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Coronary Heart Disease as a Public Health Issue
Introduction
Coronary heart disease (CHD), also called ischaemic heart disease or coronary artery disease, is a major public health issue because it causes preventable illness, disability and premature death. The NHS (2024a) defines CHD as a condition where the heart’s blood supply is blocked or interrupted by fatty substances building up in the coronary arteries. This process, known as atherosclerosis, narrows the arteries and reduces oxygen-rich blood reaching the heart muscle (NHS, 2024b). Common signs and symptoms include chest pain or angina, breathlessness, and in some people no symptoms until diagnosis or a cardiac event (NHS, 2024c). CHD is serious because it can lead to myocardial infarction, heart failure, stroke and reduced quality of life. The British Heart Foundation (BHF, 2026a) estimates that 2.3 million people in the UK live with CHD, including around 1.5 million men and over 800,000 women; CHD causes around 63,000 UK deaths each year, about 170 deaths per day, and around 24,000 deaths under the age of 75. Globally, cardiovascular diseases remain the leading cause of death, causing an estimated 19.8 million deaths in 2022, around 32% of all global deaths (WHO, 2025). This shows that CHD is both a clinical condition and a population-level priority.
Measuring and monitoring coronary heart disease
CHD can be measured using mortality, morbidity, incidence and prevalence data. Mortality data show how many people die from CHD, while morbidity and prevalence data show how many people are living with diagnosed disease, symptoms or complications. The BHF’s 2026 compendium uses national mortality sources and reports that CHD caused 62,586 UK deaths in 2024, including 41,392 male deaths and 21,194 female deaths (BHF, 2026b). Under-75 mortality is especially important because it indicates preventable or premature loss of life; BHF data show 24,344 UK deaths from CHD under age 75 in 2024 (BHF, 2026b). Morbidity is measured through GP registers, hospital admissions, emergency presentations and population estimates. For example, the BHF (2026a) reports around 100,000 UK hospital admissions each year due to heart attacks, equal to around one admission every five minutes. Therefore, measurement must combine primary care, hospital and mortality data because CHD may be under-recorded if people have symptoms but do not seek care.
Monitoring means tracking these patterns over time to decide whether public health action is working. In the UK, monitoring occurs through GP records, the Quality and Outcomes Framework, hospital episode data, national mortality statistics, OHID public health profiles and the CVDPREVENT audit. CVDPREVENT is a national primary care audit that automatically extracts GP data on high-risk conditions such as high blood pressure, high cholesterol, diabetes, chronic kidney disease and atrial fibrillation (NHS England, 2026). This is important because CHD does not appear suddenly; it often develops through years of unmanaged risk. The NHS Health Check programme is another monitoring and prevention approach, inviting adults aged 40 to 74 without pre-existing conditions every five years and giving them a cardiovascular risk score for the next ten years (NHS, 2024d). NICE (2023) recommends systematic risk assessment in primary care and the use of QRISK3 to identify people at high risk of cardiovascular disease. Monitoring is therefore not just about counting deaths; it is about detecting risk early, checking whether risk factors are controlled and preventing avoidable events.
A limitation of measuring CHD is that official data do not always show the full burden. Some people with early CHD are asymptomatic, while others may experience chest pain but avoid appointments because of work, cost, fear, language barriers or poor access to primary care. This means recorded prevalence can underestimate the real level of disease in the community. For higher-quality public health planning, quantitative statistics should be interpreted alongside local knowledge about deprivation, ethnicity, access to healthcare and health behaviours.
Control and prevention of coronary heart disease
The control of CHD involves primary prevention, secondary prevention and clinical treatment. Primary prevention aims to stop disease before it develops. Unhealthy diet, physical inactivity, tobacco use and harmful alcohol use as major cardiovascular risk factors, which can lead to raised blood pressure, raised blood glucose, raised blood lipids, overweight and obesity. The BHF (2026a) states that around 90% of the UK CHD burden is associated with modifiable risk factors, meaning that prevention can have a major effect. NHS prevention advice includes stopping smoking, keeping blood pressure controlled, managing diabetes, reducing alcohol intake, eating a low-fat and high-fibre diet, lowering salt intake and taking prescribed medicines correctly (NHS, 2024e). WHO (2025) similarly emphasises reducing tobacco use, salt intake, unhealthy diet, physical inactivity and harmful alcohol use.
Secondary prevention is needed after diagnosis or after a cardiac event. The NHS (2024a) explains that CHD cannot usually be cured, but treatment can reduce symptoms and lower the risk of complications such as heart attacks. Practical control can include antiplatelet medicines, statins, blood-pressure treatment, diabetes control, angioplasty with stenting, coronary artery bypass grafting and cardiac rehabilitation. NICE (2023) supports lipid-lowering treatment for primary and secondary prevention, including offering atorvastatin 20 mg for primary prevention where a person’s 10-year QRISK3 score is 10% or more. However, control must not be limited to individual behaviour. WHO argue that health policies are needed to make healthy choices affordable and available. This is important because smoking, diet and physical activity are influenced by poverty, stress, education, housing, food prices and access to safe green space. Effective CHD control therefore requires both medical treatment and action on wider determinants of health.
Consequences for people and communities
The consequences of CHD affect individuals, families and communities. Physically, CHD can cause angina, breathlessness, fatigue, heart attack, heart failure and disability. The BHF (2026a) reports that around 1.4 million people alive in the UK have survived a heart attack, showing that many people live with long-term consequences rather than simply dying from the condition. Psychologically, people may experience fear of another heart attack, anxiety, depression, loss of confidence and social isolation. Economically, CHD can reduce someone’s ability to work, increase sickness absence and place pressure on family carers.
For communities, the impact includes increased GP appointments, ambulance call-outs, A&E attendance, cardiac investigations, operations, prescriptions and rehabilitation needs. The BHF (2026a) estimates that cardiovascular disease costs the NHS around £12 billion each year and costs the wider UK economy £29 billion through healthcare, premature death, long-term care, disability and informal costs. These figures demonstrate that CHD affects both health outcomes and service sustainability. The burden is also unequal. CHD death rates are higher in Scotland and the north of England (BHF, 2026a), which suggests that geography, deprivation and service access can shape outcomes. This strengthens the argument that public health responses should target high-risk communities rather than assuming that all groups have the same level of risk or opportunity to prevent disease.
Health and social care support services required
Health and social care services must respond through joined-up prevention, treatment and rehabilitation. GPs and practice nurses should identify high-risk patients, complete cardiovascular risk assessments, check blood pressure, cholesterol and HbA1c, and review smoking, alcohol, diet and physical activity. Pharmacists can support medication adherence, statin reviews and blood-pressure checks. Dietitians can help patients reduce saturated fat, salt and excess weight, while stop-smoking services are essential because NHS evidence shows people are three times more likely to quit successfully when NHS support is combined with stop-smoking medicines (NHS, 2024e).
Cardiology teams provide diagnostics such as ECGs, echocardiograms and angiograms, and treatments such as angioplasty, stents and surgery. Cardiac rehabilitation should support exercise, education, confidence and emotional recovery after heart attack or surgery. Social care and community services also matter: occupational therapists can assess home safety and daily living needs, social prescribers can connect people to walking groups or welfare support, and mental health services can support anxiety or depression linked to long-term illness. Professionals should also make reasonable adjustments for patients with low health literacy, disability, language barriers or digital exclusion. In practice, an effective care plan should include a named professional, medication review, risk-factor targets, referral to cardiac rehabilitation, smoking cessation, diet and physical activity support, and follow-up appointments to monitor progress.
Conclusion
In conclusion, coronary heart disease is a serious public health issue because it is common, deadly and strongly linked to preventable risk factors. UK statistics show 2.3 million people living with CHD and 62,586 deaths in 2024, including 24,344 deaths under the age of 75 (BHF, 2026a; BHF, 2026b). Worldwide, cardiovascular diseases remain the leading cause of death, causing 19.8 million deaths in 2022 (WHO, 2025). CHD must therefore be measured through deaths, prevalence, hospital admissions and GP data, and monitored through NHS Health Checks, risk scoring, CVDPREVENT and public health surveillance. Control requires both clinical treatment and population-level prevention. To reduce CHD fairly, professionals must support individuals while also recognising wider determinants such as poverty, unhealthy environments and unequal access to services.
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