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ABSTRACT 
Racial disparities for cardiovascular care in BIPOC women. is a notable contributor to the mortality rate 
of women in the United States. Disparities can result from a combination of factors. Systemic barriers 
(such as insurance coverage barriers) result in people being hesitant to seek out care unless it becomes 
debilitating to their day-to-day life. Lack of a comprehensively inclusive curriculum may not equip 
providers to care for diverse populations with varying disease presentation. Clinical underrepresentation 
of BIPOC women in research leads is another major contributor to the lack of educational resources 
around properly treating these women. Thus, there is a decrease in overall effectiveness, classification 
and diagnosis. Promoting gender and racial inclusive representation in clinical research can help increase 
discoveries leading to better cardiovascular disease outcomes being discovered and implemented in 
routine care. This review will dive into these sectors of disparity, synthesize recent findings of health 
outcomes, and highlight present efforts to improve these issues within the healthcare system. 
 
INTRODUCTION 
The American healthcare system has made notable progress within recent years towards inclusivity, 
however more work remains to be done. Racial and gender disparities are still prevalent. Women are 
often excluded from important clinical studies, experience a lack of representation among available 
providers, and face systemic issues such as higher mortality rates resulting in worse health outcomes 
overall (Balla et al., 2020). Kimberlé Crenshaw termed the framework of Intersectionality to explain how 
intersecting identities such as race and gender create inequalities that shape the human experience (Bauer 
et al., 2021). In the last five years, there has been an increasing demand for more education about 
intersectionality, and its relation to access to resources and lived experiences (Sabik, 2021; Wenger et al., 
2022).  

Intersectionality can be applied to Black, Indigenous, and women of color (BIPOC) and their 
cardiovascular outcomes. For example, CVD rates for American Indian and Alaskan Native people are 
underreported by 21%, contributing to lack of data on typical sex-specific risk factors for different 
demographics of women (Sharma et al., 2023). Underdiagnosis and underreporting, despite growth in 
knowledge of risk factors, remains a prevalent issue as women are often overlooked for preventative 
cardiac care and optimal risk evaluation. Further, a survey done by the Women’s Heart Alliance noted 
that primary care physicians (PCPs) did not determine cardiovascular disease to be the top priority in 
assessing women, and over 90% stated that women have differential presentation of heart disease 
compared to men (Henry et al., 2019). The combination of these factors is the beginning of what creates 
mistrust and within the patient provider relationship, further contributing to worse outcomes for these 
women. 

Many BIPOC women often have hesitancy or mistrust with the healthcare system, unless there is 
patient-provider concordance (Brown et al., 2022). This is likely due to a higher probability that the 
provider will have a better understanding of cultural or gender-based factors that can sometimes lead to 
suboptimal risk assessment of women for cardiovascular diseases. There is evidence that male physicians 
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treating female patients often experience worse outcomes (Brown et al., 2022). This phenomenon is also 
likely due to a lack of representation in leadership of female providers in medical care teams. There is a 
lack of data on how sex concordance is related to health outcomes for female patients (Harik et al., 2024). 
Within cardiology, cardiovascular surgery, and vascular surgery, the number of women in these 
subspecialties is notably low (Lau et al., 2021). So, attention should be given to how the role gender plays 
in the interaction with cardiovascular disease (CVD) outcomes, progression, and manifestation (Connelly 
et al., 2021). Women often receive poorer outcomes for CVD as a result of provider-patient concordance, 
and lack of representation, but these issues are compounded further by systemic and educational factors 
within the healthcare system. This review will explore each aspect in depth and provide direction for the 
future. 
  
CARDIOVASCULAR RISK DISPARITIES AMONG BIPOC WOMEN 

It has been established that women are not as well represented in the field of cardiology, both on the 
provider end but also in clinical research used to educate providers (Farr, 2024). This stems from a lack of 
inclusion of women of different races in clinical practice, which can result in paucity of information about 
recognizing factors of diseases, prescriptions, and risk assessment (Brown et al., 2022). Data from the last 
5 years have shown that BIPOC women have higher rates of CVD compared to white women (Brown et 
al., 2022).  
 
Black and Hispanic Women 
Heart disease is responsible for almost half of pregnancy related deaths among black women (Lister et al., 
2020). Women of this subgroup have a 2.5 times higher risk for overall maternal death rate, which is 
typically 100% preventable (Reed et al., 2022). Other causes of death aside, cardiovascular disease plays a 
major role in maternal death rates with 48% of African American women and 32% of Hispanic women are 
known to have CVD (Gaskin et al., 2021). Further, 66% of Black women and 80% Hispanic women were 
less likely to be aware of the risk of CVD for women (Rojo et al., 2023). The danger of the prolonged 
duration between disease onset and manifestation of CVD contributes to the staggeringly different 
mortality rates for these women. Proper education and system wide changes are needed in the way that 
HCPs are taught to screen for and treat CVD in Black and Hispanic women, especially when they are 
pregnant. Evidence also suggests that the combination of varied heart disease presentation and lack of 
knowledge in identifying these symptoms creates suboptimal outcomes for these women (Gomez et al., 
2022; Ali et al., 2024) 
 For Hispanic women, the same issue arises where higher rates of coronary heart disease are more 
likely to result in worse outcomes (Rojo et al., 2023). Part of this can be attributed to the unique CVD risk 
factors in hispanic individuals, with about 41% of Puerto Rican women specifically having 
hypercholesterolemia: excess cholesterol in the bloodstream which leads to issues like coronary artery 
disease (Daviglus et al., 2012). Aside from Coronary Heart Disease, Hispanic women often suffer from 
hypertension and hyperlipidemia that can cause radiating health effects. In the USA, 23% of the growing 
population is Hispanic, and CVD is the leading cause of death in this group. It affects 42.7% of Hispanic 
women, largely due to factors like health equity and socioeconomic challenges that can contribute to the 
underassessment or prolonged delay to seek treatment for risk factors that are overlooked (Gomez et al., 
2022). Thus, it can be seen that CVD plays an unfortunate but notable role in mortality of Black and 
Hispanic Women.  
 
Asian and Pacific Islander Women.  
For the purposes of this review, Asian and Pacific Islander Women encompass Central Asia, East Asia, 
Hawai’i and Pacific Islands, South Asia, and West Asia (Luo, 2017). For Asian Indian Women, 
cardiovascular disease mortality rates have increased and have not improved for other Asian American 
subgroups (Đoàn et al., 2022). Asian and Pacific Islanders are 10% more likely to be diagnosed with 
coronary artery disease than individuals who are non-Hispanic and white. It is also established that the 
CAD also has an earlier onset than in other ethnic groups (Brown et al., 2022). There is a lack of literature 
for Asian and Pacific Islander Women overall and their cardiovascular outcomes, but from what is 
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available, the general consensus is that their outcomes also have room for improvement with further 
inclusion of Asian and Pacific Islander Women in clinical research studies being done.  

 
American Indian and Alaskan Native Women 
American Indian (AI) and Alaskan Native (AN) Women have a lot of research data on how 
cardiovascular disease leads to maternal morbidity, but there is a slight lack of data available on 
reporting of these diseases. Specifically, there is data that points to about 21% of underreported CVD 
rates for this group of women (Sharma et al., 2023). However, there is some data suggesting that the 
prevalence of CVD in AI and AN has been on the decline as a result of factors like primary prevention 
efforts. These efforts mainly involve targeting diseases like obesity and diabetes that lead to the 
worsening or development of CVD (Sharma et al., 2023). The majority of the literature found focused on 
the AI and AN population as a whole, with very little statistics or information available on how this data 
is reflected for women specifically. The danger with this however is that men and women often 
experience different health outcomes, so looking into women’s cardiovascular health for AI and AN 
women outside of other factors like pregnancy is important (Brown et al., 2022).  

 
CLINICAL RESEARCH GAPS IMPACT PROVIDER DIAGNOSES  
Majority of healthcare provider (HCP) knowledge comes from research, data, and statistics. Based on 
years of findings, that sample has to be representative of populations in order to be extrapolated and 
applied to BIPOC women in clinical practice. Any gaps in representation in clinical research leads to 
paucity of information given to HCPs, potentially contributing to worse risk assessment, inconsistencies 
in communication diagnoses, and decreased recognition of non-traditional markers of CVD (Brown et al., 
2022). Standardizing methods to measure gender and race have been a proposed solution to fix this 
(Connelly et al., 2021). Effective communication is a critical component to this, as strengthening 
communication can prevent mistrust in the patient provider relationship   (Samra & Hankivsky, 2021). 
Lack of patient trust opens up issues for detection, diagnosis, and reporting of cardiovascular disease. It 
is imperative that the medical provider curriculum is expanded to better include disease presentation for 
more diverse women. Screening protocols used by HCPs should also seek this same expansion in tandem 
with better communication and outreach to groups of women who are known to be more predisposed to 
heart disease. It has been demonstrated that stronger communication has copious benefits in improving 
women’s physiological status, and resolution of symptoms (Samra & Hankivsky, 2021).  

There is an estimation that by 2050, about 50% of the US population is projected to be composed 
of “racial minorities” and thus, the current model of healthcare must grow with its ever-evolving 
population to be equipped with the knowledge and resources to prevent any racial or gender disparities 
in care, particularly for cardiovascular disease in women (Nair & Adetayo, 2019). In postgraduate 
medical training, about 70% of trainees indicated there was minimal education on gender-based medical 
concepts (Wenger, 2024; Wenger et al., 2022). Further, only 42% of cardiologists in a survey administered 
nationwide indicated they felt equipped to handle cardiovascular risk in women. This number drops 
lower to about 22% for primary care physicians feeling equipped to address these issues  (Wenger, 2024). 
National advocacy campaigns have actually been shown to have a positive impact in decreasing the 
annual number of CVD deaths in the early 2000s, which shows that advocacy and education can have a 
prevalent impact on changing cardiovascular outcomes for women (Wenger, 2024) 

It is imperative to increase the representation of BIPOC women in clinical research and in the 
development of medical education texts to help rectify issues such as suboptimal risk assessment and 
under recognition of non-traditional risk factors (Cho et al., 2021; Michos et al., 2021). This can go further 
to create disparities in risk factor awareness in patients if HCPs are not trained in how to recognize the 
presentation of cardiovascular diseases across different racial subgroups for women (Brown et al., 2022). 
It has been established that many prospective studies did not have a large representation of women, nor 
did it include anything to account for sex-specific factors that ultimately make a difference in 
cardiovascular outcomes as mentioned by statistics of HCPs feeling equipped to handle issues regarding 
women’s cardiovascular risk  (Gaffey & Spatz, 2024).  
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SYSTEMIC RACIAL DISPARITIES AND WOMEN’S CVD 
Thinking more broadly, a contributing factor of why healthcare professionals (HCPs) may not feel 
equipped to identify and treat BIPOC women’s CVD is a result of systemic factors. Systemic racism, and 
xenophobia are known contributions in structural barriers that result in health disparities for all women 
(Snitselaar & Carr, 2023). A 2018 National Healthcare Quality and Disparities Report found evidence that 
Black, American Indian, and Alaskan Native patients receive worse care for 40% of quality-of-care 
measurements in comparison to White patients. Hispanic patients specifically received about 35% worse 
outcomes (Javed et al., 2022). For quality care measures, Asian patients receive worse care for about 27% 
percent of quality-of-care measures, which can be defined as anything that helps quantify healthcare 
processes, outcomes or patient perceptions of healthcare (Quentin et al., 2019; Schneider et al., 2021). 
Social determinants and their interaction with the infrastructure of the healthcare system unfortunately 
will play a role in how diverse women receive care for cardiovascular diseases. Social conditions that fit 
within the Social Determinants of health are race and ethnicity, socioeconomic status, and psychosocial 
factors. It has been established that there is an association between a woman's socioeconomic status (SES) 
and risk factors for CVD such as hypertension, diabetes and obesity (Javed et al., 2022). 

Another major systemic factor of disparities in outcomes for BIPOC women and their outcomes 
for cardiovascular diseases are insurance coverage barriers. Broadly, about 7.3 million adults with CVD 
are uninsured (Javed et al., 2022). Within that, there is data suggesting that the uninsured rate is about 2-4 
times higher than for Hispanic individuals (28.7% uninsured), Black individuals (12.9% uninsured) in 
contrast to only 7.4 White individuals being uninsured (Javed et al., 2022). Further evidence from a 
Behavioral Risk Factor Surveillance System indicated that 31% of Hispanic and 28% of Black individuals 
avoid care strictly because of the cost, whereas that number is approximately 21% for white individuals 
(Javed et al., 2022). Specifically for women however, these statistics are greater due to gender related 
discrepancies in healthcare cost and insurance. Before the Affordable Care Act healthcare services cost 
anywhere from 50 to 80% more than for men on the market (Cardoso et al., 2021). Overall, it is apparent 
that there are many systemic barriers that interfere with better outcomes for BIPOC women in the 
healthcare system but leaves room for more work to be done to dismantle these systemic issues and 
provide better care.  
 
FUTURE DIRECTIONS AND CONCLUSION 
Undoubtedly, notable strides have been achieved in recent years to acknowledge and improve disparities 
in cardiovascular care for BIPOC women. Particularly in the last 5 years more attention has been given to 
advocacy for expansion of curricula, increased representation in clinical studies, representation of HCPs, 
and how systemic barriers have changed. By continuing this work, patient-provider relationships can be 
strengthened and improve the concerning statistics surrounding BIPOC women’s’ cardiovascular care 
outcomes. 

A greater emphasis on outreach, accessibility and inclusion of underrepresented women in 
clinical research will translate into better preparation of healthcare providers to diagnose cardiovascular 
diseases while it is manageable. Specifically, the inclusion of Asian and Pacific Islander Women, and 
American Indian and Alaskan Native Women should be a focus given the existing literature 
demonstrates a lack of representation of these women in clinical studies.  

It is imperative to have a continued focus on expanding access and inclusion of BIPOC women in 
clinical research and medical education given the varying presentation of the disease in different 
populations. This, in tandem with the targeted development of more inclusive education materials will 
aid healthcare providers to better treat and diagnose cardiovascular disease in women. 
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