% greater risk of CAD, compared »
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Box 1. CVD risk factors for

women

Traditional CVD risk factors
Diabetes

Smoking

Obesity and overweight
Physical inactivity
Hypertension

Dyslipidaemia ;
Family history of premature CAD
Non-traditional CVD risk factors
Pregnancy complications
Hypertensive disorders in
pregnancy (including pre-
aclampsia)

Gestational diabetes

Preterm delivery

Smiall for gestational age
Polycystic ovarian syndrome
Endometriosis

Autoimmune diseases

Breast cancer treatment
Depression

Early anset menopause/
surgicalmenopause

« withnon-smoking women.

OBESITY AND OVERWEIGHT

More than one in four Australian
adult women are obese (27.4% or 2.5
million) or overweight (28.8% or 2.6
million), and this has been increas-
ing. The average BMI of an adult
woman is 27.1, placing herin the
overweight category.® Obesity hasa
greater impact on the development
of CADin women than in men. In the
Framingham heart study, obesity
increased the RR of CAD by 64% in
women as opposed to 46% in men.'
In addition, compared with BMI,
elevated waist-to-hip ratio was an
189 stronger predictor of myocar-
dialinfarction in women and a 6%
stronger predictor of MI in men.'*
Thus women with an ‘apple shape’
are at greater risk.

PHYSICAL INACTIVITY

Seventy-six per cent of Austral-

ian women are physically inactive.”
Physical inactivity is associated with
increased CVD, while higher levels
of activity are associated with lower
rates of CVD.

DYSLIPIDAEMIA

One in three (33.2% or 2.9 million)
Australian adult women had high
cholesterol (5.smmol/L or higher) in
2011/12,* Dyslipidaemia has the high-
est population adjusted risk among
women at 47.1% compared with other
known risk factors for CVD.*

FAMILY HISTORY OF

PREMATURE CAD

‘Women whose parents have had a
MI aged under 60 have a five times
greater CAD mortality. Premature
CAD inafirst-degree female relative
is atelatively more potentrisk fac-
tor than is premature CAD in male
relatives.

Non-traditional

CVD risk factors

PREGNANCY COMPLICATIONS

The physiological and metabolic
demands of pregnancy serve asa
‘stress test’. Thus, pregnancy compli-
cations may unmask predisposition
to CVD,

HYPERTENSIVE PREGNANCY
DISORDERS

These include gestational hyper-
tension, chronic hypertension and

i

pre-eclampsia: Gestational hyper-
tension is new-onset hypertension
greater than 140/90mmHg after 20
weeks’ gestation in awoman who
was originally normotensive.
Women with hypertension
before 20 weeks’ gestation are diag-
nosed with chronic hypertension.

Women with a history of pre-ec-
lampsia or gestational hypertension
are atincreased risk of hypertension
and heart disease later in life (2-4
times),*

Each year, up to 30,000 Austral-
ian women can develop high blood
pressure in pregnancy.
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GESTATIONAL HYPERTENSION
Gestational hypertension hasarisk
of increased CVD and hyperten-
sion, but the risk is notas greatasin
women with pre-eclampsia. Women
with gestational hypertension have
anincreased risk of ischaemic heart
disease, MI, fatal MIs, heart failure,

ischaemic stroke, kidney disease and
diabetes.®

The increased risk of chronic
hypertension is high immediately
after pregnancy. The rate of hyperten-
sion is 3-10-fold higher in the first 1-10
years post-pregnancy and remains
twice as high 20 years later in PAGE 20»
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4PAGE1E  those with hypertension
during pregnancy. It is also higher
for first time older mothers.*

PRE-ECLAMPSIA

Pre-eclampsia is new-onset hyper-
tension (greater thani40/90mmHg)
after 20 weeks gestation, proteinuria
(0.3g/24h) and end organ dysfunction,

Women with pre-eclampsia have
an increased risk of developing hyper-
tension, ischaemic heart disease,
stroke, and VTE.® Earlier pre-ec-
lampsia is associated with poorer
outcomes; and the more severe the
pre-eclampsia, the greater the severity
of CVD in later life. Recurrent pre-ec-
lampsia is associated with a signifi-
cantly greater risk of CVD (twice the
risk of atherosclerosis than in women
with non-recurrent pre-eclampsia).“*

The largest meta-analysis, (of
more than 6.4 million women with 34
years of follow-up), demonstrated that
women witha history of pre-eclamp-
sia have a 71% increased risk of CVD
mortality, a 2.5-fold increase in risk of
CAD and a fourfold increase in heart
failure when compared with women
without pre-eclampsia.”

In addition, women with pre-ec-
lampsia and an additional compli-
cation, such as preterm delivery or
small-for-gestational-age infant,
are at even greater cardiovascular
risk than women with pre-eclamp-
sia alone. A Norwegian study found
women with pre-eclampsia alone had
a twofold increased risk of a major
coronary event, but those with pre-ec-
lampsia and preterm delivery or a
small-for-gestational-age infant were
four times more likely to have a major
coronary event than women with
uncomplicated pregnancies.®*

GESTATIONAL DIABETES
Gestational diabetesis newly diag-
nosed diabetes beyond the first tri-
mester of pregnancy.

Around 10-13% of pregnant women
in Australia develop gestational dia-
betes, which is associated with an
increased risk of type 2 diabetes and
CVDlater in life.” Gestational diabe-
tes increases therisk of developing
type 2 diabetes sevenfold, with one-
third of women developing the con-
dition in the 3-5 years after delivery,
and nearly 70% of women develop-
ing type 2 diabetes more than 10 years
post-partum.®

In one study, gestational diabetes
was associated with a 71% greater risk
of future CVD events.” Other stud-
ies have found those with gestational
diabetes have a 43% higher risk of
developing CVD (MI or stroke), Those
who developed type 2 diabetes had a
fourfold elevation inrisk, while those
without interim type 2 diabetes had a
30% increased risk for cardiovascular
events.?®

Gestational diabetes confers a26%
increased risk of future hyperten-
sion.* The combination of gestational
diabetes and high blood pressure in
the same pregnancy increasesa wom-
an’s future risk of diabetes 37-fold,
and she has a six times higher risk of
future hypertension. Thereis alsoan
increased CVD mortality in those with
both gestational diabetes and hyper-
tension compared with those who
have either gestational diabetes or
hypertension alone.”

PRETERM DELIVERY

Preterm delivery birth at less than 37
weeks’ gestation is an independent
risk factor for subsequent long-term

cardiovascular morbidity. The Nurses
Health Study II found that preterm
delivery was independently associ-
ated with a 42% greater risk of CVD
and a meta-analysis found preterm
delivery was associated witha 38%
increased risk of ischaemic heart dis-
ease, 71% increased risk of stroke,
and twofold increased risk of over-
all CVD.**¥ The risk for CVD is fur-
ther increased with a history of early
preterm delivery (less than 32 weeks’
gestation), and recurrent preterm
delivery.®

LOW BIRTHWEIGHT OR
SMALL-FOR-GESTATIONAL-AGE
Low birthweight or small-for-

gestational-age babies are smaller in
size than normal for their gestational
age and fetal sex, with birth weights
below the 10th percentile for the ges-
tational age at delivery. A number of
cohort studies have found women
with small-for-gestational-age infants
are about twice as likely to'expe-
rience future CVD,*#° This asso-
ciation increases with severity of
small-for-gestational-age.

Women with small-for-gestation-
al-age infants also have increased
mortality, with a Danishregistry
noting a 2.5-fold increase in death
from cardiovascular causes and a
1.9-fold increase in all-cause mortal-
ity in this cohort.* A meta-analysis

also demonstrated a 33% increase in
maternal cardiovascular mortality
associated with roughly each 500g
decrease in infant birthweight.**
Those with a combination of preterm
delivery and small-for-gestation-
al-age infants are at even higher risk
of CVD.#

MISCARRIAGE

‘Women with more than one miscar-
riage have an increased rate of MI
(1.13 x), cerebrovascular infarction
(1.16%) and renovascular hyperten-
sion (1.2 x) compared with women
with no miscarriages, and the rates
for all three outcomes increases with
the number of miscarriages.* A UK
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Fetal
uvitrasound
at 37 weeks'
gestation.
(above)

Around 10-13%
of pregnant
women in
Australia
develop
gestational
diabetes. (left)

biobank study found adjusted hazard
ratio for CVD, were 1.04 for each mis-
carriage, and 1.14 for each still birth.*

NON-PREGNANCY-
RELATED CVD RISK
FACTORS

Polycystic ovarian
syndrome/insvlin
resistance

THIS increases risk for future
development of CVD, and proba-
bly increases the risk of developing
hypertension. Women have a higher
tisk of developing diabetes and an
increased prevalence of impaired
glucose tolerance and metabolic
syndrome.
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Endometriosis

Endometriosis increases the risk for
coronary heart disease (MI, angina,
CABG/angioplasty/stent) by 62%
overall and by 200% in women 40 or
younger. Coronary heart disease risk
was not increased in women older
than 55.4¢ Compared with women
without endometriosis, women with
endometriosis were 1.52 times more
likely to have an M1, 1.91 times more
likely to develop angiographically
confirmed angina, and 1.35 times
more likely toneed CABG surgery,

a coronary angioplasty or a stent
(independent of cofounders such as
the oral contraceptive pill or HRT
use). However, 42% of the associ-
ation between coronary heart dis-
ease and endometriosis could be
explained by greater frequency of
hysterectomy/oophorectomy and
earlier age at surgery.+®

Autoimmune diseases

Both male and female patients with
inflammatory diseases such as rheu-
matoid arthritis (RA) and SLE have
increased mortality; mainly as a con-
sequence of CVD.# There is a female
predisposition in the prevalence of
these disorders, making it a com-
mon risk factorin women - female-
to-male ratio for RA is 2.5:1; for SLE,
the ratio is 9:1. Patients with RA have
a 2-3-fold higher risk of Ml and a 50%
higher risk of stroke.** The greater
the RA disease activity, the higher
the risk of MI. For SLE, the risk of M1
isincreased 9-50-fold higher than
that in the general population.*

Radiation and
chemotherapy for

breast cancer

Radiotherapy for breast cancer often
involves exposing the heart to ion-
ising radiation, which increases the
risk of subsequent ischaemic heart
disease, The risk is proportional to
the mean dose to the heart, begin-
ning within a few years after expo-
sure and continuing for at least 20

i
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years.® This is greater in those irra-
diated on the left than on the right,
and with pre-existing cardiacrisk
factors. Radiation heart disease can
also manifest with valvular disease
and cardiomyopathy. Chemotherapy
for breast cancer has been associated
with dose-dependent acute, suba-
cute and late cardiotoxicity, includ-
ing LV dysfunction/heart failure,
hypertension, arrhythmias, throm-
boembolic disease and pericarditis.
This is particularly so with anthracy-
clines and trastuzumab-like agents.s

Depression
Depressionis anincreasingly prev-
alent and recognised risk factor for

the development of CAD and por-
tends an unfavourable outcome after
a CAD event.* In younger women,

it is a particularly powerful risk fac-
tor.® Younger women have higher
rates of depression and also higher
mortality rates after acute MI than
men, 5435

MENOPAUSE

AND CVD
PREMENOPAUSAL women are rel-
atively protected against CVD com-
pared with age-matched men. After
menopause, the risk increases to
equal that of men. Thus' hormone

replacement therapy was hypoth-
esised to be cardioprotective. This
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has subsequently been refuted by
many randomised clinical trials.s
Further review of trials has found
that oestrogen-only HRT may have
favourable CAD outcomes in younger
women, reducing the risk in women
under 60, butnot in older women.*3?
Current guidelines recommend that
HRT at the lowest effective dose is
appropriate for treatment of men-
opausal symptoms in early (within
five years) of menopause, but should
not be prescribed for the sole pur-
pose of preventing CVD.®

Early-onset menopause
Women who experience early-onset
menopause (younger than 45) carry

Patients with

inflammatory
diseases such
as rheumatoid
arthritis have
increased
mortality.
(above)

There is an
association
between
coronary heart
disease and

(pictured at
laparoscopy).
(left)

anincreased cardiovascular risk —
for overall CAD, fatal CAD, overall
stroke, stroke mortality, CVD mortal-
ity and all-cause mortality.®

Another study found those who
had menopause before 47 were 33%
more likely to develop cardiovascu-
lar disease and 42% more likely to
have a stroke than women who went
through menopause later.*

Surgical menopause

Surgical menopause in young women
is associated with increased risk for
development of premature CVD.®
Those who had a hysterectomy were
12% more likely to develop cardio-
vascular disease, and the increased »
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Table 1. Traditional cardiovascular risk factors and management Table 2. Pregnancy history

Target adverse pregnancy
outcomes

Risk Factor Management

Diabetes mellitus

Dyslipidaemia

combination

Aggressive management of CVD risk factors
Women may requwe greater frequency/intensity of physrcul activity than men to reduce CVD events

Llfestyle modification: diet and exercise
Statins for mondary preventlon in moderate to hngh CVD nisk

Encourage 150minutes/week of moderate exercise or 75 minutes/week of vigorous exercise, or an equivalent

Healthy eating habits, such as following the Mediterranean
diet, reduce stroke/Ml or cardiovascular mortality in
patients with high cardiovascular risk.

< risk is even higher for women who
had an cophorectomy as well.

RISKFACTOR
MANAGEMENT
AND GUIDELINES

1T isimportant to assess both tradi-
tional and non-traditional risk factors
in women. The Heart Foundation
recommends a heart health check for
women over 45. For traditional risk
factors, implement the appropriate
management strategies (see table 1).
Incorporate a pregnancy history (see
table 2} to identify those who have a
history of pregnancy complications.

These women require regular fol-
low-up and early management of
cardiovascular risk factors to reduce
their future risk of cardiovascular
disease (see box 2). Lifestyle mod-
ifications for those who have a his-
tory of pregnancy complications are
listed in box 3. The management of
specific pregnancy complications to
reduce future CVDrisk is summa-
rised in table 3.

Specific management

PCOS: Screen regularly for diabetes,
encourage a healthy diet and regular
exercise.

Endometriosis: Refer young
women with endometriosis toa car-
diologist for evaluation and possi-
ble management of their risk factors.
Women who have surgical menopause
should be aware that this confers a
higher cardiovascular risk.

Early menopause/surgical meno-
pause: In those who experience men-
opause before age 45, consider control
of hypertension, dyslipidaemia and
insulin resistance earlier, as they are
considered at higherrisk of CVD,

CVD and breast cancer: Recognise
that for postmenopausal women, CVD
poses a greater mortality threat than

Suggested pregnancy history questions

Howmuny pregnancies have you had?

before your due date)
- How many?

ynu gointo fabour early?

Any babies delivered early (more than three weeks.

ALl
Preterm delivery, pre-
eclampsia

- Were they delivered early because you wereill or did

Pre-eclampsia in any pregnancy?
- Which pregnancy?

- How many times?

- Early delivery because of pre-eclampsia?

- How many weeks before due date was delivery?

Pre-eclornpsiu

Gestational diabates during any of your pregnancies?

- Which preanancy?
- How many times?

Gestational diabetes

- Did you require insulin or oral medication to reduce

blood glucose?

Number of pregndncies you breastfed?

Number of months aften each pregnancy?

Box 2. Reducing cardiovascular risk in those with pregnancy related
complications

risk reduction

medications if required

- |dentify those at risk (take a pregnancy history - table 2)
Counsel women regarding their increased éardiovascular risk and'advise on

Measure BP, lipids, 8SL and insulin reqularly
‘Advise lifestyle modification (see box 3)
Pharmacological treatment: untxhypertenswes statins, dicbetic

There is some evidence for metformin and piaglitazone in reducing

diabetes incidence in those with GDM*#

Box 3. Lifestyle modifications for those with a history of pregnancy

related complications

Dlet modification and mgﬁlur exercise: the Mediterranean diet reduces
stroke/M or cardiovascular mortality in patients with high'cardiovascular

risk. Dietary intérvantions reduce the risk of GDM, gestational

.

with lower GDM risk®
Maintain smoking cessation

hypertension and preterm birth®
- Physical activity before and in early pregnancyis significantly-associated

Avoid'weight gain: Interpregnancy weight gain is associated with an

increased risk of gestational diobetes, preeclampsio and gestational
hypertension with a subsequent pregnancy™

Breast feeding; feeding for more than 12/ months decreased CVD (by 72%),

decreased the oceurrence of hypertension, diabetes, and hyperlipideamia.
The longer the lactation the lower the cardiovascular risk. Even more than
three months of breastfeeding is associated with o lower risk of type two
diabetes progression, breastfeeding for more than five months is linked

Yo a 50% reducediincidence of type two diabetesin women who have had
GDM. In a large studyin China, women who breastfed were 12% less likely
tohave CVD, 9% less likely to have CAD, and 8% less likely to havea stroke
compared with women who had children but never breastfed.#

the breast cancer itself. Guidelines
recommend echo evaluation (assess-
ing LV function/strain) based on signs
and symptoms, along witheecho sur-
veillance five years after treatment
in high-risk (for example, anthracy-
cline chemotherapy) patients and
10 yearsin all other patients? Refer
high-risk patients fora functional
non-invasive stress test within 5-10
years of completing chest radiation
therapy* Adhering to seven heart
healthy behaviours is associated
with a trend toward a lowerinci-
dence of breast cancer and a signif-
icantly lower risk of CVD.” These

include being physically active,
achieving and maintaining a healthy
body weight, eating a healthy diet,
avoiding tobacco, and maintaining
healthy levels of BP, cholesterol and
blood sugar.

CASE STUDY

OLIVIA, 45, comes to see you because
she would like to have liposuction
assheis overweight. She hasnot

seen you before, but was seen at the
practice15 yearsago forasix-week
post-partum check-up for herselfand
for the baby. She has since been lost to
follow-up. PAGE 24
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Table 3. Managing specific pregnancy complications

Adverse preg| Y {

dations

Gestational hypertension
or pre-eclampsia

Educate patient about theincreased risk of hypertension and CVD later in life.
Foliow-up regularly with BP, (aim for less than 120/80), lipids, fasting glucose and BML.

Encourage a healthy lifestyle with weight loss, physical activity and smoking cessation,
Maintain o BMI under 25kg/m? (obesity increases hypertension).”

Consider;the DASH (Dietary Approaches to Stop Hypertension) diet, lowering sodium intake
and minimising alcohol use.
Consider aspirin prophylaxis in future pregnancies in those with pre-eclampsia.”
Encourage breastfeeding if possible.

Gestational dicbetes

Screen for persistent diobetes 6-12 weeks postpartum and every 1-3 years depending

on other risk factors (eg, family history, pre-pregnancy BMI, need for medication during
pregnancy). i
Advise women that they have an increased risk of developing type 2 diabetes and increased
CVD risk, and that lifestyle medifications can reduce their risk*

Encolrage healthy eating patterns** and lifestyle intervention to support weight joss:
Prescribe/encourage regular exercise.
Check BP, lipids and biood glucose annually.
Screening early for gestational diabetes (prior to 28 weeks') in those ot higher nsk of the
condition, eg, those with obesity, previous gestational dicbetes, PCOS, metabolic syndrome,
afirst-degree relative with diabetes, or in those with o high BP/abnormal cholesterol profile,
Encourage breastfeeding if passible.

Preterm delivery/small-for-
gestational-age infants

* In the Harvard Nurses' Health Study I, the wornen with’

b Folk

| diabetes

There Is no real consensus or guideline as to when to screen, however, GPs can increase the
patient’s awareness of their increased CV risk and follow-up their risk factors.

d healthy i

(stch os maintaining a

Style

healthy weight, regular physical activity, not smoking and following a heart heafthy diet) had no significant increased risk of developing cardiovascu-
Jar disease. Women who did not follow thesa lifestyle practices, or who followed only one or two of them, had o substontial increase in fisk.

** Having a healthy diet (DASH diet, Medi!

with gestotional diabetes by 20-30%™

The notes from that con-
sultation reflect a discussion about
the increased risks of CVD, diabetes
and hypertension associated with
gestational diabetes. Recommenda-
tions included a healthy diet, main-
taining a normal weight, regular
exercise and no smoking. Olivia was

1. Which TWO statements
regarding women and heart
disease are correct?

a In Australia, heart disease kills
almost three times as many
women as breast cancen

b Risk factors for cardiovasculan

disease are the same in both

men and women.

Women are more likely to

experience atypical symptoms

(jaw, shoulder, neck and back

pdin) when having a heart

attack.

In 2016, almost three times as

many men than women died

from heart attacks.

o

o

2. Which THREE are traditional risk
factors for CVD?
a Diabetes!
b Depression.
¢ Physicalinactivity.
d Dyslipidaemia.

3. Which THREE are non-traditional
risk factors for CVD?
a ‘Obesity and overweight:
b Pregnancy complications.
¢ Breast cancer treatment.
d Early onset menopause,

4. Which TWO statements
regarding traditional
cardiovascular risk factors in
women are correct?

a Diabetes is a potent risk factor
for CVD and confers a greater
risk for CV death in women than
inmen.

b Premenapause, endogenous

diet, ond af

referred for a follow-up blood sugar,
HBA1cand lipids (at 6-12 weeks
post-partum and again every 1-3
years), but tells you she felt well at
that stage so did not have the tests.
Her BP was noted as normal.

Olivia did breastfeed the baby,
who was born at term. She did not

How to Treat Quiz.
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progesterones maintain
vasodilation and contribute to
BP control, but BP increases
after menopause.

¢ Women who smoke have a
300% greater risk of COPD
compared to with non-
smoking women.

d Wornen with an 'apple shape'
are at greater CVO risk than
those who are pear shaped.

5. Which TWO statements
regarding the non-traditional
CVD risk factors for women are
correct?

a Gestational hypertension
does not increase the risk of
developing hypertension post-
pregnancy.

Women with a history of

pre-eclampsia or gestational

hypertension are at increased
risk of hypertension and heart
disease later in life,

Gestational diabetes’is

associated with anincreased

risk of type 2 diabetes, but not

CVD, laterin life,

Wornenwith pre-eclampsia

and an additional

complication, such as preterm
delivery, are at even greater
cardiovascular risk than

o

o

a

heaithy eating index) reduces the risk of developing hypertension in patients

have any other pregnancy-related
complications.

On examination, her BMI is 29, BP
150/90, and HR 60bpm and regular.
You assess for other CVDrisk factors
and order some investigations; total
cholesterol 6.3mmol/L, triglycerides
2.3mmol/L, HDL 0.7mmol/L, LDL

WOMEN AND
HEART DISEASE

wamen with pre-eclampsia
dlone.

4. Which THREE statements
regarding the non-traditional
CVD risk factors for women are
correct?

a Women with small-for-

gestational-age infants
are about twice as likely to
experience future CVD.

b Those with a combination of
preterm delivery and small-
for-gestational-age infants
are at an even higher risk of
CVD,

Preterm delivery (birth at less

than 32 weeks' gestation) is

anindependent risk factor
for subsequent long-term
cardiovascular morbidity.

d Women with more thon one
miscarriage have aniincreased
rate of MI, cerebrovascular
infarction, and renovascular
hypertension compared with
wornen with no miscarriages.

o

7. Which TWO are non-pregnancy’
related CVD risk factors?
o ‘Osteoarthritis.
b Endometrial polyps.
¢ Polycystic ovarian syndrome.
d- Depression.
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Heart disease is the number one k:ller of Australian women.

Traditional cardiovascular risk factors are common in women and have a
greater impact on cardiovascular risk than in men. Women should have a
heart health check if they are over 45 or postmenopausal.

Certain pregnancy-related complications increase future cardiovascular
disease. Include a pregnancy history when evaluating a woman's
cardiovascular risk and provide regular follow-up.

Other emerging risk factors for heart disease include autoimmune disease,
PCOS, endometriosis, treatment for breast cancer and depression.
Recognising women at risk allows early intervention with lifestyle
modification with or without pharmacotherapy, which will help to reduce
the burden of cardiovascular disease in women.

4.4mmol/L. Her BSL was 10mmol/L.
and HbA1c was 8%. You order an oral
glucose tolerance test.

You advise Olivia that she can
help manage her hypertension, dia-
betes and dyslipidaemia with life-
style interventions. She will need
to lose weight, reduce her blood

8. Which THREE statements
regarding menopause and CVD
are correct?

a Premenopausal women are
relatively protected against
CVD compared with age-
matched men,

b Current guidelines recommend
that HRT ot the lowest
effective dose is.appropriata
treatment for the sole purpose
of preventing CVD.

b Women wha experience early-
onset menopause carry an
increased cardiovascular risk

d Surgical menopause in young
women is associated with
increased risk for developing
premature CVD,

9. In which TWO situations is.
pharmacotherapy indicated
in the management of
hypertension when there are
additional CVD risk factors?
a BMIgreater than 30,
b BP greater than 140/90mmHg,
¢ Postmenopausal women.
d Chronic kidney disease.

10.Which THREE are indicated In

the management of gestational

hypertension or pre-eclampsia?

a Aspirin prophylaxis in future
pregnancies in those with
gestational diabetes,

b Follow-up reqularly with BP,
lipids, fasting glucose and BML

¢ Encourage breastféeding If
possible.

d Maintoin a BMllunder25kg/m?.

pressure, cholesterol and BSL
through diet and regular exercise.
Iflifestyle measures do not resultin
animprovement, you may need to
consider pharmacological interven-
tion, You also consider a cardiology
review given her increased cardio-
vascular risk.

This case highlights how ges-
tational diabetes increases future
cardiovascular risk as Olivia has
developed hypertension, diabetes
and high cholesterol.

CONCLUSION

HEART disease is the number one
killer of Australian women. Most of
us are aware of the traditional risk
factors for CVD, however, there are
many emerging non- traditional risk
factors specific to women, particu-
larly pregnancy-related complica-
tions. ldentifying these women at
risk allows us to start intervention
early with the aim of reducing the
burden of cardiovascular disease in
women.
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