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Information Booklet: Coronary Heart Disease (CHD)  
Supporting Health and Social Care Professionals and Service Users in the UK
Definition: One of the main causes of morbidity and mortality in the globe is coronary heart disease (CHD), also known as coronary artery disease. It occurs when fatty deposits called atherosclerotic plaques build up in the coronary arteries that provide oxygenated blood to the heart muscle, narrowing or obstructing them (British Heart Foundation, 2024). Symptoms like angina, dyspnoea, [image: A diagram of a heart with blood vessels
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myocardial infarction (heart attack), heart failure, and sudden cardiac death can result from this decrease in blood flow.
CHD continues to be a serious public health issue and has a substantial impact on healthcare costs and early death. The World Health Organization (WHO, 2023) reports that cardiovascular illnesses contribute for 17.9 million fatalities worldwide each year, with coronary heart disease accounting for a significant share of these instances. Numerous modifiable and non-modifiable risk factors are linked to the development of CHD. Age, gender, ethnicity, and a family history of cardiovascular disease are non-modifiable factors, while smoking, high blood pressure, high cholesterol, obesity, physical inactivity, diabetes, unhealthy eating habits, and excessive alcohol consumption are modifiable factors (NICE, 2023).
Atherosclerosis, a chronic inflammatory condition marked by the gradual accumulation of lipid-rich plaques inside the artery walls, is the underlying pathophysiology of CHD. According to Libby et al. (2019), these plaques can rupture and decrease coronary blood flow, which can result in thrombus development and acute coronary syndromes. To slow the progression of the disease and enhance patient outcomes, early detection and efficient management of cardiovascular risk factors are crucial. 


Evaluation 
Lifestyle modifications, pharmacological therapies like statins and antiplatelet medications, and invasive procedures like percutaneous coronary intervention (PCI) and coronary artery bypass grafting (CABG) when necessary are the current approaches for managing CHD (NICE, 2023, Knuuti et al., 2020). Through patient education, risk assessment, preventative techniques, and evidence-based clinical management, healthcare providers play a critical role in promoting cardiovascular health.
This booklet aims to provide an overview of coronary heart disease, risk factors, pathophysiology, clinical manifestations, diagnosis, available treatments, and preventative measures. Healthcare professionals must comprehend these factors to support officiant patient care and lessen the burden of cardiovascular disease. 

Burden and Prevalence of CHD
Global Prevalence 
The most common type of cardiovascular disease and one of the biggest global public health concerns is coronary heart disease (CHD), also known as ischaemic heart disease (IHD). A major source of illness, death, disability, and a lower quality of life globally, coronary heart disease (CHD) is characterised by the narrowing or occlusion of coronary arteries due to atherosclerosis (World Health Organization (WHO, 2025). 
CHD is the most common cause of death worldwide among all cardiovascular diseases, and it still has a significant negative impact on economies and healthcare systems. According to the World Health Organization (2024), ischaemic heart disease is the leading cause of death worldwide, accounting for around 13% of all deaths (Roth et al., 2020). Despite improvements in prevention and treatment, an anticipated 9.1 million fatalities in 2021 were linked to ischaemic heart disease, a significant rise over prior decades (WHO, 2024).
According to the Global Burden of Disease (GBD) 2021 study, 254.3 million people worldwide had ischaemic heart disease in 2021, which led to almost 9.0 million deaths and 188.4 million lost disability-adjusted life years (DALYs) (Yang et al., 2025). The combined burden of years lived with disability and premature mortality is represented by DALYs, underscoring the substantial effects of CHD on lifespan and quality of life. Overall, the number of cases continues to rise due to population growth, ageing populations, urbanisation, and the rising prevalence of cardiovascular risk factors lie obesity, hypertension, diabetes mellitus, and physical inactivity, even though age-standardized mortality rates have decreased over the past few decades due to advancements in medical management (Tsao et al., 2023). 
Geographical areas and socioeconomic categories have significantly different rates of CHD across Europe, reflecting inequalities in cardiovascular risk factors and access to healthcare (Timmis et al., 2022). More than three-quarters of cardiovascular deaths worldwide occur in low- and middle-income countries (LMICs), which also have disproportionately high rates of premature death because of poor preventive measures, delayed diagnosis, and restricted access to healthcare facilities (WHO, 2025). Yet, thanks to advancements in acute cardiac treatment, better risk-factor control, and successful public health initiatives, CHD mortality has decreased in many high-income nations. However, even in industrialised countries, CHD continues to be a leading cause of hospitalisation and medical costs (Mensah et al., 2019). 
The epidemiology of CHD also shows disparities in age and sex. In most age groups, men have greater prevalence and death rates than women; however, following menopause, women's risk increases significantly due to hormonal changes and age-related cardiovascular risk factors (Yang et al., 2025). Additionally, the cumulative effects of long-term exposure to cardiovascular risk factors and vascular ageing are reflected in the considerable increases in CHD incidence and prevalence with age.
CHD has a significant financial cost. Indirect healthcare expenses include lost productivity, long-term incapacity, and early death in addition to direct costs related to hospital stays, diagnostic tests, prescription medications, and surgical procedures globally. As a result, CHD is still a major problem for healthcare systems around the world and a top concern for evidence-based clinical management, prevention, and health promotion.
The rising absolute number of CHD patients globally underscores an expanding public health concern despite declines in age-standardized mortality rates (Joseph et al., 2017). This paradox is a result of both global increases in obesity, diabetes, and sedentary lifestyles as well as demographic shifts, particularly population ageing and longer life expectancies. Thus, to lessen the worldwide burden of coronary heart disease, future healthcare policies must give equal access to cardiovascular care and primary prevention top priority (Yang et al., 2025; WHO, 2025).
UK Prevalence 
Despite tremendous advancements in prevention, diagnosis, and treatment in recent decades, coronary heart disease (CHD) continues to be one of the leading causes of morbidity and mortality in the United Kingdom. According to the British Heart Foundation (2025), CHD is one of the most prevalent long-term cardiovascular diseases affecting adults, with an estimated 2.3 million people in the UK suffering from it. According to the British Heart Foundation (2025), CHD still causes about 66,000 deaths annually, or 180 deaths every day, with many of these deaths happening before the age of 75. CHD continues to be a major cause of premature death and disability in the UK, even though mortality rates have significantly decreased since the 1970s because of decreased smoking prevalence, better blood pressure and cholesterol control, and improvements in acute cardiac care (Office for Health Improvement and Disparities, 2024). 
The population does not bear the same burden of CHD. There are notable disparities in health based on geographic location, ethnicity, and socioeconomic class. Compared to people who live in more affluent locations, residents of the most impoverished communities have greater rates of CHD incidence, earlier disease onset, and worse clinical outcomes. Reduced access to preventative healthcare services and increased exposure to modifiable risk factors, such as smoking, obesity, physical inactivity, poor diet, and diabetes, are closely associated with these disparities (Office for Health Improvement and Disparities, 2024). 
Because of the combined effects of atherosclerosis over time, the prevalence of CHD also rises significantly with age. Although women's risk increases dramatically after menopause due to the loss of oestrogen's protective effects, males typically develop CHD earlier than women (National Institute for Health and Care Excellence, 2023).
CHD has a significant financial impact on the NHS and society at large in addition to its clinical effects. Every year, the illness causes thousands of emergency hospital admissions and necessitates long-term treatment with medication, cardiac rehabilitation, outpatient follow-up, and, in certain situations, complicated procedures like coronary artery bypass grafting (CABG) or percutaneous coronary intervention (PCI). The UK economy is further strained by indirect expenses brought on by decreased productivity, sick leave, early retirement, and unpaid caring.
Overall, the NHS continues to face significant challenges due to the rising incidence of obesity, type 2 diabetes, an ageing population, and enduring health disparities, even though advancements in public health initiatives and evidence-based clinical management have decreased CHD mortality over recent decades. This demonstrates the continuous need for early diagnosis, efficient preventative measures, and fair access to high-quality cardiovascular care throughout the United Kingdom.
Risk Factors and Aetiology of Coronary Heart Disease (CHD)
Genetic, biochemical, behavioural, and environmental variables interact to cause coronary heart disease (CHD), a complex illness. Many risk factors are controllable and can be decreased with adequate medical management and healthy lifestyle choices, even though some cannot be changed (NICE, 2023). 
Non-Modifiable Risk Factors
An individual's likelihood of getting CHD is greatly increased by several risk factors that cannot be changed:
Age: Because of cumulative exposure to cardiovascular risk factors and progressive arterial alterations, the risk of CHD rises with age (British Heart Foundation, 2025).
Gender: Compared to women, men typically develop CHD at an earlier age. However, due to the diminished protective effects of oestrogen, women's risk increases significantly after menopause (NHS England, 2024). 
Family History: People are more genetically susceptible to CHD if they have a first-degree relative who had cardiovascular disease at a young age (NICE, 2023).
Ethnicity: Individuals with Black African, Caribbean, and South Asian ancestry have different cardiovascular risks. Type 2 diabetes and early coronary heart disease are more common in South Asian populations (British Heart Foundation, 2025).
Modifiable Risk Factors
Risk factors that can be controlled or avoided are linked to most CHD cases with evidence suggesting that effective management of blood pressure, cholesterol, diabetes and smoking substantially reduces cardiovascular risk (Arnett et al., 2019).
Smoking: Smokers are far more likely to suffer a myocardial infarction because tobacco smoke destroys the endothelium, causes atherosclerosis, and increases the production of blood clots (NHS England, 2024).
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Obesity: Being overweight increases the risk of cardiovascular disease by causing insulin resistance, hypertension, dyslipidaemia, and chronic inflammation (World Health Organization, 2023).
Physical Inactivity: Poor lipid profiles, obesity, and elevated blood pressure are all linked to insufficient physical activity. Frequent exercise lowers the incidence of CHD and enhances cardiovascular fitness (WHO, 2023).
High Cholesterol: Increased low-density lipoprotein (LDL) cholesterol reduces blood flow to the heart muscle by encouraging the development of fatty plaques in coronary arteries (NICE, 2023).
Hypertension: Chronically elevated blood pressure weakens artery walls, hastening atherosclerosis and raising the risk of stroke and heart attack (NHS England, 2024).
Diabetes Mellitus: Diabetes significantly raises cardiovascular risk by causing endothelial dysfunction and accelerating plaque development through persistent hyperglycaemia (British Heart Foundation, 2025).
Excessive Alcohol Consumption: Frequent heavy drinking raises the risk of cardiovascular disease by causing obesity, hypertension, and irregular heart rhythms (NHS England, 2024).
Poor Diet: Diets high in saturated fat, trans fats, salt and refined sugars increase cholesterol levels, obesity and hypertension, while diets rich in fruit, vegetables and whole grains are protective (European Society of Cardiology, 2021).
Stress: Prolonged psychological stress can raise blood pressure and inflammation, which in turn raises the risk of coronary heart disease (CHD). It can also lead to harmful coping mechanisms like smoking and overeating (British Heart Foundation, 2025).
The cause
Atherosclerosis, a chronic inflammatory disease of the coronary arteries, is the underlying pathological mechanism that causes CHD. Damage to the endothelium lining of blood arteries, which is brought on by things like smoking, high blood pressure, and high LDL cholesterol, is the first step in the process. Lipoproteins high in cholesterol build up in the artery wall, where inflammatory cells create fatty streaks that eventually turn into fibrous atherosclerotic plaques. These plaques eventually cause the coronary arteries to constrict, which lowers the amount of oxygen-rich blood that reaches the heart (Ference et al., 2017). A thrombus may develop and totally block the artery if a plaque bursts, causing an acute myocardial infarction (NICE, 2023; Libby et al., 2019).
Critical Evaluation
Research indicates that modifying lifestyle-related risk factors, such as quitting smoking, maintaining a healthy diet, engaging in regular physical activity, and effectively managing hypertension, diabetes, and hypercholesterolaemia, can prevent up to 80% of premature cardiovascular disease (WHO, 2023). However, individual behaviour is not the only factor in prevention. Wider social determinants of health have a substantial impact on exposure to cardiovascular risk factors and contribute to ongoing health disparities. These variables include poverty, poorer educational attainment, unemployment, substandard housing, and limited access to healthcare services (Marmot et al., 2020). Therefore, both individual-level interventions and more comprehensive public health policies that address socioeconomic disparities are necessary for effective CHD prevention. 
Impact of Coronary Heart Disease
An individual's health, functional capacity, and quality of life can all be affected by the severe physical effects of coronary heart disease. Angina, which is marked by chest pain or discomfort after physical activity or emotional stress, is often caused by reduced blood supply to the myocardium. People may experience dyspnoea, exhaustion, decreased exercise tolerance, and diminished mobility as the illness worsens, making it more difficult for them to carry out daily tasks on their own (NHS England, 2024).
Heart failure, which occurs when the heart cannot effectively pump blood throughout the body, and acute myocardial infarction (heart attack), which may result in irreversible damage to the heart muscle, are more serious consequences (NICE, 2020). People with severe congestive heart failure frequently need lifetime medicine, frequent hospital stays, and continuous cardiac monitoring.
Physical effects include:
Angina, Breathlessness, Fatigue, Reduced Mobility, Heart Attack and Heart Failure.
Evaluation
Independence and quality of life are often diminished by the physical constraints associated with CHD. Persistent symptoms may limit one's ability to work, take care of oneself, and engage in social or recreational activities. It has been demonstrated that successful cardiac rehabilitation and secondary prevention initiatives enhance physical functioning and lower the risk of subsequent cardiovascular events (NICE, 2020, Anderson et al., 2016). 



Psychological Impact
There can be significant psychological effects from having CHD following myocardial infarction, with anxiety and depression reducing adherence to treatment and participation in rehabilitation (Lichtman et al., 2014; Taylor et al., 2022). After receiving a diagnosis or therapy, many people suffer from worry, despair, uncertainty about the future, and dread of having another heart attack. Psychological discomfort can have a detrimental impact on lifestyle modifications necessary for recovery, discourage participation in rehabilitation programs, and decrease adherence to prescribed medication (British Heart Foundation, 2025).
According to research, depression is more prevalent after myocardial infarction and is linked to worse recovery, more hospital readmissions, and higher death rates (Lichtman et al., 2014). 
Psychological effects include:
Anxiety, Depression, Fear of recurrent heart attacks, Reduced self-esteem, Loss of confidence, Emotional distress. 


Social Impact 
According to Marmot et al. (2020), CHD can have a detrimental impact on one's overall quality of life by limiting employment, decreasing involvement in leisure activities, and causing financial difficulties or social isolation.
Social effects include:
Social exclusion, Workplace difficulties, financial challenges, Decreased engagements in leisure activities. 

Effects on Carers and Families
Families frequently help with personal care, medicine administration, emotional support, and transportation to appointments. But providing care can lead to stress, financial difficulty, carer burden, and a lower quality of life, underscoring the need for assistance for both patients and carers (NHS England, 2024; Marmot et al., 2020).
Evidence-Based Treatments Available Through the NHS
to enhance outcomes and lower problems, the NHS offers a variety of evidence-based therapies for coronary heart disease (CHD), including medication, surgery, lifestyle changes, and cardiac rehabilitation (NICE, 2023).
The cornerstone of managing CHD is lifestyle adjustment. Patients are urged to give up smoking, maintain a healthy weight, follow a heart-friendly diet, and get regular exercise. NHS weight-management initiatives and smoking cessation services help people lower cardiovascular risk factors (NHS England, 2024).
Clinical needs are taken into consideration while prescribing medication. Statins to lower cholesterol, aspirin to prevent blood clots, beta-blockers to lower blood pressure and heart rate, ACE inhibitors to enhance cardiac function and manage hypertension, and nitrates to alleviate angina symptoms are common therapies (NICE, 2023).
Theoretical Perspectives and Models
The NHS Long Term Plan (2019) is a UK model.
By emphasising early diagnosis, cardiovascular screening, integrated care, and lowering health disparities, the NHS Long Term Plan seeks to enhance the prevention and treatment of coronary heart disease. Additionally, it encourages interdisciplinary 
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collaboration and individualised treatment to enhance patient outcomes and lower preventable hospital admissions (NHS England, 2019). Early CHD diagnosis and prevention are encouraged by the NHS Long Term Plan. However, because of a lack of workers, rising service demand, and financial constraints, its efficacy varies throughout the United Kingdom (The King's Fund, 2024).
International Model: Wagner's Chronic Care Model
An internationally accepted approach for managing chronic illnesses, such as CHD, is Wagner's Chronic Care Model (CCM). By fostering cooperation between medical staff and patients to enhance self-management and long-term results, the approach encourages proactive, patient-centred treatment (Wagner et al., 2001).
Research indicates that by transitioning healthcare from reactive treatment to proactive illness management, the Chronic Care Model enhances patient involvement, treatment adherence, and health outcomes (Wagner et al., 2001).
Political Health and Social Care Agendas
To improve coronary heart disease (CHD) prevention and management, national and local health policies are crucial. Reducing cardiovascular disease through prevention, early diagnosis, individualised care, and improved integration of health and social care services is a top priority in the NHS Long Term Plan (2019) (NHS England, 2019).
Additionally, to reduce avoidable disease, the Cardiovascular Disease Prevention Programme promotes NHS Health Checks, early detection of cardiovascular risk, and lifestyle treatments such quitting smoking, maintaining a healthy diet, and increasing physical activity (NHS England, 2024, Taylor et al., 2022).
Moreover, to provide integrated, person-centred care locally, NHS organisations, local governments, and community services collaborate through Integrated Care Systems (ICSs). In addition to lowering hospital admissions and addressing broader social determinants of health, this cooperative strategy seeks to enhance continuity of care. 
Although integrated and preventative care are supported by current legislation, service delivery and access to cardiovascular care vary throughout England due to regional health disparities, a lack of workers, and financial constraints (The King's Fund, 2024).
Recommendation for improving the person-centred care
To be able to effectively manage coronary heart disease (CHD), person-centred care is essential. It entails acknowledging each person's needs, preferences, and values while assisting them in actively participating in decisions regarding their care. It has been demonstrated that this strategy enhances patient satisfaction, treatment adherence, and general health outcomes (NICE, 2021).
By educating and continuing to support patients, healthcare providers should enable them to take control of their situation. Medication adherence, eating a heart-healthy diet, engaging in regular exercise, and identifying symptoms that call for medical treatment are important areas. Promoting weight control, quitting smoking, and participation in cardiac rehabilitation programs are other aspects of self-management.
Furthermore, instead of focusing only on the ailment, person-centred care should be customised for everyone. Healthcare providers should respect patients' choices, encourage collaborative decision-making, and offer information that helps patients make educated decisions. To provide the patient with both practical and emotional support throughout their journey, care should also be culturally aware and engage family members or caretakers when appropriate. Continuity of care can be further improved by a multidisciplinary strategy that includes primary care, hospital specialists, community services, and social care (NHS England, 2019).
Early discussions about future care are crucial for those with advanced congestive heart failure. Through advance care planning, people can communicate their preferences for medical care and final care. In addition to offering patients and their family psychological, emotional, and spiritual support, palliative care services can help control symptoms including pain and dyspnoea. 
Research indicates that early conversations on palliative care can help manage symptoms, improve quality of life, and promote patient autonomy by ensuring that care is tailored to each patient's values and choices (NICE, 2021).
Conclusion
In the UK and around the world, CHD continues to be one of the greatest global public health challenges, requiring coordinated prevention strategies, equitable healthcare access and effective long-term management (WHF, 2023). A comprehensive, person-centred strategy that incorporates evidence-based treatment, lifestyle change, self-management support, and integrated care is necessary for effective management. Healthcare providers can enhance quality of life, lower hospital admissions, and promote improved long-term health outcomes by attending to the physical, psychological, and social needs of people with CHD.
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