Title page –
Name: Faiza Tahir
Student number: 2333852
Introduction to Public Health 
Module code: LCHS4008
Lecturer: Gillian Weaver 













A Public Health Report on Coronary Heart Disease: Measurement, Control, and Community Impact



Table of Contents
Introduction	3
Main Body	3
Approaches to Measuring and Monitoring Coronary Heart Disease	3
How Coronary Heart Disease is Controlled	4
Consequences of Coronary Heart Disease on People in the Community	4
Required Health and Social Care Support Services	5
Conclusion	6
References	7

[bookmark: _Toc232478753]
Introduction
[bookmark: _Toc232478754]Coronary heart disease (CHD), is a disease in which the blood vessels (coronary arteries) supplying blood to the heart muscle becomes narrowed because of fatty plaques (atherosclerosis). It manifests itself with chest pain (angina), difficulty breathing and, in extreme cases, heart attack (myocardial infarction). According to the World Health Organisation (2023) and Roth et al (2020), CHD is one of the most important causes of death worldwide, responsible for approximately 9 million deaths annually. The problem is still extremely critical in the United Kingdom. According to the British Heart Foundation (2022; BHF, 2025) and Townsend et al. (2022), estimates that there are around 2.3 million people in the United Kingdom who live with CHD, and the condition is responsible for almost 66,000 deaths a year. The use of such statistics should be taken seriously and are alarming. The numbers were definitely not a normal clinical concern but on the contrary a major community health concern that needs to be addressed by a systemic approach and implemented strategies to reverse and diminish the impact of CHD on society (Khan et al., 2023). 
Main Body
[bookmark: _Toc232478755]Approaches to Measuring and Monitoring Coronary Heart Disease
[bookmark: _Toc232478756]There are multiple epidemiological methods available for measuring and monitoring CHD at a population level, and each has its advantages and disadvantages. Routine primary care records are routinely used as a method, with CHD and angina/heart attack data from the UK's Quality and Outcomes Framework (QOF) accounting for diagnosed cases (NHS Digital, 2023; Forbes et al., 2017). The information contained in these records can be used to create prevalence statistics by location and population, creating a valuable resource for public health teams to identify hotspots and target interventions. National health surveys, for example the Health Survey for England, which gather self-reported information on cardiovascular conditions and risk factors for cardiovascular events (such as smokers and levels of cholesterol and hypertension) are another useful method (Newby et al., 2018).
HES also report on admissions for a heart attack and hospital admissions where a cardiac revascularisation procedure is undertaken such as coronary artery bypass surgery (CABG) and angioplasty (NHS Digital, 2022; Herrett et al., 2010). The Office for National Statistics (ONS) provides mortality data which can be used to track CHD mortality over time, so offer some degree of quality of performance of a prevention and intervention programme (Lifford et al., 2020). But all these methods have a serious disadvantage: they result in underestimation of the number of cases of CHD that are undiagnosed or have no symptoms (Stehbens, 1991; Leening et al., 2014). Furthermore, the typical has proved difficult. has remained invisible in health services practices both within deprived and remote areas—from whom it has been hard to access primary care for some reasons. would be more difficult (Gagné, Henderson & McMunn, 2022; Marmot et al., 2020). That is, they can provide useful data on trends for planning services, but can substantially underestimate the burden of CHD in the community due to the current monitoring systems (Petersen et al., 2019).
How Coronary Heart Disease is Controlled
[bookmark: _Toc232478757]Maintenance of CHD control is dependent on primary prevention, early detection and evidence-based treatment. Primary prevention involves minimising risk factors, for example by launching public health initiatives encouraging healthy living such as the NHS Health Check programme in England (Public Health England, 2021), to tackle unhealthy eating, physical inactivity, smoking and high blood pressure. Secondary prevention comprises the identification of high-risk people (e.g., people with diabetes, hypertension or a family history of CHD) and providing them with lifestyle changes and drugs including statins and antihypertensive medicines. Tertiary prevention is provided via the NHS Long Term Plan (NHS England, 2019), with the stated target to increase access to cardiac rehab programmes for those people who have had a heart attack or revascularisation.
Recommendations by the National Institute for Health and Care Excellence (NICE, 2020; Piepoli et al., 2016), a multi-disciplinary approach will involve medication optimization, lifestyle advice and psychological support. Nevertheless, there are significant differences between parts of the UK. The prevalence of CHD is also greater in deprived areas of population and the access to prevention and rehabilitation services is clearly disadvantageous to people living in deprived areas compared to affluent areas. Some other factors also contribute to the variation of the contact time and hence impact of control measures for disadvantaged groups (Lewer et al., 2020): Delays in referral to specialist cardiology practice; Delays in obtaining appropriate diagnostic procedures. 
Consequences of Coronary Heart Disease on People in the Community
[bookmark: _Toc232478758]These effects of CHD don't only affect individual patients, but also the family and the community. At the systemic level, CHD can cause a lower quality of life, chronic angina, heart failure and sudden cardiac death. After a heart attack, many patients may be anxious and depressed, which may hinder adherence to the treatment regimen from the start and when reaching a successful recovery (Hare & Toukhsati, 2020). Carrying out caregiving roles for individuals with CHD in the family can often result in emotional stress, financial problems and lost work time for families. Parents or children can become unhealthy through the disruption of marriage, and transmit the negative health levels from generation to generation. The consequences of CHD at a community level are significant economic costs of lost productivity, absenteeism from work and the additional utilisation of emergency services and hospital beds.
The British Heart Foundation (2022; Luengo-Fernandez et al., 2023) calculated that the annual UK cost of cardiovascular diseases is around £9 billion (which is about £3.8 billion of direct costs related to problems and difficulties of the heart, e.g. hospital admissions, prescriptions, surgery, and disability costs, plus the missed potential contribution from premature death and disability). The financial burden not only impacts the healthcare system but also local economies and employers. CHD outcomes are also very much related to a social gradient. The highest rates of CHD are found within the most deprived neighbourhoods, while these areas may offer the lowest uptake of CHD preventing services but also little access to cardiac rehabilitation courses and health education. The inverse effect of this is that the people who need this the most have the lowest likelihood of receiving it, thereby reinforcing and exacerbating or widening health inequalities (Marmot et al., 2020). This needs a concerted approach to public health, accompanied by a mechanism for targeted resource allocation to disadvantaged regions.
Required Health and Social Care Support Services
[bookmark: _Toc232478759]To address the complex needs of individuals with CHD, a multi-service response is required, which involves the multi-agency involvement of NHS, social care and voluntary organisations to act in an integrated way. In the NHS, timely access to diagnostic tests like an ECG, echocardiogram, and coronary angiography is crucial for prompt diagnosis and intervention. Cardiac rehabilitation provision and access should be available to everyone following a revascularisation or heart attack; however, provision varies greatly across England with some areas having long waiting lists for cardiac rehab or limited capacity to deliver cardiac rehab services (NHS England, 2023; Harrison et al., 2021). All practices, in particular those in general practice, should be supported by practice nurses and clinical pharmacists to optimise the long-term management of the major risk factors for CHD progression blood pressure, cholesterol level and diabetes. Social prescribing has been found to be a successful method of connecting people and patients with non-medical services on the ground. 
These may include healthy cooking sessions, advice on quitting smoking, stress counselling, walking groups or a weight management session (Husk et al., 2020; Drinkwater et al., 2019), it could even be support with money management (Drinkwater et al., 2019). There is also social care required to support patients to carry out practical tasks that are rendered difficult due to CHD, and/or assist patients with activities of living (bathing, dressing etc.) and/or adapt the home to render it safe and/or enable the patient to move about, for safety and independence. ADSs and organisations including British Heart Foundation and local heart support groups which offer peer support and correct information and events in the local community for treatment after stroke are crucial aspects of the voluntary sector. Particularly a concern in rural locations and during out-of-hours periods when statutory services may not be available. Finally, there needs to be linkage and close working between local governments and clinical commissioning groups for seamless care pathways, so that there are less duplication and resources are allocated to those who are most in need.
Conclusion
In the UK, CHD is still a top cancer killer and major contributor to disability. Existing monitoring tools including primary care records and national surveys are useful sources of data but probably underestimate prevalence because many cases are likely undiagnosed, especially those among hard-to-reach groups. There are many control measures that are well established, such as prevention, treatment and cardiac rehabilitation, but there is variable uptake of these measures in the different regions and poorest access is in deprived communities, where people are most vulnerable to not getting access to timely treatment. 
The effects of CHD not only affect the person diagnosed, but also family members, carers, and of course the economies of individuals, families, and society as a whole because of lost productivity and greater demand for health services. For this reason, health and social care services need to be coordinated in order to address this challenge. From the rapid diagnostics to the voluntary sector support, including accessible cardiac rehabilitation and social prescribing schemes. If the trigger of CHD is not addressed through investment in disadvantaged communities, and an institutional commitment to reducing health inequalities, then CHD will have an unacceptable and preventable impact on communities throughout the United Kingdom.
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