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coronary artery disease (CAD). Although
angina may also occur where there is an
imbalance between myocardial oxygen
supply and demand, e.g. hypertrophic
cardiomyopathyor severe aortic
stenosis, this article will focus mainly on
the diagnosis and management of stable
angina due to CAD.

INITIAL ASSESSMENT
In many cases the history alone is
sufficient to reach a diagnosis of stable
angina.2,3,4 NICE recommends the
classification of chest pain into typical
angina, atypical angina or non-anginal
chest pain based on the presence of key
features of the pain, to aid diagnosis and
guide investigation and management,
see table 1, left.2

The presence of all three features
suggests a diagnosis of typical angina.
The presence of two features is
considered atypical angina and where
one or none of the features are present
the pain may be defined as non-anginal.2
Stable angina is unlikely if the chest pain
is continuous or prolonged, unrelated to
exertion, is brought on by movement or
inspiration, or is associated with other
symptoms such as palpitations, dizziness,
tingling or difficulty swallowing. Angina
symptoms may be influenced by a
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STABLE ANGINA IS
ESTIMATED TO AFFECT
MORE THAN 1.3 MILLION
PEOPLE IN THE UK WITH 

almost 100,000 new cases diagnosed
each year.1 The prevalence of angina
increases sharply with age. Around 50% of
people diagnosed with ischaemic heart
disease (IHD) present with stable angina
as the first symptom.1

Patients with stable angina typically
describe a predictable tightness or
constriction of the chest brought on by
physical exertion or emotional stress that
may radiate to the neck and jaw, upper
limbs, or less commonly to the back. It
occurs as a result of myocardial ischaemia,
most commonly due to atherosclerotic
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number of factors including comorbidity
(e.g. diabetes mellitus) and gender.

Cardiovascular risk factors
Along with a detailed assessment of the
presenting symptoms and prior history
of cardiovascular disease, risk factors
which predispose to CAD should 
be evaluated, see table 2, p18. 
The likelihood of a diagnosis of angina
increases with the number of
cardiovascular risk factors present. 

Patients with angina who smoke
should be strongly advised to stop.
Education, self-help materials,
counselling and pharmacological
support may be offered where
appropriate to patients wishing to cease
smoking. Blood pressure should be
recorded and hypertension, if present,
managed according to current UK
guidelines.5 Patients should be offered
healthy eating advice, undertake an
appropriate aerobic exercise regimen
and, if obese, lose weight with a target
BMI < 25 kg/m2.

Baseline investigations
Patients presenting with a new
diagnosis of suspected stable angina
should have a number of blood tests
performed at baseline, see table 3, p18,

FIGURE 1 
CTCA images
showing normal
coronary arteries
in a  70-year-old
man referred with
suspected stable
angina

LAD = left anterior
descending artery; 
Lcx = left circumflex artery;
RCA = right coronary
artery
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Table 1

Chest pain characteristics to guide diagnosis of angina2

•A constricting discomfort in the front of the chest, or in the
neck, shoulders, jaw, or arms
•Precipitated by physical exertion
•Relieved by rest or GTN within about five minutes

The presence of all three features is defined as typical angina,
two of the three features as atypical angina and one or none
of the features as non-anginal chest pain 


