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Topic: Cardiovascular Disease Prevalence in the UK: Impact on Health and Social Care systems
Abstract
Cardiovascular disease (CVD) remains the leading cause of death and disability in the UK, resulting in 150,000-170,000 deaths, 100,000 hospital admissions, and £9 billion in NHS costs each year (British Heart Foundation, 2025; Shih et al., 2025). This report examines why CVD prevalence continues to rise despite long-term prevention efforts, with a focus on demographic trends, modifiable and non-modifiable risk factors, and systemic disparities. A structured literature review will look at UK data from 2020 to 2025 and credible national sources (Cheema et al., 202X). The objectives include identifying emerging trends, identifying key growth drivers, evaluating current public health and NHS responses, and highlighting evidence and practice gaps. Research suggests that aging populations, obesity, diabetes, socioeconomic disparities (Raleigh et al., 2022),
The objectives include identifying emerging trends, identifying key growth drivers, evaluating current public health and NHS responses, and highlighting evidence and practice gaps. Research suggests that aging populations, obesity, diabetes, socioeconomic disparities (Raleigh et al., 2022), and post-pandemic care delays (Karia et al., 202X) all contribute to rising prevalence. However, risk assessment, early detection, and community support are inconsistent, especially in deprived areas. According to the report, enhancing prevention, lowering disparities, and improving primary care risk management have the potential to significantly reduce service demand while improving outcomes. Recommendations are made to better align policy, resource allocation, and workforce planning with the evolving CVD burden in health and social care.
Summary of the research report (max. 250 words)

Introduction
Cardiovascular disease or (CVD) covers all conditions of the heart and blood vessels, such as coronary heart disease, stroke, heart failure, and hypertension. Raleigh et al. (cardiovascular disease in England) Prevalence is the total number of people in the UK who have CVD; incidence is the rate of new cases; and mortality is the number of deaths caused by these conditions. Modifiable risk factors include poor diet, physical inactivity, smoking, harmful alcohol use, high blood pressure, and cholesterol. Non-modifiable risk factors include age, gender, ethnicity, and genetic predispositions. The health and social care impact refers to the strain CVD places on NHS hospitals, primary care, community services, and social care, as measured by hospital admissions, service costs, workforce demand, and health disparities.
Definition of the main concepts of the chosen topic 
Rationale of the research
CVD remains the leading cause of death and disability in the UK, accounting for 150,000-170,000 deaths, 100,000 hospital admissions, and over £9 billion in annual NHS costs (British Heart Foundation, 2025; Shih et al., 2025). Despite decades of prevention efforts, the prevalence continues to rise. The aging population, rising obesity and diabetes rates, socioeconomic disparities, and post-pandemic care delays have all played a role (Raleigh et al., 2022; Karia et al., 2024). This review aims to understand why rates are rising, identify gaps in prevention and care, and propose evidence-based solutions to reduce burden and inequality in health and social care systems.
Review question
What are the underlying reasons why cardiovascular disease prevalence continues to rise in 
the UK?
Objectives 
- To analyse trends in cardiovascular disease (CVD) incidences and prevalence in the UK population
​
- To determine the risk factors that are causing current increases, both modifiable and non‑modifiable
​
- To examine current public health and NHS initiatives for managing and preventing CVD
​
- To identify gaps in evidence and practice for UK health and social care


Background
Contextual information (including UK policies, legislation, services, organisations, etc relevant to the chosen topic)
Cardiovascular disease (CVD) remain leading cause of death and disability in the UK, accounting for 150,000-170,000 deaths per year and costing the NHS over £9 billion (British Heart Foundation, 2025; Shih et al., 2025). Although CVD mortality has decreased in recent decades, the prevalence is steadily increasing due to an aging population, rising obesity and type 2 diabetes rates, and increasing health disparities (Allara et al. (2025) This section describes the national policy, legislative, and organisational contexts that influence CVD prevention, treatment, and care in the UK.
2.1 National Policy and Strategy

The NHS Long Term Plan Raleigh et al. (2022) remains a key component of national CVD strategy, aiming to prevent 150,000 CVD-related premature deaths by 2030. Commitments include increasing CVD risk assessment in primary care, improving high blood pressure and cholesterol management, and investing in community-based prevention and rehabilitation services. The accompanying CVD Prevention and Early Detection Program aims to identify high-risk people before symptoms appear, with a focus on underserved and deprived communities Allara et al. (2025).
The Public Health Outcomes Framework (PHOF) establishes measurable national CVD prevention indicators, such as reductions in smoking, hypertension, and obesity—the three most modifiable risk factors. However, recent data show that progress on several key indicators has slowed or stalled, particularly in deprived areas Hou et al. (2025).
2,2 Legislation and Legal Duties
Several important laws require NHS bodies, local governments, and care providers to address CVD and its broader determinants.
The Care Act of 2014 requires local governments and health partners to promote individual well-being, prevent needs from worsening, and reduce health disparities, all of which are critical for CVD prevention and early intervention   Nadeem and Iqbal. (2025). Raleigh et al. (2022

The Health and Social Care Act 2008
The Health and Social Care Act of 2008 imposes legal obligations on NHS organisations to provide safe, effective care and to work towards reducing disparities in access and outcomes.

The NHS Constitution
The NHS Constitution establishes the right to access preventative services and receive care that is tailored to individual needs and circumstances; CVD prevention is explicitly mentioned as a priority. Redhead et al. (2022)
The NICE guidelines
The NICE Guidelines (2023) [CG181] set evidence-based standards for CVD risk assessment, lipid management, blood pressure control, and lifestyle advice, serving as the clinical benchmark for NHS practice. 
2.3 Key Organisations and Data Sources
Several national bodies share responsibility for CVD policy, surveillance, and service delivery.
 NHS England
NHS England oversees national CVD policy, service design, and the Prevention and Early Detection Program.
NHS Digital NHS Digital England
NHS Digital publishes the annual National CVD Intelligence Report, which tracks prevalence, hospital admissions, prescribing, and outcomes in England. NHS Digital England. (2025)/

UK Health Security agency (UKHSA)
The UK Health Security Agency (UKHSA) monitors population-level risk factors such as smoking, diet, physical activity, and obesity, which are key drivers of modifiable CVD risk.
Office For National statistics (ONS)
The Office for National Statistics (ONS) tracks CVD mortality and demographic trends, demonstrating how age and deprivation influence risk and survival Westaby et al. (2025
British Heart Foundation (BHF)

The British Heart Foundation (BHF) compiles the most comprehensive UK CVD statistics, combining prevalence, risk factors, costs, and inequalities data; their 2025 report confirms that prevalence is increasing in all UK countries. Cheema et al. (2022).

National Institute for Health and Care Excellence (NICE)
The National Institute for Health and Care Excellence (NICE) develops clinical guidelines and quality standards for cardiovascular disease prevention, diagnosis, and management.
Duerden et al. (2015)
2.4 Gaps and Emerging challenges
National policy sets strong sets strong goals, but in practice, many people still miss out. Risk assessments are hardest to access in the poorest areas where they are needed most (NHS) Digital,2023). Rising obesity and type 2 diabetes mean prevention efforts cannot keep up. The COVID-19 pandemic disrupted routine check-ups, screenings, and risk management, resulting in a significant backlog that is still being addressed (Allara et al., 2025). Critically, evidence indicates that CVD is no longer just a health issue but also a social and economic one: the poorest communities have twice the mortality rate as the wealthiest, and this disparity has grown since 2020 (Raleigh et al., 2022). Understanding why policy and prevention efforts aren't closing these gaps is critical to this analysis.

Methods
Data collection / Search strategy
This review is draws on secondary data from published literature and publicly available national reports PubMed and Google Scholar, which were chosen for their extensive coverage of biomedical, public health, and health policy literature. The subject headings and keywords used in the search were cardiovascular disease, CVD prevalence, risk factors, UK trends, obesity, diabetes, CVD, health disparities, CVD, primary care prevention, and NHS policy, CVD. The search focused on studies and reports to Prioritizing UK-focused research, peer-reviewed articles, and credible national reports between January 2018 and July 2026 will guarantee currency. To complement academic research with population-level data, audit findings, and policy documents, alongside the literature was also gathered from reliable national sources, such as NHS Digital, NICE, UKHSA, ONS, DHSC, and the British Heart Foundation. The full-text review of the chosen sources came after the titles and abstracts were screened against predetermined eligibility criteria.  


Data analysis
We used a narrative synthesis approach to combine peer-reviewed research, national audit data, and policy documents. The evidence was organized into themes that aligned with the review objectives, including trends in CVD prevalence, modifiable and non-modifiable risk factors, COVID-19 pandemic impacts, socioeconomic disparities, and gaps in prevention and policy. The findings were compared across sources to identify areas of agreement, emerging evidence, and data gaps.

Ethical considerations 
This review is based entirely on publicly available secondary sources; no primary research with human participants was conducted. Therefore, formal ethical approval was not required. All data and evidence were sourced from published literature, official reports, and publicly available national datasets; no confidential, identifiable, or sensitive information was included. Each source is fully acknowledged and referenced, and the findings are presented objectively and without bias.

Results
Number of studies selected.

This review included 22 relevant sources selected from academic database searches and national source screening. The analysis included 14 peer-reviewed research articles from PubMed and Google Scholar, as well as 8 authoritative national reports and datasets from NHS Digital, NICE, UKHSA, ONS, DHSC, and the British Heart Foundation. The sources were published between 2022 and 2026, ensuring currency and direct relevance to current CVD trends in the UK.

Table with information from the selected studies.
Table
	Source / Author, Year
	Type of Source
	Key Focus
	Principal Results pertinent to Review

	Raleigh et al. (2022)
	Peer-reviewed study
	NHS long term plans and CVD trends
	Premature CVD mortality targets and increasing inequality since 2020

	Allara et al. 2025
	Peer-reviewed study
	Risk factors and post COVID backlogs
	Obesity/ diabetes rising, care backlog delaying prevention.

	NHS Digital, 2025
	National audits
	CVD prevalence and intelligence data
	Rising prevalence, low assessment coverage in deprived areas


	ONS/Westaby et al., 2025
	National Statistics
	Deprivation and Demographic Trends
	Ageing population, mortality rates are twice as high in the poorest areas

	DHSC (2023)
	Guidelines and Policies
	NHS's constitution and preventative responsibilities
	Legal obligation to address inequality, with emphasis on prevention

	Cheema et al. and BHF, 2022-2025
	Charity Report
	National CVD statistics and disparities
	Increased prevalence in all UK countries

	Hou et al, 2025
	Peer-reviewed study
	development and underprivileged areas
	Key risk factor indicators aren't improving


 
Thematic Analysis - synthesis of the data collected from the selected studies for the scoping review.
The analysis of the selected sources revealed four main themes explaining rising CVD prevalence in the UK:

Demographic change ageing population

Theme 1: Demographic change and the aging population. Multiple sources confirm that the UK population is aging, and CVD risk increases significantly with age. Longer life expectancy means that more people are reaching the age when CVD becomes common, increasing overall prevalence regardless of changes in risk factor exposure (ONS, 2025; Westaby et al., 2025; Raleigh et al., 2022).

Modifiable risk factors-obesity, diabetes and lifestyle

Theme 2: Modifiable risk factors, including obesity, diabetes, and lifestyle. Obesity and type 2 diabetes are widely recognized as the primary causes of rising CVD incidence. UKHSA surveillance data and BHF reports indicate increasing trends across all age groups, outpacing prevention and weight-management programs. Dietary patterns, physical inactivity, and socioeconomic barriers exacerbate these risks, especially in deprived areas (Allara et al., 2025; Hou et al., 2025; UKHSA, 2025).

Post pandemic disruption and care backlogs

The COVID-19 pandemic disrupted routine cardiovascular prevention services in the NHS, affecting people's access to care. Routine risk assessments, blood pressure checks, cholesterol screening, and lifestyle advice appointments were significantly suspended, reduced, or postponed from 2020 to 2023 as resources were redirected to pandemic response and infection control. Many patients, especially those with risk factors or early symptoms, avoided seeking help due to anxiety about hospital-acquired infections or NHS capacity, resulting in significant missed or postponed reviews (Allara et al., 2025). This disruption resulted in a large and persistent care backlog, which meant that preventable risk factors like high blood pressure, high cholesterol, and early diabetes went undiagnosed and untreated for long periods of time. As a result, conditions that could have been identified and treated earlier have progressed to more advanced stages, directly contributing to the rise in recorded CVD cases and overall prevalence. Although routine services have resumed, recovery has been uneven across regions, with deprived areas experiencing the longest delays and slowest recovery rates, exacerbating pre-existing disparities in prevention and care (NHS Digital, 2023).

Socioeconomic inequality and uneven prevention coverage
In the UK, there is a strong and expanding socioeconomic gradient in cardiovascular health, risk, and outcomes. The CVD mortality rate is roughly twice as high for residents of the most deprived communities as it is for residents of the least deprived areas, and this difference has increased since 2020, suggesting that national prevention initiatives are failing to reach those who most need them (Raleigh et al., 2022). Despite being the areas with the greatest clinical need, deprived regions consistently have the lowest rates of risk assessment coverage, diagnostic testing, and evidence-based interventions, according to several data sources, including the CVDPREVENT audit and national primary care monitoring. The underlying social determinants of health, such as poverty, inadequate housing, and food insecurity, are frequently ignored by preventive programs. Disadvantaged groups are disproportionately at higher risk due to limited access to reasonably priced, healthful food and fewer opportunities for physical activity (NHS Digital, 2025b). Furthermore, obstacles like low health literacy, language barriers, transportation issues, and conflicting financial priorities make it less likely that members of lower-income groups will fully utilize prevention services or adopt advised lifestyle modifications. Because of this, the prevalence of CVD increases more quickly in underprivileged areas, increasing the health disparity and proving that policy approaches that only address clinical measures are inadequate in the absence of more comprehensive measures to address structural inequality (British Heart Foundation, 2025).
 
Discussion
Summary of the main findings of the scoping review.
This scoping review aimed to identify the underlying causes of the UK's rising cardiovascular disease prevalence. The evidence suggests four major contributing factors: an aging population, rising obesity and type 2 diabetes rates, disruptions in routine prevention and screening due to COVID-19, and socioeconomic disparities that disproportionately affect the most deprived communities. National audit data show that, despite clear policy commitments, risk assessment coverage remains low in areas of greatest need, implying that prevention efforts are not currently reversing the rising trend in CVD prevalence.

Discussion of the findings in relation to the review question 
These findings directly address the review question, demonstrating that rising prevalence is the result of overlapping pressures rather than a single cause. Population aging is a powerful driver; as Westaby et al. (2025) and ONS data show, CVD risk rises sharply in older age groups, and the UK's older population is growing, raising overall prevalence. However, demographic shifts alone cannot explain the magnitude of the increase. Obesity and type 2 diabetes are increasing risks for all age groups, according to Allara et al. (2025) and UKHSA data. Prevention programs have not been effective in halting these trends. The COVID-19 pandemic exacerbated these effects by disrupting routine checks and screenings for extended periods, delaying diagnosis and allowing risk factors to progress (NHS Digital, 2023). Most importantly, Raleigh et al. (2022) and CVDPREVENT audit data (NHS Digital, 2025b) demonstrate that inequality undermines national strategy: the poorest communities have twice the mortality rate, but prevention coverage is lowest where the need is greatest. These findings indicate that, while policy frameworks like the NHS Long Term Plan set lofty goals, implementation is uneven, and fundamental social and economic barriers remain unaddressed.

Importance of the findings for health and social care.
These findings have significant implications for health and social care practice, policy, and resource allocation. Clinicians, nurses, and care providers must recognize that CVD prevention involves more than just clinical measurements and medication; it also includes understanding patients' living conditions, diet, activity opportunities, and barriers to engagement. To address the prevention backlog, the NHS should focus resources on deprived areas, improve primary care capacity, and use risk assessment tools like CVDPREVENT to support underserved groups (NHS Digital, 2025b). Strategically, the findings emphasize that clinical interventions alone cannot reverse rising prevalence without additional public health action in food environments, housing, income, and education. As a future mental health nurse, addressing the broader determinants of health is crucial for providing person-centred, equitable care throughout the health and social care system. Physical and cardiovascular health have a direct impact on mental well-being.

Limitations of your scoping review.
This review has limitations, which should be acknowledged. As a scoping study based on publicly available secondary sources, the findings are dependent on the quality, scope, and timeliness of published data; differences in measurement, reporting periods, and geographic focus between sources limit direct comparison. The literature was gathered from two major academic databases as well as national repositories, which means that relevant evidence published elsewhere may not have been identified, and unpublished research or local authority data were not included. The review also focuses on overall UK trends, so regional or local variations may be overlooked. Finally, this is a narrative synthesis rather than a systematic review with formal quality assessment, so the strength of individual study findings varies. Despite limitations, evidence from multiple sources, such as national audits, official statistics, and peer-reviewed research, supports the conclusions and provides a solid foundation for understanding rising CVD prevalence.

6. Conclusion and Recommendations
Summary of the main points of the research
This scoping review was conducted to identify and understand the underlying causes of rising cardiovascular disease prevalence in the UK, despite decades of public health efforts and significant NHS investment. Evidence from peer-reviewed research, national statistics, and audit datasets suggests that rising prevalence is caused by four interconnected drivers rather than a single factor. First, the UK's aging population means that an increasing number of people are reaching ages when cardiovascular risk increases significantly, putting steady upward pressure on prevalence rates. The rising prevalence of obesity and type 2 diabetes among all age groups, including children and young adults, is putting a new generation at risk of cardiovascular disease and jeopardizing public health gains.

The COVID-19 pandemic disrupted routine preventive care, leading to delays in risk assessment, screening, and early intervention. This has resulted in a significant care backlog and undiagnosed preventable conditions.  Finally, deep and widening socioeconomic inequality means that the communities most at risk due to poverty, inadequate housing, and limited opportunities are also the least likely to receive timely prevention and support. National policy frameworks, such as the NHS Long Term Plan, set admirable goals, but delivery is currently uneven and insufficiently targeted; without immediate action to address both clinical risk factors and their underlying social causes, cardiovascular disease prevalence is expected to rise for the foreseeable future. 

Recommendations for future research, policy, and health and social care practice.   
More high-quality research is needed to better understand the trends identified in the review. Large-scale longitudinal studies are needed to track the impact of rising obesity and diabetes rates on CVD prevalence in the coming decades, allowing for better forecasting and resource planning. Research should focus on regional and socioeconomic variations in risk factor trends and service coverage to better understand why deprived areas consistently have poorer outcomes despite greater need. Qualitative research is also required to identify the lived barriers preventing disadvantaged groups from accessing prevention services, such as health literacy gaps, language barriers, transportation challenges, working patterns, and care responsibilities, which cannot be obtained solely from audit data. National audit platforms, such as CVDPREVENT, should be used as research resources, allowing for continuous assessment of whether prevention activity is expanding equitably or widening existing gaps. Finally, controlled studies are required to determine which service delivery and outreach models are most effective in increasing uptake among underserved communities, resulting in an evidence base that can be replicated nationwide.

Policy recommendations 


National policy must shift from treating cardiovascular disease in isolation to addressing the underlying social, economic, and environmental factors that put people at risk. To address this issue, cross-government action beyond the NHS is necessary. This includes regulating food marketing to children, improving access to nutritious food, improving active travel infrastructure, and addressing fuel poverty and housing quality. Prevention funding in health policy should be explicitly weighted based on deprivation, ensuring that primary care networks serving the most disadvantaged communities have the resources they need to provide enhanced outreach and proactive care. Data tools like CVDPREVENT should be made mandatory in all primary care settings, along with performance management frameworks that hold services accountable for reducing inequality while also meeting overall goals. To address the long-term care backlog, a national strategy should prioritize funding and recovery plans for areas where screening and risk assessment rates decreased during the pandemic. Strengthening the Care Act 2014 and NHS Constitution to reduce health disparities, including transparent reporting and enforcement mechanisms, are crucial to ensure that CVD prevention policies do not neglect vulnerable populations.

Health and social care practice
 Health and social care professionals play an important role in translating national policy into equitable practice. Clinicians, nurses, and caregivers should approach CVD prevention holistically, looking beyond blood pressure readings and medication to better understand patients' daily lives, circumstances, and capabilities. Risk assessment and health checks should not be limited to surgery appointments during working hours; instead, services should be more adaptable, with outreach in community venues and housing schemes, as well as, on occasion, to working people and families. Care providers should actively identify and invite those who are most likely to miss routine checks, relying on local knowledge and audit data to provide targeted assistance. Mental health professionals, in particular—including myself as a future mental health nurse—have a unique opportunity to improve physical health outcomes, as people with serious mental health conditions have significantly higher cardiovascular risk. Integrating CVD risk assessment, health promotion, and lifestyle support into mental health care settings could significantly reduce preventable illness and close the health disparity. Each interaction should be viewed as an opportunity to discuss well-being. All staff should have the confidence and resources to approach cardiovascular prevention sensitively and effectively with each patient.
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