


At individual level, monitoring relies on structured risk assessment and diagnos4c tes4ng. 

Primary care services use cardiovascular risk assessment tools and the NHS Health Check 

programme, o>ered to adults aged 40 to 74, to iden4fy people at high risk before symptoms 

develop, and community pharmacies increasingly support case-Ending for related risk factors 

such as high blood pressure through opportunis4c blood pressure checks (NHS England, 

2024). Diagnos4c monitoring includes electrocardiograms to detect abnormal heart rhythms, 

blood tests for lipid proEle, exercise stress tes4ng and coronary angiography to visualise 

blockages directly.  Blood pressure and cholesterol levels are also rou4nely monitored in 

primary care, since both are modiEable indicators of ongoing cardiovascular risk that can be 

tracked over successive appointments (NICE, 2023).

Monitoring  also  extends  into  ongoing  surveillance  once  treatment  begins,  with  NICE 

recommending repeat lipid proEle measurement two to three months aQer star4ng sta4n 

treatment to assess response and guide any necessary dose changes (NICE, 2023). Regular  

review of adherence, side e>ects and residual symptoms allows clinicians to adjust treatment 

plans as a person's condi4on changes over 4me. Together, these popula4on and individual-

level approaches allow health systems to iden4fy at-risk individuals earlier,  evaluate the 

e>ec4veness of preven4on strategies, and track the changing burden of CHD across the 

popula4on over 4me.

HOW CHD IS CONTROLLED

Controlling CHD relies on a combina4on of lifestyle modiEca4on, pharmacological treatment 

and, where necessary, interven4onal procedures. ModiEable risk factors, including smoking, 

physical inac4vity, poor diet, obesity, high blood pressure and diabetes, are targeted through 

structured lifestyle advice and community case-Ending, since addressing these factors can 

substan4ally reduce cardiovascular risk and the associated demand on NHS services (NHS 

England, 2024). NICE recommends sta4n therapy for both primary and secondary preven4on: 

high-intensity sta4ns such as atorvasta4n are used to achieve a target reduc4on in non-HDL 

cholesterol, and treatment should not be delayed once CHD or acute coronary syndrome is 

diagnosed (NICE, 2023).

Pharmacological control also includes an4platelet therapy, beta blockers and ACE inhibitors, 

typically o>ered together following a heart aXack to reduce the risk of further cardiac events 

and  improve  long-term  survival.  For  more  severe  or  unstable  disease,  interven4onal 

procedures such as percutaneous coronary interven4on, which uses a stent to reopen a 

blocked artery, or coronary artery bypass graQ surgery may be required to restore blood [ow 

directly to the heart muscle (NICE, 2023). Blood pressure control, achieved through both 

medica4on and lifestyle change, remains a further key target given its close associa4on with 

progression of coronary disease.

Cardiac  rehabilita4on  plays  a  central  role  in  longer-term  control,  combining  supervised 

exercise,  educa4on,  medica4on  review  and  psychological  support  delivered  by  a 

mul4disciplinary team of nurses, physiotherapists and exercise physiologists; strong evidence 

shows it reduces mortality, reduces the risk of further cardiac events and prevents unplanned 

hospital  admissions  (NHS  England,  2025).  Commissioning  standards  emphasise  that 

rehabilita4on should begin promptly aQer diagnosis or hospital discharge and be tailored to 

the individual's risk factors and personal goals. E>ec4ve control of CHD therefore depends on 

sustained, coordinated management across primary, secondary and rehabilita4ve care rather 

than a single interven4on delivered in isola4on.
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CONSEQUENCES OF CHD ON PEOPLE IN THE COMMUNITY

CHD  has  far-reaching  consequences  for  individuals,  families  and  the  wider  community.  

Physically, it can cause disabling symptoms such as breathlessness and fa4gue that limit daily 

ac4vity, and a heart aXack can permanently damage heart muscle, some4mes leading to 

heart failure, reduced independence or long-term disability (NHS, 2026a). Psychologically, 

people living with CHD commonly experience anxiety, depression and fear of further cardiac 

events, and cardiac rehabilita4on services are speciEcally designed to address this alongside 

physical recovery through structured psychological support and peer contact (NHS England, 

2025).

The economic consequences are also considerable. A recent UK study es4mated the societal  

cost of cardiovascular disease from a societal perspec4ve, including direct healthcare costs, 

long-term care and medical devices alongside indirect costs such as lost produc4vity and 

informal caregiving, Ending that the greatest direct costs arose from inpa4ent care and the 

greatest indirect costs from informal care provided by family members (Shih et al., 2025). This 

re[ects the burden placed not only on the NHS but on unpaid carers within the community,  

who oQen take on substan4al prac4cal and emo4onal caregiving roles over long periods, 

some4mes alongside their own employment and family responsibili4es.

At  community  level,  CHD  contributes  to  workforce  absence,  premature  re4rement  and 

widening health inequali4es, since rates of premature cardiovascular mortality are markedly 

higher in  more deprived areas of  England than the na4onal  average,  re[ec4ng unequal 

exposure to risk factors and access to preven4ve care (BHF, 2026). Families frequently need to 

adapt rou4nes around medica4on schedules, hospital and rehabilita4on appointments and 

lifestyle change, and the wider community is also a>ected through sustained demand on 

emergency and ambulance services.

HEALTH AND SOCIAL CARE SUPPORT SERVICES REQUIRED

Mee4ng the needs of people a>ected by CHD in the community requires coordinated health 

and social care support that extends well beyond hospital treatment. Cardiac rehabilita4on 

services,  delivered  by  mul4disciplinary  teams  of  nurses,  physiotherapists,  exercise 

physiologists  and  psychologists,  are  commissioned  to  provide  structured  recovery 

programmes combining exercise, educa4on, medica4on review and psychological support, 

oQen delivered [exibly in community venues, GP prac4ces or pa4ents' own homes to improve 

accessibility (NHS England, 2025).

Primary care plays an ongoing role through GP-led medica4on review, blood pressure and 

cholesterol monitoring, and referral pathways for specialist review when symptoms change, 

while community pharmacy case-Ending services help iden4fy related risk factors such as 

hypertension before they cause further harm (NHS England, 2024). Diagnos4c and monitoring 

pathways set out by NICE also ensure that people already diagnosed with CHD receive regular 

reassessment of their lipid levels and overall cardiovascular risk, so that treatment can be 

adjusted as their condi4on evolves (NICE, 2023).

For people with more complex or long-term needs, social care support may include prac4cal 

assistance  with  daily  living,  support  for  family  members  providing  informal  care,  and 

mul4disciplinary case coordina4on to prevent unplanned hospital admissions and support 

safe discharge. Given that informal care represents one of the largest indirect costs associated 

with CHD, formal recogni4on and support of unpaid carers, including respite provision and 

carer  assessments,  is  an  important  though  some4mes  overlooked  part  of  community 

provision (Shih et al., 2025). E>ec4ve community support for CHD therefore depends on 
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integra4on between clinical cardiac services, primary care and social care, delivered in a 

coordinated way around the individual's ongoing needs.

CONCLUSION

This report has examined coronary heart disease, a leading cause of death and disability in the 

UK and worldwide, exploring how it is measured and monitored, controlled, its consequences 

for  people  in  the  community,  and  the  support  services  required  to  meet  those  needs.  

Popula4on and individual-level monitoring, from na4onal sta4s4cs to risk assessment and 

diagnos4c tes4ng, underpins early iden4Eca4on and ongoing surveillance of the disease. 

Control  depends on integrated lifestyle,  pharmacological  and interven4onal  approaches, 

supported by cardiac rehabilita4on. The consequences of CHD extend beyond the individual 

to families,  informal carers and the wider community,  with signiEcant psychological  and 

economic impact. Mee4ng these needs requires coordinated health and social care provision, 

spanning cardiac rehabilita4on, primary care and social care support. As CHD remains a major 

public health challenge, sustained, joined-up services across the health and social care system 

remain essen4al to reducing its burden on individuals and the community.

REFERENCE LIST (HARVARD STYLE)

Bri4sh Heart Founda4on (BHF) (2026) England Cardiovascular Disease Factsheet. Available at: 

hXps://www.bhf.org.uk/what-we-do/our-research/heart-sta4s4cs (Accessed: 17 July 2026).

Na4onal Ins4tute for Health and Care Excellence (NICE) (2023, amended 2023) Cardiovascular 

Disease: Risk Assessment and Reduc4on, Including Lipid ModiEca4on (NG238). Available at: 

hXps://www.nice.org.uk/guidance/ng238 (Accessed: 17 July 2026).

NHS (2026a) Coronary Heart Disease. Available at: hXps://www.nhs.uk/condi4ons/coronary-heart-

disease/ (Accessed: 17 July 2026).

NHS (2026b) Coronary Heart Disease - Symptoms. Available at: 

hXps://www.nhs.uk/condi4ons/coronary-heart-disease/symptoms/ (Accessed: 17 July 

2026).

NHS England (2024) Cardiovascular Disease High Impact Interven4ons. Available at: 

hXps://www.england.nhs.uk/ourwork/preven4on/secondary-preven4on/cardiovascular-

disease-high-impact-interven4ons/ (Accessed: 17 July 2026).

NHS England (2025) Commissioning Standards for Cardiovascular Rehabilita4on. Available at: 

hXps://www.england.nhs.uk/long-read/commissioning-standards-for-cardiovascular-

rehabilita4on/ (Accessed: 17 July 2026).

Shih, K., Herz, N., Sheikh, A., O'Neill, C., Carter, P. and Anderson, M. (2025) 'Economic burden of 

cardiovascular disease in the United Kingdom', European Heart Journal - Quality of Care and 

Clinical Outcomes, 11(5), pp.678-690. doi: 10.1093/ehjqcco/qcaf011.

World Health Organiza4on (WHO) (2025) Cardiovascular Diseases (CVDs). Available at: 

hXps://www.who.int/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds) 

(Accessed: 17 July 2026).

Page 4


