Practice Guidelines
AHA Updates Guidelines on CVD Prevention in Women
LISA HAUK

Guideline source: American Heart Association
Evidence rating system used? Yes
Literature search described? Yes
Guideline developed by participants without relevant
financial ties to industry? No
Published source: Circulation, March 2011
Available at: http://circ.ahajournals.org/cgi/content/
full/123/11/1243

Coverage of guidelines from other organizations does not imply
endorsement by AFP or the AAFP.
A collection of Practice Guidelines published in AFP is available
at http://www.aafp.org/afp/practguide.

Cardiovascular disease (CVD) in women has health
and economic implications; therefore, continuing efforts
should be made to control risk factors and to provide
evidence-based treatment. The American Heart Association (AHA) first published guidelines about CVD in
women in 1999. Since then, the guidelines have evolved
based on continuing review of the literature. Major
changes addressed in the 2011 guidelines are that benefits and risks found in the clinical practice setting were
strongly considered, and recommendations were not
based solely on benefits found in the clinical research setting. The 2011 guidelines also now include information
on the cost-effectiveness of various preventive methods
and guideline implementation. Interventions that were
not recommended in previous guidelines because they
were not useful or effective, or because they could be
harmful (class III recommendations; Table 1), were not
changed because there was no new evidence.
Risk Assessment
The 2007 guidelines included a new algorithm for CVD
risk classification. It divided women into three categories:
• High risk, based on the presence of CVD, diabetes
mellitus, end-stage or chronic kidney disease, or 10-year
predicted risk of coronary heart disease greater than
20 percent
• At risk, based on the presence of at least one major

risk factor, metabolic syndrome, evidence of subclinical
vascular disease, or poor exercise tolerance on treadmill
testing
• Optimal risk, based on a Framingham risk score of
less than 10 percent, absence of major risk factors, and a
healthy lifestyle
Since publication of the 2007 guidelines, new evidence
was found to support the use of this risk classification
algorithm; therefore, the AHA continued to use this
approach for the 2011 guidelines (Figure 1), with several
modifications. One is the decision to address the concept of ideal cardiovascular health, which is defined as
the absence of CVD; presence of ideal total cholesterol
level, blood pressure, and fasting blood glucose level;

Table 1. Class III Interventions for the
Prevention of CVD in Women
Menopausal therapy
Hormone therapy and selective estrogen receptor
modulators should not be used for the primary or
secondary prevention of CVD
Antioxidant supplements
Antioxidant vitamin supplements (e.g., vitamin E,
vitamin C, beta carotene) should not be used for the
primary or secondary prevention of CVD
Folic acid*
Folic acid, with or without vitamin B6 and B12
supplementation, should not be used for the primary or
secondary prevention of CVD
Aspirin for myocardial infarction in women younger
than 65 years
Routine use of aspirin in healthy women younger than 65
years is not recommended to prevent myocardial infarction
NOTE: Class III interventions are not useful/effective and may be harmful.

CVD = cardiovascular disease.
*—Folic acid supplementation should be used in the childbearing
years to prevent neural tube defects.
Adapted from Mosca L, Benjamin EJ, Berra K, et al. Effectivenessbased guidelines for the prevention of cardiovascular disease in
women—2011 update: A guideline from the American Heart Association. Circulation. 2011;123(11):1245.
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Evaluation of CVD risk:
Medical history/family history/pregnancy complication history
Symptoms of CVD
Depression screening in women with CVD
Physical examination, including blood pressure, body mass
index, waist size
Laboratory tests, including fasting lipoprotein profile and
glucose level
Framingham risk assessment if no CVD or diabetes mellitus

Implement class I lifestyle
recommendations (for all):
Smoking cessation
DASH-like diet
Regular physical activity
Weight management

History of paroxysmal
atrial fibrillation?
Yes

Is woman at high risk of CVD (has at
least one of the following)?
Clinically established coronary heart disease
Cerebrovascular disease
Peripheral arterial disease
Abdominal aortic aneurysm
Diabetes
Chronic kidney disease
10-year predicted CVD risk ≥ 10 percent

Yes

No

Implement class I
recommendations:
Warfarin (Coumadin),
aspirin, or dabigatran
(Pradaxa)

No
Implement class I recommendations:
Blood pressure control
LDL cholesterol–lowering therapy if
≥ 190 mg per dL (4.92 mmol per L)

Recent cardiovascular event, procedure,
or congestive heart failure symptoms?

No
Yes

Refer to cardiac
rehabilitation

Implement class I recommendations:
Blood pressure control
LDL cholesterol–lowering therapy (goal
< 100 mg per dL [2.59 mmol per L])
Beta blocker
Angiotensin-converting enzyme
inhibitor/angiotensin receptor blocker

Consider class II recommendations:
Therapy for high levels of LDL
cholesterol, non-HDL cholesterol
(i.e., total cholesterol minus HDL),
and triglycerides, and/or for low levels
of HDL cholesterol in selected women
Aspirin

Consider class II recommendations:
LDL cholesterol–lowering therapy (goal < 70 mg
per dL [1.81 mmol per L] in very high-risk women)
Non-HDL cholesterol–lowering therapy (goal
< 130 mg per dL [3.37 mmol per L] in very
high-risk women with recent acute coronary
syndrome or multiple poorly controlled
cardiovascular risk factors)
Glycemic control in persons with diabetes
Aspirin/antiplatelet agents
Omega-3 fatty acids

Figure 1. Algorithm for cardiovascular disease (CVD) prevention in women. (DASH = dietary approaches to stop hypertension; HDL = high-density lipoprotein; LDL = low-density lipoprotein.)
Adapted from Mosca L, Benjamin EJ, Berra K, et al. Effectiveness-based guidelines for the prevention of cardiovascular disease in women—2011 update:
A guideline from the American Heart Association. Circulation. 2011;123(11):1246.

January 1, 2012

◆

Volume 85, Number 1

www.aafp.org/afp

American Family Physician 71

Practice Guidelines
and engagement in healthy behaviors (e.g., having a lean
body mass index, not smoking, participating in physical
activity). This ideal cardiovascular health is associated
with increased longevity, reduced risk of CVD, greater
quality of life, and lower Medicare costs in older age.
Other changes to the 2007 algorithm include addressing the availability of several 10-year risk equations for
predicting 10-year global CVD risk (e.g., updated Framingham risk profile, Reynolds risk score).
Recent clinical trial data suggest that statins are costeffective for the prevention of CVD. The Justification
for Use of Statins in Prevention, an Intervention Trial
Evaluating Rosuvastatin (JUPITER) trial also determined that statins were effective for reducing global
CVD risk. Other evidence supports focusing on longterm CVD risk, rather than only on 10-year coronary
heart disease risk.
The role of new CVD risk markers and imaging
modalities in risk assessment and determination of

appropriate preventive interventions is not well defined,
and more information is needed on the associated
benefits, risks, and costs. The AHA recommends that
these strategies be used only to refine risk estimates in
intermediate-risk patients, in whom there is uncertainty
about initiating pharmacotherapy. New risk factors that
have been associated with increased CVD risk in women
have been identified; however, their ability to screen for
CVD or to improve clinical outcomes is unknown. ■
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“I read it on the internet FamilyDoctor.org.”
Your patients research health and wellness
information online. Make sure they go
somewhere you both can trust.
FamilyDoctor.org features scientifically accurate health
information reviewed by family physicians.
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The redesigned site offers new features:
• A text-to-audio tool that allows users to
listen to content in English and Spanish
• Rehab exercise animations
• “Questions to ask your doctor”

