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1.Introduction

Coronary heart disease (CHD), also known as ischemic heart disease, occurs when fatty material termed atheroma builds up in the coronary arteries. This process, called atherosclerosis, causes the arteries to narrow, reducing the flow of oxygen-rich blood to the heart muscle. If it becomes completely blocked this can lead to a myocardial infarction (heart attack) (NHS, 2023a).
The most common symptoms are angina (chest discomfort or tightness), shortness of breath, exhaustion, dizziness, nausea and pain radiating to the arms, jaw, back or stomach. However, some people may not have any symptoms until they have a heart attack (NHS, 2023b). There are an estimated 240 million people worldwide who have CHD. It accounts for about nine million fatalities each year, roughly one in seven deaths globally (British Heart Foundation, 2026a). In the UK, roughly 2.3 million individuals live with CHD and the condition is responsible for around 63,000 fatalities each year (British Heart Foundation, 2026b). The data suggest that despite considerable breakthroughs in prevention and treatment, CHD continues to be a major public health problem.

2. Measuring and Monitoring Coronary Heart Disease

CHD is estimated at population and individual level. Epidemiologists use incidence, prevalence, mortality, hospital-admission rates and disability-adjusted life years (DALYs) at population-level. Incidence considers new cases over a span of time. Prevalence considers all the people who have the ailment . Mortality data are deaths; DALYs are premature mortality plus years lived with disability. These measurements give a broader picture than mortality data alone.
Death certificates, GP disease records, hospital episode statistics, national health surveys and clinical audits are common sources of data. In England and Wales, deaths from CHD are coded by the Office for National Statistics according to the International Classification of Diseases, I20-I25. In 2024, there were 54,097 recorded fatalities from ischemic heart disease, accounting for 9.6% of all registered deaths (Office for National Statistics, 2025). Such standard codes allow comparison across time and space.
But figures must be handled with care. Death isn’t the complete story. More people are surviving heart attacks thanks to better emergency treatment but then they require long-term care. Alternatively, community health may increase as more people live longer after diagnosis, increasing prevalence. Comparisons worldwide are also affected by disparities in diagnostic capacity, death certification and access to health care. Some worldwide estimates are simulated in absence of national data (British Heart Foundation, 2026a). The British Heart Foundation are aware of this. Thus, a difference observed between countries may be partly due to better surveillance rather than real differences in incidence of disease.
At the individual level assessment begins with medical and family history, smoking status, nutrition, physical activity, blood pressure, body mass index, cholesterol and blood-glucose testing. Adults aged 40-74 years without pre-existing cardiovascular disease in England should be offered an NHS Health Check every five years. These indicators are considered in calculation to evaluate the person’s ten-year cardiovascular risk (NHS, 2024a). This is often supported by QRISK3 which predicts likelihood not diagnosis .
Investigations for suspected CHD may include an ECG, echocardiography, blood tests, CT coronary angiography, invasive coronary angiography, MRI, exercise testing or myocardial perfusion imaging (NHS, 2023c). Troponin blood tests are especially critical if a heart attack is suspected . When cardiac muscle is damaged , troponin is released into the bloodstream .
Monitoring of CHD after diagnosis includes: frequency of symptoms; blood pressure; cholesterol levels and blood glucose monitoring; and adherence to therapy (physical capacity and unpleasant drug effects). Follow up should also include emotional wellbeing since anxiety and depression might affect the adherence to treatment and involvement to rehabilitation. Wearable technologies and remote consultations could enhance access, but could also make inequity worse if patients lack the digital skills, equipment or reliable internet connectivity. 

3. Control and Management of Coronary Heart Disease

Although CHD is not curable, the disease progression, symptoms and complications of the disease can be managed by primary prevention, medical treatment, revascularisation and rehabilitation (NHS, 2023d). Primary prevention is concerned with those who have not developed CHD. Measures include giving up smoking, maintaining a healthy weight, regular exercise, minimizing saturated fat and salt, limiting alcohol and controlling hypertension, diabetes and high cholesterol. Of equal importance are population policies on tobacco, food standards, air pollution and active travel as individual conduct is influenced by income, housing, employment and the surrounding environment.
The selection of medicines is symptom-based and clinically driven. Statins reduce LDL cholesterol and lessen the risk of future cardiovascular events. Low-dose aspirin or clopidogrel, antiplatelet drugs, can help decrease the risk of blood clots for the right people. Beta-blockers, calcium-channel blockers and nitrates can be used for treatment of angina, while ACE inhibitors may lower blood pressure and cardiovascular risk. Drugs are only useful if they are taken regularly. Explanations, medication reviews and shared decision-making are therefore vital.
If drugs do not restore the blood flow properly a coronary angioplasty may be performed. A balloon opens up the artery and a stent is used to maintain it open. If the illness is widespread or complex you may need coronary artery bypass graft surgery. This is a procedure in which blood vessels from other areas of the body are used to build an alternative path around the clogged arteries.
Cardiac rehabilitation should be delivered to people recovering from acute coronary syndrome, including supervised exercise, health education, nutritional advice, psychosocial support and risk-factor control (NICE, 2020). Rehabilitation is a key component of physical and psychological healing but is dependent on referral, attendance and access. A programme that is technically offered in a faraway hospital is not really available to the mobility-impaired, the carer or the low income person. Hence the need for flexible community, home-based and digital choices.
Previous decades have seen large reductions in UK CHD death rates due to control efforts . But the progress has not been uniform. Around 90% of the UK CHD burden is attributable to modifiable factors however it might be misleading to present these as matters of personal choice (British Heart Foundation, 2026b). Unequal access to affordable nutritious food, safe places to exercise, safe places to live, and preventive health care. 


4. Consequences for Individuals and Communities

Coronary heart disease can result in premature mortality, heart attacks, heart failure, irregular heart beats, stroke and a decreased physical ability. Angina can limit your walking, your ability to work, do housework and socialise. The fear of having another heart attack can lead to worry, lack of confidence, melancholy and avoidance of exercise even when progressive activity would be good for rehabilitation.
Families might become informal caretakers and take over medication, appointments and daily tasks . This might leave you financially strained, emotionally stressed and burnt out as a carer. If the person afflicted cannot go back to work, the household may suffer a loss of income, but incur extra costs for transport, heating or diet.
CHD increases demand for ambulance services, emergency departments, hospital beds, primary care, rehabilitation and community social care. Cardiovascular illness costs the NHS over £12 billion a year and the wider UK economy around £29 billion through disability, premature mortality, long-term care and lost productivity (British Heart Foundation, 2026b). These wider impacts are an example of why quantifying death alone is a gross underestimate of the burden of the condition.
Health inequality exists, CHD also says. NHS England states that persons living in impoverished places are more likely to die from cardiovascular disease and die younger than people living in affluent communities (NHS England, 2025). Inequality might also be a proxy for greater exposure to smoking, pollution, unstable employment, poor housing and bad food conditions.

5. Health and Social Care Support Services

Patients with CHD need interdisciplinary support, not just single medical interventions. GPs and practice nurses can provide risk assessment, medication monitoring, long-term evaluation and referral. Diagnosis, specialist treatment and post-operative care is managed by cardiologists, cardiac nurses, pharmacists and surgeons. Recovery and secondary prevention is supported by cardiac rehabilitation teams involving physiotherapists, exercise specialists, dietitians and psychologists.
Community pharmacists can help to promote adherence, monitor for adverse effects and provide smoking cessation support. Dietitians work with patients to make realistic nutritional modifications and counsellors or psychological services can help with anxiety, depression and adjustment following a heart attack. Charities such as the British Heart Foundation and peer support groups can help to combat isolation and increase health literacy.
Local government agencies and social professionals can perhaps examine personal care, mobility and housing and financial support. Occupational therapists can advise on graded return to work plans and home adaptations. Informal carers should also be able to access an assessment, information and respite help. Services should be culturally relevant, accessible to people with disabilities and available in formats that meet a range of literacy and language demands.
Integrated care is important since services might be fragmented with inconsistent advice, missed follow ups and prescription problems. Continuity can be improved by having a named care coordinator, shared electronic data and clear communication between hospitals, general practice, rehabilitation and social care. 


6. Conclusion

Coronary heart disease remains the single biggest cause of death globally and a major cause of disability, health care costs and social inequalities. Mortality alone does not allow to grasp the burden, but also incidence, prevalence, hospital admissions, DALYs and patient reported outcomes. Clinical monitoring include assessment of risk, blood tests, imaging and continual review of symptoms, medicines and psychological well being.
CHD can be treated with better environment, lifestyle support, drugs, angioplasty, bypass surgery and cardiac rehabilitation. But preventative programs that focus only on personal responsibility miss the role of poverty, employment, housing, food access and unequal supply of healthcare. Effective community care consequently involves integrated input from primary care, cardiology, nursing, rehabilitation, pharmacy, mental-health and social care. The best approach is a combination of prevention and person-centred care, including early identification of risk, evidence-based treatment and removal of practical barriers to ongoing engagement. 
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