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Coronary Heart Disease: A Community Health Report
Introduction
Coronary heart disease (CHD) is a long-term condition that occurs when the coronary arteries become narrowed or blocked, reducing the supply of oxygen-rich blood to the heart muscle. This usually happens because fatty deposits build up inside the arteries, a process known as atherosclerosis. Common symptoms include chest pain or discomfort, shortness of breath, tiredness, nausea and pain that can spread to the arms, neck, jaw, stomach or back. However, symptoms can vary between individuals and some people may not realise they have CHD until they experience a heart attack. (NHS, 2025).
CHD remains a serious global health issue. Ischaemic heart disease, which includes CHD, was responsible for approximately 9 million deaths worldwide in 2021, making it the world's leading individual cause of death (WHO, 2024). In England, approximately 1.9 million people had a recorded GP diagnosis of CHD in the year ending March 2025, equivalent to around 3% of the population (OHID, 2025). Although hospital admission rates have fallen substantially, the condition continues to place a considerable physical, psychological and financial burden on individuals, families and health and social care services.
This report first considers how CHD is measured and monitored, then examines approaches to prevention and control, before discussing the consequences for individuals and communities and the support required from health and social care services.
Measuring and monitoring coronary heart disease
Individual assessment and diagnosis
There is no single measurement that can fully demonstrate the impact of CHD. A distinction needs to be made between measuring the disease in an individual and measuring its impact across a population. At an individual level, healthcare professionals assess symptoms, medical history and risk factors before deciding whether further investigations are required. Blood pressure, cholesterol, blood glucose, smoking status, weight and family history can all contribute to understanding an individual's cardiovascular risk.
In England, NICE recommends using a systematic approach to identify people who may be at increased risk of cardiovascular disease. For adults aged 25 to 84 without established cardiovascular disease, QRISK3 can be used to estimate their risk of developing cardiovascular disease within the next ten years (NICE, 2023). This is useful because it moves healthcare away from simply treating people after they become ill and towards prevention. However, risk assessment is only an estimate. A person's calculated risk does not guarantee that they will or will not develop CHD, and risk scores may not fully capture every social or individual factor affecting health.
Diagnostic tests provide further information. An electrocardiogram (ECG) measures the electrical activity of the heart, while blood tests can identify cholesterol levels and, during suspected heart attacks, cardiac biomarkers such as troponin. Imaging and coronary CT angiography can also be used to investigate suspected coronary artery disease. These methods are important because symptoms such as chest discomfort are not always specific to CHD.
Population-level monitoring
Population-level monitoring provides a different perspective. Incidence measures the number of new cases developing during a particular period, whereas prevalence measures how many people are living with the condition. Mortality rates show how many people die from CHD, while hospital admission figures provide information about serious illness requiring healthcare intervention. These measures should be considered together because relying on one measure could give a misleading picture. For example, a reduction in mortality could suggest that treatment has improved, but it does not necessarily mean that fewer people are living with the disease.
UK and global data trends
The UK has strong systems for monitoring CHD. GP records provide information about diagnosed prevalence, while hospital and mortality data allow trends to be followed over time. The Office for Health Improvement and Disparities (OHID) reported that approximately 1.9 million people in England had a recorded GP diagnosis of CHD in 2024/25. Hospital admission rates had fallen by 46% between 2004/05 and 2024/25 (OHID, 2025). This is encouraging and suggests improvements in prevention and treatment. However, the figures also demonstrate continuing inequality: there was a 3.2-fold difference between the highest and lowest local-authority CHD admission rates in England in 2024/25 (OHID, 2025). Therefore, national averages can hide substantial differences between communities.
At a global level, the World Health Organization uses mortality and wider measures of disease burden to compare health between countries. Disability-adjusted life years (DALYs) are particularly useful because they consider both years lost because of premature death and years lived with disability. This gives a broader understanding of the impact of CHD than mortality alone. WHO identified ischaemic heart disease as responsible for around 9 million deaths globally in 2021, demonstrating that despite improvements in prevention and treatment, it remains a major cause of premature mortality (WHO, 2024).
How coronary heart disease is controlled
Controlling CHD involves both preventing the condition from developing and reducing the risk of complications in people who already have it. This can be divided into primary prevention and secondary prevention.
Primary prevention focuses on people who have not developed cardiovascular disease but may have risk factors. These include smoking, high blood pressure, high cholesterol, physical inactivity, obesity, unhealthy diet, diabetes and excessive alcohol consumption. The NHS Health Check programme is one example of a population approach to prevention. It offers cardiovascular risk assessment to eligible adults aged 40 to 74 who do not already have certain diagnosed conditions (OHID, 2026). Early identification creates an opportunity for people to make changes before serious disease develops.
Lifestyle changes are important, but it would be too simplistic to suggest that CHD is purely the result of individual choices. People's ability to eat healthily, exercise or stop smoking can be influenced by income, housing, education, employment, stress and the environment in which they live. Consequently, prevention needs to consider wider determinants of health rather than placing responsibility entirely on the individual.
Medication is another major method of controlling CHD. Depending on the individual's condition, treatment may include statins, antiplatelet medication, beta-blockers, ACE inhibitors and medicines to control angina or blood pressure. NICE recommends lipid-lowering treatment as part of cardiovascular prevention and states that people with established cardiovascular disease should generally have an LDL cholesterol level of 2.0 mmol/L or less, or a non-HDL cholesterol level of 2.6 mmol/L or less (NICE, 2025).
For some people, medication and lifestyle changes are not sufficient. Procedures such as coronary angioplasty and stent insertion can improve blood flow through narrowed arteries, while coronary artery bypass grafting may be required when there are more extensive blockages.
However, treatment does not end when a patient leaves hospital. Secondary prevention is essential because someone who has already experienced a heart attack or been diagnosed with CHD remains at increased risk of further cardiovascular events. NICE recommends medication, monitoring and cardiac rehabilitation following myocardial infarction (NICE, 2020).
Cardiac rehabilitation is particularly important because it recognises that recovery involves more than repairing the heart. It can include exercise, education, lifestyle advice, stress management and psychological support. NICE recommends that rehabilitation should be respectful, non-judgemental and culturally appropriate, with consideration given to practical barriers such as transport and working hours (NICE, 2020). This is significant because a service cannot be considered completely effective if the people who need it most are unable to attend.
While these prevention, treatment and rehabilitation approaches can reduce risk and improve recovery, CHD still has wide-ranging effects on daily life, families and communities.
Consequences of CHD for people in the community
The consequences of CHD can be physical, psychological, social and financial. At its most serious, CHD can result in myocardial infarction, heart failure or premature death. Globally, ischaemic heart disease caused around 9 million deaths in 2021 and accounted for approximately 13% of deaths worldwide (WHO, 2024). This demonstrates that CHD is not simply an individual medical problem but a major public health issue.
In the UK, CHD also contributes substantially to mortality. The British Heart Foundation's 2025 statistics, based on official mortality data, recorded more than 76,000 UK deaths from ischaemic heart disease in the relevant mortality dataset (BHF, 2025). Although mortality has fallen over the longer term, the continuing number of deaths demonstrates that improvements have not eliminated the problem.
For people living with CHD, everyday activities can become more difficult. Angina, breathlessness and fatigue can affect mobility and the ability to work or care for family members. A heart attack can also result in a significant loss of confidence. Some people may become afraid of exercising because they associate increased heart rate with another heart attack.
The psychological impact should therefore not be underestimated. Anxiety and depression can occur following a cardiac event, while uncertainty about the future can affect relationships and family life. Family members may also experience anxiety, particularly if they become carers or have to take on additional responsibilities.
There are also economic consequences. If a person is unable to work, their household income can be affected. Employers may experience sickness absence and reduced productivity, while the NHS has to fund emergency treatment, hospital care, medication, follow-up appointments and rehabilitation.
Health inequalities make these consequences even more important. OHID's recent data found that CHD was particularly prevalent in some coastal and rural areas and identified links with age structure and deprivation (OHID, 2025). The large variation in hospital admission rates between English local authorities further demonstrates that where a person lives can influence their experience of CHD. This suggests that improving national health outcomes requires more than telling individuals to make healthier choices. Prevention must also address the circumstances that make healthy choices easier or harder.
Health and social care support required in the community
Primary care and ongoing management
A person with CHD may require support from several different professionals rather than one service. The GP is often central to long-term management and can monitor blood pressure, cholesterol, medication and lifestyle risk factors. Practice nurses can provide health education, support smoking cessation and monitor cardiovascular risk.
Following a cardiac event, the individual may require support from cardiologists, cardiac nurses and hospital services. Pharmacists also have an important role in helping people understand their medication and manage potential side effects. This is particularly relevant because CHD is usually a long-term condition, meaning medication adherence can influence outcomes over many years.
Rehabilitation and clinical follow-up
Cardiac rehabilitation is one of the most important community-based services. NICE recommends that people who have experienced a myocardial infarction are offered cardiac rehabilitation with an exercise component (NICE, 2020). Importantly, NICE also recommends providing different venues and times, including home and community options, to reduce barriers such as transport and employment commitments. This demonstrates the importance of person-centred care rather than expecting every individual to fit into one standard service.
Psychological and practical community support
Psychological support should also form part of care. Someone recovering physically from a heart attack may still struggle with anxiety, depression or fear of another event. If these needs are ignored, physical recovery may be affected because the individual may avoid exercise or disengage from treatment.
Other community services can address lifestyle factors. Smoking cessation services can support people to stop smoking, while dietitians can provide realistic dietary advice. Exercise professionals can support safe physical activity, particularly through cardiac rehabilitation. Social care and occupational therapy may become necessary if CHD reduces an individual's ability to complete everyday tasks independently.
Voluntary organisations such as the British Heart Foundation can also provide information, education and emotional support. These services are particularly valuable because living with CHD does not stop when a person leaves hospital.
Overall, effective support requires multidisciplinary and person-centred care. NICE's approach to cardiac rehabilitation recognises physical, psychological and social needs rather than treating the heart condition in isolation (NICE, 2020). However, the existence of services does not automatically mean that everyone benefits equally. Transport, language, cultural expectations, employment, caring responsibilities and health literacy can all influence engagement. Services therefore need to be flexible and designed around the needs of the local population.

Conclusion
Coronary heart disease remains one of the most significant causes of illness and death worldwide and in the UK. Although improvements in prevention, diagnosis and treatment have contributed to falling hospital admission and mortality rates, CHD continues to affect millions of people and creates considerable pressure on families, communities and health and social care services. Measuring CHD through prevalence, incidence, hospital admissions and mortality provides important evidence, but no single measure captures its full impact.
Controlling CHD requires a combination of prevention, medication, clinical intervention and long-term rehabilitation. However, the evidence also shows that health inequalities cannot be ignored. A person's risk and ability to manage CHD can be influenced by wider social circumstances as well as individual behaviour. Therefore, the most effective approach is one that combines medical treatment with accessible, culturally appropriate and person-centred community support. This is important not only for reducing premature deaths but also for helping people living with CHD maintain independence and quality of life.
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