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ABSTRACT: 
Objective: To identify the risk factors for cardiovascular disease and the experience of the symptom of 
Acute Coronary Syndrome (ACS) in women, according to the theory of Symptom Management. 
Method: Observational cross-sectional study, 81 women with ACS attended at a University Hospital in 
Colombia participated. Sociodemographic variables, risk factors for cardiovascular disease, response 
actions to symptoms and perception, evaluation and response to symptoms were analyzed through the 
instrument application on the Experience of the Symptom in Women with ACS. 
Results: Of participants 80% were over 60 years old, the majority with a low level of education and 
urban residence. The main risk factor was hypertension and more than 50% of them reported sedentary 
lifestyle, dyslipidemia, and an unhealthy diet. Women presented an average of 10 atypical symptoms for 
each event, highlighting chest pain or discomfort in 85%. 66.3% defined the origin of the symptom as an 
extra-cardiac conditions and 4 out of 10 patients considered the manifestations as insignificant. 16% of 
the participants took home remedies and 25% of them waited the symptoms to improve without request 
professional attention. The relationship between time in attending medical consultation and ignoring the 
symptoms presents statistical significance (p = 0.000). 
Conclusions: Women with ACS presented a variety of symptoms, do not perceive the severity of its 
manifestations, and generally respond late to symptoms, a relevant factor for timely care and treatment. 
 
Key words: Acute Coronary Syndrome; Clinical manifestations; Women; Nursing theory. 
 
RESUMEN: 
Objetivo: Identificar los factores de riesgo para enfermedad cardiovascular y la experiencia del síntoma 
del Síndrome Coronario Agudo en las mujeres, según la teoría del Manejo del Síntoma. 
Método: Estudio observacional de corte transversal, participaron 81 mujeres con SCA atendidas en un 
Hospital Universitario en Colombia. Se analizaron variables sociodemográficas, factores de riesgo para 
enfermedad cardiovascular, acciones de respuesta ante los síntomas y la percepción, evaluaciòn y 
respuesta al síntoma a través de la aplicación del instrumento sobre la Experiencia del Síntoma en la 
Mujer con SCA. 
Resultados: De los participantes el 80% superaron los 60 años de edad, en su mayoría con un nivel 
bajo de escolaridad y residencia urbana. El principal factor de riesgo fue la HTA y más del 50% referían 
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sedentarismo, dislipidemia y dieta malsana. Las mujeres presentaron en promedio 10 síntomas atípicos 
por cada evento, destacándose el dolor o molestia en el pecho en un 85%. El 66,3 % definieron el 
origen del síntoma como un problema extracardíaco y 4 de cada 10 pacientes consideró las 
manifestaciones como insignificantes. El 16% tomó remedios caseros y el 25% esperaron que pasara 
la sintomatología sin buscar atención profesional. La relación entre el tiempo en asistir a consulta 
médica e ignorar los síntomas, presentó significancia estadística (p=0,000). 
Conclusiones: Las mujeres con SCA presentaron diversidad de síntomas, no percibieron la gravedad 
de sus manifestaciones y, por lo general, respondieron tardíamente ante los síntomas, factor relevante 
para la atención y tratamiento oportuno. 
 
Palabras clave: Síndrome Coronario Agudo; Manifestaciones clínicas; Mujeres; Teoría de enfermería. 
 

INTRODUCTION 
 
Acute Coronary Syndrome (ACS), with a higher degree of complications in women, is 
a set of manifestations caused by decrease in myocardial oxygen supply as a result of 
a thrombus in the coronary arteries lumen, after a ruptured atherosclerotic plaque or 
coronary vasospasm. It may lead to unstable angina, acute myocardial infarction, or 
sudden death.(1) 
 
ACS is part of the group of cardiovascular diseases (CVD) that constitute the leading 
cause of mortality worldwide, with more than 17 millions of these events per year; 
more than three-quarters of CVD deaths occur in low- and middle-income 
countries.(2,3)  
 
In Latin America CVD affect 27.7% of the adult population approximately, whose cost 
exceeds 30 billion dollars.(4) In Colombia, there is a higher total expense in their health 
system for this cause, with an approximate cost of 2.4 billion dollars. In addition to the 
economic implications, CVD alter population dynamics, decrease productivity, cause 
absenteeism and loss of years of healthy life by 18.37%.(5) 

 
Currently, the ACS is one of the main diagnoses of morbidity and generates a large 
number of consultations in the emergency services with high demand for health 
resources.(1,2) Overview, those who suffer from the syndrome present risk factors for 
CVD (modifiable and non-modifiable) that condition this pathology, and some of them, 
impact in a greater proportion to women, like dyslipidemia, Diabetes Mellitus (DM), 
and high blood pressure mainly.(6,7) 

 
Hormonal response have an important role in the involvement of women by ACS, 
since estrogen at the vascular level translates into a positive reaction with nitric oxide 
in the inhibition of vascular atherosclerotic process;(8) this decrease due to menopause 
brings about hemodynamic changes and changes in the lipid profile, because as 
estrogen levels decrease, HDL decreases, causing a progressive increase in LDL 
cholesterol, a precursor to the formation of atherosclerotic plaques.(1,9) 

 
ACS manifestations are classified as typical and atypical; the former are related to 
discomfort, chest pain radiating to the upper limbs and diaphoresis.(10) The latter, more 
frequently present in women, are associated with dyspnea, palpitations, fatigue, 
tiredness, jaw, neck, cough, and digestive disorders such as loss of appetite, nausea 
and vomiting. (11) 

 
The atypical manifestations for ACS are incomprehensible to relate to a cardiac 
disorder; therefore, they are difficult to identify and classify, which delays the 
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management of diagnostic tests and timely treatments, leading to a higher rate of 
complications such as cardiogenic shock and death.(1,12) 

 
It is the responsibility of nursing professionals to provide comprehensive care to 
people with ACS; for which they must assume leadership in the differentiation of 
manifestations that channel the development of successful and timely interventions. In 
this sense, the medium-range Symptom Management theory provides the conceptual 
support of the present study; approach from which is assumed a multidimensional 
process that allows the symptoms to be seen as subjective experiences that reflect a 
change in a person's biopsychosocial function, sensation or cognition.(13,14) 

 
In this way, the objective of the present study was to identify the risk factors for 
cardiovascular disease and the experience of the ACS symptom in women, according 
to the theory of Symptom Management. 
 

METHODOLOGY 
 

Descriptive, correlational cross-sectional study. The population consisted of women 
with diagnosis and treatment for ACS, treated at the "Hernando Moncaleano 
Perdomo" University Hospital, located in the Surcolombian region, during the months 
from January to April 2018. 
 
The type of sampling used was for convenience and the finite population equation to 
calculate the sample size, taking as reference the information on the average number 
of patients treated for this cause in the previous year, getting 81 patients.  
  
Inclusion criteria for this research were: Women older than 18 years, confirmed 
diagnosis of ACS for the first time (clinical, electrocardiogram, biomarkers, and 
angiography), hemodynamically stable, having no pain and desire to participate in the 
study. Women with cognitive or mental disorders that do not allow communication 
were excluded. 
 
Date were collected by reviewing medical records, an exercise that allowed the 
identification of important sociodemographic variables, cardiovascular risk factors, 
clinical manifestations and response time to symptoms, according to the clinical 
practice guideline for the ACS.   
 
In addition, in a private interview with each study participant, the instrument that 
evaluates the experience of the symptom designed in Colombia by Cespedes was 
applied, based on the theory of symptom management. This instrument includes three 
dimensions: perception, evaluation, and response to the symptom(14), it has 37 items, 
with a dichotomous response option, and adequate validity and reliability. 
 
The information was obtained by researchers directly, after obtaining endorsement by 
the Institutional Ethics Committee and signing by the participants of informed consent. 
In both cases, study objectives, methods to be used, and benefits for each of the 
participants were socialized.  
 
The analysis variables were sociodemographic characteristics (age, place of 
residence, socioeconomic status, level of education, marital status, social security 
system, occupation) and modifiable and non-modifiable risk factors for cardiovascular 
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disease. Likewise, the medical diagnosis, place and activities carried out during the 
symptom and times to seek care help were verified. Lastly, the perception, origin, 
seriousness and response to ACS symptoms were evaluated. 
 
Date collected were condensed in Microsoft Excel 2016, then exported to the STATA 
14® statistical program, for the respective processing. Descriptive statistics were used 
in the analysis through frequency distribution and measures of central tendency. For 
the bivariate analysis, the Pearson's chi-square test was applied, taking a value of p 
<0.05 as significant. 
 
This inquiry was carried out taking into account the ethical principles for research in 
human beings (Declaration of Helsinki), the scientific, technical, and administrative 
standards for health research in Colombia (Resolution 8430/1993) and the code of 
ethics for Nursing (Law 911 from 2004).  
 

OUTCOMES 
 

The women with ACS participating in the study were a total of 81, with a minimum age 
of 50 and a maximum of 91 years, with an average of 71 years. Eight of every 10 
participants live in the urban area, 88.9% of them belong to the low socioeconomic 
stratum (1 and 2); more than half report income under the minimum wage. 76.5% of 
the participants reported not having any incomplete primary or school level; 
Approximately half of them have family support, manifested in married civil status 
(35.8%) and cohabitation (13.6%). More than 80% are engaged in housework and are 
affiliated with the subsidized health system. 
 
In health / disease domain, it was evident that prevailing medical diagnoses were 
acute myocardial infarction (AMI) in its different classifications with 78%, and Angina 
with 22%. The modifiable risk factors for cardiovascular disease were mainly those 
related to chronic non-communicable diseases and unhealthy lifestyle habits (Table 1). 
Likewise, it was identified that 73% of the participants suffered from 3 to 5 risk factors, 
21% from 1 to 2 risk factors, 4% presented 6 risk factors, and only 2% of participants 
did not present any modifiable risk factor. The non-modifiable risk factors found were 
mainly menopause and a family history of CVD.  
 
Table 1: Modifiable and non-modifiable risk factors for cardiovascular disease in 

women with ACS. 
Variable Category Nº % 

Modifiable risk 

factor 

Arterial hypertension 61 75.31 

Dyslipidemias 48 59.26 

Sedentary 45 55.56 

Inappropriate stress management 44 54.32 

Excessive carbohydrate intake 43 53.09 

Overweight 32 39.51 

Diabetes 26 32.10 

Smoking 22 27.16 
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Excessive fat intake 16 19.75 

Excessive salt intake 8 9.88 

Alcohol consumption 4 4.94 

Unmodifiable 

risk factor 

Menopause 79 95.53 

Pre-existing cardiovascular disease 63 77.78 

Family history of cardiovascular disease 49 60.49 

Woman over 65 48 59.26 

 

Most women reported that symptoms started at home while they were resting. The 
delay time variable reports that most of them took less than an hour to decide to seek 
medical help; Likewise, in the first hour they arrived at emergency department and 
received professional attention (Table 2). 

 

Table 2. Contextual Characteristics in the Presentation of Symptoms in Study 
Patients. 

VARIABLE CATEGORY n=81 % 

Place where the symptoms 

started 

House 67 83 

Job 1 1 

Other 13 16 

Activity performed at the onset 

of symptoms 

Resting 48 59 

Housework 22 27 

Walking 7 9 

Working 3 4 

Physical exercise 1 1 

Time they waited deciding to 

go to a medical consultation 

Less than 1 hour 44 54.3 

Between 1 and 6 

hours 

15 18.5 

More than 6 hours 22 27.2 

Time it took to get to the 

emergency department 

Less than 1 hour 74 91.4 

Between 1 and 6 

hours 

7 8.6 

More than 6 hours 0 0 

Time it took to be attended Less than 1 hour 74 91.4 

Between 1 and 6 

hours 

6 7.4 

More than 6 hours 1 1.2 
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The experience of the symptom was evaluated through the Céspedes instrument, 
which in the first dimension allows to establish the perception of symptom (Table 3) by 
means of the question: when did it all start did you feel ...?, It was found that the 
average of symptoms reported by women with ACS is ten atypical symptoms 
simultaneously, pain or discomfort anywhere in the chest with 85% of cases, followed 
by distress, palpitations and unusual fear. 
 

Table 3. Perception of the symptom in women with ACS. 

VARIABLE CATEGORY Nº % 

DIMENSION I. PERCEPTION OF THE SYMPTOM  

Symptoms 

Pain or discomfort anywhere in the chest 69 85 

Neck pain or discomfort 38 47 

Pain or discomfort in the lower jaw 21 26 

Pain or discomfort in the head 41 51 

Pain or discomfort under the breast 45 56 

Pain or discomfort in the pit of the stomach 44 54 

Palpitations 53 65 

Loss of appetite 39 48 

Indigestion 37 46 

Cough 30 37 

Inability to move 32 40 

Numbness 22 27 

Desire to vomit 48 59 

Vomiting 23 28 

Dizziness 43 53 

Unusual fear 50 62 

Depression 40 49 

Anguish 57 70 

Shiver 34 42 

Warmth sensation 32 40 

 

Regarding the evaluation of symptom origin, most related it to extra-cardiac conditions 
and only 3 out of 10 women related it to heart disease. In turn, response actions to 
symptoms were varied, highlighting waiting for it to finish and taking deep breaths as 
the most frequent actions performed by the patients (Table 4). 
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Table 4. Distribution of the evaluation and response to symptoms in women with 
ACS. 

VARIABLE CATEGORY Nº % 

DIMENSION II. SYMPTOM ASSESSMENT  

Origin of 

symptoms 

Heart disease 27 33.3 

Stomach disease or indigestion 6 7.4 

Flu or cold 3 3.7 

Breathing disease 11 13.6 

Stress or work overload 12 14.8 

Personal concerns 14 17.3 

Fatigue 8 9.9 

Seriousness of 

symptoms 

Insignificant 31 38 

Harmful 20 25 

Threatening 19 23 

Feeling of death 11 14 

DIMENSION III. RESPONSE TO THE SYMPTOM  

Response to 

symptoms 

Ignore It 16 19.8 

Take home remedies 13 16 

Drink water 14 17.3 

Breath deeply 17 21 

Wait for it to happen 20 24.7 

Call an ambulance 1 1.2 

 

Finally, there was a statistically significant association between time of seeking 
professional help and low importance given to symptoms (p=0,000) (Table 5). 
 

Table 5. Relationship between time to attend a medical consultation and 
ignoring symptoms in women with ACS. 

TIME TO 

ATTEND 

CONSULTATION 

IGNORE THE SYMPTOMS TOTAL 

 

Nº      (%) 

p* 

NO    

Nº       (%) 

SI   

Nº     (%) 

Less than 1 hour 42     (95.45) 2     (4.55) 44     (100) 

p=0,000 
Between 1 and 6 
hours 

11     (73.33) 4     (26.67) 15     (100) 

More than 6 hours 12     (54.55) 10   (45.45) 22     (100) 

Total 65     (80.25) 16   (19.75) 81     (100) 

* Calculated by χ^2 de Pearson (16.04). 
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DISCUSSION 
 

This investigation demonstrated the high number of risk factors for cardiovascular 
disease present in women with ACS. High blood pressure as the main modifiable risk 
factor for CVD found in the present study was 75,3%, coinciding with the results of 
research carried out in other contexts 70,5%(15) y 75%.(16) This increases stress on the 
arterial wall and exacerbates endothelial dysfunction, conditioning the appearance of 
ischemic heart disease in older people, more frequently in women.(9) 

 
Regarding behavioral risk factors, excessive consumption of carbohydrates, sedentary 
lifestyle, overweight, and smoking were found in a high percentage. Which is similar to 
what was reported by the American Heart Association (AHA), who affirm that 76.3% of 
Hispanic American women are overweight or obese and 57.1% do not meet the 
guidelines of the physical activity guidelines.(17) INTERHEART study shows that the 
union of smoking, high blood pressure, and diabetes increase the probability of AMI, 
showing statistical significance (p <0,0001).(18)   
 
Prevalent medical diagnosis of AMI (78%) found in this study differs from unstable 
angina (59%) reported by Noureddine et al.(16) For its part, Reynolds et al found that 
the female sex was independently associated with a higher frequency of angina (odds 
ratio, 1.41; IC 95%, 1.13 - 1.76).(19)  
 
Most of the sample (97.5%) presented menopause as the main risk factor that was not 
modifiable. In this regard, Saldarriaga et al. detected that only 63% of women in their 
first coronary event had this risk factor.(20) Parvand et al.(21) in 2018, through a review 
of the literature, identified menopause as a risk factor for coronary heart disease; like 
Isiadinso and Shaw describe that the risk in women increases 10 years after the onset 
of menopause, early menarche and premature menopause; associated factors with an 
increased risk of coronary heart disease.(22)  
 
In relation to the perception of the symptom, 85% reported pain or discomfort in any 
part of the chest as the most frequent symptom, with lower percentages showing the 
presence of anguish, palpitations and unusual fear, among others. It is usual for 
women with ACS to present a variety of symptoms and to a greater extent those called 
atypical. (1)  
 
In a study carried out in Germany, the multivalent logistic regression found that women 
present atypical symptoms such as pain between the scapulae, sore throat, nausea, 
vomiting, and fear of death.(23) For their part, Lichtman et al. identified that 61.9% of 
women had 3 or more symptoms associated with non-chest pain.(11) For this purpose, 
Smith et al. reports that women are more likely to have atypical symptoms such as 
nausea, diaphoresis, fatigue, and pain in the arm or back.(24)  
 
Regarding the evaluation of the symptom, 33.3% of the participants associated the 
symptoms with heart diseases; while most of them associated them with extra-cardiac 
conditions. In a study carried out in the United States with young women aged 18 to 55 
years hospitalized for AMI, it was found that 54.7% associated their symptoms with 
extra-cardiac conditions, highlighting indigestion or acid reflux, stress and anxiety in a 
greater proportion.(25) Another study conducted in China reported that 50.9% of the 
patients believed that it was a heart attack; the remaining percentage attribute the 
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symptoms to stress / anxiety, indigestion, respiratory disease, hiatal hernia / 
gallbladder or other diseases.(26) 

 
About the response to symptoms of ACS, 16% of the women in this study self-
medicated with home remedies. A study carried out in the same direction found that 
33% of Norwegian patients self-medicated, as a measure of initial response to ACS 
symptoms.(27) In another study, 32% of women reported to another person, 18% self-
medicated, 21% relaxed, 16% took herbal tea, and only 5% requested an 
ambulance.(16) On the subject, Bjørnnes et al. they concluded that women tend to deny 
or rationalize their symptoms, resort to self-medication, consult others, and delay 
seeking medical attention; meanwhile the symptoms get worse.(28)  
 
83% of women present with ACS symptoms at home, a condition that may be 
associated with response to symptoms and delay in seeking professional help.(16,29) 
The late start of treatment against ACS is directly related to morbidity and mortality 
burden of cardiovascular diseases; due to the fact that a significant number of women 
seeking care late, they present life-threatening complications that become determining 
factors of infarct size and cardiac function, which reduce the possibility of being 
beneficiaries of definitive treatment such as angioplasty or therapy thrombolytic.(1) 
 
In this study, the delay time or time variable for decision-making regarding seeking 
professional help after symptoms started was less than one hour in half of the 
participants; 27% took more than six hours. In this regard, Soto reported that 74.9% of 
women took more than 12 hours to request health care and the delay time was an 
obstacle to starting timely treatment.(30) A Norwegian study identified that more than 
56% of ACS participants took more than an hour to seek professional help and 21% 
took more than six hours.(27) 
 
Overview, while deciding to seek care help, home-based measures are taken to 
manage symptoms, with the consequent loss of valuable time.(1) In the case at hand, 
the delay in reaching the emergency department was less than one hour in 91% of 
cases. On this aspect, Sari et al. report that only 31% of patients with AMI arrived at 
hospital in the first 60 minutes after the onset of symptoms;(31) while another study 
reveals that the average hospital attendance was 3.2 hours and 38.7% of women took 
more than 6 hours.(11) This finding is corroborated by Lichtman et al.(32) and 
McSweeney et al.(33), who indicate that women are less likely than men to seek prompt 
treatment.    
 
In summary, there is a significant association between the time that elapses between 
the onset of symptoms and the search for health care. Consequently, women are 
required to recognize the importance of symptoms and seek immediate professional 
help, for which the design of education, information and communication programs, with 
a preventive approach, is necessary.(1)  
 
It follows from the above, that women underestimate the symptoms, which puts them 
at imminent risk. Hence the need to provide education, information and timely search 
for symptoms, since the goal for Nursing from this theoretical approach should be to 
avoid or delay a negative result. Proper management begins with the evaluation of the 
experience of symptoms from the person's perspective, the objective of this study. 
Future research aimed at identifying relevant, useful, and timely intervention strategies 
is required. 
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CONCLUSIONS 
 

Women with ACS have multiple risk factors for cardiovascular disease. The presence 
of high blood pressure, dyslipidemia, sedentary lifestyle and unhealthy diet stand out 
among the modifiable ones. In turn, menopause and age over 65 years within the non-
modifiable; they directly affect the probability of presenting occlusion of the coronary 
arteries. 
 
The role of caregiver at home, low socioeconomic level and limited educational level, 
they translate into factors that condition the response to symptoms and late times in 
which women decide to seek professional care; which is directly related to the 
presence of complications when receiving inopportune care, consistent with the 
literature. 
 
Women during the ACS event perceive diversity of symptoms, in a greater proportion 
atypical, highlighting pain or discomfort anywhere in the chest. By itself, only a third 
party of patients associate them with heart disease, downplaying them; leading to 
inappropriate behaviors such as waiting, self-medication and, in the worst case, 
ignoring them. 
 
From what is described in the preceding paragraphs, the importance of understanding, 
from the women's perspective, the perception, evaluation, and response to ACS 
symptoms is denoted, which requires comprehensive and participatory interventions 
that involve the community, staff health and health service administrators. 
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