
Women and cardiovascular health: a position
paper of The Women's Health Council

Item Type Report

Authors Women's Health Council (WHC)

Rights The Women's Health Council

Download date 25/05/2023 02:22:41

Link to Item http://hdl.handle.net/10147/45119

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/45119


Women and Cardiovascular Health
A Position Paper of The Women’s Health Council





Women and Cardiovascular Health
A Position Paper of The Women’s Health Council

October 2003





Women and Cardiovascular Health
A Position Paper of The Women’s Health Council

This is an official publication of 
the Women’s Health Council

Drafting Team

Ms. Aoife O’Brien Research Officer
Prof. Cecily Kelleher Chair

Ms. Inez Bailey Board Member
Ms. Rita Bergin Board Member
Dr. Anne Byrne Board Member
Dr. Pat Doorley Board Member

Mr. Chris Fitzgerald Board Member
Mr. Pat Fitzpatrick Board Member

Dr. Patricia Fitzpatrick Board Member
Ms. Catherine Harney Board Member
Prof. Kathleen Lynch Board Member

Dr. Claire McNicholas Board Member
Ms. Catherine Murphy Board Member

Ms. Margaret Ryan Board Member
Dr. Helen Whelton Board Member

Ms. Christine Whyte Board Member



2 Women and Cardiovascular Health A Position Paper of The Women’s Health Council

The Women’s Health Council

The Women’s Health Council is a statutory body established in 1997 to advise the Minister 
for Health and Children on all aspects of women’s health. Following a recommendation in 
the Report of the Second Commission on the Status of Women (1993), the national Plan for
Women’s Health 1997-1999 was published in 1997. One of the recommendations in the Plan
was that a Women’s Health Council be set up as ‘a centre of expertise on women’s health issues,
to foster research into women’s health, evaluate the success of this Plan in improving women’s
health and advise the Minister for Health on women’s issues generally.’

The mission of the Women’s Health Council is to inform and influence the development of 
health policy to ensure the maximum health and social gain for women in Ireland. Its membership
is representative of a wide range of expertise and interest in women’s health.

The Women’s Health Council has five functions detailed in its Statutory Instrument:

1 Advising the Minister for Health and Children on all aspects of women’s health.

2 Assisting the development of national and regional policies and strategies designed 
to increase health gain and social gain for women.

3 Developing expertise on women’s health within the health services.

4 Liaising with other relevant international bodies which have similar functions to the Council.

5 Advising other Government Ministers at their request.

The work of the Women’s Health Council is guided by three principles:

• Equity based on diversity – the need to develop flexible and accessible services which respond
equitably to the diverse needs and situations of women.

• Quality in the provision and delivery of health services to all women throughout their lives.

• Relevance to women’s health needs.

In carrying out its statutory functions, the Women’s Health Council has adopted the WHO
definition of health, a measure reiterated in the Department of Health’s Quality and Fairness
document (2001). This definition states that:

‘Health is a state of complete physical, mental and social well being’.
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Glossary*

* Definitions taken from the Online Medical Dictionary at http://cancerweb.ncl.ac.uk/omd/, and
from the Merck Manual online http://www.merck.com/mrkshared/mmanual_home/contents.jsp
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Angiography

A radiographic technique, in which a 
radio-opaque (shows up on X-ray) contrast
material is injected into a blood vessel 
for the purpose of identifying its anatomy 
on X-ray. The technique is used to image
arteries in the heart (also the brain, kidneys,
gastrointestinal tract, aorta, neck, chest, 
limbs and pulmonary circuit).

Beta Blockers

A class of drugs that block the action of
adrenaline and can relieve stress to the heart
muscle. Beta blockers are often used to slow
the heart rate or lower the blood pressure.
Examples of beta blockers include atenolol,
metoprolol, propranolol (most of the generic
names for beta blockers end in ‘olol’).

Body Mass Index

A person’s weight (in kilograms) divided by
height (in metres squared). A value higher
than 27 indicates obesity, and a value of 
30 or higher indicates the need for treatment.

Central Obesity

Obesity is the accumulation of excessive 
body fat. Obesity may be classified as mild
(20 to 40 percent overweight), moderate 
(41 to 100 percent overweight), or severe
(more than 100 percent overweight). Central
obesity refers to the deposition of excessive
body fat around the trunk of the body, 
sparing the limbs.

Coronary Artery Bypass Graft Surgery
(CABG)

A surgical procedure which involves replacing
diseased (narrowed) coronary arteries with
veins obtained from the patient’s lower 

extremities. During the procedure the 
patient is placed on a heart bypass machine
(heart-lung machine) to allow the surgeon
adequate time to perform surgery on the
resting (non-beating) heart. Recovery in 
the hospital is approximately 7-10 days.

Dyslipidemia

Dyslipidemias are disorders of lipoprotein
metabolism, including lipoprotein
overproduction or deficiency. These disorders
may be manifested by elevation of the serum
total cholesterol, low-density lipoprotein (LDL)
cholesterol and triglyceride concentrations,
and a decrease in the high-density lipoprotein
(HDL) cholesterol concentration.

Dyspnea

(also spelled dyspnoea). Shortness of breath,
difficult or laboured breathing.

Hyperlipidaemia

A general term for elevated concentrations 
of any or all of the lipids in the plasma, such
as cholesterol, triglycerides and lipoproteins.

Percutaneous Transluminal 
Coronary Angioplasty (PTCA)

An operation for enlarging a narrowed
vascular lumen by inflating and withdrawing
through the stenotic region, a balloon on the
tip of an angiographic catheter; may include
the positioning of an intravascular stent.

Statins

Statins fall within the cholesterol-lowering class
of drugs called HMG CoA reductase inhibitors.
They are powerful low-density lipoprotein
(LDL) lowering drugs that are widely used 
in clinical practice (Pasternak et al., 2002).
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1 Introduction
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Cardiovascular disease is currently the major cause of mortality among women in Ireland. 
During the years 1989-1998, it was found that an average of 4,252 women in this country 
died from ischaemic and other heart diseases each year (Balanda and Wilde, 2001). When
compared with other European Union countries, Ireland has been found to have the second
highest rate of ischaemic heart disease among women, with a standard death rate of 125.8 
per 10,000 women, compared to a European average of 74.2 (Eurostat, 2002).

Despite the figures, women in this country seem to remain largely unaware of their risk of
developing cardiovascular disease, and remain more concerned about the risks of more widely
known conditions such as breast cancer. In fact, it has been found that over her lifetime, a woman
is ten times more likely to develop coronary heart disease than she is breast cancer (Ulstad,
2001), and that heart attacks and stroke kill twice as many women as all cancers combined 
(The Lancet, 2003).

The neglect of cardiovascular disease is perhaps largely due to the erroneous perception of the
condition as a male phenomenon. In reality, lifestyle and risk factors are similar in women and
men, and over their lifetimes women are as affected as men by cardiovascular disease, although
they usually develop the disease at a slightly later age. The traditional gender stereotype of
cardiovascular disease as ‘male’ has produced a number of worrying trends, with evidence in the
scientific literature, for example, of less focus on women’s needs regarding their cardiovascular
health at all levels from health promotion through to tertiary care.

This paper examining cardiovascular health among women was undertaken following a
recommendation in the Women’s Health Council’s Promoting Women’s Health; A Population
Investment for Ireland’s Future report, published in 2002. The Council noted the particular
situation of women in relation to cardiovascular disease in the report, and recommended that
steps be taken to rectify it:

‘…the Cardiovascular Strategy should be implemented in full… The CVD task force should… 
give specific attention to gender equity in relation to management of cardiovascular diseases,
which account for almost half of all deaths and are inordinately common in Ireland’ (Women’s
Health Council, 2002: 42).

As a result of the present research, the Council strongly asserts that attention must be paid 
to gender equity in relation to the prevention, treatment and management of cardiovascular
disease among women, and that measures must be put in place to increase awareness about 
the incidence of cardiovascular disease among women and their physicians. The recommendations
contained in this paper should be considered by policy makers, medical personnel, health service
workers and researchers, as well as by women themselves.
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2 Definitions
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Cardiovascular disease refers to all diseases of the heart and blood vessels, and thus includes
heart and circulatory disease. The two main diseases in the category are coronary heart disease
and stroke, both of which are caused by a blockage in the artery.

Coronary heart disease can take a number of forms. Heart attack is caused when one of the 
blood vessels to the heart muscle is entirely blocked by a blood clot. Resulting pain can last for
some time and can be fatal. Ischaemic heart disease is caused by narrowed heart arteries, and can
ultimately lead to heart attack. It often causes chest pain or discomfort known as angina pectoris.
Angina refers to pain caused by a narrowing of the blood vessels to the heart muscle, which can
be brought on by exercise or by heightened emotion.

The other main form of cardiovascular disease, stroke, can be either ischaemic or haemorrhagic 
in nature. Ischaemic stroke occurs when the blood supply to part of the brain is cut off because
either atherosclerosis or a blood clot has blocked a blood vessel. In a hemorrhagic stroke, a blood
vessel bursts, preventing normal flow and allowing blood to leak into an area of the brain and
destroy it (Berkow et al., 2002).
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3 Prevalence and Mortality
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In Ireland, Codd (2001) found that among women vascular diseases, most commonly
cardiovascular disease, accounted for over 42.7% of all deaths in 1998.

Principal Causes of Death among Women in Ireland, 1998

Source: Codd, 2001

It has also been found that coronary heart disease and stroke are now the most frequent causes
of death in postmenopausal women in industrialised countries (Laher, 2001, Lawlor et al., 2002).
Under the heading of cardiovascular disease, however, ischaemic heart disease (IHD) is the most
common cause of mortality, accounting for 25% of deaths in 1999 (Codd, 2001). When compared
with other European Union countries, Ireland has the second highest rate of ischaemic heart
disease among women and the second highest rate in men (Eurostat, 2002).

EU: Deaths from Ischaemic Heart Disease per 100,000 Women, 1998

Source: Eurostat, 2002

Diseases of the circulatory system are the main cause of mortality among women in the European
Union, and Irish women in particular have high rates of circulatory disease. In 1999 the rate of
death for Irish women from circulatory system diseases was 257 per 100,000, compared with 
an EU average of 214.1 per 100,000 (Eurostat, 2002).
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EU: Death Rate from Circulatory Diseases per 100,000 Women, 1998

Source: Eurostat, 2002

Rates of coronary heart disease in Ireland have also been shown to vary by geographic region. 
The second report of the Heart Health Task Force, Ireland’s Changing Heart, noted that during 
the 1990s rates of coronary heart disease were significantly raised in women and men in the
Southern Health Board and in men in the Midland Health Board, and that rates were significantly
lower in women and men in the Eastern Health Board and for men in the North Western Health
Board (Heart Health Task Force, 2003). Similarly, health statistics compiled by the Department of
Health & Children showed that mortality rates for both ischaemic heart disease and circulatory
diseases varied between health board regions (1999).

Age Standardised Mortality Rates per 100,000 Population

Source: Department of Health & Children, Health Statistics 1999
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The Cardiovascular Health Strategy Group also noted that, looking at data from the Hospital In-
Patient Enquiry (HIPE), cardiac procedures undertaken varied substantially by health board area
(Department of Health and Children Cardiovascular Health Strategy Group, 1999). In 1996, rates
were particularly low in the Western Health Board. Age-standardised HIPE data also showed that
arteriography, percutaneous transluminal coronary angioplasty (PTCA), and coronary artery bypass
graft surgery (CABG) are substantially lower in women than in men. Similarly, Bennett et al (2002)
found that across health board regions women were less likely than men to receive any secondary
preventative therapy, except statins.

Although in an EU context Ireland continues to have a high rate of cardiovascular disease, the
long-term situation does seem to be improving. Codd (2000) stated that adjusted rates for
ischaemic heart disease in 1999 were 37% lower in men and 30% lower in women than they
were in the peak year of 1995, and that in 1999 mortality from acute myocardial infarction (AMI)
had declined by 50% in men and 39% in women since the peak year of 1995. Codd suggested
that these declines were probably attributable to a combination of preventive strategies and
improved diagnostic and treatment facilities in Ireland. The same trends are visible in statistics 
on deaths from circulatory diseases compiled by the Department of Health & Children1.

Number of Deaths from All Circulatory Diseases per Year by Gender

Source: Department of Health & Children, 2002
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4 Risk Factors
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According to the report of the Cardiovascular Health Strategy Group Building Healthier Hearts, 
an individual’s three main risk factors for cardiovascular and coronary heart disease are smoking,
raised levels of cholesterol in the blood, and raised blood pressure (Department of Health and
Children Cardiovascular Health Strategy Group, 1999). While these can be related to an individual’s
lifestyle, particularly their diet and their exercise levels, other factors can also increase the risk 
of developing cardiovascular disease, most notably the presence of other conditions such as
diabetes, and genetic factors.

a Smoking

Smoking has been found to be a major risk factor for the development of cardiovascular 
disease in women. More than 60 per cent of myocardial infarctions in women younger than 
50 years are attributable to smoking, as are 21 per cent of all deaths from coronary artery 
disease (Bedinghaus, 2001). The amount a woman smokes has also been found to have a
significant effect on her risk of developing heart disease. According to Ulstad (2001), a woman
who smokes one to four cigarettes per day is at twice the risk of an acute myocardial infarction
than a non-smoker; a woman who smokes more than 45 cigarettes per day has a risk eleven times
higher than that of a non-smoker, and in general women who smoke have their first myocardial
infarction nineteen years earlier than women who do not smoke.

Examining the different reasons why men and women smoke, women have more often been
found to smoke to relieve stress, anger, boredom or depression; women are also more often than
men to cite smoking as a strategy for weight loss and more often to cite weight gain as a reason
for relapsing after giving up smoking (Bedinghaus, 2001). In 2001, the United States Surgeon
General produced a report focused specifically on women and smoking. The report noted that
girls who initiated smoking were more likely than those who did not smoke to have parents or
friends who smoked. They also tended to have weaker attachments to parents and family and
stronger attachments to peers and friends; weaker commitment to school or religion; and less
knowledge of the adverse consequences of smoking and the addictiveness of nicotine. Girls who
started to smoke were found to believe that smoking could control weight and negative moods,
and had a positive image of smokers. Women who continued to smoke were found to have lower
education and employment levels than women who successfully quit smoking.

The cardiovascular benefits of giving up smoking are clear: the risk of coronary artery disease
decreases by one third two years after smoking cessation (Bedinghaus, 2001). In a speech made
on the launch of the Kick the Habit campaign, the Minister for Health outlined the immediate and
long-lasting benefits of giving up2:

2 http://www.doh.ie/pressroom/sp20020213.html
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‘Within 20 minutes of giving up blood pressure and body temperature return to normal;
Within 1 day the risk of heart attack decreases;
In 1 year of giving up smoking, the risk of sudden heart attack is almost cut in half; and
Within ten years the risk of heart attack and strokes becomes almost the same as a 
non-smoker and the risk of cancer drops significantly.’

Research commissioned by the Office of Tobacco Control (OTC) found that women are more
likely to try to quit smoking than are men, but also that men have more successful quitting 
results (Office of Tobacco Control and TNS mrbi, 2003). Commenting on the research, 
Dr. Michael Boland, Chairperson of the OCT, stated that:

‘there needs to be a concentrated and focused effort by all of those interested in women’s
health to develop effective smoking cessation programmes specifically for women’.

The importance of smoking cessation, therefore, should be heavily emphasised among women.
However, because of gender-based differences in reasons for smoking, reasons for quitting and
responses to pharmacologic agents, further research on gender-specific smoking cessation
strategies is needed as a matter of some importance (Bedinghaus, 2001). Health promotion
activities around smoking cessation should particularly aim to target young girls, as the Health
Behaviour in School-age Children study found that 20% of girls reported that they were current
smokers, compared to 17% of their male counterparts (Kelleher et al., 2003). Studies in the 
US have indicated that adolescent girls are more likely than adolescent boys to respond to
smoking cessation programmes that include social support (US Surgeon General, 2002).

The influence of tobacco advertising in encouraging women to smoke should not be underestimated.
The US Surgeon General’s report noted that women had been extensively targeted in tobacco
marketing, with tobacco companies producing brands specifically for women, both in the United
States and overseas. It was found that such marketing tended to be dominated by themes of
social desirability and independence, conveyed through ads featuring slim, attractive, athletic
models – images very much at odds with the serious health consequences of smoking. The
Surgeon General suggested in his foreword to the report that:

‘The voice of women is needed to counter tobacco marketing campaigns that equate 
success for women with smoking’ (US Surgeon General, 2002).

This is an important point, given that in spite of the risks associated with smoking, information
from the Revenue Commissioners shows that the number of cigarettes retained for use in Ireland
has increased in recent years (Heart Health Task Force, 2003). The need to reduce the prevalence
of smoking in Ireland has been recognised in the Cardiovascular Health Strategy, which has taken
a multi-faceted approach combining fiscal, legislative and education measures. An increase in the
Government levy on cigarettes has added €1.30 to their price since 1999 and NICO, a special
component of the Break the Habit anti-smoking campaign launched in 2000, was designed to 
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target teenage girls with its emphasis on appearance and use of ‘anti-cosmetics’. The Public
Health (Tobacco) Act 2002 was signed by the President on the 27th March 2002; it provides 
a more comprehensive and strengthened legislative base for regulating and controlling the sale,
marketing and smoking of tobacco products and for enforcing such controls.

b High Cholesterol

In women, low-density lipoprotein (LDL) cholesterol and total cholesterol levels increase after 
the age of 55 years and peak between 55 and 65 years of age, about a decade later than in men
(Bedinghaus, 2001). Among men it has been found that the higher the levels of LDL cholesterol,
the higher is the risk of getting coronary heart disease. However, it would appear that among
women, LDL levels do not predict CHD risk as strongly as they do in men (Ulstad, 2001). High-
density lipoprotein (HDL) cholesterol has been found to be a stronger predictor of CHD among
women (Hines, 2001) and in this regard is second only to age as a predictor of death from
cardiovascular disease (Ulstad, 2001).

c Hypertension

Hypertension, defined as a blood pressure of more than 140/90 mmHg, has been found to
strongly increase the risk of coronary heart disease among women. This applies particularly to
older women, since more women than men have been found to develop hypertension as they 
get older, particularly women over the age of 45 years (Ulstad, 2001).

d Diabetes

Diabetes has been found to confer a higher risk of heart disease in women than in men, since
women with diabetes appear to have more adverse lipid profiles, greater obesity, and higher blood
pressure levels than do men with diabetes (Hines, 2001, Lawlor et al., 2002). It has also been found
that coronary heart disease is more likely to be fatal in women with diabetes (Bedinghaus, 2001).

e Genetic Factors

Women and men with a family history of cardiovascular disease are at increased risk of
developing the disease themselves. A Finnish study, quoted by Roeters van Lennep et al. (2002),
for example, showed that 76% of women and 62% of men who survived a myocardial infarction
had first degree relatives with coronary heart disease at less than 65 years of age. In particular, the
study found that the sisters of patients with coronary heart disease were at risk for coronary heart
disease (Roeters van Lennep et al., 2002). People with a family history of cardiovascular disease
should therefore be made aware of the risk which this poses to their own chance of developing
the disease, and should be encouraged to adopt a healthy lifestyle to minimise this risk as much
and as early as possible.
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f Obesity

Obesity is now a problem in Ireland. Rates of obesity increased by 67 per cent between 1990 
and 2001, most likely due to increasingly sedentary lifestyles and poor diets (Bergin, 2002). 
It has been found that obesity is an independent risk factor for all causes of mortality. It is highly
associated with diabetes, hyperlipidaemia and hypertension. The risk of cardiovascular disease
becomes higher with increasing weight, even at lower body mass indexes (BMIs). Central obesity
is associated with a disproportionate increase in coronary risk.

In attempting to combat obesity and overweight, attention must be paid to role of nutrition and
healthy eating. Awareness should be raised on the issue of healthy body weight, particularly given
that issues around the prevalence of overweight and obesity have been raised both by the Cork
and Kerry Heart Disease and Diabetes Study (Perry et al., 2002), and in the North/South Ireland
Food Consumption Survey (Irish Universities Nutrition Alliance, 2001). Priorities should be to
promote positive messages about eating more fruit, vegetables and fish, and to increase access 
to healthier choices for people, targeting in particular the workplace and less well-off groups.
Research on the problem of increasing obesity rates among the female population of Ireland 
must be undertaken as a matter of urgency, particularly since the most effective treatment for
obesity in women has not yet been determined, and exercise appears to be somewhat less
effective in promoting weight loss in women than in men (Bedinghaus, 2001).

g Lifestyle

The most common risk factor for cardiovascular disease among women is sedentary lifestyle. 
Lack of exercise not only contributes to obesity, it is also an independent risk factor for myocardial
infarction. Modest exercise has been strongly associated with risk reduction in observational
studies. While physical activity is important throughout the life cycle, teenage girls and older
women in particular should be targeted for health promotion activities in the area, as they have
been found to have a higher prevalence of being sedentary than other age groups (Kelleher et al.,
2003). A suggested target has been for women to accumulate thirty minutes or more of moderate
intensity physical activity on most days of the week. ‘Moderate intensity exercise’ is roughly the
equivalent of walking briskly at 3 to 4 miles per hour (British Heart Foundation, 2002).

The importance of physical activity has been taken into account in the national Cardiovascular
Health Strategy, and measures have been put in place to encourage people to exercise. The health
promotion campaign Get a life, get active was launched in May 2001, and in 2002 it put particular
emphasis on walking as a form of physical activity which is feasible for most people. Funding 
was provided to the Irish Heart Foundation’s Slí na Slainte, routes developed and maintained to
encourage people of all ages and abilities to walk for pleasure and good health. Also under the
Cardiovascular Health Strategy, the Southern and Mid-Western Health Boards have developed
and implemented a GP Exercise Referral Scheme in their regions. Such schemes have been in 
place in the UK since the 1960s; the concept is for low risk patients to be referred by their GP 
to an exercise co-ordinator for advice and a programme of exercise appropriate to their condition.
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The Irish Sports Council (ISC) has stated its commitment to doing more to get young people
excited by and involved in sport, and to ensuring that no one is excluded from sport on the
grounds of age, gender, disability, religion, social position, ethnic origin or sexual orientation. 
In its strategy document, Sport for Life, it has also committed to carrying out research to 
measure the impact of its actions, including looking at indicators such as the number of people
participating in sport by gender (among other grounds) with particular reference to young people.
The Council has established over 3500km of waymarked recreational walking trails throughout
Ireland, and has provided funds, through its grant scheme, to enable local groups to buy sports
equipment, organise training programmes and sports festivals (Irish Sports Council, 2003). 
In order to address the recent finding in SLAN that teenage girls and older women tend to 
be more sedentary (Kelleher et al., 2003), however, it is recommended that the ISC should 
put gender sensitive measures in place as part of its overall policy and funding strategy.

h Alcohol

The relationship between heart disease and the consumption of alcohol is complex. While a 
large number of observational studies have consistently demonstrated a reduction in coronary
heart disease with moderate consumption of alcohol, medical experts still do not recommend 
the consumption of alcohol for better cardiovascular health (Pearson, 1996). It has been found
that ‘moderate’ drinking3 may offer some people a degree of protection against heart disease, 
as it increases the levels of HDL cholesterol (HDL removes cholesterol from the arterial wall and
transports it back to the liver), and does not seems to affect other risk factors such as LDL cholesterol
and blood pressure. Heavy consumption of alcohol, however, has been identified as to have a very
negative effect on cardiovascular health, as it is related to a number of health problems including
alcoholic cardiomyopathy and stroke. It has also been identified as a major cause of hypertension,
and it appears to affect heart muscle and possibly arterial tissues directly (Pearson, 1996).

In response to the concerns raised in this country around the effects of heavy consumption of
alcohol, a Strategic Task Force on Alcohol was established by the Minister for Health and Children
in January 2002. The group’s mission is to carry out a review of international research to identify
evidence-based measures effective in preventing alcohol related harm; to examine the changes 
in alcohol consumption and related harm in the last decade; and to recommend specific evidence
based measures to prevent and reduce alcohol related harm in Ireland. The Task Force published
an Interim Report in May 2002. The report recommended regulatory approaches to the alcohol 
market, as these have been found to achieve considerable success in limiting and shaping
potentially harmful drinking. Active enforcement is essential, with licensees held to account 
for their actions in selling alcohol and providing public drinking places. The report also identified 

3 Defined as no more than one drink per day for women and no more than two drinks per day for men. One drink equals a 12 ounce
bottle of beer, a 4 ounce glass of wine, and a 11/2 ounce shot of spirits (all of which contain the same amount of alcohol, 1/2 ounce)
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a need for the evaluation of approaches that acknowledge the realities of drinking and intoxication
in society. Such approaches generally either attempt to shape use in order to minimise the risk 
of harm, or attempt to shape the social and physical environment of use to insulate the user 
from harm (Strategic Task Force on Alcohol, 2002). An Inter-Departmental group was since
established to progress the recommendations of the Task Force and to co-ordinate responses 
to the recommendations.

With regard to young people and alcohol, The Framework for Developing a College Alcohol 
Policy document, launched by the Department of Health & Children in 2001, is designed to 
assist colleges to develop campus alcohol policies which promote sensible drinking among
students and limit alcohol-related harm on campus. It was developed following concerns 
about alcohol promotion practices on campus, high risk drinking among students, and the 
impact of such drinking patterns on academic achievement, student personal problems and
student attrition.

i Hormone Replacement Therapy

The possible cardio-protective effect of oestrogen in women is currently a hotly debated topic
within the area of cardiovascular health, as is the potential of hormone replacement therapy
(HRT) in preventing the disease’s development (Barrett-Connor and Stuenkel, 1999). No
conclusive evidence has yet been produced for either the side of the argument, however. While
some studies have suggested that HRT may prevent cardiovascular events, others have concluded
that no protective effect occurs. Beral et al. (2002), for example, reported that in four randomised
trials involving over 20,000 women, HRT users had no significant change in coronary heart
disease, although they did have a significantly increased incidence of stroke.

One possible confounding factor in studies of cardiovascular health and HRT may be the ‘healthy
user’ bias. It has been suggested that studies finding beneficial effects when looking at cardiovascular
health among women on HRT may not take into account the suggestion that women who are
receiving HRT are more likely to be of higher socio-economic status, to be healthier, and to
exercise more. Bedinghaus (2001), among others, has concluded that, for the moment at least,
‘there is insufficient evidence to recommend HRT for the prevention of coronary artery disease’
(Collins et al., 2002; Bedinghaus, 2001; Hemminki and McPherson, 1997).
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5 Socio-Economic Risk Factors
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While it is important to examine the individual and biological factors which could contribute to 
an individual’s risk of developing cardiovascular disease, the importance of social factors, and in
particular socio-economic factors, must not be overlooked. It is crucial that heart health is not
only examined in an individualised, medical/biological way, but that instead a wider, more holistic
view of the subject is taken.

The report of the Cardiovascular Health Strategy Group stated that:

‘While individuals have responsibility for their own health behaviours, substantial demographic
variation suggest that social and economic inequalities play an important part in the
development of the disease. Measures to reduce such inequalities must therefore also 
be addressed’ (1999: 3).

Studies in many countries including Ireland have previously found important differences between
the social classes in mortality rates and in the prevalence of risk factors for cardiovascular disease,
with risk being substantially higher in disadvantaged groups. For example, a study on variations 
in responses to chest pain carried out in Glasgow compared two socio-economically contrasting
areas and found marked differences between the two groups (Richards et al., 2002). Residents
from a socio-economically deprived area from Glasgow, when compared with residents of an
affluent area, were found to report greater perceived vulnerability to heart disease, resulting 
from greater exposure to heart disease in family members and greater identification with high 
risk groups and stereotypes of cardiac patients. Rather than this leading to people from the
deprived area reporting chest pain more frequently, however, it was found that their greater
exposure to poorer health allowed them to normalise their chest pain. Anxiety about presenting 
to medical services among people from the deprived area was found to be heightened by self-
blame and fear that they would be chastised by their general practitioner for their risk behaviours
(Richards et al., 2002).

The Cardiovascular Health Strategy Group (1999) in their Building healthier hearts report also
noted the influence of social factors on cardiovascular health:

‘…substantial evidence exists of an independent association between psychosocial factors 
and the development of cardiovascular disease with regard to anxiety and depression, low
social supports, low job control and personality type’ (Department of Health and Children
Cardiovascular Health Strategy Group, 1999).

Ireland’s Changing Heart noted that rates of circulatory diseases increased from 90 per 100,000
in the professional socio-economic group to 279 per 100,000 in semi- and unskilled groups
(Heart Health Task Force, 2003), and the most recent SLAN report showed a similar social 
class gradient in factors that increase the risk of cardiovascular diseases (Kelleher et al., 2003).
Measures must be put in place to take account of these findings, and to combat the incidence 
of cardiovascular disease among lower socio-economic groupings.
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The Heart Health Task force’s Ireland’s Changing Heart report noted that targeting people living in
disadvantaged areas remains a priority for health promotion. It noted that health boards have
established specific initiatives aimed at disadvantaged groups, including employing community
dieticians to work primarily with people living in disadvantaged areas. The Department of 
Social and Family Affairs has also identified a number of its programmes which have potential 
in supporting the Cardiovascular Health Strategy, for example, the Community Development
Programme (established in 1990), the Family and Community Services Resource Centre
Programme (1994), the Programme of Core-funding to locally-based Community and Family
Groups (1994) and the Money Advice and Budgeting Service (2002). It is to be hoped that 
the potential of these programmes is exploited and utilised in a holistic manner to combat 
the inequalities evident in heart health in Ireland today.
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6 Time Lag
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While overall the rate of coronary heart disease in women is similar to that of men, research has
found that women are on average 10 years older than their male counterparts when they develop
the disease. The incidence of heart attack, or myocardial infarction, among women has been
found to lag behind that of men by up to 20 years (Laher, 2001).

The Framingham Study, a prospective longitudinal epidemiologic study initiated in 1949 in 
the United States, has investigated the evolution of cardiovascular disease over five decades in 
a general population sample of men and women. While women were in general found to outlive
men and to experience fewer atherosclerotic cardiovascular disease events, the incidence of
cardiovascular events was found to lag behind men in incidence by 10-20 years. However, this 
gap was found to close with advancing age and cardiovascular disease became the leading 
cause of death in older women as well as men. The incidence of cardiovascular disease was 
found to increase more steeply with age in women, so that the rates of the disease among 
men and women almost converged between the ages of 85 and 94 years (Kannel, 2002). 
Research in Ireland has shown similar patterns; information from the HIPE (Hospital In-Patient
Enquiry) database for 1999 showed that while the peak age range for hospitalisation of males
with ischaemic heart disease and/or acute myocardial infarction was 60 to 74 years, that for
women was 65 to 79 years (Codd, 2001).

This time lag in the incidence of cardiovascular disease among women, coupled with women’s
longer lifespans and forecasted demographic changes, could have important implications for 
the health services. Services will need to take account of the growing numbers of older women 
at risk in the population, and of the additional complications that may be present among these
older patients. Laher (2001), for example, has suggested that older women may have other
diseases such as arthritis or osteoporosis that could mask symptoms, so it will be particularly
important to ensure that doctors are fully aware of the symptoms of cardiovascular disease
among women.



28 Women and Cardiovascular Health A Position Paper of The Women’s Health Council

7 ‘Atypical’ Symptoms
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Studies have shown that women and their doctors are not always sufficiently aware of or educated
about female risk of developing cardiovascular disease. Bedinghaus (2001) suggested that because
public campaigns have emphasised breast cancer risks in the effort to promote mammography
screening, many women are more afraid of breast cancer than they are of cardiovascular disease.
In fact, research has shown that more women die as a result of cardiovascular disease than as a
result of breast cancer – one study in the United States found that although one in 28 women 
die of breast cancer, one in two women die of cardiovascular disease (Mosca, 2002). Part of the
problem may be that while the risk factors are the same, as discussed above, the disease has been
found to manifest itself in different ways in women and men.

It has been found that the generally accepted warning signs for cardiovascular difficulties may not
necessarily be present in women with the disease. For example, women may not present with the
chest pain that is the generally accepted symptom of heart disease (Laher, 2001). Instead, women
with ischaemic heart disease or myocardial infarction may present with symptoms such as neck,
shoulder or abdominal discomfort, dyspnea, fatigue, nausea or vomiting (MacSheridan, 2001;
Bedinghaus, 2001). In the case of angina, while the classic symptoms occur in both sexes, angina
is more likely in women than in men to occur at rest, during sleep, or during periods of mental
stress (MacSheridan, 2001).

It is important to educate both women and their doctors about these differences, and to 
promote awareness of the risks of cardiovascular disease among women. This last point is
particularly important, given that women have also been found to have symptoms for a longer
period than do men before presenting for evaluation, perhaps for the most part because they 
are not sufficiently aware of either their risk for heart disease (MacSheridan, 2001) or of their
symptoms, either typical or ‘atypical’ (Laher, 2001).
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8 Gender Bias
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Within medicine, the perception of women’s health has tended to refer to reproductive health
alone, rather than taking a holistic view. This, along with the exclusion of women from medical
research trials, has led to a situation where certain pathologies and conditions are perceived as
‘men’s diseases’ in spite of growing evidence to the contrary. Cardiovascular disease provides 
a prime example of this type of gender stereotyping.

Despite the numbers of women dying from cardiovascular disease every year, it has traditionally
been thought of as a disease typical to men. The problem seems to stem from the different
manifestations of the disease in men and women, and from the historical lack of clinical research
focusing on women’s cardiovascular health. The literature consistently refers to women’s ‘atypical’
experience of heart disease, with men’s symptoms being perceived as ‘normal’ (Laher, 2001;
MacSheridan, 2001).

Research has largely concentrated on men and on manifestations of the disease among men. This
concentration on male subjects is likely to have been due to this historical tendency in medicine 
to see the male body as ‘normal’ and to assume that data collected with regard to male subjects
could be extended to women. The American Medical Association has asserted that:

‘Medical treatments for women are based on a male model, regardless of the fact that women
may react differently to treatments than men or that some diseases manifest themselves
differently in women than men. The results of medical research on men are generalised to
women without sufficient evidence of applicability to women’ (American Medical Association
Council on Ethical and Judicial Affairs, 1991).

This situation meant that women were, for the most part, ignored in research on cardiovascular
disease (The Lancet, 2003). The possibility of pregnancy, or other co-existing medical conditions,
was one reason given for excluding women from clinical trials (Thaul and Hotra, 1993).

A recent analysis of thirty systematic reviews on the area of cardiovascular health held in the
Cochrane Library, confirmed that women are still largely ignored in clinical trials (Johnson et al.,
2003). Women comprised only 27% of the total pooled population of the 258 relevant trials.
One hundred and ninety six (196) of the 258 trials included men and women, but of these only
33% examined outcomes by gender. Where gender-based analysis was present, 20% reported
significant differences in cardiovascular outcomes by gender. The researchers concluded that 
in future all clinical trials relating to the treatment of cardiovascular disease should include
significantly more female participants, and that gender-based analysis must be carried out.

The neglect of women in clinical trials and the lack of gendered analysis of research in the area
has had serious implications for women’s cardiovascular health. Perhaps most significantly, the
manifestations of cardiovascular disease in women were not fully recognised until recently. This
led to the under-diagnosis of cardiovascular disease in women, resulting in avoidably high rates 
of mortality. Laher stated that:
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‘fewer women than men with suspected acute heart attack symptoms are referred for 
non-invasive tests, and fewer women than men who tested positive for heart disease are
recommended for further testing and treatment… probably due to a combination of gender
differences and gender bias’ (Laher, 2001).

This assertion has been borne out by the findings of a number of studies, both in Ireland and
abroad. Bedinghaus (2001) found that when women present with myocardial infarction they 
are more likely than men to be misdiagnosed, and they are also more likely to die of their 
first infarction. A survey of eighteen medical practices in England that explored differences 
in treatment for men and women with ischaemic heart disease, found that the results suggested 
a systematic bias towards men compared with women in terms of secondary prevention of
ischaemic heart disease (Hippisley-Cox et al., 2001). Women with angina were found to be less
likely to be referred to a specialist or to have revascularisation than men, and in secondary care
further inequalities were found in investigation and use of drug treatment. Among patients with
ischaemic heart disease, it was also found that women were less likely than men to have their risk
factors (body mass index, smoking, blood pressure) recorded (Hippisley-Cox et al., 2001). Most
recently, an article published in the Irish Medical Times this year reported on a study carried out 
by Vittinghoff et al in the United States. The study, of 2763 post-menopausal women with serious
heart disease, found that doctors often fail to prescribe aspirin, beta blockers and cholesterol
lowering drugs to the women, in spite of the fact that these drugs have been shown to prevent
further heart attacks or other heart trouble (Hurley, 2003). Beta blockers, which slow the heart 
rate, were only being taken by one-third of the women who should have been taking them, only
half the women who qualified for them were taking cholesterol lowering drugs, and although all
women who had suffered a heart attack should have been prescribed aspirin, only 80% actually
had been (Vittinghoff et al., 2003).

In Ireland, HIPE database information showed that among patients with ischaemic heart disease
and/or acute myocardial infarction, hospitalisation rates for males were found to be roughly
double that for females (Codd, 2001). The findings of a recent study carried out at health board
level suggested that access to secondary preventative therapy is not equitable across regions,
gender and age in Ireland (Bennett et al., 2002). Bennett et al., found that men were more 
likely to receive any secondary preventative therapy, except statins, than females, and that younger
patients were more likely to receive the majority of secondary preventative therapies, particularly
aspirin, statins and beta-blockers. Given the time lag in the development of cardiovascular disease
among women, discussed above, the implication of these findings is that women are doubly
disadvantaged.
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Commentators have suggested that the different and often less aggressive handling of coronary
episodes in women may be related to the different symptoms of heart disease among women, 
in particular the greater frequency of non-coronary chest pain and women’s tendency to be 
10 years older than men when first presenting with cardiovascular disease or up to 20 years 
older at the time of myocardial infarction (Hines, 2001). Attention must be paid to medical
teaching around cardiovascular disease, and in particular the notion that prevalence is lower in
women must be challenged. At present, MacSheridan has asserted that this assumption means
that doctors are less likely to consider a diagnosis of cardiovascular disease in the female patients,
and that both they and their patients may not be sufficiently educated to recognise and respond
to symptoms (MacSheridan, 2001).

The particular needs of women regarding cardiovascular disease were acknowledged to some
extent in the Cardiovascular Health Strategy report, Building Healthier Hearts (Department of
Health and Children Cardiovascular Health Strategy Group, 1999). The report noted that special
attention is required to ensure adequate participation by women and by older patients in cardiac
rehabilitation programmes, and recommended that current services be expanded appropriately.
However, it did not incorporate the recommendation of the European Institute of Women’s
Health to develop a two-sided approach to dealing with heart disease with a view to tackling 
both how health care professionals screen for the disease and the need for women-specific
research in the area (European Institute of Women’s Health, 1996). This should be done as 
a matter of some urgency.
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9 Health Promotion/Prevention
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A Management of Heart Disease in Women

In light of the particular needs of women regarding cardiovascular disease, literature on the
subject has indicated a number of guidelines for management of the disease. Perhaps most
saliently, the need to ensure that the same emphasis in management is applied to both men 
and women has been highlighted (Laher, 2001; MacSheridan, 2001).

The importance of reducing major risk factors is also crucial in the management of cardiovascular
disease. These factors, as described above, include smoking, hypertension, physical inactivity,
obesity and diabetes mellitus (Laher, 2001). The use of aspirin therapy has been shown to be
effective in both primary and secondary prevention of coronary heart disease. Methods such 
as beta-blockers, angiotensin-converting enzyme inhibitors, revascularisation, and rehabilitation 
have also all proven beneficial in secondary prevention in women, but these have been found to
be underused, particularly among women from ethnic minority groupings (Bedinghaus, 2001).

In discussing prevention, Hines (2001) has suggested a number of measures which doctors could
take on board in combating the development of cardiovascular disease among women. These
included making routine inquiries about smoking status, physical activity, nutritional habits, and
stress; routinely measuring weight, height, waist circumference, and calculating body mass index
(BMI); and monitoring for the development of dyslipidemia, diabetes, obesity and hypertension as
a matter of course. Hines further suggested that doctors consider undertaking formal assessment
of diet in women with dyslipidemia, diabetes, obesity, or hypertension, and asserted that exercise
testing in the context of high risk, before disease is evident, may be especially useful for women
because of their more frequent presentation with symptoms that may make it harder to diagnose
early disease. Finally, Hines indicated that:

‘Angiography should be considered the gold standard for assessment of coronary heart 
disease in both men and women. It may be especially important in women because of the
greater difficulties in making the diagnosis on the basis of clinical presentation or non-invasive
testing’ (Hines, 2001).

B Education

As mentioned above, because of the prominence accorded to breast cancer risks in public
campaigns which aimed to promote breast screening, many women are now more aware of the
risk of developing breast cancer than they are of cardiovascular disease. Bedinghaus (2001) has
noted that public education efforts related to cardiovascular disease prevention have in general
been aimed primarily male populations, with the result that while the prevalence of coronary risk
factors and the number of cardiovascular deaths have decreased more quickly among men than
among women. These findings indicate a clear need for cardiovascular health education among
women. Education programmes should focus on making women aware of cardiovascular disease
as a cause of illness and death among women, as well as women’s individual risk of developing
the disease (MacSheridan, 2001).
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C Prevention

Health promotion and education programmes should target a number of areas in order to 
prevent the development of cardiovascular disease among women. Physical activity is one
especially important area, since inactivity and obesity have been found to be major contributors
to cardiovascular disease. As mentioned previously, teenage girls and older women in particular
should be targeted as they have been found to have a higher prevalence of being sedentary 
than other age groups (Friel et al., 1999). Effective health promotion programmes must take 
into account the barriers to physical activity that have been found among women; these include 
lack of leisure time because of household and care-taking responsibilities, co-existing physical
conditions such as arthritis, and a lack of appropriate programmes and access to facilities 
(Hines, 2001).

Cardiovascular health education programmes should also focus on promoting a healthy diet. 
Diets low in saturated fat and high in fruits, vegetables, whole grains, and fibre have been 
found to reduce the risk of coronary heart disease. Soy phytoestrogens, monounsaturated oils, 
and omega-3 fatty acids may also have favourable effects against heart disease (Hines, 2001). 
A diet rich in these foods, when combined with regular exercise, could also contribute to
controlling weight control and prevent the development of obesity.

While guidelines on cardiovascular disease prevention usually focus on the lifestyle habits of
adults, it is now widely recognised that while the symptoms of heart attack and stroke become
obvious in adulthood, the underlying process begins in childhood (Fisher et al., 1997). Dietary
habits are established during childhood so, given the importance of healthy eating in the
prevention of cardiovascular disease, it would seem logical to promote healthy dietary behaviour
patterns among children in order to prevent future cardiovascular disease (Irish Heart Foundation,
2002). Steps have been taken in this regard, and in 2002 the Irish Heart Foundation published 
its Statement on childhood nutrition, which laid out guidelines for nutrition and promoted healthy
eating among children (Irish Heart Foundation, 2002).

The importance of breastfeeding in the prevention of future cardiovascular disease must also
emphasised in health promotion and prevention programmes. The Irish Heart Foundation’s
Statement (ibid.) has indicated research findings which have shown that children who have been
breastfed have lower serum cholesterol concentrations, a significantly lower prevalence of obesity
and lower systolic blood pressure values in childhood than non breast-fed children (Bergstrom et
al., 1995; Von Kries et al., 1999; Wilson et al., 1998). In spite of these benefits, breastfeeding
rates in Ireland remain low (Friel et al., 1999). The Department of Health and Children has set 
up a National Breastfeeding Committee with the aim of promoting breastfeeding in Ireland and
developing a strategic framework for breastfeeding. The Committee’s Interim report, published 
in May 2003, reviewed targets and recommendations in relation to breastfeeding rates, summarised 
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submissions made to the Committee, and pointed the way for future work in the area. Workplace
protection and extension of maternity leave is one of the Committee’s areas of interest, and 
it expected that recommendations aimed at facilitating breastfeeding among women in the 
paid workforce would be included in its final report which is due to be published in 2004. 
The Committee has already stated that one step towards achieving its objectives ‘would be
ensuring that strategies, programmes and policies are subjected to mother-baby proofing 
to ensure that barriers are not put in the way of normal mother-baby relationships such as
breastfeeding’ (National Committee on Breastfeeding, 2003). The Women’s Health Council has
previously proposed that breastfeeding rates could be improved by further extending the length 
of maternity leave, by Government Departments taking an integrated approach in promoting
breastfeeding, and by employers taking a proactive approach to breastfeeding in the workplace
(The Women’s Health Council, 2002).

Inequalities in health, and in particular the needs of disadvantaged communities, must be a strong
focus of future health promotion activities in the area of cardiovascular health. In exploring how
best to promote and maintain good health, factors which go beyond the availability of medical
services must be explored. People’s health is determined by their physical make-up but also by a
range of social factors, so while hereditary factors may go some way toward explaining a person’s
health, the socio economic and cultural environment in which an individual lives is also crucial.
Health is a product of whether or not a person has sufficient income, adequate housing, social 
or community bonds and support, in addition to his/her behaviour, diet and lifestyle.

The link between health and socio-economic status in Ireland is unequivocal based on the 
findings of a number of large-scale population surveys in Ireland, particularly the national Survey
of Lifestyle, Attitudes and Nutrition (SLÁN) and the Health Behaviour in School-Aged Children
(HBSC) survey, carried out in 1998 and in 2002. The SLÁN surveys found those individuals from
social classes 5 (semi-skilled) and 6 (unskilled) to be more likely to participate in behaviours that
could adversely affect their health (Friel et al., 1999; Kelleher et al., 2003). Within disadvantaged
communities the particular needs of women must be examined, given their increased risk of poverty.
Research has shown that female headed households face a 24% risk of poverty compared to a
17% risk for male headed households (Callan et al., 1999).

The Women’s Health Council fully endorses the aims of the Heart Health Task Force around 
the need for intersectoral working as a method of combating the inequalities in health status. 
The potential for working with the Department of Social and Family Affairs towards this aim 
has already been discussed, but the Ireland’s Changing Heart report also outlines other methods 
of adopting a more holistic approach to health promotion. It recommends the development 
of health impact assessment, whereby the impact, direct or indirect, of policies, strategies and
legislation originating from non-health sectors on the health of the population is monitored and
assessed. The report states that:
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‘It is essential that all relevant policies and strategies undergo a comprehensive process 
of ‘health proofing’ to ensure that they have a positive impact on the physical, mental 
and social well-being of the population’ (Heart Health Task Force, 2003).

Putting such a system in place would help to increase the awareness of other sectors of their
capacity to contribute to health promotion interventions, as well as encouraging and supporting
them to do so. Similarly, all policies, strategies and government initiatives should be ‘gender-
proofed’ to ensure that the needs of both women and men are targeted.

The recent commitment to adapt existing data systems to enable disaggregation of data on 
health access and outcomes across the National Anti-Poverty Strategy target groups is a welcome
development. It is particularly useful since the data is to be monitored and reported at national
level, thereby drawing further attention to the extent and nature of inequalities that exist. In
addition, however, The Women’s Health Council has previously called for an improved information
base on health to be  developed, with improvements to be made in the collection and analysis 
of data on mortality and more especially on morbidity in order to better assess the health status
of the population. Collection and analysis of all such data should also be disaggregated along the
lines of the nine grounds outlined in the Employment Equality Act 1998 and the Equal Status Act
2000; these are gender, marital status, age, disability, race, sexual orientation, religious belief, and
membership of the Traveller community (Women’s Health Council, 2002).
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10Recommendations
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The Women’s Health Council recommends that attention be paid to the following areas in order
to combat cardiovascular disease among women:

I Addressing Inequalities

The particular needs of women, and especially women from less well off socio-economic groups,
must be taken into account in combating cardiovascular disease. Given women’s increased risk 
of disadvantage and the gender bias which prevails in cardiovascular diagnosis and treatment, 
the particular needs of women in relation to heart health must be recognised and targeted. 
With this qualification, the Women’s Health Council fully endorses the Heart Health Task Force’s
recommendations in prioritising health promotion with disadvantaged groups and individuals,
establishing links with implementation structures for the National Anti-Poverty Strategy, and
preparing and supporting a plan for health promotion with disadvantaged groups.

II Lifestyle Issues

a Reducing Major Risk Factors

The importance of reducing major risk factors in the development of cardiovascular disease must
be emphasised. Smoking among women is a particular concern, and there is an urgent need for
further research on gender-specific smoking cessation strategies, given that women have been
found to have different reasons for smoking, quitting and different responses to pharmacologic
agents. Further fiscal and legislative measures should also be put in place to discourage smoking.

b Promoting Physical Activity

Women should be educated and encouraged to practice healthy lifestyles in order to reduce their
risk of developing cardiovascular disease. The importance of exercise and physical activity should
be emphasised in lifeskills programmes, and teenage girls and older women in particular should be
targeted. In order to be effective, health promotion programmes must take account of the barriers
to physical activity that have been found among women, for example, a lack of leisure time due 
to household and caring responsibilities. Physical activity has been identified by the Heart Health
Task Force as a theme for 2003, and it is hoped that appropriate measures for women will be
developed as part of this goal. Similarly, it is hoped that the Irish Sports Council will continue and
extend its good work in the area by examining the gender implications of its funding policy and
introducing initiatives specifically tailored for and targeted at women.

c Promoting Healthy Diet

Lifeskills programmes should also focus on promoting healthy diet as a strategy to combat the
development of cardiovascular disease. Priorities should be to encourage people to eat more 
fruit, vegetables and fish, and to increase access to healthier choices for people, particularly in 
the workplace and among less well-off groups. The promotion of healthy eating habits should 
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be initiated during childhood in order to prevent future cardiovascular disease, and people 
with a family history should be made aware of the risk which this poses to their own chance 
of developing the disease. Given the increasing rates, research must be undertaken as a matter 
of importance to explore methods of reducing the rates of obesity among women in Ireland.

d Raising Awareness

Both women and their physicians must be made aware of women’s risk of developing heart
disease, and should be educated as to the different manifestations of cardiovascular disease
among women. Attention must be paid to medical teaching around cardiovascular disease to 
take account of this point, and to challenge the notion that prevalence is lower among women
than men. The recommendation of the European Institute for Women’s Health (1996) that a 
two-sided approach to dealing with heart disease should be implemented – this tackled both 
how health care professionals screen for the disease and the need for women-specific research 
in the area.

III Health Services

a Appropriate Services

Health services must take account of the increasing numbers of older women in the population 
at risk of developing heart disease, and the needs of women around cardiovascular disease must
be met. The recommendations of the Cardiovascular Health Strategy Group (1999) should be
implemented without delay, to ensure the adequate participation by women and older patients 
in cardiac rehabilitation programmes. The increasing numbers of patients surviving early episodes 
of heart disease and subsequently requiring cardiac care has placed a significant additional 
burden on existing health services, which must therefore be expanded appropriately.

b Appropriate Management

It is important to ensure that the same emphasis is applied to the management of cardiovascular
disease among women as is applied among men. It is a matter of crucial importance that women
receive appropriate levels of care, both in the diagnosis and treatment of cardiovascular disease.
Proven methods of treatment should be utilised to their full extent among women where appropriate,
and access to cardiac rehabilitation programmes should also be increased among women.

c Co-ordinated Approach

The Women’s Health Council fully endorses the recommendation of the Heart Health Task Force
to support intersectoral and interdepartmental work for cardiovascular health promotion. Such an
holistic approach could go some way towards creating an environment which ‘makes the healthier
choice the easier choice’.
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