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Vast disparities in cardiovascular morbidity and mortality exist, which partly 
stem from the underrepresentation of minoritized individuals in clinical 
research and clinical trials. These disparities encompass sociodemographic 
factors, such as race, ethnicity, and income status. Another significant 
source of disparity is biological sex, which is often misconstrued as gender 
in cardiovascular research. Biological sex or sex assigned at birth is a 
construct based on anatomical and physiological traits, comprising genetic 
constitution, hormonal expression, and external genitalia.

Gender, on the other hand, is a multidimensional construct linking gender 
identity (an individual’s internal identity), gender expression (how they 
express their identity to others through behavior and appearance), and 
cultural expectations about social status, characteristics, and behavior that 
are associated with sex traits.1 Gender-diverse individuals constitute 0.6% 
of the adult population and approximately 2% of the high-school-aged 
population in the US.2,3 However, most cardiovascular research has 
conflated the concepts of sex and gender and defined each as a binary 
variable, undermining the existence of gender-diverse individuals in 
clinical research trials.2,3

The cardiovascular health of SGM individuals has remained out of focus in 
the larger context of cardiovascular guidelines, including the American 
Heart Association’s Life’s Essential 8, and has been myopically reduced to 

gender-affirming care, specifically hormone replacement therapy.4,5 This 
is again due to underrepresentation of this population in cardiovascular 
research, evidenced by the lack of inclusion of gender-diverse individuals 
in most studies examining the social determinants of health (SDOH) of 
cardiovascular disease (CVD).6 Such systemic exclusion impedes the 
ability to understand the effect of these SDOH on cardiovascular health 
outcomes which exacerbates the minority stress experienced by SGM 
individuals.6,7

Equating gender and biological sex prevents us from understanding the 
complex interaction between gender affirmation and minority stressors, 
which include both external factors, such as gender-based structural 
stigma, rejection, violence, and gender non-affirmation, and internal 
factors including internalized transphobia leading to psychological 
trauma, depression, and suicidal ideation. Unsurprisingly, these stressors 
have a significant bearing on the cardiovascular health of SGM people.6–8 
An important first step to understanding the effect of these SDOH is 
prioritizing the collection of data for these two independent concepts (sex 
and gender) separately. Unfortunately, SOGIE data collection and 
utilization has been inadequate despite federal mandates.9 Therefore, 
this paper attempts to raise awareness on the distinction between sex 
and gender and the need for including both concepts in cardiovascular 
research.

Reporting Sex and Gender Differences in Cardiovascular Research

Kadijah F Porter, MD ,1 Brototo Deb, MD ,2 Andriy Katyukha, MD,3 Natdanai Punnanithinont, MD, MPH ,4 
Michael G Fradley, MD ,5 and Stephen C Cook, MD 6

1. Department of Medicine, University of Colorado School of Medicine, Denver, CO; 2. Department of Medicine, Georgetown University-
WHC, Washington, DC; 3. Department of Medicine, University of Toronto, Toronto, Canada; 4. Department of Medicine, University of Iowa 

Hospitals & Clinics, Iowa City, IA; 5. Division of Cardiology, Perelman School of Medicine at the University of Pennsylvania, Philadelphia, PA; 
6. Department of Cardiology, Indiana Heart Physicians, Indianapolis, IN

Abstract
Incorporating sexual orientation, gender identity, and expression (SOGIE) data into cardiovascular research design is necessary to reduce 
cardiovascular healthcare disparities among sexual and gender minority (SGM) people. To achieve this, researchers should not only understand 
appropriate terminology, but also implement inclusive survey tools that respect privacy and cultural nuances, as the benefit of obtaining SOGIE 
information is critical to tailoring cardiovascular interventions and ensuring equitable healthcare outcomes. In order to address potential 
concerns related to disclosing SOGIE information, we must prioritize sensitivity training for healthcare professionals to foster an inclusive 
environment for data collection, ethical considerations, and confidentiality safeguards. This review aims to develop and inform critical thinking 
about sex and gender and to identify strategic mechanisms to include SOGIE data in cardiovascular research, thus improving cardiovascular 
health outcomes for SGM individuals. By embracing a more comprehensive and inclusive approach to data collection, cardiovascular research 
can contribute significantly to advancing personalized and inclusive healthcare practices and medical education, and ultimately promote better 
health outcomes for all SGM individuals.

Keywords
Sexual and gender minority, health equity, inclusion

Received: March 17, 2024 Accepted: July 4, 2024 Citation: US Cardiology Review 2024;18:e18. DOI: https://doi.org/10.15420/usc.2024.18
Disclosure: The authors have no conflicts of interest to declare.
Correspondence: Stephen Cook, Department of Cardiology, Indiana Heart Physicians, 5330 E Stop Rd, Indianapolis, IN 46237. E: cook.achdoc@gmail.com

Copyright: © The Author(s) 2024. This work is open access and is licensed under CC BY-NC 4.0. Users may copy, redistribute and make derivative works for 
non‑commercial purposes, provided the original work is cited correctly.

https://orcid.org/0009-0003-3487-657X
https://orcid.org/0000-0001-8800-0002
https://orcid.org/0000-0002-3721-2459
https://orcid.org/0000-0001-8352-8975
https://orcid.org/0000-0002-3938-6751
mailto:cook.achdoc@gmail.com
https://creativecommons.org/licenses/by-nc/4.0/legalcode


Sex and Gender in Research

US CARDIOLOGY REVIEW
www.USCjournal.com

Sex as a Biologic Variable in 
Cardiovascular Research
Sex refers to the biological and physical attributes that distinguish male 
from female, including reproductive organs, gene expression, hormone 
function, and chromosomes. However, gender is a social and cultural 
construct that encompasses roles, behaviors, and expectations associated 
with being of a certain gender.10 Biological sex and gender are related 
concepts, but they are not mutually exclusive or inclusive. Traditional 
terms indicating sex (female and male) and gender (by non-inclusive 
convention, women and men) are often used interchangeably in research 
studies, which does not allow sex and gender to be accounted for as 
separate variables. Sex is recognized as a biological variable in 
cardiovascular health, because there are critical differences in how male 
and female patients experience and manifest CVDs.11–14 Hormonal 
influences, genetic factors, and lifestyle choices contribute to these 
distinctions, emphasizing the importance of considering sex-specific 
differences in cardiovascular research, prevention, and treatment 
strategies.15,16 Research has shown that presenting symptoms, risk factors, 
and disease prevalence varies between the sexes.17 Not only are patient 
presentations varied, but so is treatment approach and provider bias, 
when treating similar disease processes in patients of different sexes.18 By 
excluding sex as a variable in medical research, we miss the opportunity 
to address knowledge gaps and biases about sex-specific outcomes that 
affect diagnosis and treatment.

Historically, studies have included mostly male participants, as female 
patients of childbearing age were often excluded from clinical trials 
citing safety reasons. This exclusion has led to a limited understanding of 
how cardiovascular conditions manifest in female patients, and as a 
result, medical research and care models have been built around male 
physiology.14 This underrepresentation has had implications on diagnosis, 
treatment, and overall healthcare for female patients as differences in 
the manifestation of CVDs have not been accounted for. Sex-based 
disparities in the diagnosis of acute coronary syndrome (ACS) have been 
attributed to differences in anatomy, as females have smaller epicardial 
coronary arteries and lower plaque burden which makes them more 
susceptible to microvascular CVD.19–21 These factors have been shown to 
contribute to the differences in syndromic presentations of ACS in female 
patients compared to male patients. Females may also present with 
lower cardiac troponin levels, and in the absence of sex-specific 
thresholds, a diagnosis of ACS may be significantly delayed or missed 
altogether.21

Female patients hospitalized for ACS have higher mortality rates and 
readmission rates, and have fewer diagnostic and therapeutic procedures 
performed during their evaluations than male patients.22–26 Females are 
also more likely to suffer from heart failure, which has been attributed to 
the delayed diagnosis of hypertension and ischemic heart disease.27 At 
hospital discharge, female patients are less likely to be prescribed 
disease-modifying medications, including antihypertensives and statins, 
when compared to males.28 The underrepresentation of female patients 
in preclinical and clinical research has created huge healthcare gaps and 
disparities in cardiovascular care and outcomes.

Recently, there has been an increased demand from the medical 
community to ensure more diverse populations are included in 
cardiovascular research. In 2015, the National Institutes of Health (NIH) 
mandated the reporting of sex as a biological variable in NIH-funded 
research. This policy stated, “consideration of sex may be critical to the 
interpretation, validation, and generalizability of research findings.”11 This 

was an initiative that was supported by the broader scientific community 
as many scientific journals began emphasizing the importance of reporting 
sex as a variable and the possible contribution to treatments and 
outcomes. Despite this, SGM individuals are yet to be included in large, 
clinical cardiovascular trials.29

Sex is now recognized implicitly as an important factor in clinical research; 
however, more work is needed to standardize the way sex and gender 
are reported and elucidate the way these characteristics function 
independently and together to influence health and healthcare. Preclinical 
research studies that incorporate both sexes are crucial to informing the 
translation of research from basic scientific discovery to drug development 
and testing of therapeutics.13

Despite the widespread recognition of the NIH’s mandate, research has 
shown that there were no statistically significant changes in inclusion, 
analysis, or reporting by sex, compared with studies that predated this 
mandate, and also showed the studies that recorded sex did not use 
these data to analyze results.29 Sex is a biological variable that influences 
differences in screening, diagnosis, provider bias, treatments, and 
interventions as it pertains to CVD; however, cardiovascular clinical trials 
are not designed to include or consider this key information. The first step 
in studying sex-specific outcomes is incorporating research questions and 
study designs that prioritize a diverse population of participants. Sex as an 
independent variable can and should be considered on every level of 
basic and clinical research.

Gender as a Biologic Variable in 
Cardiovascular Research
Gender Identity/Expression
The term ‘gender medicine’ was first introduced in the late 1990s.30 It is 
defined as the study of how diseases differ between men and women in 
terms of prevention, clinical manifestation, diagnostic and therapeutic 
interventions, prognosis, psychosocial effects, and interactions with the 
healthcare team. The WHO defines gender medicine as the study of 
how biological (sex-based), socio-economic, and cultural (gender-
based) differences influence an individual’s health.31 Despite these 
definitions, use of gender in cardiovascular research has been fraught 
with challenges, due to a general lack of knowledge surrounding the 
nuances of sex and gender. Furthermore, due to binary labels of sex 
and gender, gender minority/diverse patients have also not been 
adequately described in large-scale cardiovascular trials despite the 
knowledge that SGM groups have been shown to be at increased risk 
for CVD.32

The very concept of gender is constantly evolving and is therefore quite 
complex. It has been suggested that gender comprises at least three 
distinct interrelated components: our physical bodies: how we experience 
them, and how others interact with them; our gender identity: our internal 
sense of male, female, a blend of both, or neither; and our gender 
expression: how we present our gender and how society interacts with 
the gender we present.33 It is also important to recognize that a person’s 
gender identity may be the same (cisgender) or different (transgender) 
from their biological sex. The gender minority stress model has 
demonstrated that there are numerous factors influencing CVD in gender 
minority patients.8 Data displaying the relationship between gender 
minority stress in the SGM population and CVD are limited; however, 
stressors linked to CVD are well established among heterosexual males 
and females. Depression is a well-recognized risk factor for CVD that can 
worsen outcomes with regard to ischemic heart disease and stroke.34,35 
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Female patients are twice as likely as male patients to develop depression 
during their lifetime, placing them at increased risk for cardiac events.35,36 
Among SGM patients, those who identify as transgender and gender 
diverse have higher rates of mental health conditions, including 
depression, suicidality, and anxiety, compared to the general population.35 
Among transgender and gender-diverse individuals, one of the greatest 
factors in the development of mental health conditions is the impact of 
minority stress.

Distal stressors include gender-based victimization, gender-based 
rejection, and non-affirmation of their gender identity. Chronic exposure 
to these stressors leads to ‘proximal’ stressors that include negative 
expectations for future events, nondisclosure of gender identity, and 
internalized transphobia.36 This internalization of negative societal 
attitudes toward transgender and gender-diverse individuals contributes 
to the higher risk of mental health conditions, increased tobacco and 
substance abuse, and decreased physical activity, and influence the 
development of CVD. Given the higher risks of mental health conditions 
among this subset within the SGM patient population, understanding the 
correlation between mental health and CVD risk in this population is 
warranted. As we are on the cusp of understanding the complex 
relationships between gender and cardiovascular research, there is now 
an opportunity to understand the role between ischemic heart disease 
and mental health conditions in SGM people. Results from this type of 
research could include cardiovascular-based therapeutic interventions to 
reduce CVD for not only transgender and gender-diverse individuals, but 
also all SGM individuals.

Despite the increased risk of CVD among SGM patients, this population 
remains an understudied group in cardiovascular research.37 To date, 
most literature consists of retrospective cohort studies that are limited 
by small sample size, lack of control groups, and the conflated reports 
of sex and gender.38 Through the appropriate use of gender terminology, 
larger studies are now becoming available to study traditional risk 
factors (e.g. tobacco use) between cisgender and SGM individuals. For 
example, data from the PATH study, a large, nationally representative 
US study, were used to examine tobacco use among SGM populations.39 
SGM people were three times more likely to use each of the nicotine/
tobacco products (cigarettes, e-cigarettes, and cigars) than their 
cisgender peers. SGM smokers were more likely to report ‘internal 
factors’ (stressors and lower quality-of-life self-ratings) compared to 
cisgender individuals, and both factors were independently related to 
an increased likelihood of tobacco use.40,41 In contrast to their cisgender 
peers, SGM individuals are more likely to experience stress and stigma, 
as it relates to their minority status and SDOH, thus making this 
population more likely to use tobacco. This study highlights just one 
example of why it is important to reframe our traditional understanding 
of CV risks such as tobacco use, which can only be achieved by ensuring 
we are engaging in inclusive data collection among all individuals 
including SGM individuals.

In addition to tobacco use, polysubstance abuse, classified as the use of 
any two substances concurrently, is more common among SGM youth 
compared to heterosexual youth.42,43 Consistent with gender minority 
stress models, polysubstance use increased when stressors, such as 
victimization and discrimination, were experienced among SGM patients. 
Thus, screening for substance use in transgender and gender-diverse 
youth remains crucial as there is evidence of a graded relationship that 
exists between the increasing number of substances abused and the 
higher likelihood of early-onset atherosclerotic CVD.42,43

Gender Affirmation
Gender affirmation or gender transitioning is a process of outwardly 
expressing an individual’s internal sense of gender rather than the 
gender assigned to them at birth. Gender affirmation is divided into 
multiple elements, including social affirmation (coming out, choosing 
names and pronouns, and being accepted and supported by friends and 
family), legal affirmation (legal name change, change of gender marker 
on identification forms), medical affirmation (e.g. hormones and surgery), 
and psychological affirmation (acceptance of one’s own gender identity 
and expression).44

SGM adolescents report a greater incidence of mental health issues such 
as depression, anxiety, increased risk of suicidal behaviors, and increased 
substance use, including alcohol, tobacco, and other illicit drugs.45 SGM 
adolescents also have numerous barriers to healthcare access due to fear 
of stigma, discrimination, lack of provider knowledge of transgender care, 
and SDOH (homelessness, lack of medical insurance). Lifetime exposure 
to these gender minority stressors contributes to poor physical health, 
which is associated with the development of cardiovascular risk factors 
(e.g. obesity and hypertension) that lead to increased risk of CVD 
throughout the lifespan of the transgender patient.4,46

Most cardiovascular research on gender affirmation is related to medical 
affirmation, including gender-affirming hormone therapy (GAHT) and its 
effect on cardiovascular risk and disease. For transgender women, 
feminizing hormone therapy includes estrogens, antiandrogens, and 
progesterone. Estrogen is a primary sex hormone and is responsible for 
developing female secondary sex characteristics, such as vocal pitch, 
breast, and female-specific fat deposit pattern. Antiandrogen therapy 
decreases endogenous testosterone production and reduces male 
secondary sex characteristics.

In a 2016 meta-analysis, oral estrogen-based treatment was shown to 
have a statistically significant association with increases in serum 
triglyceride levels, increases in LDL cholesterol levels, and decreases in 
HDL cholesterol levels at 24 months of therapy. However, evidence to 
support these data remains limited.46 Interestingly, with regard to blood 
pressure, a small retrospective study of transgender women with an 
average follow-up of 30 months while on estrogen/antiandrogen GAHT 
showed a significant decrease in systolic blood pressure of 6 mmHg. 
However, the authors suspected it was more likely from a reduction of 
testosterone than increased estradiol.47 A recent larger cohort study of 
2,517 transgender women from the Netherlands with a mean follow-up of 
9 years shows that transgender women using GAHT had a higher 
incidence of MI compared to cisgender women, and a higher incidence of 
strokes and venous thromboembolic events compared to cisgender 
women and men.48

Regarding transgender men, testosterone is the primary hormone in 
masculinization therapy. It aids in the development of male secondary sex 
characteristics, including deepening of the voice, broadening of the 
shoulders, and male-pattern hair growth. In addition, testosterone therapy 
also causes increased overall body mass, muscle mass, bone mass, acne, 
sexual desire, and erythrocyte production. Masculinizing GAHT has been 
shown to have a statistically significant association with increases in 
serum triglyceride levels and LDL cholesterol and decreases in HDL 
cholesterol at 24 months of therapy.46,49,50 Other studies have shown a 
statistically significant increase in systolic and diastolic blood pressure by 
4 and 3 mmHg, respectively.48 There are mixed results on the relationship 
between masculinizing GAHT and CVD. A large cross-sectional study 
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using data from the Behavioral Risk Factor Surveillance System showed 
that transgender men had a twofold increase in the rate of MI compared 
to cisgender men and a fourfold increase compared to cisgender 
women.51 However, this was not replicated in a different case-control 
study of age- and gender-matched transgender men.50

Taken together, these findings demonstrate that the transgender 
populations that receive gender-affirming care may have different rates of 
CV risk and/or CVD compared to their cisgender counterparts.

Research Essentials for Investigators
There is often uncertainty on whether cardiovascular research studies are 
reporting sex or gender. This distinction is increasingly important with the 
growing transgender, nonbinary, and intersex populations in the 
healthcare sector. It is clear that treating sex or gender as a simple binary 
outcome is not sufficient in scientific research and can have adverse 
outcomes for SGM individuals. The Sex and Gender Equity in Research 
(SAGER) guidelines were developed to assist not only researchers, but 
also journal editorial teams in reporting sex and gender in cardiovascular 
research and publications.1,9

Every person has a sexual orientation, defined as a romantic or sexual 
attraction to other people independent of their gender identity; therefore, 
reliable measurements of these concepts are core to understanding 
population characteristics and outcomes in the same way as race, 
ethnicity, and other demographics. Without these data, healthcare 
disparities, discrimination, and mistreatment among SGM adults are 
difficult to assess.52 Additionally, lack of data makes it impossible to 
identify poor access to health, therapeutic advances, and cardiovascular 
outcomes for SGM adults. Routine assessment of sexual orientation and 
gender identity data sets would allow improved awareness of 
intersectionality (e.g. SGM people of color) in cardiovascular research.

Collection of sexual orientation and gender identity data requires a team 
that fosters trust, respect, and cultural competence, which can only be 
achieved through a team of healthcare professionals that are empathic, 
are able to understand the lifelong effects of marginalization, recognize 

and reduce their personal biases, use appropriate pronouns, and avoid 
invasive questions about identity when they are not relevant to research 
or cardiovascular care.9,52

Sexual Orientation Measures
Inclusive demography should now encompass accurate assessment of 
an individual’s SOGIE data. Authors should report how sex and gender 
were considered in the design of the study to ensure adequate 
representation of groups.9 The SAGER guidelines provide measures for 
data collection that increase precision, inclusiveness, and privacy. 
Measures of sexual identity include three distinct approaches: asking 
whether someone identifies as a sexual minority; asking a respondent to 
select from a set of options that contain a combination of sexual 
orientation terminology; and asking a respondent to select from a set of 
sexual orientation terms (Table 1).1 It is important to recognize that terms 
used to affirmatively describe the SGM population have evolved and now 
include terms such as two-spirit, same-gender-loving, and queer. It is 
important to include a measure that is easy to implement, but also 
includes a ‘write-in’ category as a strategy to account for the ever-
expansive list of sexual orientation categories.

Gender Identity Measures
Like sex, questions about gender identity can also be designed with 
categorical responses. These questions can be designed to ask 
respondents whether they identify as man, woman, neither, or another 
gender. The two-step measurement of gender consists of a two-
question sequence that asks sex assigned at birth and current gender 
(Table 1).1 This two-step measure allows for the identification of 
cisgender men and women, transgender men and women, and 
nonbinary and genderqueer people.53 With regard to research design, 
this provides an accurate assessment of gender identity in contrast to 
prior measurements that only ask, “are you male or female?”, as this 
question conflates sex and gender. It also recognizes that a person’s 
gender identity can either be the same or different from the sex that 
they were assigned at birth. Lastly, it offers a range of gender identities 
rather than the historical binary categories associated with 
heteronormative research.54 In terms of feasibility, randomized multisite 
trials that added sexual orientation and gender identity questions to 
patient intake forms found that middle-aged and older adults endorsed 
the importance of collection gender identity data and also provided 
positive rather than negative feedback from those who completed a 
two-step measurement.55

Special Considerations
The SAGER guidelines recognize that the category of intersex is not 
currently available as a designation at the time of birth in the US. 
Standard practice in the US for children with intersex variations is to 
assign the child male or female shortly after birth.56 Designations such 
as ‘X’ and other nonbinary sex markers have not been widely adopted 
in cardiovascular research.57 Furthermore, in the absence of research 
on specific language to use in the measurement of intersex status 
especially for a population that has experienced traumatic medical 
treatment, the guidelines recommend using a question that directly 
asks the respondent if they have been diagnosed with an intersex 
condition.

Applications of the Guidelines to 
Cardiovascular Research
Today, authors should have a full grasp of the difference between sex and 
gender in all fields of research. Authors should report how sex and gender 

Table 1. Recommended Measures for Sexual 
Orientation and Gender Identity

Question
Sexual Orientation
Which of the following best represents 
how you think of yourself?

Lesbian or gay
Straight, that is, not lesbian or gay
Bisexual
Two-spirit (if respondent is Indigenous 
American)
I use a different term (please add your term)
Don’t know
Prefer not to answer

Sex Assigned at Birth
What sex were you assigned at birth, 
on your original birth certificate?

Female
Male
Intersex
Prefer not to answer

Gender Identity
What is your current gender (mark only 
one)?

Woman
Man
Nonbinary
Genderqueer
Two-spirit (if respondent is Indigenous 
American)
I use a different term (please add your term)
Don’t know
Prefer not to answer
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were considered in the design of the study, equally represent males and 
females, and justify exclusion of males, females, and sexual gender 
minorities. Next, results should be reported by sex. Analyses of sex and 
gender similarities and differences should be described regardless of 
positive or negative outcome. Importantly, the influence of sex and 
gender should be included in the causation, treatment effectiveness, and 
outcome of CVD. If sex- and gender-based analyses are not performed, 
authors should indicate reasons for lack of analysis in the limitations and 
discuss whether these demographic factors could have affected the 
results. Finally, the implications of sex and gender should be expanded 
and, if possible, it should be determined if the results can be generalized 
to all sexes and genders.

The SAGER guidelines provide researchers and editors with a framework 
to standardize sex and gender reporting. This tool is flexible enough for 
use in cardiovascular research to potentially improve the outcomes of 
SGM people. Integration of sex and gender into cardiovascular research 
provides more rigorous and ethical science through the incorporation of 
underserved populations. At a minimum, scientific journals should request 
that authors present data separately by sex and gender and explain these 

differences adequately. The routine collection of sexual orientation and 
gender identity in cardiovascular research will not only improve our 
identification of SGM populations, but also reduce glaring gaps in 
knowledge due to the lack of reliable data.

Conclusion
With the concerning rise in legislation limiting fundamental civil rights of 
SGM individuals in the past several years, it is paramount that healthcare 
practitioners provide a safe and inclusive environment for all patients. To 
achieve this, both clinicians and researchers should not only understand 
appropriate terminology, but also incorporate tools into their practice to 
promote health equity and inclusion. This is particularly important in 
cardiovascular research because a more comprehensive approach to 
data collection will better define CVD and risk factors in SGM individuals. 
Researchers should have a full grasp of the difference between sex and 
gender and incorporate appropriate data and terminology in all studies. 
Importantly, the influence of sex and gender should be included in the 
causation, treatment effectiveness, and outcome of CVD. In so doing, we 
can better promote health equity and outcomes in these vulnerable and 
marginalized populations. 

https://doi.org/10.17226/26424
https://doi.org/10.1161/CIR.0000000000001003
https://doi.org/10.1161/JAHA.123.030209
https://doi.org/10.1161/JAHA.123.030209
https://doi.org/10.1161/JAHA.123.030209
http://www.heart.org/en/healthy-living/healthy-lifestyle/lifes-essential-8/lifes-essential-8-fact-sheet
http://www.heart.org/en/healthy-living/healthy-lifestyle/lifes-essential-8/lifes-essential-8-fact-sheet
https://doi.org/10.1038/s41569-023-00871-5
https://doi.org/10.1038/s41569-023-00871-5
https://doi.org/10.1161/CIRCRESAHA.121.319811
https://doi.org/10.1161/CIRCRESAHA.121.319811
https://www.mesa-nhlbi.org/aboutMESAOverviewProtocol.aspx
https://www.mesa-nhlbi.org/aboutMESAOverviewProtocol.aspx
https://doi.org/10.1161/CIR.0000000000000914
https://doi.org/10.1161/CIR.0000000000000914
https://doi.org/10.1186/s41073-016-0007-6
https://doi.org/10.1186/s41073-016-0007-6
https://doi.org/10.1186/s41073-016-0007-6
https://doi.org/10.2471/blt.22.289310
https://doi.org/10.2471/blt.22.289310
http://grants.nih.gov/grants/guide/notice-files/NOT-OD-15-102.html
http://grants.nih.gov/grants/guide/notice-files/NOT-OD-15-102.html
https://doi.org/10.1152/ajpheart.00605.2021
https://doi.org/10.1152/ajpheart.00605.2021
https://doi.org/10.1096/fj.201600781r
https://doi.org/10.1096/fj.201600781r
https://doi.org/10.1016/j.jacc.2021.10.050
https://doi.org/10.1152/physrev.00021.2015
https://doi.org/10.1093/cvr/cvu064
https://doi.org/10.1093/cvr/cvu064
https://doi.org/10.1093/cvr/cvu064
https://doi.org/10.1016/s0140-6736(20)31561-0
https://doi.org/10.1016/s0140-6736(20)31561-0
https://doi.org/10.4103/jmh.jmh_31_21
https://doi.org/10.1161/atvbaha.123.319370
https://doi.org/10.3390/jcdd9080239
https://doi.org/10.1161/jaha.119.014733
https://doi.org/10.1161/jaha.119.014733
https://doi.org/10.7326/0003-4819-112-8-561
https://doi.org/10.1016/j.ahj.2012.01.022
https://doi.org/10.1161/circulationaha.116.024993
https://doi.org/10.1161/circulationaha.116.024993
https://doi.org/10.1056/NEJM199107253250401
https://doi.org/10.1056/NEJM199107253250401
https://doi.org/10.1056/NEJM199107253250401
https://doi.org/10.1016/j.ahj.2015.06.011
https://doi.org/10.1016/j.ahj.2015.06.011
https://doi.org/10.1016/j.ahj.2015.06.011
https://doi.org/10.1016/j.atherosclerosis.2015.04.802
https://doi.org/10.1161/jaha.119.014742
https://doi.org/10.1097/ACM.0000000000002027
https://doi.org/10.1097/ACM.0000000000002027
https://doi.org/10.1097/ACM.0000000000002027
http://www.who.int/news-room/questions-and-answers/item/gender-and-health
http://www.who.int/news-room/questions-and-answers/item/gender-and-health
http://www.who.int/news-room/questions-and-answers/item/gender-and-health
https://doi.org/10.1016/j.atherosclerosis.2023.117282
https://doi.org/10.1016/j.atherosclerosis.2023.117282
http://www.genderspectrum.org/resources
http://www.genderspectrum.org/resources
https://doi.org/10.1136/jech-2017-210206
https://doi.org/10.1136/jech-2017-210206
https://doi.org/10.1136/jech-2017-210206
https://doi.org/10.3109/09540261.2015.1115753
https://doi.org/10.3109/09540261.2015.1115753
https://doi.org/10.2105/AJPH.2016.303630
https://doi.org/10.2105/AJPH.2016.303630
https://doi.org/10.2105/AJPH.2016.303630
https://doi.org/10.1093/eurheartj/eht462
https://doi.org/10.1093/eurheartj/eht462
https://doi.org/10.1016/j.drugalcdep.2022.109268
https://doi.org/10.1016/j.drugalcdep.2022.109268
https://doi.org/10.1097/PSY.0b013e31824a58ff
https://doi.org/10.1097/PSY.0b013e31824a58ff
https://doi.org/10.1097/PSY.0b013e31824a58ff


Sex and Gender in Research

US CARDIOLOGY REVIEW
www.USCjournal.com

41.	 Paavola M, Vartiainen E, Haukkala A. Smoking, alcohol use, 
and physical activity: a 13-year longitudinal study ranging 
from adolescence into adulthood. J Adolesc Health 
2004;35:238–44. https://doi.org/10.1016/j.
jadohealth.2003.12.004; PMID: 15313507.

42.	 De Pedro KT, Shim-Pelayo H. Prevalence of substance use 
among lesbian, gay, bisexual, and transgender youth in 
military families: findings from the California Healthy Kids 
Survey. Sust Use Misuse 2018;53:1372–6. https://doi.org/10.10
80/10826084.2017.1409241; PMID: 29303404.

43.	 Mahtta D, Ramsey D, Krittanawong C, et al. Recreational 
substance use among patients with premature 
atherosclerotic cardiovascular disease. Heart 2021;107:650–
6. https://doi.org/10.1136/heartjnl-2020-318119; 
PMID: 33589427.

44.	 Dorsen CG, Leonard N, Goldsamt L, et al. What does gender 
affirmation mean to you? An exploratory study. Nurs Forum 
2022;57:34–41. https://doi.org/10.1111/nuf.12648; 
PMID: 34535901.

45.	 Englund HM. Minority stress and health disparities in 
lesbian, gay, bisexual, transgender, and queer or 
questioning adults. Nurs Clin North Am 2023;58:495–503. 
https://doi.org/10.1016/j.cnur.2023.06.002; PMID: 37832994.

46.	 Maraka S, Singh Ospina N, Rodriguez-Gutierrez R, et al. Sex 
steroids and cardiovascular outcomes in transgender 

individuals: a systematic review and meta-analysis. J Clin 
Endocrinol Metab 2017;102:3914–23. https://doi.org/10.1210/
jc.2017-01643; PMID: 28945852.

47.	 Vita R, Settineri S, Liotta M, et al. Changes in hormonal and 
metabolic parameters in transgender subjects on cross-sex 
hormone therapy: a cohort study. Maturitas 2018;107:92–6. 
https://doi.org/10.1016/j.maturitas.2017.10.012; 
PMID: 29169588.

48.	 Nota NM, Wiepjes CM, de Blok CJM, et al. Occurrence of 
acute cardiovascular events in transgender individuals 
receiving hormone therapy. Circulation 2019;139:1461–2. 
https://doi.org/10.1161/CIRCULATIONAHA.118.038584; 
PMID: 30776252.

49.	 Mueller A, Kiesewetter F, Binder H, Beckmann MW, Dittrich 
R. Long-term administration of testosterone undecanoate 
every 3 months for testosterone supplementation in female-
to-male transsexuals. J Clin Endocrinol Metab 2007;92:3470–
5. https://doi.org/10.1210/jc.2007-0746; PMID: 17579193.

50.	 Dutra E, Lee J, Torbati T, et al. Cardiovascular implications of 
gender-affirming hormone treatment in the transgender 
population. Maturitas 2019;129:45–9. https://doi.org/10.1016/j.
maturitas.2019.08.010; PMID: 31547912.

51.	 Alzahrani T, Nguyen T, Ryan A, et al. Cardiovascular disease 
risk factors and myocardial infarction in the transgender 
population. Circ Cardiovasc Qual Outcomes 2019;12:e005597. 

https://doi.org/10.1161/CIRCOUTCOMES.119.005597; 
PMID: 30950651.

52.	 Vela MB, Erondu AI, Smith NA, et al. Eliminating explicit and 
implicit biases in health care: evidence and research needs. 
Ann Rev Public Health 2022;43:477–501. https://doi.
org/10.1146/annurev-publhealth-052620-103528; 
PMID: 35020445.

53.	 Rullo JE, Foxen JL, Griffin JM, et al. Patient acceptance of 
sexual orientation and gender identity questions on intake 
forms in outpatient clinics: a pragmatic randomized multisite 
trial. Health Serv Res 2018;53:3790–808. https://doi.
org/10.1111/1475-6773.124843; PMID: 29522236.

54.	 Medeiros M, Forest B, Öhberg P. The case for non-binary 
gender questions in surveys. PS Polit Sci Polit 2020;53:128–
35. https://doi.org/10.1017/S1049096519001203.

55.	 Shteyler VM. Clarke JA, Adashi EY. Failed assignments – 
rethinking sex designations on birth certificates. N Engl J 
Med 2020;383:2399–401. https://doi.org/10.1056/
NEJMp2025974; PMID: 33314873.

56.	 Reis E. Bodies in Doubt: An American History of Intersex. 
Baltimore, MD: Johns Hopkins University Press, 2021.

57.	 Thorne N, Yip AK, Bouman WP, et al. The terminology of 
identities between, outside and beyond the gender binary – 
a systematic review. Int J Transgend 2019;20:138–54. https://
doi.org/10.1080/15532739.2019.1640654; PMID: 32999602.

https://doi.org/10.1016/j.jadohealth.2003.12.004
https://doi.org/10.1016/j.jadohealth.2003.12.004
https://doi.org/10.1080/10826084.2017.1409241
https://doi.org/10.1080/10826084.2017.1409241
https://doi.org/10.1111/nuf.12648
https://doi.org/10.1111/nuf.12648
https://doi.org/10.1016/j.cnur.2023.06.002
https://doi.org/10.1016/j.cnur.2023.06.002
https://doi.org/10.1210/jc.2017-01643
https://doi.org/10.1210/jc.2017-01643
https://doi.org/10.1210/jc.2017-01643
https://doi.org/10.1016/j.maturitas.2017.10.012
https://doi.org/10.1016/j.maturitas.2017.10.012
https://doi.org/10.1161/CIRCULATIONAHA.118.038584
https://doi.org/10.1161/CIRCULATIONAHA.118.038584
https://doi.org/10.1210/jc.2007-0746
https://doi.org/10.1210/jc.2007-0746
https://doi.org/10.1016/j.maturitas.2019.08.010
https://doi.org/10.1016/j.maturitas.2019.08.010
https://doi.org/10.1016/j.maturitas.2019.08.010
https://doi.org/10.1161/CIRCOUTCOMES.119.005597
https://doi.org/10.1161/CIRCOUTCOMES.119.005597
https://doi.org/10.1146/annurev-publhealth-052620-103528
https://doi.org/10.1146/annurev-publhealth-052620-103528
https://doi.org/10.1146/annurev-publhealth-052620-103528
https://doi.org/10.1111/1475-6773.124843
https://doi.org/10.1111/1475-6773.124843
https://doi.org/10.1111/1475-6773.124843
https://doi.org/10.1017/S1049096519001203
https://doi.org/10.1056/NEJMp2025974
https://doi.org/10.1056/NEJMp2025974
https://doi.org/10.1056/NEJMp2025974
https://doi.org/10.1080/15532739.2019.1640654
https://doi.org/10.1080/15532739.2019.1640654
https://doi.org/10.1080/15532739.2019.1640654
https://doi.org/10.1080/15532739.2019.1640654

