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Coronary heart disease (CHD) is the narrowing and hardening of the coronary arteries that bring blood to the heart muscle, due to a slow accumulation of fatty deposits (atheroma) in the walls of the arteries. This process is called atherosclerosis and decreases the blood flow and oxygen to the heart. If narrowing is great, it may lead to angina (chest pain or discomfort) and if a blood clot forms and it completely blocks a coronary artery, it causes a myocardial infarction (heart attack). Symptoms and signs are chest pain, tightness, or pressure (which may spread to arm, neck, jaw, and/or back), breathlessness, fatigue, palpitations, dizziness, and nausea. However, some people, including older people or those with diabetes, might have "silent" ischaemia and not have any symptoms at all, meaning it is not diagnosed or treated in time (NHS, 2024).
People with CHD need a wide and integrated system of health and social care services to keep them safe and healthy in the community. Primary care, provided by GP and practice nurse, is a key component of continuous monitoring, medication management, and lifestyle advice. Cardiology teams in hospitals offer diagnostic tests, interventional management and specialist follow up care, and cardiac rehab teams in the community offer supervised cardiac rehab, education and psychological support following a cardiac event. Patients receive support from dietitians and physiotherapists for weight management, diet and physical activity, and mental health services to help manage anxiety and depression that often occur after a CHD diagnosis. For those whose independence and/or daily functioning is compromised, social care support is vital, such as home care, occupational therapy, and support from carers. The voluntary sector organisations include helplines, peer support groups and information resources that supplement statutory NHS and social care provision, for example, the British Heart Foundation (2025).
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CHD is measured and tracked at the population-level as well as clinically. Epidemiological data on the level of incidence, prevalence, mortality, and disability adjusted life years (DALYs) are performed at population level, using international systems like the World Health Organization (WHO) mortality databases, which classify deaths according to ICD-10 (I20–I25 for ischaemic heart disease), or the Global Burden of Disease (GBD) study coordinated by the Institute for Health Metrics and Evaluation (IHME, 2025). Such datasets can enable researchers to compare trends across time, within and between countries and regions.
The Office for National Statistics (ONS) collects official death registrations in the UK, and the British Heart Foundation (BHF) publishes an annual Heart and Circulatory Disease Statistics Compendium, which is based on data from the NHS and health surveys in addition to ONS data (British Heart Foundation, 2025). NHS England's CVDPREVENT audit and the Quality and Outcomes Framework (QOF) is based on anonymised GP patient records and helps to identify inequalities in the detection and management of diagnosed prevalence of cardiovascular diseases in practices and regions (NHS Digital, 2025).
Individual monitoring is based on both risk assessment and diagnostic testing. The NHS Health Check programme is available to adults aged 40–74 and offers a validated tool to calculate their 10-year risk of cardiovascular disease – QRISK2 (or QRISK3 in Scotland) – which considers factors such as age, sex, blood pressure, cholesterol, smoking, and family history. (NICE, 2023) Diagnostic and monitoring investigations are done like blood pressure, lipid profiling, electrocardiograms (ECG), troponin blood tests (which detect heart muscle damage), exercise stress tests, echocardiograms, more invasive tests such as coronary angiography or CT coronary angiography that involve direct visualisation of narrowing arteries.
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CHD control is a continuum of prevention, treatment, and long-term management. Primary prevention is about strategically lowering risk factors that can be modified, such as stopping smoking, improving diet, getting more exercise, keeping a healthy weight and reducing alcohol consumption, and includes public health campaigns and NHS Health Checks as part of the process, which aim to prevent people getting symptoms of heart and blood vessel disease if they are at risk (Public Health England, 2023). Statins are often prescribed to reduce cholesterol (NICE, 2023), and tens of millions of statins are prescribed for primary and secondary prevention every year in England, where a person's QRISK score shows that they are at an elevated risk. Statins are prescribed to lower cholesterol, and tens of millions of statins are prescribed annually in England for primary and secondary prevention (NICE, 2023), where a person's QRISK score shows that they are at an elevated risk. Other medications including antihypertensives, antiplatelet drugs such as aspirin and beta-blockers are taken to manage blood pressure and to prevent additional cardiac events.
Percutaneous coronary intervention (angioplasty, stenting) and coronary artery bypass graft surgery are employed for people who have had a heart attack or the coronary arteries are significantly narrowed. Once the heart has recovered, a structured cardiac rehabilitation programme, which includes supervised exercise, education and psychological support, is then offered to minimise the risk of reoccurrence and to aid with recovery. However, it is at the policy level that national strategies, such as NICE clinical guidelines and the NHS Long Term Plan, are in place to prevent tens of thousands of heart attacks and strokes over the next decade by improving detection and treatment of high blood pressure, high cholesterol and atrial fibrillation (NHS England, 2023). Smoke-free laws and changes to food to lower salt and trans-fat are also important public health strategies to control CHD at the population level.
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The physical, psychological, social, and economic impacts of CHD are widespread on individuals, families, and communities. From a physical perspective, CHD can result in a permanent disability, decreased stamina to exercise and an increased risk for future cardiac problems, meaning that a person's ability to engage in daily activities and an active lifestyle can be severely limited. In some instances, CHD can also be accompanied by other problems, such as heart failure and vascular dementia, which will also increase dependence on health and social care provision. As the condition is long term, many people need to take medication on a long-term basis, and they may need regular medical checks and lifestyle changes to help them control their symptoms and minimise the risk of further cardiovascular problems (British Heart Foundation, 2025).
Being diagnosed with CHD or survived a heart attack can significantly affect emotional wellbeing psychologically. Some people feel anxious, depressed, stressed and lose confidence in themselves, and some begin to fear doing any exercise because they think it might cause another heart attack or stroke. These psychological impacts can diminish the quality of life and might discourage people from engaging fully in cardiac rehab, exercise, and other advised ways to manage their heart condition (British Heart Foundation, 2025).
From a social and economic perspective, CHD can lead to absenteeism, curtailed working time, unemployment, or early retirement and may lead to substantial financial strain for the individual and their family. The family members and informal carers might also have to assume extra roles that impact their own physical and mental health, social relationships, and employment opportunities. A wider community perspective sees CHD demand significant resources in the health and social care sector with hospitalisation, long-term medication, diagnostic tests, rehabilitation, and social care packages. Cardiovascular disease also has substantial economic costs associated with it, including lost productivity and health costs. (Shih, 2025) In addition, CHD is a mirror and a perpetuation of the wider health inequalities, such that higher prevalence rates and premature deaths are frequently observed in more deprived communities, as well as in some areas, such as the Northwest of England, than in less deprived areas. As a result, CHD is not evenly distributed amongst the population (British Heart Foundation, 2025).
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The figures for CHD illustrate the size and impact of this health problem, worldwide and in the UK. Ischaemic heart disease is estimated to affect 240 million people worldwide in 2023, and is responsible for approximately nine million deaths annually, contributing to the much greater burden of cardiovascular disease, which accounts for roughly 20 million deaths annually or one in three deaths in the world (IHME, 2025; British Heart Foundation, 2025). The approximate number of people living with CHD in the UK is 1.9 million people in England alone, and CHD accounts for approximately 1 in 6 deaths in England, around 90,000 deaths per year or a death every 6 minutes (British Heart Foundation, 2025). CHD is still the biggest killer in the UK and a significant life-threatening disease for both men and women. The figures show why there is a need for ongoing investment in prevention, early detection, treatment and community-based health and social care supports to limit the personal, social, and economic burden of coronary heart disease.
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