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1. Introduction
Coronary heart disease (CHD) or ischemic heart disease is the narrowing of coronary arteries by fatty deposits (plaque) that decrease the amount of oxygen-rich blood that reaches the heart muscle. Symptoms are often chest pain or pressure (angina), difficulty breathing, nausea, lightheadedness, and/or arm, neck or jaw pain that radiates to the shoulder or back (British Heart Foundation 2024).  (NHS, 2024). It is a serious health issue in the world. In 2021, CHD was the top leading cause of death around the world, accounting for about 9.1 million deaths (World Health Organization, 2024). CHD affects around 2.3 million people in the UK, and causes around 63,000 deaths every year (BHF, 2026). 
2.1 Risk Factors and Health Inequalities
Coronary artery atherosclerosis, or build-up of fat in the coronary arteries, is the most frequent cause of coronary heart disease (CHD). There are biological, behavioral and social influences on the risk for CHD. Non- modifiable risk factors are factors that cannot be modified, including age (particularly over the age of 55), male sex, and having a family history of cardiovascular disease and other inherited disorders, such as familial hypercholesterolemia (BHF). Modifiable risk factors are smoking, high blood pressure, high cholesterol, diabetes, obesity, lack of exercise and poor diet/overconsumption of alcohol. It is believed that 90% of CHD in the UK is caused by modifiable risk factors (BHF, 2026). But the difference in incidence of the disease cannot be accounted for by individual behavior only. In poor neighborhoods, these people may live in poor-quality homes, work in unstable jobs, earn less than they could, or not have a place to exercise, eat healthy foods or receive preventive medical services. These disadvantages may add to the risk factors and diminish opportunities for early intervention. Risk assessment is very important because when people have cardiac events like a heart attack, or some other serious cardiac event, they may have never even known they had high blood pressure or high cholesterol options presented and ongoing support delivered. Medical risks and social inequities should be addressed to reduce the number of people developing CHD and the long-term consequences to the population. 
2.2 Approaches used to measure and monitor CHD
There are several alternate methods of measuring and monitoring CHD. Mortality registers are kept with a standard diagnostic code for the underlying cause of death and national agencies can look at trends in mortality by age, sex, place and time. The Office for National Statistics (ONS, 2025) publishes CHD mortality statistics for England and Wales with ICD-10 codes which allow for a long-term comparison and local planning. The data from the hospital records includes data on emergency admissions, heart attacks, diagnostic procedures, angioplasty and bypass surgery. Diagnosed prevalence is captured on general practice disease registers and monitoring and treatment is assessed on whether patients were recommended and/or offered. By automatically importing ‘routinely gathered GP data’ CVDPREVENT further supports this process and allows for identification of those potentially under diagnosed, under treated or over treated (NHS England, 2026). Other assessments that are performed are smoking, blood pressure, cholesterol, diabetes, weight and physical activity in the population survey and health check. All these methods have disadvantages. There can be coding inaccuracies on the death certificate, individuals may only have been treated in the community and GP records may be incomplete. The trick is not to have one data set; it's multiple data sets. Ethnicity and deprivation should be analyzed as this could mask inequalities and could provide misleading averages.
2.3 Control and management of CHD
Primary prevention, early detection and long-term clinical management are all parts of the control of CHD. Primary prevention involves stopping smoking, eating a healthy diet, maintaining a healthy weight and limiting alcohol and physical activity (BHF, 2024). Blood pressure, cholesterol and blood glucose should be checked to make sure that they are not high – they can then be dealt with before symptoms get a chance to occur. As well as lifestyle support, advises cardiovascular risk assessment and treatment with lipid lowering medication (including statins) to treat appropriate patients (NICE, 2023). Antiplatelet agents, stains, beta-blockers, nitrates, antihypertensive and glycemic agents may be warranted in patients with a past history of CHD. The narrowed artery may be widened by angioplasty, and a stent can be inserted, but if the disease is very serious, a coronary artery bypass may be required. Treatment may not remove any additional risk and ongoing treatment; follow-up and self-management are required. Some barriers are side-effects of medication, lack of health literacy, cultural or language barriers, transport and lack of access to specialist care. There is a need for community-based prevention and available review (servicing) services to complement this. Both effectiveness and potential to reach and maintain recommended control must therefore be considered when assessing the effectiveness of control.
2.4 Consequences for individuals and communities
The physical, psychological, social and economic impacts of CHD are present. This results in recurring attacks of angina, heart attack, irregular heartbeat, heart failure and disability and early death. Symptoms could limit walking, household activities, driving and work activity, and need to attend frequent appointments and treatments may disrupt activities. May be anxious, have low mood or low confidence about fear that they may have another cardiac incident. Family members can take on the role of an informal carer, and this can have an impact on their emotional health, job and income. 
High pressures exist on NHS services for emergency services, hospital admission, investigations, medicines, rehabilitation and follow up monitoring services in the community. In addition, the uneven distribution of CHD makes the situation of existing health inequalities even worse as communities of deprivation are likely to be affected more, at an earlier age and with greater access constraints to CHD prevention and recovery. However, CHD is also a big killer in the UK of young people (BHF 2026). Going beyond the individual patient, the impact is on families, workplaces, social care and the economy. The working-age population might be sick and poor, meaning they need welfare or non-paid care, and that could impact on them prior to reaching working age.
2.5 Health and social care support services
Many different health and social care workers will need to work with people with CHD. This will allow proper monitoring of symptoms, blood pressure, blood cholesterol, diabetes, medicines and lifestyle goals by GPs and practice nurses. Also, Cardiologists can perform in-depth research into complex diseases and arrange surgeries and angioplasty and expert care. Healthcare professionals including pharmacists promote safe use of medicines, dietitians and physiotherapists improve patients' access to their food and exercise. Cardiac rehab is especially important after a heart attack, cardiac surgery, or angioplasty since it is a supervised exercise program, education, psychological support and assistance as the heart attack patient returns to normal activity. Despite inconsistencies in access and uptake of rehabilitation across England, it should be timely and tailored, provided by a multidisciplinary team (NHS England, 2024). Psychologists/counsellors may be needed if anxiety or depression is an issue, Occupational Therapy Service and social workers if mobility, work and benefits, housing and care at home are an issue. Service should be person centered, culturally appropriate and accessible – face to face, community, by phone and online. In an emergency, families need to be notified if there are concerns. Shared care and regular review minimize fragmented care. There needs to be continuity from the hospital to the community as patients can be left without rehabilitation or follow-up if not referred.
3. Conclusion
Coronary heart disease (CHD) remains one of the leading causes of illness and premature death in the United Kingdom, placing a substantial burden on individuals, family, communities and the NHS. Although healthy lifestyle choices and intervention, effective management requires timely diagnosis, evidence-based treatment and ongoing monitoring. The physical, psychological, social and economic consequences of CDH highlight the importance of delivering holistic, person-centered care through a multidisciplinary approach. Health and social care professionals play a vital role in supporting patients through prevention, treatment, rehabilitation and long-term self-management. Reducing health inequalities, improving access to health initiatives are essential to improving outcomes and reducing the overall of CHD on society.
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