
Chronic management of anginal symptoms in patients without high-risk features1

(Conditional recommendation, moderate-quality evidence)

Patients with: prior myocardial infarction,
or ejection fraction < 40%, or a history of heart failure2
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The primary care provider should implement and attempt to optimize medical therapy (achieve symptom-free state with minimal medication adverse effects) within 12–16 weeks 
after an initial evaluation suggesting SIHD. This will require re-assessment for response to therapy and any required medication adjustments every 4–6 weeks.  

(Strong recommendation, high-quality evidence)
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Appendix 4: Proposed revision of recommendations shown in Appendix 3 for chronic management of anginal symptoms in patients with 
stable ischemic heart disease*
The proposed revision is for explanatory purposes only and should not be interpreted as actual guideline recommendations. Medication choices separated by “OR” are of 
equivalent benefit, and the choice between them should be based on patient preferences and medication availability (including costs). Note: The following line would be added 
separately, as a stand-alone recommendation: “Therapies that we do not suggest to use to attempt to improve angina or exercise tolerance: chelation therapy, allopurinol, 
magnesium supplementation, coenzyme Q10, suxiao jiuxin wan, shenshao tablets, testosterone (conditional recommendation, moderate-quality evidence).” CHF = congestive 
heart failure, MI = myocardial infarction, SIHD = stable ischemic heart disease.
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1See Table 5 on page 844 for definition of “high-risk features.”

2Defined as having clinical symptoms and signs suggestive of heart failure, with either preserved or reduced ejection fraction. 

3Titrate to reach a target resting heart rate of 55–60 beats/min. 

4If concurrent treatment with a β-blocker and a long-acting calcium-channel blocker is being considered, and the patient is at risk of atrioventricular block or excessive bradycardia (heart 

rate < 50 beats/min, or < 60 beats/min with clinical symptoms such as fatigue and lethargy), use a dihydropiridine rather than a nondihydropiridine calcium-channel blocker (strong 
recommendation, high-quality evidence). 
5If current line of therapy is not tolerated by the patient because of adverse effects or contraindicated because of medication interactions or concurrent comorbidities (e.g., severe asthma or 

severe Raynaud phenomenon in patients requiring a β-blocker), replace with the subsequent line of therapy. If the current line of therapy provides inadequate symptom control, add the 
subsequent line of therapy.

*Source: Mancini GB, Gosselin G, Chow B, et al.; Canadian Cardiovascular Society. Canadian Cardiovascular Society guidelines for the diagnosis and management of stable ischemic heart disease. Can J 
Cardiol 2014;30:837-49.
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