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1. Introduction
Coronary heart disease (CHD) happens when the arteries that go to the heart become narrowed by fatty matter. This diminishes blood flow of oxygen rich blood. May lead to angina or a heart attack. Symptoms include chest pressure, shortness of breath, sweating, nausea and excessive tiredness. The pain can radiate down the arm, to the jaw, back or stomach. Mild or unusual symptoms are experienced by some. Risk factors include smoking, high blood pressure, elevated cholesterol, diabetes, a lack of physical activity, obesity, old age and poverty (British Heart Foundation, 2025).
In 2021, there were 8.99 million deaths and 254.28 million existing cases and 31.87 million new cases, according to global modelling (Liu et al., 2025). In 2022, WHO estimated that there were 19.8 million deaths due to cardiovascular disorders. In the UK, 66,149 CHD deaths occurred in 2023. There were 266,603 inpatient episodes in 2023/24 (British Heart Foundation, 2025). The figures clearly indicate a need for prevention, early detection, treatment and support in the community.
Table 1. Current indicators of the scale of coronary heart disease
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Figure 1. Four measures of global ischaemic heart disease burden in 2021. 
2. Measuring and Monitoring Coronary Heart Disease
Public health teams use several measures because each answers a different question. Incidence is a measure of the number of NEW cases per unit of time. Prevalence measures the number of people with CHD. Mortality refers to death, and premature mortality to death at an earlier age (under 75 years). Hospital admission rate indicates that pressure on hospitals. DALYs include years spent in poor health as well as years lived due to premature death. The age-standardised rates are intended to enable more comparable rates between areas that have different age structures. An individual measure can lead to a misleading impression. The prevalence can increase and death rates can decrease due to an increase in survival rates.
UK monitoring is part of a number of data systems. GP registers are used for recording diagnosed patients and long term care. Admission, procedures and readmission are reflected in the hospital records. Causes of death and age at death are given in death registration. Audits nationwide monitor rapidity and quality of cardiac services. According to the 2025 England profile approximately 1.9 million people were diagnosed with CHD by their GP. This represented approximately 3% of the patients. CHD admission rates fell by 46% between 2004/05 and 2024/25. However, this premature death count was still high at 39.1 per 100,000 persons in 2024 (Office for Health Improvement and Disparities, 2025).
There are limitations to these resources. GP registers do not record undiagnosed illness. Care events are not necessarily distinct individuals, but are hospital episodes. The information on death certificates may be coded incorrectly. Many countries are not complete in records so global estimates are modelled. They are not definitive numbers, but rather contain uncertainty. Several sources and trends should thus be compared as it is safer. Before assessing the performance of services, local rates should also be age-standardised.
The monitoring is also carried out at the level of patient. Staff evaluates symptoms, history, blood pressure, cholesterol, blood sugar and smoking. The electrocardiogram measures the electricity that is produced by the heart. Troponin blood test is used to measure blood levels of the cardiac enzymes, which can be detected when the heart muscle is damaged. During a coronary angiography the narrowed arteries can be seen in acute cases. The 2025 guideline for the management of acute coronary syndromes also recommends reassessment when there is a change in acute coronary syndrome symptoms (Rao et al., 2025). Following diagnosis, reviews include checking symptoms, medication usage, side effects, physical functioning and emotional wellbeing. This combination is more effective and safer than using one test alone.
Table 2. Main approaches used to measure and monitor CHD
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3. Control of Coronary Heart Disease
Control of CHD is based on primary, secondary and tertiary prevention. Primary Prevention is to prevent the initial event. It incorporates quitting smoking, movement and healthy eating habits and weight management. Early treatment is needed for blood pressure, cholesterol and diabetes, too. But advice can't get you the job done alone. Whether to act depends on safe streets, having access to affordable healthy foods, and being able to access primary healthcare. Risk and recovery is influenced by social conditions (Bazoukis, Loscalzo and Hall, 2025).
Secondary prevention begins at the diagnosis of the disease or heart attack. Urgent presentation should get Emergency evaluation. Antiplatelet medication, statins and other medications as indicated are used in treatment. Percutaneous coronary intervention involves opening up a blocked artery (usually using a stent). In coronary artery by-pass surgery, an alternate pathway is created for blood to flow. Treatment depends on the pattern of the disease, risk for bleeding, and other diseases and patient's preference. Full revascularisation is currently recommended in a large number of acute cases that are suitable (Rao et al., 2025). Medicines and procedures reduce risk, but will not take away the need for ongoing change.
Tertiary prevention involves the support of recovery and reduction of another event. Cardiac rehabilitation consists of safe exercise, education, risk screening and emotional support. It can additionally help with drug use as well as re-entrance into the job market. Still insufficient access. A 2025 survey of 88 hospitals in 14 countries revealed that only one third of the CHD patients were counselled for CHD rehabilitation. Only 20% of the patients showed good attendance at half of the sessions or more (Kotseva et al., 2025). This lack undermines otherwise good care.
The 2026 Cardiovascular Disease Modern Service Framework (MSF) for England provides 12 priorities. It puts attention on the prevention, diagnosis and treatment of illness at a younger age closer to home. It is also associated with cardiovascular, renal and metabolic diseases (NHS England, 2026). Digital rehab can increase accessibility. A 2026 review identified potential decreases in readmissions with a range of findings among studies. Sometimes, the traditional programmes were found to have a higher attendance rate (Khan et al., 2026). Digital care should therefore add choice, not replace face-to-face support.
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Figure 2. A connected pathway for CHD control.
4. Consequences for People and the Community
CHD can lead to a decrease in strength, mobility and confidence. Walking, housework and socializing might be restricted due to angina. A heart attack can cause heart failure or be a cause for another hospitalization. May have fear of physical activity or of another event. This can lead to anxiety, low mood and subsequently loss of independence. Partners can get involved or take care as well. Weddell et al. (2025) reported that peer support led to better self-management and self-confidence. It also helped in decreasing the readmission. However, the results from pooled data were not consistent in terms of anxiety and quality of life. This demonstrates that peer support has its value, it is not a substitute, however, for the competent mental health care.
The impact extended to the community. Being out on the job can decrease family income. Family members can offer: transportation, personal care and medicine assistance. Emergency care and procedures, repeat admissions and long term medicines all have costs for the NHS. This burden is heavier because of the presence of local inequality. In 2024/25, CHD admission rates ranged from 215.3 per 100,000 in Wokingham to 696.5 in Luton. That is a 3.2 fold difference (Office for Health Improvement and Disparities, 2025). Risk may be increased by poor housing conditions, low income and limited access to care and insecure jobs. They may also be a hindrance to recovery. Thus CHD can not only considered as medical problem but a social problem also.
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Figure 3. A social inequality feedback loop in CHD. 
5. Health and Social Care Support in the Community
Support should be provided to the individual from prevention to recovery. Review of blood pressure, cholesterol and symptoms by GPs/practice nurses identifies risk. Pharmacists provide information about medication and verify the safe use of medication. Severe disease is diagnosed and procedures are planned by a team of cardiology professionals. Staff at the discharge facility need to provide clear information to the community teams. Cardiac rehab personnel then offer education and risk management and exercise. Dietitians help you to make realistic food changes. Physiotherapists increase activity in a safe manner. Fear, anxiety and low mood is the focus of psychologists or counsellors.
There is also a need for support to provide for daily living. Occupational therapists can help to make a safe transition back home and to work. Social workers can make referrals, to home care, financial or local services. Information and rest for family carers. Community groups can help to decrease isolation. According to Koenders et al. (2025) there are 5 patient needs in rehabilitation. Safety with minimal protection was desired. They had desired the involvement and support of family members, the support of others, caring and assistance in creating a meaningful future. These needs indicate why a single programme is not going to be right for everyone.
Services are required to record referral, attendance, completion and outcomes socially. 421,281 people were eligible for a 2026 English cohort. There was participation in rehabilitation: 77% of starters completed rehabilitation, but only 53% of the total. After adjustment, there was a 22% lower likelihood of completion for South Asian patients compared to White European patients. Other risk factors for non-completion were deprivation, diabetes and being single (McAllister et al., 2026). Services can provide an interpreter, appropriate food suggestions, flexible timing and assistance in transportation. There needs to be a choice of home, digital and face to face. Digital-only care may exclude people without devices, internet or skills. Blended service is fairer and more person centred.
Table 3. Community support required after CHD
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6. Conclusion
Despite improvements in treatment, CHD is still a public health problem. It results in millions of new cases and deaths all over the world. It also imposes a cost burden in the UK in hospitals and communities. The various components of this burden are measured by incidence, prevalence, death, admissions and disability. GP, hospital, audit and death data should be read in conjunction with each other, therefore. Triad of clinical monitoring: symptoms, tests and regular review. The best control is achieved on three levels. Diseases can be prevented by living a healthy life and treating risks. Treatment (medicines & procedures) is able to save life after diagnosis. Rehabilitation can help you to recover and become independent. But the unequal living conditions and unequal access to services diminish these gains. Community care needs to be added into the mix with medical, emotional and practical support. Should involve patient and family in decisions. Services should also inquire as to who initiates and who ends rehabilitation. A flexible and culturally appropriate pathway can minimize harms, which can be avoided. It can also contribute to a safe lifestyle and participation in family, work and community life.
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