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Narrative Review on Angina: Epidemiology, Aetiology, Impact, and Musculoskeletal Management


Introduction

This narrative review highlights the epidemiology, aetiology, impact and general management principles of this common health condition - Angina. Multiple PubMed, Google Scholar and Cochrane Library searches were included to conduct this review. The search was expanded to include keywords such as "angina,", epidemiology, aetiology, risk factors, the impact and management. We searched for peer-reviewed journal articles published between 2010 and September 2023. They were following this approach of a complete and updated scope in angina.

[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Epidemiology

Angina, formally referred to as Angina Pectoris is known as being caused by discomfort or chest pain through common symptoms of coronary artery disease (CAD) and affects millions worldwide. The World Health Organization (WHO) still regards CAD as the leading cause of death, which in turn causes around 17.9 million deaths a year globally. Many people are more than likely to experience chest pain, for example, Asthma. Approximately 9.8 million adults, with an age-related trend of increasing incidence or frequency in the United States, have angina (Benjamin et al.,2019). Greater than men 45 years of age and postmenopausal women (suggesting a gender bias related to hormonal/lifestyle factors), Normandy et al.  

Aetiology
The main cause of angina is a condition called atherosclerosis, where plaque build-up, in the arteries restricts blood flow to the heart muscle. This leads to chest pain due to reduced oxygen supply. Common risk factors for angina include high blood pressure, high cholesterol levels, smoking, diabetes and obesity. High blood pressure speeds up the progression of atherosclerosis by damaging the lining of blood vessels and making them stiffer. Increased levels of LDL cholesterol contribute to the formation of plaques and blockages in arteries. Smoking introduces substances that damage blood vessel linings and promote clot formation.

Diabetes atherosclerosis causes high term blood sugar levels leading to impaired blood vessel function and increased inflammation. Central obesity is associated with metabolic syndrome, which includes conditions like lipid levels, insulin resistance and high blood pressure. Genetic factors and family history also play roles in angina development. Other factors such as lack of activity, poor diet choices, excessive alcohol consumption and stress can further worsen the underlying processes involved in atherosclerosis.
Family members and caregivers are often affected, experiencing emotional and financial stress due to the need for ongoing care and support. Furthermore, angina contributes to increased healthcare utilization, with frequent doctor visits, medication adjustments, and potential emergency interventions (Wenger, 2008).  


Impact of condition

Physical Impact: 
It causes limited physical activities, due to chest pain, which is provoked by effort or stress. Patients with angina are advised to cut down on their activities. Such a situation can create a rather sedentary lifestyle which compounds cardiovascular and other ailments such as obesity, diabetes, and hypertension (Hofer et al., 2004). Due to the cyclical alternation of physical inactivity and deterioration of cardiovascular conditions, the person’s physical health declines. 

Psychological Impact: 
These conditions significantly affect the psychological well-being of an individual and angina is no exception. The chronic character of the condition and variability of the time and frequency of the angina episodes result in patients experiencing anxiety, depression and fear of chronic heart attacks. They all add up to enhancing vulnerability and increasing stress as feelings are also instigated. Several past research has revealed that the mental state/health of those with angina is not as healthy as that of patients without this complaint (Spertus et al., 2002). Chest pain phobia can result in restricted mobility due to the avoidance of triggers, loneliness, and reduced quality of life because of limitations in the activities that can be accomplished. 

Economic Impact: 
The calculated costs of angina pectoris are as follows, and it is critical to mention that both direct and indirect expenses make up this sum. Direct costs refer to the expenses that are incurred on doctors, tests, drugs, and hospitalizations. Other expenses are related to off-purpose work performance, truancy, and long-term illness. In the United States, angina and other CAD constitute, a severe financial burden given the fact that billions of dollars are spent on their treatment every year (Mozaffarian et al., 2016)., the condition can also be expensive because it may require constant care hence, imposing a burden on families or caregivers who may have to use their meagre income to cater for the affected child.
 

Principles of Musculoskeletal Management 
This is not the full picture of managing angina, where pharmacological treatments are just part of angina management, which requires commercial and extensive lifestyle modifications, as well as physical therapy more to do with musculoskeletal care. This is where exercise training, a component of Cardiac Rehabilitation, comes in. Aerobic training increases VO2 max, the efficiency of cardiovascular functioning and reduces endothelial activation and inflammatory indices (Taylor and colleagues, 2004). Walking and other kinds of exercises should be done to the best of the person’s ability and progress should be gradually made to avoid episodes of angina. Supervised aerobic training, the frequency of angina and exercise capacity has been reported to be reduced, thus improving the quality of life of patients (Balady et al., 2007). 
 

Musculoskeletal rehabilitation of patients with angina must include strength training. This sort of workout employs force against the muscles to contract the muscles, making them stronger and more reliable. If strength training is done alongside aerobic exercise, body weight can easily be controlled, which is a preload in cases where the heart is being strained. Muscle mass also increases metabolism and thus, will be helpful in the issue of overweight and obesity. Further, strength training has a positive impact on the level of insulin and creates a more effective effect in the control of sugars in the blood in diabetic patients or patients with a predisposition to the development of diabetes (Cornelissen & Fagard, 2005).

Aerobic Exercise:
Aerobic exercises, cycling and swimming are effective in enhancing aerobics fitness. These exercises raise the individual’s pulse and improve the effectiveness of oxygen to the body muscles thus improving the health of the heart and lung. Aerobic exercise further assists in controlling high blood pressure, enhancing HDL cholesterol and diminishing LDL cholesterol, and lessening the likely tenancy of cardiovascular affliction (Taylor et al., 2004). Aerobic exercise must be done frequently with moderate intensity based on the Australian physical activity guidelines but flexibly depending on the patient’s fitness level and the capability of the heart to pump blood throughout the body and must be gradually progressed without angina.

Flexibility Exercises and Stretching:
Flexibility exercises and stretching are vital for maintaining joint health and preventing musculoskeletal injuries, which can help physical activity. Most of the routine stretches are important in enhancing joint mobility and protecting muscles to such an extent that they can limit movement. Stretches are known to assist in increasing muscle elasticity as well as the tendons; hence, the range of motion is enlarged and the frequency of frequent injuries is minimized. This is especially so because some of the patients suffering from angina may have some physical restrictions in movement due to joint stiffness. The flexibility exercises also assist in removing muscle stiffness and enhance blood flow this in turn, enhances comb or in doing other forms of exercise (Duncan et al., 2003).


Comprehensive Exercise Programs:
A well-rounded exercise program for angina patients should include elements of strength training, aerobic exercise, and flexibility exercises. These programs should be individualized based on the patient's current health status, fitness level, and specific needs. Exercise sessions should start with a warm-up to prepare the body for physical activity and end with a cool-down to gradually lower the heart rate and prevent muscle soreness.



Patient Education:
Paying attention to understanding and educating patients about musculoskeletal management is very important. These patients need to be informed of the importance of the exercises that are recommended to them and follow the recommended regimes strictly. Education should also include signs of exertional angina and signs, which signal that the patient should discontinue the exercise and seek help. Also, safe ways of exercising, how warm up and cool down can benefit the body, and how diet can enhance exercise should also be reinforced (Stone et al., 2016). 

Understanding the patient’s condition is another facet of musculoskeletal management and understanding the necessity to stay on an exercise schedule and to be able to identify exertional angina. However, it must be understood that a lot of exercise-related problems can be avoided while the effectiveness of such activities can be maximized through concerted efforts in teaching patients appropriate exercise forms and stressing the importance of warm-up and cool-down phases (Stone et al., 2016). Furthermore, patients with comorbid musculoskeletal conditions such as osteoarthritis or chronic back pain which decrease physical activity should be treated since they equally increase cardiovascular risk. Thus, it includes, for example, physiotherapy, occupational therapy, and nutritional support from dietitians, which guarantees comprehensive management of the patient’s conditions (Williams et al., 2007).

Conclusion
Chest pain continues to be a major worldwide health issue with substantial morbidity and economic burden. Hence, there is a need to understand its spread, causes or risk factors, and consequences to effectively address them. Integration of musculoskeletal management principles could improve the quality of life and decrease the impact of angina by advocating for exercise programs as well as educating the patient. Further studies and the implementation of the collaborative medical model are crucial for enhancing patients’ experiences with this disease.
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