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Introduction 
Coronary heart disease (CHD) is a cardiovascular condition in which the coronary arteries become narrowed or blocked due to the accumulation of atherosclerotic plaques, reducing blood flow and oxygen supply to the heart muscle (National Institute for Health and Care Excellence (NICE), 2023). Common signs and symptoms include chest pain (angina), shortness of breath, fatigue, palpitations and, in severe cases, myocardial infarction (heart attack) (NICE, 2023). CHD remains one of the leading causes of mortality worldwide, contributing to the global burden of cardiovascular disease, which caused approximately 19.8 million deaths in 2022 (World Health Organization (WHO), 2025). In the United Kingdom, ischaemic heart disease remains one of the leading causes of death, placing significant pressure on NHS services and community healthcare provision. This report critically examines the approaches used to measure, monitor and control CHD, evaluates its impact on communities, and discusses the role of UK health and social care services in supporting affected individuals.
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2.1 Different Approaches Used to Measure and Monitor Coronary Heart Disease 
Early measurement and continuous monitoring of coronary heart disease (CHD) are essential for reducing cardiovascular morbidity and mortality through timely identification of individuals at increased risk and prompt clinical intervention. In UK primary care, the NHS Health Check Programme provides routine cardiovascular risk assessment for adults aged 40–74 years without pre-existing cardiovascular disease. During these assessments, healthcare professionals evaluate blood pressure, cholesterol levels, body mass index (BMI), smoking status and family history before calculating an individual's QRISK3 score, which estimates the likelihood of developing cardiovascular disease within the next ten years (National Institute for Health and Care Excellence (NICE), 2023). This enables General Practitioners (GPs) to identify high-risk individuals and implement preventive interventions before significant coronary artery damage occurs.
When CHD is suspected, diagnosis is confirmed using a combination of clinical assessment and diagnostic investigations. Resting electrocardiography (ECG) identifies abnormalities in cardiac rhythm and evidence of previous myocardial infarction, while coronary computed tomography angiography (CCTA) is recommended by NICE as the first-line investigation for stable chest pain because it provides detailed visualisation of coronary artery narrowing with high diagnostic accuracy (Moss et al., 2023; NICE, 2023). Functional investigations such as stress echocardiography or myocardial perfusion imaging may be used when further assessment of myocardial ischaemia is required.
Monitoring continues after diagnosis through regular reviews in primary and secondary care. Blood pressure, lipid profiles, medication adherence and lifestyle modification are routinely assessed to evaluate treatment effectiveness and reduce disease progression. National datasets, including the National Institute for Cardiovascular Outcomes Research (NICOR) audits and Hospital Episode Statistics (HES), enable NHS organisations to monitor trends in hospital admissions, treatment outcomes and mortality, supporting service planning and quality improvement (NHS England, 2024). However, cardiovascular risk prediction tools may underestimate risk in some ethnic minority groups and socioeconomically deprived populations, highlighting the importance of combining clinical judgement with standardised assessment tools to achieve equitable and person-centred care (NICE, 2023).
2.2 Control of Coronary Heart Disease 
Controlling coronary heart disease (CHD) requires a combination of primary, secondary and tertiary prevention strategies that reduce risk factors, prevent disease progression and improve long-term cardiovascular outcomes. In the UK, these strategies are delivered through coordinated public health initiatives and multidisciplinary healthcare services, ensuring that interventions are tailored to individual risk profiles (National Institute for Health and Care Excellence (NICE), 2023).
Primary prevention focuses on reducing modifiable risk factors before CHD develops. General Practitioners (GPs) and practice nurses provide lifestyle advice on smoking cessation, healthy eating, regular physical activity and weight management during NHS Health Checks. Individuals identified as having a high cardiovascular risk through the QRISK3 assessment may also be offered lipid-lowering therapy, including statins, alongside behavioural interventions to reduce the likelihood of future cardiovascular events (Visseren et al., 2021). These preventive measures are particularly important in communities with high rates of obesity, hypertension and diabetes.
Secondary prevention aims to detect CHD early and prevent complications. Patients presenting with symptoms such as chest pain undergo timely diagnostic investigations, enabling prompt initiation of treatment. Evidence-based management includes antiplatelet therapy, statins, antihypertensive medication and lifestyle modification to stabilise atherosclerotic disease and reduce the risk of myocardial infarction (NICE, 2023). Regular clinical reviews monitor blood pressure, cholesterol levels, medication adherence and symptom progression, allowing treatment plans to be adjusted according to individual needs.
Tertiary prevention supports recovery following cardiac events and minimises the risk of recurrence. Cardiac rehabilitation programmes combine supervised exercise, dietary education, psychological support and medication management to improve physical function and quality of life (British Heart Foundation, 2024). For individuals with severe coronary artery disease, revascularisation procedures such as percutaneous coronary intervention (PCI) or coronary artery bypass grafting (CABG) restore myocardial blood flow and reduce symptoms. By integrating prevention, evidence-based treatment and long-term follow-up, the NHS effectively controls CHD while reducing avoidable hospital admissions and improving patient outcomes.
Table 1. Evidence-based interventions for the control of coronary heart disease
		Intervention
	Practical application in UK healthcare
	Evidence

	Statin therapy
	Reduces Low-Density Lipoprotein (LDL) cholesterol and prevents future cardiovascular events in high-risk patients.
	Visseren et al. (2021)

	Cardiac rehabilitation
	Combines supervised exercise, education and lifestyle advice to improve recovery and reduce hospital readmissions.
	Dibben et al. (2022)

	Patient education
	Improves medication adherence, self-management and psychological wellbeing after cardiac events.
	Shi et al. (2022)

	Digital health support
	Enables remote monitoring and follow-up to improve long-term lifestyle adherence and disease management.
	Cruz-Cobo et al. (2022)






2.3 Consequences of Coronary Heart Disease on People in the Community 
Coronary heart disease (CHD) has extensive physical, psychological, social and economic consequences that affect individuals, families and communities. Following a cardiac event, many individuals experience persistent chest pain, fatigue and reduced physical capacity, limiting their ability to work, perform daily activities and maintain independence. Anxiety and depression are also common after myocardial infarction, reducing treatment adherence and delaying recovery (Timmis et al., 2022). These combined effects often result in a poorer quality of life and increased dependence on health and social care services.
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The impact of CHD extends to families, who frequently provide emotional support, assist with medication management and help individuals attend medical appointments or cardiac rehabilitation sessions. Family members may experience caregiver burden, financial difficulties and emotional stress, particularly when the affected individual is unable to return to employment. Consequently, CHD influences the wellbeing of the entire household rather than the patient alone.
At the community level, CHD contributes to increased healthcare expenditure through emergency admissions, diagnostic investigations, long-term medication and rehabilitation services. It also reduces workforce productivity because sickness absence, reduced working capacity and premature retirement limit economic participation (British Heart Foundation, 2024). Communities with higher levels of deprivation often experience greater CHD incidence due to increased exposure to modifiable risk factors such as smoking, obesity, physical inactivity and poor diet, contributing to persistent health inequalities (NICE, 2023). These inequalities place additional pressure on NHS resources, particularly in areas with high cardiovascular disease prevalence.
The long-term consequences of CHD demonstrate that effective disease management extends beyond clinical treatment. Reducing cardiovascular risk requires coordinated public health policies, early intervention and equitable access to healthcare services. Addressing socioeconomic inequalities alongside evidence-based prevention strategies is therefore essential for improving population health, reducing avoidable hospital admissions and supporting sustainable health and social care provision within UK communities.
2.4 Health and Social Care Support Services Required to Meet the Needs of Individuals Affected by Coronary Heart Disease within the Community 
Meeting the needs of individuals with coronary heart disease (CHD) requires coordinated health and social care services that provide prevention, treatment, rehabilitation and long-term support. In the UK, General Practitioners (GPs) are usually the first healthcare professionals to identify cardiovascular risk, initiate treatment and coordinate referrals to specialist cardiac services. Regular reviews in primary care enable GPs to monitor blood pressure, cholesterol levels, medication adherence and lifestyle changes, helping to reduce the risk of further cardiovascular events (National Institute for Health and Care Excellence (NICE), 2023).
Following diagnosis or hospital discharge, multidisciplinary teams play a central role in supporting recovery. Cardiologists oversee specialist investigations and treatment, while cardiac nurses provide education on medication management, symptom recognition and self-care. Dietitians develop personalised nutritional plans to reduce cholesterol and support weight management, whereas physiotherapists supervise exercise programmes that improve cardiovascular fitness and functional independence. Individuals recovering from myocardial infarction or cardiac procedures are commonly referred to NHS Cardiac Rehabilitation, where structured programmes combine exercise, health education and psychological support to reduce hospital readmissions and improve quality of life (British Heart Foundation, 2024).
Social care professionals also contribute by addressing the wider factors affecting recovery. Occupational therapists assist individuals in regaining confidence with daily activities and facilitate a safe return to work where appropriate. Social workers help patients access welfare benefits, community support services and care packages when long-term health limitations affect independence. Community pharmacists reinforce medication adherence through regular reviews and patient education. Together, these integrated services promote person-centred care by addressing both the clinical and social needs of individuals with CHD, improving long-term outcomes while reducing avoidable pressure on NHS services and enhancing community wellbeing.
Conclusion 	
Coronary heart disease remains a significant public health challenge that continues to affect individuals, families and communities while placing considerable demands on UK health and social care services. This report has demonstrated that effective management of CHD relies on accurate measurement and monitoring through cardiovascular risk assessments, diagnostic investigations and national surveillance systems that support early detection and informed clinical decision-making. It has also highlighted that controlling CHD requires a combination of preventive strategies, evidence-based medical treatment, cardiac rehabilitation and continuous multidisciplinary care. Furthermore, the report examined the wide-ranging physical, psychological, social and economic consequences of CHD, emphasising the importance of addressing both clinical needs and wider determinants of health. Coordinated support from General Practitioners, specialist cardiac teams, allied health professionals and social care services is essential for improving patient outcomes, reducing health inequalities and preventing avoidable hospital admissions. Continued investment in prevention and community-based cardiovascular services will remain fundamental to improving population health.
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