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Coronary Heart Disease

Introduction

Coronary heart disease (CHD) is a long-term condition in which the coronary arteries become narrowed or blocked by a build-up of fatty substances called atheroma. This process, known as atherosclerosis, restricts the supply of oxygen-rich blood to the heart muscle and can cause angina or a heart attack (NHS, 2024). Common signs and symptoms include chest pain, breathlessness, pain that may spread to the arms, neck or jaw, dizziness, nausea and sweating. However, some individuals may have no symptoms before being diagnosed. CHD is a major public health problem both globally and in the UK. The World Health Organization (WHO, 2025) reports that cardiovascular diseases caused approximately 19.8 million deaths worldwide in 2022, representing 32% of all global deaths. In England, approximately 1.9 million people had a recorded GP diagnosis of CHD in the financial year ending March 2025 (OHID, 2025). These figures demonstrate the continuing significance of CHD as a public health issue.

Main Body

Understanding coronary heart disease and its risk factors

CHD develops when the coronary arteries become narrowed because fatty material accumulates within the artery walls. As the arteries become narrower, less oxygen reaches the heart muscle, particularly when the heart requires more oxygen during physical activity. This can cause angina, which is usually experienced as chest discomfort or pressure. If a coronary artery becomes completely or partly blocked by a blood clot, a heart attack can occur. A heart attack can permanently damage the heart muscle and may be fatal if treatment is not received quickly (NHS, 2024).

There are several risk factors associated with CHD. Some are modifiable, meaning that individuals can potentially change them, while others cannot be changed. Important modifiable risk factors include smoking, high blood pressure, high cholesterol, physical inactivity, obesity, unhealthy diet and diabetes. Smoking is particularly significant because chemicals in tobacco smoke can damage the lining of arteries and increase the risk of blood clots. High blood pressure places additional pressure on blood vessels, while high cholesterol can contribute to the build-up of fatty deposits. Diabetes can also increase the likelihood of developing cardiovascular disease (NHS, 2024).

An unhealthy diet and lack of physical activity can contribute to obesity, high blood pressure and abnormal cholesterol levels. The WHO (2025) identifies tobacco use, unhealthy diet, physical inactivity, obesity and harmful alcohol consumption among important behavioural risk factors for cardiovascular disease. This supports the view that prevention should not focus only on treating CHD after it develops, but should also address preventable risk factors within the population.

There are also non-modifiable risk factors. These include increasing age, family history and genetic factors. A person cannot change their age or family history, but understanding these factors can help healthcare professionals identify people who may require closer monitoring. NICE (2023) recommends systematic cardiovascular risk assessment and the use of QRISK3 for eligible adults aged 25 to 84 who do not already have cardiovascular disease. This demonstrates how public health policy supports early identification of people at increased risk.

Level of incidence and impact of CHD

CHD represents a major burden worldwide. Although the WHO’s cardiovascular statistics cover cardiovascular diseases as a wider group rather than CHD alone, they demonstrate the scale of cardiovascular disease internationally. In 2022, approximately 19.8 million people died from cardiovascular diseases worldwide, accounting for approximately 32% of all deaths. The WHO (2025) also reports that 85% of these cardiovascular deaths were caused by heart attacks and strokes. This demonstrates the serious consequences of diseases affecting the cardiovascular system.

The UK also has a significant burden of CHD.
[07/08/2026 07:43] beb: According to the Office for Health Improvement and Disparities (OHID, 2025), approximately 1.9 million people in England had a recorded GP diagnosis of CHD in the financial year ending March 2025. This represented approximately 3% of the population. OHID also reported that hospital admission rates for CHD decreased by 46% between the financial years ending March 2005 and March 2025. However, inequalities remain, with a 3.2-fold difference between the highest and lowest local-authority CHD admission rates in England in the financial year ending March 2025 (OHID, 2025). This suggests that although overall outcomes have improved, the burden of CHD is not distributed equally across communities.

These UK statistics are important for public health planning because they allow healthcare organisations to identify areas with greater need and allocate resources appropriately. OHID’s cardiovascular disease profiles are specifically designed to help commissioners and health professionals understand the impact of cardiovascular disease and make decisions about services (OHID, 2025). Therefore, UK data provides evidence for targeting prevention and treatment services towards communities experiencing greater levels of cardiovascular disease.

Measuring and monitoring coronary heart disease

There are several approaches used to measure, diagnose and monitor CHD. A first approach is cardiovascular risk assessment. During a GP assessment, healthcare professionals may consider medical and family history, smoking, physical activity, blood pressure, cholesterol, weight and other risk factors. An NHS Health Check can be used to assess cardiovascular risk in eligible adults. Blood tests can measure cholesterol, while blood pressure measurements can identify hypertension (NHS, 2024).

NICE (2023) recommends QRISK3 as a tool for estimating a person’s 10-year risk of developing cardiovascular disease for eligible adults without established CVD. Using a structured risk assessment is important because it enables healthcare professionals to identify people who may benefit from preventative interventions. NICE also recommends that cardiovascular risk should be reviewed on an ongoing basis for people over the age of 40. This provides a policy-based justification for regular monitoring rather than waiting until an individual develops serious symptoms.

When CHD is suspected, diagnostic investigations may also be required. These include an electrocardiogram (ECG), echocardiogram, blood tests, CT scans, MRI scans and coronary angiography. These tests can provide information about the structure and function of the heart and whether coronary arteries have become narrowed or blocked (NHS, 2024).

At population level, CHD can be monitored through GP records, hospital admission data and mortality statistics. OHID (2025) uses these types of information in its cardiovascular disease profiles to identify patterns and inequalities across England. Monitoring this information helps the NHS evaluate whether prevention and treatment programmes are improving outcomes.

How coronary heart disease is controlled

CHD cannot normally be completely cured, but its symptoms and progression can be controlled through lifestyle changes, medication and medical procedures. The NHS (2024) states that treatment can reduce symptoms and lower the risk of further cardiovascular problems.

Lifestyle changes are an important part of controlling CHD. Individuals may be advised to stop smoking, become more physically active, maintain a healthy weight, eat a balanced diet and reduce excessive alcohol consumption. NICE (2023) recommends that people at high risk of or living with cardiovascular disease should receive advice and support to achieve a healthy lifestyle. NICE also recommends reducing saturated fat, increasing healthier unsaturated fats and undertaking appropriate physical activity.

Medication may also be required. Statins can reduce cholesterol levels, while other medicines can help control blood pressure, relieve angina or reduce the risk of blood clots.
[07/08/2026 07:43] beb: NICE (2023) recommends appropriate lipid-lowering treatment based on cardiovascular risk and clinical circumstances. The NHS (2024) explains that medicines such as statins, blood-thinning medicines, beta blockers, nitrates and ACE inhibitors may be used depending on the individual’s needs.

For individuals whose arteries are significantly narrowed or blocked, medical procedures may be required. Coronary angioplasty can widen a narrowed artery and a stent may be inserted to help keep it open. Some individuals may require coronary artery bypass graft surgery, which creates another route for blood to reach the heart muscle (NHS, 2024).

Cardiac rehabilitation is also an important component of controlling CHD following a heart attack, heart surgery or other cardiac problems. Cardiac rehabilitation can include physical activity, education about medicines and lifestyle, stress management and psychological support. NHS guidance states that cardiac rehabilitation can reduce the risk of another heart attack and hospital admission and can improve wellbeing and quality of life (NHS, 2024).

Consequences of coronary heart disease for individuals and the community

CHD can have physical, psychological, social and financial consequences. Physically, individuals may experience chest pain, breathlessness, tiredness and reduced ability to participate in physical activities. More serious complications include heart attacks and heart failure. A heart attack can permanently damage the heart muscle and can be fatal (NHS, 2024).

The psychological consequences can also be significant. Following a heart attack or diagnosis of CHD, individuals may experience anxiety, stress, low mood or fear of having another cardiac event. These problems may reduce confidence and make it more difficult for people to return to normal activities. NHS cardiac rehabilitation therefore includes psychological support as part of recovery (NHS, 2024).

CHD can affect employment and family life. Individuals recovering from a heart attack or heart surgery may require time away from work and may need to change the type or amount of work they undertake. This can lead to reduced income and financial pressure. Family members may also have to provide practical and emotional support.

At community level, CHD creates demand for GP appointments, hospital treatment, medication, rehabilitation and social care. It therefore has implications for NHS resources. The UK data also demonstrates health inequalities. The 3.2-fold difference between the highest and lowest local-authority CHD hospital admission rates in England shows that some communities experience substantially greater burdens than others (OHID, 2025). This supports the need for public health interventions that address wider determinants of health as well as individual behaviour.

Health and social care support services

Individuals affected by CHD require coordinated support from health and social care professionals. GPs and practice nurses play an important role in monitoring blood pressure, cholesterol, symptoms, medication and cardiovascular risk. They can also provide lifestyle advice and refer individuals to specialist services.

Cardiology services are required when individuals need specialist investigations or treatment. Cardiologists can assess diagnostic results and determine whether medication, angioplasty or surgery is appropriate.

Cardiac rehabilitation is an important community-based service. According to the NHS (2024), programmes can include suitable physical activity, education, advice about managing medication, stress-management techniques and psychological support. Programmes may be delivered through group sessions, online services or home-based programmes. This flexibility can help individuals participate according to their circumstances.

Other professionals may also be required. Dietitians can provide nutritional advice, while smoking cessation services can help individuals stop smoking. Pharmacists can support medication management and explain how medicines should be taken.
[07/08/2026 07:43] beb: Physiotherapists and exercise professionals can support safe physical activity.

Some individuals may also require social care support if CHD affects their ability to manage everyday activities independently. Social workers can help assess individual needs and identify appropriate services. Family carers may also require information and support.

Person-centred care is important because people have different health conditions, lifestyles, financial circumstances and support networks. NICE (2023) recommends shared decision-making and encourages healthcare professionals to consider a person’s circumstances, preferences and confidence when supporting lifestyle changes. This demonstrates that effective CHD management should involve the individual rather than simply giving instructions.

Conclusion

Coronary heart disease is a major long-term health condition caused mainly by the narrowing or blockage of coronary arteries. It can result in angina, heart attacks and heart failure and can have serious physical, psychological, social and financial consequences. The evidence demonstrates that CHD remains an important public health issue internationally and in the UK. Worldwide, cardiovascular diseases caused approximately 19.8 million deaths in 2022, while around 1.9 million people in England had a recorded diagnosis of CHD in 2025 (WHO, 2025; OHID, 2025).

CHD can be prevented and controlled by addressing modifiable risk factors, identifying people at increased risk, providing appropriate medication and offering specialist treatment where necessary. NICE policy supports structured cardiovascular risk assessment, healthy lifestyle interventions and appropriate cholesterol management. Health and social care services, including GPs, cardiologists, pharmacists, dietitians, rehabilitation teams and social care professionals, are therefore essential. A coordinated and person-centred approach can reduce complications, improve quality of life and help address inequalities in cardiovascular health.
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