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Abstract: More women die from heart disease than any other illness. This

article focuses on risk factors and their prevalence in women along with

strategies for preventing this disease. Armed with this information, the

NP can play a major role in preventing cardiovascular deaths in women.

By Jennie Wood, PhD, RN and Patricia Gordon, MSN, NP-C, ACPHN

ardiovascular disease (CVD) is the number
E one killer of women in the US. Over 400,000

women die from CVD each year.' Many wom-
en worry about developing breast cancer, but more
women die from CVD than breast cancer, accidents,
and diabetes mellitus combined. According to the most
recent statistics (2013 to 2016), 44.7% of women age
20 and older had some form of CVD.! Although women
experience myocardial infarctions (MIs) at an older age
than men, they are more likely than men to die within
a few weeks after an MI. Further, in 2016, 58.2% of the
total deaths caused from stroke were in women.'

Fortunately, CVD is preventable. Studies show that
young women who eat a healthy diet, exercise, and do
not smoke demonstrate a 92% decrease in coronary
heart disease compared with women without any of
these healthy habits.? Adoption of better health habits
could decrease coronary heart disease in women by
70% as well as nearly cut in half the development of
CVD risk factors like diabetes mellitus, hypertension,
and hypercholesterolemia.”

Healthcare providers and women lack awareness
and knowledge about CVD, which leads to late iden-
tification and delayed treatment. In a recent study, only
45% of women identified CVD as the number one

killer of women and less than half of primary physi-
cians identified CVD as the top priority for women.?
The NP can play a significant role in preventing
CVD in women with risk factor assessment, patient
counseling, and evidence-based intervention imple-
mentation. Early assessment of CV risks and establish-
ment of a prevention program with women during NP
visits are essential.
The information in this article will help NPs be-
come familiar with the prevalence, risk, and prevention
of CVD in women, putting NPs in a position to help
decrease the morbidity and mortality associated with = e
CVD in women.

-
b

[ | Tradltlonal risk factors

litus, metabol
inactivity).

Keywords: cardiovascular disease, diabetes mellitus, hypercholesterolemia, hypertensia

10 The Nurse Practitioner * Vol. 44, No. 10

Copyright © 2019 Wolters Kluwer Health, Inc. All rights reserved.



www.tn

Copyright © 2019 Wolters Kluwer Health, Inc. All rights reserved.




Heart disease prevention in women: The NP’s role

Nonmodifiable risk factors. Age is a nonmodifi-
able risk factor, but establishing healthy habits at an
early age can help prevent the incidence of CVD. Be-
cause of the effects of estrogen, there is a lag of about
8 to 10 years for women to develop coronary artery
disease. At about age 55, the risk of women developing
CVD is equal to men. Women who have gone through
menopause, either naturally or surgically, are twice as
likely to develop CVD than a woman of the same age
who has not yet gone through menopause.**

CV mortality for women is higher than for men,
20.9% versus 14.9%, respectively.® In addition, more
women age 45 and older are more likely to die than
men both 1 year (23% versus 18%) and 5 years (47%
versus 36.5%) following an MI.!

Women with first-degree relatives who have expe-
rienced CVD at an early age, age 55 for men or age 65
for women, have an increased risk for CVD.*® Risk fac-
tors, including diabetes, hypertension, dyslipidemia, and
obesity, tend to be perpetuated among family members.
Family history includes more than genetic makeup;
families who share the same lifestyle and environment—
a diet of fast food, smoking, air pollution—are more
likely to have added risk factors, such as high cholesterol
and diabetes.*

Non-Hispanic Black women have the highest prev-
alence of CVD (57.1%) compared with non-Hispanic
White women (43.4%), Hispanic women (42.6%), and
non-Hispanic Asian women (37.2%)." This is likely
associated with the high incidence of hypertension,
overweight, obesity, and diabetes mellitus in non-
Hispanic Black women. (See Prevalence of hypertension,
overweight, obesity, and diabetes mellitus in women age
20 or older.)

Modifiable risk factors. High cholesterol is con-
sidered the highest population-adjusted risk factor for
women.® More women than men age 20 or older have
a cholesterol level above 200 mg/dL (40.4% versus
35.4%). In addition, women are more likely to have

low-density lipoprotein cholesterol (LDL-C) levels at
or above 130 mg/dL (30.4% versus 30.0%). However,
women are less likely than men to have high-density
lipoprotein cholesterol (HDL-C) levels less than 40 mg/
dL (9.9% versus 29.0%).! Unfortunately, clinicians are
less apt to prescribe women HMG-CoA reductase in-
hibitors (statins) than men, even though statins have
been shown equally effective in both genders.®”!!

Estrogen promotes vasodilation, which assists in
controlling BP in premenopausal women, but after
age 65, women are more likely to be hypertensive than
men.' In women age 20 or older, Black women have a
higher rate of hypertension than White women (56%
versus 41.3%).! According to recent statistics, women
have poor BP control; only 29.4% of non-Hispanic
White women, 26.5% of non-Hispanic Black women,
27.5% of Hispanic women, and 16.3% of non-
Hispanic Asian women have their BP under control.!
Itis important to screen for hypertension and to treat
it when identified.

Diabetes mellitus is considered a higher CV risk
for women than men. The risk for men is 10.1%, and
the risk for women is 19.1%.® This increased risk may
be associated with added risk factors like obesity, physi-
cal inactivity, hypertension, and hyperlipidemia. His-
panic women have double the rate of type 2 diabetes
mellitus than non-Hispanic White women, which puts
them at an even higher risk.! Further, women age 45
or younger with diabetes have a sixfold increase in the
risk of developing acute coronary syndrome.’ Aggres-
sive risk prevention in women with diabetes mellitus
is warranted; however, women with diabetes mellitus
are treated less aggressively for risk factors than men
with diabetes."

Metabolic syndrome is a combination of risk fac-
tors and includes three of the following: fasting plasma
glucose (FPG) of at least 100 mg/dL or the treatment
of hyperglycemia; HDL-C less than 50 mg/dL in wom-
en or treatment for low HDL-C; waist circumference

Prevalence of hypertension, overweight, obesity, and diabetes mellitus in women age 20 or older’

Hypertension

Overweight and obesity Diabetes mellitus

(2013 to 2016) (2011 to 2014) (2013 to 2016)
Non-Hispanic Black women 56.0% 82.2% 13.4%
Non-Hispanic White women 41.3% 63.7% 7.3%
Hispanic women 40.8% 77.1% 14.1%
Non-Hispanic Asian women 36.4% 34.6% 9.9%
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of more than 88 cm (34.6 in) in women (the threshold
varies based on specific countries and ethnicity such
as Asian individuals); triglyceride levels of at least 150
mg/dL or those receiving treatment for elevated tri-
glyceride levels; systolic BP of at least 130 mm Hg or
diastolic BP of at least 85 mm Hg or treatment of
hypertension.! Metabolic syndrome has been identi-
fied as the chief risk factor in women who have had
an MI at an early age.>'' In a systematic review, diet
and lifestyle modifications were shown to improve all
five factors associated with metabolic syndrome.'

Although fewer women than men smoke, women
have a 25% higher risk of developing CVD than male
smokers.” Globally, tobacco use accounted for 1.9 mil-
lion female deaths in 2015.! In addition, female smok-
ers had more than double the risk of sudden cardiac
death than women who never smoked."

Obesity is a known risk factor for CVD and this
risk is compounded with obesity-associated risk fac-
tors such as hypertension, hyperlipidemia, physical
inactivity, and insulin resistance. A body mass index
(BMI) of 25 to 29.9 is considered

chemotherapy for breast cancer, and stress or depres-
sion. These risk factors are either unique to women or
are more predominant in women.

Women age 55 or younger who experience depres-
sion are at a higher risk for developing CVD and at a
higher risk for death from CVD than men." Stress can
cause physiologic consequences as well as make it dif-
ficult to stick to a healthy lifestyle plan. Stress is often
associated with other unhealthy habits like smoking
and overeating, which add to the risk of CVD. Stress
reduction and treatment of depression are important
for maintaining a woman’s CV health.

Treatment with certain chemotherapy drugs and
radiation therapy for breast cancer can increase a
woman’s risk of CVD. CVD becomes apparent in these
women 7 years after being diagnosed with breast
cancer.'®

Women who experience gestational hypertensive
disorders and diabetes have an increased incidence
of hypertension and CVD later in life."” Gestation-
al diabetes, preeclampsia, and pregnancy-induced

overweight, and a BMI greater than
30 is considered obese.!* Measure-

ment of waist circumference is also depression are important for maintaining

recommended when BMI is 25 to
34.9. Obesity in women is prevalent

Stress reduction and treatment of §

a woman’s CV health.

with an estimated 66.4% of women
in the US being either overweight or obese. The highest
rates are in non-Hispanic Black women (82.2%) and
Hispanic women (77.1%) with non-Hispanic White
women not far behind (63.7%).! In addition, more
women than men are considered obese and women
with obesity have a greater risk of coronary artery
disease than men.*

Inactivity is a prevalent risk factor for heart disease
in women. In 2016, fewer women than men (18.8%
versus 26.3%) met the aerobic and strengthening rec-
ommendations set in the 2008 Physical Activity Guide-
lines for Americans (the most recent guidelines available
in 2016)."' The benefits of exercise are very clear; in fact,
researchers in the INTERHEART study reported that
exercise was more cardioprotective in women than
men.® Assessing the woman’s usual activity level is an
important aspect of the patient history.

M Nontraditional risk factors
Nontraditional risk factors include pregnancy-

related disorders, autoimmune disease, radiation and

www.tnpj.com

hypertension were identified as risk factors for women
in the 2011 guidelines, Effectiveness-Based Guidelines
for the Prevention of Cardiovascular Disease in Women,
published by the American Heart Association.'®

Female predominant autoimmune diseases like
rheumatoid arthritis, systemic lupus erythematosus,
and scleroderma increase the risk of CVD.®* These
autoimmune disorders are prevalent in women with
CVD.

Inflammatory markers. Systemic inflammation
is associated with the development of CVD. Several
inflammatory biomarkers can be used to detect in-
flammation. The inflammatory marker most studied
in women is high sensitivity C reactive protein."” Al-
though it has been shown to improve risk prediction
for CVD in women, it is not currently recommended
for routine assessment of risk factors.'® It is, however,
useful in making decisions about statin therapy in
intermediate-risk women.'*!

Many of the CVD risk factors are linked. Hyperten-
sion, smoking, and high cholesterol intake can damage
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the endothelium, resulting in atherosclerosis and
plaque formation. This plaque ruptures or erodes the
vessel resulting in a thrombus and occlusion of the
artery. The reverse may also occur where hypertension
causes damage to the blood vessels resulting in athero-
sclerosis. Atherosclerosis causes the heart to overwork
and can lead to stroke, heart failure, or MI. Inactivity
is associated with obesity; obesity is linked to hyper-
lipidemia, metabolic syndrome, and hypertension; and
regular exercise helps reduce the risk of hypertension,
hypercholesterolemia, and being overweight. Clearly,
reduction of these risk factors can prevent CVD and
improve overall health.

In addition to risk factors, the NP should also be
aware of the gender differences in the manifestations
of CVD. For example, the most prevalent symptom
of MI in men is crushing chest pain, but the symptoms
in women are subtler and may include unusual
fatigue; shortness of breath; sweating; jaw, arm, and
back pain; nausea or vomiting; lightheadedness or
dizziness.'>"

Although some risk factors are nonmodifiable
(female gender, age, family history), many can be modi-
fied through healthy lifestyle habits. Not only will this
reduce the risk of CVD in women but may also reduce
the risk of many cancers and other medical ailments,
including osteoarthritis and diabetes mellitus.

M Assessment and interventions
Assessment and prevention strategies should start early
in a woman’s life. Although there is no set age for this
assessment to occur, ideally it should start at the onset
of adulthood when modifications at this time will have
lasting benefit on the slow-growing nature of athero-
sclerosis. Brown and colleagues acknowledged the im-
portance of the recommendations from The American
College of Cardiology/American Heart Association
(ACC/AHA) to screen adults between ages 20 and 79
to assess for the CVD risk factors such as smoking,
hypertension, diabetes mellitus, total cholesterol, and
HDL-C.® This assessment should be repeated every 4
to 6 years, and sooner if risk factors are abnormal.
During the NP visit, several patient factors should
be considered: age, race, family history, smoking
history, medical history (chronic inflammatory condi-
tions, diabetes mellitus, hypertension, hyperlipidemia)
as well as hormonal history (pregnancy history, age of
menopause), and questions regarding cardiac symp-
toms.® This should be followed by the physical exam,
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including BMI calculation, BP, heart rate, waist cir-
cumference, and depression screening.?? Other factors
the NP must consider when fully assessing a woman’s
risk of CVD include: preterm delivery, hypertensive
pregnancy disorders, gestational diabetes, persistent
weight gain following pregnancy, autoimmune disor-
ders, radiation and chemotherapy for breast cancer,
depression, and menopause.” Although pregnancy-
related issues may resolve following delivery (return of
normal BP or blood glucose level, for example), they
have been found to increase a woman’s risk later in life
for CVD and development of other diseases. Autoim-
mune diseases occur more frequently in women than
men and have also been shown to increase CVD risk.
Some chemotherapy agents and radiation have been
found to increase a woman’s lifetime risk of CVD,
although these regimens have been modified in more
recent years to decrease this risk as much as possible.'

The role of the NP is to look at the above risk fac-
tors and then determine the woman’s overall risk. Ideal
cardiovascular health for women includes (all untreated)
a total cholesterol less than 200 mg/dL, BP less than
120/80 mm Hg, FPG level of less than 100 mg/dL, BMI
less than 25, abstinence from smoking, at minimum 150
minutes of moderate exercise per week (or 75 minutes
high-intensity exercise), and consuming a healthy diet
such as the Dietary Approaches to Stop Hypertension
(DASH) diet.'®** Working on any one of these factors
alone will help reduce overall risk. These are the ideal
numbers for cardiovascular health that women should
strive to achieve. If treatment is needed to manage ab-
normal numbers, it should be individualized based on
the woman’s CVD risk factors and comorbid conditions.

According to the AHA, when classifying the CVD
risk in women, those considered “at risk for CVD”
have one or more major risk factors.'® These risk fac-
tors include smoking, being treated for hypertension
or hyperlipidemia, obesity, inactivity, poor diet (high
in processed foods, sugar, fat), metabolic syndrome,
poor exercise capacity, family history of premature
CVD (first-degree male relatives younger than 55 or
first-degree female relatives younger than 65), systemic
autoimmune collagen-vascular disease (such as lupus
erythematosus or rheumatoid arthritis), advanced sub-
clinical atherosclerosis, or history of preeclampsia, ges-
tational diabetes, or pregnancy-induced hypertension.'®

The “high risk” category of women should be under
closer supervision and at optimal treatment for any
treatable risk factors. These patients include ones with
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manifestations of CVD, cerebrovascular disease, or
peripheral arterial disease; abdominal aortic aneurysm;
end-stage or chronic kidney disease; diabetes mellitus;
or a 10-year predicted CVD risk of 10% or higher.'
Using a tool such as the Atherosclerotic Car-
diovascular Disease (ASCVD) Risk Estimator helps
evaluate 10-year risk scores in adults ages 40 to 79
who have no history of CVD.?! However, individual
risk factors need to be addressed even if a low score
is determined. Advances of this tool, the ASCVD Risk
Estimator Plus, compared with previous editions
include the consideration of race, both systolic and
diastolic BP, LDL (in addition to total cholesterol
and HDL-C), history of diabetes mellitus, as well as
current medications (statins, antihypertensives, and
aspirin). The calculator can be used in younger adults
at risk for heart disease and in others to show how the
modification of risk factors can improve overall life-
time CV risk.?! The tool is available

risk, the woman receives less guidance about preven-
tion as well as less pharmacologic support.”'>> The
new ACC/AHA guidelines show that aggressive treat-
ment should be in place for women at risk for CVD.>*

Smoking. Although the use of tobacco products has
been shown to increase the risk of CVD in both men
and women, it deserves special attention in risk assess-
ment of female patients. Smoking is more responsible
for earlier onset (age 45 and younger) of acute coronary
syndromes than any other risk factor.’ (See Summary
of risk assessment, risk stratification, and interventions.)

Following an evidence-based practice model, the NP
should combine the best evidence available with his or
her expertise and the female patient’s beliefs, culture,
and values when making decisions about risk prevention
strategies. For example, the evidence supports living a
healthy lifestyle, including eating a heart-healthy diet,
exercising, smoking cessation, losing weight if BMI is

for free download to mobile devices
as well as computer-based.” It not

only provides a current 10-year risk (age 45 and younger) of acute coronary

assessment but also includes a life-
time risk and optimal risk.

Smoking is more responsible for earlier onset

syndromes than any other risk factor.

The most important way to pre-
vent heart disease is to live a healthy lifestyle through-
out life (exercise, stress reduction, no tobacco use, and
achieving ideal weight). The NP should counsel wom-
en about these needed lifestyle changes. This might
involve referrals to other specialists, including regis-
tered dietitians, exercise specialists, and smoking ces-
sation classes.” Over the years, the dietary guidelines
have been revised various times, but a plant-based diet
is still the focus. A healthy diet made up mostly of
vegetables, fruits, nuts, whole grains, lean vegetable or
animal protein, and fish with a minimum of trans fat,
processed meats, refined carbohydrates, and sweetened
drinks should be followed.*!

Dyslipidemia as a risk factor. Compared with
men, there are fewer published studies on primary
prevention for women, which is thought to be based
on less enrollment.!* However, in 2013, protocols for
statin use specifically for women were included in the
ACC/AHC guidelines. Now, more women than before
are recommended to start statins.”

B Pharmacologic means of prevention.
Women tend to receive less aggressive treatment for

CVD risk factors than men. If both are at the same
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above 25, but if the woman has many risk factors, she
may prefer to make one or two lifestyle changes at a time.

Despite the best education efforts, some women
may choose not to follow the treatment plan. When
this happens, it is important to discuss the reasons with
the woman, ascertain potential resolutions to the iden-
tified issues, and modify the treatment plan.

M Progress in research

More information about women’s heart disease is now
known. Women (like men) are living longer. This al-
lows greater study of the effect of events from their
younger years on the years of later life. For example,
chemotherapies for breast cancer have helped women
live longer; now, fewer women are dying from cancer
but are experiencing ill effects from the chemothera-
peutic agents on their heart later in life. Research is
showing choices made earlier in life or certain diseases
have a great effect in the long term; for example, preg-
nancy disorders can predict future cardiovascular
health. More is also now known about the effects of
autoimmune disorders on cardiovascular disease; how-
ever, the exact mechanism has not been determined.
It is thought that inflammation is key to this link.?
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Summary of risk assessment, risk stratification, and interventions

Patient history and physical I

v
! ! ! !

Risk assessment History: medical, family, Physical: BP, weight, BMI, Lab tests: Fasting Risk estimation:
pregnancy complications, waist size, depression lipoproteins and ASCVD Risk
lifestyle screen plasma glucose Estimator Plus

. . . v
! ! !

Risk stratification Ideal CV health I At risk I High risk
*No CVD One or more major risk factors: ¢ Known CVD
e Total cholesterol e Dyslipidemia total cholesterol e Cerebrovascular disease
< 200 mg/dL untreated * BP > 120/80 or treated ¢ Peripheral artery disease
* BP < 120/80 mm Hg hypertension ® Abdominal aortic aneurysm
untreated ¢ Obesity (esp. central) ® End-stage or chronic kidney
* BMI < 25 kg/m? ¢ Cigarette smoking disease
¢ FPG < 100 mg/dL untreated e Family history of premature e Diabetes
* No smoking CVD ¢ 10-year predicted CVD
* Regular physical exercise e Sedentary lifestyle risk = 10%
(moderate: =150 min/week * Poor exercise capacity
or high intensity: e Subclinical atherosclerosis
>75 min/week ® Metabolic syndrome
© DASH-like diet ® Poor diet

¢ History of pregnancy
complications: preeclampsia,
gestational diabetes,
gestational hypertension

e History of systemic
autoimmune collagen vascular

disease
Interventions Continue healthy Lifestyle modification: Lifestyle modification:
lifestyle: smoking cessation, smoking cessation,

Routine reassessment recommended physical recommended physical
of risks activity, weight control activity, weight control
BP and diabetes control BP and diabetes control

Follow 2019 ACC/AHA Follow 2019 ACC/AHA

guidelines for statins guidelines for statins

Adapted with permission from Lee SK, Khambhati J, Varghese T, et al. Comprehensive primary prevention of cardiovascular disease in women. Clin Cardiol. 2017;40:
832-838.

B Conclusion their prevalence along with strategies for prevention
Women are at a high risk for CVD. It is important to ~ of CVD. @

start screening for risk factors at an early age. The

majority of CVD can be prevented. The NP has an ~ REFERENCES

. : : . : 1. Benjamin EJ, Muntner P, Alonso A, et al. Heart disease and stroke statistics
lmportant role in aSSEssIng, counsehng, and treatlng - 2019 update: a report from the American Heart Association. Circulation.

women at risk, which can decrease the morbidity and 20195139(10):e56-¢528.
mortalit associated Wlth thiS disease ThlS article can 2. Chomistek AK, Chiuve SE, Eliassen AH, Mukamal KJ, Willett WC, Rimm EB.
Y . . K ' . Healthy lifestyle in the primordial prevention of cardiovascular disease among
help the NP identify female-specific risk factors and young women. ] Am Coll Cardiol. 2015;65(1):43-51.
16 The Nurse Practitioner * Vol. 44, No. 10 www.tnpj.com

Copyright © 2019 Wolters Kluwer Health, Inc. All rights reserved.



Heart disease prevention in women: The NP’s role

3. Bairey Merz CN, Andersen H, Sprague E, et al. Knowledge, attitudes, and be-
liefs regarding cardiovascular disease in women: the Women’s Heart Alliance.
J Am Coll Cardiol. 2017;70(2):123-132.

4. NIH National Heart, Lung, and Blood Institute. Listen to your heart: learn
about heart disease. www.nhlbi.nih.gov/health-topics/education-and-
awareness/heart-truth/listen-to-your-heart.

[

. Harvard Medical School. Gender matters: heart disease risk in women.
Harvard Health Publishing. 2017. www.health.harvard.edu/heart-health/
gender-matters-heart-disease-risk-in-women.

o

Brown HL, Warner JJ, Gianos E, et al. Promoting risk identification and
reduction of cardiovascular disease in women through collaboration with
obstetricians and gynecologists: a presidential advisory from the American
Heart Association and the American College of Obstetricians and Gynecolo-
gists. Circulation. 2018;137(24):e843-¢852.

. Virani SS, Woodard LD, Ramsey D], et al. Gender disparities in evidence-
based statin therapy in patients with cardiovascular disease. Am J Cardiol.
2015;115(1):21-26.

. Peters SA, Huxley RR, Woodward M. Diabetes as risk factor for incident
coronary heart disease in women compared with men: a systematic review
and meta-analysis of 64 cohorts including 858,507 individuals and 28,203
coronary events. Diabetologia. 2014;57(8):1542-1551.

. Beckowski M, Gierlotka M, Gasior M, et al. Risk factors predisposing to
acute coronary syndromes in young women <45 years of age. Int J Cardiol.
2018;264:165-169.

10. Saeed A, Kampangkaew J, Nambi V. Prevention of cardiovascular disease in
women. Methodist Debakey Cardiovasc J. 2017;13(4):185-192.

. Mehta LS, Beckie TM, DeVon HA, et al. Acute myocardial infarction in
women: a scientific statement from the American Heart Association.
Circulation. 2016;133(9):916-947.

12. Bassi N, Karagodin I, Wang S, et al. Lifestyle modification for metabolic

syndrome: a systematic review. Am J Med. 2014;127(12):1242.e1-1242.e10.

13. Hurley MA. Light smoking at base-line predicts a higher mortality risk to
women than to men; evidence from a cohort with long follow-up. BMC
Public Health. 2014;14:95.

14. Office on Women’s Health in the U.S. Department of Health and Human
Services. Weight and obesity. 2019. https://womenshealth.gov/healthy-
weight/weight-and-obesity.

15. Shah AJ, Ghasemzadeh N, Zaragoza-Macias E, et al. Sex and age differences
in the association of depression with obstructive coronary artery disease and
adverse cardiovascular events. ] Am Heart Assoc. 2014;3(3):e000741.

. Bradshaw PT, Stevens J, Khankari N, Teitelbaum SL, Neugut Al, Gammon

MD. Cardiovascular disease mortality among breast cancer survivors.

Epidemiology. 2016;27(1):6-13.

~

©

Nel

1

—_

1

[=2)

For more than 359 additional continuing education articles related to
Advanced Practice Nursing topics, go to NursingCenter.com/CE.

[«{3 ConNECTION

17. Gongora MC, Wenger NK. Cardiovascular complications of pregnancy.
Int ] Mol Sci. 2015;16(10):23905-23928.

18. Mosca L, Benjamin EJ, Berra K, et al. Effectiveness-based guidelines for the
prevention of cardiovascular disease in women—2011 update: a guideline
from the American Heart Association. Circulation. 2011;123(11):1243-1262.

19. McSweeney JC, Rosenfeld AG, Abel WM, et al. Preventing and experiencing
ischemic heart disease as a woman: state of the science: a scientific statement
from the American Heart Association. Circulation. 2016;133(13):1302-1331.

. Grundy SM, Stone NJ, Bailey AL, et al. 2018 AHA/ACC/AACVPR/AAPA/
ABC/ACPM/ADA/AGS/APhA/ASPC/NLA/PCNA Guideline on the manage-
ment of blood cholesterol: executive summary: a report of the American
College of Cardiology/American Heart Association Task Force on Clinical
Practice Guidelines. ] Am Coll Cardiol. 2019;73(24):3168-3209.

. Arnett DK, Blumenthal RS, Albert MA, et al. 2019 ACC/AHA guideline
on the primary prevention of cardiovascular disease: executive summary.
Circulation. [e-pub Mar. 17, 2019].

22. Worel JN, Hayman LL. Cardiovascular disease prevention in women: reduc-
ing the major threat to women’s health. J Cardiovasc Nurs. 2015;30(1):5-7.

. Garcia M, Mulvagh SL, Merz CN, Buring JE, Manson JE. Cardiovascular
disease in women: clinical perspectives. Circ Res. 2016;118(8):1273-1293.

24. Whelton PK, Carey RM, Aronow WS, et al. 2017 ACC/AHA/AAPA/ABC/
ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA guideline for the prevention,
detection, evaluation, and management of high blood pressure in adults: ex-
ecutive summary: a report of the American College of Cardiology/American
Heart Association Task Force on Clinical Practice Guidelines. Hypertension.
2018;71(6):1269-1324.

. Rubenfire M. 2019 ACC/AHA guideline on the primary prevention of
cardiovascular disease: 10 points to remember. 2019. www.acc.org/latest-
in-cardiology/ten-points-to-remember/2019/03/07/16/00/2019-acc-aha-
guideline-on-primary-prevention-gl-prevention.

. Kabbany MT, Joshi AD, Mehta NN. Cardiovascular diseases in chronic inflam-
matory disorders. American College of Cardiology. 2016. https://www.acc.
org/latest-in-cardiology/articles/2016/07/15/10/04/cardiovascular-diseases-in-
chronic-inflammatory-disorders.

2

o

2

2

w

2

w

2

=2}

Jennie Wood is an associate professor at Hiram College, Hiram, Ohio.

Patricia Gordon is a clinical director and an NP at Aspire Healthcare, Pitts-
burgh, Pa.

The authors and planners have disclosed no potential conflicts of interest,
financial or otherwise.

DOI-10.1097/01.NPR.0000580764.36485.¢4

Earn CE credit online:
Go to www.nursingcenter.com/CE/NP and receive a
certificate within minutes.

INSTRUCTIONS
Heart disease prevention in women: The NP’s role

TEST INSTRUCTIONS

» Read the article. The test for this CE activity is to be taken online at

www.nursingcenter.com/CE/NP. Tests can no longer be mailed or
faxed.

PROVIDER ACCREDITATION

Lippincott Professional Development will award 1.0 contact
hour and 0.5 pharmacology hour for this continuing nursing
education activity.

* You'll need to create (it's free!) and log in to your personal CE Planner
account before taking online tests. Your planner will keep track of all
your Lippincott Professional Development online CE activities for you.

» There's only one correct answer for each question. A passing score for
this test is 13 correct answers. If you pass, you can print your certificate
of earned contact hours and access the answer key. If you fail, you have
the option of taking the test again at no additional cost.

» For questions, contact Lippincott Professional Development:
1-800-787-8985.

» Registration deadline is September 3, 2021

Lippincott Professional Development is accredited as a
provider of continuing nursing education by the American
Nurses Credentialing Center's Commission on Accreditation.

This activity is also provider approved by the California
Board of Registered Nursing, Provider Number CEP 11749 for
1.0 contact hour. Lippincott Professional Development is also
an approved provider of continuing nursing education by the
District of Columbia, Georgia, and Florida, CE Broker #50-1223.
Your certificate is valid in all states.

Payment: The registration fee for this test is $12.95

www.tnpj.com

The Nurse Practitioner * October 2019 17

Copyright © 2019 Wolters Kluwer Health, Inc. All rights reserved.





