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1. Introduction
Coronary heart disease (CHD) is a chronic cardiovascular disease characterized by a gradual narrowing of the coronary arteries due to the accumulation of atherosclerotic plaque, which decreases the blood flow to the heart and supplies of oxygen. This can lead to myocardial ischaemia, angina and, in extreme cases, myocardial infarction (Conrad et al., 2024). Common symptoms are chest pain, shortness of breath and tiredness, but some people may not have any symptoms until having a sudden cardiac episode. Cardiovascular diseases are still the leading cause of mortality in the world, with around 20.5 million mortalities per year (World, 2025). CHD affects around 2.3 million people in the UK, and results in about 66,000 deaths annually and significant healthcare and economic costs to the NHS (BHF, 2026).
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Epidemiological surveillance and clinical assessment are used to monitor coronary heart disease (CHD) for prevention and early diagnosis and healthcare planning. Epidemiological indicators such as incidence, prevalence, mortality and morbidity and disability-adjusted life years (DALYs) measure the occurrence, severity and burden on the population of disease. Incidence indicates the number of new cases and can be used to assess the effectiveness of preventive interventions, while prevalence provides an estimate of the number of people who have CHD and helps to inform resource allocation. Mortality and morbidity data provides information on trends in premature deaths and disability, and DALYs combine years of life lost and years lived with disability (YLD) to measure the overall burden of disease (Tanner et al., 2022).
Surveillance is carried out in the United Kingdom by ONS, the Department of Health and Social Care cardiovascular profiles, Quality and Outcomes Framework (QOF), National Cardiovascular Intelligence Network (NCVIN) and primary care CHD registers. These systems measure geographical inequities, service performance and temporal patterns, and support evidence-based commissioning and public health interventions (Hippisley-Cox, Coupland and Brindle, 2017).
Clinical monitoring is used in addition to population surveillance conducted via NHS Health Checks, QRISK3 cardiovascular risk assessment, blood pressure, lipid profile, ECG, echocardiography, CT coronary angiography, invasive coronary angiography and cardiac troponin testing. These investigations allow for the early detection, risk stratification, and prompt treatment of the disease, which improves the outcome of the disease (Samarasekera et al., 2023).
However, population surveillance is useful to detect disease trends but is not useful for individual disease diagnosis, while diagnostic investigations are useful for obtaining detailed information on the disease but require more financial and health care resources. However, while NHS Health Checks have the potential to reduce the proportion of people who are not identified at an early stage, there is currently an unequal uptake of the checks in socioeconomically deprived populations, which may contribute to increasing health inequalities. Thus, combining epidemiological surveillance with the clinical assessment of each patient is the best approach to monitoring and decreasing the impact of CHD (Tanner et al., 2022).
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Primary, secondary and tertiary prevention strategies all work together to decrease the incidence, progression and death caused by coronary heart disease (CHD). Primary prevention involves lifestyle changes to prevent disease from occurring, such as smoking cessation, consumption of a balanced diet with a high proportion of fruit and vegetables, regular exercise, weight management, control of alcohol consumption and well managed hypertension and hypercholesterolaemia. In addition to advice for individual behaviour change, NICE advises for population-level interventions to help lower cardiovascular risk because healthy environments can help to create sustainable lifestyle change (NICE, 2010).
Secondary prevention is to identify persons with an elevated risk prior to the onset of clinical complications. The NHS Health Check programme, QRISK3 assessment, blood pressure monitoring, lipid profiling and early diagnosis will help to make statins, anti-hypertensive medication and lifestyle changes possible early, thus minimising the risk of myocardial infarction and stroke (NICE, 2023).
Tertiary prevention aims to minimise complications among people who have been diagnosed with CHD. Cardiac rehabilitation, Coronary angioplasty, CABG (coronary artery bypass grafting) and the drugs (Aspirin, Beta-blockers, ACE inhibitors and statins) are all part of evidence-based management. Cardiac rehabilitation enhances functional capacity, quality of life and adherence to medications, and decreases recurrent cardiovascular events, hospital admissions and death (NHS, 2024).
The NHS Long Term Plan, NICE cardiovascular prevention guidance and regional cardiovascular prevention programmes all support integrated cardiovascular prevention and early diagnosis, as well as delivery of services in an equitable manner at the policy level.
Preventing over 150,000 cardiovascular events is the goal of the NHS, and it needs to do more to use prevention measures and enhance risk identification. Yet, despite these efforts, there are persistent links between socioeconomic disadvantage, ethnic differences and inequities in the access to preventive services and the incidence and outcome of CHD. Thus, despite increased efforts on cardiovascular prevention, addressing health inequalities is necessary for the continued improvement of cardiovascular health of the population (Public Health England, 2019).
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Chronic, it puts coronary heart disease (CHD) at the heart of the problem for the individual, family, community and health services with its long-term management needs. In people, CHD often affects their quality of life by causing angina, shortness of breath, fatigue and limited mobility, and it can lead to recurrent heart attacks, which can lead to more disability, premature death, and inability to work. Depression and anxiety are also frequent after myocardial infarction, which has a negative impact on recovery, treatment adherence and so on (Nicholson, Kuper and Hemingway, 2006).
The disease also has significant impact on families as they are required to take on informal care and often feel emotional distress, changes in lifestyle, and financial pressures due to a loss of income or an increase in health care expenses. This could have an impact on the physical and psychological health of carers in the long-term (Khandaker et al., 2019).
At a community level, CHD is a factor in health inequalities as it is more likely to occur in socioeconomically disadvantaged populations, where smoking, obesity and hypertension are more prevalent. The result is that costs to the economy of productivity losses, sickness absence and early retirement and increased dependency on social support services (BHF, 2025).
This also has a substantial effect on health and social care services. CHD leads to high volume of consultations with GP, emergency admissions, diagnostic testing and procedures for interventional cardiology, and follow-up, all of which impose a burden on cardiology services and NHS resources. Cardiovascular disease continues to be one of the UK's biggest drivers of hospital activity and healthcare costs according to the British Heart Foundation. An aging population, however, coupled with an increasing multimorbid patient population, results in a need for more patients to be in need of long-term cardiovascular management. As a result, despite improvements in care and falling death rates, the need for integrated cardiovascular services remains high and workforce and financial pressures continue to be a challenge across the NHS (Hall et al., 2024).
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Coordinated health and social care services are needed to effectively manage the medical treatment, rehabilitation and long-term self-management of coronary heart disease (CHD). The general practitioner (GP) is responsible for recognizing cardiovascular risk, prescribing medication, arranging follow-up visits and monitoring chronic conditions, and making referrals in primary care, while practice nurses are responsible for general repeat monitoring of blood pressure and cholesterol, lifestyle education and follow-up reviews. NHS Health Checks and community pharmacists continue to make a contribution with their role in identifying people with a high risk of heart and blood vessel disease and helping them to stay on their medicines and quit smoking (NHS, 2020).
In the secondary care setting, cardiologists undertake specialist investigations and interventions for the diagnosis and management of complex CHD with cardiac nurse specialists delivering patient education and clinical management. Diagnostic services such as coronary angiography and echocardiography can help make timely treatment decisions; and multidisciplinary cardiac rehabilitation programmes incorporate supervised exercise, psychological support and education to aid recovery, minimise recurrent cardiac events and contribute to a better quality of life (NICE, 2015; NICE.org, 2023).
Community services are provided long term to help patients maintain healthy lifestyle behaviours in the form of dietitians, physiotherapists, exercise referral schemes and smoking cessation programmes. Social care services such as occupational therapists, social workers, home care, and welfare advisers help them to live independently, get them discharged safely and to community services, especially for older people unable to function well (NHS England, 2024).
The patient education, emotional support, rehabilitation guidance, peer networks and practical advice that patient and carer groups can receive from voluntary organisations like Age UK, HEART UK and the British Heart Foundation, complement statutory services (British Heart Foundation, 2020).
MDT working between GPs, cardiologists, nurses, dietitians, pharmacists, physiotherapists, occupational therapists and social workers is integrated and provides care that is person centred and coordinated. This collaboration optimizes care transitions, medication compliance, avoids unnecessary re-admissions, and optimizes long-term health results. But effective MDT care requires effective communication, and shared care planning/equitable access to rehabilitation across all population groups (NICE, 2015).
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CVD is one of the most important public health issues in the UK due to its burden of disease, morbidity and socioeconomic burden. Epidemiological surveillance and clinical monitoring allow for early detection and identification of people at risk, so that they can be managed and helped to improve their situation. Treatment of advanced disease is much more expensive than prevention by risk factor modification. Moreover, coordinated multidisciplinary care improves the recovery, quality of life and minimizes recurrent cardiovascular events. Investment and continued efforts in prevention, access to health care with integrated cardiovascular services, and equity will be important to decrease the impact of CHD on the population in the future.
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