





COMMUNITY CARE AND MANAGEMENT OF LONGER-TERM CONDITIONS
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· CHD is a long-term disease that involves the formation of atherosclerotic plaque inside the coronary arteries that lowers the supply of oxygen to the heart, and can lead to angina or a myocardial infarction (Stone et al. 2023).
· CHD accounts for a significant proportion of cardiovascular mortality, morbidity, disability and health inequality, especially those in multiple cardiovascular risk groups (Figtree et al. 2023).
· This presentation is directed towards community nurses and allied health/social-care professionals supporting adults with CHD.
· The discussion assesses CHD burden, evaluation, treatment and management in the UK, comorbidity, prevention, co-production, and personalised self-management.

Treatment for CHD is a long-term treatment, and on-going maintenance of risk factors is the objective. Community workers have a role in helping with adherence to medication, quitting smoking, cardiovascular risk reduction, rehabilitation and recognition of deterioration (Frąk et al. 2022). The presentation thus reflects on the ability to enhance patient involvement and sustainable self-management by integrating evidence-based clinical management with co-produced, personalised support.
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· Pathophysiology: Atheroma deposits, which gradually narrow the coronary artery lumen and limit oxygen to myocardium.
· Symptoms: Stable angina usually causes chest pressure/tightness, relieved with rest; myocardial infarction may have persistent chest pain, sweating, nausea and radiation of pain to jaw or arms (Allara et al. 2025).
· Risk factors: Non-modifiable, increasing age, sex and family history. Changeable: smoking, hypertension, raised cholesterol/LDL, diabetes, obesity, inactivity and poor diet (Shih et al. 2025).
· Wider determinants: Deprivation, access to cardiovascular risks due to unhealthy food contexts and differential access to preventive measures.
Damage to the arterial endothelium as a result of smoking and development of atheroma as a result of hypertension and dyslipidaemia. CHD is more than double the risk due to diabetes. Thus CHD is not just life choice, but a combination of biological, behavioural and socio-developmental factors.
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· CHD is the top cause of death in the UK and is currently the leading premature killer in the country affecting more than 2.3 million people (BHF, 2025).
· Hospital burden: BHF (2025) estimates that there were 438,974 hospital inpatient episodes with CHD as the primary diagnosis in 2023/24.
· In 2022, the global burden of death attributed to CVDs was equivalent to about 32% of all global deaths and a high proportion, more than 75%, was in low- and middle-income countries (WHO, 2025).
· Since 1961, there have been significant improvements in overall UK mortality; inequalities remain, due to prevention and treatment (Swinn et al. 2025).
The continued importance of CHD despite medical progress is due to age, obesity, diabetes, and inequitable prevention. Late diagnosis and inadequate medication and specialist services contribute to increased mortality in lower-resource countries.
[bookmark: _14ckgvjcmgh0][bookmark: _Toc237011317]Economic, Social Burden and Comorbidities
· Economic burden: The UK CVD healthcare burden is around £12 billion each year and the economic burden is £28 billion (BHF, 2025).
· CVD use of NHS services cost £9.96bn in England in 2021/22, part of this was for inpatient care (£5.58bn) and for medicines (£1.62bn) (BHF, 2025).
· Social burden: CHD may limit employment, activity, independence and function of the family; along with the burden of prolonged illness there is an increase in family and psychological burden (Aminorroaya et al. 2024).
· Comorbidities: Hypertension, diabetes, CKD, obesity, heart failure and depression can complicate treatment and self-management (Lindstrom et al. 2022). .
Comorbidity adds to the treatment burden in terms of competing treatment priorities, and also increases medication burden. Those who have diabetes are more than twice as likely as those without to develop CHD and CHD can lead to heart failure (NHS, 2024). It is seen in these interactions why the community care is so integrated and personalised.
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· Evaluate exertional chest pain, dyspnea, fatigue and radiation, if severe, perform urgent ACS assessment (Li et al. 2024).
· History/risk: Record smoking, family history, diabetes, hypertension, cholesterol, BMI, activity and previous CVD.
· Clinical assessment: Check BP, pulse, BMI and cardiovascular risk; examine for relevant cardiac signs (Shih et al. 2025).
· Investigations: NICE recommends 12-lead ECG and blood tests (full blood count, renal function, glucose/HbA1c levels, lipid levels), CT coronary angiography is first line in suspected stable angina (Landeiro et al. 2024).
Early assessments stop missed disease, and delayed treatment. However, when it's delayed, they may not realize it's cancer until it's too late due to deprivation, transport, and health literacy and atypical presentations (Whittaker et al. 2022). Community workers should be aware of red flags and urgently escalate and coordinate referring.
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· NICE CG126: Management includes lifestyle changes, secondary prevention and symptom control: patients should be offered tailored self-management guidance (Lui et al. 2023).
· Medications: GTN (glyceryl trinitrate) provides immediate angina relief; beta-blockers and/or calcium channel blockers are first-line anti-anginal treatments (Pasea et al. 2023). NICE recommends atorvastatin 80 mg for secondary prevention unless contraindicated/intolerant.
· Escalation: If symptoms remain after best treatment, then PCI or CABG is necessary after multi-disciplinary assessment.
· Monitoring: Review symptoms and adverse effects and adherence; treatment should take into account comorbidities and patients' preference (Szlagor et al. 2023).
Cardiovascular risk is decreased by smoking cessation, exercise and weight and dietary help (Nazir et al. 2022). Polypharming, side effects, cost concerns and disparities in access to cardiac rehabilitation can, however, contribute towards discontinuation of medications. Follow-up and personalized or coordinated education by community professionals.
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· Primary prevention: Stopping smoking, diet, exercise, weight, BP/cholesterol, diabetes control decrease risk (Berry et al. 2023).
· Secondary prevention: Adhere to medication, cardiac rehabilitation, monitoring, lifestyle changes, reduce recurrent events.
· Indicators: 70% of the burden of cardiovascular disease (CVD) can be modified in England (BHF, 2025).
· Inequalities: Smoking rates 18% (most deprived) to 10% (least deprived) (BHF) Inactivity 26% (most deprived) to 17% (least deprived) (BHF).
Low cost short-term Health Checks identify risk - return is £2.93 for every £1 invested, if the target of 50% uptake is met. Access to rehabilitation is still not fair. Prevention is a combination of support and action on four areas: affordability; environment; health literacy and access.
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· Skills: Active listening, motivational interviewing and shared decision making to agree upon S.M.A.R.T. goals for smoking and activity, diet and medication adherence (Williams et al. 2025).
· Values: Respect autonomy, dignity and equality, recognising cultural preferences, health literacy, financial constraints and individual priorities (Corballis et al. 2023).
· Behaviours: Replace professional paternalism with negotiated care plans; explain treatment benefits or risks, check understanding and involve patients in reviews.
· Critical evaluation: Traditional, low fat diets are not effective if healthy menu items are too costly, exercise may be contraindicated depending on mobility and/or cardiac rehab program availability (Khan and Rakhit, 2022).
Co-production principles enable evidence that is clinically usable in incorporating recommendations to capability and context, enhancing trust, engagement and sustainable self-regulation.
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· Shared decision-making: Make treatment and lifestyle decisions on top priorities (Gul et al. 2025).
· Personalised care planning: Individual CHD objectives for BP, cholesterol, smoking and activity.
· Supporting choice: providing appropriate cardiac rehab and medicine and referral options (Faghy et al. 2025).
· Social prescribing and community support: connect patients to exercise, stop smoking, local support.
· Supporting self-management: Educate on symptom recognition, medication adherence & cardiovascular risk monitoring (Raleigh et al. 2022).
· Personal health budgets: Provide resources to meet agreed health outcomes when eligible (Fu et al. 2023).
NHS England's model moves away from clinician-led decision making to partnership. In the case of CHD, it is necessary to have multidisciplinary teams, continuity, and easily accessible services. Digital exclusion, health literacy, and access to rehabilitation are all barriers with digital planning helping to minimize rather than manifest inequalities.
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· Personalised community care: CHD goals, medicines, BP and lifestyle should be followed at regular structured review by community nurses and MDTs (Verghese et al. 2026).
· Self-management: Provide tailored education, symptom plans and cardiac rehabilitation; only 50% of eligible patients took up rehabilitation in 2017/18 (Mastracci et al. 2025).
· Co-production: Shared decision making, SMART goals, record priorities and barriers identified by the patient (Brown et al. 2024).
· Health inequalities: ICB rehabilitation and outreach services should be flexible and culturally appropriate in deprived communities (Lip et al. 2022).
In 2023/24, there were 438,974 NHS inpatient episodes, generated by CHD. Customized, unified treatment can enhance treatment adherence, rehabilitation uptake and prevention. In general, CHD does not need clinical intervention, but the treatment, prevention and long-term self-management of the condition should be coordinated.
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