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Abstract
In the last decades, promotion of women’s health has become a growing field for
health professionals. Although global society has recognized the importance of
providing women with appropriate health services to maintain healthy families
and communities, women are still underserved in every segment of health
systems worldwide. The inequity in health services for women results from a lack
of knowledge, stigma, and social norms for women. This gender inequity exists in
every segment of the health system worldwide. In this paper, a review of online
global research on an important health issue for women has been conducted.
The findings indicate that women with cardiovascular disease are struggling
with gender inequity in health services throughout the world. Recommendations
for addressing this dilemma require more investment in research into women’s
health; empowering women to have a role in decision making, and in global
collaboration to replicate successful models and programs for women’s health.

his paper provides data about
women with cardiovascular disease
to emphasize inequity of treatment.
Cardiovascular disease accounts for
more than half of women’s deaths
globally. 1

illness, and disability. The aim of
this literature review is to introduce
examples of how pandemics, chronic
diseases, and physical disabilities are
related to one another, and how they
influence the nature of the health
services available and cultural reactions
towards women.

The definition of gender equality
states that the processes for decision
making and resource usage should
p r o v i d e t h e s a m e i n i t i a l l e ve l o f
opportunities and access for both male
and female patients. 2

The most visible areas in which
women face health disparities are due
to cultural norms, medical bias, and
health-policy ignorance. The awareness
of gender equity varies according to
countries and cultures.

Gender analysis of medical
investigations and procedures carried
out has been used to pinpoint and treat
health inequalities that have resulted
either from the different social norms
and roles of women and men, or from
the imbalanced authority in their
relationships and the effects of these
inequalities on their health. 3-4

Methods

Introduction

T

Gender inequity in social, economic,
and environmental circumstances has
led to huge disparities and inequalities
for health outcomes for both genders;
especially for women. Therefore,
making more effort to improve gender
equity and to reach for gender sensitivity
is a core principle for women’s health.
Women’s overall health is a result
of the interaction of multiple factors
that create a cycle of health, wellness,

This systemic review was conducted
using two search engines: Google
Scholar and Summon. The studies were
not limited to a specific country or race
because of the aim of attaining a global
view of women’s health issues with
respect to the health care services they
receive. There was random selection for
countries: random names of countries
from each region were used with the
key words until appropriate articles
were found. All publications included

were written in English and complied
with the inclusion criteria of original
research, studies, and meta-analyses
for cardiovascular diseases and gender
inequity.

Results
Studies of cardiovascular disease
in Finland and Brazil have shown
the disparity between women and
men; women being consistently under
diagnosed and undertreated compared
with men. 5-9 Women face difficulties in
getting the help they need to prevent
death from cardiovascular disease. 1,8,10
The causes have ranged from differences
in presenting symptoms to insufficient
care during hospitalization period after
surgery; where the death rate is high
for women. 8,11-14
Until recently, women were not
included in clinical trials, which led to
misdiagnosis and mistreatment of heart
disease in women. 9,15-16 For example,
a meta-analysis for clinical trials of
aspirin therapy to reduce the risks of
cardiovascular disease-related deaths
only included 20% female participants.
Such a percentage cannot establish
a strong dataset about the impact of
this medication on women. 17 Another
example is coronary artery bypass
graft surgery, with clinical trials for
this procedure excluding women. 18
M os t s y m p tom s of c a rdi o va sc u l a r
disease in women appear in advance
of hospitalization and chest pain. These
symptoms include edema, shortness of
breath, lightheadedness, dry cough, and
exhaustion. 10-13 Due to these variations
women are disadvantaged from the high
technological procedures for diagnosis
or treatment of cardiovascular disease.19
Although women are at higher
risk of developing heart disease than
men, there is still ignorance about the
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possibility of death from cardiovascular
disease; especially for young women,
due to the presence of estrogen. 13,2021
Estrogen inhibits the formation of
atherosclerosis and artery spasm,
causes vasodilation, and improves
endothelial function and so enhances
the functioning of blood vessels. 8,22-23
In Asia and Australia, the risk of dying
from cardiovascular disease is higher
for women; especially for smokers
and ex-smokers. 24 A study in Europe
indicated that women have a lower risk
of developing cardiovascular disease
but women who smoke have a higher
risk of disease than nonsmokers. 25
Death from cardiovascular disease in
women is linked to high concentrations
of triglyceride. 9,26 A study in Saudi
Arabia indicated that the prevalence
of cardiovascular disease is lower in
females than in males. 27 However, the
number of female participants in this
study was very small as compared
with the number of male participants,
which is more evidence of the lack of
research into women’s cardiovascular
health. There is some evidence for
gender bias and inequity in using
technological diagnostic methods and
surgical procedures for women who
have problems with heart disease. 6,8,28
Health services for women with
heart disease should address every
s e g m e n t o f h e a l t h a n d we l l b e i n g .
However, rehabilitation programs for
female patients with cardiovascular
disease in Iran are more effective than
for male patients. 29
Reproductive health faces significant
limitations in addressing women with
cardiac diseases; since contraceptives
may negatively impact reproductive
health. There is poor communication
between health care providers and
their female cardiovascular patients
regarding reproductive health concerns
and precautions. 12,30 More attention
in this area is needed to ensure that
the reproductive health needs of this
group of women do not affect their
cardiovascular health.
In Indonesia, there is a gender
behavior pattern that needs to be
addressed regarding the awareness and
prevention of cardiovascular disease.
Women are responsible for the health
of families and for maintaining the
household. Thus, they may not have
the time to take care of themselves. 30
Mental health is an important factor

in preventing heart disease. Japanese
women who have mental health
problems have a higher mortality rate
from stroke and coronary heart disease
than men.31-32 Women in Sweden showed
a strong link between stress and angina
(33). Moreover, American women who
suffer from stress have a higher risk
o f d e ve l o p i n g p s e u d o m y o c a r d i a l
infarction and coronary heart disease.3435
Therefore, maintaining accessible
and effective mental health services
for women is important to decrease the
risk and the burden of cardiovascular
d i s e a s e . 1 6 T h i s g l o b a l p e r s p e c t i ve
provides supporting evidence that
there is an urgent need to maximize
e f f o r t s t o p r e ve n t c a r d i o va s c u l a r
disease in women.

Discussion
Social and cultural norms create
various gender stereotypes for both
men and women. Health inequity for
women is the result of these stereotypes;
since it impacts women’s ability to
access health care services and shapes
the negative attitude of some health
care providers towards those women.
Collaborative work across health and
social care is the key factor to promote
women’s health and eliminate gender
inequity.

Barriers and Factors for Health
Inequity
This huge gap in treating women’s
health issues effectively is due in part to
lack of research and also to the absence
of policy to support gender-based
medicine and gender sensitivity. In
the 1970s, women were excluded from
clinical trials because it was claimed
that factors such as the menstrual cycle
and menopause would change the
response to the medicine. In addition,
the possibility of pregnancy would
increase the responsibilities of the
researchers. It was assumed that there
was no difference between men and
women in the responses to a drug and
any pathology it might cause, owing
to the lack of knowledge of female
physiology. 36-37
Another factor in the lack of genderbased research is that policy makers are
ignorant about the gender differences
between men and women, which lead
to different health needs; even though
several studies have indicated the need
for a more gender-based approach
to research and treatment. Existing
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plans to fund health care systems that
address the unique problems faced by
women seeking health services are not
effective and the poor health outcomes
for women subsequently impact the
SES for women. 19,38 Government should
support working women by creating
policies that support good health and
quality of life, such as appropriate
prenatal and dependent health-care
leave policies. 38 More women than men
live in poverty and women are more
likely to be unable to afford health care
or to get treatment. 7
However, the cardiovascular health
disparity in women is mainly due to
inadequate knowledge about women
and cardiovascular diseases. 39-40 In
addition, insufficient efforts are being
made to increase women’s awareness
of cardiovascular disease. 41-42

Recommendations
There is an urgent need to implement
more strategies and models to minimize
the gap in gender equity in health.
The Center for Disease Control and
P r e v e n t i o n h a s d e s i g n e d a We l l Integrated Screening and Evaluation
for Women Across the Nation
(WISEWOMEN) program for screening
and prevention. The program has been
shown to have a significant impact in
promoting the health of populations at
risk.43-44 Another successful model in the
US is Heart Truth, which uses social
media to reach women and increase
t h e i r a wa r e n e s s o f c a r d i o va s c u l a r
disease. 45 The search did not find
any successful models for promoting
w om en ’ s c a rdi ova s c u l a r h e a l t h i n
Africa or the Middle East.
The Institute of Gender and Health
in Canada has identified the national
health priorities through brainstorming
and interviewing sessions with the
public and professionals. Combining
these data with research reviews and
analysis methods will increase national
and international knowledge about the
impact of sex and gender on health and
ultimately influence policy, leading to
implementation of programs to address
gender inequity. 46
It is important that staff are
trained in gender sensitivity and that
institutes practice it. Appropriate
training should be initiated after
gender analysis guidelines have
b e e n u s e d t o e va l u a t e f o r g e n d e r
sensitivity. 4 More research into the
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genetic, physiological, and behavioral
differences between sexes and genders
is required. In addition, any research
should consider cultural differences
within different communities and
ethnicities. It is critically important
that governments should implement
policies that include more women in
decision making in health care systems
to minimize gender inequity. The media
and other organizations in society
should be encouraged to participate
in supporting women; especially
vulnerable groups of women who
suffer from cardiovascular disease.
In addition, vulnerable subgroups
such as the elderly, pregnant women,
teenagers, and those with low income
must be considered. Governments and
other organizations should recruit
more volunteers to engage the public
with these vulnerable groups, and
to eliminate the stigma and barriers
that prevent society from reaching out
to help. National and international
collaboration will be needed to initiate
these measures.

Limitations
I t wa s d i f f i c u l t t o f i n d s t u d i e s
carried out in a number of different
countries.

Conclusion
The inequity in health services
that women face globally is directly
linked with the knowledge and
understanding of sex and gender by
health professionals, governments,
and society. Women are always at risk
as they live under different types of
inequity, even in the most developed
countries. The lack of effort towards
empowerment and limited knowledge
of women’s needs have a strong impact
on current levels of health inequity. For
society to be healthy, we must first have
healthy women, and therefore strong
global advocacy and collaboration is
needed.
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