
SWHR Policy Agenda: Improving Women’s 
Heart Health Outcomes Across the Lifespan
Cardiovascular disease (CVD) can refer to several conditions, including heart disease, stroke, heart failure, and 
arrhythmia.
Heart disease is associated with significant morbidity and mortality, 
and it incurs a great economic toll – both to individuals and society. 
Despite waves of progress over the years, the heart health landscape 
in the United States is fraught with persistent challenges, spanning 
challenges with public and provider education, to research gaps, to 
barriers to accessing care. 

Notably, heart disease is the leading cause of death for both women 
and men in the United States, resulting in one in every five deaths. 
In 2021, about 695,000 people died of heart disease. According to 
a 2022 American Heart Association statistical fact sheet, between 
2015 and 2018, 77.5% of men and 75.4% of women ages 60-79 had 
some form of cardiovascular disease (hypertension was included 
in the definition of cardiovascular disease), and around 90% of 
adults 80 and older had some form of it. The COVID-19 pandemic 
exacerbated what was already considered a public health crisis. A 
study from Cedars-Sinai Medical Center found that in 2020 and 2021, 
heart attacks increased for all age groups. By the second year of the 
pandemic, heart attack deaths increased by almost 30% for adults 
ages 25-44, almost 20% for adults ages 45-64, and by almost 14% for 
adults ages 65 and older.

Beyond its health implications, heart disease is costly at about $219 
billion each year in the United States, including the cost of health 
care services, medications, and premature death. Further, some 
estimates say that the total annual income lost in the United States 
due to heart disease is over $200 billion. 

Yet despite the devastating impact of heart disease and efforts to 
raise public and provider awareness, there exists a notable disparity 
in the understanding, diagnosis, and treatment of cardiovascular 
conditions in women. There is also a decades-long prevailing 
misperception that heart disease is primarily a men’s disease. 

Together, the challenges plaguing the women’s heart health 
landscape are affecting women’s health outcomes: 

	⊲ Women are more likely to experience delayed heart disease 
diagnoses and therapeutic interventions than men. 

	⊲ Women of color are more likely to have their complaints 
trivialized by health care professionals. 

	⊲ Women are less likely to receive guideline-directed therapies 
and interventions for heart disease compared to men. 

	⊲ There are persistent gender disparities in cardiology clinical trial 
enrollment. 

	⊲ Younger women with heart attacks are more likely to be 
misdiagnosed compared to their male counterparts.

	⊲ When it comes to post-myocardial infarction (heart attack) care, 
women are less likely to receive cardiac rehabilitation and 
secondary prevention measures compared to men.  

Addressing gender-specific considerations in clinical care and policy 
formulation is a public health imperative and is key to improving 
women’s heart health across the lifespan. Further, as was stated by 
William Weintraub, MD, in a 2023 JAMA commentary, “Cardiovascular 
diseases offer the possibility of reducing both direct and indirect 
costs as they are largely preventable, with clear potential to improve 
health status and prolong life.” 

Tackling the gender disparity in heart health requires a 
comprehensive and multidimensional approach—starting with the 
research enterprise and extending to health care provider education 
to ensure equitable and effective cardiovascular care for women. 
The policy agenda included herein is intended to serve as a roadmap 
for policymakers to rectify the gap that exists within women’s heart 
health to ensure that women receive equitable and tailored care.  

At a Glance: Heart Disease in Women 
in the United States 

	⊲ More than 60 million U.S. women are living with some 
form of heart disease

	⊲ A woman dies every minute from heart disease in the 
United States

	⊲ Only 13% of cardiologists are women

	⊲ One in three pregnancy-related deaths is caused by heart 
disease and stroke

	⊲ Women experiencing chest pain wait 11 minutes longer 
to get care in the emergency department than men with 
the same symptoms
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https://www.heart.org/en/health-topics/consumer-healthcare/what-is-cardiovascular-disease
https://www.cdc.gov/heartdisease/facts.htm#:~:text=Heart%20Disease%20in%20the%20United%20States&text=One%20person%20dies%20every%2033,United%20States%20from%20cardiovascular%20disease.&text=About%20695%2C000%20people%20in%20the,1%20in%20every%205%20deaths.&text=Heart%20disease%20cost%20the%20United,year%20from%202018%20to%202019.
https://professional.heart.org/-/media/PHD-Files-2/Science-News/2/2022-Heart-and-Stroke-Stat-Update/2022-Stat-Update-factsheet-Older-Americans-and-CVD.pdf
https://www.cedars-sinai.org/newsroom/covid-19-surges-linked-to-spike-in-heart-attacks/
https://www.cdc.gov/policy/polaris/healthtopics/heartdisease/index.html#:~:text=Economic%20Burden,%2C%20medications%2C%20and%20premature%20death.
https://www.cdc.gov/policy/polaris/healthtopics/heartdisease/index.html#:~:text=Economic%20Burden,%2C%20medications%2C%20and%20premature%20death.
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2802360
https://www.womenheart.org/wp-content/uploads/2021/05/Misdiagnosis_Convening_Report_FINAL.pdf
https://pubmed.ncbi.nlm.nih.gov/15647730/
https://pubmed.ncbi.nlm.nih.gov/15647730/
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2802360
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2802360
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2802360
https://www.cdc.gov/heartdisease/women.htm#:~:text=Over%2060%20million%20women%20(44,some%20form%20of%20heart%20disease.&text=Heart%20disease%20is%20the%20leading,in%20every%205%20female%20deaths.
https://www.cedars-sinai.org/newsroom/time-women-die-from-heart-attacks-more-often-than-men-heres-why--and-what-doctors-are-doing-about-it/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8150336/
https://www.cdc.gov/vitalsigns/maternal-deaths/pdf/vs-0507-maternal-deaths-h.pdf
https://www.ahajournals.org/doi/10.1161/JAHA.121.024199
http://swhr.org
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This policy agenda was developed by the Society for Women’s Health Research (SWHR). The content was informed by SWHR’s 
Heart Health Policy Working Group, comprised of policy professionals, researchers, clinicians, and patient advocates. The Working 
Group convened during a one-day policy roundtable on September 21, 2023, to discuss policy needs and opportunities in women’s 
heart health.

Note: While the policy agenda was informed by the convening of the Heart Health Policy Working Group, the policy 
recommendations included within this document represent the recommendations of SWHR; they do not necessarily reflect the 
policy recommendations of the Working Group members. 

Members of the Working Group included the following: 
	⊲ Kristy Anderson, Director of Federal Government Relations, American Heart Association

	⊲ Kristen Batstone, Policy Manager, National Women’s Health Network (NWHN)

	⊲ Rachel D’Souza, MPPA, Founder, Chief Purpose Officer, Gladiator Consulting

	⊲ Imo Ebong, MBBS, MS, Associate Professor, UC Davis Health

	⊲ Anne Goldberg, MD, Chief Science Officer, National Lipid Association

	⊲ Nieca Goldberg, MD, Medical Director, Atria New York City and Clinical Associate Professor of Medicine, NYU Grossman School 
of Medicine

	⊲ Ryan Gough, Executive Director, Partnership to Advance Cardiovascular Health (PACH)

	⊲ Josephine Grima, PhD, Chief Science Officer, The Marfan Foundation

	⊲ Martha Gulati, MD, MS, FACC, FAHA, FASPC, Director, Preventive Cardiology, Smidt Heart Institute, Cedars Sinai

	⊲ Susan Halli Demeter, President, Preventive Cardiovascular Nurses Association

	⊲ Emily Horowitz, Federal Government Relations Manager, American Heart Association

	⊲ Susan Kendig, JD, WHNP-BC-FAANP, Director of Policy, National Association of Nurse Practitioners in Women’s Health

	⊲ Teresa Wright-Johnson, Patient Advocate

	⊲ Debbie Zeldow, Director, Science and Research, Heart Failure Society of America

SWHR thanks these outstanding individuals for contributing their time and expertise to this work.

Note: Both sex and gender influence health across the lifespan, and SWHR strives to comprehensively address both sex and 
gender as they relate to women’s health. When citing research, SWHR uses terminology consistent with what is used in the cited 
study. 
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Heart disease is considered an “invisible illness,” a condition that is not visible to others and may even be difficult to diagnose. 
Yet it is a leading cause of morbidity and mortality globally. General awareness about women’s heart disease risk among women 
has been low, particularly in recent years, and there is also a lack of awareness about women’s heart disease from health care 
providers. Raising awareness—among women and health care providers—about personal risk of heart disease as well as steps 
that can be taken to mitigate CVD risk are key in the nation’s fight against heart health. By championing these three pillars—
education, awareness, and advocacy—the United States can reduce the burden of heart disease and contribute to a society where 
cardiovascular health is prioritized and supported at individual, community, and systemic levels. 

	 Raise Public Awareness of Heart Disease. Despite the devastating impact of heart disease, fewer than half of 
women (44%) recognize heart disease as the leading killer of U.S. women annually. This awareness has particularly 
declined among Hispanic and non-Hispanic Black women and in younger women, who may benefit most from primary 
prevention. Further, women do not have a general perception of their personal risk of heart disease.

Elevating the recognition of heart disease as the number one killer of women annually, ensuring women are aware 
of the symptoms of heart disease, and promoting the adoption of heart healthy lifestyle choices are central 
components of combatting this public health challenge. 

Recommendations: 

a.	 Conduct a federally led, national, widescale public 
awareness campaign. Several valiant attempts have been 
made to educate women about the risk factors associated 
with heart disease. In 2002, the National Heart, Lung, and 
Blood Institute (NHLBI) created the Heart Truth campaign to 
raise awareness about heart disease as the leading cause of 
women. More recently, the Centers for Disease Control and 
Prevention (CDC) Foundation in 2021 and 2022 led the “Start 
Small. Live Big.” and the “Live to the Beat” campaigns to 
address CVD risk factors.

Addressing heart health requires a reimagined, largescale, 
and culturally sensitive national campaign that raises 
the visibility of heart disease as the killer that it is. Within 
the campaign, emphasis should be placed on preventive 
measures that people can take to improve their heart 
health over their lifespan; be distilled down to a few simple, 
attainable steps that could be taken in everyday life to 
improve heart health; and, importantly, should include diverse 
representation—both in campaign imagery and messaging—
so that it resonates among different audiences. There are 
various federal departments and agencies, including the U.S. Department of Health and Human Services (HHS) and 
the CDC, that are equipped to run an effective and successful national campaign. 

Within the campaign, the lead agency should also consider messaging that is tailored to health care providers, 
and specifically, on how providers can offer preventive care and solutions for diverse populations of women. 
This includes raising cultural awareness about different populations of women, including different cultural 
norms, practices, and diets as well as factors, such as employment, that may impact lifestyle.

b.	 Promote physician education on how guideline-recommended therapies for heart disease apply to women. 
Guideline-recommended therapies, developed by organizations such as the American College of Cardiology and 
the American Heart Association, translate scientific evidence into clinical practice guidelines. These guidelines 
seek to improve the quality of care provided to patients. 

However, these guidelines are not, in practice, applied equitably between men and women. Women are often 
undertreated and are less likely to receive guideline-directed therapies compared to their male counterparts. 
Studies show that women are less likely to be prescribed statins (or receive a statin at the guideline-
recommended therapy), be prescribed antiplatelet therapy, or undergo cardiac catheterization.

Addressing these clinical care gaps will require a health care overhaul to shift the prevailing mindset that has 
historically centered on male-centric cardiovascular care.

I.

Campaign Spotlight: 
#ReadMyLips
In 2023, 
SWHR led 
the Read My 
Lip(id)s 
campaign 
to raise 
awareness 
about the risk factors for heart disease 
and how getting regular cholesterol 
screening—specifically, lipid panel 
testing—can empower women to 
understand their risk and take charge of 
their heart health. Learn more at swhr.
org/read-my-lips. 

https://newsroom.heart.org/news/heart-disease-awareness-decline-spotlights-urgency-to-reach-younger-women-and-women-of-color
https://newsroom.heart.org/news/heart-disease-awareness-decline-spotlights-urgency-to-reach-younger-women-and-women-of-color
https://www.nhlbi.nih.gov/health-topics/education-and-awareness/heart-truth
https://www.nhlbi.nih.gov/health-topics/education-and-awareness/heart-truth
https://www.cdcfoundation.org/pr/2021-million-hearts-heart-health-campaign
https://www.cdcfoundation.org/pr/2021-million-hearts-heart-health-campaign
https://www.cdcfoundation.org/pr/2022-live-to-the-beat-campaign
https://www.ahajournals.org/doi/10.1161/CIRCOUTCOMES.118.005562#:~:text=Among%205693%20participants%20(43%25%20women,statin%20at%20the%20guideline%2Drecommended
https://www.uspharmacist.com/article/dual-antiplatelet-therapy-underused-especially-in-women-patients#:~:text=%E2%80%9CGender%20was%20a%20significant%20factor,002).
https://jamanetwork.com/journals/jama/fullarticle/194444#:~:text=After%20potential%20confounders%20in%20multivariable,of%20the%20treating%20physician's%20sex.
http://swhr.org/read-my-lips
http://swhr.org/read-my-lips
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gaps remain. Beyond women continuing to be overlooked in cardiovascular clinical trials, heart disease research funding is not 
proportional to the disease burden, and it is underfunded compared to other conditions. For example, according to the NIH 
Research, Condition, and Disease Categories (RCDC), in 2022 “Cardiovascular” funding was $2.5 billion compared to “Cancer,” 
which was $7.6 billion. As of 2019, an estimated 121.5 million adults in the United States were living with some form of heart 
disease, compared to an estimated 17 million living with a history of invasive cancer. 

The opportunities to advance women’s heart health research are vast. Increased federal research funding, greater inclusivity 
in clinical trials, more diverse representation in clinical trial leadership, and a commitment to exploring the unique aspects of 
women’s heart health across various populations are essential steps in closing existing research gaps and advancing our collective 
knowledge of heart disease.

	 Increase Diversity Across All Levels of Science. It is well-documented that diversity contributes to better science. 
However, certain populations, including women and racial and ethnic minority populations, have historically been 
underrepresented in clinical trials, including in cardiovascular trials. That underrepresentation persists today. Recent 
research reviews have revealed that women represent just one-third of the study population in most cardiovascular 
trials, and only about half of major cardiovascular trials reported any racial or ethnic information. Additionally—and 
disappointingly—despite increased calls for improvement in inclusion, researchers have found that there has been no 
significant improvement in non-white racial and ethnic representation in U.S. cardiovascular trials between 1986 and 
2019. 

Females may absorb, distribute, and metabolize drugs differently than men; not understanding how these drugs 
affect women hampers our ability to care for them. 

Recommendations: 

a.	 Reintroduce and Pass the Diversifying Investigations Via Equitable Research Studies for Everyone 
(DIVERSE) Trials Act. The DIVERSE Trials Act included several provisions that aimed to improve diversity in 
clinical trials. Among the provisions, the bill would call on the U.S. Food and Drug Administration (FDA) to issue 
guidance about meaningfully improving demographic and geographic diversity in decentralized clinical trials 
and have HHS support education and recruitment activities for clinical trials of treatments for conditions that 
disproportionately impact populations underrepresented in clinical trials. The DIVERSE Trials Act has not been 
introduced in the 118th Congress.

b.	 Pass the NIH Clinical Trial Diversity Act (H.R. 3503/S. 1701). The bipartisan NIH Clinical Trials Diversity Act aims 
to increase the diversity of participants in all NIH-funded trials by building upon the agency’s current policies to 
enhance the inclusion of women, racially and ethnically diverse individuals, and people of all ages. Provisions of 
the bill include requiring NIH to work with clinical trial sponsors to develop “clear and measurable recruitment 
and retention goals based on disease/condition prevalence;” remove some of the burdens associated with 
clinical trial follow up; and conduct a public awareness campaign regarding research participation opportunities. 

c.	 Improve the diversity of the research workforce and leadership. Having a diverse workforce is essential to 
not only ensuring that a wide range of experiences and insights are brought to the table, but also for challenging 
implicit biases and creating a culture of trust and respect. Studies have revealed that, for research participants, 
“trust is influenced not only by the scientific expertise of the researchers, but also by the researchers’ knowledge 
of the history, context, and experience of the study populations.” 

d.	 Create assessment and acountability mechanisms for clinical trials. Establishing assessment and 
accountability mechanisms in trials is paramount for ensuring the integrity, reliability, and ethical conduct of 
biomedical research. These mechanisms can prevent research misconduct, data manipulation, and bias as well 
as maintain trust in science. Among the mechanisms that should be considered within clinical trials include 
assessing whether clinical trial exclusion criteria will inadvertently omit members of the treatment population for 
whom the intervention is intended to serve; monitoring efforts—through internal and external mechanisms—to 
engage diverse communities in clinical trials; and holding researchers accountable for meeting their gender 
representation goals within trials.

I.

https://www.heart.org/en/news/2019/01/31/cardiovascular-diseases-affect-nearly-half-of-american-adults-statistics-show
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/annual-cancer-facts-and-figures/2021/cancer-facts-and-figures-2021.pdf
https://www.sciencedirect.com/science/article/pii/S266660222200026X
https://pubmed.ncbi.nlm.nih.gov/35850910/
https://pubmed.ncbi.nlm.nih.gov/35850910/
https://pubmed.ncbi.nlm.nih.gov/35850910/
https://www.menendez.senate.gov/newsroom/press/menendez-scott-introduce-diverse-trials-act
https://www.menendez.senate.gov/newsroom/press/menendez-collins-kelly-fitzpatrick-lead-bipartisan-bicameral-legislation-to-improve-diversity-of-participants-in-all-nih-funded-trials
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7573005/


5

	 Prioritize Greater Research Funding into Women’s Heart Health Across the Lifespan 
There are myriad research opportunities in women’s heart health. This includes research into the most common 
heart diseases, including heart failure and coronary artery disease, both of which have historically not had sufficient 
representation of women in clinical trials; women make up just 24% of heart failure trials. However, research must 
extend beyond these research areas and take a lifespan approach. Research has shown that women under 55 are 
about twice as likely of dying in the hospital due to a heart attack than similarly aged men. Additionally, reproductive 
factors, including the effects of hormonal changes during pregnancy and menopause, represent an area where 
additional funding would be beneficial. These gaps can affect our comprehensive understanding of heart disease, 
hinder the development of targeted interventions, and create challenges in addressing the intersectionality of gender 
in heart disease with other factors, such as age, race, ethnicity, and socioeconomic status.

	 Ensure Greater Adherence to the NIH Sex as a Biological Variable Policy and Sex and Gender Reporting 
Requirements in Research. Studying sex as a biological variable (SABV) involves investigating the biological and 
physiological differences between males and females. Given the significant sex-based differences in anatomy, 
physiology, and susceptibility to different diseases, men and women may respond differently to treatments, 
medications, and interventions. Failing to account for SABV can lead to incomplete conclusions and leaves us unable 
to provide the most effective, personalized health care for each individual patient. 

In 2016, the NIH SABV was put into effect. The policy made clear NIH’s expectation that SABV will be factored into 
research designs, analyses, and reporting in vertebrae animal and human studies. However, greater enforcement 
and accountability of the SABV policy is needed. A systematic review published in 2020 of the reporting of SABV in 
cardiovascular studies using cultured cells found that while reporting of sex cultured cells in cardiovascular high 
impact journals has improved markedly since 2010, there is wide variation in reporting practices among individual 
journals as well as a less than 40% reporting rate of the sex of cells. The authors’ review found that almost 55% of 
studies used cells from male.  

Recommendations: 

a.	 Encourage NIH to prioritize SABV 
across its Institutes and Centers. 
Leadership surrounding SABV should 
be modeled from the top. Having NIH 
leadership express its commitment 
to analyzing and reporting on SABV, 
promote ORWH’s training modules on 
SABV, and confirm adherence to the 
policy would be valuable in elevating 
this topic. Further, NIH may wish to 
consider whether journal articles and 
published research results that do not 
comply with the NIH’s SABV Policy 
or with the Sex and Gender Equity in 
Research (SAGER) guidelines should 
be posted and linked in the National 
Library of Medicine. 

b.	 Better integrate SABV across the biomedical research enterprise. A 2020 Journal of Women’s Health article 
outlined steps that could be taken to integrate SABV across the U.S. research enterprise. These include adding 
sessions on SABV at meetings, focusing attention on sex differences in funding opportunity announcements 
from federal agencies, and training the next generation of researchers on SABV practices. Moreover, leadership 
from funding organizations, research entities, and editors of peer-reviewed journals should incorporate the 
consideration of SABV into their organizations’ roles.

II.

III.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9156573/#:~:text=Overall%2C%20in%20CVD%20trials%2C%20the,pulmonary%20arterial%20hypertension%20(77%25).&text=In%20suspected%20ischemic%20heart%20disease,from%2024%25%20to%2028%25.
https://www.nih.gov/news-events/news-releases/risk-rehospitalization-younger-women-after-heart-attack-nearly-double-men#:~:text=D.%2C%20principal%20investigator%20of%20the,attack%20than%20similarly%20aged%20men.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7383819/
https://pubmed.ncbi.nlm.nih.gov/31971851/


Notable Gaps in Ischemic Heart Disease and Women’s Health
An Excerpt from SWHR’s 2024 “A Lifespan Approach to Addressing Ischemic Heart Disease in Women” Call to Action

Despite the prevalence of heart disease and its history as the leading cause of mortality for 
women, there remain significant gaps in the research and understanding of ischemic heart 
disease (IHD), also known as coronary artery disease, in women. 

1	 Davies RE, Rier JD. Gender Disparities in CAD: Women and Ischemic Heart Disease. Curr Atheroscler Rep. 2018 Sep 4;20(10):51.
2	 Saeed A, Kampangkaew J, Nambi V. Prevention of Cardiovascular Disease in Women. Methodist Debakey Cardiovasc J. 2017;13(4):185–192.
3	 El-Menyar A, Abuzaid A, Elbadawi A, McIntyre M, Latifi R. Racial Disparities in the Cardiac Computed Tomography Assessment of Coronary Artery Disease: Does Gender Matter. Cardiol Rev. 2019;27(1):14–22.
4	 Saeed A, Kampangkaew J, Nambi V. Prevention of Cardiovascular Disease in Women. Methodist Debakey Cardiovasc J. 2017;13(4):185–192.
5	 Davies RE, Rier JD. Gender Disparities in CAD: Women and Ischemic Heart Disease. Curr Atheroscler Rep. 2018 Sep 4;20(10):51.
6	 Lichtman JH, Leifheit EC, Safdar B, Bao H, Krumholz HM, Lorenze NP, et al. Sex Differences in the Presentation and Perception of Symptoms Among Young Patients With Myocardial Infarction: Evidence from the 

VIRGO Study (Variation in Recovery: Role of Gender on Outcomes of Young AMI Patients). Circulation. 2018 Feb 20;137(8):781–790.
7	 Agarwala A, Michos ED, Samad Z, Ballantyne CM, Virani SS. The Use of Sex-Specific Factors in the Assessment of Women’s Cardiovascular Risk. Circulation. 2020 Feb 18;141(7):592–599.
8	 Liu E, Bigeh A, Ledingham L, Mehta L. Prevention of Coronary Artery Disease in Women. Curr Cardiol Rep. 2022 Aug;24(8):1041–1048.
9	 Metser G, Bradley C, Moise N, Liyanage-Don N, Kronish I, Ye S. Gaps and Disparities in Primary Prevention Statin Prescription During Outpatient Care. Am J Cardiol. 2021 Dec 15;161:36–41.
10	  Kianoush S, Rifai MA, Jain V, Samad Z, Rana J, Dodani S, et al. Prevalence and Predictors of Premature Coronary Heart Disease Among Asians in the United States: A National Health Interview Survey Study. Curr 

Probl Cardiol. 2023 Jul;48(7):101152.
11	  Blackston JW, Safford MM, Mefford MT, Freeze E, Howard G, Howard VJ, et al. Cardiovascular Disease Events and Mortality After Myocardial Infarction Among Black and White Adults: REGARDS Study. Circ 

Cardiovasc Qual Outcomes. 2020 Dec;13(12).
12	  Eberly LA, Shultz K, Merino M, Brueckner MY, Benally E, Tennison A, et al. Cardiovascular Disease Burden and Outcomes Among American Indian and Alaska Native Medicare Beneficiaries. JAMA Netw Open. 

2023 Sep 5;6(9).
13	  Khan SU, Lone AN, Yedlapati SH, Dani SS, Khan MZ, Watson KE, et al. Cardiovascular Disease Mortality Among Hispanic Versus Non-Hispanic White Adults in the United States, 1999 to 2018. J Am Heart Assoc. 

2022 Apr 5;11(7).
14	  Smilowitz NR, Maduro GA, Lobach IV, Chen Y, Reynolds HR. Adverse Trends in Ischemic Heart Disease Mortality among Young New Yorkers, Particularly Young Black Women. PLoS One. 2016;11(2).

Inclusive and Updated Studies 
Women have been underrepresented in clinical trials focused on IHD 
and, when they are included, analysis by sex differences does not 
always occur.1  While some all-female trials have been conducted, 
the average mixed trial still has female representation at less than 
one-third of all research participants.2 To understand sex and gender 
differences of IHD and to tailor prevention and treatment strategies for 
women, more studies are needed that include diverse populations of 
women and analyze results by sex. 

IHD literature also demonstrates a failure to stratify analyses by 
race and ethnicity, leaving large gaps in the understanding of 
IHD presentation, risk, treatment, and outcomes among diverse 
subpopulations of women. While certain data does highlight 
disparities among African American, Hispanic, and Asian American 
adults, they are limited in their depth. Moreover, study participants 
from backgrounds, such as the Middle East or North Africa are 
categorized as white individuals, resulting in missed opportunities to 
capture nuances and health disparities among these subpopulations.3 
Recognizing that characteristics of IHD also differ within a large racial 
or ethnic group, further stratification is needed, rather than lumping an 
entire multidimensional group into a homogenous population. 

Despite IHD being a leading cause of death for women over the past 
several decades, a review of the literature shows that public health 
and primary studies on this topic are outdated. A surge of publications 
on heart disease in women was observed in the early 2000s; however, 
there has been a significant decline in the literature since. Even 
recently published articles tend to analyze historical data, rather than 
newly collected data. Moreover, many of these publications are either 
literature reviews or retrospective cohort studies. 

Prevention and 
Interventions Designed for 
Women 
There is a deficiency of evidence-based preventions and interventions 
tailored specifically for women because data for clinical decision-
making, risk assessment, and treatment of IHD have been largely 
based on men.4 The Framingham Risk Score Assessment, for 
example, underestimates IHD in women, which is in part due to 
the lack of its consideration of non-traditional risk factors more 
commonly experienced by women.5 Furthermore, there is a need 
for equitable access to culturally sensitive, peer-led evidence-based 
interventions for women of all races and ethnicities. These gaps not 
only affect accurate prediction of risk, but also timely prevention and 
interventions for women and sex disparities in IHD outcomes. 

Disparities in Care 
Both women and their health care providers have been found less 
likely to attribute initial symptoms to heart disease compared to 
men.6 Women are also less likely to be properly diagnosed with IHD, 
offered primary and secondary prevention therapies, such as statins 
and cardiac rehabilitation, and treated aggressively or with guideline-
directed therapy for heart disease.7,8,9 These sex disparities in IHD care 
are further compounded by race and ethnicity. 

The burden of IHD risk factors is higher among African American, 
American Indian, Alaska Native, Asian American, and Hispanic 
populations, and presentation of IHD may also differ between 
populations as it does between men and women.10,11,12,13 Moreover, 
higher IHD mortality rates are observed among Black women, and their 
rate of decline of IHD is slower than that observed in white women.14 
Rigorous research studies must be dedicated to understanding these 
differences in IHD across diverse populations of women.

A Lifespan Approach to Addressing
Ischemic Heart Disease in Women

or jaw pain, palpitations (irregular heartbeats),
and loss of appetite [3]. One of the largest
differences of IHD in women compared to
men is that women are less likely to have
chest pain. When women do experience chest
pain, they often describe it as “crushing,
pressure, squeezing, or tightness” as opposed
to the “aching or dull” pain that men describe
[4]. It is important for both women and
clinicians to understand these differences to
accurately diagnose IHD in women.

Traditional risk factors of IHD include
hypertension, diabetes, smoking, obesity, level
of physical activity, diet, and alcohol
consumption. However, women also
experience non-traditional risk factors, such as
depression, anxiety, post-traumatic stress
disorder, breast cancer radiation therapy, and
autoimmune disorders, such as lupus and
rheumatoid arthritis, that increase the
likelihood of developing IHD compared to
men [2, 5]. Socioeconomic status also plays a
role, as women with IHD were more likely to
be unemployed, have a lower total household
income, divorced, self-report a lower quality of
life, and have government-based insurance [6].
While many of these risk factors affect both
men and women – just in different ways –
other sex-specific factors, such as adverse
pregnancy outcomes and menopause also
affect a woman’s risk for IHD, with young
women emerging as a distinct high-risk
population for IHD [7]. 

Ischemic Heart Disease (IHD), also known as
coronary artery disease, is the reduced flow of
blood and oxygen to the heart. Historically,
IHD was characterized by plaque buildup in
the arteries, blocking blood flow. It is now
understood that the presence of plaques or an
obstruction is not necessary. IHD can occur
from an inadequate blood supply to the heart,
regardless of the presence of an obstruction.
This lack of blood and oxygen ultimately leads
to a heart attack, or myocardial infarction. IHD
poses a major threat to both men and women,
however the disease and risks manifest
differently by sex. IHD is a leading cause of
death for women in the United States, yet
awareness of IHD among women lags behind
that of men [1].

Traditionally recognized symptoms of IHD
include chest pain or discomfort, weakness,
lightheadedness, nausea, pain in the arms or
shoulders, and shortness of breath. Many of
these traditional symptoms were identified in
studies that largely or exclusively included
men [2]. Women experience different
symptoms of IHD than men, yet this fact is not
as well known, causing differential outcomes
in detection, diagnosis, and treatment.
Women more commonly present with
difficulty breathing, weakness, and fatigue,
and in some cases, symptoms begin as early
as a month prior to disease manifestation [2].
Other symptoms in women include arm, back, 

A Call to Action from the Society for Women’s Health Research

https://swhr.org/wp-content/uploads/2024/02/SWHR-A-Lifespan-Approach-to-Addressing-Ischemic-Heart-Disease-in-Women_02072024.pdf


“From Errors to Solutions” Report Shares Research Questions to Improve 
Diagnosis of Heart Disease in Women
In 2021, WomenHeart: The National Coalition for Women with Heart Disease and the Society to Improve Diagnosis in Medicine (SIDM), 
with funding from the Patient-Centered Outcomes Research Institute (PCORI), released the report “From Errors to Solutions: Building a 
Research Agenda to Improve Diagnosis of Heart Disease in Women.” The report was developed following a convening of about 50 
participants, including cardiologists, nurses and clinicians, hospitals, academia, professional societies, patients, and federal government 
representatives, who sought to identify solutions. Within the report, WomenHeart and SIDM list proposed research questions sorted into 
actions focused on patients, providers, and health systems. These research questions could serve as important inspiration for 
researchers and, if funded, could help to improve women’s heart health outcomes. Questions included, but were not limited to, the 
following: 

	⊲ Among women who experience a long-term risk 
factor for heart disease during pregnancy (i.e., 
preeclampsia, gestational diabetes) and are 
informed about their risk, if/when they develop heart 
disease years later, are they diagnosed more quickly 
and accurately compared to those who are not 
aware of the risk?

	⊲ Do women who self-assess heart rhythm, blood 
pressure or other biofeedback using wearable 
devices get diagnosed more quickly/accurately than 
those who do not?

	⊲ Do patients who use a hospital system’s patient 
portal to review their records and/or see the 
clinician’s notes — and receive support in 
understanding the information — receive more 
accurate and timely diagnoses than patients who do not?

	⊲ Do clinicians who have received comprehensive cultural competency and anti-bias training (and are held accountable for what 
they have learned) deliver more timely and accurate diagnosis of cardiovascular disease in women compared to those who do not 
receive the training (or are not held accountable)?

	⊲ Do physicians who have been trained in the similarities and differences in how women and men experience heart disease 
demonstrate greater diagnostic proficiency than physicians who have not received that education?

	⊲ Does a decision support aid with specific sex and gender inputs result in more accurate and timely diagnosis than a traditional aid 
that is agnostic for sex and gender?

	⊲ Do women seen in emergency departments using interdisciplinary teams experience fewer diagnostic errors related to heart 
disease than those seen in emergency departments using solo clinicians? 

	⊲ Do women seen in hospitals that require admission after repeated emergency department visits have more timely and accurate 
diagnoses of heart disease than those seen in hospitals without such policies?

https://www.womenheart.org/wp-content/uploads/2021/05/Misdiagnosis_Convening_Report_FINAL.pdf
https://www.womenheart.org/wp-content/uploads/2021/05/Misdiagnosis_Convening_Report_FINAL.pdf
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S Women are often undertreated for heart disease and—as noted in section one—are less likely to receive guideline-recommended 
therapies than their male counterparts. Time and again, data has revealed a gender bias in cardiovascular care. Women are more 
likely to experience delayed heart disease diagnoses and therapeutic interventions than men. Women ages 18-55 who report chest 
pain (the most common symptom of a heart attack) experience greater disparities when seeking care in the emergency room, 
waiting longer to be evaluated and receiving less thorough evaluations for a possible heart attack then men in the same age range. 
Women are also at greater risk of readmission after acute coronary syndrome (ACS), an event that blocks blood supply to the heart, 
and are at higher risk of subsequent ACS events, such as heart failure.

Over the past two decades, there has been a societal push toward precision medicine, which tailors an individual’s prevention and 
treatment to them and to their unique circumstances (e.g., genes, environment, and lifestyle). Yet, despite this push, sex and 
gender continue to be overlooked in medical training and clinical practice—to the detriment of women. 

	 Address Gender Bias Through Training in Health Professions Education. 
In a national survey of medical student organizations, only 43% of students 
felt their curriculum gave them a better understanding of sex and gender 
medicine, and just 35% reported they would feel prepared to manage sex 
and gender differences in health care. Another article published in 2019 in 
the Journal of Women’s Health analyzing sex- and gender-based content 
within Yale School of Medicine’s lectures and workshops found that less 
than 25% of the sessions raised topics related to sex and gender influences, 
and just 8% of sessions included an in-depth discussion of sex or gender 
differences. Health care providers cannot be expected to sufficiently treat 
women based on their unique needs when they have not been taught about 
them. Rectifying training in medical education is paramount for addressing 
the gender bias in women’s cardiovascular care.

Recommendations: 

a.	 Integrate sex and gender differences training throughout entire medical curricula. Recognizing and 
understanding the nuances of how sex and gender influence health outcomes is crucial to tailoring medical 
interventions and treatments and eliminating disparities in cardiovascular and other types of care. Integrating 
these topics throughout curricula can provide a more nuanced understanding of patient needs and could lead to 
a more patient-centered and inclusive health care system that not only acknowledges the diversity of individuals 
but contributes to more accurate diagnoses, better treatment plans, and improved health outcomes.

	 Establish Appropriate and Distinct Risk Models for Men and Women. There are recognized biological and 
physiological differences between males and females. These include hormonal fluctuations, reproductive factors, 
and variations in how certain risk factors impact men and women. Together, these points underscore the need for 
tailored models. However, traditional risk models have often been based on data predominately derived from male 
populations. Using male-informed data neglects critical gender-specific factors that influence cardiovascular health. 
Women may experience different patterns of risk factors, symptoms, and responses to interventions, necessitating a 
more nuanced approach to risk assessment. By developing gender-specific risk models, we can enhance the precision 
of cardiovascular risk assessment, ultimately contributing to more effective and equitable health care for men and 
women.

	 Feature Women Prominently in Clinical Guidelines. Often, within clinical guidelines, women-specific information 
is included separately as a “Special Patient Group,” or some other type of designation. Women represent 51% of 
the population; they are the majority of the population, not simply a subset of the population. By not featuring 
considerations related to treatments and therapies for women throughout the guideline, women are treated more 
as an afterthought than a core patient group. Both women and their health care providers would be well-served by 
having women-specific information woven throughout the final recommendations. 

	 Center Patients into the Care Plan. Putting patients at the center of their heart health care plan empowers 
individuals to actively participate in their own well-being. This engagement promotes open communication between 
health care providers and individuals and helps ensure that personal preferences, values, and lifestyle factors are 
considered in the formulation of a comprehensive care plan. Moreover, research suggests that patients who actively 
participate in designing their health care plan are more likely to achieve better outcomes and see lower health care 
costs, enhancing the effectiveness and sustainability of the interventions that are chosen.  

I.

II.

III.

IV.

https://www.womenheart.org/wp-content/uploads/2021/05/Misdiagnosis_Convening_Report_FINAL.pdf
https://www.womenheart.org/wp-content/uploads/2021/05/Misdiagnosis_Convening_Report_FINAL.pdf
https://newsroom.heart.org/news/women-and-black-adults-waited-longer-in-er-for-chest-pain-evaluation
https://www.sciencedirect.com/science/article/abs/pii/S1049386718303165#:~:text=Female%20gender%20is%20an%20independent,rate%20in%20women%20after%20ACS.
https://bsd.biomedcentral.com/articles/10.1186/s13293-016-0094-6#:~:text=Gender%2D%20and%20sex%2Dspecific%20medicine,treatment%20in%20men%20and%20women.
https://www.liebertpub.com/doi/10.1089/jwh.2018.7229?url_ver=Z39.88-2003&rfr_id=ori%3Arid%3Acrossref.org&rfr_dat=cr_pub++0pubmed
https://www.statista.com/statistics/737923/us-population-by-gender/#:~:text=The%20gender%20distribution%20of%20the,of%20the%20population%20since%202013.
https://www.statista.com/statistics/737923/us-population-by-gender/#:~:text=The%20gender%20distribution%20of%20the,of%20the%20population%20since%202013.
https://www.healthaffairs.org/do/10.1377/hpb20130214.898775/
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S Access to comprehensive health care, including treatments and medications, is critical for promoting women’s heart health across 
the lifespan. Given the unique cardiovascular risks and manifestations that women experience, influenced by factors such as 
hormonal changes, pregnancy, and menopause, ensuring equitable access to services can improve outcomes across the lifespan. 
From the preventive measures in early adulthood to the management of chronic conditions in later stages, continuous access to 
care allows women to make informed health decisions at every life stage.

	 Modify Utilization Management and Other Insurance Policies to Support Patients’ Needs. Utilization management 
(UM) is defined as “the evaluation of the medical necessity, appropriateness, and efficiency of the use of health care 
services, procedures, and facilities under the provisions of the applicable health benefits plan.” While UM tools are 
intended to control the costs and risks associated with prescription medicines, they can delay the start or continuation 
of necessary treatments and subsequently, negatively affect patient outcomes. They can also be a burden for 
physicians. 

UM policies can impact treatments for cardiovascular patients; modifying these policies so they cause the least harm 
to patients is critical. 

Recommendations: 

a.	 Pass the Safe Step Act of 2023. Step therapy, or “fail first,” is a policy implemented by an insurance company 
that requires a patient to try and “fail” a lower-cost treatment before the patient can access the treatment 
originally prescribed or recommended by their physician. 

While step therapy protocols may improve the affordability and appropriateness of medication use, for some 
cardiovascular disease patients, the delay in being able to access the original medication prescribed by their 
health care provider, such as a PCSK9 inhibitor, can be dangerous. The Safe Step Act of 2023 would make 
reasonable modifications to step therapy protocols, including requiring that health plans establish an exception 
to medication step-therapy protocol in certain cases, such as if delaying an effective treatment would lead to 
irreversible consequences.

b.	 Pass the Improving Seniors’ Timely Access to Care Act provisions. Prior authorization (PA) is a process used 
by some health insurance companies that requires the review and approval of a specific procedure, service, or 
drug before it is prescribed. While meant to be a cost-saving measure, PA can have far-reaching effects, resulting 
in administrative burden for physician practices and delays in patient care.

According to a December 2022 American Medical Association (AMA) survey of physicians, one-third of the 
respondents reported that PA has led to a serious adverse event in their care, which may include hospitalization 
or experiencing a life-threatening event. Further, the physicians said PA led to delays in accessing necessary 
care (94%) and patients abandoning treatment (80%). A September 2023 article in Pediatric Cardiology found 
that the administrative burden of PA incurred by physicians ultimately didn’t benefit payors, patients, families, 
or medical professionals. Further, the authors found that PA protocols for the adult congenital and pediatric 
cardiology (ACPC) patient population were created “largely based on adult cardiology practice, which has 
created a system that unduly burdens ACPC patients and providers and, ultimately, jeopardizes patient care.”

The Improving Seniors’ Timely Access to Care Act would remove barriers to patients accessing necessary and timely 
care by establishing an electronic PA process, require HHS to establish a process for “real-time decisions” for items 
and services that are routinely approved, require Medicare Advantage plans to report to the Centers for Medicare and 
Medicaid Services on the extent of their use of PA and the rate of approvals or denials, and encourage plans to adopt 
PA programs that adhere to evidence-based medical guidelines in consultation with physicians.

c.	 Provide protections for patients from non-medical switching. Non-medical switching—a cost-containment 
strategy used by health insurance companies—occurs when insurers force patients to switch from their current 
medication to another drug for reasons unrelated to the patient’s health (e.g., eliminating coverage of certain 
medications, increasing patients’ out-of-pocket requirements). 

A 2018 survey of physicians’ perceptions of non-medical switching frequency and its impact on patients’ outcomes 
found that non-medical switching requests were common among specialist physicians, may lead to negative 
effects on patient care, and may involve greater health care utilization. Within cardiology, the study found that for 
antihypertensives, lipid-lowering agents, and anticoagulants/antiplatelets, there were 42%, 43.2%, and 50.6% of 
cardiologists, respectively, that reported frequent or very frequent non-medical switch requests.

I.

https://www.uhahealth.com/about-us/understanding-quality-measurement-agency-for-healthcare-insurance#:~:text=Utilization%20management%20(UM)%20is%20the,sometimes%20called%20%E2%80%9Cutilization%20review.%E2%80%9D
https://healthpolicytoday.org/2021/04/20/for-some-step-therapy-is-a-matter-of-death-or-life/
https://www.congress.gov/bill/118th-congress/house-bill/2630?s=1&r=16
https://www.ama-assn.org/practice-management/prior-authorization/1-3-doctors-has-seen-prior-auth-lead-serious-adverse-event
https://link.springer.com/article/10.1007/s00246-023-03255-1#Sec10
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7144249/#cit0012
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There are reasonable measures that can be put 
in place to protect patients from the harms of 
non-medical switching, such as those laid out in 
the Non-Medical Switching Position Statement 
from the Alliance for Patient Access. The 
Alliance’s principles include the following: stable 
patients should be able to keep their medication, 
patients and clinicians should receive prior notice 
about switches, and there should be a 
straightforward appeal process in place for 
clinicians and patients.

	 Expand Access to Telehealth Services. During the COVID-19 pandemic, telehealth service utilization increased 
significantly among both privately-insured patients and Medicare beneficiaries, demonstrating the contributions this 
service could make in improving access to care. For patients with several cardiovascular diseases, such as heart 
failure and atrial fibrillation, researchers observed progress in telemedicine during the COVID-19 pandemic in both 
monitoring patients’ health and engaging in certain decision-making, such as up-titrating the doses of different 
medication regimens. Researchers in a 2022 Circulation article concluded that telehealth is also useful for risk factor 
modification, medication adherence, and symptom monitoring in coronary artery disease and congestive heart failure. 

Despite the promise of telehealth interventions, there are limitations to their use, including reimbursement, digital 
literacy, and data security.

Recommendations: 

a.	 Pass the CONNECT for Health Act of 2023. Telehealth policies implemented during the COVID-19 public health 
emergency are set to expire at the end of 2024. When these policies expire, certain Medicare beneficiaries could 
lose access to care due to certain requirements, which may permit only beneficiaries who live in rural areas to 
receive telehealth services. The CONNECT for Health Act of 2023 (H.R. 4189/S. 2016) is a bipartisan bill that would 
permanently expand access to telehealth services, ensuring that Medicare beneficiaries can continue to receive 
essential care. Among the provisions, the bill would permanently remove geographic requirements for telehealth 
services, provide additional resources to the HHS Office of Inspector General for telehealth oversight, and ensure 
the inclusion of telehealth in measuring quality of care.

b.	 Bolster federal programs that support technological infrastructure. The ability to receive telehealth is 
dependent on the ability of communities to access high-speed internet and broadband infrastructure. SWHR 
supports federal action, such as the U.S. Department of Agriculture ReConnect Program, to invest in these 
capabilities so that people in rural and tribal communities have the same access to telehealth services.

	 Expand Insurance Programs to Ensure Access to Needed Health Coverage. There are many ways that insurance 
policies could better support women’s heart health across their lifespans. Some key strategies may include mandating 
comprehensive coverage for cardiovascular health to ensure that insurance plans cover essential services, such as 
preventive screenings, diagnostic tests, and necessary treatments; eliminating gender-based pricing disparities in 
health insurance premiums; investing in community-based health initiatives and outreach programs focused on heart 
health education, screenings, and early interventions; promoting insurance coverage for chronic disease management 
programs; and incentivizing insurance providers to cover preventive services, such as routine check-ups, blood 
pressure monitoring, and cholesterol screenings, without cost-sharing for patients.

	 Develop a Patient Navigation System to Embed into Value-Based Models. Navigating the complexities of health 
care, especially in the context of chronic conditions like heart disease, can be challenging for patients. For women, who 
often face underdiagnosis and undertreatment of heart conditions, a tailored patient navigation system could help guide 
them through the health care continuum, ensuring timely screenings, accurate diagnoses, and access to guideline-
recommended therapies. By embedding this system into a value-based model, health care providers are incentivized to 
prioritize quality outcomes and patient satisfaction, aligning their focus with the holistic and personalized care required 
for women’s heart health. Such an approach not only enhances the patient experience, but also contributes to improved 
overall health outcomes and a more efficient, cost-effective health care delivery system.

II.

III.

IV.

https://admin.allianceforpatientaccess.org/wp-content/uploads/2020/02/AfPA-Position-Statement-Non-Medical_Switching_July-2019.pdf
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2777779
https://jamanetwork.com/journals/jama/fullarticle/2788367
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9347362/
https://www.ahajournals.org/doi/10.1161/CIR.0000000000001107#F2
https://telehealth.hhs.gov/providers/telehealth-policy
https://www.schatz.senate.gov/imo/media/doc/connect_for_health_act_2023_summary1.pdf
https://www.usda.gov/broadband
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reduce the burden of heart disease and improve overall 
well-being. Research shows that an estimated 80% of 
cardiovascular disease cases may be preventable through 
addressing modifiable risk factors (e.g., diet, exercise, and 
tobacco and alcohol use). The importance of prevention is 
evident in studies like the Framingham Heart Study, a 
landmark research initiative that has significantly advanced 
our understanding of cardiovascular risk factors. The 
findings from this long-term study emphasize the impact of 
lifestyle choices on heart health and underscore the value 
of interventions to mitigate these risks. Through adopting a 
heart-healthy lifestyle, including regular movement and 
physical activity, a balanced diet, and avoidance of harmful 
habits, individuals can enhance their cardiovascular resilience and reduce the likelihood of developing heart-related complications. 
Prevention not only preserves the quality of life but also lessens the economic strain on health care systems by curbing the demand 
for costly cardiovascular-related interventions and treatments.

Recommendations: 

	 Develop Comprehensive Patient-Centered Approaches to Address Social Determinants and Root Causes of 
Heart Disease. Social determinants of health (SDOH), as defined by Healthy People 2030, are the conditions in 
the environments where people are born, live, learn, work, play, and worship that affect a wide range of health, 
functioning, and quality-of-life outcomes and risks. SDOH range from health care, grocery store, or transportation 
access to neighborhood and built environment and social and community context. 

As U.S. systems face the challenge of rising chronic diseases, including escalating health care expenses and other 
negative effects from chronic disease, such as presenteeism and absenteeism and increased risk of developing a 
mental health conditions, a proactive focus on Americans’ unique environments and centering efforts on wellness 
and prevention can mitigate the burden of medical issues across society. According to a recommendation statement 
from the U.S. Preventive Services Task Force, “Adults who adhere to national guidelines for a healthy diet and 
physical activity have lower cardiovascular morbidity and mortality than those who do not.”

a.	 Protect the Supplement Nutrition Assistance Program (SNAP). Nutrition and food insecurity are a challenge 
for millions of families across the United States. According to the U.S. Department of Agriculture, in 2022 12.8 
percent of U.S. households (17 million households) were food insecure at least some time during the year, 
including 5.1 percent (6.8 million households) that experienced “very low” food security, in which the food intake 
of some household members was reduced and normal eating patterns were disrupted. (There is not yet a good 
measure in the United States to know the levels of nutrition insecurity.) Research from the Center on Budget 
and Policy Priorities has shown that SNAP “reduces the overall prevalence of food insecurity by as much as 30 
percent, and is even more effective among the most vulnerable.” Ensuring the continuation of this program and 
adapting it, as appropriate, to meet the needs of the American people are important for providing food and 
nutrition security to those in need.

b.	 Support Community-Based Interventions that Involve Clinical and Community Integration. Collaborative 
efforts between health care professionals and community organizations can ensure not only a prevention-based 
approach to cardiovascular health, but it can also ensure that interventions are culturally sensitive, tailored to 
local demographics, and can effectively reach diverse populations. These interventions may involve establishing 
community health clinics or centers that offer accessible, comprehensive cardiovascular care, including 
screenings, risk assessments, and early intervention services; offering group exercise classes, nutritional 
counseling, and smoking cessation support; arranging mobile health clinics to reach underserved populations; 
hosting community health fairs; connecting patients to programs and support systems; or conducting educational 
campaigns and awareness programs to disseminate information about heart health, risk factors, and preventive 
measures.  

c.	 Integrate wellness principles into medical school curriculum. Medical education often places its focus in 
treating patients, with less emphasis on prevention, such as nutrition and physical activity. While this has slowly 
been changing, more needs to be done. By integrating wellness principles into medical education, future health 

I.

https://health.gov/healthypeople/priority-areas/social-determinants-health
https://www.nimh.nih.gov/health/publications/chronic-illness-mental-health
https://jamanetwork.com/journals/jama/fullarticle/2773280
https://www.usda.gov/sites/default/files/documents/usda-actions-nutrition-security.pdf
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care practitioners are better equipped to engage in patient-centered care, emphasize lifestyle interventions, 
and foster a proactive health care culture that prioritizes well-being and disease prevention. This approach also 
empowers health care professionals to address the root causes of health issues, promoting a paradigm shift 
towards a more preventive and patient-centric health care model.

d.	 Focus on Behavioral Health Change. The U.S. Preventive Services Task Force’s 2020 Recommendation 
Statement cited an evidence review concluding that behavioral counseling interventions have a moderate 
net benefit on cardiovascular disease risk in adults who are at increased risk for cardiovascular disease. The 
Task Force noted these interventions “usually combine counseling on a healthy diet and physical activity and 
are usually intensive, with multiple contacts that include either individual or group counseling sessions over 
extended periods” and can be delivered by a range of trained health professions, including nurses, registered 
dieticians, nutritionists, exercise specialists, and certain counselors trained in behavioral methods. The benefits 
of addressing the psychological aspects of heart health can lead to more sustainable lifestyle changes, improved 
treatment adherence, and better overall cardiovascular outcomes. 

https://jamanetwork.com/journals/jama/fullarticle/2773280
https://jamanetwork.com/journals/jama/fullarticle/2773280
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About SWHR 
The Society for Women’s Health Research (SWHR) is a national nonprofit and thought leader 
dedicated to advancing women’s health through science, policy, and education while 
promoting research on sex differences to optimize women’s health. Founded in 1990 by a group of physicians, medical researchers, 
and health advocates, SWHR is making women’s health mainstream by addressing unmet needs and research gaps in women’s 
health. Thanks to SWHR’s efforts, women are now routinely included in most major medical research studies and more scientists 
are considering sex as a biological variable in their research. Visit www.swhr.org for more information

http://www.swhr.org
http://swhr.org
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