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AN ABSTRACT OF THE PROJECT OF 
 
 
 
Nour Ahmad Said AbiZahr for Master of Science in Nursing 
     Major: Adult Care Track, Preventive 
Cardiology 
 
 
 
Title: “A Woman’s Heart” Guard It with Care to Save It 
 
Background: Cardiovascular disease is often thought of as “the men’s disease”. 
However, it is now known that the prevalence of heart disease becomes equal in men 
and women at older age. Moreover, mortality from heart disease is higher in women 
compared to men.In Lebanon, the Ministry of Public Health does not provide awareness 
campaigns regarding heart disease, as is the case for breast cancer and immunizations. 
The purpose of this project is to propose an awareness campaign about heart disease 
targeting Lebanese women.  
Method: The material that was developedfor the educational campaign includes: 1) a 
video of a woman experiencing a heart attack; 2) a poster that depicts the main 
manifestations of a heart attack; 3) and a brochure that includes risk factors for coronary 
artery disease, manifestations of a heart attack and what to do in case they occur, in 
addition to preventive measures that target middle aged women population. The 
motivational approach was used in the proposed educational materials in order to reduce 
fear and denial among women and teach them self-evaluation of their own symptoms of 
heart attack with the right steps to follow in order to save their lives. The material was 
based on the literature, done in consultation with a graphic designer and evaluated 
through feedback from lay people. 
Future steps: The educational material will be run by cardiologists to get their support. 
The campaign will be piloted by joining other groups committed to women’s issues or 
women’s health such as YADUNA, Ahluna, KAFA. The piloting of the campaign shall 
be done in a center after introducing the objectives. Then, posters will be displayed after 
taking permission, the video willbe played, and brochures will be distributed to women, 
followed by group discussions. Then, a survey later on would be distributed for 
evaluation.Other sites shall include private cardiology clinicsand obstetric gynecology 
services in hospitals. At a national level, the Ministry of Health, the Lebanese Red 
Cross and Lebanese Society of Cardiology will be contacted to plan the launching of the 
campaign nationwide. 
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CHAPTER I 

INTRODUCTION 

 

Cardiovascular disease is often thought of as “the men’s disease”. This belief 

was based on the perceived higher prevalence of heart disease noted among men than 

women. However, it is now known that the prevalence of heart disease becomes equal 

in men and women at older age. Moreover, mortality from heart disease is higher in 

women compared to men, due to the older age of occurrence and higher number of co-

morbidities in women with heart disease, among other factors (Mendls, 2011). 

 

A- Background and Significance 

 According to The World Health Organization’s (WHO) International 

Cardiovascular Disease Statistics (2011), 17.3 million people around the world passed 

away from cardiovascular diseases in 2008; 7.3 million died from heart attacks, of 

whom 3.3 million were women. The Women’s Heart Foundation in 2007 reported that 

267,000 American women die each year from heart attacks, which is six times more 

than those who die from breast cancer. This trend continues, as reported by the 

American Heart Association in 2013, where 1 in 30 deaths in women were attributable 

to breast cancer compared to 1 in 6.9 to coronary heart disease (Go et al.., 2013). 

 In Lebanon, the WHO health profile data in 2010 showed that 27.44% of  men 

and women die from coronary heart disease, which is ranked as number one cause of 

death among the first fifty causes of death from other communicable and non-

communicable diseases, while breast cancer account for only 2.66% of the death rate. 

Cardiovascular disease, of which ischemic heart disease is the most common, was found 
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also as the leading cause of admissions to government hospitals in Lebanon, among 

both men and women (Ministry of Public Health, 2011). 

 According to the American Heart Association fact sheet in 2013, 64% of 

women who die suddenly from coronary heart disease do not have previous symptoms. 

It is, in fact, the hallmark symptom of “chest pain” that women do not usually 

experience as men do when presenting with myocardial infarction (MI). Data from an 

observational study of 1,143,513 registry patients (481,581 women and 661,932 men) 

from the National Registry of Myocardial Infarction data base between the years 1994 

and 2006, showed significantly higher percentage of patients with MI presenting 

without chest pain among women than men (42.0% vs. 30.7%, p < .001). This had led 

to misinterpretation of warning signs and symptoms for ischemic heart disease 

diagnosis, and thus patients without chest pain were less likely to receive immediate 

life-saving interventions such as thrombolytic therapy or primary percutaneous coronary 

intervention compared to those presenting with chest pain or discomfort (P < .001).  As 

a result, the in-hospital mortality rate was shown to be higher (14.6%) for women than 

for men (10.3%) (Canto et al.., 2012). As a matter of fact, even when women do 

experience symptoms of MI, they present differently than men, with atypical 

characteristics like shoulder pain, dyspnea, nausea and vomiting, and palpitations, as 

shown in a Lebanese study of a convenience sample of 141 men and 63 women with 

acute coronary syndrome (ACS) (Noureddine et al., 2008).  

 Another aspect that puts women at risk for increased cardiac mortality is their 

noted delay in seeking care for an acute coronary event, which was documented in 

many studies (Barakat, Wilkinson, Suliman, Ranjadayalan, Timmis, 2000, Boccardi& 

Verde, 2003, Bouma et al., 1999, Johansson, I., Stromberg, A., Swahn, E. Peters et al., 
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2004, O’Donnell, Condell, Begley, Fitzgerald, 2006, Sheifer et al.., 2000). Two studies 

in Lebanon found women to delay seeking care for acute coronary events significantly 

more than men (Noureddine, Arevian, Adra, Puzantian, 2008, Sawaya et al.., 1999). 

Investigators also found that knowledge of heart disease among women is low 

compared to men in Lebanon, which may partially explain their delay in seeking care 

for a heart attack (Noureddine et al.., 2008). Thus, increasing awareness about heart 

disease risk factors, signs, symptoms, and prevention specifically for women is highly 

needed in order to fight heart disease in women. Several awareness campaigns were 

launched all over the world, the most universal being the international Go Red for 

Women initiative that was started in the US in 2001 and extended to over 40 countries 

to raise awareness about heart disease in women (World Heart Federation, 2013). 

 In Lebanon, the Ministry of Public Health does not provide awareness 

campaigns regarding heart disease, as is the case for breast cancer and immunizations. 

Moreover, throughout my experience as registered nurse working in a cardiac care unit, 

I have taken care of patients presenting with heart diseases. I have listened to different 

stories and noticed that women, in specific, do not realize their symptoms are related to 

the heart and are not aware of their risks for having MI. The purpose of this project is to 

propose an awareness campaign about heart disease targeting Lebanese women. Raising 

awareness is the first step towards secondary prevention of heart disease in this 

vulnerable population, so that they can better detect a heart attack when it happens to 

them and respond to it appropriately. 
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CHAPTER II 

LITERATURE REVIEW 

 

 As a prerequisite for developing educational material for an awareness 

campaign, the peculiarities of heart disease in women ought to be identified. This 

chapter reviews the literature on risk factors, signs and symptoms of heart disease in 

women and what is known about their seeking care behavior in response to heart 

attacks. Awareness campaigns conducted for women are also reviewed. 

 

A- Risk factors of Myocardial Infarction in Women 

 Men and women do share similar risk factors for coronary artery disease 

(CAD), yet the distribution and weight of these risk factors differ by gender. These 

differences led to diverse risk stratification schemes by cardiovascular organizations as 

reflected in the different charts used for risk assessment for men and women, such as 

the Framingham risk charts (National Heart Lung and Blood Institute, 2013) and the 

SCORE charts (European Society of Cardiology, 2012). As stated by the World Heart 

Federation in 2013, some risk factors are non-modifiable which can’t be changed such 

as gender, family history, age, and ethnicity; while others that can be changed are 

modifiable like tobacco smoking, hypertension, high cholesterol, obesity, physical 

inactivity, diabetes, unhealthy diets, and harmful use of alcohol).According to the 

World Heart Federation’s fact sheet of 2013, tobacco and alcohol use, hypertension, 

diabetes, high cholesterol, obesity, sedentary lifestyle, and unhealthy food regimen are 

the common risk factors for heart disease in women.  Obese females have 2.48 times 
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more risk of coronary heart disease compared to females with normal weight. Women 

with hypertension have 3.5 times more risk of developing coronary heart disease than 

those with normal blood pressure. Moreover, there is double risk of heart attack in 

women with diabetes compared to non- diabetic women (Women’s Heart Foundation 

fact sheet, 2013). 

 A recent American Heart Association’s (AHA) guideline update suggests 

evaluating each woman’s cardiovascular disease risk. In 2011, AHA’s cardiovascular 

diseases’ risk classification placed women into one of three risk groups: high risk, at 

risk, and ideal cardiovascular health in order to use proper algorithm for preventive 

measures. The high risk group includes those with one or more of these factors: 

clinically manifest CAD, cerebrovascular disease (CVA), or peripheral artery disease 

(PAD); abdominal aortic aneurysm, diabetes mellitus, chronic or end-stage renal 

disease, 10-year predicted risk of cardiovascular disease (CVD) ≥10%. Moreover, 

women who are smokers, obese especially central adiposity, have BP ≥120/80 mm Hg 

or are treated for hypertension, total cholesterol ≥160 mg/dL, high-density lipoproteins 

(HDL) cholesterol <50 mg/dL, or treated dyslipidemia, have poor diet, are physically 

inactive, have history of premature CVD in a first-degree relative (<55 years for men 

and <65 for women), metabolic syndrome, evidence of advanced subclinical 

atherosclerosis, poor exercise tolerance on a treadmill test, systemic autoimmune 

disease, or a history of preeclampsia, gestational diabetes, or pregnancy induced 

hypertension (PIH) are placed in the “At Risk” group. Thus, to have an ideal 

cardiovascular health, women should: be non-smokers,  have total cholesterol <200 

mg/dL, untreated blood pressure <120/80 mm Hg, untreated fasting blood glucose <100 

mg/dL, body mass index <25 kg/m2, and follow a healthy diet (rich in fruits and 
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vegetables; whole-grain, high-fiber foods; and fish, at least twice a week; with limited 

intake of saturated fat, cholesterol, alcohol, sodium, and sugar; and avoidance of trans-

fatty acids), as well as be exercising ≥150 minutes per week at moderate intensity or 

≥75 minutes per week at vigorous intensity or a combination (Mosca et al.., 2011). 

 In Lebanon, a descriptive study was done in a convenience sample of 83 

Lebanese-Armenian women in order to investigate the risk factors for coronary artery 

disease through a sequence of group discussions about risk factors for CAD.  Data 

collected from the prepared interviews and clinical/laboratory studies indicated 

significant percentage of the sample with marked risk factors including “age, 

menopausal status, hypertension, hypercholesterolemia, high levels of low-density 

lipoproteins (LDL), low levels of HDL, and being overweight (Arevian et al.., 2004). 

Another study that included 232 Lebanese females with no history of CAD 

(Noureddine, Massouh&Froelicher, 2013) documented a significant CVD risk profile, 

with 25.9% of these women were hypertensive, 13.6% having diabetes mellitus, 18.7% 

elevated blood cholesterol, 46.5% reporting smoking, 25% having a sedentary life style, 

38% overweight and 17.2% obese, in addition 54.6% reporting family history of heart 

disease in a first degree relative, with significantly older age and higher frequency of 

hypertension and elevated cholesterol but less smoking among women compared to men 

(unpublished data). The gender differences in CVD risk profile replicated those of a 

study of 212 Lebanese patients hospitalized with ACS (Noureddine et al., 2008).  

Investigators in Iran (Abbasi et al., 2012) examined gender differences regarding the 

risk of coronary artery disease among 44,820 patients who underwent coronary 

angiography between years 2005 and 2010. Pre and post-angiography data were 

collected and compared between men and women such as: demographics, CAD risk 
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factors, presenting symptoms, and laboratory tests. Results showed that 37,358 patients 

(11,995 women) who underwent coronary angiography had coronary artery disease out 

of the 44,820 patients (16,378 women). The females out of the ones with CAD were 

significantly older, less educated, and more overweight than were the males. Women 

also had significantly (P<0.001) higher levels of triglyceride, cholesterol, LDL, HDL 

and fasting blood sugar than men. Moreover, among all the risk factors, hypertension 

and diabetes mellitus were shown to have the strongest association with CAD among 

the females (OR=3.45, 95%CI: 3.28-3.61 and OR=2.37, 95%CI: 2.26-2.48, 

respectively). It was also shown that ACS was more significantly common in men 

(76.1% vs. 68.6%, P< 0.001), while chronic stable angina was more significantly 

prevalent in women (31.4% vs. 23.9%, P< 0.001). Finally, suggestions for non-invasive 

modalities and medical treatment were significantly (P< 0.001) more frequent in the 

females (20.1% vs. 18.6%) (Abbasi et al.., 2012). 

 The relationship between menopause and CVD risk in women was also the 

focus of many studies. One prospective SWAN (Study of Women's Health Across the 

Nation) done in 2009 examined the changes of CVD risk factors within a year of final 

menstrual period compared to pre and post this period. It included 1,054 of different 

ethnic minorities (African American, Hispanic, Japanese, or Chinese) and Caucasian 

women, who had achieved their final menstrual period (FMP) after 10 yearly 

examinations not caused by surgery or hormone therapy use. Results showed total 

cholesterol, LDL cholesterol, and apolipoprotein B increase within the 1-year interval 

before and after the FMP in congruence with menopause-induced changes; however, the 

other risk factors were increasing in a linear fashion with chronological aging (Derby et 

al.., 2009). 
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 Some risk factors like age and family history cannot be changed. On the other 

hand, different studies were done about the reduction in modifiable risks of heart 

disease in women. One prospective study considered adherence to healthy lifestyle and 

its effect on the risk of sudden cardiac death. Investigators (Chiuve et al.., 2011) 

assessed the low-risk lifestyle factors in a cohort of 81,722 US women in the Nurses' 

Health Study by distributing questionnaires every 2 to 4 years between June 1984 and 

June 2010. The lifestyle factors measured, namely not smoking, body mass index of less 

than 25, exercise duration of 30 minutes/day or longer, and top 40% of the alternate 

Mediterranean diet score highlighting high intake of vegetables, fruits, nuts, legumes, 

whole grains, and fish and moderate intake of alcohol, were found to be significantly 

and independently related to a low risk of sudden cardiac death (SCD). Moreover, the 

absolute risk of SCD decreased as women adhered to more low-risk lifestyle behavior, 

from 22 cases/100 000 person-years among women with 0 low-risk factors compared to 

17 cases/100 000 person-years with 1 low-risk factor, 18 cases/100 000 person-years 

with 2 low-risk factors, up to 16 cases/100 000 person-years with 4 low-risk factors. On 

the other hand, smoking, inactivity, overweight, and poor diet attributed to 81% (95% 

CI, 52%-93%) of the risk for SCD (Chiuve et al.., 2011). 

Thus, women must be enlightened about their gender-specific risk factors for 

myocardial infarction in order to stop their denial of the fact that they are vulnerable to 

heart disease as men are. Awareness should be also raised on evidence-based preventive 

measures that women can follow to reduce the risk of cardiovascular diseases as 

recommended by AHA clinical guidelines for CVD prevention in women 2011; such as 

lifestyle changes as smoking, physical activity, and diet; treating blood pressure, 
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diabetes mellitus, hyperlipidemia; and use of preventive drugs as Omega 3-fatty acids 

(Mosca et al., 2011). 

 

A- Signs and Symptoms of Myocardial Infarction in Women 

 Usually, as someone hears about “A heart attack”, he/she imagines the 

“Hollywood heart attack” scene of someone grasping his/her chest in pain and tumbling 

down on the ground. However, women experience symptoms differently before and 

during a heart attack. The most frequent symptoms reported by women, one month 

before a heart attack, are: “Unusual fatigue (71%), sleep disturbance (48%), shortness of 

breath (42%), indigestion (39%), anxiety (36%), heart racing (27%), arms weak/heavy 

(25%), and chest discomfort (29.7%). Then, during the heart attack they mostly 

experience: Shortness of breath (58%), Weakness (55%), unusual fatigue (43%), cold 

sweat (39%), dizziness (39%), nausea (36%), arms weak/heavy (35%), with absence of 

acute chest pain noted in 43% (McSweeney et al.., 2003). 

 Although similar symptoms are experienced by men and women during a heart 

attack, the frequency of symptoms differs, and women tend to experience more atypical 

symptoms compared to men. In a study comparing symptoms of MI in 212 Lebanese 

patients with ACS, women were found more likely to experience dyspnea (57% vs. 

41%, odds ratio [OR] 1.92, CI = 1.06 – 3.49), shoulder pain (32% vs. 19%, OR = 2.01, 

CI = 1.03 – 3.93), nausea and vomiting (35% vs. 19%, OR = 2.32, CI = 1.2-4.49) and 

palpitations (19% vs. 5%, OR=4.15, CI 1.6-10.73) (Noureddine et al.., 2008). Iranian 

researchers also studied gender differences in symptoms of MI in 169 patients who were 

diagnosed with acute MI and had been admitted in coronary care unit (CCU) of Imam 

Reza Hospital. Atypical symptoms were present in females as they showed odds ratio of 
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2.76 for weakness, 1.96 for vomiting, 2.47 for fatigue, 2.2 for anxiety and 2.27 for 

hiccups compared to men; in addition in the odds of having jaw pain was 3.49, neck 

pain 2.78, throat pain 3.24, and shoulder pain 2.43 and the left scapula pain 2.83 (Nia et 

al., 2011). 

 The findings are consistent with those found in the Western literature. For 

instance, in Chicago, symptoms of unstable angina (UA) were compared between men 

and women in a convenience sample of 50 women and 50 men (Devon &Zerwic, 2003). 

Data was collected using the Unstable Angina Symptoms Questionnaire (UASQ), the 

Hospital Anxiety and Depression Scale (HADS), and the Canadian Cardiovascular 

Society (CCS) classification of angina. The results showed that women experienced 

significantly more “shortness of breath (74% vs. 60%), weakness (74% vs.48%), 

difficulty breathing (66% vs. 38%), nausea (42% vs. 22%), and loss of appetite (40% 

vs. 10%) than men (p< 0.05). The symptoms remained significantly different even after 

controlling for age, diabetes, anxiety, depression, and functional status, as women 

reported more weakness (p =0 .03), difficulty breathing (p=0.02), nausea (p =0.03), and 

loss of appetite (p=0.02) than men. Moreover, women experienced more atypical 

symptoms (p <0.05); like upper back pain (42% vs.18%), stabbing pain (32% vs.12%), 

knife- like pain (28% vs. 12%), and had significantly higher incidence of depression 

(22% vs. 2%, p <0.01) than men (Devon &Zerwic, 2003).  

 Devon et al. (2008) also examined gender differences in symptoms in 112 

women and 144 men diagnosed with ACS; while controlling for age, diabetes, 

functional status, anxiety, and depression. The findings showed that women regardless 

of the clinical diagnostic category (unstable angina or MI) reported significantly more 

indigestion (β = 0.25; confidence interval [CI] = 0.01-0.49), palpitations (β = 0.31; CI = 
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0.06-0.56), nausea (β = 0.37; CI = 0.10-0.65), numbness in the hands (β = 0.29; CI = 

0.02-0.57), and unusual fatigue (β = 0.60; CI = 0.27- 0.93) than men, but no difference 

in chest pain was reported. Likewise, differences in symptoms of dizziness, weakness, 

and new-onset cough between males and females were not related to clinical diagnosis 

(Devon et al., 2008). Similar findings were reported by Arslanian-Engoren and her 

colleagues in 2006, so they recommended considering gender upon evaluating patients 

presenting with ACS symptoms. 

 There is lack of adequate knowledge of cardiac symptoms in women, which 

may lead to unsuitable reaction to these symptoms that often results in delay in seeking 

proper intervention. In a clinical sample of 212 Lebanese patients with ACS, women 

were less likely to know symptoms and signs of MI (p = 0.03) and they delayed coming 

to the hospital more than men (22.08 vs. 14.64 hours, p = 0.06). This lack of knowledge 

was also shown in a descriptive survey of 399 visitors of two hospitals in Beirut with no 

history of heart disease (Noureddine, Froelicher, Sibai, Dakik, 2010). Results revealed 

that 94% of the sample properly recognized chest pain and dyspnea as the main 

symptoms of heart disease. However, 68% have also stated irritability and 52% muscle 

cramps as symptoms associated with heart disease. In response to a scenario of having 

heart attack, only 21% stated that their first reaction would be to seek emergency care. 

Although the knowledge of symptoms did not differ between men and women in this 

study nor their response to the scenarios, the higher CVD risk in the women participants 

raises concern about their potential response in case they experienced an actual acute 

coronary event (Noureddine et al., 2010). These findings suggest that campaigns are 

needed to raise women’s awareness about their different symptoms characteristics of MI 

in Lebanon. 
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C- How Women Respond to Myocardial Infarction 

 Most of the studies discussed previously in the section about “Symptoms of 

Myocardial Infarction in Women” point out to a one conclusion: “women with ACS are 

less likely to present with typical chest pain, but rather experience prodromal and 

atypical symptoms”. Thus, women do not recognize they have ACS in order to seek 

immediate medical help. This delay results in women being deprived from optimal 

treatment.For instance, Albarranet al. (2007) explored the symptoms experienced by a 

purposive sample of 12 women before and during their MI while they were still in 

hospital. The participants described, through semi-structured interviews, three 

interrelated themes including “gradual awareness, not having pain in the chest and 

reactions to symptoms.”  Thus, it was concluded that the difference in symptom 

presentation of MI among women might be misperceived by the women themselves, 

which affect their reaction in seeking medical care and mislead healthcare professionals.  

 Rosenfeld et al. (2005) described the decision pathways and subsequent 

cognitive, affective, and behavioral responses to the symptoms of MI, from the time of 

symptoms onset till the time of deciding to seek medical care in a sample of 52 women. 

Six common patterns of behavior during the decision time were identified. Some 

women were aware that something was wrong, took a decision to seek care, and acted 

on their decision within a relatively short time, this group was called “the knowing and 

going” group. Other trajectories lead to delay in decision making and seeking care. For 

example, “the knowing and letting someone take over group” included women who did 

not always know that their symptoms were related to the heart and did not even clarify 

what they were feeling. Their reaction was seeking someone else to interpret their 

symptoms and following his recommendations to seek medical care. Then comes “the 
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knowing and going on the patient’s own terms” group, in which women recognized 

symptoms and sought advice. However, they did not follow the advice and chose to 

reach medical care in other ways that took a longer time, such as calling their primary 

physician rather than immediately going to the hospital. The “knowing and waiting” 

group included women who were aware they needed help but delayed seeking treatment 

for a suitable time as they thought they would cause disturbance to others during the 

nights or weekends. There is also the” managing an alternative hypothesis” group, in 

which women presumed that their symptoms were caused by gastrointestinal problems 

and managed them accordingly by taking antacids, baking soda and water, food, and 

carbonated beverages. Finally, the “minimizing” group of women ignored their 

symptoms and just hoped they would disappear. These women didn’t recognize that 

their symptoms were cardiac-related. So, they did not seek treatment until symptoms 

became severely worsened or someone else came and decided for them. Thus, it was 

concluded that whatever trajectory the women belonged to, there was a delay in time of 

recognizing symptoms, taking the decision, and seeking medical treatment caused by 

fear (Rosenfeld et al., 2005).  

 In China, treatment-seeking delay behavior was studied in 250 patients (159 

men and 91 women) within 48 hours of hospital admission with acute MI (Wang & Hsu, 

2012). It was found that patients with MI need an average of 130 minutes to make a 

decision of seeking medical treatment. As for women, they took 240 minutes to pursue 

treatment, which is significantly longer than men who took 120 minutes (Wang & Hsu, 

2012). 

 Moreover, few studies examined the delay in seeking care for MI in women. 

Results raise concerns about women not receiving optimal treatment due to this delay. 
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A number of predictors of delay in seeking care for women were identified by Moser et 

al. (2005). These included older age, prior history of acute MI, not wanting to trouble 

others and not knowing about thrombolytic therapy. In Lebanon, waiting for symptoms 

to go away and experiencing dyspnea predicted delay in women and the most initial 

common responses to symptoms were telling someone, trying to relax or doing some 

self-help measure, rather than seeking medical help (Noureddine et al., 2008). Thus 

public education is required on the importance of “time to treatment” and the benefits of 

ambulance transport as the first medical contact for early treatment, and not only for as 

a way of transportation. 

 

D- Awareness/educational campaigns  

 The American Heart Association (AHA) developed an updated Guide in 2013 

that included a complete list of evidence-based goals, strategies, and recommendations 

aimed at cardiovascular diseases and stroke prevention in the community. Their goal 

was to increase awareness of all communities about CVD and stroke as the leading 

causes of death. So, their list of recommendations included providing evidence-based 

data to all lay people about CVD causes and symptoms and how to reach emergency 

medical care through mass media, web-site programs, and public education campaigns. 

Moreover, schools were recommended to include lessons and materials that teach 

children about healthy lifestyle (diet, physical activity, smoking behaviors) and risks for 

cardiovascular disease through lifetime. Parents can also participate in preparing healthy 

meals for their children. Basic instructions about cardiopulmonary resuscitation and 

how to activate the emergency medical system can also be taught to students in schools. 

Also, educational materials should be provided for employees at the work sites to 
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encourage employee safety through adopting healthy cardiovascular lifestyles and heart-

healthy behaviors at work (Pearson et al., 2013).  

 Other health awareness strategies proposed include health care facilities 

making research-based educational materials about risk factors, symptoms, and 

preventable measures available to assure access to screening, counseling, and referral 

services for CVD and stroke risk factors for all persons. Moreover, educational 

materials should be tailored for limited literacy and for various cultures and languages. 

Tobacco users should also be provided with access to cessation counseling. The AHA 

also recommends that cardiac rehabilitation and preventive cardiology services must be 

accessible for out-patients and covered by health insurance plans. At the environmental 

level, food markets and grocery stores should select heart-healthy products with 

reasonable prices. Furthermore, dishes that meet nutritional guidelines should be offered 

in restaurants and in cafeterias at schools and work sites. Finally, physical activity 

education should be supported in school programs and community activity centers 

(Pearson et al., 2013). 

 In 2001, seventy specialists in women's health met and agreed on developing a 

national action strategy in order to decrease the dangers of heart disease on American 

women’s health. So, with the help of the National Heart, Lung, and Blood Institute 

(NHLBI), part of the National Institutes of Health, and the U.S. Department of Health 

and Human Services (DHHS), an educational campaign to create national awareness for 

heart disease was initiated in 2002 to provide a cry out to all American women. It aimed 

to highlight the concern of women and heart disease in order to warn them about heart 

disease risk to take actions and was named “The Heart Truth®”. This campaign gave 

women the chance to share their real life experiences and stories about how heart 
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disease have changed their lives and attitudes to others in order to spread out their 

voices to all other women out there  about the importance of taking steps to protect their 

hearts.  

 In 2003, NHLBI, AHA, and other health care organizations that are concerned 

about women’s health designated the “Red Dress” as the national symbol for women 

and heart disease awareness, which was able to get attention, express the significance of 

heart disease, and change the perception that it is only a man's concern. The first Red 

Dress Collection was launched at Mercedes-Benz Fashion Week in February 2003. 

Since then, there was an annual participation of the majority of the top designers, 

models, and celebrities in “The Heart Truth Red Dress Collection” at New York 

Fashion Week; in addition to events held in hospitals and universities in different states. 

The first Friday of February is also labeled as the “National wear day” as all men and 

women can participate by showing off a favorite red dress, shirt, or tie, or by wearing 

“The Red Dress Pin” (NHLBI, 2013). Similar campaigns were endorsed in Canada by 

The Heart and Stroke Foundation in February 4, 2008. 

 Similarly, in 2010, AHA has called for increasing the awareness of American 

women to challenge their number one killer, heart attack, as it is still taking the lives of 

thousands of American women without noticing. Thus, AHA launched the Go Red for 

Women campaign using the red dress as their symbol. This campaign aimed for binding 

the powers of all women to be more conscious about heart disease risks and actions 

taken to save their own lives.  Research, education, and community programs were 

implemented to increase awareness through funds raised from local and National “Go 

Red for Women” activities. Awareness campaigns for women heart disease were spread 

among the continents. In Asia, the Australian Heart foundation launched several 
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activities to empower women’s knowledge about their hearts. These activities include: 

“Movie nights, Runs and walks, Diffusion of a viral email and production of material 

including a Go Red DVD, Activities to celebrate a Go Red for Women day, awareness 

survey, Promotion and website, Media partnership” and many more. Similarly in 

Europe, campaigns were launched in several countries aiming to increase women’s 

awareness regarding heart diseases, which includes: “advertising tips for a healthy 

lifestyle & heart-healthy recipes”. Moreover, in Africa awareness projects were 

conducted in several countries. These projects included: “Fashion show, Concert, 

Screenings, "Heart walk", Dinner with celebrities. In South America, Argentine Heart 

Foundation & Argentine Society of Cardiology started several activities in the media, 

shopping centers, schools and hospital to encourage women’s care about their hearts 

(World Health Federation, 2013). 

 Latino women were also targeted by the “Make the Call. Don’t Miss a Beat.” 

campaign is developed by U.S.DHHSs’ Office and launched in February 2011. The 

campaign targets the national public in English and Spanish in order to teach women 

and their families about the seven common symptoms of a heart attack and empower 

them to call 9-1-1 as soon as those symptoms come up. They have developed 

educational materials, flyers, and events in schools and universities; in addition to a 

choreographed dance that conveys a message of recognizing the common symptoms of 

heart attacks in women and was presented on media at Day of Dance events in support 

of the campaign (Women’s Health Organization, 2012). A video was also developed as 

part of this campaign and is available on YouTube; it shows a middle aged woman 

having a heart attack and continuing on with her activities, minimizing her symptoms.  
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 In Europe, the “Women at Heart” campaign was set up by The European 

Society of Cardiology (ESC) to raise women’s awareness of cardiovascular disease. 

Research studies, conferences, educational training programs, and assemblies were 

encouraged in England, Sweden, Stockholm, and Poland targeting women’s heart 

health. Moreover, Swedish girls and women were encouraged to lead an active lifestyle 

to reduce heart disease risks by practicing football. Thus, a campaign was launched by 

“Women's football development program” (AlisterBignell, 2013). 

The content of such awareness campaigns is exemplified in a worksite program 

tested in Alabama on municipal women employees (Jones, Weaver &Friedmann, 2007). 

The program included five sessions. The first session provided an overview of heart 

disease in women modeled after the ‘Heart Truth’ campaign, stressing the importance of 

this topic for women and the need for them to know their cardiac risk factors. The 

second session addressed risk factors with emphasis on blood pressure, cholesterol and 

obesity. The third session addressed nutrition and healthy eating. The fourth session 

addressed physical activity and the last session covered stress management. In this one 

group quasi-experimental design study, 58% of participants improved their knowledge 

of heart disease and 50% increased their perception of susceptibility to heart disease 

(Jones et al., 2007).  

 Other awareness campaigns were community projects aimed at reducing delay 

in seeking care for MI; they were not necessarily targeting women only. So they will be 

briefly reviewed to provide examples of what can be done in Lebanon. For instance, in 

1982, Rowley et al. tested the effect of patient education on early reporting of 

myocardial infarction on 13,828 individuals selected from three practices near 

Nottingham. Participants were invited to benefit from a system designed to offer early 
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help in the diagnosis and management of suspected MI. The “HEARTWATCH” 

campaign was based on using motivational techniques such as a letter outlining the 

importance of early help in assumed heart attack that drew the attention to the 

significance of chest pain of duration longer than 10 minutes. The LOGO of the 

campaign as well focused on the availability of a hospital-based team for patients with 

persistent chest pain to contact through an easy-to-remember number that functioned as 

a direct telephone line to the hospital coronary care unit (CCU). Patients were also 

given stickers of the number to put on the telephone or first-aid cabinet, in addition to a 

card to carry in a wallet or handbag. Information was put in a blue envelope to provide a 

positive approach and avoid fear. Calls were received by a member of the nursing staff 

in CCU called “the despatchers” who were provided with a written protocol that 

necessitates them to find the caller’s location, if patient was experiencing chest pain or 

other symptoms, and if the patient was registered with one of the study practices. Thus, 

in case the patient was registered with a study practice but the symptoms did not suggest 

a myocardial infarction or if the patient was not registered with one of the practices; 

then the despatcher arranges an appointment for the patient with a general practitioner 

as soon as possible. However, if the symptoms actually proposed infarction; but either 

the despatcher of the team was unreachable, or the car or equipment were under repair, 

or the patient was not at home; then an ambulance would be sent to the scene to bring 

the patient to the hospital. If the team was sent to the patient’s home, they make a 

clinical assessment, record an electrocardiogram (ECG), and give any necessary 

treatment. The patient is then left at home under care of general practitioner in case, at 

the end of two hours, the patient was socially and medically fit for home care according 
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to previously published criteria. Otherwise, the patient was admitted to the hospital 

under the care of the trial team. 

 After a year of the original contact, a second letter with telephone number 

cards was sent to 13,250 of the original group (where 578 were deleted from the 

original mailing list because of inaccuracies in the age/sex register) as a reminder of the 

service existence. Results showed that a greater percentage of calls were received by the 

Heartwatch line than by the general practitioners (580 direct calls to heartwatch at one 

hour from onset as opposed to 45 calls to the general practitioner) at various intervals 

from the onset of symptoms up to four hours. Moreover, the time between chest pain 

onset and the first call for help was shortened by sending a letter to men and women 

aged 40 and over in three general practices in Nottingham. Moreover, some patients in 

the study practices called their general practitioner earlier after receiving Heartwatch 

information (37% had called by 30 minutes from onset of symptoms compared with 

24% before Heartwatch; p < 0.05). Other participants complied with one of the letter 

suggestions (to call early if they had chest pain) but rejected to use the direct telephone 

number, choosing instead to seek help from their own physician (Rowley et al, 1982).  

 In addition, in 1989, Herlitz et al studied the effect of a media campaign on 

delay times and ambulance use in suspected acute MI” through starting a 3-week media 

campaign in Goteborg, Sweden targeting patients admitted to Sahlgrenska Hospital and 

the general population. Specialized media used motivational techniques through 

spreading printed material in order to teach evaluating self for symptoms of MI, and 

steps to follow to obtain help. The slogan used was “HeartPain-90.000”, which is the 

number to call for an ambulance for chest pain lasting more than 15 minutes. All 

patients presenting with chest pain or symptoms suggesting MI, between February 15, 
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1986 and November 9, 1987, were evaluated and classified into four categories by the 

emergency room physicians using a specific protocol (such as obvious acute myocardial 

infarction [AMI] and strong suspicion of AMI as there is EKG changes, vague 

suspicion of AMI defined by chest pain without EKG changes, and no suspicion of 

AMI).  

 Similarly, patients admitted to emergency room between 10th of November, 

1987 and 9th of March, 1988 for symptoms of MI and heart failure, were asked while in 

coronary care unit if they were aware of the campaign and its influence on their 

decision. Moreover, 400 people randomly chosen in Goteborg were called and asked if 

they were aware of the campaign as well. Results showed that 60% of admitted patients 

to coronary care unit and 60% of the general population stated awareness of the 

campaign, out of which 25% conveyed that it has convinced them to seek medical help 

faster. Moreover, 45% of patients arrived to hospital within two hours of onset of chest 

pain during the campaign and up to three years afterwards, while the percentage was 

40% before the campaign. Also, educational media campaigns significantly reduced the 

delay times in seeking medical help in patients with confirmed symptoms of MI. In 

particular, delay time in seeking medical care in women decreased from 3 hours and 30 

minutes before the campaign to 2 hours and 45 minutes afterwards (Herlitz et al, 1989). 

 In summary, awareness campaigns must tackle all the cognitive, emotional, or 

clinical predictors for the delay in seeking medical care, and preventive education must 

be provided for women regarding risk awareness, symptom recognition, and quick 

appropriate reaction for best survival results. Multiple modalities need to be used for a 

significant effect to be achieved. In March 2013, a women heart health center was 

inaugurated in Baabda, Lebanon under the patronage of the first lady WafaaSleiman in 
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coordination with a new organization “Yaduna”, which is a collaborative project 

between with “American University of Beirut Faculty of Medicine” and “St. Joseph 

University Faculty of Medicine”. They have signed an agreement altogether to establish 

this heart center for women in order to spread the awareness on cardiovascular diseases 

among women. The center’s services focus on screening, improving diets, helping quit 

smoking, research and lobbying for the prevention and early detection of CAD in 

women (Faddoul M., 2013). 
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CHAPTER III 

PROPOSED EDUCATIONAL CAMPAIGN 

 

 The educational campaign shall include a video on a woman experiencing a 

heart attack who consented to being filmed, a poster that depicts the main 

manifestations of a heart attack, and a brochure that includes risk factors for coronary 

artery disease, manifestations of ACS and what to do in case they occur, in addition to 

preventive measures that target middle aged women population. Motivational approach, 

a method of motivation to experience positive outcomes, was used in each of the 

proposed educational materials in order to reduce fear and denial among women and 

teach them self-evaluation of their own symptoms of heart attack with the right steps to 

follow in order to save their lives. With this approach, messages that appeal to causing 

fear in women for not seeking help for a heart attack are not used. Instead, women are 

guided towards what is the right response to a heart attack and the health behaviors they 

can do to prevent coronary events. 

 The material was prepared based on the literature, the Go Red for women 

campaign, and taking into consideration the Lebanese culture.  The logo for the 

campaign shows a home within a heart with the slogan ‘Your Heart Your Home: Take 

Care of It’. This logo was chosen so that women can easily identify with it as the major 

priority of middle aged Lebanese women, who are the target of the campaign, is to take 

care of their homes and families. 

 
 
 
 



 

  24 

A- Video 

 The proposed video describes major heart attack symptoms that are commonly 

experienced by women but not commonly known to them. It highlights how women 

tolerate their own pain and ignore their symptoms for the sake of taking care of their 

homes and families. The woman is a Lebanese housewife bringing groceries from the 

market coming in with severe sweating and chest discomfort. She has to take the stairs 

since the electricity is off sand her symptoms exacerbate. She gets more dyspneic, so 

she rests for brief periods only to resume her housework when she feels better. She tries 

soda for her heartburn. Then she continues with preparing a meal and after a brief rest 

goes on to vacuuming. The woman’s behavior shows how women tend to postpone 

being transferred to the hospital. In fact the woman eventually calls the Red Cross to 

report her symptoms, but when they say they are on the way, she acts disappointed for 

being concerned about the mess at home and finishing her house chores.  

 Thus, this video is considered to be a wake-up call for women who tend to 

ignore common symptoms for being busy with their duties at home and towards their 

families. The scenario used in the video is based on the findings of a qualitative study 

on decision making processes of women experiencing symptoms of acute MI 

(Noureddine, unpublished results). The video was filmed by a professional video 

photographer in a real house of a woman. The ideas of the scenes about the symptoms 

were taken from real patients’ stories. However, they were directed by a health care 

professional, the project director, in order to focus more on the medical part of the issue 

and show women what are the “symptoms of heart attack’, in addition to how they think 

about their symptoms, which can affect their cardiac health, and so delivering the 

message of how they should react. 
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 The video was shown to thirty middle aged women in the community who are 

not related to the medical field and did not experience any heart attack symptoms 

before. Their feedback was taken regarding its clarity, attractiveness, duration and the 

take home message. Common comments were that the video looked very natural, 

simple, stimulates curiosity, grabs attention, makes one smile instead of inducing fear, 

and close to Lebanese women, which facilitated the message delivery as they saw 

themselves in the actor and the things she was doing. Moreover, symptoms were 

expressed clearly and they all agreed for the fact that they would think and react in the 

same way; thus, they were reassured at the end of the video about one simple right way 

of how they must react in order to protect their health for the sake of their families. 

 

B- Poster 

 The poster was created with the help of a professional graphic designer. It is 

directed towards women highlighting their common symptoms of heart attack which 

they are unaware of. The poster drags the attention towards the importance to be aware 

of women’s symptoms of heart attack rather than just guessing them or wondering to 

what they are related. So, in order for them to take these symptoms seriously, a 

“Hangman” game was used in the poster, which is a word-guessing game and the player 

would complete the hanged man figure for not guessing the correct word. The guessed 

letters are in bold and the non-guessed are only outlined. Thus, the message of the 

poster is that knowing the symptoms and realizing that they indicate a heart attack is not 

a guessing game, but will affect women’s lives. At the bottom of the poster the message 

is clear, and leads the women to call number 140, the Red Cross number, when they 

experience these symptoms (Appendix A). The poster was shown to thirty women in the 
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community. Whether they knew the “Hangman” game or not, the majority realized that 

it is a guessing game as they were excited while trying to read the symptoms which 

raised their interest to figure out to what they are related. The message then was 

completed for them as they read down that this is an educational campaign for 

symptoms of heart attack in women. 

 

C- Brochure 

 The brochure was also created with the help of a professional graphic designer. 

It provides education about the risk factors of heart attack among women, the common 

symptoms, what to do when experiencing these symptoms, and how to prevent 

myocardial infarction in women. The cover of the brochure includes the Logo of the 

campaign as the big title and everything contained in the brochure was put as small 

phrases creating a design of rows and columns so that one can expect the data contained 

in the brochure. The first page includes information about risk factors, while symptoms 

are listed in the second page. The third page stresses on calling Red Cross on the 

number 140 “FIRST” before asking help from family members, neighbors, or family 

physician; in addition to advising the woman to relax and take deep breaths while 

waiting for help. Then the fourth page provides tips about how to prevent heart attack 

through lifestyle changes such as: exercise, diet, quit smoking. Finally, the last page 

includes few website which a woman can visit to get more data and tips about heart 

health (Appendix B). 

 

D- Implementation of the Campaign 

 The educational material will be run by cardiologists to get their support for the 

campaign. The campaign will be piloted by joining other groups that are committed to 
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women’s issues or women’s health and already include a large group of women (such as 

YADUNA, Ahluna, KAFA…)  to create a national wake-up call for women in Lebanon 

about heart attack. A center such as a primary health center or the Women’s Heart 

Health Center will be chosen as a location to launch the piloting of the campaign where 

posters will be displayed after taking permission. Women, whether healthy or with 

history of a myocardial infarction coming to the center will be first introduced to the 

objectives of the campaign. The video would be presented to a group of women in the 

center, in addition to playing it all over on center televisions. Then brochures will be 

distributed and explained to them during piloting period. Group discussions would be 

done after all materials are read and displayed. Then, a survey later on would be 

distributed for evaluation.  

Another intervention would be done in hospitals or private cardiology clinics, where 

after taking the approval of the administration posters would be displayed and brochures 

would be distributed to women entering the cardiac services (floors or clinics) and 

obstetric gynecology services.  

 Moreover, at the national level, the chair of the Task Force on Cardiovascular 

Health will be contacted about the campaign. A task force from the Ministry of Health, 

the Lebanese Red Cross and Lebanese Society of Cardiology will be formed under the 

Ministry’s auspices and meetings would be held to plan the launching of the campaign 

nationwide. Meetings with Red Cross members would be done to explain symptoms of 

heart attack in women and raise their awareness about their vital role when receiving 

calls for such symptoms as the campaign directs women to call 140. 



 

  28 

CHAPTER IV 

EVALUATION AND CONCLUSION 

 

 Evaluation of such a campaign can be done at a small and large scale. First 

once the group of women is identified where the campaign will be launched, the Acute 

Coronary Syndrome Index will be administered at baseline to assess their knowledge 

and attitudes related to heart disease. The ACS response index measures knowledge, 

attitudes, and beliefs about ACS (Riegel et al., 2007). The ACS response index includes 

a 21-item knowledge subscale that asks participants whether or not each of a list of 21 

symptoms is a symptom of heart attack; a 5-item attitude scale that addresses how sure 

the participant is of recognizing ACS symptoms and getting help if that happened to 

him/herself or someone else; and a 7-item beliefs subscale that tackles the participants’ 

beliefs about what they might do if they experienced a heart attack. Summative scores 

are calculated for each subscale. The psychometric properties of the scale were tested on 

a sample from the US, Australia, and New Zealand. Factor analysis of the knowledge 

subscale yielded four factors: stereotypical symptoms; other common symptoms; 

incorrect symptoms; and symptoms associated with a stroke but not ACS, together 

explaining 43.7% of the variance in the items. The 21 symptom items were grouped into 

two categories: correct (the items of the first two factors) and incorrect symptoms (the 

third and fourth factors items). The attitude subscale yielded two factors: symptoms 

recognition and help seeking, together explaining 43% of the variance. The beliefs 

subscale yielded two factors: expectation and action. Cronbach’s alpha coefficient for 

the subscales was 0.71 to 0.78 (Riegel et al., 2007). The ACS index was translated to 
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Arabic and tested in a sample of 50 patients with MI in Lebanon (Noureddine, 

unpublished data). Reliability coefficients of the subscales ranged from 0.52 to 0.83. 

The ACS index will be administered to the women again 6 months after the launching 

of the campaign in the health center or women organization where it will be 

implemented. 

 Another means of evaluating the impact of such a campaign if it goes national 

would be by keeping a registry of the number of calls made to the Red Cross and calls 

received by cardiologists from patients as soon as they feel the symptoms before and 

after launching the campaign. In addition, records from the emergency departments will 

be examined about patients arriving with such symptoms for delay time and means of 

transmission. 

 This project developed the material needed and proposed an educational 

campaign targeting women and aiming to reduce their delay in seeking care for acute 

coronary events. It is hoped that the campaign gets implemented to reduce the leading 

cause of mortality in Lebanese women. 
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