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Cardiovascular disease (CVD) remains the most
common cause of mortality in women. In 2007, the annual
mortality in women secondary to CAD was 4.7 times that
of breast cancer. Around 2.8 million women are living with
CVD in the UK. Data from the National Health and
Nutrition Examination Surveys demonstrated an increase
in the prevalence of Ml in women aged 35 to 54, while a
decline in prevalence was observed in age-matched men.

Difficulty in evaluating symptoms of ischaemic heart
disease in women is well documented and remains
challenging because of their atypical nature. Additionally
the use of typical angina symptoms in the assessment of
females may be imprecise owing to the transposition of
symptoms derived from male cohorts. The main gender
difference is that women tend to present less frequently
with exertional symptoms of chest pain before an AMI.

Although men and women share classic cardiovascular
risk factors the relative importance of each risk factor may
be gender specific. The deleterious impact of smoking is
greater in women than men, especially in those under 50.
Diabetes is a more potent risk factor for fatal CHD in women
than men. Risk factors specific to women include
postmenopausal status, hysterectomy and complications
during pregnancy. Women who develop gestational
diabetes mellitus or pre-eclampsia more than double their
risk of CVD later in life. Transition to the menopause is
associated with a worsening CHD risk profile. After the
menopause women may experience an increase in weight,
alteration in fat distribution and an increase in other CVD
risk factors such as diabetes. They may also have a more
adverse lipid profile, total cholesterol and LDL levels
increasing by 10 and 14% respectively without significant
change in HDL levels. As oestrogen production diminishes,
systolic BP tends to increase.

Exercise stress echocardiography provides more
definitive results than exercise ECG. However, pharmacological
stress testing is also an accurate diagnostic technique and is
preferred for diagnosing CAD in females with lower exercise
capacity. Single photon emission computed tomography, a
nuclear imaging technique used to evaluate stress-induced
myocardial perfusion defects, is also highly accurate.

Microvascular angina refers to patients with symptoms
of angina and abnormalities on stress testing, despite
normal coronary arteries on angiography, with women
more affected than men. In one study of patients
presenting with chest pain and undergoing coronary
angiography, women were five times as likely to have
normal coronary arteries than men. Stress (Takotsubo)
cardiomyopathy is triggered by intense, unexpected
emotional or physical stress and is characterised by transient
apical systolic dysfunction or ballooning of the left ventricle.
The syndrome predominantly affects postmenopausal
women. Women presenting with STEMI have worse
outcomes compared with men. However, in those presenting
with NSTEMI there were no differences in outcomes.



