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P O S I T I O N  S T A T E M E N T

Primary Prevention of 
Cardiovascular Disease in Women

The National Association of Nurse Practitioners in Women’s Health (NPWH) affirms that women’s health 
nurse practitioners (WHNPs) and other advanced practice registered nurses (APRNs) who provide 
healthcare for women across the lifespan have a critical role in cardiovascular disease (CVD) risk screening 
and implementation of primary prevention strategies to improve the cardiovascular health of women. 
NPWH promotes a person-centered cardiovascular health approach based on currently recognized 
guidelines, appropriate use of risk assessment tools, attention to social determinants of health (SDOH), 
and shared decision making about best strategies to reduce CVD risk. A multidisciplinary health 
professional team-based approach has the potential to improve outcomes for ongoing CVD prevention, 
especially when an individual is determined to be at higher risk because of comorbidities or family 
history of premature CVD. NPWH asserts that SDOH-mediated inequities in cardiovascular care and 
outcomes must be addressed at all levels through changes in healthcare systems, health professional 
education, public health measures, and culturally competent team-based healthcare delivery.

Public awareness of CVD as the leading cause of death 
among women declined from 2009 (65%) to 2019 (44%).1 
The decline in awareness was most prominent among 
women aged 25 to 34 years, Hispanic and non-Hispanic 
Black women, and individuals with lower educational 
attainment.1 NPWH supports an escalation of efforts to 
inform the public about CVD among women through 
awareness campaigns. These campaigns should be 
culturally and linguistically appropriate and provided 
through venues that will reach those most in need of 
increased awareness.

 Women, gender-diverse individuals, and all socioeconomic, 
ethnic, and racial populations must be fully represented in 
research on which guidelines for prevention of CVD are 
based. Current knowledge should be widely disseminated 
and used in quality improvement initiatives to implement 
CVD prevention guidelines and evaluate outcomes at 
clinical and healthcare system levels. NPWH emphasizes 
that the women’s health expertise of WHNPs makes them 
critical partners and leaders in these research and quality 
improvement endeavors.

B AC KG R O U N D
Cardiovascular disease is the leading cause of morbidity 
and mortality for women in the United States and 
worldwide. In fact, more than 1 in 4 women (27.2%) in the 
US die from CVD.2 

While prevalence increases with age, it is significant that 11% 
of women have some form of CVD before they reach the age 
of 60 years.2 Traditional risk factors for CVD are well established 

and include family history, smoking, physical inactivity, 
unhealthy diet, hypertension, hyperlipidemia, diabetes, and 
obesity.3,4 Guidelines and recommendations are available 
to address evaluation and behavioral and pharmacologic 
management of several of these risk factors (Table).3,5–19

Social determinants of health influence cardiovascular 
health, CVD risks, and CVD outcomes.3,20–22 Structural 
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racism and discrimination, rejection, and victimization of 
individuals that have been marginalized because of racial, 
ethnic, sexual orientation, gender identity or other status 
are recognized as key drivers in SDOH adversities that result 
in inequities in healthcare and disparities in cardiovascular 
health.21 As well, adverse childhood experiences (eg, abuse, 

neglect, household dysfunction) and stress-related mental 
health conditions such as depression and posttraumatic 
stress disorder are associated with an increased long-term 
risk of CVD.23,24 Attention to SDOH, psychosocial stressors, 
and mental health are important components for reducing 
CVD risk and enhancing cardiovascular health.  

TA B L E .  �G uide line s  and re comme ndat ions for  evaluat ion  
and manage me nt of  C VD risk  fac tors

US Preventive Services Task Force recommendations5–11

•	 Behavioral counseling interventions to promote healthy diet and physical activity  
for CVD prevention in adults with cardiovascular risk factors

•	 Hypertension screening

•	 Screening for prediabetes and type 2 diabetes

•	 Weight loss to prevent obesity-related morbidity and mortality in adults: behavioral interventions

•	 Interventions for tobacco smoking cessation in adults, including pregnant persons

•	 Statin use for the primary prevention of CVD

•	 Aspirin use to prevent preeclampsia

American College of Cardiology/American Heart Association3,12–14

•	 2019 guideline on the primary prevention of CVD

•	 Updated recommendations for primary prevention of CVD in women 

•	 Guideline for the prevention, detection, evaluation, and management of high blood pressure in adults

•	 Guideline on the management of blood cholesterol

•	 American College of Cardiology: ASCVD risk estimator plus     
http://tools.acc.org/ASCVD-Risk-Estimator-Plus/#!/calculate/estimate/   

American College of Obstetricians and Gynecologists15,16

•	 Women’s Preventive Health Initiative recommendations for well-woman care

•	 Low-dose aspirin during pregnancy

Other17–19

•	 Obesity Society, Endocrine Society, and American Association of  
Clinical Endocrinologists guidelines for obesity management 

•	 Endocrine Society pharmacologic management of obesity guidelines 

•	 American Diabetes Association standards of care in diabetes

ASCVD, atherosclerotic cardiovascular disease; CVD, cardiovascular disease.
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An accurate estimate of CVD risk provides the starting 
point for risk reduction discussions.3,25 Quantitative risk 
assessment tools to estimate 10-year CVD risk for individuals 
age 40 to 75 years or lifetime risk for individuals age 20 
to 39 years are available online, as mobile applications, 
and within some electronic health record platforms.25 It 
is important to keep in mind that these risk assessment 
tools are population based and can under- or overestimate 
an individual’s risk. Shared decision making about risk 
reduction can be individualized based on risk estimate, 
personal preferences, and the presence of other CVD risks 
not included in the assessment tool.

Although more research is needed, studies are now 
elucidating critical evidence about CVD risk enhancers that 
are unique to biologic females. Risk enhancers extend to 
pregnancy-associated conditions and other health conditions 
with associated sex-hormone factors. These conditions 
are not currently included in available quantitative risk 
assessment tools. Studies are being conducted to determine 
if their inclusion would add benefit in predicting CVD risk 
in women.22,26 The 2019 ACC/AHA Guideline on the Primary 
Prevention of Cardiovascular Disease and 2018 Guideline on 
the Management of Blood Cholesterol include a history of 
pregnancy-associated conditions that increase CVD risk such 
as preeclampsia and a history of premature menopause 
(before age 40) as risk enhancers.3,14 The association 
between these conditions and increased risk for future 
CVD is hypothesized to be related to vascular endothelial 
dysfunction, an early marker of atherosclerosis.4,27,28 Further 
research is needed to understand how these conditions 
contribute to inflammatory changes with long-term effects 
on vascular endothelium and if there may be bidirectional 
associations.4,27,28 

All hypertensive disorders of pregnancy are associated 
with an increased risk of chronic hypertension as early as 
the first year after giving birth. A large meta-analysis found 
that after 10 to 15 years, individuals who had experienced 
preeclampsia had a 3.7-fold risk of hypertension, 2.2-fold 
risk of ischemic heart disease, and 1.8-fold risk of stroke.29 
Individuals with a history of gestational diabetes also are at 
an increased risk of future CVD. They have an up to 20-fold 
risk of type 2 diabetes, 2-fold increased risk of hypertension, 
2.8-fold risk of ischemic heart disease, and 2-fold increased 
risk of stroke.30 Other adverse pregnancy outcomes (APOs) 
that have been associated with an increased risk of CVD 
include preterm birth, pregnancy loss, intrauterine growth 
restriction, and placental abruption.12,21 	

Strategies for mitigating future CVD include identifying 
individuals who have experienced these associated 
APOs, encouraging lactation beyond 6 months for its 
cardioprotective effects, screening for other risk factors, 
lifestyle behavior counseling, ongoing monitoring, and 
implementing interventions to reduce risks for APOs in 
subsequent pregnancies.26,31,32 Growing evidence supports 
associations between cardiovascular health prior to 
pregnancy and APOs. As well, CVD is the major causative 
condition related to perinatal morbidity and mortality in 
the US.33 Guidelines and recommendations in the Table 
can be incorporated into wellness, prepregnancy care, and 
interpregnancy care to promote cardiovascular health.

Hormonal factors identified as risk enhancers for CVD 
include those which occur with polycystic ovary syndrome 
(PCOS), primary ovarian insufficiency (POI), and premature 
menopause. PCOS is the most common endocrine disorder 
among women of reproductive age, affecting 5% to 13% of 
the population.34 PCOS, particularly the hyperandrogenic 
phenotypes, is associated with several cardiometabolic 
comorbidities including obesity, dyslipidemia, elevated 
blood pressure, and prediabetes or type 2 diabetes.34,35 
Some studies have suggested that PCOS is associated 
with increased risk for CVD independent of traditional 
risk factors.36 Although further study is needed to 
determine causality, individuals with PCOS benefit from 
CVD risk screening with lifestyle management and 
pharmacotherapy to improve their metabolic profile and 
reduce CVD risk. Recommendations from international 
evidence-based guidelines specifically address CVD risk 
assessment components for individuals with PCOS.37

Premature menopause (natural, surgical, or treatment-
induced) is defined as permanent cessation of menses 
before age 40 years, and early menopause is defined 
as occurring between the ages of 40 and 45 years. POI 
describes the loss of ovarian function before age 40 
but with the potential for intermittent, transient return 
of hormone production and menstrual cycles.38 These 
conditions result in prolonged postmenopausal estrogen 
levels or estrogen deficiency in younger women and 
have been demonstrated to increase the risk for CVD.39,40 
Further research is needed to understand the mechanisms 
for the association of premature estrogen deficiency and 
CVD risk.39,40 Assessment of overall CVD risk should include 
recognition of this risk enhancer. Individuals experiencing 
premature menopause or POI benefit from education 
concerning their CVD risk, lifestyle modifications to 
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reduce this risk, potential consideration of preventive use 
of statins related to adjusted risk level, and use of estrogen 
replacement therapy.14,37 Estrogen replacement therapy is 
approved by the US Food and Drug Administration (FDA) 
for women with premature hypoestrogenism resulting 
from hypogonadism, bilateral oophorectomy (BO), or 
POI.31 Beyond the recognized health benefit of prevention 
of bone loss, observational studies have shown evidence 
of benefit in reducing the risk for heart disease, most 
especially for individuals with BO.37 It is recommended that 
estrogen be continued at least until the average age of 
menopause, which is approximately 52 years.37,40 

The menopause transition when it occurs normally in midlife 
represents a period of accelerated CVD risk. Changes in 
body mass index and fat distribution; acceleration of total 
and low-density-lipoprotein cholesterol levels; increase in 
systolic blood pressure; and a noted decrease in consistent 
physical activity and healthy diet all may increase CVD risk 
during the menopause transition.41 CVD risk assessment 
in this age group, counseling for heart-healthy lifestyles, 

and strategies to mitigate specifically identified risks are 
essential. Hormone therapy is not FDA approved for the 
prevention of CVD in women experiencing normally timed 
menopause. It is FDA approved for the management of 
moderate to severe menopause-related vasomotor and 
vulvovaginal symptoms and to prevent postmenopausal 
osteoporosis. The North American Menopause Society 
2022 hormone therapy position statement is a resource 
for guidance.37 

Data from studies on hormone therapy and CVD risk for 
cisgender women cannot be extrapolated to gender-
affirming hormone therapy for transgender women. 
One large study showed an increased risk for venous 
thromboembolism, myocardial infarction, and ischemic 
stroke in transgender women taking estrogen compared 
with cisgender men not taking any hormones.42 More 
study is needed in this area. Assessment for other CVD risks, 
discussion of individual risks and benefits, and ongoing 
monitoring should inform shared decision making.

I M P L I C AT I O N S  F O R  P R AC T I C E 
Women’s health nurse practitioners and other APRNs 
who provide women’s and gender-related healthcare 
have opportunities in any clinical setting to promote 
cardiovascular health, identify CVD risk factors, evaluate 
for and attend to SDOH adversely affecting cardiovascular 
care and outcomes, and use person-centered, shared 
decision making to choose strategies to reduce risk. 
They have an important leadership role in development, 

implementation, and outcome evaluation of initiatives for 
the use of evidence-based guidelines at the clinical and 
organizational level. Their collaboration with other primary 
care providers, nutritionists, mental and behavioral health 
professionals, and cardiology specialists allows for a team-
based approach to meet individual needs and enhance 
cardiovascular health outcomes.

N P W H  L E A D E R S H I P
NPWH will provide leadership to ensure:

•	 Continuing education programs and resources are 
available to support WHNPs and other APRNs who 
provide women’s and gender-related healthcare 
in person-centered CVD risk assessment and risk 
reduction.

•	 WHNP educational programs have access to 
evidence-based information on person-centered CVD 
risk assessment and risk reduction in women’s and 
gender-related healthcare that can be incorporated 
into curricula.

•	 Collaborative engagement with other organizations 
that supports campaigns to increase public awareness 
about CVD risk and CVD prevention in women.

•	 Advocacy for health policies that address SDOH 
influencing cardiovascular health.

•	 Research progresses to identify effective CVD risk 
screening and risk reduction strategies for women 
and gender-diverse individuals. 
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