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Abstract

Aim and objectives: To study the association between
emerging & sex specific risk factors and cardiac
mortality in women with IHD.

Materials & Methods: A cross sectional descriptive
study was conducted among 115 women of age more
than 18 years with signs and symptoms suggestive of
IHD and confirmed diagnosis of acute coronary
syndrome or IHD admitted in General Medicine and
Cardiology departments of MES Medical College during
January 1st,2021, to December 31st, 2021. Data was
entered in Microsoft excel and analysis was done using
SSPS software.

Results: A total of 115 women with IHD were enrolled
in the study, out of which 38.3% belonged to the age
group of 61-70 years. The mean age group was
62.6+_9.6.74.8 % presented with chest pain as their

primary complaint. Risk factors unique to women along
with emerging risk factors were also analysed and it was
identified that 87.8% had attained menopause, 16.5%
had history of oral contraceptive pills use, 47% had
depression, 62.6% had anxiety and 72.2 % had stress.
Cardiac mortality was associated with 36.5% and was
found in women who were more than 70 years of age
and in women who had ST elevation Myocardial
Infarction. Patients with STEMI had higher mortality
when compared to NSTEMI and this relation was
statistically significant (p value of 0.001). Other factors
like menopause, OCPs, depression, anxiety and stress
had no statistically significant relation with mortality.

Conclusion: OCP use, hormonal replacement therapy
and smoking were not identified as strong risk factors,
probably due to the characteristics of the study

population. Cardiac mortality was found to be higher in
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old females of age greater than 70 years and women with
STEMI had a poor outcome.Hence, the traditional
Framingham’s risk factors are still the most important
risk factors for IHD in women, even though emerging
risk factors like depression, anxiety, work related stress
and marital stress need to be assessed as the treatment of
all these conditions may have a significant impact on
reduction of morbidity associated with IHD.

Keywords: IHD, women, Traditional Framingham’s risk
factors, emerging risk Factors

Introduction

In both men and women, cardiovascular disease (CVD)
is the leading cause of morbidity and mortality in the
world, including India, with ischemic heart disease
accounting for the majority of cases (IHD). Women
continue to die from IHD at a higher rate than males,
with an estimated 5,15,000 women dying per Yyear,
despite the fact that both genders' mortality rates have
decreased. According to studies, the mortality rate from
CVD is rising among young women aged 35 to 541. Men
and women have different IHD prevalence, clinical
symptoms, and pathogenesis. Prior research indicates
that clinical IHD symptoms in women typically manifest
10 or more years after those in males, and that women
also experience longer hospital stays and more severe
disability. There are differences between the sexes in
terms of how patients and doctors recognise symptoms
as well as in how IHD patients respond to treatment.
According to a recent study, women are more likely than
men to die in hospitals from IHD, with the in-hospital
mortality rate for women being 16.7% and for males
being 11.5%.?

Despite the fact that both traditional Framingham risk
factors and novel risk factors can contribute to the

development of IHD in both sexes, some of these
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variables are exclusive to women, such as problems
associated to pregnancy and hormone imbalance after
menopause. Throughout their fourth and fifth decades,
more than 80% of women have one or more of the
classic cardiac risk factors such hypertension,
dyslipidemia, and diabetes®. Although the Framingham
Risk Score (FRS) has been used by doctors to determine
CVD risk, studies indicate that the FRS undervalues the
risk in women and labels 90% of them as low risk4. It's
possible that women are more likely than males to
experience the effects of non-traditional risk factors such
mental stress-induced ischemia, depression, and anxiety
on IHD. Increased incidence of IHD has been linked to
menopausal women's lower oestrogen levels 1. Despite
extensive research, the pathophysiological connection
between IHD and non-traditional risk factors in women
remains unclear. Thus, growing risk factors for IHD in
women, including metabolic syndrome, pregnancy-
related illnesses, sleep apnea, psychosocial factors like
melancholy and anxiety, poor socioeconomic status, job-
related stress, and marital stress, should be known to
health care professionals. It has been demonstrated that
risk variables specific to women, including as
menopause, oral contraceptive pill use, and hormone
replacement therapy, have significant effects on
determining the risk factors of IHD in women. Finding
the risk factors in women with IHD is crucial because
they frequently present to clinicians later than males and
with more unusual symptoms. The burden of acquiring
IHD in both sexes can be greatly decreased with
effective risk factor management. If any of the IHD risk
factors are present in women, the patient might be
closely followed up on to watch for the onset of IHD.

The correct diagnosis of IHD is crucial because early

treatment of IHD in women can lower the morbidity and N
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mortality linked to the condition, greatly lowering the
global death rate.

Cardiovascular clinical trials continue to enroll fewer
women than males, and the fundamental concerns about
prevention and treatment methods for heart disease in
women remain unsolved. ®. Due to industrialization,
urbanisation, and associated

lifestyle changes—

collectively referred to as the epidemiological
transition—the death rate from IHD is increasing in
India compared to western nations. Improved cardiac
event management and secondary preventive practises
can help prevent premature morbidity and mortality in
IHD-affected women. There is a dearth of high-quality
epidemiological data from India because the results of
earlier studies do not support the expected rise in IHD
incidence. Although the evidence is poor, India may be
on the eve of an explosive IHD epidemic, especially
among women. Therefore, this study is designed to
assess the clinical profile of IHD in Indian women and to
concentrate on traditional and new risk variables that are
especially relevant to Indian women.

Ischemic heart disease (IHD) is characterised by a
condition in which a section of the myocardium receives
insufficient blood flow and oxygen, which commonly
happens when there is an imbalance between myocardial
oxygen supply and demand6. The most frequent cause is
epicardial coronary artery atherosclerosis, which results
in localised blood flow decrease and insufficient
myocardial perfusion in the area of the artery implicated.
Whereas it was previously believed that men were more
likely to have IHD, research is now showing that women
can also have IHD. Even while women have lower rates
of structural coronary artery disease, it can be connected
to aberrant coronary reactivity, including microvascular

dysfunction, since they experience greater symptoms,
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ischemia, and deleterious consequences.” Although the
classic Framingham risk factors have a significant
impact on the rising prevalence of IHD in women,
emergent risk factors, such as psychosocial ones, need to
be looked into and controlled with equal priority in order
to reduce the incidence of IHD in women. IHD is the
leading sickness in the world in terms of mortality and
morbidity. Due to the widespread adoption of a western
diet and sedentary lifestyle, IHD has recently become the
major cause of mortality and morbidity, even in
emerging nations like India. IHD is a significant global
economic burden since it causes 7 million deaths and
129 million disability adjusted life years (DALYS), or
1.72% of the world's population.® IHD affects 15.5
million people in the US, and angina pectoris affects
roughly 3.4 million people under the age of 406. South
America has had the greatest number of rises in the
incidence of IHD, followed by the middle east and then
the far east. Because of effective acute phase therapies,
mortality has started to drop in wealthy nations. Due to
improvements in primary and secondary preventative
measures, the incidence has also decreased.

Around 60% of deaths in India are caused by non-
communicable diseases, with IHD topping the list. In
2015, IHD caused 26.9% of deaths with a medical
certificate. In a study conducted in 2017 by Khan et al, it
was determined that 1,197 out of every 100,000 people
had IHD.®

Women are more likely than men to have high blood
pressure, diabetes, and obesity when they present with
IHD, and they also tend to receive less aggressive
interventions and pharmacological treatment after an
episode of acute coronary syndrome®. Sex-specific

patterns of risk factors have become apparent throughout

the world. According to the Global Burden of Disease in - QQ
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2004, IHD was responsible for roughly 32% of all global
fatalities in women compared to 27% in men*t12, Almost
80% of middle-aged women in a research by Mokdad
A.H et al. had one or more conventional cardiac risk
factors®3, The 30-year death rates for people with 0 to 2
risk factors range from 1.5 to 9.1 (per 10,000), but the
IHD-based mortality increases with the number of
classic Framingham risk factors. 4. Clustering of risk
variables is common in post-menopausal women, and
this may be due to hormonally induced metabolic
abnormalities..

Just 5% of deaths were attributed to communicable
diseases, while roughly 25% of deaths were associated
with IHD, according to the PROFILE Research carried
out in Kerala®. Risk factors for IHD in the Framingham
study include high blood pressure, dyslipidemia,
smoking, diabetes, and obesity.

Other risk factors

a) Depression

The prognosis following a myocardial ischemia event,
which is believed to be caused by arrhythmogenic
mechanisms, is said to be severely affected by
depression. If it may be cited as an independent risk
factor’® is still up for dispute. Neither cognitive
behavioural therapy nor selective serotonin uptake
inhibitors improved post-myocardial infarction patient
mortality in the ENRICHD (Enhancing Recovery in
Coronary Heart Disease Patients) trial*’, nor did they
prevent repeat infarction.. According to the Nurses'
Health study'®, women with depressive symptoms were
more likely to be obese, smokers, and sedentary, and
their risk of cardiovascular events was also increased.
Higher sympathetic activation, greater basal heart rates,
and lower variability of heart rate may be the cause of

the increased risk of ventricular arrhythmias and sudden
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cardiac death in individuals with depression following an
acute coronary syndrome®®. Ventricular arrhythmias may
become more common as a result of depression
treatment. However, it was observed in a study by
Larrson PT? et al. that endothelial dysfunction was
caused by altered platelet function brought on by the
elevated serum levels of serotonin and adrenaline found
in depressed patients. Hence, treating depression can be
seen as addressing endothelial dysfunction and
decreased platelet function.

b) Anxiety and stress

Studies have shown that cardiovascular morbidity and
mortality are higher in women 50 years of age and
beyond, and are described as a hidden epidemic. When
compared to physical activity, worry, as well as mental
and emotional stress, is more likely to cause
cardiovascular disorders in women. Compared to men,
women are more likely to experience psychosocial
problems. Many studies have demonstrated that anxiety
spectrum  disorders  significantly  affect  the
etiopathogenesis and prognosis of IHD in females. Also
connected to the typical Framingham risk factors is
anxiety. Anxiety is a risk factor for the development of
hypertension in women 2122 and patients with anxiety
are frequently found to have hypercholesterolemia. Also,
it was shown that nearly two-thirds of women who had
myocardial infarction experienced high levels of anxiety,
with one-fourth of them having levels that were even
higher than those of patients who had other mental
illnesses. 2. After myocardial infarction, anxiety attacks
do happen, but they happen much more frequently in
women than in males. Even when there are no symptoms
of an anxiety attack, persons with a history of anxiety
disorder have increased adrenergic tone, which results in

greater heart rates, elevated levels of serum adrenaline,

o)
O

[

[}

«
(a9



Dr Mariyam Sherin V, et al. International Journal of Medical Sciences and Advanced Clinical Research (IJMACR)

cortisol, and growth hormone, as well as a modest
increase in noradrenaline?*. Anxiety and sudden cardiac
fatalities have been linked, according to a prospective
research among women 2°, As a result, anxiety can be
considered a separate risk factor for female
cardiovascular disease.

C) Hormonal imbalance, OCP use and menopause
Menopause is the lack of menstruation for a full year
following the last menstrual cycle, which causes an
oestrogen deficiency. Women who are 45 years of age
and older have hormonal dysregulation related to
menopause and related abdominal obesity, which puts
them at a high risk of developing IHD. Moreover, post-
menopausal women had high blood pressure and an
unfavourable lipid profile, both of which were linked to
cardiovascular disease 2. Several studies also found that
post-menopausal women with diabetes, hypertension,
dyslipidemia, a history of depression, anxiety, smoking,
and binge drinking had a greater chance of developing
IHD, necessitating ongoing monitoring by medical
professionals. The lipid profile also changes when
women enter menopause, with total cholesterol,
triglycerides, and LDL rising and HDL, particularly the
HDL2-C subfraction, falling?.

Several studies also found that post-menopausal women
with diabetes, hypertension, dyslipidemia, a history of
depression, anxiety, smoking, and binge drinking had a
greater chance of developing IHD, necessitating ongoing
monitoring by medical professionals. The lipid profile
also changes when women enter menopause, with total
cholesterol, triglycerides, and LDL rising and HDL,
particularly the HDL2-C subfraction, falling. The
existence of more comorbities in women than in men
may possibly contribute to the unusual symptoms. 53%

of women in the GUSTO 1I1B28 research received
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coronary angiography compared to 59% of males, and
women frequently had less serious coronary artery
blockage than men. Typical chest pain was linked to an
increased risk of cardiac mortality in people 65 years of
age or older, with a relative risk of 2.4 for men and 2.7
for women?®. Because of the unusual presentation and
the inability of angiography to detect coronary blockage,
the prognosis for IHD in women was worse compared to
males. Therefore this study aims to find out the
association between emerging and sex specific risk
factors and cardiac mortality in women with IHD
Materials And Methods

This study was conducted considering the research ethics
and obeying all the ethical regulations laid down by the
institutional ethical committee and had got approval
institutional ethics committee
(IEC/MES/38/2019 dt. 22/10/2019). Informed written

consent was obtained from the patients in English and

from the

regional language. Patients who were not willing to
comply were not forced to enroll in the study and were
not denied of any treatment. No additional expenses
were incurred from the patient as a part of the study.

This cross sectional study was conducted among all
female patients admitted in General Medicine and
Cardiology departments in MES Medical College and
Hospital during the study period from 1st January 2021
to 31st December 2021 with the diagnosis of IHD, ,
satisfying the inclusion criteria were considered as the
study population through convenient sampling
The  ACC/AHA/AATS/PCNA/SCAIISTS

Update of the Guideline for the Diagnosis and Treatment

Focused

of Patients with Stable Ischemic Heart Disease will be
utilised to diagnose IHD cases®. Women who haven't

had a monthly period in the past year are considered to

be menopausal®. The Depression Anxiety Stress Scores ¢
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(DASS21)% will be used to assess depression, anxiety,
and stress. All women of age more than 18 years with
signs and symptoms suggestive of IHD and confirmed
diagnosis of acute coronary syndrome or IHD admitted
in General Medicine and Cardiology departments during
the study period in MES Medical College were included
in the study.
Patients with known cardiac premorbidities like valvular
heart diseases, pericarditis, pericardial effusion,
congestive heart failure, aortic aneurysm, vascular
disorders, thromboembolic disorders, previous history of
cardiac surgery and those on pacemakers.,Patients with
connective tissue disorder,Pregnant women, Patients
with liver or renal disease, Patients with hypothyroidism
or hyperthyroidism and those who were not willing to
give informed consent to participate in study were
excluded. In a study by Mohan V et al.®, the prevalence
of hypertension as one of the risk factors for IHD in
Indian women is reported to be 17 %. Using the formula
Sample size =4pqg/d2 where p =prevalence=100-p, d
=precision (10)
Sample size =4x17x83/7x7= 115
Once a participant has been enrolled in the study, a
comprehensive clinical history will be obtained, and a
thorough examination will be performed. A full
hemogram, thyroid, liver, and renal function test, a urine
routine check, a chest X-ray, and an electrocardiogram
are all routine tests that will be performed.
) and

echocardiography tests that are performed as part of the

Cardiovascular ~ biomarker  (Troponin
work-up for IHD will be analysed for the study.
Collected data from the proforma was entered in
Microsoft Excel & further analysis was done using SPSS

(Statistical Package for Social Science) software.
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Statistical differences were measured using appropriate
parametric and non-parametric tests

Results

A total of 115 cases were included in this study.

Table 1: Distribution of Study Subjects According to
their Age Group (N=115)

Age i years Frequency Percent
=50 14 122
51-60 35 304
61-70 44 383
=70 22 19.1
Total 115 100

In this study, 38.3 % belongs to 61-70 years, 12.2 %
belongs to age group less than 50, 30.4 % to 50-60 years
and 19.1 % to more than 70 years.The mean age of
distribution was 62.6 = 9.6 and IQR was 56-69. Out of
the study participants, 98.3 % were married and 1.7 %
were unmarried.

87.8 % had attained menopause, 5.2 % had irregular
menstrual periods and 7 had regular menstrual periods.
Table 2: Distribution of Study Subjects According to
contraceptive use (N=115)

Contraceptive Use Frequency Percent
Nil 96 B35
oCP 19 16.5
Total 115 100

83.5 % did not give the history of OCP use. Rest 16.5 %
gave history of using contraceptives.
Table 3: Distribution of Study Subjects According to

presence of depression (N=115)

71
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Depression Frequency Percent
Normal 61 53
Mild 38 33
Moderate 14 122
Severe 2 1.7
Total 115 100

Fig 1. Distribution of Study Subjects According to

presence of anxiety

ANXIETY

Severe
3.5%

Moderate
18.3%

Mormal
37.4%

Mild
40.9%

Table 4: Distribution of Study Subjects According to

presence of stress (N=115)

Stress Frequency Percent
Normal 32 278
Mild 44 383
Moderate 33 287
Severe 5 43
Very severe 1 0.9
Total 115 100

Fig 2: Distribution of Study Subjects According to ECG

ECG

STEMI
9.6%

90.4%
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Table 5: Emerging and sex specific risk factors affecting

cardiac mortality

Mortality Total

MARITAL STATUS
Unmarried 0 0 2 27 2 1.7
Married 42 100 71 973 113 983 117 1 0.279
MENSTRUAL HISTORY
Regular menstrual periods 3 7.1 5 6.8 8 7
Irregular menstrual periods 3 7.1 3 4.1 6 5.2
Menopause 36 85.7 65 89 101 878 0.51 2 0.776

ORAL CONTRACEPTIVE USE
Nil 34 81 62 849 96 835
ocp 8 19 11 151 19 165 031 1 0.580

ANXIETY
Normal 16 38.1 27 37 43 374
Mild 17 40.5 30 411 47 409
Moderate 8 19 13 178 21 183
STRESS
Normal 9 214 23 315 32 2738
Mild 20 476 24 329 44 383
Moderate 11 26.2 22 30.1 33 287
Severe 2 4.8 3 4.1 5 4.3
ECG
STEMI 9 214 2 27 11 96
NSTEMI 33 78.6 71 97.3 104 90.4 10.77 1 0.001*

Test Applied: Chi
P value<0.05 statistically significant
Patients with STEMI had higher mortality when

square test

compared to NSTEMI and this relation was statistically
(p value 0.001). Other
menopause, OCPs, depression, anxiety and stress had no

significant factors like
statistically significant relation with mortality.
Discussion

IHD is a significant factor in the mortality of women
everywhere, including India. The unfavorable character
of IHD in women may be attributed to a delay in
diagnosis brought on by unusual presentations as well as
normal coronary angiography. The main risk factors for
IHD have historically been those associated with the
Framingham study, but new risk factors such depression,
anxiety, and stress, as well as the hormonal changes that
occur in women during menopause, contribute to the
burden of IHD in women. As a result, health care
systems need to be very watchful in recognising the risk
factors linked to IHD and offering all the tools necessary

to manage them with frequent follow-ups. Also, it is
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important to promote everyone's mental health in order
to maintain a stress-free environment and stop the
development of illnesses like IHD..

A cross-sectional study centred in hospitals was
undertaken between January 1, 2021, and December 31,
2022. A total of 115 patients with IHD were examined
while taking into account the inclusion and exclusion
criteria, and the data was analysed to determine some of
the emerging risk factors with a focus on psychosocial
risk factors, as well as to estimate the prevalence of
traditional Framingham risk factors.

Age group

The average age of the participants in this study was
62.6 9.6, and 38.3% of them were between the ages of
61 and 70, while 30.4% were between the ages of 50 and
60. About 12.2% of the population was under 50 years
old.. The INTERHEART?® experiment found that the
mean age for acute myocardial infarction was 53 years
old in South Asian nations, including India, and 63 years
old in Western nations. The majority of females with
IHD were found to be between the ages of 55 and 64 in a
study done in Kerala**, while the minority were found to
be between the ages of less than 35 and 35 to 44. This
matched the findings of the current study.

Psychosocial factors

In the present study, depression was prevalent in 46.9%
with 1.7% having severe depression and 33% having
mild depression.

Table 6: comparison of studies assessing the prevalence

of depression in women with IHD

First author and reference Country Prevalence of depressior
Shanmugasegaram $3° Canada 18.7%
Bante A% Southern Ethiopia 11.09%
Bhatt P ¥7 India 39.8%
Present study India 46.9%

©2023, IJIMACR

This study's observation was comparable to research
conducted in India. Because mental diseases have less
societal stigma today than they did in earlier research,
there may be a higher frequency. Anxiety was found to
be prevalent in 62.7% of people, with moderate anxiety
present in 18.3% and severe anxiety present in 3.5%.
The elevated frequency may be brought on by the
inclusion of more vulnerable older females.

The prevalence of stress in the present study was 72.2%,
while 38.3% had mild stress, 28.7% had moderate stress
and 4.3 % and 0.9% had severe and very severe stress,
respectively. Most of the women being married home
makers had marital stress. In a study conducted in
Kerala®, the prevalence of stress was noted to be 36%.
According to the Kuppuswamy scale®, the majority of
the patients in this study (61.7%) belonged to the upper
lower economic class, which was followed by the lower
middle (30.4%). In a research by Bettegowda S*°, 30%
of participants were from the upper middle class. Almost
50% of patients in a different study by Janati A** had
although Singh RB*

observed that the prevalence of CAD was higher in

poor socioeconomic level,

upper and medium class people than in lower class
people because traditional risk factors were more
prevalent in them. But in the present study, though most
of the women belonged to lower socioeconomic status,
prevalence of traditional risk factors was noted to be
high, which may be due to the lifestyle of women in
South India.

Risk Factors specific to women

In this study, 98.3% were married, and about 87.8% had
achieved menopause. This is consistent with the study by
Bettegowda S “° where 88% women with IHD had
achieved menopause. In a study by Dosi R et al.*3, it was

discovered that postmenopausal women had a higher
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prevalence of dyslipidaemia, which in turn raised the
risk of IHD. 83.4% of women with IHD had reached
menopause in a different study by Dave T. H. et al.*,
These studies all point to postmenopausal women having
a significant risk of IHD.Only 16.5 % of the participants
in this study used oral contraceptive pills and none had
the history of hormone replacement therapy. According
to a study by Al-Juhaishi AM et al. *°, 67.5% of IHD-
afflicted women used OCP. OCP enhanced the incidence
of IHD in women who were smokers, according to a
study by Vessely M et al.s. Most of the women in my
study had two to three children and regular cycles,
therefore most of them did not use OCPs.

It was found in the current study that the majority of the
mortalities in the study population were over the age of
70, and this was statistically significant. This was
consistent with the Sharma R et al. study*, which
discovered that elderly people had significantly higher
cardiovascular mortality than younger people. Given that
the majority of the research population was between the
ages of 61 and 70 and that those who lived had likewise
reached menopause, the relationship between menopause
and mortality was minor. The current investigation
found no statistically significant correlation between
standard Framingham risk variables and cardiac death.
Diabetes and hypertension, on the other hand, were
found to have a significant impact on IHD-related
mortality in the Million Death study“®, which was carried
out in India. It may be challenging to predict how these
risk factors may link to cardiac mortality given that the
majority of the women in our study who survived also
had these risk factors and were receiving treatment for
them. Also, none of the participants in the research had
liver or chronic kidney disease. In a study by Kiviméki

M et al.*, it was discovered that work-related stress had
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a significant association with cardiac mortality, while
psychosocial factors did not have a statistically
significant association with cardiac mortality. Although
stress was a significant risk factor for IHD in women in
this study, a statistically significant association with
cardiac mortality was not found because the majority of
the subjects did not have a job. This may also be because
people are more likely to seek medical attention for these
conditions now that the stigma surrounding psychiatric
ilinesses is slowly fading. OCP use and HRT were not
associated with cardiac mortality in the study's location,
where the majority of women do not get HRT. While
older women made up the majority of the study sample,
OCP use was less common.

It was discovered that women who experienced STEMI
had a statistically significant connection with cardiac
mortality. This might be the case because women
frequently view their symptoms as less serious than men
do, and they might not be getting to the emergency as
quickly. This resembled the research conducted by
Rodrguez-Padial L et al.*®where higher mortality rates
were found for women with STEMI and lower mortality
rates for women with NSTEMI. Mortality was observed
in 8.2% of patients with STEMI and just 1.8% of
individuals with NSTEMI in a research conducted in
Kerala by PP Mohanan et al.51. However, the majority
of the women in this study presented to the clinician
with NSTEMI, which may be related to the fact that
cardiac biomarkers like high sensitivity troponin helped
in the diagnosis of NSTEMI. This was in line with the
study by Sharma et al.>2, which found that NSTEMI was
more prevalent in women than STEMI when compared
to men.The study was not short of limitations as Sample

size is relatively small compared to other studies and the

present study is based on data from a single hospital but <+
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major one in the city.The study is cross-sectional in
design. Hence, follow up data on the disease course and
therapeutic outcomes were not assessed.

According to the study, we advise teaching women with
multiple comorbidities about their risk of getting IHD as
well as the key signs of IHD. To lessen the impact of
psychological risk factors linked to IHD, mental health
should be prioritised equally with medical assistance
provided to people in need. For a better illness
prediction, novel biomarkers like high-sensitivity CRP
and N-terminal pro-BNP should be used in addition to
the standard cardiac biomarkers like Troponin-I..
Conclusion

IHD was discovered to be more common in
postmenopausal women between the ages of 61 and 70.
Indicating their role in the development of IHD in
women, about three-fourths of the women with IHD
experienced stress, and more than half of them had
anxiety. Compared to anxiety and stress, depression was
less common in the study population. Smoking, OCP
usage, and hormonal replacement medication were not
recognised as significant risk factors, perhaps as a result
of the study population's features. Women with STEMI
fared poorly, and cardiac death was shown to be higher
in elderly females older than 70 years. Therefore, even
though emerging risk factors like depression, anxiety,
work-related stress, and marital stress need to be
evaluated as the treatment of all these conditions may
have a significant impact on reducing morbidity
associated with IHD, the traditional Framingham risk
factors are still the most important risk factors for IHD
in women.
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