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This essay will discuss the prevalence of Cardiovascular disease (CVD) in England and Wales, the social and geographical distribution, the main causes and risk factors of the disease and how it relates to physical activity. CVD has a number of disorders such as diseases to the cardiac muscle and the vascular system which supplies the heart , brain and other important organs (gaziano, 2006). CVD is known to be one of the leading causes of premature death (Bmj, 2008).  As an estimate 17.9 million people died from CVD in 2019 which represents 32% of all global deaths. With WHO stating over three quarters of CVD deaths take place in low-middle income countries and in 2019, 38% out of 17 million premature deaths due to noncommunicable disease were caused by CVD. It is important to discover CVD as early as possible in order to have access to medicines and appropriate measures as soon as possible to be able to aid the deduction of risk (WHO, 2022). 6.8 million people are living with CVD. This is a major issue for health and social care as it places an economic burden on the NHS with CVD healthcare costs estimated at £7.4 billion alone in England per year and an estimated £15.8 billion to the wider economy annually (Waterall, J. 2019) 
CVD is a radical abnormality of the heart and blood vessels which include; coronary heart disease, cerebrovascular disease, peripheral arterial disease,  rheumatic heart disease, congenital heart disease, deep vein thrombosis and pulmonary embolism (WHO, 2022). CVD continues to be a major cause of untimely mortality and rising health care costs worldwide (Gregory, 2020). People living in low-middle income countries do not have the benefit of primary health care programmes to be able to detect the risk factors of CVD, this accounts for at least three-quarters of the worlds deaths, people in these low income countries who suffer with CVD and other noncommunicable diseases often detect this disease late thus leading to premature death often in their most productive years (WHO, 2022). Amongst women the age- standardised rates were highest in central asia, Oceania, North Africa and the Middle East and lowest in high- income Asia Pacific, Australasia, and Western Europe, amongst the men were highest in Central Asia, Eastern Europe and Oceania and lowest in high- income Asia Pacific Australasia, Western Europe and Andean Latin America. These regional and national differences in total CVD reflect the differences in prevalence of CVD risk factors due to the access to health care; the difference may be due to access to effective primary and secondary prevention strategies in low and middle income countries (Gregory,  2020). 
In Wales Cardiovascular disease is a major cause of death and ill health, according to public health Wales data produced in 2009 the mortality rate was 77.3% out of 100,000 people under the age of 75, compared to 66.1% in England (PHW, 2020). Mortality rates from CVD had declined over previous years from 2005-2011 in Wales although in America, Heart News published a 2021 statistical update stating that globally nearly 18.6 million people died in 2019 which reflected a 17.1% increase over the past 10 years (Heart News, 2021). Heart disease is a leading cause of death in many countries however various studies have disclosed that areas such as Japan, Korea and France have the lowest heart related issues and it is said that it is down to the lifestyle they follow (TNN, 2019). An international comparison of recent mortality statistics among G7 countries was carried out and Japan had the longest average lifespan due to their mortality rates from Ischemic Heart Disease being outstandingly low these are thought to reflect the low prevalence of obesity in Japan stating low intake of red meat and high intakes of fish decreasing rates of blood pressure, a typical japanese diet is defined by plant food and fish the association with longevity in Japan may be due to a diet including meat, milk and dairy products (Tsugane, 2021). CVD affects individuals in  different ways and among different ethnic groups, the government has not set any specific targets to reduce ethnic inequalities in CVD in the UK, it has been recommended by the department for health that local authorities set their own targets according to local demography. Non-white ehtnic groups in the UK tend to be more deprived than the white population but is unclear to the extent of ethnic inequalities in CVD are due to the socioeconomies inequalities. Group of ethnic mortality statistics are not available as death certificates only record the country of birth of the deceased (Scarborough, 2010). CVD is caused by certain risk factors which can either be controlled, modified or treated, these include cholesterol levels and blood pressure known as  modifiable risk factors however some risk factors which cannot be controlled are age and sex known as non-modifiable risk factors. Although CVD cannot be cured, the disease can be managed through lifestyle change and medication to prevent the disease from advancing. Some examples of improving lifestyle are eating a healthy diet, stopping smoking, limiting alcohol and stress (PHW, 2020). There are differencials in these risk factors when comparing ethnicity, it is debated whether socioeconomic factors play a part. Evidence which was conducted by health survey for England in 2004 focus on minority ethnic groups, in 2004 a quarter of  both men and women (23-24%) revealed the consumption of smoking in england, the prevalence  of smoking ranged from 20% in indian men and 40% in bangladeshi men whereas the variation of smoking in women was very uncommon in the south asian ethnic group around 5% for indian-bangladeshi women which could be the reason for higher mortality rates in men from these countries defined by one risk factor,  another risk factor being  drinking, although drinking alcohol on a regular basis varies by ethnic group, abstention is more common in the Indian, black and Chinese ethnic groups than in the general population (Scarborough, 2010). 
 In developed countries, deaths from CVD occur in people aged 65 years or older, coronary heart disease and stroke are two of the major causes of death amongst the elderly and middle aged people, physical activity is indirectly associated with coronary heart disease thus decreased physical activity may be associated with enhanced cardiovascular risk in the elderly, however limited data are available for risk of specific diseases such as CVDs in contrast to consistent reports associated between physical activity and all-cause mortality amongst elderly people (Fransje, 1998). This is also further supported by an article published in 2021 by the european heart journal which conducted a study on 104406 adults although it states physical activity effectiveness is dependant on the type of activity, higher leisure time activity is associated with reduced risk of all cause mortality whereas higher occupation physical activity has an increased risk independent on each other which supports the physical activity paradox. Leisure time physical activity has shown to cause improved cardiorespiratory and metabolic fitness and health although fatigue, insufficient recovery and elevated blood pressure has been seen when looking at the characteristics of occupational physical activity (Holterman, 2021). This has also been supported by kokkinos which stated “walking is man's best medicine” (kokkinos, 2012).
In conclusion the reduction of CVD is dependent on the incorporation of CVD management intercession in the universal health board. However, health systems in a number of countries require funds and readjustment to efficiently manage CVD, evidence from 18 countries suggest high blood pressure programmes can be enforced cost effectively at the primary care level which could ultimately lead to reduced cases in coronary heart disease and stroke. People who already suffer from cardiovascular disease should have the option to access appropriate medication and technology.  Medications such as aspirin, beta blockers and statins should be made available and a critical event such as a heart attack or a stroke should be managed promptly. On occasions surgical operations are required to treat CVD which include coronary artery bypass valve repair and replacement, heart transplant, also some medical devices are required to treat some CVDs such as pacemakers, prosthetic valves and patches for closing holes in the heart. WHO suggested a global action plan to prevent and control of Noncommunicable diseases which aims to reduce the number of premature deaths by 25% by 2025 through nine global targets, two targets focus directly on preventing and controlling CVDs it will require significant investment in and strengthening of all health systems to achieve these targets (WHO, 2022). 
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