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Coronary heart disease (CHD), also known as coronary artery disease, is a chronic cardiovascular condition caused by atherosclerosis, where fatty deposits accumulate within the coronary arteries, narrowing or blocking blood flow to the heart. This reduces the heart's oxygen supply and increases the risk of angina, myocardial infarction (heart attack) and heart failure (NICE, 2023). Common symptoms include chest pain, shortness of breath, fatigue and dizziness, although some individuals remain symptom-free until a cardiac event occurs. Major risk factors include smoking, hypertension, obesity, diabetes and high cholesterol (Bays, 2022). CHD remains the leading cause of death worldwide, with approximately 9 million deaths annually, and affects around 2.3 million people in the UK (British Heart Foundation, 2024). Early diagnosis, regular monitoring and evidence-based treatment, including medication, lifestyle modification and person-centred care, are essential to reduce complications and improve long-term outcomes (Marmot, 2005). This report explores the methods used to measure, monitor and control CHD, examines its impact on individuals and communities, and discusses the health and social care support required to improve quality of life for those living with the condition.
The initial assessment usually begins with a comprehensive medical history and physical examination. Clinicians assess common symptoms such as chest pain (angina), breathlessness, fatigue, dizziness, and reduced exercise tolerance (Zghebi, 2021). Risk factors including hypertension, diabetes mellitus, hypercholesterolaemia, obesity, smoking, family history, and physical inactivity are also evaluated (Turaman, 2022). Blood tests play a significant role in monitoring CHD. Lipid profiles measure cholesterol levels, including low-density lipoprotein (LDL), high-density lipoprotein (HDL), triglycerides, and total cholesterol (Alves-Cabratosa, 2025). Blood glucose and HbA1c levels are monitored to identify diabetes, while cardiac biomarkers such as troponin are used to detect damage to the heart muscle during acute coronary syndrome (Chen, 2023). 
Electrocardiograms (ECGs) are routinely used to detect abnormal heart rhythms, evidence of previous myocardial infarction, or signs of myocardial ischaemia (Auer, 2012). Exercise stress testing evaluates how the heart responds to physical exertion and helps identify reduced blood flow to the myocardium (Carluccio, C2026). Echocardiography uses ultrasound to assess cardiac structure, ventricular function, heart valve abnormalities, and ejection fraction (Gardikioti, 2025). 
Advanced imaging techniques such as invasive coronary angiography remain an important diagnostic tool for identifying coronary artery stenosis, while computed tomography coronary angiography (CTCA) provides a non-invasive method for visualising coronary vessels and detecting obstructive coronary artery disease (Vrints et al., 2024). Cardiac magnetic resonance imaging (MRI) and myocardial perfusion imaging are valuable for assessing myocardial viability, ischaemia and blood flow (Póvoa-Corrêa,2026). Long-term management requires regular cardiovascular risk assessment, monitoring of blood pressure, lipid levels, medication adherence and lifestyle factors to reduce disease progression and improve outcomes (NICE, 2023).
The management of coronary heart disease (CHD) aims to slow disease progression, prevent complications, reduce cardiovascular events and improve quality of life. Effective management requires a combination of lifestyle modification, pharmacological therapy, cardiac rehabilitation and patient education (Brown, 2011). Evidence demonstrates that exercise-based cardiac rehabilitation improves functional capacity, psychological wellbeing and cardiovascular outcomes in individuals with CHD (Anderson et al., 2016). Smoking cessation significantly reduces cardiovascular mortality, while a diet rich in fruit, vegetables, whole grains and oily fish supports cholesterol control and reduces cardiovascular risk (NICE, 2021). Regular physical activity of at least 150 minutes of moderate-intensity exercise weekly is associated with improved cardiovascular health and reduced CHD risk (Lear et al, 2021). Weight management, reduced sedentary behaviour, alcohol moderation and stress management are essential components of secondary prevention (Vrints, 2024).
Pharmacological treatment plays a central role in CHD management. Antiplatelet therapy reduces thrombus formation, while statins lower low-density lipoprotein (LDL) cholesterol and stabilise atherosclerotic plaques, reducing the risk of cardiovascular events (Mach et al, 2019). Beta-blockers reduce myocardial oxygen demand by lowering heart rate, while ACE inhibitors improve cardiovascular outcomes in patients with hypertension, diabetes or impaired cardiac function (NICE, 2023). Nitrates are commonly used to relieve angina symptoms by improving coronary blood flow (Knuuti et al, 2020). For patients with significant coronary artery disease, revascularisation may be required. Percutaneous coronary intervention (PCI), including angioplasty and stent placement, restores blood flow in narrowed coronary arteries, while coronary artery bypass grafting (CABG) may be recommended for patients with complex or multi-vessel disease (Jafari et al, 2018).
Cardiac rehabilitation provides structured exercise, education, psychological support and lifestyle guidance following cardiac events or interventions. These programmes improve recovery, confidence, self-management and long-term cardiovascular outcomes (Piepoli et al., 2021). Regular follow-up enables monitoring of symptoms, blood pressure, cholesterol levels, medication effectiveness and lifestyle changes, supporting patient involvement and reducing future cardiovascular risk (NICE, 2023).
Coronary heart disease (CHD) has significant physical, psychological, social and economic consequences for individuals, families and healthcare systems. As a chronic condition, CHD can affect daily functioning, independence, employment and overall quality of life (McKee et al, 2021). Physically, individuals may experience angina, breathlessness, fatigue and reduced exercise capacity, limiting activities such as walking, working and social participation. Complications including myocardial infarction, heart failure and arrhythmias can further increase disability and mortality risk (Vrints et al, 2024). Reduced physical ability may also contribute to loss of independence and increased reliance on health and social care services (Mendis et al, 2018).
The psychological impact of CHD is substantial, with many individuals experiencing anxiety, depression, fear of recurrent cardiac events and reduced confidence. These factors can negatively influence medication adherence, lifestyle modification and engagement with cardiac rehabilitation programmes (Richards et al., 2018). Social isolation may occur when individuals reduce participation in family, employment and community activities due to physical limitations or concerns about symptoms (Lichtman et al, 2014). CHD also creates economic challenges through sickness absence, reduced working capacity, early retirement and increased informal caring responsibilities for families (British Heart Foundation, 2024).
 At a population level, CHD places considerable pressure on healthcare resources through hospital admissions, diagnostic investigations, medication, rehabilitation and long-term disease management (NHS England, 2023). Increased demand on community services, including cardiac rehabilitation, social care and chronic disease management, highlights the importance of prevention strategies such as smoking cessation, healthy nutrition, physical activity and cardiovascular risk assessment (NICE, 2023). Effective prevention and integrated care are essential to reduce the burden of CHD and improve long-term outcomes.
Individuals living with coronary heart disease (CHD) require coordinated health and social care services to effectively manage symptoms, prevent disease progression and complications, promote independence, and improve their overall quality of life. As CHD is a long-term condition, many individuals require ongoing assessment, treatment, education and support throughout different stages of their illness. Effective care is delivered through a multidisciplinary team (MDT), ensuring that physical, psychological and social needs are addressed in a holistic and person-centred manner (Brown, 2011). The MDT may include cardiologists, general practitioners, specialist cardiac nurses, pharmacists, physiotherapists, dietitians, occupational therapists, psychologists and social workers, all of whom work collaboratively to develop and implement individualised care plans. This coordinated approach enables early identification of complications, supports medication adherence, encourages healthy lifestyle changes, facilitates access to rehabilitation services and provides emotional and practical support. By integrating health and social care services, individuals are better equipped to self-manage their condition, maintain independence, reduce hospital admissions and achieve improved long-term health outcomes (Purcell, 2023)
General Practitioners coordinate long-term CHD management by monitoring cardiovascular risk factors, prescribing medication, reviewing treatment outcomes and referring patients to specialist services when required (Arber, 2004). Cardiologists provide specialist assessment, diagnostic investigations and advanced treatment for complex cases (Rahman, 2013). Cardiac specialist nurses support patients through education on medication adherence, symptom recognition, lifestyle changes and self-management, improving outcomes and reducing hospital admissions (Janssen, 2022). Cardiac rehabilitation teams provide exercise programmes, education, dietary advice and psychological support, improving functional ability and quality of life (Anderson, 2016). Physiotherapists, dietitians and pharmacists contribute through personalised exercise programmes, nutritional guidance and medication optimisation to improve cardiovascular health and treatment adherence (Milosavljevic et al., 2018).
Mental health professionals, including psychologists and counsellors, support individuals with coronary heart disease (CHD) who may experience anxiety, depression or psychological distress, as these conditions are associated with poorer cardiovascular outcomes and reduced quality of life (Richards, 2018). Social workers contribute by assessing social circumstances, supporting safeguarding needs, coordinating care packages and assisting individuals in accessing community and financial support services where required (Social Care Institute for Excellence, 2023). Effective multidisciplinary working improves communication between healthcare professionals, promotes shared decision-making and enhances continuity of care. Evidence indicates that integrated multidisciplinary approaches reduce fragmented care, improve treatment coordination and support holistic, person-centred management of long-term cardiovascular conditions (Davidson et al, 2020).
Promoting independence is a key objective in the management of coronary heart disease (CHD). Patient education improves understanding of the condition, supports recognition of warning symptoms, encourages healthier lifestyle choices and enables individuals to participate in shared decision-making regarding their treatment (Coulter et al, 2015). Community-based interventions, including exercise programmes, smoking cessation services and peer support groups, provide ongoing support that enhances self-management, adherence and social participation (Taylor et al, 2023). Through effective multidisciplinary and integrated care, individuals with CHD can maintain greater independence, improve physical and psychological wellbeing, reduce preventable hospital admissions and achieve improved long-term cardiovascular outcomes (Vrints et al, 2024).
Coronary heart disease (CHD) remains a major cause of morbidity and mortality worldwide, placing a significant burden on individuals and healthcare systems. Early diagnosis through effective monitoring and risk assessment is essential to prevent disease progression. Successful management requires lifestyle modification, evidence-based medication, medical interventions and multidisciplinary support. A person-centred approach involving healthcare professionals and community services helps reduce complications, improve quality of life and promote long-term independence. Prevention, early intervention and ongoing support remain fundamental to improving outcomes for individuals living with CHD.
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