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revascularisation, while functional tests
evaluate the burden of myocardial
ischaemia and facilitate risk stratification. 

Traditionally the exercise tolerance
test (ETT) has played a key role in the
investigation of patients with suspected
stable angina. However, the sensitivity
and specificity of the ETT in patients
with stable angina is dependent on the
pretest probability and limits its utility as
a diagnostic tool.2,4 A normal ETT may
reassure many patients but it does not
exclude a diagnosis of underlying CAD.
In patients with an established diagnosis
of CAD, the ETT remains a useful tool to
assess ischaemic burden and prognosis.4

CT coronary angiography (CTCA) is a
non-invasive procedure that evaluates
the presence, location and severity of
underlying CAD and has emerged as a
valuable tool for the investigation of
suspected angina, see figure 1, p17. 

In a recent meta-analysis performed
by NICE, the diagnostic accuracy of
CTCA (sensitivity 96% and specificity
79%) was superior to contemporary
functional or invasive testing in the
detection of significant CAD. Taken
together with limited cost-effectiveness
data, NICE currently recommends CTCA
as a first-line investigation in patients
with a new diagnosis of suspected
stable angina.2 CTCA is particularly
useful as a rule-out test where the index
of suspicion of underlying CAD is low.
The diagnostic accuracy of CTCA is
reduced in patients with a high pretest
probability, largely due to the presence
of coronary calcification. In Scotland,
SIGN recommends CTCA as a first-line
investigation where a diagnosis of stable
angina is suspected but not clear from
the history alone.4

Importantly, there is now evidence
that the use of  CTCA to evaluate
patients with suspected angina
improves clinical outcomes. In a
randomised trial of more than 4,000
patients referred to hospital with a
suspected diagnosis of angina, the
addition of CTCA to standard care
increased diagnostic accuracy and
permitted targeting of treatments and
interventions to those patients who
gained most benefit.6 The use of CTCA
reduced the need for further stress
testing.6 Although a short-term increase
in the use of invasive coronary
angiography was observed with CTCA,
after five years’ follow-up rates were
similar between both cohorts.7
Ultimately, this led to a 40% reduction in
the risk of death from coronary heart
disease or nonfatal myocardial infarction
(MI) at 5 years; 2.3% vs. 3.9%, HR 0.59
(95% CI: 0.41-0.84;P = 0.004).7

and be considered for referral to
secondary care. Specialist referral should
also be considered for patients with
known stable angina and a deterioration
in symptoms, or those with limiting
symptoms despite optimal drug therapy.

A resting 12-lead ECG is recommended
in all patients with suspected angina. 
A normal result does not exclude the
presence of CAD. An abnormal resting
ECG increases the likelihood that the
patient has underlying CAD and may also
identify other conditions such as atrial
fibrillation or structural heart disease.

Patients deemed to have non-cardiac
chest pain should be reassured of this at
an early stage and alternative diagnoses
considered.2,4 This reduces anxiety and
distress, and prevents unnecessary
hospital admissions and consultations.

FURTHER INVESTIGATION
Further investigation may be
undertaken to confirm the presence of
CAD, evaluate the burden of myocardial
ischaemia, stratify future cardiac risk and
identify those who may benefit from
coronary revascularisation. 

The choice of investigation will be
determined by clinical presentation, pre-
test probability, prior history of CAD, and
local availability of these investigations,
see table 4, p19.2,3,4

In general, anatomical investigations
determine the presence of underlying
CAD and identify individuals with a
pattern of CAD that may benefit from

DRUG THERAPY 
The objectives of pharmacological
therapy in patients with stable angina
are to prevent future vascular events and
to alleviate symptoms of angina. It is
important to explain to patients the
diagnosis, why their medications have
been prescribed and how to take them,
as well as possible adverse effects and
how to manage them.

Preventative therapy
Antiplatelet agents:There is clear
evidence that aspirin reduces the risk 
of ischaemic events in patients with
established CAD.8 Aspirin should be
prescribed, where possible, at a daily
dose of 75-150 mg in all patients with
stable angina. A recent meta-analysis
has suggested that, at least for primary
prevention, adjusting the daily aspirin
dose according to the patient’s
bodyweight may be more effective at
preventing cardiovascular events 
and avoiding unwanted side effects.9
This hypothesis remains to be tested in 
a prospective randomised controlled
trial in patients with stable CAD.

Clopidogrel may be considered as an
alternative for patients with stable
angina who are unable to take aspirin. 
In large-scale randomised trials in
patients with stable atherosclerotic
vascular disease, clopidogrel was
marginally more effective than aspirin at
reducing the combined endpoint of MI,
ischaemic stroke or vascular death, while
the addition of clopidogrel to long-term
aspirin therapy did not reduce recurrent
cardiac events.

Antiplatelet agents should be avoided
in patients with active peptic ulceration
or bleeding and used with caution in
patients with bleeding disorders or a
history of peptic ulcer disease. 

Lipid-lowering therapy: There are robust
data demonstrating that statins reduce
the relative risk of death and MI in
patients with IHD by as much as 40%,
the derived clinical benefit being related
to the reduction in LDL cholesterol. 

NICE currently recommends initiating
treatment with atorvastatin 80 mg once
daily for the prevention of cardiovascular
events in patients with stable angina.10
A lower initial dose should be considered 
if there are potential drug interactions, 
a high risk of adverse effects or in light of
patient preference.10 The target for
treatment is a 40% reduction in non HDL
cholesterol.10 If this is not achieved with
initial treatment, review adherence to
medication and lifestyle measures, and
consider increasing the dose or
switching to a more potent statin.

Table 2

Common cardiovascular risk factors

•Age
•Male sex
•Ethnicity
•Family history of premature cardiovascular disease
•Hypertension
•Diabetes mellitus
•Hyperlipidaemia
•Presence of atherosclerotic disease in another vascular bed
•Previous history of ischaemic heart disease
•Chronic kidney disease
•Cigarette smoking
•Abdominal obesity
• Increased alcohol intake
•Sedentary lifestyle

Table 3

Baseline investigations in suspected angina

•Haemoglobin
•Creatinine or estimated glomerular filtration rate (eGFR)
•Fasting plasma glucose or HbA

1C
•Lipid profile
•Thyroid function
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