
SYMPOSIUMCARDIOVASCULAR MEDICINE 
STABLE ANGINA

Treatment should focus on the
prevention of ischaemic cardiac events
and the satisfactory control of
symptoms. Management should include
patient education, risk factor
identification and modification, drug
therapy and, where appropriate,
coronary revascularisation.
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CORONARY REVASCULARISATION
Coronary revascularisation can improve
symptoms of angina and may offer
prognostic benefit in those patients
found to have high-risk coronary
anatomy (left main stem stenosis or
three vessel CAD). Revascularisation
may be achieved by coronary artery
bypass surgery or percutaneous
coronary intervention usually with stent
insertion. Patients with stable angina
should be considered for coronary
revascularisation where symptoms
persist despite optimal medical therapy,
where high risk coronary anatomy is
identified, or in light of patient
preference. 
The recent ORBITA study confirmed

existing evidence that in patients with a
low burden of CAD, good exercise
tolerance and minimal symptoms on
optimal medical therapy,
revascularisation with coronary stents
confers no additional benefit.15
Factors influencing the choice of

revascularisation technique include the
burden and location of underlying CAD,
the presence of left ventricular
dysfunction or valvular heart disease,
comorbidity including diabetes mellitus
or renal dysfunction, and patient age. 
Decision making should be 

patient-centred and informed by a
multidisciplinary ‘heart team’ review
involving cardiac surgeons and
cardiologists.

REFRACTORY ANGINA
A small number of patients experience
severe, limiting angina that is
unresponsive to medical therapy and in
whom revascularisation fails or is not
available. Attendance at angina
management programmes has been
shown to improve both symptom
control and exercise tolerance. 
A number of therapeutic approaches

have been developed to address
refractory angina including enhanced
external counter pulsation therapy,
techniques such as nerve block, stellate
ganglion block and sympathectomy,
acupuncture and a stent to restrict
coronary sinus blood flow.16 The clinical
data available for these techniques is
currently insufficient to recommend
their routine use in patients with stable,
refractory angina.

CONCLUSION
Angina pectoris is a commonly
encountered condition that is associated
with significant morbidity and mortality.
The clinical history plays a key role in
diagnosis, aided by anatomical and
functional testing where appropriate.
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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. 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. 

NICE recommends the classification of chest pain into
typical angina, atypical angina or non-anginal chest pain
based on the presence of key features: 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 5 minutes. The
presence of all three features suggests a diagnosis of
typical angina, two features is considered atypical
angina and where one or none of the features are
present the pain is defined as non-anginal. The likelihood
of a diagnosis of angina increases with the number of
cardiovascular risk factors present.

A resting 12-lead ECG is recommended for all patients 
with suspected angina. However, a normal result does not
exclude the presence of underlying coronary artery
disease (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. In general, anatomical
investigations, e.g. computerised tomography coronary
angiography (CTCA), determine the presence of
underlying CAD and identify individuals with a pattern of
CAD that may benefit from revascularisation, while
functional tests, e.g. exercise tolerance testing, evaluate the
burden of myocardial ischaemia and facilitate risk
stratification. In a randomised trial of more than 4,000
patients with a suspected diagnosis of angina, the addition
of CTCA to standard care increased diagnostic accuracy
and permitted targeting of therapy and interventions to
those patients who gained most benefit.

There is clear evidence that aspirin reduces the risk of
ischaemic events in patients with established CAD and it
should be prescribed, where possible, for all patients with
stable angina. There are robust data demonstrating that
statins reduce the risk of death and MI in patients with IHD
by 40%, and NICE currently recommends initiating
treatment with atorvastatin 80 mg once daily. Treatment
with an ACE inhibitor should be considered for patients
with stable angina who have left ventricular dysfunction or
diabetes mellitus.

There are currently six major drug classes available in 
the UK for the treatment of stable angina: beta-blockers,
calcium channel blockers, nitrates, potassium channel
activators, sinus node inhibitors and late sodium current
inhibitors. Ideally, the dose of a single anti-anginal agent
should be optimised before introducing combined
therapy. There is little evidence to support the use of three
anti-anginal drugs in combination. Beta-blockers should
be used as first-line therapy, although evidence of a
prognostic benefit in stable angina is limited. 


