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1. Introduction
Coronary heart disease (CHD) also known as ischaemic heart disease and occurs when fat builds up in the coronary arteries. Also, it happens when the flow of oxygen-rich blood to the heart muscle is reduced (National Health Service, 2023). Symptoms and signs are angina (chest pain or tightness), nausea, heart palpitations, and difficulty breathing. In critical cases, a myocardial infarction (heart attack) with extreme pain down the arm or jaw. Others with early-stage disease do not have any symptoms, although the arteries may be narrowed considerably.
While the burden of CHD has decreased, it is still among the most leading cause of mortality in the world. In general, CHD is responsible for about 1 in 7 deaths (British Heart Foundation, 2026a). In the UK, the prevalence rate is very high; 1.9 million people in England have CHD. The incidence of new cases of CHD is registered every year, and at the same time, there is a significant number of deaths due to CHD (British Heart Foundation, 2026b). CVD includes 7.6 million people in the UK and kills about 170,000 people per year; these figures should not be mixed up with CHD data.
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There are a variety of clinical and epidemiological measures for the assessment and surveillance of CHD. The national surveillance provides a population overview, utilising GP disease registers, hospital admission data and mortality statistics, which enables organisations like the British Heart Foundation and NHS England to monitor the incidence, prevalence and inequalities in outcomes over time (British Heart Foundation, 2026b). Incidence is defined as new cases of CHD during a certain time, prevalence is defined as individuals having CHD, and mortality is defined as deaths due to CHD. Hence, these measures should be reported separately. A stepped combination of tools is used at the individual level to diagnose and monitor on-going services. Dynamic ECG is still reasonably accurate in the detection of myocardial ischaemia if used in conjunction with imaging. 
CHD risk factors such as lack of exercise, smoking, poor diet, obesity, hypertension and high cholesterol. Meanwhile, age, gender and family history are important non-modifiable factors.
ECG are still fundamental in the detection of ischaemic changes and arrhythmia (Lv, 2025). The extent and severity of arterial narrowing can be confirmed by performing coronary computed tomography angiography (CCTA), and exercise stress testing, which are selected based on the initial pre-test probability scoring (Karger Cardiology Review, 2025).
More recently, digital/computational methods have started to complement the traditional testing methods. AI-based analysis of ECG has been shown to be highly accurate in assessing the burden of coronary artery calcium and obstructive coronary artery disease from a single ECG signal. It could present a low-cost, non-imaging alternative to costly imaging in primary and community care that can be widely adopted (Awasthi et al., 2023). Prior to symptoms occurring, an individual's future cardiovascular risk is assessed in primary care using blood tests. In addition to these clinical tests, the implementation of patient-reported outcome measures (PROMs) is becoming more common, and they help monitor quality of life, symptom burden, and functional recovery, as well as biomedical markers (Pardo et al., 2023). These population-level and individual-level interventions enable health systems to identify individuals at risk, track disease progression, focus resources on the highest risk populations and assess the effect of prevention and treatment programmes as they roll out over time. 
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Treatment for CHD requires lifestyle adjustments, medical procedures and rehabilitation. Additionally, smoking cessation, regular physical activity, healthy weight management, and dietary changes are core components of secondary prevention as part of the World Heart Federation's roadmap, along with evidence-based medications including antiplatelet agents, statins, beta-blockers, and renin-angiotensin system (RAS) inhibitors (Laranjo et al., 2024). 
Cardiac rehabilitation programmes integrate all these components in a structured manner, with supervised exercise, risk factor education, medicines management and psychological support, and are proven to be clinically effective and cost effective in reducing risk of repeat hospitalisation and cardiac death (Brown et al., 2024). At a population level, this is supported in the UK through public health policy, which involves tobacco control initiatives, targets for reducing salt in food production. The NHS Health Check examines adult aged 40-74 years to detect modifiable risk factors before any disease has occurred. Such numbers firmly place CHD at the top of the UK's health and social care agenda today and have obvious implications for services, the health and care workforce, and public spending. While roadmap elements can be effective on their own, there are other factors that can delay control, such as poor access to healthcare and medicines, clinical inertia, low health literacy and socioeconomic deprivation. Control can rely more on system-level factors than on individual behaviour change alone (Laranjo et al., 2024).

[bookmark: _Toc235791233]2.3 Consequences of Coronary Heart Disease on People in the Community
The impact of CHD is far-reaching and extends beyond its impact on the body. A person often has poor exercise tolerance, breathlessness and fear of exacerbating further cardiac events, limiting their ability to work, drive, care for their dependants and engage in previous social or leisure activities, which can result in social isolation and loss of independence. Local authority public health teams can contribute through smoking cessation, weight management and physical activity services, which decrease risk at the population level (Kumar and Banerjee 2026). This two-way street can result in an exacerbation of cardiac prognosis, and so on, unless psychological distress is managed, in which case it can be hard to break the vicious circle without integrated support. These psychological effects can also impact on a treatment and self-management which integrated physical and mental health support important in CHD care.
Families and informal carers are also affected, as they may need to take on caregiving responsibilities, face financial pressure, and experience emotional stress. It is affecting family income and wider family wellbeing, especially if a family member is of working age or the main income earner. At a community level, CHD contributes to health disparities, for instance in the North of England, parts of central Scotland and south Wales. They have a significantly higher rate of premature deaths, which places extra strain on the health services. Social care resources within the community exacerbate the gap in healthy life expectancy between communities (British Heart Foundation, 2026b). There are also significant economic impacts, such as lost working days, early retirement due to ill health, and direct healthcare costs, including hospitalisation, medication, and long-term care, borne by the NHS and social care system. 
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A coordinated approach is required between primary, secondary and community care to accommodate the request needs of people with CHD. CB-CR teams, which include nurses, physiotherapists, dietitians and psychologists, deliver CB-CR programmes comprising a structured exercise, education, and psychological support (Brown et al., 2024). Primary care and community nursing staff are responsible for continued monitoring, medicines management, and risk factor reviews. Pharmacists are also increasingly involved in medicines adherence support. In the UK, practice is also guided by NICE recommendations on cardiovascular risk assessment and reduction, supporting evidence-based prevention and risk-factor management (NICE, 2023).
Since psychological distress is prevalent, the importance of integrated psychological support and depression screening in cardiology and rehabilitation has become increasingly recommended than psychotherapy and depression screening separately (Kumar and Banerjee, 2026). Social support and peer-network interventions (such as buddy schemes and family- and community-inclusive rehabilitation) have also been found to be beneficial for engagement with rehabilitation and secondary prevention (Cochrane Heart Group, 2023). Self-management and shared decision-making are further supported by clear, patient-centred information and communication strategies that are appropriate to patients' information needs and timing (Byrne et al., 2023). The psychological burden is significant as depression and anxiety are very common in individuals with CHD and relate to treatment non-adherence, slower recovery and higher risk of recurrence of cardiac events. In addition to clinical services, social care services, including supporting carers when they need rest, the welfare and benefits services of local authorities. It includes voluntary sector services, such as charity helplines and support groups that address the practical and financial implications of the condition. 
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CHD is among the significant triggers of illness and fatality and is a direct result of atherosclerosis of the coronary arteries in the human body. It is associated with modifiable lifestyle risk factors in the UK and globally. Monitoring involves population and clinical monitoring, including ECG, imaging, and new AI-based clinical diagnostic tools, while control relies on lifestyle changes, medications, revascularisation, and structured cardiac rehab. Its impact goes beyond the person, impacting on mental health, families and communities and contributing to broader health inequalities. Meeting these needs will require a coordinated network of health and social care services delivering clinical rehabilitation, psychological support, primary care and community and voluntary sector services, so that recovery, independence and long-term wellbeing can be supported.
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