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Coronary Artery Disease in Women – How different is it?
Coronary artery disease kills more women than all cancers combined, yet the clinical picture in women is different enough from men that the diagnosis can be missed or delayed. After menopause, mortality rates from CAD in women nearly equal those of men. Women are 10 years older than men, on average, when presenting with CAD, possibly due to delayed diagnosis or presentation. Differences in symptomatology between men and women are important to note. Compared with men, women's chest pain is more often associated with abdominal pain, dyspnea, nausea, and fatigue. More women than men with CAD have diabetes, hypertension, hypercholesterolemia, and a family history of CAD. Clinicians need to know how to assess the gender-specific pretest likelihood of CAD in women, starting with a careful review of the patient's chest pain history. Other risk factors, including smoking, abdominal obesity etc., should be taken into consideration. The diagnostic accuracy of exercise testing is much lower for women than men. Certain diagnostic tests, particularly exercise echocardiography and exercise thallium or sestamibi testing, offer more prognostic information than traditional exercise electrocardiographic studies without imaging. Mortality associated with interventional procedures -- such as angioplasty and coronary artery bypass grafting (CABG) -- is slightly higher in women, although long-term survival rates are similar for both sexes. Detection of CAD at an earlier stage in women may result in earlier referrals for CABG, with the benefit of lower associated mortality rates. Recent studies suggest that CAD in women is under diagnosed and under treated compared with CAD in men; Given the gender-based differences in evaluating and treating cardiac problems in women, it is important for the clinician to consider the benefits of risk-factor modification in women, accuracy of diagnostic tests as applied to women, treatment strategies, referral for invasive testing and outcomes of surgical intervention. 
The issues are discussed under the following headings highlighting the gender based differences
1. History, Clinical examination and risk assessments

· Clinical Assessment and Chest Pain History

· Cardiac Risk Factors including Cigarette Smoking

· Dyslipidemia patterns, Hypertension and Diabetes

· Family History, Obesity, Hormone Replacement Therapy

2. Choosing the Appropriate Diagnostic Tests
· Exercise Electrocardiography- its lower diagnostic accuracy
· Exercise Imaging Studies – Stress Thalium, Sistemibi

· Dipyridamole infusion imaging studies and Dobutamine challenge Echocardiography

· Promising New Diagnostic Technology – PET scan, 3D Coronary Cartography
3. Medical and revascularization treatments

· Gender based treatment strategies
· Revascularization procedures of choice
· CABG – out comes

4. Pitfalls due to gender differences in CAD 

· To ward off these pitfalls, the clinician first needs to be aware of the importance of gender, age, and chest pain characteristics as diagnostic tools for CAD, and then needs to understand the advantages, disadvantages, and accuracy of the available noninvasive tests. 

· Second, women with a high probability of operable disease referred for  angiography. 

· Third, while bypass grafting should be used carefully in women, it has benefits and should be considered in several subgroups of patients, particularly in women with severe CAD or congestive heart failure. 

· Finally, risk-factor modification needs to be undertaken aggressively with respect to smoking and possibly HRT. Until more definitive data emerge that point toward new ways to reduce risk, modification of other risk factors with diet and exercise is also appropriate. 
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