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Learning

By the end of this session, participants will be able to:

1. Identify key sex-specific and pregnancy-related

objectives cardiovascular risk factors across the female life course,

including reproductive, perimenopausal, and postmenopausal

periods.

N

. Interpret adverse pregnancy outcomes as early indicators of

future cardiovascular disease risk.

w

. Implement evidence-based screening and risk-reduction

strategies within their practice, including cardiovascular risk
assessment, laboratory evaluation, and appropriate referral

~

. Apply a life-course and

equity-focused framework to

recognize populations at increased risk and incor|
prevention counseling into routine care.
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Heart disease kills
e more women tha
Every seconds,
cardiovascular disease, which includes heart -
attack and stroke, claims the fifo of one woman, combined.
0 / 2 e ®
of heart disease can ba prevented women will die
through lifestyle change and 3 women from heart disease compared with
préeventive measures. have heart disease. 1 in 38 who die from 38! Cancer,
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Cardiovascular disease is an equal opportunity killer:
mortality trends in men and women.
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These mortality trends are seen mostly
in women 35-54 years of age, especially|
women of color, who are routinely going
unobserved for heart disease.
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AHA SCIENTIFIC STATEMENT

Cardiovascular Disease Risk Factors in Women: The
Impact of Race and Ethnicity: A Scientific Statement From
the American Heart Association

Laxmi S. Mehta, MD, FAHA, Chair (©), Gladys P. Velarde, MD, FAHA, Jennifer Lewey, MD,
MPH, Garima Sharma, MD, Rachel M. Bond, MD, Ana Navas-Acien, MD, PhD, Amanda M.
Fretts, MPH, PhD, Gayenell S. Magwood, PhD, RN, FAHA, Eugene Yang, MD, Roger S.
Blumenthal, MD, FAHA, Rachel-Maria Brown, MD, and Jennifer H. Mieres, MD, FAHA,
Vice Chair on behalf of the American Heart Association Cardiovascular Disease and
Stroke in Women and Underrepresented Populations Committee of the Council on
Clinical Cardiology; Council on Cardiovascular and Stroke Nursing; Council on
Hypertension; Council on Lifelong Congenital Heart Disease and Heart Health in the
ouncil on Lifestyle and Cardiometabolic Health; Council on Peripheral
Vascular Disease; and Stroke Council

MehtaLLs, Velarde GP, Lewey J, Sharma G, Bond RM, et a. Circulation. 2023 May 9,147(19):1471-1487.
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'Yentl syndrome' noted by
called to attention
the paradox of adverse outcomes of
women with IHD when treated as
' & the under-diagnosis and
under-treatment of women.?
Despite the slight majority of female medical
students & IM residents, women are under-
represented in cardiology.
Public awareness and education of women
and health care clinicians continues to lag,
Women are under-represented in clinical with awareness in compared
trials with at best in CAD to in the community and only
and CHF trials.

medica ch &
management has ignored the needs of
women aside from the breast and
reproductive health.!

and
feeling well-prepared to assess CVD risk in
women.34
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The most common symptom of a heart attack for both men and
women is chest pain, but women may experience less obvious and
more associated warning signs.

Nausea or vomiting Nausea or vomiting
The use of “atypical” is no J
n law, neck or upper
longer suggested as it may lead Jaw, neck or back pain back pain
to delays in diagnosis.
Chest pain, but not always
To diminish ambiguity, use Squeezing chest

“cardiac”, “possibly cardiac”, and PIELEE TGl E’hai!';'\?;f;essur:;:nm
“non-cardiac” to describe the E
suspected cause of chest pain. Shortness of breath Shortness of breath

Fainting, Indigestion
and/or Extreme Fatigue

Source:CardioSmart American Callege of Crclology.
(Gulai M, et . Circulation. 2021 Nov 30;144(22):e368-e454.
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Objective of Anti-Anginal Strategies:
Male-Pattern Model

Reduce Ischemia & Relieve Symptoms

@

Obstructive

Increased
Normal Plaque plaque

Exertional
angina

.
Noninvasive tests: Noninvasive tests:
\ normal 7 4 \ abnormal )

Gibbons ACC/AHA 2002 guidelines., www.acc.org/clinical/ guidelines/stable /stable.pl.. Abrams NE M 2005

in'pathophysiology.

Coronary Ang atients with Chest Pain
Women are more i ‘minor o no obstruction
Diffuse atheroscl Obstructive atherosclerosis
Most often soen in younger Mast often seen in men and
wormen with IHO. oider women
Female-Pattern cellulif Male-Pattern beer belly
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Johnson BD Eur Heart J. 2006 Jun:27(12]:1408-15
Gulali M. Archintem M 60 2009; 843-850




A changing philosophy is required to understand the different
pathophysiology of ischemic heart disease (IHD) in women.

Autoimmune Symptomatic
diseases manifestations

|
\

Hyperension

Obesiy o 1

Hypelipidenia

« post-menopause
« hypoestrogenemia
- PCOS.

« visceral obesity

Normal artery & Subelinical Obstructive
abrormal athersclerosis cAD
microvascular
vascular function

Normal artery &
vascular function

Clinical

Preclinical
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Progressive manifestations of ischemic heart disease

Lesloe J. Shaw et al. JACC 2009;54:1561-1575
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A changing philosophy is required to improve out of IHD in 1,
especially women of reproductive age ideally before the onset of
conventional cardiometabolic risk factors.

Autoimmune Symptomatic
diseases manifestations

Hyperension

sty [ 1

Hypeipidemia

« postmenopause
« hypoestrogenemia
Ay

COs
« visceral obesity

Normal artery & Normal artery & Subclinical Obsiructive
vascular function abnormal athersclerosis )
microvascular

vaseular function

Pre-clinical

Progressive manifestations of ischemic heart disease

Lesleo J. Shaw_
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cross the Life Course

S— ﬁ”

Bushnell ot ol AHA 2073; Rexrode et ol Lancet Neurch 2021

Later
High burden of
multimorbidity
\vasomotor symptoms; ‘endothelial dysfunction, including coronary
PCOS; menarche; caregiver burden. and increased risk of disease, heart failure,
migraine atherosclerotic AFIB and HTNy; frailty;
cardiovascular disease, under-referral to rehab;
atrial fibriliation (AF1B) under treatment.
and heart failure.
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Unique Risk Factors Across the Life Course for CVD in Women

1
B Adverse Pregnancy Outcomes

Hypertensive Disorders of Pregnancy  Gestational Diabetes

'*‘

Placental Abruption E Preterm Delivery

A,

Q

Small for Gestational Age
Miscarriage

Account for ~20% of pregnancies

4/6/2026

1. Rajendran A, et al. Atherosclerosis [In Press]. 2023 2. Sharma G, et al. J Am Heart Assoc. 2020,9:e015569.

Pregnancy

Heart DiSease & Pregnancy

« Upto 4% of pregnanciesmay have cardiovascular complications,
despite,no known prior disease.

« In the US, CVD is the leading cause of death during pregnancy and

the postpartum period, responsible for 26.5% of all pregnancy-related
mortalities, with rates of mortality and morbidity highest among women of
color, and those with lower income [Black women, across all
sociodemographics, are 2-3X more likely to die]. This is despite being
largely preventable 80% of the time.

+ CV disease does not preclude pregnancy but poses T risk to bot® ? -
mother and fetus. =

I

Source: CDC
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Cardiovascular Change in Pregnancy

Parameter Percentage of Change
Intravascular Volume 40-45% T

Cardiac Output 40-50% T

Heart Rate 10-20% T

SVR 20% ¥ (as Tuterine blood flow)
Stroke Volume 30% T

Systolic BP >orl

Diastolic BP 20% ¥ at mid-pregnancy

02 Consumption 30-40% T

Venous Pressure in lower extremities T

4/6/2026
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Pregnancy & Heart Disease

« By the 32" week, maternal CO is approx 40% above the pre-pregnancy
level and stays at this level until birth.

* During Delivery, there is an additional 1 in HR and BP-> further 1 in CO as
much as 80% above the pre-pregnancy level.

« Often the first, but unequivocally the most important cardiac stress testa
woman has in her life.

17

Maternal Risk

« Risk of cardiac complications can be estimated by history, exam, imaging

« Risk Estimation using predictors
« CARPREG (CARdiac disease in PREGnancy) group
« ZAHARA (largely for congenital heart disease)
* ROPAC (Registry of Pregnancy AND Cardiac disease)
* Much of our risk estimation comes from the CARPREG group, with most
utilizing CARPREG 2 along with modified World Health Organization
(mWHO) to best risk stratify.

18



Critical periods

» Changes start from as early as - 5-6 weeks

« Max changes around -30-32 weeks ("

* Intrapartum period q/
+ Just after delivery \‘/
- Second week of puerperium ‘

HEART

Q

\ %
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Pregnancy Related Disorders & CVD Risk Association-

The Evidence to Date: Level of evidence based on Oxford classification.

+ GDM: Level 1A evidence as a RF for DM (>7X)

Type2DM HTN CVD Events

+ HDP: Level 1A evidence as RF for DM (1.8X) GDM = ND  1b

» HDP: Level 1A as RF for HTN (3.7X) Preeclampsia 1a 1a 1a

- Preeclampsia: Level 1A RF for CVD/Mortality (2X) | GHTN 1a b 1a
+ >>>risk with recurrent episodes or preterm preeclampsia Nerenberg Net o, CanadisnJourml of Cariology 2014,1-14,

St Wmrs e . 201 it 05305315

« GDM: Level 1B as a RF for CVD/Mortality (1.7X)

GO gestaiona dibtes melitus; RF- ik factor; HDP- hypertensive disoder of pregnancy.
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PretermDelivery (PTD) and
CVD Hospitalizations

N d s

+ Cohort|(N=47908):

Women who'delivered preterm (<37 weeks’
gestation)

[N=5992 (12.5%)] v&’Normal term birth at the same
period

« During a follow-up period of >10 years, patients
with PTD had higher rates of simple and complex
cardiovascular events and higher rates of total

related

oG 2035 001
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Preterm Delivery and CVD Risk: NHS Il

+ Women who deliver their first child preterm
(<37 weeks) experience a 40% increased risk
of CVD

+ Women with a very preterm first birth (<32
weeks) have double the risk; <25% of this
increased risk is explained by HTN,
hypercholesterolemia, DMII, Change in BMI
after pregnancy.

Pe00s

22

Maternal Health Matters
' TAKE HEALTH TO

ART

Source: CoC, 2622

Cardiomyopathy represents 45% of all pregnancy-related deaths betweel ks al
ayear postpartum.

23

+ Comprehensive @valuation within 6 weeks (including mental health screening)
« Contraception counseling

Long-Term:
« Transitions of care for closer and ongoing assessment, interconception optimization or
post-child bearing care
+ Cardiometabolic risk screening within 3 months postpartum for women with APOs, with repeat 6-
12 months postpartum after implementation of appropriate lifestyle interventions

HEART o s cor etz e e
Cho L, etal. J Am Coll Cardiol. 2020 May 26:75(20):2602-2618.
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of APOs that can 1 risk of future pregnancies and long-term CV healthis

important, especially if iand ged prior to the onset of conventional
risk factors.
HTN [a':} HD Stroke HF bM

: " oopizm- s m
Pre-eclampsia e oase o M40 3,
asagh o e
o e
Gestational HTN ey g

Gestational DM

Preterm Birth

‘Small for Gestational Age ‘ '

Davis MB, etal. J Am Coll Cardiol 2021; T7:AT63-4777. 25
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Clinical Cardiology Update

Topic Update

Weighing Adverse Pregnancy Outcomes
and Future Cardiovascular Risk

Rachel M.Bond, MD, FACC

“CVD prevention in
women needs an updated
approach — one that includes
standard screening for Bl Rachel M. Bood, MD, FACC.is aboard-certified  andlachusian at Dignity Health
[adverse pregnancy outcomes) Program, and
P intecests ¢
as early as possible.” g b
— Rachel M. Bond, MD, FACC the Women's Heart Health Program at Dgnity
—_— Heait Assistant Directorof Biversity, Equty,

conventio ometabolic risk factors.

[ ;?»h....ww.‘ \:,j/ @ \

Norma artery & Nowmal artery & Scbclinical fo—
wascular function sheormal theasclensis [

Ponstive €ormary ccamlelio
st il s, e v,

» post-mencpie

vascular funetion

Pre-clinical Clinical
Progressh ifestations of ischemic heart dis
Lesloo J. Shaw et al. JACC 2009;54:1561-1575
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Women with APOs like
preeclampsia are

2X aslkely to develop CVD and
4X as iely o experience
hypertension.

Autoimmone Symplomatic
masifesLations

A changing philosophy is required to improve outcomes in women,
especially women of reproductive age ideally before the onset of
conventional cardiometabolic risk factors.

‘Women with preeclampsia and
premature birth have a 8-10X
higher chance of death from CVD.

Ncamal artery & Subxinical Obstnxctive
vasculas funtion athessclennis D
Pre-clinical Clinical
w—" diestations of ischemic heart dis

Adapled from Lesiee J. Shaw et al. JACC 2009:54:1561-1575
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Advancing
Maternal
Health:

Closing the Gapsin

Cardiovascular Care
P —

29

Perimenopause
Menopause

10



A changing philosophy is required to improve outcomes in women,
especially women of reproductive age ideally before the onset of
conventional cardiometabolic risk factors.

Women with APOs like Autienmane Symplomatic
preeclampsia are dicases manifestations

2X aslkely to develop CVD and
4X as iely o experience
hypertension.

Nl artery & Nommal arery & Subclinical

Otminctive
Women with preeclampeia and Vit e s Procois e
premature birth have a 8-10X microvascular
higher chance of death from CVD. vascular function

Preclinical Clinical

ischemic heart di
Adapld from Lesloe J. Shaw et a. JACG 200054:1561-1575
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ACC/AHA Risk Calculator is NOT Capturing Younger Women:
Atherosclerotic Cardiovascular Disease (ASCVD) Risk Calculator

Current Age ® * sex * Race *

Agem. ‘ - . -

Systolic - °

Total Cholesterol (mg/dts * HDL Cholesterol img/at) * LDL Cholesterol (mg/ats © ©

History of Diabetes? * Smoker: @ *

Yo I | = Il
On Hypertension Treatment? * Onastatin? @ © On Aspirin Therapy? @ ©
| e | ves | o
Gy, SM, et . 4 Am ot Cardil 2019 Jun 257 3

32

he ASCVDrisk in women?

' TAKE HEALTHTO
HEART
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ACC/AHA Guidelines:

Risk-Enhancers for ASCVD

Family history of premature ASCVD
Persistently elevated LDL-C =160 mg/dL
Chronic kidney disease

Metabolic syndrome

Conditions specific to women (e.g., gestational diabetes, preeclampsia,
premature menopause, post-menopausal state)

Inflammatory disease (generally more common in women)
Ethnicity (e.g., South-Asian ancestry)

Grundy, SM, et al. J Am Coll Carciol. 2018 Jun 25:73(24):3168-3205.

4/6/2026
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Premature/Early Menopause

Earlier age of K is istently iated with greater risks of stroke/TIA,
coronary heart disease (CHD), heart failure, CVD mortality, and all-cause mortality.

Women experience menopause at a median age of 50.0 years (interquartile range, 48.0—
53.0 years) .

However, 7.3% of women experience menopause between the ages of 40 and 45 (early
menopause) and 1.9% before the age of 40 (premature menopause).

Black women are more likely to experience menopause earlier than White or Hispanic
women, contributing to longer duration of menopausal symptoms and associated
(cardiovascular) risks.

35

Surgical Menopause: The Youngerthe Women, the Greater the Concern

c .
m Bilateral oophorectom

2 8 7245 S P v

o
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z 1

5

@ 0

o <35 35-39 40-44 245

AGE AT SURGICAL MENOPAUSE (YRS)
Rosenberg L, et al, Am J Obstet Gynecol, 1981;139:47-51
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Incidence of CVD: Relation to Menopause Status with 2-to 6-
times Higher Incidence in Postmenopausal Women

The Framingham Study

= Premenopausal

= Postmenopausal

Incidence of CVD
(per 1000 women)
© =2 N W A 0o N

<40 40-44 45-49 50-54

Age (years)

Kannel WB, et al. Ann Intern Med. 1976,85:447-52.
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ACC/AHA Guidelines:

Risk-Enhancers for ASCVD

Family history of premature ASCVD
Persistently elevated LDL-C =160 mg/dL
Chronic kidney disease

Metabolic syndrome

Conditions specific to women (e.g., gestational diabetes, preeclampsia
premature menopause, post-menopausal state)

Inflammatory disease (generally more common in women)
Ethnicity (e.g., South-Asian ancestry)

Grundy, SM, etal. J Am Coll Cardiol. 2

38

Cardioyasc lications of Menopause

CVD Risk Fa 5

TAKE HEALTH TO

HEART
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Change in Lipids After Menopause

- Total-C  Menopause HDL-C Menopause
é 110 i 110 i
g 10015;;;H£ 100{1 {{}{{ i
H % s} ! E i
R 2418126 0 6 24 18 12 6 0 6
o LDL-C Triglycerides .
£ 110 Tt 110 2. ]
s i ; ;
g 100] | bid 100 Py
2 i phit f §
5 90 90 I :
£ T !

24 -1 126 3 24 -8 126 0 6

Months Months

Jensen et al. Moturitas. 1990,12:321:331
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BP Rises After Menopause = 3X >Risk of HTN

Changes in SBP From Baseline to Follow-Up (Mean 5.2 y)
Women Controls

B Pre (n = 166)
W Peri (n = 44)
| Post (n =105)

Change From Baseline*
SBP (mm Hg)

*P<05; 1P = 07. iBaseline SBP: Pre = 121.4 1.3 mm Hg; Peri = 122.0 + 18R gy Post =126 -+ 1.7im Hg
Confrols were men matched by/age and BMI.
Staessen JALet al. J HumHypéitens. 1997;11:507-514

41

Postmenopausal Hypertension

Estrogenis a potentvasodilator
Relaxes vascularfsmooth muséle cells, by increasing nitric oxide

Studieshave shown that menopause t salt-sensitivity - to an 1 in BP

Loss of Estrogen = Renin-Angi in-Ald y activation
Increased number of Angiotensin 1 (AT1) receptors

Increased expression and activity of angiotensin-converting enzyme (ACE)

Reduced plasma renin levels

The combined effects of vascular stiffening, heightened salt sensitivity, and
RAAS overactivation after endogenous estrogen loss accelerate hypertension development, directly
increasing postmenopausal women'’s lifetime cardiovascular disease risk.
Opari s, Miller AP. J Clin Hypertension (Greenwich).2005; 7: 300-307.
Reckelhoff JF. Hypertension. 2005: 45: 170-174.
Nickenig G et al Ciculation. 1998; 97: 2197-2201

42

14



Vasomotor Symptoms

As a Risk Factor for Cardiovascular Disease.

X

. TAKE HEALTH TO
HEART
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More than 70% of women report vasomotor symptoms (VMS)
at some point during midlife.

44

A Dose-Depend ionship between Severity and
Freque Risk Factors
1. Women a e overall cardiovascular risk profile

a. increased id intima-media thickness, endothelial dysfunction, and arterial

calcification
3. Women with VMS have a 1 risk for the development of clinical CVD events
a. A large meta-analysis reported a 28% 1 risk of CVD after adjusting for traditional risk
factors
b. A prospective cohort study of 11,725 women (aged 45-50 years at baseline) reported
2-fold increased odds of CVD in women with frequent VMS relative to women
without symptoms Franco, Oh, et al. Maturas. 201591:357-361
Thirston R ot a. Obsor Gymacol 2012116753761
EA.etal. J Womens Hoath (Larchmi). 2016:25:1204-1205.

Herber-Gast, GC, et al. Menopause. 2014:21:855-360.
Mu, T, etal. PLoS One. 2016,11:60157417.

45
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Menopause, VMS & Cardiovascular Risk
Onset of VMS is important in CVD risk
Early-onset VMS: starts before or at menopause [HR ~1.38]

Late-onset VMS: beginning after menopause [HR ~1.69].

CVDriskthan

Severe VMS: HR ~2.11 for future CVD events,

Metabolic syndrome and other cardiometabolicrisk factors (e.g., hypertension, dyslipidemia, insulin
resistance, obesity) amplify vascular risk the greatest of all factors, creating the highest-risk phenof
These overlapping risks suggest that VMS may act both as a marker of underlying vascular vulnerability
and as a potential mediator of cardiovascular changes during the menopausal transition.

2, et o

.

aton syecr women. Meropause.
7IGME 0000000000001735
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Who is appropriate to consider for menopausal hormone
therapy (MHT)? What is the current data on risk/benefits?

"H..has your hot flush gone yet,
c..can we close the window
now?"

47

New research suggests that
women of color tend to
enter perimenopause
and menopause at earlier
ages than their White
peers, have longer
transition periods, and
experience more intense
hot flashes and vaginal
symptoms.

48

16



4/6/2026

Black women- who qualify based
on their risk profile- are almost 5X

less likely to be on hormone
replacement therapy than White
women, despite often experiencing
more severe symptoms.

This is due to racial disparities in
healthcare access, provider biases,
and lack of research focused on how

menopause affects Black women
specifically.

istical Update Fact Sheet

@he Washington Post

The FDA finally corrects
its error on menopause
hormone therapy

Nov 19,2025 | Leana S. Wen

50

The FDA i"s‘»?ta"fting action on hormone
replacement therapy (HRT) by:

g Removing the “boxed warnings” from select
HRT products

ﬂ Approving a generic version of Premarin,
the first such approval in more than 30 years

a Approving the 3rd non-hormonal option for
hot flashes for women who can't use HRT ﬁ

51
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2018 AHA/ACC Guideline on the Management of
Blood Cholesterol: Primary Prevention

[ Class (strong). Benefit >>> Risk.
Class lla (Moderate). Benefit >> Risk.
Class Ib (Weak). Benefit = Risk.

£ 2 2 3
<5% 5% to <7.5% 27.5% to <20% 0°
“Low Risk” “Borderline Risk” “Intermediate Risk” “High Risk”
¥

Risk discussion:
Ifrisk enhancers present
then risk discussion
regarding moderate-
intensity statin therapy.

4/6/2026

If risk decision is uncertain: Consider measuring CAC in selected adults:
« CAC

+ CAC
« CAC

-99 favors statin (especially after age 55)
=100+ and/or 275" percentile, initiate statin therapy

ero (lower risk; consider no statin, unless diabetes, family history of premature CHD, or cigarette smoking are present)

Grundy SM et al. Circulation. 2019;139:01082-¢1143.

52

s

g MHT and MHT risk assessment.

to
MHT is approprlate for treatmsnt of VMS in women who are otherwise healthy at the time of menopause, within 10 y of
menopause, and under age 60 y. However, the decision to prescribe MHT should still consider a woman'’s individual CVD risk
factors and employ a shared decision-making approach.

<10 year from final menstrual cycle, <60 years old, and bothersome vasomotor symptoms

Contraindications to systemic HT:

ASCVD risk factors

. Hyperlpidemia . Cigarette smoking Coronary heart disease, stroke, TIA
o Hypertensior + Coronary calcfication (moderate | g gas or endometial cancer
+ Disbetes fisk: CAC 1-99; high risk: CAC e o
+ Famiy history of premature VD >100) story of pulmonary embolus, venous
ily history of pr ) rombosis or clotting disord
in firs-degree relative (men <55 « History of preeciampsia 08 oot choome
or wor ) - bleeding

. y kg isease (e..
+ Physical inactivity lupus, theumatoid arthrits)

PLyCEOE T s

ASCVD risk 5-10% or ASCVD risk
<5% but >2 CVD risk factors

OKelly AC, et al. Circ Res 2022;130 (4):652-672.

53

osition Statement

Appropriate dose, duration

and route of administration

For appropriate symptoms based
on an individual women

The 2017 Hormor
The 2022 Homone Therapy Poston Stateof s NAMS. Meropuse: The Joura ofThe NAMS, 2022 Vol 2. 7. p. T67-754

54
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Moderate-to-severe hot ﬂashes andlor night sweats?
(and i response to

.

Interested in HT and free of breast cancer, endometrial cancer,
DVT/PE, CHD, stroke/TIA, and other contraindications to HT?

- Yes
E‘ § 5 [(Assess cvD risk and time since menopause onset
£
B2, 8 Years Since Menopause Onset r non-hormonal
g88|5c therapy: paroxetine mesylate,
B2E(Z: E 6to10 >10 other SSRUSNRIs,
52 fé, %i Low(<5%) Avoid HT gabapentin
; 8 § ié — e eR NK1 and NK3
E8EIZ< St t0r (choo: (choose Avoid HT
£loF (wwion
5%5(8% transdormal)  transdarmal)
285°8
; g § I High (>10%) Avoid HT Avoid HT Avoid HT
258
Bue
H3

DECISION ABOUT DURATION OF USE: continued moderate-to-severe symptoms;
patient preference; weigh baseline risks of breast cancer, CVD, and osteoporasis.

‘Adapled from Manson JE, et al. Menopause 2014 and Manson JE, Bassuk SS, Harrison's 2011

4/6/2026
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Bondetal Superwoman Scherma and Matornal Health

BIOLOGY OF THE SUPERWOMAN SCHEMA

eatire. £ inflammation | [ weands |

[

oo metabolc
Condtons

bert .
‘Adepted from Woods iscombe CL.
—— — Superwoman schema (5]
COGNITIVE + CARDIOVASCULAR HEALTH

Figuro. Blology of the superwoman schoma.
HE

N dapted from Woods-

Giscombe. Copyright © 2010, Sage Publcations.

' TAKE HEALTHTO
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The Perimenop nopause “Sandwich” Generation
&T g ,

Transitioning to a Life
Course Approach:
AHA's Life's Essential 8™

4
Perimenopau: ; L
Perimenopausal/l i : s
“Sandwich” Population 7 0
(Caring for Children & Aging Parents) wmnmg

Improwing end mai
corboemaorstifor gl apes

Ay indidallond,Waitc Agpreach o Tresting Mypertersien

., Purewal, V., Cameron, N. et . Hypertension in Women Across the Life
Cycle: Unique Aspects and Challenges. Curr Hypertens Rep 28, 14 (026).

57
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2025 AHA/ACC/AANP/AAPA/ABC/ACCP/ACPM/
AGS/AMA/ASPC/NMA/PCNA/SGIM
Guideline for the Prevention, Detection, Evaluation and
Management of High Blood Pressure in Adults

Important as BP is the most common modifiable risk factor
which impacts women across all life stages.

58

Definition and Classification of Blood Pressure 0

Blood Pressure Category sBP DBP
m RECOMMENDATIONS
Normal <120 mmHg and <80 mmHg

In adults, BP should be
categorized as normal,
elevated, or stage 1 or
stage 2 hypertension

to prevent and treat
high BP.

Elevated 120to 129 mmHg and <80 mmHg

Hypertension

Stage 1 Hypertension 130t0139mmHg  or 800 89 mmHg

Stage 2 Hypertension 2140 mmHg or 290 mmHg

amercan
RisCation Jones, ‘
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Proteinuria Other Criteria

Any of the following:

* Thrombocytopenia (platelet count

Either of the followi Any of the following: <1006

* SBP>140 mmHg AND/OR * 2300mg per 24 h urine 9
DBP290 mmHg on 2 e + Reduced kidney function (serum
A e e 20 creatinine>1.1 mg/dL or 2x baseline
e (1 G « Protein/creatinine ratio creatinine)
with previously normal BP. 203 * Impaired liver function (transaminases
+ SBP 2160 mmHg OR DBP * Dipstick reading of 2+ (if >2x ULN)
110 mmHg (confirmed other quantitative o QT CmD
over 15 min) methods not available)
+ New-onset headache unresponsive to
medication OR visual symptoms
o8P, pressure; S8, systolic blood pressure; and ULN, upper limit of normal.
Azmeen

RisCation Jones, 0 (025,20 : B/ACPMIAGS AMA/ASPCINMAPCV
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Best Practices for Accurate
In-Office and Self-Monitored Blood Pressure Measurement

RECOMMENDATIONS

When diagnosing and
managing high BP in adults,
standardized methods are
recommended for the
accurate measurement and
documentation of in-office

Avoid caffeine, exercise,
and smoking for at least
30 minutes before.

Use a BP device that has been
validated for accuracy (validatebp.org).

Use the correct cuff size

y on a bare arm.
The patient’s arm

should be supported
at heart level.

Take 2 or more BP
measurements at
least 1-minute apart.

Patient should be
relaxed, sitting in a chair
(feet fiat, legs uncrossed,
and back supported) for
atleast 5 minutes.

When measuring in-office BP.
in adults, it is reasonable to

BP measurement should 2a use the oscillometric method
be done in a temperature- with an automated device
Neither patient nor
clinician should talk oncliedroony over the auscultatory
during the rest or method.

measurement. No use of
phones

Abbreviation: BP indicates blood pressure.

Riaton 1
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Hypertension Causes, from Lifestyle to Genetics

Dietary Intake Factors Non-Dietary Factors

Higher sodium intake * Genetics variants

\3%

Lower potassium
intake

Overweight/obesity

Lower physical
Lower calcium/ activity/fitness
magnesium intake Sleep disturbances

A=
Lower diet quality (related to duration, \‘t{t/‘

(lower intake of fruits/ quality, regularity
vegetables, plant and/or disordered
proteins, fiber) breathing)
+ Alcohol intake * Psychosocial
stressors N/
* Air pollution

amercan
RisCation n 1. (20251, 2025 AH/ACC/AAN
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Exercise and Stress

Alcohol

WITHOUT HTN

WITH OR WITHOUT HTN

—
Sy

i

i <

Class 2a

Y

it Class 2b
Salt substitutes Wil
K+ based (i.e., meditation,
- yoga)

*Monitor potassium in those at risk for hyperkalemia

amercan
RisCation

3 DASH, Dietary Kg, kilograms; and HTN, hyperts
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Initial Medication Selection for Treatment of Primary HTN

RECOMMENDATIONS

- e B e e T

dihydropyridine CCBs, and ACE or ARB are recommended as first-line therapy to prevent CVD.

Thiazide
type
diuretic

Long acting.
DHP-CCB

e’

jiations: ACEi indicate
Blocker; CVD, cardiovascular disease; and LA DHP-CCB, Diydropyridine Calcium Channel Blocker.

Riaton

Detection, valationsnd Managemertof High oo Prssurein Aduts
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Hypertension and Pregnancy

Individuals with hypertension who are planning a pregnancy or

Pregnant individuals
become pregnant

Should not be treated
with atenolol, ACEi,

ARBs, direct renin
inhibitors,
nitroprusside, or MRAs
to avoid fetal harm

ACE
BP, diastol HIN,

treatment.

Z Be More Q
= Active = Tobacco

et Healthy
= Sleep

Control
holesterol

Manage
Blood Sugar

Lloyd-Jones DM, et al.Circulation. 2022146 104
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LE8- Protecting Heart Health in Midlife Women

[ Healthy Diet | [ Physical Activity | [ No Nicotine | [ Steep Health |
Onty ~40% ot A ot soora i e 2150 miwask redces 5P Sgheose 8% of i wonen sk Poo lep 1 HTN & cbsty g mercpause
[ Healthy Weight | [ Blood Pressure | [ Blood Lipids | [ Blood Glucose |

‘Gontral adposiy 1 postmercpaise TN prevalonce ~50% posimencpause LD ises, HDL drops afer meropatse  20-30% { TZDM sk after menopause.

LoycJos DM, o 1 Crcton 2022 145618-643. 6010 161/CIR00D0000000001078
Bk SR o Crodnton 2020422403 2425, 10 1611 000GOU000000912

4/6/2026
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Life-Course Prevention and Recovery in Women
A Holistic Approach to Women's Cardiovascular Health

Targets:
B9 BP: goal <130/80 mmHg (optimal <120/80 mmHg) o=
G Lipids: LDL reduction per risk; check lipoprotein(a);
optimal GDMT
9 Metabolic: optimize glycemic control and weight
management
?’ Lifestyle: DASH/Mediterranean diets; Physical
aclivity, sleep, stress =Q
Postpartum & perimenopause: home BP monitoring;
early follow-up & counseling
% Recovery: equitable rehab access, treat depression,
caregiver support

AHAVACC High Blood Pressure Guidefines. Hyperiension. Velume 82, Number 10.
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Life’s Essential 8 (LE8):
Holistic Preventig !

Optimization through o
AHA's Life's Essential 8 Trnsiionte
(Focusing on Health Factors ater Life

& Behaviors First)

. AHA'S b,
Clinician  Patient i Life's
Essential

Ensuring Health
Optimized First
Ensuring Health Optimized
First for Reduced Cardiovascular
Risk & Improved Quality of Life
in Later Years

rk for Women Across the Life Span.
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A Changing Paradigm in Risk Assessment

Cardiovascular Risk Assessment
+ ygertension - Preeclampsia - Earlymenarche
* Dysipidenia - Gestational hypestension - Premature menapause
Oiabetes Gestations dlabetes + Homone-based
Obesity Preterm delvery sontracestion
Smoking .
Sedentary Westyle age infans Autcimmane disorders
Famity bisory . - -
- Poor diet pregnancy loss conditons
+ Erwronments poliution + Dupression and other mental

heslth conditions

 Sacial Determinants of Health ) Cultural

3 I [ !

Race and Ethnicity Contribution

Figure 1. Cardiovascularriskfactors in women and the impact of race and ethicity contribution

Mehta LS, Velarde G, Lewey J, Sharma G, Bond RM, et al. Circulation. 2023 May 9;147(19):1471-1487.
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Summary & Take Home Message

Cardiovascular disease remains the leading cause of death in women, yet much of this burden is preventable.

Women'’s cardiovascular risk evolves across the life course, i by i risk factors, female-specifi

conditions, and female-predominant disorders.

Pregnancy acts as an early physiologic stress test and powerful signal of future cardiovascular risk often decades before
traditional risk factors.

The transition rep another critical inflection point, marked by rising
T A e e pressure.

Hypertension remalns the single greatest mod\f able risk Vactof for CVD in women, underscoring the importance of ear
detection,

YYounger women—particularly Non-| Hlspamc Black women—experience a disproportionate burden of cardiovas
morbidity and mortality, of structural inequities and social drivers of

Obtaining a comprehensive reproductive and obstetric history, along with cardiometabolic screening, sHould be a rou
of cardi ris

. Alif ion-focused i signals, tra and pef
care—can (ransform how we prevsnt and treat cardiovascular disease in women.
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tion Specialist

(A @ormacheiMBond

Thank you!
Questions?
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