
Wird die koronare Herzkrankheit bei Männern und
Frauen unterschiedlich diagnostiziert und
behandelt?

Zusammenfassung. Es gibt geschlechtsspezifische
Unterschiede bezüglich der Bedeutung kardiovaskulärer
Risikofaktoren sowie bei Symptomen und bei der dia-
gnostischen Abklärung kardiovaskulärer Ereignisse. In der
täglichen Praxis basiert der unterschiedliche Zugang bei
beiden Geschlechtern auf geschlechtsspezifischen As-
sessment der Risikofaktoren. Ein umfassendes Risikoas-
sessment sollte bei Männern > 40 Jahren und bei Frauen
> 50 Jahren oder in der Postmenopause vorgenommen
werden. Diabetes und Hypertriglyceridämie erfordern eine
aggressive Therapie, besonders bei Frauen. Abhängig
vom Risikolevel sollte eine angemessene Therapie etab-
liert werden: Lebensstilberatung (Rauchen!), eine Thera-
pie der Dyslipidämien, antihypertensive Therapie und Dia-
beteskontrolle. Symptome einer Herzattacke werden von
Männern häufiger „klassisch“ beschrieben, während Frau-
en häufig unspezifische Symptome bieten, die eine ange-
messene medizinische Versorgung verzögern können.
Eine entsprechende Aufklärung der PatientInnen, beson-
ders junger Frauen ist erforderlich, um unnötigen Zeitver-
lust bei der Intervention akuter koronarer Syndrome zu
vermeiden. Bezüglich der Diagnostik gibt es geschlechts-
spezifische Unterschiede in der Spezifität und der Sensi-
tivität einiger nicht invasiver diagnostischer Tests, welche
berücksichtigt werden müssen.

Schlüsselwörter: Geschlechtsunterschiede, Be-
handlung, Diagnostik, Risikofaktoren, Koronare Herz-
krankheit.

Summary. There are gender-specific differences in
the significance of cardiovascular risk factors, as well as
in the symptoms and in the diagnostic approach of cardio-
vascular events. From the point of view of everyday clin-

ical practice, the differential approach toward both gen-
ders is based on gender-specific risk assessment. A glob-
al risk assessment should be carried out in males > 40
years of age and in females > 50 years or those who are
postmenopausal. Diabetes and hypertriglyceridemia re-
quire aggressive therapy particularly in women. Depend-
ing on level of risk appropriate therapy should be insti-
tuted: life style counseling (smoking!), therapy of dyslipi-
demias, antihypertensive therapy and diabetes control.
Symptoms of coronary attack are experienced by men
more often “classically”, whilst women commonly present
with unspecific symptoms, which may delay proper med-
ical care. Appropriate patient education is needed partic-
ularly in younger women to avoid unnecessary delay of
intervention in acute coronary syndromes. Regarding di-
agnostics, there are gender differences in the specificity
and sensitivity of some noninvasive diagnostic tests,
which should be taken into account.

Key words: Gender difference, treatment, diagnostic,
risk factors, coronary heart disease.

Introduction
Millions people die from coronary heart disease (CHD)
in the world every year. It is the leading cause of mortal-
ity in the developed countries. CHD affects both men and
women and the total CHD mortality is equally prevalent
in both genders. In general, risk factors for development
of CHD, diagnostics and treatment of CHD are similar in
men and women. However, biologically determined sex-
related differences certainly exist and they should be
taken into account with respect to prevention, diagnostic
evaluation, management, and secondary prevention of
this deadly disease in both men and women.

The high prevalence and incidence of coronary heart
disease (CHD) in men was always well known to cardi-
ologists and family physicians alike.

However, up until the 80s of the last century, there
was a widely held belief among the medical profession
that young and middle-aged women rarely suffer from
CHD. Thus, in general, there was a low level of alertness
for signs and symptoms indicating presence of coronary
heart disease in women. This situation was, and is aggra-
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vated by the fact that women themselves tend to under-
estimate the risk of CHD. A survey of female Stanford
University graduates with median age 50 years showed
that 73 % of respondents placed their risk at less than 1 %
by age of 70 years [1].

In the early 90s attention started to focus on issues
of women and heart disease. It was noticed that women
were less likely to be referred for diagnostic and thera-
peutic procedures [2, 3]. It was also ascertained that
younger women have higher rates of death during hospi-
talization after acute myocardial infarction (MI) com-
pared to men of the same age [4]. This could be a con-
sequence of the well documented fact that female sex is
an independent predictor of late arrival in the emergency
room for symptoms compatible with MI [5].

These and similar data led to the development of spe-
cial guidelines for the prevention and treatment of coro-
nary heart disease in women [6].

What is different and what action should be
taken?
Age. Men are affected mostly in their middle age while
women are more affected after the menopause. Therefore,
every middle aged man and every postmenopausal
woman should be assessed for existence of risk factors of
CHD.

Men are at greater risk for developing CHD than
women even in older age. Women are somewhat pro-
tected during their reproductive years, but they lose this
protection after the menopause, no matter whether it be
a natural or artificial one. Women with premature meno-
pause are at higher risk. Hormonal replacement therapy
(HRT) has no cardioprotective effect and may produce
harm. HRT should not be recommended to reduce CHD
risk [7].

Family history is particularly important in young in-
dividuals. Paternal history of early MI (before age of 60)
is associated with a greater risk of coronary heart disease
for both genders. Women with a maternal history of pre-
mature CHD are at even greater risk than those with a
paternal history [8]. A family history of myocardial in-
farction in first order relatives e. g. parents, siblings oc-
curring in men < 50 and women < 60 years of age is dou-
bling the risk of CHD.

Hypertension is identified as a major risk factor for
CHD. Contrary to earlier belief, women do not tolerate
effects of hypertension on cardiovascular and renal sys-
tem better than men. Men are less aware of their hyper-
tension, less likely to receive antihypertensive medica-
tion, less compliant, and they have poorer control of their
blood pressure. Therefore newly diagnosed hypertension
in men, particularly in younger men requires appropriate
education and encouragement to maintain the compliance
with the therapy [9].

Increased level of triglycerides and low levels of
HDL have a more ominous prognostic significance in
women [6]. The rise in CHD risk with increasing triglyc-
erides is much steeper in women than men [10]. Hyper-
trigliceridemia in women is often associated with diabe-
tes or use of contraceptive pills. Women are less likely to
be prescribed lipid-lowering medications including the

secondary prevention after a myocardial event. More at-
tention needs to be paid to women with lipid abnormali-
ties and lipid-lowering medication, preferably with sta-
tins, should be prescribed [6].

Diabetes is another co-morbid condition which is as-
sociated with a worse prognosis in women as compared
with men [11].

There is also some indication that cigarette smoking
may have a more deleterious impact in women [12].

The “apple” type obesity, in which the fat is distrib-
uted more on the upper body and around the waist, is
characteristic more for men, while so called “pear” type
with the fat distributed more around hips is characteris-
tic for women. The “apple” type obesity is associated
with a higher risk for cardiovascular disease than the
“pear” type in both sexes. Subjects with high waist cir-
cumference and “apple” appearance should raise a suspi-
cion and should be assessed for risk of metabolic syn-
drome and CVD [13].

Weight reduction and appropriate physical activity
should be advised. Women usually tend to have a more
sedentary lifestyle, so they should be encouraged to ac-
cumulate a minimum of 30 minutes of moderate physical
activity, e. g. brisk walking, on most days of the week.

The SCORE risk tables should be used for the glob-
al CHD risk assessment by gender, age, systolic blood
pressure, total cholesterol and smoking status. For Cen-
tral Europe the “high risk” version of these tables should
be used [14].

Clinical presentation. At the time of presentation,
women are usually 10 years older than men and have
more co-morbidities – diabetes, hypertension, dyslipide-
mia, heart failure, and unstable anginal patterns than their
male counterparts, which makes the management of the
problem more difficult.

Men experience more frequently the “classical”
symptoms of coronary attack. Women very often present
with a vague chest pain or discomfort in the neck, jaw,
stomach and back, or nausea (“equivalent angina”),
which may delay their seeking and receiving proper med-
ical care [15]. The general attitude of men and women
toward chest pain is different. Men are more likely to
seek for help when they are symptomatic, women are
more likely to wait (e. g. finish cooking first) before
seeking help. Education of women about the nature of
CHD and its symptoms may have a significant impact on
timely, proper diagnostic and treatment, and better out-
come of CHD.

Diagnostic tests and procedures. The misperception
of lower CHD probability may result in a limited num-
ber of diagnostic tests and procedures in women. Women,
who present to the emergency room with chest pain or
equivalent symptoms, should undergo the necessary di-
agnostic procedures.

Diagnostic tests and procedures are generally the
same for men and women. However, there are some dif-
ferences in the specificity and sensitivity of some nonin-
vasive tests, which should be taken into account. Stress
ECG testing has a lower specificity and sensitivity in
women than in men [16].

The accuracy of exercise thallium (Tl-201) in men is
higher than in women. These minor differences do not
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change the diagnostic and predictive value of currently
used diagnostic tests and it is highly recommended that
they be fully used in all clinically suspicious cases of
CHD.

Thus, from the point of view of every- day clinical
practice, the differential approach toward both genders is
based, first of all on risk assessment, and this is clearly
different in both genders. There is a need for high alert-
ness in suspected coronary events, particularly in young
women.

What is the “take home” message?
1. There are differences in symptoms, signs and signifi-

cance of CHD risk factors between genders. Appropri-
ate patient education is needed particularly in younger
women to avoid unnecessary delay of intervention in
acute coronary syndromes.

2. Diabetes and hypertriglyceridemia require aggressive
therapy particularly in women.

3. A global CHD risk assessment should be done in
males > 40 years of age and females > 50 or those who
are postmenopausal. Depending on level of risk appro-
priate therapy should be instituted: life-style counsel-
ing (smoking!), therapy of dyslipidemias, antihyper-
tensive therapy and diabetes control.

4. Aspirin 100 mg OD should be prescribed routinely in
older males and females if there is no contraindication.

5. In those with existing CHD ACE inhibitors and beta-
blockers should be an integral part of the therapeuti-
cal regimen in both sexes.
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