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[bookmark: _b0eqsth85ogg]Introduction
[bookmark: _26s7ob3skarc]Definition, symptoms, and incidence (global and UK)
This report discusses heart disease and specifically coronary heart disease and heart failure, among adults of the UK. Out-of-heart congenital disease is not included. Coronary heart disease is the constriction of the coronary arteries as a result of atherosclerosis, which curtails the blood supply to the heart muscle. When the heart is not able to pump adequate amounts of blood to satisfy the body, it is called heart failure. Some of the common symptoms include: Central chest pain or pressure, pain in the arm or jaw, shortness of breath, palpitations, feeling dizzy, swollen ankle, and fatigue. Females and diabetic individuals can complain of such unusual symptoms as pain in the digestive system or unusual fatigue (Cheema et al., 2022).
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The burden of heart diseases in the world is extremely high, with an annual death rate of approximately 17 to 18 million. In the United Kingdom, there are approximately 7 to 8 million heart and circulatory disease sufferers. Over 100,000 individuals are hospitalised annually with a heart attack and nearly one million individuals are living with heart failure (Cheema et al., 2022). 
[bookmark: _7k7527nehhz6]Consequences for the community and for the NHS
[bookmark: _7v6r4repfrfm]Community impact and inequalities
The disease of the heart alters every day. Individuals complain of diminished exercise power, rapid breathlessness, breathlessness up flights, work and interpersonal restrictions. The immediate effect that follows a heart attack or a novel diagnosis of heart failure is anxiety and low mood. Carers will assist in transport, medicines, shopping and making meals. This unpaid assistance has an impact on their health and working capacity.
The burden is not equal. The disease is prevalent in the elderly. Men are more likely to develop coronary events but women might develop them later in life and may be misdiagnosed. In the UK, the communities of South Asia are at a higher risk of coronary disease and diabetes. Hypertension and stroke are common among the Black communities. Individuals in the deprived communities are exposed to a higher risk, late in life, and with poor outcomes. Areas in the North of England tend to exhibit greater cardiovascular admission and deaths rates than most of the South (Dafaalla et al., 2024).
There are also economic costs that are borne in the wider community. Leaves are usually taken to recuperate, to undergo heart rehabilitation, and visits to the clinic. There is the result of some people coming early out of work or switching movements because of the symptoms or driving regulations after an incident. Sickness absence is counterproductive to employers (Dafaalla et al., 2024).
[bookmark: _97aato575k1c]NHS demand, costs, and capacity
The front line is manned by primary care. Practices provide risk evaluation, blood pressure, lipid and diabetes management. The NHS Health Check also encourages adults between the ages of 40-74 to take part in the QRISK3 assessment and follow-up. Pharmacists aid in blood pressure monitoring and drug reviews and compliance. There is also the stop-smoking support and weight management offered in community services. Such measures reduce the risk and rely on frequent recall (Powell-Wiley et al., 2022).
There is also a high demand in urgent and acute care. Ambulance services are called in case of chest pain, where pre-hospital ECGs are taken. In ST-elevation myocardial infarction, immediate transference to a percutaneous coronary intervention department and brief door-to-balloon time are associated with better survival. Early risk stratification and prompt invasive evaluation are required in non-ST elevation myocardial infarction. The ability to test troponin rapidly, have the capacity to run an echo, and gain access to coronary imaging is relied upon by hospitals. Heart failure is a major cause of emergency hospitalization and readmission, particularly during winter seasons, and also consumes a lot of bed days (Powell-Wiley et al., 2022).
This is further pressure on specialist services. Catheter labs deliver PCI. Surgeons of the heart carry out coronary arterial bypass surgeries. Teams of electrophysiology also implant cardiac resynchronisation devices and defibrillators in the chosen patients. They are efficient but costly services that require well-trained staff and good theatres and laboratories. Cardiac rehabilitation can elevate physical functioning, decrease depression and decrease readmission, yet is not referred to, uptaken or completed in most areas because of transport, timing and work barriers (Powell-Wiley et al., 2022).
Short case vignette: The second floor has a 68-year-old male with heart failure and who does not have a lift and lives by himself. He has a low income and lacks a car. He also misses clinic visits during bad weather and even reduces his diuretic dose by half at the workplace. He is not able to participate in the centre-based rehabilitation because of transport. These mere obstacles result in fluid overload, emergency admission, and missed working days. This cycle could be avoided through transport assistance, flexible rehabilitation, and a simple program involving medicines.
The most important measures in the case of the NHS are ambulance call volumes due to chest pain, volume of PCI, median reperfusion, myocardial infarction and heart failure admission, 30-day hospital readmission, and uptake of rehab (Shields et al., 2023).
[bookmark: _wtgsc5id99lc]How is this disease controlled?
[bookmark: _2td1l3id7vtc]Population and primary prevention
The control starts with measures that mitigate the risk over an entire population. Good tobacco control will limit smoking and indirect smoking. Reduction of foods by salt reduces the blood pressure of the population. Safe-street plans and active-travel plans can help people be physically active in their day-to-day activities. The air quality policies minimise the exposure to fine particles that cause events. The policy on food that enhances access to healthy foods favours low-income people (Shields et al., 2023).
The NHS is working on primary prevention, which aims at identifying risk avenues and mitigating it. QRISK3 is used in practice to estimate the risk of cardiovascular disease in 10 years. Citizens with treatment levels exceeding the treatment levels are supposed to be given statins and blood pressure management as recommended by the nation. Stop-smoking services involve pharmacological and behavioural interventions. Diet and activity are dealt with in weight-management services (Sundaram et al., 2021). 
[bookmark: _e42cuse5jneh]Secondary prevention and chronic care
The initiation of secondary prevention occurs following an acute coronary tragedy. Best practice involves the use of dual antiplatelet therapy over a specified time, high-intensity statin, beta-blocker, where appropriate, an ACE inhibitor or ARB, and lifestyle modification. A clear written plan must be presented to every patient, and it must clearly explain medicines, targets, and warning signs. Cardiac rehabilitation should be referred to automatically. Home-based and hybrid solutions enhance accessibility to individuals who are employed, have dependents or who lack transportation. Turn-around work, sexual and driving instructions should be given to the patient. Moral assistance is a thing, as anxiety and depression reduce compliance (Sundaram et al., 2021).
Treatment of chronic heart failure depends on early diagnosis and the exhaustive employment of established medication. The diagnosis and type are confirmed by an Echo. An ACE inhibitor or sacubitrol-valsartan, a beta-blocker, a mineralocorticoid receptor antagonist, and an SGLT2 inhibitor form part of the guideline therapy (Sundaram et al., 2021). 
[bookmark: _d3twmamxoj1a]Pathways, digital support, and common barriers
The acute pathways have to be rapid and easy. When a person is suspected of having a heart attack, he or she must call 999. Crews take the patient to the right centre and record an ECG. Hospitals also look towards a short stay time between arrival and reperfusion. At the time of discharge, harm can be minimized by early clinic review. Nurse teams that handle heart failure aid in the titration of drugs and fluid overload. The rationale, criteria and timeframe of echo, cardiology examination, and rehab are to be established by local services (Taylor, Dalal and McDonagh, 2021).
Online resources are useful where there is still the option. Electronic repeats and text reminders aid in conformity. Problems can be detected early in light of remote blood pressure or weight monitoring with explicit rules of escalation. Through telephone and video review, saving on travel is achieved (Taylor, Dalal and McDonagh, 2021).
[bookmark: _8qj11mdoq1xg]Factors influencing the health and well-being of people affected and the people around them
[bookmark: _gfofkamhec2n]Individual clinical factors
The outcomes are determined by age, sex, genetics, diabetes, kidney disease, obesity, smoking status, and mental health. The behaviour is influenced by health literacy, confidence, regarding medicines, and other factors. Post-acute depression and anxiety may decrease adherence and should be treated (Weir‐McCall et al., 2023).
[bookmark: _5krshd2yaldc]Social, environmental, and carer factors
Healthy choices are facilitated by a stable income, good housing and secure work. Diet is affected by food prices and local food environment. During winter, the symptoms of heart-failure are influenced by heating costs. Using a car or good public transport influences attendance at the clinic. Flexible shifts and phased returns are employed by employers that are encouraging recovery (Weir‐McCall et al., 2023).
There is culture and behaviour as well. Eating habits, salt consumption, traditional food consumption, physical exercise behaviors, alcohol consumption, and smoking are group-specific (Weir‐McCall et al., 2023). 
[bookmark: _7ivtu7mhp18u]Conclusion
[bookmark: _t9pxkj2oz18b]Key messages and priorities
Heart disease is a major cause of death and disability all over the world and a significant burden in the UK. This is most greatly affected among the elderly, in the most underprivileged regions, and in certain ethnic groups. Families and carers will offer huge amounts of unpaid care. NHS is under a lot of stress in respect to primary care, urgent care, specialist procedures, and rehabilitation.
It is controllable and is cost-effective. Population measures bring risk to all. Primary care is to be active with case-finding, QRISK3, and blood pressure and lipids optimisation. Following acute events, secondary prevention is reliably provided through the use of convenient cardiac rehabilitation and reduces readmissions and enhances quality of life. The management of heart failures demands rapid diagnosis, maximum administration of established medications, device therapy where applicable and close monitoring with titration by the nurse. The aid of digital technology can be handy when non-digital paths are accessible.
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