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ABSTRACT ARTICLE HISTORY
Type 2 diabetes (T2D) and cardiovascular disease (CVD) frequently Received 4 February
co-exist as multimorbid conditions, creating challenges for individ- 2025

uals in managing their health and maintaining quality of life. Accepted 21 July 2025
However, research exploring the complexities of living with these KEYWORDS
conditions are scarce. This study addresses this gap by qualitatively Cardiovascular disease;
exploring the experiences and perceptions of affected individuals. type 2 diabetes;
Thirty-two participants with T2D and atherosclerotic CVD were multimorbidity;
recruited, and raw data were analysed using Reflexive Thematic ~ knowledge gap;
Analysis. Three core themes and six sub-themes were generated: understanding the
first, The Disconnected Conditions; second, Lack of Integrated Care; complexity; Reflexive
and third, Navigating and Adapting to Multimorbidity. Participants Thematic Analysis
highlighted a lack of understanding of the bidirectional relation-

ship between the conditions and believed CVD to be more threat-

ening primarily due to the visibility of symptoms. Participants also

shared that they faced varying levels of emotional distress related

to their T2D and CVD, with socioeconomic factors impacting their

ability to manage their multimorbidity. This challenge was further

exacerbated by what they perceived as poorly integrated care from

healthcare professionals. This study highlights the importance of

exploring patient perspectives to inform more of a cohesive care

model that moves away from singular disease-based management

for those living with T2D and CVD as a multimorbidity.

Introduction

The World Health Organisation [WHO] (2021) states that Cardiovascular Disease (CVD),
the umbrella term describing a diverse range of conditions that affect the heart, blood
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vessels, or both, is the leading cause of mortality worldwide. CVD is also one of the
major causes of morbidity among people with Type-2-Diabetes (T2D) (Galicia-Garcia
et al,, 2020). T2D is a metabolic condition that primarily arises from insufficient insulin
secretion, which progressively leads to dangerously elevated blood glucose, known
as hyperglycaemia (Goyal et al., 2023). Insulin resistance coupled with hyperglycaemia,
amongst other elements, can alter circulating factors and trigger significant vascular
inflammation increasing the risk of major CVDs such as chronic (Mak et al., 2022) and
acute (Babes et al., 2022) coronary syndromes. Chronic coronary syndromes (CCS)
describe the clinical presentations that arise due to structural and functional alterations
related to chronic diseases of the coronary arteries (such as coronary artery disease)
and microcirculation (Vrints et al.,, 2024). These changes can result in restricted blood
flow (ischaemia) and may manifest as chest discomfort or stable angina. Although
quite stable, CCS can be progressive and lead to acute coronary syndromes (ACS) at
any time (Vrints et al.,, 2024). ACS refers to a group of conditions that are often caused
by a sudden blockage or reduction in blood flow, leading individuals to present quick
changes in clinical symptoms and eventually, many receive a diagnosis of acute myo-
cardial infarction (AMI) or unstable angina (Byrne et al.,, 2023).

Epidemiological studies indicate adults with T2D have a 1.5 to 2-fold higher risk
of developing heart and circulatory diseases compared to those without T2D
(Pearson-Stuttard et al., 2022; Rawshani et al., 2017), meaning the conditions can
frequently co-exist. The co-existence of two or more conditions is defined as a mul-
timorbidity (National Institute for Health and Care Research [NIHR], 2021) and can
often result in many issues for individuals and healthcare systems as those with
multimorbidity are significantly higher users of inpatient care compared to those with
a singular disease (Rayman et al., 2022) and many struggle with daily tasks, face
unemployment, endure social isolation and deal with financial difficulties (Stafford
et al., 2018). Research on T2D and CVD has predominantly focused on the epidemi-
ology of the multimorbidity. For example, a global prospective longitudinal study
conducted across 45 countries from 2009 to 2010, with annual follow-ups over 5
years (Mak et al., 2022), found that 29% of individuals with CCS had diabetes, which
is significantly higher than the general population’s estimated prevalence of 8-10%.
Moreover, individuals with T2D have a similar risk for cardiac events as those with a
prior myocardial Infarction (MI), as well as having a reoccurrence risk higher than
40% (Avogaro et al,, 2019) and due to the high prevalence of ACS diagnoses such
as AMI in individuals with T2D, they are expected to lose 30 quality-adjusted life years
compared to those without T2D (Narayan et al,, 2003). Research also suggests predi-
abetes is associated with an increased risk of CCS and all-cause mortality (Cai et al.,
2020; Huang et al.,, 2016), emphasising the potential early onset of multimorbidity in
those with T2D. Despite the high prevalence of CVDs in those with T2D and clinical
guidelines from the National Institute for Health and Care Excellence (National Institute
for Health and Care Excellence [NICE], 2016) emphasising the importance of providing
tailored care for individuals with multiple conditions, there is limited evidence on
how healthcare professionals (HCPs) communicate the link between T2D and CVD, as
well as how perceive multimorbidity.

In the United Kingdom (UK), community services play a pivotal role in managing
long-term conditions, taking up to 50% of all doctor appointments (NHS England,
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2019). Nonetheless, individuals are also encouraged to follow a series of
self-management strategies to enhance clinical and quality of life-related outcomes.
Self-management practices for T2D (Tomky et al., 2008) and CVD (Huynh-Hohnbaum
et al,, 2015) are similar, with individuals ideally maintaining a healthy lifestyle encom-
passed of a good quality diet, regular exercise and agreeing to and adhering to a
prescribed medication regimen. Studies indicate intensive lifestyle interventions can
yield positive outcomes. For instance, Salas-Salvadé et al. (2019) found that individuals
living with T2D, aged 55-75years old, improved glycaemic control and reduced CVD
risk factors by following an energy-controlled Mediterranean diet, as demonstrated
through 12-month follow-up. Similarly, other investigations have echoed these benefits
and highlight how lifestyle interventions encompassing diet, exercise and behaviour
change techniques can reduce insulin resistance (Lakka et al., 2023), improve body
mass index, blood pressure and participants’ mobility and sleep apnoea (Johnston
et al., 2014). However, despite these promising results, sustaining significant lifestyle
changes considered far from an individual’s norm can be challenging (Schmidt et al,,
2020), and they may not reflect the complexities of real-world T2D and CVD man-
agement or capture the lived experiences of individuals managing both condi-
tions daily.

Chowdhury et al. (2023) conducted a systematic review on the global and regional
prevalence of multimorbidity in the adult population within community settings,
highlighting its increasing prevalence over the past two decades. Moreover, research
suggests many individuals living with two or more conditions experience extensive
physical limitations and psychological distress that affects their daily lives (Sand
et al,, 2021). Existing quantitative literature has highlighted the association between
living with T2D and depression and the effects this has on CVD risk. For example,
Zareini et al. (2024) found that T2D is associated with a higher rate of depression
across CVDs, including Ml's and CCS’s, with this association persisting over time.
Additionally, a meta-analysis of 17 studies, including more than 1 million participants,
found that depression was strongly associated with CAD and forms of ACS, such as
unstable angina or AMI (Inoue et al., 2020). However, despite these findings showing
strong associations, research exploring qualitative accounts of how individuals with
T2D and CVD cope and how they perceive their psychological wellbeing is limited
and although collaborative care between community services and mental health
specialists can improve emotional outcomes for individuals with this multimorbidity
(Naylor et al., 2012), little is known about how they manage their psychological
health or the emotional support they receive from HCPs, especially in community
services.

The prevalence of diabetes (all types) in the UK is expected to reach 5.3 million
by 2025, with T2D accounting for 90% of cases (Diabetes.co.uk, 2023). This trend and
the associated CVD burden highlights the urgent need to address the complexities
of supporting people in managing their conditions. Although some studies have
focused on the perception of CVD risk in T2D patients (Jutterstrom et al., 2024), most
research has quantitatively examined the global prevalence of this multimorbidity or
focused on patient’s thoughts and feelings towards T2D and CVD as singular condi-
tions. There is a lack of qualitative research exploring how individuals living with both
conditions understand, manage and cope with their multimorbidity. This gap leaves
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the healthcare experiences of these patients poorly understood. Gaining insights into
their perspectives is crucial for advancing knowledge in this area. Thus, to our knowl-
edge, this study is the one of the first to explore how individuals living with T2D
and CVD as a multimorbidity perceive, experience and manage their conditions within
the context of healthcare and daily life.

Methods
Design

This study adopted a qualitative approach, using Braun and Clarke’s Reflexive Thematic
Analysis (RTA) (Braun & Clarke, 2021) to explore the lived experiences of individuals
managing T2D alongside CVD. This approach aligns with a critical realist ontological
position, acknowledging that while an objective reality exists (e.g. healthcare struc-
tures, biomedical diagnoses), individual experiences and meanings are socially and
contextually constructed (Bhaskar, 1978). Epistemologically, the study was informed
by a contextualist perspective, recognising that knowledge is co-constructed between
researchers and participants within specific social, cultural and historical contexts
(Madill et al., 2000). This stance rejects positivist notions of objective truth while also
avoiding radical constructionism, allowing for an interpretation that is grounded in
participants lived realities while acknowledging the researcher’s role in shaping
meaning.

Participants

Participant recruitment and criteria

The study gained ethical approval from the NHS Health Research Authority (23/
NI/0054), in addition to the community service network’s research lead, who also
approved the study’s implementation. Additionally, recruitment was supported by
Diabetes UK, Diabetes.co.uk, and the British Heart Foundation (BHF), as all organisa-
tions actively support research and promote the recruitment of the study on their
websites.

Potential participants were required to meet the following inclusion criteria: Over
18years of age; diagnosed with T2D, diagnosed with one or more forms of CCS, often
defined interchangeably as CAD, Coronary Heart Disease (CHD), Ischemic Heart Disease
(IHD), stable Angina or/and one or more forms of ACS, which manifests itself as
unstable Angina or Acute Myocardial Infarction (AMI) and speak the English language.
The researchers also ensured that potential participants had the mental capacity to
be interviewed by assessing their ability to understand the study’s purpose procedures
and the potential risks, while also confirming they could voluntarily provide informed
consent without signs or impairment. Those who would be excluded from the study
if they were diagnosed with another type of diabetes (e.g. Type 1/Gestational) and
who were not living with any of the CVDs listed above. Although the study aimed to
explore the experiences of living with both T2D and CVD, we recognise that individuals
managing these conditions often have additional health concerns. To ensure that the
focus remained on T2D and CVD, participants were asked whether any other health



PSYCHOLOGY & HEALTH e 5

condition was currently more prominent in their daily life. Those for whom another
condition took precedence were not included in the study. This selective inclusion
allowed for a more targeted exploration of how individuals experience and manage
T2D and CVD, while minimising the potential confounding effects of other overriding
health conditions. As the eligibility requirements were very specific, suitable partici-
pants were identified using a purposive sampling technique (Campbell et al., 2020).
The researchers enlisted participants through collaborations with a network of
community services operating in the Northwest of England, commonly referred to in
the UK as a Primary Care Network (PCN). A clinical team member undertook the
search on the patient system to identify those who met the inclusion criteria and
contacted them via email or telephone to discuss the study. If they were happy to
proceed, they contacted the researcher directly. A flyer was also placed on a notifi-
cation board in six community medical centres (that make up the PCN), inviting those
who meet the inclusion criteria and would be interested in taking part to contact
the researcher using the contact details provided. The study was also advertised via
a social media post on suitable social media channels such as ‘X’ and ‘Facebook;
which gave information about the study and contact details of the research team.

Participant sample

Guided by Braun and Clarke (2021), the study deliberately chose not to overemphasise
the concept of data saturation and instead chose to focus on ensuring the quality
and depth of the data collected. Initially, a clinical team member contacted 102
individuals at the selected PCN who met the inclusion criteria, and 30 participants
agreed to join the study; however, due to dropouts, the final sample of 27, included
25 from the selected PCN and two who self-referred from the advert on one of the
aforementioned forums. After careful reflection throughout the data collection process,
the researchers were confident that the 27 interviews provided sufficient richness and
insight for meaningful analysis. The total sample (see Table 1 for full details) included
19 males and 8 females, with a mean age of 62.3years (ranging from 51 to 76).
Participants had lived with T2D for an average of 8.5years (ranging from 6 months
to 26years) and with CVD (measured from their first incident for those with multiple
events) for an average of 6.2years (ranging from 2months to 22years). Given the
varied terminology used to describe acute and chronic cardiovascular syndromes,
during interviews participants were encouraged to use the terms they were most
familiar. The most common condition was AMI (n=18), followed by CHD (N=6), and
then Angina (n=3).

Dataset generation

The first author conducted semi-structured one-to-one interviews from June 2023 to
February 2024. All participants were provided with a participant information sheet
and gave written informed consent to participate in the study. Although the first
author had prior employment within the PCN involved in the investigation, no one
within the research team had any prior relationships with the study participants. Upon
beginning the interview, participants were reminded that they were free to withdraw
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Table 1. Patient demographics.

Time since T2D Type of CVD Time since CVD

Participant Sex Age diagnosis diagnosis diagnosis
1 M 62 15 years AMI 3years
2 F 76 8years CHD 1 years
3 M 62 7 years Angina 2months
4 M 61 8 years AMI 5 years
5 F 62 3 years AMI 15years
6 M 61 8 years CHD 12years
7 M 69 13 years AMI 10years
8 M 65 7 months Angina 3years
9 M 65 2years AMI 13 years
10 M 61 7 years AMI 7 years
11 F 60 5years AMI 2 years
12 M 68 9 years AMI 22years
13 M 65 6years AMI 10years
14 M 60 6 months AMI 6 months
15 M 58 10years CHD 5years
16 F 53 17 years Angina 7 years
17 F 57 3 years CHD 4years
18 M 54 6 years AMI 8months
19 F 66 26 years AMI 11 years
20 M 62 15years AMI 8years
21 M 64 20 years AMI 5years
22 M 61 13 years AMI 6years
23 M 65 7 years AMI 15years
24 F 68 15 years CHD 5years
25 M 51 11 months AMI 11 months
26 F 62 3 years CHD 5months
27 M 62 6 months AMI 6 months

before analysis took place, that any personal information would remain confidential,
and that any verbatim quotes selected from their transcript would be anonymous
but may be used in subsequent publications. The researcher also discussed the pro-
cedure with the participant and provided space for questions to be asked before
the recording began.

Semi-structured interviews, which included open-ended questions, allowed the
participants to give a detailed recognition of their experiences without the possibility
of the researcher making assumptions that could lead the participant towards a
particular answer. All interviews were recorded using an encrypted audio recorder,
and participants were thanked for their time once the interview concluded (see
supplementary file A for the full interview schedule). While the interviews were struc-
tured into three broad sections (personal background and diagnosis, coping with
multimorbidity, and experiences with NHS care) the guide only offered a broad
structure for data collection and the themes were generated independently based
on participants’ account.

The recordings were transcribed verbatim to create raw data files for each interview.
The mean duration of the interviews was 38 min and although the interview duration
ranged considerably (10-68 min) with a few of the interviews being shorter in duration
than the rest (n=3 of 10-15min); quality in qualitative work is a set of relationships
threated through an entire research process between the research and the research
concern (Timonen et al.,, 2024). Therefore, during analysis and discussions between
the authors, it was deemed that the contributions provided by these shorter interviews
were relevant and meaningful, and added value to the data set.
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Data analysis procedures

Analysis followed Braun and Clarke's six-phase RTA approach (2021), which emphasises
active engagement with data rather than passive extraction of themes. The process
began with the author (JB) listening to audio files and reading transcripts to become
familiar with the data. Then in alignment with a reflexive approach, coding was con-
ducted iteratively and inductively, allowing themes to be developed from participants’
accounts rather than being imposed by pre-existing frameworks. Codes were then
collated into themes to make sense of their differences, similarities, and relationships.
Braun and Clarke (2019) refer to themes as interpretive and creative stories about
the data. Each code was discussed and checked against these provisional themes by
authors LN and JB before being clarified, defined, and named. Additionally, sub-themes
were created to share a key concept within a theme (Braun & Clarke, 2022). No
attempt was made to prioritise semantic coding over latent coding or vice-versa, as
both were considered important in this qualitative health-related research. All authors
reviewed the themes and together discussed and refined the analysis. The researcher’s
positionality was acknowledged throughout, with reflexive engagement ensuring that
the themes reflected participants situated realities rather than being shaped solely
by researcher assumptions. Through this lens, the findings are not presented as ‘truths;
but as contextually situated interpretations that make sense of participants’ experi-
ences within the broader healthcare landscape. Investigator triangulation and patient
and public involvement (PPI) were integrated into the reflexive process, ensuring that
interpretations remained relevant to those with lived experience.

To ensure methodological coherence and reflexive openness, the present study
also constructed an evaluative tool using the Reflexive Thematic Analysis Reporting
Guidelines (RTARG). These guidelines have been recently published by Braun and
Clarke (2024) and are recommended over other qualitative checklists, such as the
consolidated criteria for reporting qualitative research (COREQ) by Tong et al. (2007)
as they are informed by the values of RTA (see Supplementary file B).

Patient and public involvement

A patient and public involvement (PPI) group of five individuals who met the inclusion
criteria but did not participate in the original interviews were invited to review a
detailed presentation of the findings. These individuals were recruited through a dif-
ferent PCN in another area of the Northwest of England. All five individuals (3 males
and 2 females) have been living with T2D for an average of 5.6years (ranging from 3
to 8years) and described their CVD as AMI (n=3), CHD (n=1) and Angina (n=1). The
PPl group was introduced after the primary thematic analysis had been conducted to
critically assess whether the generated themes resonated with the lived experiences
of the participants, rather than to develop new codes or alter the initial categorisation.
The group was encouraged to engage in reflective discussions, critically evaluating
the interpretations of the data and the relevance of the findings. We specifically selected
this approach due to the complex nature of multimorbidity, as PPl involvement offered
a valuable means of challenging researcher assumptions and grounding the findings
in real world patient experiences (Greenhalgh et al., 2019). This approach is also in
line with Madden and Speed (2017), who argue that PPI should not be treated as a
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conventional qualitative method but rather as a strategic tool to enhance the relevance
and impact of research. Consistent with this view, our use of PPI positioned contrib-
utors as co-reflective partners rather than as sources of primary data. Quotes from the
PPI participants have been incorporated into the analysis where appropriate.

Researcher description and discussion of reflexivity

The authors came from a diverse range of backgrounds, the first author (JB) is a
female trainee Health Psychologist (BSc, MSc) with a keen interest in T2D management
and multimorbidity research, and the corresponding author (LN) is a Registered Health
Psychologist, Reader in Applied Health Psychology and had research and clinical
expertise in diabetes, CVD and qualitative methodology. The third author (KU) has
expertise in metabolic health research and the fourth (RL) and fifth author (1J) both
have expertise in cardiovascular nursing practice and research.

As researchers with expertise in these fields we acknowledge that our professional
backgrounds may shape our understanding of the lived experiences of individuals
managing T2D and CVD. For example, out knowledge of psychosocial factors,
self-management, and healthcare systems might lead us to interpret participants’
experiences through a health psychology lens, potentially influencing how we engage
with data. Furthermore, our experience in community health interventions and
patient-centred approaches means we acknowledge as a research team we are pre-
disposed to viewing multimorbidity management as a complex interplay of psycho-
logical, social, and systemic factors. While this perspective adds depth to our
interpretation, it also requires careful reflexivity to ensure we do not unintentionally
privilege certain narratives over others. To ensure a balanced interpretation of par-
ticipants’ experiences, we employed several reflexive strategies, including reflexive
journaling (first author and interviewer engaged in journaling post interviews to
capture thoughts, emotions and experiences discussed throughout the interviews) to
help us critically examine how the researcher perspectives might shape data inter-
pretation. All authors were also actively involved in the analysis, providing triangulation
in interpretation to ensure a nuanced and comprehensive understanding of the data.
PPl in the analytical interpretation further offered valuable insights, enhancing the
depth and relevance of the findings and the context of the research, such as the
setting, sample size and participant characteristics, were also distinguished to allow
others to judge its applicability to different settings accurately.

All quotes from the participants that make up the generated themes and subthemes
can be found in supplementary file C. Participants were also given the option on the
consent form for their anonymised transcripts to be deposited in a data-sharing
archive so that their data could be used for future research and learning purposes
(Brown et al., 2025). However, in line with ethical processes, full transcripts have not
been shared publicly, as participants did not consent to this.

Analysis

The analysis aimed to understand how individuals living with T2D and CVD as a
multimorbidity perceive, experience and manage their conditions within the context
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of healthcare and daily life. Three key themes were identified, highlighting the com-
plex and often fragmented experiences of individuals living with these conditions,
these were: The Disconnected Conditions, Lack of Integrated Care and Navigating and
Adapting to Multimorbidity. Participants frequently reported limited awareness of the
connection between T2D and CVD, compounded by care that is often perceived as
disjointed and focused separately on each condition. Further, the emotional and
psychological ramifications of living with these chronic conditions add to these chal-
lenges, with financial strain for some exacerbating both physical and mental health
burdens. Together, these themes reflect a need for more integrated, patient-centred
care approaches that consider the holistic needs of individuals managing multimor-
bidity. Figure 1 depicts the relationship between the decided themes and subthemes.

Theme 1: the disconnected conditions

This major theme categorised into two subthemes (The Hidden Connection) and (The
Resignation of Diabetes) highlights the perceived unknown link between T2D and
CVD, the difference in attitude towards the diseases and how HCPs need to be clearer
in explanations and guidance regarding the management of this multimorbidity.

The Hidden connection
Most participants expressed surprise and a lack of awareness regarding the link
between their T2D and CVD. They describe not being informed by medical

Figure 1. Relationship Between Themes and Subthemes.
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professionals about the relationship and felt unaware of the possibility of such a
connection:

No no well unless | wasn't listening at the time as | was in shock but no, | can't think of
it but | knew there were problems, like | knew people had amputations and things like
that, and that scared me, but she never told me this. (Participant 26)

Moreover, the few who were aware of the connection between the two conditions
mentioned that they discovered this information through their own research:

No one in the medical profession its only what I've sort of read...sometimes if you've had
heart problems you can get diabetes so I've never had a discussion about that. (Participant
12)

This lack of understanding of the relationship between the two conditions was
also reflected in the way patients tended to compartmentalise the two conditions in
their minds. For example, Participant 16 explicitly stated that they view their T2D and
CVD as separate entities, “I've got diabetes, and then | have this heart thing, angina...
don't really think of them being together no.” This notion that the conditions are
complete separate entities was also further emphasised during the PPl discussion as
PPl member 3 stated, “I don’t see my diabetes like that, | see it as | got this (T2D),
and | got that (CVD)"

The Resignation of diabetes

Participants exhibit contrasting attitudes towards their T2D compared to their CVD
as like many, participant 2 indicated that they do not perceive T2D as a serious con-
dition, “like | know my diabetes shouldn’t be, but it is at the back of my mind. The
data suggested participants seemed to feel this way due to their perceived risk per-
ception of CVD being greater than T2D, as participant 3 conveyed, “well it’s just looking
at what's more important to monitor...I think the heart one...because if your heart doesn’t
work that’s it isn't it” Moreover, some participants, although diagnosed, refused to
believe they live with T2D at all:

| put my hands up and confess | am quite in denial about my diabetes...but my opinion
is the way technology has changed over the years, early diagnosis of certain conditions is
a lot more.... is more possible than it was 20 years ago, it's kind of been identified at
really early stage, which is fine | appreciate....| do not and have never suffered with any
symptoms of that. (Participant 9)

The passage emphasises the rejection they have towards their diagnosis and how
they look for blame or mitigation. Additionally, the comment, “have never suffered
with any symptoms,” highlights that due to the slow disease progression and often
unseen nature of complications that are associated with T2D, some individuals do
not perceive themselves as living with a long-term condition. Moreover, the absence
of noticeable symptoms appeared to result in a sense of acceptance and resignation
among some participants which was linked to a lack of motivation for effective
self-management:
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| thought it was quite controlled...... how can | explain this without saying bazar
*pauses*....people can tell me you need to eat salad, you need to eat cous cous....you
need to eat that...and | say ok....and I'll say yeah yeah but I'm not that guy....ill change
gradually. (Participant 1)

His dismissive tone suggests a reluctance to embrace lifestyle modifications associated
with T2D, as the statement “I'm not that guy” implies he perceives making dietary changes
as unrealistic and disconnected from his reality. However, his earlier comment indicates
a possible contradiction. He implies that had he been made aware of the connection
between T2D and CVD he might have taken his diagnosis more seriously from the outset:

“Erm well it would have been nice...*laughs* perhaps kicked things better in perspective
as you know heart attack is more frightening than diabetes you know so if they were
linked then it would have been a kick to manage to things better”. (Participant 1)

This suggests that his negative attitude towards lifestyle changes may stem from
a lack of understanding about the relationship between T2D and cardiovascular risk,
rather than pure resistance. Furthermore, the data suggested that this fragmented
approach to self-management may stem from the compartmentalised care provided
by healthcare professionals as participants expressed a clear desire for a more inte-
grated understanding of the relationship between T2D and CVD at the point of
diagnosis for either condition. For example, Participant 2 reflected on how they would
have preferred the connection to be explained, “this is your diabetes, it's a
diabetes-related factor... there’s a chance of heart disease...and | would like to of
been explained it a little bit better” This desire for more cohesive care was further
echoed by other participants; for example, Participant 4 explained they would have
liked an inventory of CVDs related to T2D, “well, it would have been more useful if
someone told me that in the beginning. If you get a diabetic, a list of things you
know you could get this heart condition or you could get that”

Overall participants seem to show a strong desire for clearer communication about
the relationship between the conditions at the time of diagnosis. They emphasised
the need for more of a connected and informative care, with some suggesting that
a straightforward explanation or a list of potential CVD risks associated with T2D
would have helped them better manage their health from the outset.

Theme 2: lack of integrated care

The overarching theme of lack of integrated care consists of two subthemes (2.1)
Authoritarian Decision Making and (2.2) Discontinuity of Care. These subthemes reflect
the researcher’s interpretation of participants experiences and perceptions of their
interactions with HCPs. A common pattern across responses was that participants
received singular disease care which contributed to fragmented support and as a
result, many felt that, unlike their ongoing care for T2D, their CVD care was isolated
and lacked adequate support following diagnosis.

Authoritarian decision-making
Many participants actively expressed that they were not included in decisions regard-
ing their care and felt that HCPs made these decisions on their behalf.
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So you have this *slaps table* this *slaps table* this *slaps table* and this *slaps table*
and it’s not erm suited to the way you are, it’s like oh you're diabetic so you have to have
this this and this...maybe it is you need them things'...but looking at a person as an
indiv...not as that’s what you need to have as you're a diabetic...yeah so a bit more per-
sonalised to you, what's going on with you. (Participant 11)

The passage highlights the individual’s desire for care to be shared; the words
“maybe it is you need them things” suggest she has not dismissed the support avail-
able however potentially struggles to implement the self-management strategies
suggested as they do not fit with her personal values or way of life. Moreover, the
hitting of the table and repeating the word “this,” creates a sense that she feels frus-
trated and emotional with how information has been presented to her. Further, she
reiterated some of the negative and objectifying language that has been used to
describe her, such as, “Oh, you're diabetic” and “as you're diabetic,” implying that she
has been made to feel defined only by her condition due to the labelling used by
others around her.

This lack of shared decision-making created a sense that several participants’ care
was based on a biomedical approach which relies solely on medical action to improve
patient care:

A lot more information than | got...I mean if | hadn't...| had stopped taking the medica-
tion...because nobody told me what was going on...they gave me a lot of medication, a
lot more medication than | am on now...they went in the bin as soon as | got home
because nobody told me anything....| mean even when | was on the ward | must have
been in 2 days and they didn't tell me anything....they just said there’s your medication
go home and use it. (Participant 5)

The above emphasises how the individual felt they were a passive recipient of
medical intervention rather than actively considered a partner in their own care and
consequently admitted avoiding following medical advice because of this. The repe-
tition of “nobody told me," reveals a sense of helplessness and the participant describes
behaviours indicating distress, that seems to have been created through the perceived
poor communication and suboptimal treatment.

Notably, although the above participant received this type of care 15years ago,
those who had experienced a CVD diagnosis within the last year mirrored similar
experiences:

Well | did see one doctor...and | didn't even know what the appointment was about or
anything | didn't see her again....she didn't really ask how | have been and said | just
needed these other tablets, but | was in there for 5minutes or even less so you know
15minutes late and then on your way. (Participant 27)

Similarly, this passage suggests communication and education continue to be
perceived as poor as there is a clear frustration towards the short consultation spent
with HCPs. The words “didn’t ask how | have been” shows the individual’s desire to
engage with a professional about their feelings; however, it leaves them with the
perception that the HCP was focused solely on the management of the condition.
The belief that HCPs can be passive was further enhanced through PPI group discus-
sion as PPl member 3 explained, “you can just tell it's another day at the office for
them, there’s no being you know...personable”. The consequences of this is echoed
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by another who highlighted how the current system used within the service negatively
affects the quality of relationships between the practitioner and patient:

You used to have a family doctor 30 or 40 years ago and now you know he'd give you
the time, much more time to talk and as | say it's all rushed now. You don't see the same
GP, you don’t necessarily see the same erm diabetic nurse so there’s that sort of confusion
and | know the days of the old family doctor aren’t going to come back but it's gone so
far the other way. (Participant 12)

The words “much more time to talk” further emphasise the perceived lack of shared
decision-making as although many seemed to value the ability to speak and be a
part of their health care consultation, the “rushed” nature of appointments does not
allow for this opportunity and subsequently seems to affect the quality of relation-
ships with HCPs and their perception of community care. Additionally, the comparison
to “30 to 40years ago” highlights that potentially due to the age range of those
interviewed, many have witnessed the evolution of healthcare and feel the effects of
this shift more acutely than younger generations. The use of strong negative language
like “gone so far the other way” intensifies this perception of a severe decline in the
quality of community services.

Discontinuity of care

Nearly all participants indicated that while they continue to receive regular appoint-
ments for their T2D, they have not discussed their CVD with a healthcare professional
at their community service provider since diagnosis. This points to a systemic sepa-
ration in care that reinforces the divide between the two conditions:

Excellent at first *long pause* excellent reviews on the diabetic front, not so hot on the
heart front...*sighs*...I mean | think if my numbers were showing a trend towards the
likeliness of another heart attack, would | be aware? Is anyone checking my numbers?
And if I'm not told then who knows. (Participant 13)

The passage provides a real sense the participant perceives they have received a
lack of proactive care from their community service since their CVD incident. They
use rhetorical questions regarding their future CVD risk to convey a point that leaves
a lasting impression relating to their feelings of neglect rather than seeking an answer
to their unknown cardiac outcomes. Moreover, the open use of “is anyone checking
my numbers?” creates a sense of vulnerability as they openly admit their limited
understanding on the control of their condition. Additionally, his reply of “and if I'm
not then who knows” further emphasises their point of perceived discontinuity of
care and creates a sense they feel rather alone in the management of their CVD. The
lack of continuity in CVD care became even more apparent when participants were
asked whether they felt their cardiovascular health was monitored during T2D reviews.
While some noted that certain CVD-related biomarkers were occasionally assessed,
there was little communication from healthcare professionals about the importance
of managing both conditions in a coordinated way. As participant 12 put it, "the only
time they touch on it (CVD) is when they take my blood pressure, but that's about
it as far as the heart is concerned”. Moreover, PPl members agreed care for their CVD
does seem to diminish once diagnosed, with PPl member 4 suggesting they felt in
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“no man’s land” between acute treatment and on-going management. Additionally,
several participants expressed they do not always feel comfortable contacting their
community service in a time of medical need:

Maybe a bit more support from GPs as | say no one checked my heart following the heart
attack and then when my sugars were 15 | was frightened but didn't think | could get
support from my GP practice. (Participant 27)

The passage highlights how poor relationships with practitioners and perceived
lack of support affect participants’ confidence in reaching out to community services.
Further, this hesitancy to contact community services seems to be intensified by the
perceived difficulty in booking an appointment, as Participant 10 bluntly stated “yeah
I mean doctors been great, it's getting a doctor though isn't it” Further, during dis-
cussion PPl member 1 elaborated on this by suggesting “you feel in a state of uncer-
tainty, but you can’t turn to no one professionally as you get discharged”

Overall, the subthemes emphasise a clear gap in care for people with both T2D
and CVD as while many see regular HCPs for T2D, most expressed feelings of neglect
and uncertainty about their CVD. This highlights the need for more coordinated,
person-centred care that actively involves individuals in decision-making and provides
clear guidance for managing both conditions together.

Theme 3: navigating and adapting to multimorbidity

The overarching theme of navigating and adapting to multimorbidity consists of two
subthemes, sections “Emotional Distress and Sensitivity” and “Strength or Shield” These
subthemes convey the perceived separate emotional toll T2D and CVD can cause and
the ways individuals manage this psychological burden. Although participants did
not always explicitly discuss the psychological effects of managing both conditions
together, their accounts revealed an underlying emotional and cognitive burden
related to balancing multiple health concerns and further, suggested intertwined in
some individuals’ poor mental health was financial hardship and employment issues
associated with their poor health.

Emotional distress and sensitivity

Although individuals experience T2D and CVD a part of multimorbidity, the emotional
impact of each condition was expressed separately. CVD, in particular was linked to
greater emotional distress likely because of its sudden and life threatening nature
which appeared to generate persistent fear and anxiety. Participant 18 reflected on
these feelings, “every movement | would think or like pain | would think oh am |
heading into another one and will | make it out of this one alive” In contrast, T2D
was often seen as a lesser, more manageable concern as Participant 21 articulated,
"no one can force me to go out and jog or to eat healthy... it's down to me. This
differential emotional engagement suggests that conditions with visible, acute symp-
toms, such as CVD, trigger stronger adherence to health practices than those with
less visible, slower progressive risks, like T2D. Coupled with fear of a possible recur-
rence of their CVD, most participants seemed to be regularly living in the trauma of
their diagnosis. Participant 23 emphasises this point by remembering the exact date
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of his AMI, “yeah 14t august 2008, | remember it like it was yesterday and the feeling
well erm it's the same for everyone who has a heart attack you know | don't think
it ever goes away.” Additionally, some participants emphasised a vicious cycle in which
chronic illness contributed to financial struggles, exacerbating psychological distress.
As Participant 10 shared, “after my bypass...I fell into a lot of debt...| had to use
credit cards to pay bills,” later describing how he “broke down to my wife” as the
combined weight of his debt and health conditions became too overwhelming.

Although emotional distress and sensitivity were less heightened when individuals
discussed their T2D, a frequent theme noted was how participants’ relationship with
food changed following diagnosis. Several participants described the stress and sen-
sitivity relating to transitioning from their habitual diets to ones more suitable for
diabetes management:

What people generally eat in this country is bad for them isn't it...so you have to pull
yourself out of that normality and the worlds of salads and no carbohydrates which is
alien to what you have been used to. (Participant 13)

This passage highlights the significant cultural shift participants perceive they have
to face that can make them feel quite restricted; the use of “world of salads” empha-
sises the unnatural and overwhelming feeling he has towards this modification and
how he has struggled to adapt this to his usual everyday lifestyle. This sentiment was
further echoed by Participant 14, who described the overwhelming task of scrutinising
food labels, “you look at the labels and you're looking for red and green and then
you think | can’t cut everything out | need to live!" Furthermore, participants frequently
mentioned that this constant thought of what to eat lead to feelings of guilt, frus-
tration, and mental fatigue as participant 17 vividly described this cycle of “having
guilt every time | eat... it's constant.” Additionally, some individuals emphasised how
the psychological toll of higher prices caused them to feel emotionally distressed, as
Participant 15 expressed, “It's crippling us... you know the difference between [lists
different supermarket shops] ... and I've had no support.” This statement suggests
they are forced to opt for cheaper, less preferred options due to financial strain, which
may not be the most beneficial dietary choices for managing their conditions.
Moreover, the words emotive use of the words “its crippling us” coupled with “I've
had no support” highlights a perceived gap in care, where socioeconomic challenges
affecting disease management are overlooked by HCPs.

Strength or Shield
Although some participants who were given the opportunity, to seek professional
help found solace in therapy sessions:

Yeah it was afterwards erm | went to *insert local mental health charity* saw a girl there, it
was good to offload, and you can just speak all your crap out and you go home and you
think I've got rid of that...so | had about 6 to 8 sessions and it was great. (Participant 10)

Many, like participant 13, who have not experienced psychological intervention,
when asked if the opportunity was to become available, were not keen on the idea,
"you still need to go through it yourself" This resilient attitude was a common theme
with many individuals suggesting they perceive themselves to push on rather than
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sitting with their emotions as a way of coping. This coping mechanism may be influ-
enced by the age range of the participants, as most were older individuals who might
feel less comfortable discussing mental health compared to younger generations.
Furthermore, Participant 7 re-echoed this resilience, “it's happened you can't undo it.
I've never been somebody to look back and think if only.” Furthermore, this strong
attitude was noted particularly in male participants, who seemed to manage by
adjusting their outlook on life to navigate their condition more effectively. For exam-
ple, participant 21 claimed, "on a personal level, | think it changed me | do consider
my mortality, and | do occasionally think about that...but it is in the back of my
mind...and | am aware of it on a daily basis.” Plausibly, this perception relates to
gender differences in coping where traditional masculine norms impact attitudes
towards psychological support as some participants expressed reluctance towards
acknowledging emotional struggles. Moreover, Participant 1, also male, illustrated this
attitude, explaining, “you know I've been asked a few times...are you depressed...
and the answer is always going to be no...that's the type of character | am. This
possible lack of recognition was further echoed in PPI discussion as PPl member 5
also shared, “I just block it out...that's how | cope, | can't sit there and think about
my conditions | just have to block it However, avoiding reality could prevent male
participants from receiving the support they need and further lead to complete iso-
lation. Additionally, some individuals, like Participant 10, claimed they turned to
unhealthy habits such as smoking to mask or temporarily ease the pain and distress
caused by their on-going poor health, “it was a life change but then Christmas came,
and | was sick of being sick so | went back on the ciggys (cigarettes) and been on
the ciggys (cigarettes) since”. The words “sick of being sick” emphasises a sense of
fatigue, highlighting the emotional toll individuals can feel when they feel over-
whelmed by their multimorbidity. Furthermore, others chose to engage with smoking
as a form of psychological or emotional relief:

Look, | can't afford to go do these fancy holidays, | got kids and all the rest of it, and |
don’'t know | think the answer is no....it's my choice and my outlet (smoking), so to speak
to erm yeah. (Participant 18)

The passage suggests that despite previous recognition of its negative health
effects on his long-term conditions due to their frustration on their financial situation
or demands of family life the individual uses smoking as a coping mechanism and
a shield against emotional stress. Moreover, Participant 15 suggested that due to the
psychological distress caused by their conditions coupled with trying to manage
financially, they seemed to feel they have to protect themselves by becoming a social
recluse, “I struggled to even come in for this...to talk to you today” This change in
social behaviour further emphasises the broader impact health conditions can have
on personal relationships and social life.

Overall, the data analysis revealed that although many individuals did not perceive
their T2D and CVD as interconnected, largely due to a limited understanding of the
relationship, the psychological distress linked to CVD was more pronounced.
Nonetheless, many did still experience significant emotional burden related to their
T2D and although the participants did not explicitly describe their conditions as a
multimorbidity, living with both simultaneously is likely to be overwhelming.
Additionally, several are managing financial pressures and the complex psychological
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challenges associated with socioeconomic factors and therefore providing better
integrated and continuous care that involves patients in decision-making processes
and addresses their personalised needs would greatly benefit this group.

Discussion

To date, this is among the first qualitative investigations to explore the lived experi-
ences of individuals managing both T2D and CVD as a multimorbidity. Specifically,
the study provides insights into how individuals perceive their care and furthered
the knowledge of how these individuals cope with the ongoing challenges of man-
aging two long-term conditions.

A significant finding is the lack of awareness among participants about the inter-
relationship between T2D and CVD, with many expressing a need for clearer infor-
mation on CVD risk at the onset of diabetes. This communication gap is not unique
to this study’s context; for example, Saeedi et al. (2020) found in a global survey of
over 12,000 participants that approximately one in six individuals with T2D had never
discussed their CVD risk with an HCP. However, the present findings build on these
insights and others on CVD risk in T2D patients (Jutterstrom et al., 2024; Nabolsi,
2020) by showing that even post-CVD diagnosis, many individuals remain unaware
of the association. This finding may be attributed to the low uptake of cardiac reha-
bilitation in the UK, a programme that combines information and exercise for those
who have experienced an Ml (BHF, 2023) and, as part of the 18 components of care,
would have addressed the relationship between T2D and CVD (British Association for
Cardiovascular Prevention and Rehabilitation [BACPR], 2023). Although the study did
not specifically enquire about participation in cardiac rehabilitation when asked about
their healthcare interactions, most who experienced an AMI did not mention this
type of programme. Nonetheless, our findings align with Angerud et al. (2015), who
noted that individuals with T2D who have experienced an AMI often reported receiving
little to no information from their diabetes care providers about their AMI or future
cardiac risks. These findings point to a need for more integrated risk education at
diagnosis, helping individuals understand the gravity of their conditions and the
importance of self-care practices in preventing future complications. Moreover, several
participants described their T2D as asymptomatic or refused to acknowledge their
diagnosis despite formal confirmation, aligning with findings from Bennich et al.
(2020), who observed that the slow progression of T2D can lead patients to under-
estimate the disease’s seriousness. This knowledge gap directly influences self-care
behaviours, as evidenced by Adu et al. (2019), who found that low awareness of
diabetes risks often discourages preventative actions. In contrast, many participants
shared vivid, emotionally charged memories of their CVD experiences, reflecting the
perceived immediate threat of heart disease. According to the Health Belief Model
(Becker, 1974), individuals are more likely to adopt preventative behaviours when
they perceive a high degree of threat. Consequently, the findings suggest a need to
elevate the perceived urgency of T2D self-management alongside CVD risk to improve
patient outcomes and prevent further complications.

Many individuals did not perceive their T2D and CVD as connected and viewed
them as two separate conditions. Consequently, when patients spoke about their
experiences of care, they did in a fragmented way focusing on each condition
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individually instead of seeing them as part of multimorbidity. The subtheme of "dis-
continuity of care" captured the participants’ sense of disconnection, as while they
praised the UK healthcare system for acute care during CVD incidents, many felt
support was fragmented post-diagnosis. The study also found that, despite some
evidence of CVD risk assessments being conducted during diabetes appointments
many individuals still experienced a lack of continuity in their cardiovascular care.
This appeared to stem from inadequate communication with HCPs who often failed
to explore how patients were coping with their multimorbidity. The findings highlight
the need for improved communication, not only regarding the relationship between
T2D and CVD but also regarding patients emotional and practical experiences man-
aging both conditions. As while guidelines direct HCPs to assess the physical risk of
CVD (European Society of Cardiology, 2023), they do not offer specific recommenda-
tions on how to integrate discussions about both conditions into appointments for
individuals managing these conditions together. Additionally, this perceived lack of
continuity may discourage individuals from engaging with care, as demonstrated by
Mathew et al. (2022), who found poor relationships and communication from HCPs
hindered adherence to diabetic appointments. Our findings support this, with several
participants expressing reluctancy to contact their GP until their multimorbidity has
worsened due to their perceived limited access to healthcare services. Further, the
study seemed to highlight a perception of fragmented care with many expressing
the current time constraints during limited provider-patient interactions, in conjunction
with seeing multiple HCPs who predominately steer conversations towards biological
aspects of care left them feeling confused and overwhelmed. Moreover, the results
indicated that participants did not fully understand or internalise information due to
the perceived absence of individualised care. However, from both an epistemological
and ontological perspective, it is important to recognise that participants narratives
are shaped by their lived experiences within a specific healthcare context. Given
participants age many have witnessed significant shifts in medical advancements and
substantial changes in patient-provider relationships in chronic disease management.
These experiences create generational differences in how these individuals understand
and navigate multimorbidity, engage with healthcare systems and approach
self-management. Nonetheless, the present results align with Peeler et al. (2024) and
Franklin et al. (2018), who found that both patients and HCPs desire better
provider-patient relationships, personalised communication, and coordinated care in
multimorbidity management. Furthermore, although the NHS England (2019) Long
Term Plan, a strategic framework outlining how the NHS aims to enhance the health
and care system, highlights the importance of patient involvement, this study suggests
that current care practices may not fully align with this objective.

Although patients did not explicitly frame their psychological experiences in terms
of multimorbidity, their accounts of the psychological effects of living with both T2D
and CVD revealed a deeper emotional and cognitive burden linked to managing these
two conditions. For the most part CVD seemed to dominate, with many expressing
feelings of emotional distress, increased sensitivity and persistent thoughts of mor-
tality, especially among those who had experienced Angina or an AMI. This ongoing
emotional turmoil is well-documented in cardiac literature, where cardiac incident
survivors are at heightened risk of developing depression, anxiety, and PTSD
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(Sreenivasan et al., 2021). Our findings further revealed that many individuals remain
psychologically anchored to the trauma of their AMI, often perceiving the event as
a turning point in their lives. Similar results were reported in a qualitative study by
Qin et al. (2022), which found that both patients and relatives expressed a strong
desire to reshape their lives after an AMI to reduce the further risk of CVD and main-
tain a normal life. Although the emotional impact of T2D was less acknowledged,
participants expressed feeling overwhelmed, particularly for those trying to adjust
their diet to better manage the condition found it challenging to incorporate these
changes into their daily routine. Many described experiencing feelings of intense guilt
and shame around mealtimes, especially during the first year after diagnosis.
Nonetheless, many participants expressed a strong sense of personal responsibility
for managing their T2D and viewed themselves as adapting with resilience following
their CVD diagnosis. This resilience may be partly explained by the average age of
participants (62.3years), as existing research indicates that older adults are often less
likely to discuss the psychological impact of chronic illness due to stigma and con-
cerns about disclosing mental health issues (Adams et al., 2024;; Elshaikh et al., 2023).
This mindset was particularly evident among male participants, aligning with findings
from Jbilou et al. (2019), who noted that men may respond to cardiac events in ways
that reflect traditional masculine norms, downplaying emotional vulnerability. While
this is not universally true, the findings suggest that both age and gender may shape
how individuals cope and their openness to psychological support. Therefore, recog-
nising and addressing individual coping mechanisms within the context of multimor-
bidity, ensuring that support strategies are aligned with patients’ age groups,
experiences and expectations could improve holistic care and enhance quality of life.
Moreover, as the study focused on exploring individual's perceptions, where they
tended to view the conditions separately, the psychological impact of these conditions
as a multimorbidity, such as whether the emotional strain of a CVD diagnosis affected
their ability to perform certain T2D self-care behaviours was not necessarily explored.
Future research should build on these findings to gain a deeper understanding of
this aspect.

This study also highlighted some of the socioeconomic challenges faced by indi-
viduals living with both T2D and CVD, with some participants describing financial
hardship that was often intensified by disruptions to employment following their CVD
diagnosis. This finding is consistent with broader empirical data showing a significant
increase in economically inactive individuals due to long-term illness in the UK, with
more than half reporting co-occurring mental health conditions (Office for National
Statistics [ONS], 2023). Similarly, Rippe (2019) emphasised how social and psychological
factors can hinder adherence to lifestyle changes following a CVD event and without
comprehensive support, these overlapping challenges can result in non-compliance
with recommended healthcare behaviours such as smoking. The current study supports
this, with a few participants reporting introverted tendencies and turning to smoking
as a coping mechanism. These findings indicate that policy interventions aimed at
providing financial support could mitigate the socio-economic impact of those living
with multiple long term conditions Additionally, while cardiac rehabilitation can pos-
itively introduce many from this sample to social engagement opportunities with
others from their patient group, which is known to improve mental and physical
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health (Rashidi et al.,2025), uptake remains low at around 50% (BHF, 2022). Therefore,
encouraging this type of support at the beginning and then throughout the individ-
uals CVD journey may help alleviate the isolation and psychological burden experi-
enced by these individuals

Strengths and limitations

This study contributes to understanding the real-world experiences of individuals
managing T2D alongside CVD, providing insights into their challenges in a fragmented
healthcare system. The study adopted a critical realist ontology and contextualist
epistemology, and by doing this offers a coherent participant-anchored interpretation
of the challenges faced by individuals managing T2D and CVD. These philosophical
underpinnings are woven throughout the research process, shaping data collection,
analysis, and interpretation in ways that remain grounded in participants’ lived realities.
The study’s trustworthiness was strengthened by well-established data collection
methods, including semi-structured interviews, and investigator triangulation, enhanc-
ing the reliability of thematic interpretations. Additionally, PPl was used as a form of
interpretative triangulation to validate the themes that captured key aspects of living
with both T2D and CVD, which are often interrelated and influence each other in
complex ways and given the complexity of multimorbidity, incorporating PPI in this
manner helped challenge researcher assumptions and ensured that the findings were
grounded in the real-world experiences of patients (Greenhalgh et al., 2019). However,
despite these strengths, certain limitations should be noted. Although efforts were
made to recruit an equal number of male and female participants, most respondents
were male (approximately 71%), potentially limiting the generalisability of findings
related to gender-specific coping and healthcare needs. Prior research indicates that
males and females often differ in their coping strategies for long-term conditions
(Patwardhan et al., 2024), highlighting the need for future studies to include a more
gender-balanced sample. Additionally, participants were mainly white from the
Northwest of England, which may not reflect the broader experiences and views of
all individuals living with T2D and CVD across different regions, limiting the studies’
generalisability as there was no accountability for those from diverse ethics back-
grounds or different geographical regions. Previous research has acknowledged the
differences in managing diabetes based on ethnic differences (Patel et al., 2021) and
for non-white individuals in the UK living with CVD (Lotto et al., 2022) therefore to
gain a more inclusive understanding, future studies should explore the experiences
of those from various ethnicities and geographical locations, as cultural differences
may impact perceptions of T2D and CVD and their associated risks (Vaja et al., 2021).

Although a few of the interviews were shorter in duration (10-15min), this does
not necessarily equate to a limitation in data quality. The interview schedule, informed
by open-ended questions, was designed to elicit personal narratives and encourage
deep reflection on how participants navigate the intersection of T2D and CVD within
the healthcare system. However, we recognise that engagement with the concept of
multimorbidity varied among participants, influencing interview length in different
ways. For some individuals, discussing their conditions as an interconnected experience
was challenging, suggesting difficulties in conceptualising or taking ownership of
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their multimorbidity. While this resulted in shorter interviews, these interactions pro-
vide valuable insights into the complexities of illness perception and the potential
barriers to patient engagement in healthcare discussions. This, in itself, is an important
finding that may inform future patient-centred interventions. Conversely, some par-
ticipants were highly articulate and provided concise but comprehensive responses,
demonstrating clarity in their understanding of their conditions and their healthcare
experiences. These interviews, though perhaps not as long, still captured meaningful,
well-structured narratives that aligned with the broader themes identified across the
dataset. Importantly, across the full set of interviews, a rich pattern of similarities and
differences were generated ensuring that the data as a whole was comprehensive in
exploring patient experiences. Future research may refine interview strategies to
encourage longer discussions where necessary, but the depth and breadth of insights
gained from this study remain robust and informative.

Clinical implications

This study highlights a significant gap in patient knowledge regarding the interrelated
relationship between T2D and CVD, suggesting a pressing need for HCPs to proactively
educate individuals living with T2D and CVD of their future CVD risk. This should
ideally occur at diagnosis, during routine appointment periods and whenever indi-
viduals are diagnosed with both conditions, fostering a clearer understanding of how
managing T2D plays a key role in the CVD secondary prevention agenda. Notably,
many participants viewed CVD as more life-threatening than T2D, and this perceived
severity could serve as a motivational lever. By framing T2D management as an
essential part of preventing CVD progression, HCPs could encourage more consistent
self-care behaviours among patients. Additionally, the findings suggest that CVD often
triggers a lasting psychological impact, with many participants experiencing ongoing
trauma and anxiety related to their CVD diagnosis. Limited studies have looked at
the psychological effects of living with both conditions; however, using the present
findings, we recommend interventions that combine education on the connection
between T2D and CVD, T2D dietary and self-management information along with
strategies for coping with health-related anxiety could enhance patient well-being
and improve outcomes. However, further research is needed to deepen the under-
standing of how the psychological impacts of T2D and CVD interact within the context
of multimorbidity, to improve and more effectively tailor support interventions.

Conclusion

The thematic analysis sheds light on the complex experiences of individuals living
with T2D and CVD as a multimorbidity, emphasising the critical need for compre-
hensive, integrated patient education to address the interconnected nature of these
conditions. Findings suggest that HCPs should strive to provide clear, consistent and
accessible information while promoting a personalised, proactive and shared approach
to managing both conditions (NHS England, 2020). The study further highlights the
need for interventions that specifically enhance coping strategies, particularly for
individuals stuck in the psychological burden of living with CVD. Additionally, policy
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interventions aimed at reducing economic strain, ensuring access to mental health
services, and supporting social engagement could significantly improve patients’
capacity to manage these complex conditions. Future research should also explore
methods by which HCPs can more effectively communicate CVD risks to individuals
living with T2D or both conditions as a multimorbidity. Additionally, our research
indicates that older adults, particularly men often find it challenging to discuss
psychological stress, therefore it is important for future research to gain a deeper
exploration on how this influences their perception of this multimorbidity and
whether there are significant differences in this perception compared to other
individuals.

Overall, this study adds to the body of literature on multimorbidity, offering insights
into the specific challenges of individuals navigating both T2D and CVD and the
findings emphasise the need for a holistic and personalised approach to managing
T2D and CVD as a multimorbidity. Future interventions tailored to individual needs,
considering factors such as gender, age and disease duration, could enhance the
effectiveness of future support programs.
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