
  

 

 

 

 

ABSTRACT 

Study of Women’s Cardiovascular Public Health Initiatives and Program Evaluation 

Delaney E. Shiu 

Director: Christopher Pieper, PhD. Sociology  

 

 The leading cause of death for women across the United States is cardiovascular 
disease, a broad term that can encompass many different ailments. Vulnerability and 
severity of the disease is often made worse by factors such as race, socioeconomic status, 
and geographic location; this often results in worse outcomes after a diagnosis of heart 
disease, specifically for poorer women of color. The goal of this project was to better 
understand the factors that influence women’s heart disease in order to propose a 
successful public health initiative might look like in order to positively influence the 
women in the community. Current programs, both public and private, have significant 
shortcomings such as accessibility, lack of educational resources, or insufficient rates of 
public engagement. This study included an evaluation of several existing programs, 
government-funded and non-government funded, in order to find the most common 
deficiencies or limitations. An in-depth organizational case study analysis was conducted 
as well, of a successful program located in southern Florida, the Women’s Breast and 
Heart Institute (WBHI). After analyses of these programs, I developed a proposal 
featuring aspects of the WBHI model, as well as novel suggestions, to be implemented in 
already-existing programs in order to reach at-risk women in the most efficient way 
possible.  
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INTRODUCTION 

 Heart disease is the leading cause of death for both men and women in the United 

States for people of most racial and ethnic groups. About one in four deaths that occur in 

the United States are due to a form of heart disease, and cardiac illness treatment - 

including medicines, health care services, and loss of productivity due to death - cost the 

United States about $219 billion each year in 2014 and 2015 (State, Local, and Tribal 

Heart Disease and Stroke Programs | Cdc.Gov, 2020). Heart disease can be caused by a 

variety of things, but for the most part, the main risk factors are high blood pressure, high 

blood cholesterol, and smoking. In addition to this, diabetes, being overweight, and an 

unhealthy diet can greatly contribute to the possibility of developing heart disease at 

some point (CDC, 2020b). The CDC has a Division for Heart Disease and Stroke 

Prevention (DHDSP) that supports state and local efforts to prevent and reduce the risk 

factors associated with heart disease and stroke, since they often go hand in hand (State, 

Local, and Tribal Heart Disease and Stroke Programs | Cdc.Gov, 2020) 

 Women in particular have unique challenges presented to them in regard to heart 

disease, whether it be physiological or social. Although women tend to have lower rates 

of anatomical coronary artery disease (CAD) they have more symptoms, ischemia, and 

adverse outcomes compared to men. This makes the risk for women with CAD greater 

than the risk for men, yet women are less likely to receive the correct therapies as 

indicated by national guidelines (Shaw et al., 2009). In addition to physiological 

differences, there are many disparities that women may experience based in 

socioeconomic status and racial or ethnic identity. Many comorbidities accompany heart 

disease, and according to a recent study, comorbid chronic illnesses disproportionally 
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affect minority women which would put them at a higher risk for severe heart disease 

(Williams, 2002). 

 Because women – specifically minorities – face challenges that the rest of the 

population does not, organizations and public health initiatives have arisen that aim to 

help these women gain access to better healthcare or educational resources in hope of a 

better outcome. These programs are scattered throughout the country and are numerous, 

but women’s cardiovascular health continues to be a problem in many parts of the 

country and remains the number one killer of women. Because these programs are often 

tailored to women and not a specific minority group, they will be the focus of the 

research conducted for this paper.  

 This paper will discuss various factors that contribute to cardiovascular healthcare 

disparities in women, such as the stigma surrounding heart disease, sex differences, and 

racial and ethnic differences. These factors are necessary for understanding which public 

health initiatives might be the most beneficial for their target population, as well as which 

changes might need to be made in order to improve the effectiveness of these programs. 

The study will then review several initiatives that are currently active in the United States 

and aspects of each of them that contribute towards helping the community, as well as the 

parts that might not help as much. An in-depth organizational case study of the Women’s 

Breast and Heart Initiative is then offered, whose program that has proven effective and 

would be easily implementable across the country and customizable to local 

communities. The purpose of this research is to gain better understanding of women’s 

cardiovascular healthcare disparities, specifically those associated with minority groups 
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and women of lower socioeconomic status, and programs that work to help ease the 

burden on these women.  
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CHAPTER ONE 

Women’s Cardiovascular Healthcare: Background and a Review of Literature 

 

Cardiovascular Disease 

 When thinking of heart disease, many Americans tend to think of it as a “man’s 

disease” associated with unhealthy diets, obesity, and a sedentary lifestyle. Commonly, 

people tend to refer to the stereotypical model of a heart attack we have seen on 

mainstream media, where men lose their ability to breathe, clutch their chest, and fall to 

the ground before they are taken to the hospital for further evaluation (Heart Attack 

Symptoms in Women, n.d.). In reality, cardiovascular disease (CVD) is much different 

and presents itself differently in each person, so it is important to understand the science 

and statistics behind it in order to evaluate the risks specific to certain populations.  

 Many different terms are often used when speaking of CVD since it is often an 

umbrella term used to encompass a myriad of terms such as coronary artery disease 

(CAD) and coronary heart disease (CHD), as well as other conditions such as rheumatic 

fever, ischemic heart disease, and diseases of pulmonary circulation. CVD is the leading 

cause of death across the world, including the United States, where adult males are 50% 

likely and females are 32% likely to contract a form of it at some point in their life 

(Mensah & Brown, 2007). Prevalence of CVD increases with age and varies among 

different ethnic, racial, and socioeconomic groups. Along with being the number one 

cause of death, CVD is also the most expensive disease in the United States, exceeding 

$219 billion in 2014; this is partially due to the fact cardiovascular healthcare procedures 
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encompass heart valve replacements and implantable cardioverter-defibrillators, two of 

the most expensive procedures with average costs of around $118,656 and $103,680, 

respectively (CDC, 2020b). It is likely that the U.S., will continue to see increases in the 

prevalence of CVD over the coming years, due to the fact that childhood obesity as well 

as prevalence of type 2 diabetes being on the rise (Mensah & Brown, 2007).  

 

Sex Differences  

 When evaluating the prevalence and severity of cardiovascular disease within 

different populations, the first major disparity is that between the sexes. Major variations 

that often go unnoticed or unspoken when speaking of CVD in men and women. Shaw et 

al. (2009, p. 1561) detail this sex difference in CHD, finding that prevalence, symptoms, 

and pathophysiology vary greatly between males and females. The first major difference 

is the fact that each year, a greater number of deaths is occurring in women resulting 

from CHD compared to men (455,000 vs. 410,000), despite women having an overall 

smaller prevalence of the disease. Fewer cases of obstructive coronary artery disease are 

found in women, but despite relatively preserved left ventricular function, they still have 

greater rates of ischemia and mortality compared to males in the same age group.  

 In addition to a greater number of women dying from ischemic heart disease 

(IHD), more women die from sudden cardiac death before arrival at a hospital than men 

(52% vs. 42%). This may seem contradictory to the fact that women often have more 

persistent symptoms when they are symptomatic, so one might think that they might end 

up at the hospital before men and potentially have more positive outcomes. In general, 

women suffer from more vascular disorders such as migraines, Raynaud’s phenomenon, 
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as well as autoimmune arthritis. These observations are likely due to the persistent 

cycling of reproductive hormones such as estrogen and progesterone as well as changes 

in the body during pregnancy (Shaw et al., 2009).  

 Perhaps the most dramatic difference between women and men is how CVD 

begins to present itself in the body. In a longitudinal study completed by George et al. 

(2015, p. 1320), men and women with no history of CVD were selected and followed for 

a span of 1-20 years and their symptoms were assessed throughout. Almost 30% of men 

in the 30-39 years age group had their first symptom of CVD manifest as a myocardial 

infarction (MI), while women most commonly (~15%) had their first symptom manifest 

as peripheral artery disease (PAD). As women age, their incidence of MI stays relatively 

stable, but the percentage of women with stable angina increases. As both sexes begin to 

age well into their mid 70s, heart failure becomes the most prevalent incidence of CVD 

and the percentage of those experiencing PAD and MI decreases steadily. This study 

highlighted the importance of education of both the general public and healthcare 

professionals in order to show how women will often not have symptoms manifest in the 

same way as men do, but it is still important to treat symptoms with the same level of 

caution as an MI would receive.  

 

Geographical Location 

 The geographical location and distribution of cases across the country is also an 

important and somewhat surprising factor to note. Many studies have carefully examined 

sex and racial discrimination, but geographical location is often overlooked. In the 

earliest map of the distribution of heart disease in the United States, published in the 
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1950s, the highest prevalence of the disease was in the Northeastern part of the country, 

noted by the number of high-rate counties versus low-rate counties. At the beginning of 

this period of study (1973-1974), the highest concentration of high-rate counties was 

slowly moving from the Northeast, down to the Appalachian mountain range, and into 

the Midwest. By 2009-2010, the concentration of high-rate counties in the Northeast had 

almost disappeared and a large cluster of counties had appeared in southern states and 

south Appalachia. In addition, low-rate clusters that were apparent in southern states such 

as Texas and New Mexico slowly disappeared over time and appeared where high-rate 

counties one dominated, in the Northeast (Casper et al., 2016). 

 Despite the alarming statistics concerning the prevalence of heart disease in the 

United States today, there has been a steady decline over the past 50 years. During the 

study period (1973-2010), there was a large range in the percent decline that different 

counties noticed (9.2% to 83.4%). The counties that experienced the lowest rates of 

decline in CVD (9.2% to 49.6%) were primarily located in southern states such as 

Alabama, Mississippi, Louisiana, Arkansas, Oklahoma, and Texas. Counties that had the 

highest rates of decline (64.1% to 83.4%) were located in northern parts of the United 

States. Lastly, the geographic inequality in rates of heart disease doubled from the 

beginning of the study period until 2010, with the coefficient of variation increasing by 

greater than 3% each year (Casper et al., 2016). There are many potential mechanisms for 

the changes observed in this study and many of them are worth exploring in depth in 

future studies. Some of the most obvious ones might be differences in socioeconomic 

status, specifically in the years the largest shifts occurred, as well as the prevalence of 

diabetes in these populations, since it is a major comorbidity with heart disease.  



 8 

Race and Heart Disease 

 In addition to sex differences, there are extensive racial/ethnic disparities exist in 

regard to CVD, whether it be the contraction of a disease, treatment of disease, or the 

mortality rates that result from the development of the disease. Even strictly within the 

female population, disparities are even more prevalent. A study by David R. Williams 

examined the variations in women’s health that we might observe due to racial/ethnic 

differences, specifically discussing the social embeddedness of health. Women are known 

to have higher instances of morbidity than men, but not necessarily mortality since they 

are seen to have a greater life expectancy by about 5.7 years in both white and black 

women. However, white women have a life expectancy at birth that exceeds black 

women by about 5.2 years. There have been decreases in death rates in both groups over 

time; however, African Americans have had consistently higher mortality rates than 

whites. When attempting to compare members of other ethnic groups such as Hispanics 

or American Indians, a lack of data becomes surprisingly evident. Nationally reported 

data by the CDC is only available for American Indians and Asians/Pacific Islanders 

beginning in 1980, and only for Hispanics in 1985. There were 17 states with data 

regarding Hispanics in 1995, 10 years after they began collecting it, and all 50 states were 

finally contributing in 1997. American Indian women have mortality rates similar to 

whites, while Asian American and Hispanic women have mortality rates that are lower 

than whites. Given that mortality rates of black women compared to white women are 

much higher, as well as data being much more available in regard to the two groups, they 

will be the primary focus of the rest of this paper.  
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 Across all racial/ethnic populations of women in the United States, heart disease 

remains in the top two causes of mortality, which is an obvious reason for concern. 

Hypertension (HTN) is a risk factor for the development of cardiovascular disease at 

some point in life, and rates of HTN are 1.8 times higher for African American women 

than white women (Casper et al.). Although this data might lead one to believe that 

African Americans would have higher instances of hyperlipidemia (HLD) as well, the 

result is quite the opposite. Hyperlipidemia is an excess of lipids in the blood, which can 

lead to deposits in the arteries and a risk of developing a blockage (Prevention and 

Treatment of High Cholesterol (Hyperlipidemia), n.d.). In a cohort of 5,923 men and 

women who were free of clinically-diagnosed CVD, it was found that African-Americans 

had lower odds for combined HLD than whites, even though they were found to have a 

higher BMI and abdominal adiposity, both of which are risk factors for developing HLD 

(Paramsothy et al., 2009). If HLD is developed by a patient, one of the most commonly 

chosen therapies by a physician is a statin, a medication that the patient will often take 

indefinitely.  

Statin therapy is a common method of treatment for patients with HLD and is 

aimed at lowering levels of lipids circulating in the bloodstream. In a study by Jennifer 

Lewey et al. (2013, p. 665), statin therapy adherence was examined between sexes and 

compared between groups of white and non-white people. Compared to men, women had 

higher rates of nonadherence (53% vs 50%) to their prescribed statin, even when 

controlled for race and socioeconomic status. In addition, it was found that rates of 

nonadherence were higher in nonwhite than white people (50% vs 45%). Statins are a 

class of drugs that can prevent the need for cardiovascular intervention surgeries in the 
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future, as well as reduce the risk of a potential MI. Is it thought that patients who 

discontinue their medications, specifically after an MI, are 3 times more likely to die as a 

result than those who continue taking their medications as prescribed (Lewey et al., 

2013). Although it is already known that minority women have more adverse outcomes in 

regard to CVD, this study helps posit a plausible reason as to why there is such a large 

gap between white women and women of color being able to recover. There are many 

potential reasons as to why there are lower rates of adherence in women, possibly due to 

lack of education on both the patient and clinician’s side about how severe CVD can be 

for women even if it is less common than in men. Furthermore, women often serve as 

caregivers in their families, and caregivers often have lower rates of adherence to their 

own therapies because they are taking care of others (Lewey et al., 2013). Women who 

are caregivers also report that being a caregiver itself is a barrier to taking preventative 

action about their cardiovascular health (Mosca Lori et al., 2010).  

The issue of racial/ethnic variations in adherence bring up potentially more 

complex disparities than gender does, such as consistency and quality of healthcare. For 

example, in a study conducted by Yong et al. (2018, p. 1489), patients who had recently 

presented with acute MI were followed to see what type of treatment they would receive. 

It was found that among five ethnic groups (white, black, Hispanic, Asian, and Native 

American), blacks were least likely to undergo an angiogram in general, as well as within 

a 24-hour window if they presented with a ST-elevated myocardial infarction (STEMI), 

the deadliest type of heart attack. In addition, black patients were least likely to undergo 

revascularization procedures such as stenting and coronary artery bypass graft (CABG). 

Although this data is significant, it is often suggested that patients adhere to medication 
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rather than surgical procedures if that is what the clinician decides is best for the patient. 

This emphasizes the importance of educational programs and clinicians who let patients 

know how crucial to their health it is to adhere to their designated statin therapy.   

 

The Jackson Heart Study 

The Jackson Heart Study (JHS) was a partnership in 1988 between Jackson State 

University, Tougaloo College, the University of Mississippi Medical Center, and the 

NIH’s National Heart, Lung, and Blood Institute as well as Office of Research on 

Minority Health. The study was conducted in order to identify risk factors for the 

development of CVD, specifically in minority groups. Participants were selected from the 

Jackson site of Atherosclerosis Risk in Communities (ARIC) and residents from the 

Jackson metropolitan area. It is a longitudinal study of both genetic and environmental 

factors that help contribute to the disproportionate amount of CVD seen amongst African 

Americans. It is now funded by the National Heart, Lung, and Blood Institute (NHLBI) 

as well as the National Institute on Minority Health and Health Disparities (NIMHD). 

The participants (n = 5306) received three clinical examinations that occurred from 2000-

2004, 2005-2008, and 2009-2013 in order to generate longitudinal data about common 

risk factors and have been contacted annually about health information including 

hospitalizations, medical events, and functional status (Jackson Heart Study > About > 

About The JHS, n.d.). 

It has been long known that minority groups are disproportionately affected by 

CVD and CHD compared to majority groups; deaths from CHD tend to happen on 

average about 5 years earlier in blacks than they do in whites. In addition, hypertension 
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(HTN) was found to be 40% more prevalent in blacks than whites as well as other risk 

factors such as diabetes and obesity (Sempos et al., 1999). Discrimination is also 

overwhelmingly faced by minorities and has been attributed to adverse health outcomes, 

including HTN. Discrimination induces stress in the body and then can activate the 

hypothalamic-pituitary-adrenal (HPA) axis (Forde Allana T. et al., 2020). Stimulation of 

the HPA axis often brings about several stress-associated responses including ACTH 

release and suppression of immune functions which can lead to further stress (Smith & 

Vale, 2006). Because of the stress that discrimination may cause in a person, it may also 

eventually lead to the development of bad coping mechanisms such as overeating and a 

sedentary lifestyle, which both contribute to the development of heart disease in the 

future. In its longitudinal study, the JHS asked participants about whether they face 

discrimination or not, how intense the discrimination is, and whether it is an everyday 

occurrence or a lifetime struggle. The result of this data collection was then compared 

with the incidence of the development of HTN within the group where it was found that 

for both men and women, if there was higher stress associated with lifetime 

discrimination, there were higher incidences of HTN. The effect of everyday 

discrimination was not found to be correlated with the development of HTN, likely due to 

the fact that everyday discrimination describes minor day-to-day that are likely to lead to 

short-term changes in blood pressure rather than long term. The lifetime discrimination 

categorized major occurrences that may accumulate and contribute to elevated blood 

pressure over time, rather than a spike on a certain day (Forde Allana T. et al., 2020) 
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Women’s Awareness of Heart Disease 

 Although heart disease is the number one killer of women in the United States, 

there are alarming statistics concerning the number of women who are aware of this fact 

and aware of the proper prevention methods for this. When compared to white women, 

blacks and Hispanics were shown to be less aware of the fact that heart disease is the 

number one killer of women and Hispanic women were less likely to report having 

knowledge of associated risk factors in developing the disease when compared to white 

women. In addition, minority women felt less informed about heart disease and stroke in 

general when compared to white women, with awareness in black women being 31% and 

Hispanic women being 29%. In the same study, 68% of white women reported being 

aware of heart disease and stroke in general. There is a clear gap in education of women 

about heart disease, but specifically minority women, and this shows a clear need for 

additional educational services and programs that serve to help close these gaps. Because 

women are often uneducated about the symptoms that can lead to heart disease, it has 

been shown that women will often delay seeking treatment until the symptoms have 

escalated, which could lead to worse outcomes (Hsu & Wong, 2017).  

 In a twelve-year study of women’s awareness of heart disease, women were 

surveyed over the phone and online in 1997 and 2009, and overall awareness of heart 

disease and risk factors were analyzed. Compared to 1997, awareness that heart disease is 

the leading cause of death has tripled in black women and doubled in white and Hispanic 

women. Although awareness in minority groups has increased, there is still significantly 

less awareness compared to white women and there was no improvement in knowledge 

of heart disease symptoms. In 1997, it was shown that younger women were more 
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unaware of the risk of developing heart disease, but in 2009, there was no significant 

disparity in awareness between older and younger women. A similar study to this one 

was conducted in 2006, and when compared to the results found in 2009, there was no 

improvement in awareness of heart disease and in some cases, awareness had decreased 

in the 3-year period. Because of this, it is important that public health initiatives that 

spread awareness about risk factors, the disease, and potential symptoms, are taken 

seriously in order to help continue the education of the public so that results continue to 

improve over time.  
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CHAPTER TWO  

Current Programs and Initiatives Available for Women’s Heart Health 

 

It is important to understand the extent of heart-healthy programs that are 

currently available to the public in the United States and the areas they cover, but more 

specifically the number of specialized programs for women. The United States Center for 

Disease Control has a Division for Heart Disease and Stroke Prevention (DHDSP) that 

funds state, local, and tribal efforts to help prevent heart disease and stroke, as well as 

educate the public about the topic (State, Local, and Tribal Heart Disease and Stroke 

Programs | Cdc.Gov, 2020). There are several programs listed on the CDC’s website, 

only one of which is tailored specifically to women and their unique heart health needs. 

This program, WISEWOMAN (Well-Integrated Screening and Evaluation for Women 

Across the Nation) is designed for middle-aged, low-income, uninsured women who 

might not otherwise have access to the necessary information regarding breast and heart 

health. Although these programs are funded by the government and provide valuable 

resources to populations that might not normally get them, each of them has their own 

weaknesses that must be explained. In addition to these, there are many privatized 

programs and initiatives across the country that aim to improve heart health, as well as 

some that are even specifically geared towards women, that should be introduced before 

discussing the need for improvements to be made across the board.  
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Government Funded Initiatives 

Improving the Health of Americans through Prevention and Management of Diabetes 

and Heart Disease and Stroke  

 The CDC provides funding to all 50 states and the District of Columbia to aid 

their efforts in addressing diabetes, heart disease, and stroke. In September of 2018, 

various state health departments “were awarded funds under a new 5-year cooperative 

agreement” and will work towards various goals together. The goals as listed on the CDC 

website are below: 

• “Increase reporting, monitoring, and tracking of clinical data for 

improved identification, management, and treatment of patients with high 

blood pressure and high blood cholesterol 

• Increase use of and adherence to evidence-based guidelines and policies 

related to team-based care for patients with high blood pressure and high 

blood cholesterol 

• Increase community-clinical links that support systematic referrals, self-

management, and lifestyle change for patients with high blood pressure 

and high blood cholesterol 

• Increase medication adherence among patients with high blood pressure 

and high blood cholesterol 

• Increase engagement in self-management among patients with high blood 

pressure and high blood cholesterol 
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• Increase participation in evidence-based lifestyle interventions among 

patients with high blood pressure and high blood cholesterol” (State, 

Local, and Tribal Heart Disease and Stroke Programs | Cdc.Gov, 2020) 

Because of the support from the CDC, it is possible for these state health 

departments to 

develop new approaches in order to reach more people in target populations throughout 

the state. Funding will also help increase evidence-based public health strategies, 

specifically in communities with high burdens of diabetes, or heart disease and stroke. 

There will also be an emphasis on tracking new clinical measures taken in order to 

identify what works best for heart disease and stroke patients, as well as team-based care 

that includes non-physician team members.  

 

Improving the Health of Americans through Prevention and Management of Diabetes 

and Heart Disease and Stroke Review 

As we can see, many of the issues discussed earlier are attempting to be targeted 

by the CDC’s increased funding for state health departments, although none of these 

problems are ones that are specific to women. In addition, only 19 of 50 states and 6 large 

cities received additional funding for local programs, and 16 tribes and urban Indian 

organizations in 13 states received additional funding for good health and wellness 

(CDC, 2020a). Clearly, some funding is present for all states, but interestingly, the 

southern states with the highest prevalence of heart disease, are not the ones receiving the 

extra funding. If this oversight were to be corrected, it would likely benefit many 

southern states who have higher rates of heart disease compared to Northern and 
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Midwestern states, which necessitates increased funding for outreach and public 

healthcare initiatives. 

 

WISEWOMAN (Well-Integrated Screening and Evaluation for Women Across the Nation) 

 WISEWOMAN is a special program that receives funding from the CDC in order 

to serve low-income, uninsured, as well as underinsured women who are between the 

ages of 40 and 64 years. The program accomplishes this by providing heart disease and 

stroke screenings as well as services that promote healthy habits in order to lower the risk 

of developing risk factors at some point. WISEWOMAN is a specialized branch of the 

National Breast and Cervical Cancer Early Detection Program (NBCCEDP), and because 

of this, participants are recruited for WISEWOMAN after enrolling in a NBCCEDP 

program. The program frameworks are based on the CDC’s four domains of 1) 

Epidemiology and Surveillance, 2) Environmental Approached, 3) Health 

Systems/Clinical Preventative Services, and 4) Community-Clinical Linkages 

(WISEWOMAN Technical Assistance and Guidance Document, n.d.). Figure 1 

demonstrates a flow diagram used by WISEWOMAN programs to direct flow of services 

in order to result in improved health behaviors among participants as well as decreased 

risk for CVD. 
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Figure 1.  

 

After receiving heart disease and stroke screenings by getting involved with a local 

program, women are able to participate in “evidence-based lifestyle programs, individual 

health coaching, or [be] referred to other community resources” (WISEWOMAN 

Overview | Cdc.Gov, 2019). Between 2008 and 2013, the program served almost 150,000 

women; of these women, 91% of them had a risk factor for heart disease or stroke already 

present and over two-thirds of them eventually participated in a healthy lifestyle program. 
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Although the program aims to target all CVD risk factors, the main issue that 

WISEWOMEN targets is blood pressure control. They do this through various ways, 

some of which include:  

• “Supporting clinicians by providing tools and resources to help their patients 

regularly measure their blood pressure at home 

• Providing tools to pharmacists to work with patients to help them take their blood 

pressure medications as directed  

• Providing skill-based trainings to encourage participants to improve their diet and 

increase physical activity 

• Referring smokers to quit lines or other tobacco cessation resources” 

(WISEWOMAN Overview | Cdc.Gov, 2019). 

The WISEWOMAN participants must meet certain criteria before being able to enroll in 

any WISEWOMAN-funded program. It is the duty of the program itself to ensure the 

participants meet the criteria, which include but are not limited to: being enrolled and 

eligible to participate in a State/Tribal BCCEDP, in the age range of 40-64 (the individual 

programs must request special permission from WISEWOMAN to give services to 

anyone outside this age range), at 250% or less of the federal poverty level, underinsured 

or uninsured, or unable to pay the premium to enroll in Medicare, Part B if eligible.  

WISEWOMAN (Well-Integrated Screening and Evaluation for Women Across the Nation) 

Review 

At first glance, the WISEWOMAN program looks like a great resource for the 

American public, but once looked at more carefully, some major drawbacks become 

evident. The first is geographical location of the programs, such as the funding mentioned 
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earlier. There are 24 funded programs across 21 states as well as in 3 tribal organizations. 

According to the WISEWOMAN information webpage, the “CDC has included an 

innovation component awarded to a subset of awardees that receive core funding to 

support the implementation and evaluation of a small set of innovative strategies 

designed to reduce risks, complications, and barriers to the prevention and control of 

heart disease and stroke” (WISEWOMAN Overview | Cdc.Gov, 2019). Some of the states 

that receive WISEWOMAN funding are in the South, where there is increased prevalence 

of heart disease; however, the majority of them are Northern or Midwestern states, where 

there is statistically less CVD (WISEWOMAN Locations | Cdc.Gov, 2020). This is a 

major limitation to the program, seeing as how a large number of the states that need the 

funding do not receive it.  

 The parent program that WISEWOMAN belongs to, the NBCCEDP, came about 

after Congress passed the Breast and Cervical Cancer Mortality Prevention Act of 1990. 

As of now, the NBCCEDP funds all 50 states, the District of Columbia, 6 United States 

territories, as well as 13 American Indian/Alaskan Native tribal groups. WISEWOMAN 

was created from the NBCCEDP and operates in locations that have the initial programs 

already in place in order to “ensure women participating in the NBCCEDP receive a full 

range of health services” (WISEWOMAN Overview | Cdc.Gov, 2019). Since all 50 states 

and many territories and tribal organizations receive funding from the NBCCEDP, it is 

unknown why WISEWOMAN has not expanded their services to all of these places as 

well. 
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Million Hearts  

 Million Hearts is an initiative that was founded in 2012 and is led by the CDC and 

the Centers for Medicare & Medicaid Services (CMS) to prevent 1 million heart attacks 

and strokes within 5 years. It is a very broad organization, focusing on a large part of the 

population that might become at risk for CVD one day. Million Hearts has three broad 

goals, which include keeping people healthy, optimizing care, and improving outcomes 

for priority populations. Each of these goals include at least three priorities that are 

important to target in order to achieve said goal.  

In order to keep people healthy, Million Hearts has decided to focus on reduced 

sodium intake, decreased tobacco use, and increasing physical activity, each by about 

20%. To be able to reduce sodium intake, public health strategies such as enhancing 

consumers’ options for lower sodium foods and instituting healthy food procurement and 

nutrition policies are important. Diet is a large contribution to the development of heart 

disease, seeing as atherosclerosis is one of the main contributors to the development of 

CVD. Because of this, poor diets that contribute to the growth of atherosclerosis are a 

good target for initiatives who are aiming to reduce the prevalence of CVD (Stanner & 

Coe, 2019). 

In order to optimize care, Million Hearts emphasized improving ABCS (aspirin 

use when appropriate, blood pressure control, cholesterol management and smoking 

cessation) is necessary, as well as increased use of cardiac rehab, and engaging patients in 

heart-healthy behaviors. At first glance, improving ABCS appears straightforward 

through providing educational resources for the patient, but that is not always the case, 

especially if heart-healthy behaviors are not being implemented at the same time that bad 



 23 

ones are being targeted. Patients are educated about the proper way to use medication as 

well as appropriate techniques for home blood pressure monitoring, but ultimately, the 

clinician cannot force them to comply. 

Lastly, the priority populations that Million Hearts has chosen to highlight are 

blacks/African Americans with HTN, 35 to 64-year-olds, people who have had a heart 

attack or stroke, and people with mental and/or a substance abuse disorder. Highlighting 

these populations include various protocols such as medication adherence strategies, 

community-based program enrollment, Air Quality Index tools, and tailored quitline 

protocols for people with substance use disorders (Million Hearts® Design, 2022). This 

spectrum of strategies show how it is quite important to consider various populations’ 

needs on the community level with increased educational program enrollment, but also 

shows how the prevalence of CVD is something that concerns the country as a whole, 

due to the need of improved air quality for patients who have already had a heart attack 

or stroke.  

 

Million Hearts Review 

 Million Hearts is a well-established but fairly new program that spans the country 

but focuses the majority of its attention on states that experience increased rates of heart 

disease. Although they do have educational resources for individuals, most of their work 

concerns clinical practices and physicians, rather than those with heart disease. For 

example, the Hypertension Control Challenge initiated by Million Hearts recognized 15 

solo practitioners, health care groups, as community health centers for being able to 

achieve blood pressure control (below 140 mmHg / 90 mmHg) for at least 80% of their 
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patients with HTN in 2020 (Hypertension Control Challenge | Million Hearts®, n.d.). In 

addition, they have a Hospitals and Health Systems Recognition Program, where they 

recognize individual hospitals and system that have been innovative with how they 

choose to evolve to meet the everchanging needs of their patients (CDC, 2021).  

 These programs and recognitions offer valuable resources to encourage large 

health services as well as individual clinicians to join the fight against heart disease; 

however, there is not much it offers for individuals who are struggling with the disease. 

Although recognition is a good incentive for entities such as these, it might not have the 

same positive effect on at-risk communities as hands-on activism and education might. 

From 2012-2020, there were 133 Hypertension Control Champions listed in 40 states, 

with states such as California, Colorado, New York, and Tennessee accounting for 43 out 

of these 133. With this uneven distribution, and 10 out of 50 states never having a 

Hypertension Control Champion named, it is clear that something is not reaching these 

10 states, or the incentive of recognition is simply not enough.  

 

Non-Government Funded Programs 

WomenHeart: The National Coalition for Women with Heart Disease 

 WomenHeart is an advocacy institute that was founded in 1999 by three women, 

all of whom had heart attacks in their mid-40s. The founders faced many obstacles that 

disproportionately affect women, such as misdiagnosis, inadequate treatment by 

healthcare professionals, and feelings of social isolation. Because of their separate 

experiences with heart disease and how little information was presented to women at the 

time, they decided to start an organization to help women who were living with heart 
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disease. WomenHeart was the first and is currently still the only “national patient-

centered organization that would focus exclusively on women’s heart disease,” (Ipsum, 

2019). 

 Over the past 20 years, WomenHeart has accomplished many things through its 

outreach and advocacy programs for women with heart disease. One of their unique 

accomplishments is the development of the only national support group for women with 

heart disease, which has more than 100 locations in greater than 30 states. This is an 

extremely important factor to consider when treating women for heart disease; many 

people often consider it a “man’s disease,” and because of this, there is often a social 

stigma when women are diagnosed. There is clearly a lack in education and awareness of 

the issue, so women are often left feeling alone and ashamed in their diagnosis1. In 

addition, WomenHeart has trained over 900 heart disease survivors to become 

community educators as well as training women currently diagnosed with heart disease to 

become public policy advocates. According to the WomenHeart public policy agenda for 

2019-2020, they are advocating for increased access to healthcare for all through the 

Affordable Care Act, access to cardiac rehabilitation through increased referrals for 

women, as well as increased representation of women in clinical trials and medical 

research concerning heart disease (Admin, n.d.). Advocacy for each of these things is a 

key step towards making large improvements in women’s struggle with heart disease.  

 
1 While I was an employee at a cardiologist’s office in Waco, Texas, we would frequently see women who 
were newly diagnosed with some type of CVD and were hesitant to undergo necessary therapies because 
they hadn’t heard of any other women doing the same before. In my experience, women would be more 
willing to add a medication to their current regime, but often took convincing to undergo any minimally 
invasive procedure. More often than not, men would leave the office signed up for their necessary 
interventional cardiology procedure, while women would state that they needed to ask around before 
committing to it, even though it was necessary.  
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It has been shown that women were 12% less likely to be referred to cardiac 

rehabilitation than men and minority white patients were less likely to be referred than 

white patients. Cardiac rehabilitation has been proven to reduce heart disease mortality, 

increase energy and strength, as well as reduce stress in its patients (Admin, n.d.). 

WomenHeart recently supported the Improving Access to Cardiac and Pulmonary 

Rehabilitation Act that was passed in 2018, which allows mid-level practitioners to 

supervise cardiac rehabilitation under Medicare.  

 

WomenHeart: The National Coalition for Women with Heart Disease Review 

Advocacy is an important factor when it comes to gaining awareness for women’s 

heart disease and WomenHeart places a large emphasis on that compared to similar 

initiatives. Although many of the acts and legislation that WomenHeart endorse seem like 

they will be beneficial to the public, many of them, such as the one mentioned above, 

take many years before they can take effect; the Improving Access to Cardiac and 

Pulmonary Rehabilitation Act will take 6 years to be implemented beginning from the 

time of its passing. On their Federal Policy Agenda Fact Sheet, they also state that they 

support full funding for the WISEWOMAN program, as well as asking the NIH to 

increase the percentage of its budget (currently 4%) that they spend on heart research. 

Advocacy and changes in legislation are some things that are often overlooked but 

remain imperative to making a lasting impact.  
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Go Red for Women 

 In 2004, the American Heart Association (AHA) created Go Red for Women, a 

campaign targeting women in order to raise awareness for heart disease and its effect on 

women in the United States. In 2010, the AHA set a goal through this campaign of 

reducing death and mortality from CVD and strokes by 20% while improving 

cardiovascular health in all Americans by 20% by 2020. Women are the main focus of 

the Go Red for Women campaign since men have historically been the subjects of 

research completed on heart disease; this has led to treatments centered on men rather 

than women and a reduced efficiency in treatment in women. The AHA uses funds raised 

from local and national Go Red for Women activities in order to support their outreach 

activities. Some of these activities include educational programs that advance women’s 

understanding of their risk factors and providing tools to help women reduce the 

likelihood of developing these factors. According to the Go Red for Women 

informational page, women who participate in their programs, also known as “going red” 

are more likely to follow an exercise routine, eat a healthier diet, visit doctors for routine 

tests and appointments, and influence those around them by openly speaking about their 

heart health. Go Red for Women receives much of their funding from outside sources 

such as corporate sponsorships; these help fund the programs and initiatives that improve 

educational resources as well as increase communication with the general public. 

Because of these programs, over 2 million women have learned about their personal risk 

factors through the Go Red Heart CheckUp and more than 200,000 healthcare offices 

have received important information concerning women and heart disease (About Us, 

n.d.).  
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Go Red for Women Review 

 The first limitation of Go Red for Women is its size; since it is a part of the 

American Heart Association, it spans a large area of the country, and due to this, it is not 

able to meet the needs of individual communities that it reaches. Communities in 

different locations have needs that differ from one another, and larger organizations are 

not able to specialize as effectively to meet these needs. Due to this, Go Red for Women 

takes more of a hands-off approach, seeing as their primary mode of helping these 

communities is fundraising and handing out educational materials. Within communities 

and cities, they annually host luncheons as a philanthropic event in order to raise 

awareness about women’s heart disease and raise money to go towards the cause (Go Red 

for Women Luncheons | Go Red for Women, n.d.).   

 

Summary 

Although there are various initiatives and programs available to American women 

in regard to heart disease, many come up short in one area or another, leading women 

with a gap they must fill on their own in order to receive well-rounded care. Government 

resources, for the most part, consist of various funds and programs that divide certain 

funds, but these are relatively concentrated in areas that have comparatively little need. 

There are educational programs that are attempting to expand throughout the country, but 

there has not been enough growth to make a difference in states and communities that 

need it. Plenty of privately funded initiatives exist, many of which did not make this list, 

but most are located in only one area and tailored specifically to that community, or they 
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are on a larger scale and are unable to cater to the individual needs of high-risk 

communities. Women in general already have a hard time accessing proper 

cardiovascular healthcare and knowledge about their increased risk factors, but minority 

women and women of lower socioeconomic status are often worse off. The following 

chapters will be an in-depth review of another privately funded initiative that is tailored 

towards one area in southern Florida, but whose model could easily be applied across the 

country with proper expansion and funding, as well as a closer look at government and 

non-government funded programs to examine which parts of these programs need 

improvement, and which ones do not.   
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CHAPTER THREE 

An In-Depth Look at the Women’s Breast and Heart Initiative 

 

 In completing research about various initiatives and programs for potential study, 

I came across a program located in southern Florida that was quite unique compared to 

the others – the Women’s Breast and Heart Initiative (WBHI). I was able to contact them 

via email and then set up a Zoom interview with a representative from the organization. 

The model that they applied to their program is seemingly effective and looks as though 

it could be applied to other locations across the United States. The WBHI is the only 

program similar to the ones mentioned above that uses a door-to-door outreach model 

and have seen positive results in the past. Because of these elements, it is worth 

examining the program in more depth than the others in order to understand their 

methods and why they work for the chosen population.  

 

History 

 The WBHI was first established in 2005 as a means of providing at-risk women 

access to early detection of breast cancer and proper treatment plans if needed. They 

created a door-to-door outreach program that serves to increase awareness of breast 

cancer, risk factors for the disease, as well as what proper treatment should look like 

while providing access to mammograms and other screening services that these women 

might not have due to being uninsured. Since heart disease is the number one killer of 

women in the United States, the WBHI added heart disease awareness to their agenda in 



 31 

2013 and are continuing their door-to-door campaign today (ABOUT US – Women’s 

Breast & Heart Initiative, n.d.). 

 

Door-to-door Outreach Programs 

 The WBHI has four main approaches to their outreach programs, each of them 

meeting a different need of their surrounding community. The first of these is the door-

to-door outreach program, already mentioned above. Through this program, multilingual 

volunteers are able to visit at least 11,000 new homes each year in at-risk neighborhoods 

to provide educational packages about breast and heart health, as well as make 

appointments for screenings if desired. If additional screenings or appointments are 

needed as a follow-up, the WBHI helps coordinate them as well. They have various 

corporate sponsors and partners around the area that help provide these screenings and 

appointments to women who need them free of charge, so that cost is not a barrier to 

people who need treatment. If the women seeking treatment do have an insurance plan, 

the WBHI makes sure that they are able to get them an appointment with providers who 

are in their network in order to ensure cost-effective treatment.  

The campaign in each neighborhood ends with a day where a mobile 

mammography van with clinicians for heart health screenings visit, and while women are 

waiting for their various screenings, they are encouraged to attend sessions about proper 

nutrition and exercise and how these things might affect their life moving forward. After 

each screening, women receive fresh fruit and vegetables to take home, as well as a 

healthy eating guide to influence their eating habits in a positive manner moving forward 

(ABOUT US – Women’s Breast & Heart Initiative, n.d.). According to their most recent 
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data collection from the completion of their 2019 outreach, 85% of women who were 

visited reported learning something new because of the outreach program, 78% of 

women reported reading the materials that were given to them during the visit, 47% 

received a breast cancer screening and 45% received a heart screening through the 

WBHI, and 67% spoke to other women about breast cancer or heart disease (C. Reyes-

Rios, personal communication, February 23, 2021).  

WBHI decides which households will be visited each year based on a few factors; 

they focus primarily on Miami-Dade County, Broward County, and Palm Beach County, 

which happen to be the three counties in closest proximity to their office. Specifically, 

they are looking for single-family home neighborhoods with median incomes of 200-

250% of the poverty level. After filtering homes in these counties through these 

requirements, they are then able to determine which set of homes they will focus on for 

the calendar year. Once getting their list of homes, the staff and volunteers go door-to-

door, ask for the woman of the house and then talk them through their program and what 

they do. If nobody answers, they still leave the educational packets and resources for 

them in hopes that they will read it when they return home or after the volunteers have 

left. This way, if women do want to partake in a screening of some sort, they can contact 

the WBHI and get one after they have left the neighborhood or if they miss the day that 

the mobile mammography and heart health screening unit visits (C. Reyes-Rios, personal 

communication, February 23, 2021).  
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Workplace Wellness – an adaptation to the COVID-19 Pandemic  

 In light of the COVID-19 pandemic, the WBHI is aware that not many people 

would take kindly to strangers knocking on their door or coming face-to-face with 

someone they do not know. Because of this, they had to shift their priorities during the 

pandemic and decided to focus on a subset of women in a workplace rather than doing 

their door-to-door outreach for the time being. However, they are hopeful that door-to-

door outreach will be able to proceed as scheduled in the fall of 2021. 

 In the meantime, a program called Workplace Wellness was started in which the 

WBHI partners with various corporate businesses and essentially goes through the same 

steps as the door-to-door program, but in a workplace as opposed to neighborhoods. The 

managers of these workplaces work with the WBHI to set up a scheduled meeting time 

for the women employees where they can listen to miniature lectures about early 

detection as well as recommendations for breast cancer and heart health treatments. After 

this educational session, the women are signed up on the spot for a follow up 

mammogram and heart disease screening. A few weeks later, the mobile mammography 

and heart health screening unit returns to the workplaces and allows women to get their 

screenings at work, eliminating the need for them to have to request time off or find 

transportation to and from their appointment (C. Reyes-Rios, personal communication, 

February 23, 2021).  

 

College and Advocacy Programs  

 The WBHI recognizes that the best way to treat and recover from heart disease 

and breast cancer is early detection, and this starts with education at a younger age. 
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Another key aspect to their initiative is an advocacy program that involves younger 

people in college through a virtual lecture led by a WBHI employee. During the virtual 

session via Zoom, the employee discusses heart disease and breast cancer in depth as well 

as clinical trials in order to educate the college-aged students who choose to participate. 

The goal of this program is to better educate students about the causes they often find 

themselves fundraising for during university-sponsored fundraising events or group 

philanthropies as often seen in fraternities and sororities. At the end of the program, the 

students take a quiz to determine how much they have learned throughout the duration of 

the curriculum and the WBHI then asks them to create social media posts that advocate 

for further awareness of breast cancer and heart disease. This part of their program is 

relatively new and is a year old as of March 2021. Over 1,500 students have “graduated” 

from the program and over 1,000 social media posts have been made. It is through these 

students’ posts that the WBHI is able to reach a national or global audience and create 

further interest in their program compared to their immediate target population in 

southern Florida. 

 

Employees and Funding 

 According to the WBHI’s 2018 Form 990, filed through the IRS, they are a non-

profit and tax-exempt organization, which is information I received during my interview 

with Ms. Reyes-Rios as well. She stated that there are many ways in which they receive 

their funding, including grants, individual funding, and corporate funding as well as 

sponsorships (C. Reyes-Rios, personal communication, February 23, 2021). Their 

expenses for the 2018 fiscal year were totaled to be $493,672 and they received $598,669 
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in grants and other funding sources. Their budget goes towards hosting educational 

events, providing educational resources for the community, and funding tests such as 

mammograms and heart screenings.  

 In addition, the same form states that the WBHI employed 12 people in the 2018 

calendar year and had 1,000 volunteers. They raised $67,246 from fundraising events in 

the 2018 year as well, which is the most recent publicly available data. Expenses are then 

broken down into five categories: participant screening & information ($94,668), 

materials & supplies ($37,805), miscellaneous ($9,314), fundraising events ($7,330), and 

all other expenses ($9,437). Lastly, 88.84% of their funding came from the public in 

2018, whereas 95.45% came from public support in 2017 (Form 990, n.d.).  

  

Women’s Breast and Heart Initiative Review 

The WBHI door-to-door system is what makes the organization so unique, so it is 

important to understand what aspects of the program make it so innovative and effective. 

The first aspect of the program that makes it so successful is the targeting of certain 

neighborhoods or populations that are in greatest need of these resources. Many of the 

neighborhoods that contain the homes that meet the qualifications listed above are ones 

with a large population of immigrants or nonnative English speakers. Because of these 

factors, these populations often do not know how the American healthcare system 

operates, or if they do, face substantial language barriers when they are attempting to 

contact someone in order to set up an appointment (C. Reyes-Rios, personal 

communication, February 23, 2021). Through bringing the mobile screening vans to the 

neighborhood, they are then able to eliminate the transportation barrier and allow people 
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to be screened in the comfort of their own neighborhood. Many people might feel 

uncomfortable walking into a large hospital or medical office, and potentially intimidated 

by healthcare professionals who they do not have an established relationship with yet. In 

the intimate setting of the mobile van, it is often just the patient, WBHI volunteers, the 

clinician, and the other women from the neighborhood, so it is likely that women will feel 

much more at ease while receiving a screening, especially if they were not comfortable 

doing so in the first place. In addition, the WBHI provides a translator if needed, so the 

patient will be able to communicate all their needs and concerns and have peace of mind 

knowing that the clinician heard all of them, rather than using what little information they 

could translate on their own. 

 After their screening, should the patient need a follow up with a specialty 

clinician due to a positive test for either breast cancer or heart disease, the WBHI 

coordinates all follow-up patient care and appointments so that the patient does not have 

to. If there is something found on either test that is cause for concern, and the woman did 

not know beforehand, it is likely that they would feel overwhelmed and not know where 

to turn to, especially if they do not already have a primary care provider. These services 

are also provided free of charge through partnerships with local hospitals, or sponsorships 

with large businesses. Because women can be assured that their appointments will have 

the costs covered to a certain extent, they might be more likely to get their screenings in 

the first place2.  

 
2 While observing in the same cardiology clinic in Waco, I witnessed many patients not wanting to proceed 
with diagnostic tests and while I initially thought it was due to the cost of the test itself, many of them 
explained that it was due to the potential of the resulting procedure if the diagnostic test were to find 
something wrong. One patient explained to me that they were only seeking a screening because their 
spouse encouraged it, and if it were up to them, they would not have visited the clinic because they have 
been weary of healthcare expenses their whole life.     
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Integration in other areas of the United States 

  The model that the WBHI employs is effective and is not necessarily unique to 

one particular are of the nation. Although they are located in southern Florida and are not 

currently looking at expanding, the models and methods they employ are ones that could 

easily be implemented in various state and city health departments across the country for 

a wider audience. The model would likely be more effective when applied on a city-wide 

or county-wide basis, for better access to specific data on which neighborhoods should be 

targeted. The WBHI functions on a relatively low budget for such a large-scale operation, 

so it seems feasible that city departments, with enough volunteering, would be able to do 

the same. Based on the success rates that the WBHI has experienced, I would say that it 

is important to begin the integration of the model by focusing on the same population, 

and then potentially expanding it later on when there are increasing resources and 

volunteering. It could be inferred that part of the reason that the programs have such a 

high success rate and so many people follow up with the WBHI is because of the 

populations that they target; the majority of the people would not have access to these 

resources otherwise, so it makes sense for them to use the WBHI.  

 There would be some obvious challenges that need to be overcome in order to 

employ this model in cities across the country. The first obstacle would be getting proper 

funding for such a cause; the WBHI is funded by private grants and sponsorships, 

whereas if the model were integrated into city health departments, the municipal 

government would be dictating where to give funding to. A question is then raised of 

whether or not it would be better to just expand the WBHI to different cities rather than 

to have to involve government agencies, but realistically, it would be more effecient to 
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approach already-established municipal governments with this model and allow them to 

incorporate it with guidance from the WBHI rather than establish potentially hundreds of 

free-standing organizations. In addition, the municipal government would have better 

access to advertising the various volunteering opportunities, where it might take much 

longer to recruit volunteers to a newer organization. Volunteers are a crucial part to the 

functioning of the WBHI and seeing as there are only 12 employees versus over a 

thousand volunteers, efforts should be placed on recruiting volunteers who are passionate 

about the cause.  
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CHAPTER FOUR 

Multiple Program Evaluation 

 

Introduction 

 After an in-depth look at a seemingly model program, it is important to evaluate 

the programs previously listed, as well as the WBHI, in an objective method using a 

model that was designed for such a thing. The CDC developed the framework for a 

program evaluation to ensure that quality in said programs is maintained throughout 

periods of transition so that the nation will remain committed to improving outcomes in 

public health. The CDC has chosen to focus on six steps in program evaluation: engaging 

stakeholders, describing the program, focusing the evaluation design, gathering credible 

evidence, justifying conclusions, and ensuring use and sharing lessons learned. In 

addition, they have chosen four standards for effective evaluation, which are: utility, 

feasibility, propriety, and accuracy. The CDC has implemented this framework into their 

sponsored organizations and programs, and claims that evaluating them in this way will 

make them better able to detect program effects and defects along the way (Centers for 

Disease Control and Prevention, 1999).  

 

Criteria and Methods 

 During this program evaluation protocol, three governmental resources and three 

non-governmental resources were identified and evaluated using the CDC’s Framework 

for Program Evaluation in Public Health. The governmental programs are: Improving the 
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Health of Americans through Prevention and Management of Diabetes and Heart Disease 

and Stroke, Well-Integrated Screening and Evaluation for Women Across the Nation 

(WISEWOMAN), and Million Hearts, all under the Centers for Disease Control’s 

management. The three non-governmental programs are: WomenHeart: The National 

Coalition for Women with Heart Disease, Go Red for Women, and the Women’s Breast 

and Heart Initiative (WBHI). Go Red for Women is the only non-governmental program 

that is under the coordination of a larger organization, the American Heart Association.  

 After choosing these programs and initiatives, evaluation categories were made 

according to the CDC’s previously listed four standards for effective evaluation: utility 

(serve the information needs of users), feasibility (be realistic, prudent, diplomatic, and 

frugal), propriety (behave legally, ethically, and with regard for the welfare of those 

involved and those affected), and accuracy (reveal and convey technically accurate 

information) (Centers for Disease Control and Prevention, 1999).   

 The first evaluation category is if the program identifies a specific population. 

Specific population is defined in this case as a target population that they have chosen to 

focus their efforts on, whether that be a specific population of women or subset of the 

general public. Next, the evaluation covers engagement of other groups of people in the 

initiative. The second category is whether or not the program engages the public, 

meaning whether or not they provide resources or opportunities for those outside their 

target population, whether that be educational or an involvement of some kind. The third 

category is whether or not the program engages youth specifically, in the same ways as 

the public. Heart disease is not something that appears overnight and takes many years to 

develop, so it is important that youth are educated about risk factors and things that could 
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contribute to them developing the disease one day. Part of engaging the public and young 

people across the country includes providing a volunteer opportunity so they can get 

hands-on experience with experts in the field as well as patients within the target 

population. Because of this, the fourth category is whether or not the initiative provides a 

volunteer opportunity. Volunteering is a great way of giving people experience in a field 

they might not have any in, in a way that is both beneficial to them and the community.  

 The next three evaluation categories have to do with the resources that these 

initiatives provide directly to their populations: educational resources, direct financial 

support, and long-term support for patients. Educational resources can be defined as 

materials that provide information about heart disease or risk factors to target populations 

as well as the general public. This can be done in many forms, including online via a link 

to a website or in person in the form of an educational pamphlet. Direct financial support 

can mean many things, but for the purpose of this evaluation, it is understood that this 

financial support is money that goes directly to women to help them pay for either 

screening appointments, services, or follow-up doctor’s appointments. Lastly, long-term 

support can be identified as a way of keeping up with patients after the initial encounter, 

whether that means emotional support, medical support, or financial support.  
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Findings 

Government Agencies 

Program Name 
 

 
Improving the Health of 
Americans through 
Prevention and Management 
of Diabetes and Heart 
Disease and Stroke 
 

WISEWOMAN (Well-
Integrated Screening and 
Evaluation for Women 
Across the Nation) 

Million Hearts 

Program Description 

Provides public health 
leadership to improve 
cardiovascular health for all, 
reduce the burden, and 
eliminate disparities 
associated with heart disease 
and stroke. 

Created to help women 
understand and reduce their 
risk for heart disease and 
stroke by providing services 
to promote lasting heart-
healthy lifestyles. 

 
National initiative to prevent 
1 million heart attacks and 
strokes within 5 years. It 
focuses on implementing a 
small set of evidence-based 
priorities and targets that can 
improve cardiovascular 
health for all. 
 

Organization Centers for Disease Control Centers for Disease Control 
Centers for Disease Control 
and Centers for Medicare & 
Medicaid Services 

National or Local National National National 

Funding Source Centers for Disease Control Centers for Disease Control Centers for Disease Control 
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Identifies a Specific 
Population  No  

 
Yes: low-income, uninsured, 
and underinsured women 
aged 40-64 years 
 

No 

Directly Engages the Public No Yes 

 
No - engages institutions 
instead 
 

Directly Engages Young 
People No No No 

Provides a Volunteer 
Opportunity No Yes No 

Provides Educational 
Resources No Yes Yes 

Provides Direct Financial 
Support to Women Yes Yes No 

Provides Long-Term 
Support for Patients No Yes No 

A Science-based Practice Yes Yes Yes 

Year 2018-2023 1995-Present 2012-Present 
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Non-Government Programs  

Program Name 

 
WomenHeart: The National 
Coalition for Women with 
Heart Disease 
 

Go Red for Women Women’s Breast and Heart 
Initiative 

Program Description  

 
Seeks to improve the quality 
of life of American women 
living with heart disease. 
Promotes early diagnosis and 
proper treatment of women 
living with heart disease.  
 

A comprehensive platform 
designed to increase 
women’s heart health 
awareness and serve as a 
catalyst for change to 
improve the lives of women 
globally. 

Strives to increase awareness 
of breast health and access to 
screening for women who 
are uninsured and 
underserved by the health 
care system.  

Organization N/A 

 
 
American Heart Association 
 
 

N/A 

National or Local 
 
National 
 

 
National 
 

Local 

Funding Source 

 
Private funding; majority 
contributions and grants 
 

 
American Heart Association 
and program fundraising 
efforts  
 

Private grants and corporate 
sponsorships 

Identifies a Specific 
Population 

Yes: women already 
diagnosed with heart disease No 

 
Yes: women in single-family 
households at 200-300% of 
the poverty level in Florida 
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Directly Engages the Public 
 
Yes 
 

 
Yes 
 

 
Yes 
 

Directly Engages Young 
People No 

 
Yes - volunteer 
opportunities for youth 
 

Yes - volunteer and advocate 
programs for youth 

Provides a Volunteer 
Opportunity 

 
Yes 
 

 
Yes 
 

 
Yes 
 

Provides Educational 
Resources 

 
Yes 
 

 
Yes 
 

 
Yes 
 

Provides Direct Financial 
Support to Women Yes No 

 
Yes 
 

Provides Long-Term 
Support for Patients 

 
Yes 
 

No 
 
Yes 
 

Science-based Practice 
 
Yes 
 

 
Yes 
 

 
Yes 
 

Year 
 
1999-Present 
 

2004-Present 2005-Present 
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Analysis 

 The first aspect of this data collection merits a closer look is that only one 

organization, the WBHI, is a local organization, and the rest of them are national 

organizations that do not focus on one particular area. It is important for there to be 

widespread organizations who bring awareness to the issue of heart disease to the general 

public, but it is likely that more positive results are seen within individual communities 

when they are being helped by smaller organizations. Smaller-scale organizations are 

often able to analyze their community’s needs in more efficient ways and cater their 

services to what the community needs, as we have seen previously through the analysis 

of the WBHI. In light of the COVID-19 pandemic, they were able to adapt their services 

and provide remote services as well as put some initiatives like their door-to-door 

program on hold and focus on other things for the betterment of their community. This 

level of service is often not able to be seen in a nation-wide organization, most likely due 

to the fact that they cannot analyze the needs of their community effectively and in a 

time-sensitive manner, such as when the pandemic arose.  

 Half of the programs identify a target population that is more specific than the 

general public, or women in general. Some might say that it is important to focus 

initiative efforts on the general public in order to increase awareness in people who are 

not immediately concerned with the issue at hand, but it is possible to cater towards a 

specific population while still working towards educating the public about the issue. 

WISEWOMAN, WomenHeart, and the WBHI all identify a target population and still 

work to educate the general public about the disease and risk factors associated with it. 

The WBHI has the most specific target population, women in single-family households in 
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southern Florida at 200-300% of the federal poverty level. Although they identify a 

specific population for targeted outreach programs, they still have other initiatives such 

as youth advocacy programs that serve to educate those who are not at-risk now but 

might be in the future.  

 All but two of the programs directly engage the public, whether it be through 

seminars, educational programs, or outreach services. Although Million Hearts does not 

work directly with the general public often, with the exception of their volunteers, they 

engage institutions such as health care systems, clinicians, and hospitals. Million Hearts 

refers to these groups as their “champions” for women’s heart health and actively 

engages them through different challenges such as the Hypertension Control Challenge 

(Hypertension Control Challenge | Million Hearts®, n.d.). These challenges are 

opportunities for individual clinicians as well as hospitals and health systems to 

demonstrate excellence in an area of heart health, such as hypertension control, so that 

they may be recognized as such through a national program like this one. This provides a 

unique incentive for larger organizations and clinicians to stay aware of the most recent 

data in regard to heart disease in America and remain advocates for their patients. 

However, a limitation of this program is that it does not focus on specifically women as 

the patients, rather the population as a whole. This obviously includes women, but for the 

purpose of this study, it would benefit at-risk women much more if the program was 

designed explicitly to help them.   

 Only two of the six programs directly engage youth, Go Red for Women and the 

WBHI. Both of these organizations provide volunteer opportunities for youth and the 

WBHI provides an advocacy program, previously discussed in above sections. Engaging 
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youth is an important aspect to the future prevention of heart disease, so an ideal program 

would provide ways for them to learn about it and how it might affect them or their 

colleagues in the future.  

 Volunteering opportunities are also a great way to engage the public while getting 

help in a cost-effective way to be able to educate the most people possible. Four out of 

the six organizations, WISEWOMAN, WomenHeart, Go Red for Women, and the 

WBHI, all provide a volunteer opportunity for the public to be able to get involved in 

their cause. The two organizations that do not provide volunteer opportunities are more 

focused towards providing funding to other organizations or engaging institutions in a 

way that does not have the need for volunteers. Interestingly, three out of the four 

organizations that do provide volunteer opportunities are the non-government funded 

ones.  

 All of the programs except for one provide educational resources directly to the 

public or their target population, educational resources being seminars, pamphlets, 

brochures, or a combination of any of the above. It has been mentioned how integral 

education is to the betterment of women’s health, so the ideal program or initiative must 

have this as a part of it. The one that does not, the 5-year funding program from the CDC, 

rather focuses on engaging state and local public health departments to encourage 

reporting of more specific data in regard to heart disease, such as rates of hypertension 

and hyperlipidemia, as well as encourage the public to adhere to their medication as well 

as other therapies they might have. So, this program does not provide direct educational 

resources, but it does encourage practices that are necessary for the improvement of heart 

disease rates as a whole.  
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 Surprisingly, four out of the six organizations provide direct financial support to 

women. This can come in many different forms, from directly paying for testing or 

appointments to helping pay for foods that contribute to an overall healthier diet. Ideally, 

a well-rounded program would recognize various barriers to proper cardiovascular health 

for women and provide direct financial support for issues such as these, plus others that 

specific communities have that others do not. For example, some communities might 

have more issues with nutritional health and would need better access to healthy foods, 

where others might have access to proper nutrition but not the right appointments to give 

them the medical care that they need.   

 Long-term support is important for patients to have in order to remain healthy, 

especially since cardiovascular disease is a long-term disease. Just as it takes a while to 

build up, more often than not it takes a while to be resolved. Three out of the six 

organizations (WISEWOMAN, Million Hearts, and WBHI) provide long-term support 

for patients, rather than sporadic assistance when they are in need. Long-term support can 

take many forms, such as support groups with other women who have been diagnosed 

with heart disease or checking up on patients after an initial consultation to ensure they 

are still receiving proper treatment.  

 Lastly, all the programs have one thing in common, which is the fact that they are 

all a scientific-based practice. The government-funded programs are all under supervision 

of the CDC in some way or another, so it makes sense that those three are all science and 

evidence-based practices. The other three either state on their website explicitly that they 

are science or evidence-based, and the ones that do not cite multiple research articles 
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from renowned journals that show they are concerned with scientific literature and 

adapting their program to reflect that.  

 

Limitations 

 The main limitation of this study is data collection. Although I was able to speak 

over a video conference with a representative from the WBHI, I was not able to reach any 

of the other programs or initiatives, so the information presented in this paper was 

gathered through what was posted on their website as well as a few external sources. 

Before the COVID-19 pandemic, it was planned for the primary method of data 

collection to be interviews and other personal methods of communication, but this was no 

longer feasible because of the increased workload that many of these organizations had. 

This may lead to biased responses, because programs often only report the successful 

parts of their agendas and might leave failed efforts out in order to be more appealing to 

the public eye. A broad search of organizations that deal with cardiovascular health was 

completed and the ones with the most information publicly available were chosen, so this 

limits the number of organizations that could have been reviewed if more information 

were available.  

 Another major limitation of this study was the lack of clarity of the information 

that was gathered from the organization websites as well as informational pamphlets. 

More often than not, information about the source of funding for the organization was 

posted on their website but was given in rather general terms such as “funded by the 

CDC” or “government funding” instead of listing precise sources or specific grants that 

the organizations were given. In addition, categories for evaluation such as “provides 
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long-term support for patients” were not ones that had an obvious answer on the websites 

and required further investigation to get an answer. Something else of note is that only 

one organization, the WBHI, was able to be reached for an interview for closer 

examination of their program and a substantially larger amount of information was 

gathered from them.  
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CHAPTER FIVE 

Recommendations  

For future areas of study 

 This study evaluated different programs in many different lights after an extensive 

literature review and because of this, it is important to note future areas of study that 

should be considered. It would be extremely beneficial to send a standardized survey to 

participants in each of these programs in order to analyze which ones are best targeting 

specific needs of the target population. Since this study compared six different programs 

from very different backgrounds, a standardized “exit survey” or something of the sort 

would be an efficient way to see which ones are best helping women. Otherwise, the 

programs would not be able to be effectively evaluated in order to understand which 

aspects of each are beneficial and which are not.  

 During the evaluation of the national programs, it was discovered that more 

hands-on national programs, such as WISEWOMAN, are not based in all 50 states. 

Furthermore, the states that WISEWOMAN has locations in are largely based in the 

midwestern region of the United States. As stated earlier in chapter one, the geographical 

locations of the United States that have the highest rates of heart disease are primarily 

located in southern states, so another study is warranted to understand why some national 

programs have not expanded into the states that need it more than others. Million Hearts 

uses data collected from three different sources, one of which only collects data from 34 

out of 50 states, another collecting data from 46 out of 50 states, and the last one 

collecting data from all 50 states. The data collected in the Million Hearts initial survey 
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that took place in 2016 was only considered “complete,” meaning they had data on 

preventable cardiovascular event rates, for 36 jurisdictions. Some of the 14 states that 

were excluded due to lack of data are considered southern states such as Alabama, 

Louisiana, Mississippi, New Mexico, Oklahoma, and West Virginia. It is important to 

understand that some southern states are being consistently excluded from data 

collection, but further study is warranted in order to understand why.  

 The Million Hearts campaign engages institutions and healthcare professionals 

rather than the general public, unlike the majority of the other programs evaluated in this 

study. Because of this, the results from this program in a calendar year should be 

compared to that of another organization, such as Go Red for Women or WISEWOMAN, 

in order to analyze whether engaging institutions or individuals is most beneficial. In this 

case, statistics such as percent decrease in incidence of hypertension or hyperlipidemia 

across the chosen population should be compared. If it is found that the program that 

actively engaged institutions rather than individuals had a more positive increase on the 

community, consideration of a similar idea being integrated into existing programs that 

do not currently have one should be contemplated.  

 Data collection is an aspect of these initiatives that should be carefully considered 

if additional studies are completed on this topic. The WBHI was the only program that 

was able to be reached during a request for more information, so the only additional 

explanation of data collection that this study was able to obtain was from them. It was 

explained that a 2019 external evaluation is where they gathered their most recent 

statistics from and is where they learned the greatest amount about their participants and 

what they gained from the initiative. During the interview I conducted with the 



 54 

representative from the WBHI, I was told that they do not currently collect demographic 

data on their participants, rather just survey responses about if the participants were able 

to learn anything from the program or if they passed on the information to another 

woman (C. Reyes-Rios, personal communication, February 23, 2021). In future studies 

and data collection surveys, I would suggest collecting demographic data of those who 

are participating in these programs as well as those who are “successfully” treated with 

said program. If demographic data were to be collected, there could be much greater 

analysis of participants and potential barriers that administrators have not noticed yet. For 

example, if the WBHI were to reach out to an extremely diverse neighborhood for their 

door-to-door program, but the majority of their participants were white women, it would 

be worthwhile to look into potential barriers or apprehensions that women of color might 

have that white women do not.  

 

For improvement of current initiatives 

Integration of door-to-door outreach  

 As briefly discussed in chapter 3, integration of some of the WBHI’s ideas into 

current state and local health departments would likely do the greatest good for the 

largest amount of people. Adaptation of some of these programs such as the door-to-door 

outreach program would need to be done in an intentional manner and catered to the 

populations of various areas and their needs, which is why it is my recommendation that 

this program be integrated on a city-wide level rather than state-wide. For a successful 

door-to-door outreach program to be started, volunteers are needed rather than a few paid 

staff members. Because of this, it is important that volunteering begins on a smaller scale 
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and then gradually increases as the years pass and a stronger foundation is built, because 

it is imperative that volunteers are properly educated and trained before they begin. It is 

likely that if too many volunteers and target homes are taken on at once, there would be 

miscommunications between volunteers and women in these areas, and no improvement 

will be seen. Continuing education of these volunteers is vital to the success of this 

program, to ensure that they are able to answer questions that are asked during a routine 

house visit and no misleading or incorrect information is presented.  

 If a house visit results in a woman choosing not to get tested any further for heart 

disease, she should be presented with a survey for data collection purposes. This survey 

should be considered an “exit survey” of sorts, collecting information about why the 

woman chose not to undergo free testing. This could reveal other issues that the program 

might not officially recognize, such as nervousness about a doctor’s visit, transportation 

barriers, or the feeling that they don’t have enough time to be tested.  

 

Location of door-to-door program integration 

 Although the overall rates of heart disease are decreasing across the United States, 

the slowest rates of decrease have been consistently observed in the south in recent years, 

as previously discussed in chapter one. Because of this, it is my recommendation that 

integration of the door-to-door outreach programs should be prioritized by initiatives that 

are located in southern states and cities. The WBHI has had great success with their door-

to-door program and are located in southern Florida, which is reason to believe other 

southern cities can have the same levels of success with this program as well if given 

proper funding and support.  
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Corporate and healthcare system sponsorships 

 In order to make cardiovascular healthcare more accessible to women of lower 

socioeconomic status, campaigns for more corporate and large healthcare system 

sponsorships should be started in each existing initiative. The WBHI gains most of its 

funding and is able to provide free wellness checks and follow up appointments to 

women who need it because of their partnerships and sponsorships. Some of their 

corporate sponsorships are with Starbucks, Macy’s, and American Express and their 

healthcare system partnerships are with large medical centers in southern Florida such as 

the Mount Sinai Medical Center, the Jackson Health System, and North Shore Medical 

Center (Partners & Sponsors – Women’s Breast & Heart Initiative, n.d.). Because they 

are sponsored by large corporate organizations, they are able to use that funding when it 

is needed for patient support, and because of their healthcare partnerships, they are able 

to connect patients to the right medical professionals to help them receive treatment if 

needed. If more pre-existing initiatives, even smaller ones not mentioned in this study, 

were to start campaigns to gain sponsorships and partnership, they would likely be able to 

provide more patient support and be able to readily refer patients who need it to trusted 

physicians and healthcare professionals in the community.  

 

Transportation barriers 

 Outside of the integration of the door-to-door program, a barrier that might often 

be overlooked is a transportation barrier when women are required to go to appointments. 

Women in higher income areas oftentimes will have their own motor vehicle that can get 
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them to any necessary appointments on time, whereas women in lower income 

neighborhoods – the ones being primarily targeted by these initiatives – are less likely to 

have their own motor vehicle and rely on public transportation methods to get where they 

need to be (Zhao & Gustafson, n.d.). If certain models from the WBHI were integrated 

into municipalities across the country, as previously discussed in chapter three, there 

would be easier access to a collaboration with the public transit system in each city, if 

there is one. Major metropolitan areas often have multiple forms of public transit, such as 

trains, buses, and van pool services on occasion. It would likely be out of reach to 

commit an entire line of transport specifically for women attempting to get to their 

healthcare appointments, but it is not unreasonable to propose the idea of a van pool 

service for the purpose of transporting women to and from healthcare facilities. To even 

further cut down on cost of this program, there could be a designated day or days of the 

week in a given municipality that would be the days the van service runs, and women 

would be encouraged to make their follow-up appointments on these days. For this 

program to run smoothly, there would be an obvious need for multiple vans and for the 

majority of the women to be going to and from a major medical center in the area. To 

account for this, initiatives adopting the van pool program should seek doctors and 

healthcare professionals who agree to sponsor these patients and are located in medical 

centers near one another or in close offices.  

 

Medical literacy program  

 A medical literacy program is something I recommend all current initiatives add 

to their list of services. While completing the research for this study, I discovered a large 
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problem that patients face once they are able to obtain proper care is medical literacy, 

especially patients whose native language is one other than English. This medical literacy 

program can take a variety of forms, but it should first attempt to work with doctors and 

healthcare professionals working closest with the patients. Ideally, these professionals 

will have been selected by these initiatives for their willingness to treat underserved 

patients, and work for a healthcare system that has agreed to partner with said initiative. 

These healthcare professionals should be educated about the patient populations they are 

potentially going to be treating and have it made known that they might not be familiar 

with medical terminology that is frequently used in the diagnosis of cardiovascular 

disease3. Because of this, they should be prepared to take longer to explain to patients the 

results of their tests and answer any questions the patients may have.  

 Initiatives should also consider adding a branch of volunteering for medical 

literacy volunteers. This group of volunteers would consist of those who have a basic 

understanding of medical terminology and are familiar with healthcare systems and the 

field in general. Ideally, some of these volunteers would be bilingual in order to 

overcome the potential language barrier for some patients. Volunteers could consist of 

people from all walks of life, including high school students, college students, and even 

healthcare professionals who would like to do more to serve their community.  

 Patients participating in these initiatives should be encouraged to ask questions 

during their visit, but if they are uncomfortable doing so because of power distance 

 
3 During my time at the cardiology clinic, I noticed that if the physician were to hurry through an 
explanation of a condition, diagnosis, or medical test result, the patients would often ask me questions 
about their visit as I was seeing them out of the clinic once the physician had left. One woman explained to 
me that she was too intimidated to ask the doctor her questions during the visit because it seemed like she 
should have known what he was talking about beforehand. 
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between them and the provider or a potential language barrier, they should be advised to 

write down any questions they might have during the visit, whether this be about an 

explanation of a test result or a dosage of medication. Medical literacy volunteers would 

then be able to sit down with patients who were confused by something during their visit 

and help to explain to them the results of their test or what a specific medication might 

do, if they were unable to tell during their appointment. Oftentimes, miscommunication is 

a major cause of misuse or incorrect use of prescription medication and is something that 

could easily be avoided if providers were able to spend more time with patients.  

 

Heart healthy diet  

 Although a few of the previously studied initiatives had smaller programs in place 

to help women with their diet, it seemed like few of them made it an emphasis of their 

campaign. At most, they gave tips for heart healthy recipes and diet modifications, but 

that is likely not the main barrier that women face when trying to improve their diet. The 

Mediterranean diet is the one that is frequently suggested for patients of all kinds trying 

to improve their heart health; it consists of mainly fruits, vegetables, whole grains, 

healthy fats, white fish as the main protein source, and limited dairy and red meat 

products (Mediterranean Diet for Heart Health - Mayo Clinic, n.d.). Unfortunately, 

increased intake of fresh fruits and vegetables as well as fish is often costly and is a 

barrier for women who would be in the target population of many of these initiatives. In 

addition, these women might also be located in a food desert, where they have limited 

access to healthier foods.  
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 Due to the previously listed factors, providing heart healthy foods to women in 

need should be a priority of these initiatives. It has been shown that subsidization of 

healthy foods in low-income communities has proven to be effective (Schultz William M. 

et al., 2018). Integration of this idea into existing programs could take many forms, such 

as sponsoring an open farmer’s market event where participants are able to come and 

collect produce and other heart healthy foods. Initiatives could pay local vendors for their 

goods to invest money back into the community while being able to provide healthier 

food options for those who need it. If this is not feasible because of transportation 

barriers, initiatives could create a program where women could apply to receive 

compensation for a certain amount of their groceries each week or month, provided that 

they are spending the awarded money on “approved” foods. Cooking classes are also an 

engaging way for outreach programs to educate women about the necessity of a heart 

healthy diet, and if they are able, initiatives could host classes a few times per month or 

year in order to teach participants about heart healthy diets while giving them skills they 

can use for years to come.  

 

Summary 

 Integration of the door-to-door program started by the WBHI into state or local 

health departments is a recommendation that would likely be sustainable and benefit the 

most people in future years. This is the program that has seen the most success within the 

WBHI and has been able to provide women with proper education about heart disease as 

well as provide an avenue for them to be able to get a wellness check and follow up 

appointment if needed. In addition, existing initiatives could improve immensely if they 
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were to integrate other ideas into their model, such as corporate sponsorships and 

healthcare partnerships for increased provider involvement, a public transport program to 

help eliminate the transportation barrier women face when trying to get to appointments, 

a medical literacy program for improved understanding of medical diagnoses and 

medications, and a dietary modification program that can help sustain lasting 

improvements in women’s diets for a hopeful reduction in risk of worsening or 

developing CVD.  
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CONCLUSION 

 This study began as the identification of a disparity in cardiovascular health 

between men and women, and upon further investigation, even larger disparities that 

women of color and lower socioeconomic status face compared to those of their white 

counterparts. The goal of this project was to assess what factors contribute to the 

development or worsening of these disparities, and then to evaluate several initiatives 

currently in place around the country that aim to help eliminate them in order to make 

recommendations for future areas of study and improvement of programs already in 

place.  

 Although each organization has its own merits, aspects of the WBHI model 

mentioned above could be implemented in each of them in different ways so that large-

scale improvement can be made. The programs that are currently more funding-oriented 

provide valuable resources and donations for state and local health departments but 

should sincerely consider branching out and using their national platforms for more 

hands-on change. These programs already have a wide foundation as well as reputable 

sponsors and partnerships, so it would be feasible for them to allocate some of their 

resources towards initiatives that are making the most change. It is often easier said than 

done to complete something like this on such a large scale and with many national 

organizations, but that is precisely why attention must be brought to this topic now.  

 Even the smaller organizations have room for improvement, as there is new 

information constantly being learned about women and heart disease and its many 

compounding factors. Barriers to healthcare are constantly being studied and evaluated, 
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and as we have seen with the COVID-19 pandemic, new obstacles that we have not 

previously had much experience with have come to light. Smaller organizations are 

typically more community-based and are able to cater to the needs of their target 

population more efficiently, so it is imperative that they are willing to adapt to a changing 

environment and update their protocols and initiatives in order to best serve the 

community.   

 Even though there is always room for improvement within these organizations, it 

is heartening that there are programs like these in place already, and that many of them 

are national organizations that have gained many followers, participants, and sponsors. 

Each of the programs is unique in their own way and recognizes a distinctive barrier that 

women face when trying to improve their heart health that some of the others do not. 

Women’s cardiovascular health is a complicated issue that has many confounding factors, 

so it is important that programs such as these are adapting according to new research as 

well as needs of their target populations.  
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