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Coronary heart disease (CHD), also called ischaemic heart disease, occurs when the coronary arteries supplying oxygen-rich blood to the heart become narrowed or blocked by atheroma, reducing blood flow. This can cause angina and, if an artery becomes completely blocked, a heart attack (NHS, 2024a).
Symptoms can include chest pain or discomfort, shortness of breath, tiredness, dizziness and pain spreading to the arms, neck, jaw or back. Symptoms vary between people and some may have few or no obvious symptoms before a serious cardiac event (NHS, 2024b).
CHD remains a major public-health issue. Ischaemic heart disease caused about 9.0 million deaths worldwide in 2021 and was the world&#39;s leading cause of death (WHO, 2024). In the UK, CHD continues to cause around 64,000 deaths each year (BHF, 2026). These figures demonstrate the severity of the condition, while differences in risk and outcomes between communities show that CHD is also an issue of health inequality.
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Public health bodies use routine health data, clinical information and population research to measure and monitor CHD. Primary-care records provide information about diagnosed disease, risk factors and treatment; hospital data records admissions and procedures; and death registrations allow mortality to be compared by age, sex and geographical area.
The Office for Health Improvement and Disparities (OHID) publish cardiovascular disease profiles combining information about primary care, hospitalisation and mortality. These data support local service planning (OHID, 2025a). Recent figures show that CHD hospital admission rates in England fell by 46% between the financial years ending March 2005 and March 2025.
Premature CHD mortality also fell from 41.8 to 39.1 deaths per 100,000 between 2022 and 2024(OHID, 2025b). This indicates progress in prevention and treatment, although continuing premature deaths demonstrate that further intervention is required.
Routine data has limitations because it mainly captures diagnosed disease. People who do not access healthcare or remain undiagnosed may be missed, while differences in recording and access can affect comparisons. Combining several sources therefore provides a more reliable picture.
Risk assessment provides another approach. The NHS Health Check assesses eligible adults aged 40–74 for factors including blood pressure, cholesterol, smoking and diabetes risk (OHID, 2026). NICE recommends systematic cardiovascular risk assessment in primary care and ongoing review for adults over 40 (NICE, 2023a). This links population monitoring to individual prevention.
Clinical investigations may include blood tests, ECGs and cardiac imaging, depending on symptoms and clinical circumstances (NHS, 2024c). Research studies can also examine longer-term relationships between lifestyle, genetics and cardiovascular outcomes.
Overall, combining population statistics, clinical records, risk assessment and research is stronger than relying on one method. It supports identification of trends, high-risk groups and service needs, although interpretation must recognise limitations in coverage and data quality. For
example, admission data may reflect service access as well as underlying disease levels, so trends should be interpreted alongside mortality and primary-care evidence.

[bookmark: _Toc237934281]CONTROLLING CORONARY HEART DISEASE
 
 CHD involves preventing its development, slowing progression and reducing
complications. Primary, secondary and tertiary prevention therefore all have a role.
Primary prevention addresses modifiable risk factors including smoking, physical inactivity, unhealthy diet, obesity, high blood pressure and high cholesterol. WHO identifies tobacco use, unhealthy diet, physical inactivity, harmful alcohol use and air pollution as important cardiovascular risks (WHO, 2025). Population measures can include tobacco control, promotion of physical activity and improving access to healthier food. However, placing responsibility only on individuals can overlook wider determinants such as income, housing and the local environment. Effective prevention therefore needs both individual support and population-level action.
For people at increased risk, prevention may include lifestyle support and medication. NICE recommends shared decision-making about statins, considering cardiovascular risk, potential benefits, preferences and other health circumstances (NICE, 2023a). NICE also identifies concerns about adherence, making clear that prescribing medication alone is not sufficient; professionals should discuss treatment and support people to continue it where appropriate (NICE, 2023b).
Secondary prevention applies to people already diagnosed with CHD. It can include statins, antiplatelet medicines, blood-pressure management, smoking cessation and cardiac rehabilitation.
Cardiac rehabilitation combines exercise, education, lifestyle advice and psychological support and can assist recovery after a cardiac event (NHS, 2024d).
Tertiary prevention is relevant to advanced disease and may involve angioplasty or coronary artery bypass grafting alongside continuing medication and rehabilitation. These interventions can improve symptoms and quality of life but require substantial healthcare resources, reinforcing the importance of early prevention.
Overall, CHD control requires population-wide prevention, targeted risk reduction and effective treatment. No single intervention is sufficient on its own.
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CHD can have physical, psychological, social and financial consequences for individuals, families and communities.
Physical effects include chest pain, breathlessness, tiredness and reduced exercise capacity.
More serious complications can include heart attack, heart failure and abnormal heart rhythms, potentially reduce independence and increasing care needs (NHS, 2024b). Psychological effects may include anxiety, low mood and fear of another cardiac event, which can affect confidence and self-management.
CHD can also affect employment and family life. Reduced ability to work may lower income, while relatives can take on additional caring responsibilities. At system level, cardiovascular disease creates substantial costs: NICE estimates the healthcare cost of CVD in England at approximately £7.4 billion each year (NICE, 2023b). Prevention can therefore benefit both individuals and the wider health and social care system.
Health inequalities are particularly important. OHID profiles allow differences in disease and outcomes between areas to be identified (OHID, 2025a). Socioeconomic circumstances can influence exposure to risk factors and access to healthcare, meaning disadvantaged communities
may experience a greater burden.
Giving everyone identical advice may therefore not produce equal outcomes. People
experiencing deprivation may face greater barriers to healthy food, safe exercise environments, smoking cessation and healthcare. A proportionate approach, providing greater support where disadvantage is greater, may be more effective in reducing inequalities.
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People living with CHD require support from health, social care and community services. GPs and practice nurses assess cardiovascular risk, monitor blood pressure and cholesterol, review medication, provide lifestyle advice and refer people to specialist services.
Cardiology and hospital services provide diagnosis and treatment, including ECGs, cardiac imaging, emergency care and revascularisation. Care should continue after discharge. Cardiac rehabilitation provides structured exercise, education, lifestyle advice and psychological support (NHS, 2024d).
Other professionals meet specific needs. Pharmacists can support medication understanding and adherence; dietitians can provide personalised nutritional advice; physiotherapists can support safe physical activity; and psychological services can help with anxiety or low mood. This demonstrates why CHD management requires multidisciplinary working.
Social care professionals may become involved when CHD affects independence. Social workers and care workers can assess needs relating to personal care, mobility and everyday activities, while voluntary organisations can provide information and peer support.
Practical actions should include regular cardiovascular and medication reviews, referral to cardiac rehabilitation, smoking-cessation and lifestyle support, assessment of psychological wellbeing and effective communication between services. Person-centred care is important because individuals have different risk factors, preferences and social circumstances.
Joined-up working can reduce communication gaps and improve continuity. Clear referral pathways and appropriate information sharing can therefore help meet needs while making better use of health and social care resources.
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Coronary heart disease remains a major public-health issue despite improvements in
prevention, diagnosis and treatment. Ischaemic heart disease caused about 9.0 million deaths worldwide in 2021, while CHD continues to cause around 64,000 deaths annually in the UK (WHO, 2024; BHF, 2026). Measuring and monitoring require routine health data, mortality statistics, cardiovascular risk assessment, clinical investigations and research. Combining these sources gives a stronger understanding of the scale and distribution of disease.
Control requires action at different levels. Population prevention can reduce exposure to risk factors, while risk assessment and medication reduce individual risk. People already living with CHD require secondary and tertiary prevention, including rehabilitation and specialist treatment.
Prevention must also recognise socioeconomic circumstances because opportunities to make healthy choices are not equally distributed.
 The consequences extend beyond physical illness to psychological wellbeing, employment, family life and health-service demand. Coordinated support from primary care, specialist services, rehabilitation teams, pharmacists, allied health professionals, social care and voluntary organisations is therefore essential. Overall, reducing CHD requires an integrated, evidence-based and person-centred approach that combines prevention, appropriate treatment and action to reduce health inequalities.
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