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ABSTRACT

OBJECTIVE: To investigate the relationship between sociodemographic factors, musculoskeletal
painandits characteristics,and the type of primaryhealth care received with self-reported disability.

METHODS: This is a cross-sectional study, interviewing individuals selected from spontaneous
demand for health care in two types of care: health center and family health unit. Disability was
investigated using the World Health Organization Disability Assessment Schedule (WHODAS) 2.0
and characteristics of intensity, frequency, duration, number of pain sites, and regions. Measures
of association between predictors and disability were performed with non-parametric statistical
tests, whereas non-parametric regression models were presented for pain characteristics and for
the general population.

RESULTS: In total, 2.3% of family health users and 7.2% of health center users had severe levels of
disability. Health center users had more self-reported disability than family health users (p < 0.001).
Fewer years of life (p = 0.034) and lower per capita income quintile (p = 0.014) were associated
with greater disability. The most intense pain and pain in the greatest number of sites increased
the disability score by 1.8 (95%CI = 1.0-2.6) and 6.3 (95%CI = 0.1-12.2) points, respectively.

CONCLUSION: Users who had more disabilities sought care at walk-in health centers, had
lower per capita income, presented musculoskeletal pain of worse intensity, and pain in a greater
number of sites.

DESCRIPTORS: Primary Health Care. Family Health. Disability Evaluation. Musculoskeletal Pain.
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INTRODUCTION

Disability is a complex process that goes beyond physical limitations; it is not considered
a stable condition and must be widely prevented and treated in primary health care
settings'” The number of chronic diseases lead to higher levels of disability, in addition
to resulting in greater use of social and health services and lower quality of life*". In
this context, the assessment of disability must have an approach that is indifferent to
the hierarchical order of possible health states based on medical standards, but rather
focused on the impact of the disability context on functioning, considering the individual
as a whole®®.

It is estimated that there are around 978 million people in the world with moderate or
severe disability’. The most recent global estimates suggest that 15.6% to 19.4% of the adult
population have experienced some form of disability®. In the population over 50 years of
age, this prevalence ranges from 7.6% to 66.4% in low-income countries’.

Such data may provide a starting point for linking disability to use of services; however, its
validity for predicting the need is unknown and may differ with place, time, and person,
as the relationships between disability and use of services are bidirectional®. Thus, health
policy makers need to define the priorities for the allocation of resources and, in this way,
outline health policies that prevent the onset and worsening of disability within the scope
of primary health care®.

The type ofhealth care, clinical aspects such as musculoskeletal pain, and sociodemographic
factors may be useful indicators for public policy makers to establish the functioning
scenario based on users’ demands. In this sense, the World Health Organization Disability
Assessment Schedule (WHODAS) 2.0 instrument absolutely prioritizes the subjective
perspective, precisely since it is a model of self-assessment of disability, which makes it
advantageous in an environment with a great diversity of comorbidities. It is a simple and
easily applicable instrument that may provide a screening for individuals at higher risk of
developing more severe disabilities'"*.

This study aims to describe the disability profile of primary care users on spontaneous
demand and to verify its association in relation to sociodemographic factors, type of care,
and musculoskeletal pain and its characteristics in a region of Sdo Paulo, Brazil.

METHODOS

This is a cross-sectional study, in which participants were selected from spontaneous
demand in five primary health care units, later grouped into two types of care (health center
and family health unit), according to the criterion of having a majority of the reference
team in the unit (Table 1). Data collection was conducted in a location with 1,023,486'
inhabitants, known as the west zone in the city of Sdo Paulo, which is the most populous
metropolitan region in Brazil, with a total of 12,252,023 inhabitants'*.
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Table 1. Types of assistance care in primary health care.

. c . ; Family health
Type os assistance care Units Number of people registered Types of teams available Reference team
Mixed (family health + . . Family health, medical/nursing, and Partial
health center) 20,000 registered residents rehabilitation teams 60%
Family Health
Family Health 15,641 registered residents Family health and rehabilitation teams ngi/
(o}

Programmatic

Health Center

Integrated Health Center

Traditional

Care teams and professionals
24,766 registered residents linked to teaching (medical/nursing No
and rehabilitation)

52,369 registered residents Family health, medical/nursing and Partial
and local workers rehabilitation teams 23%
31,208 registered residents Health care/nursing teams No

UBS: unidade basica de saude.

Mixed unit: UBS Sao Remo; Family health unit: UBS Vila Dalva; Programmatic unit: Butanta School Health Center; Integrated Health Center unit: UBS

Jardim Edite; Traditional unit: UBS Caxingui.

Individuals included in the study were aged > 18 years old and able to consent to their
participation in writing. The research includes interviews conducted in the waiting room of
each health unit. In addition, spontaneous demand was defined, excluding pre-scheduled
appointments, collection of clinical exams, simple exchange of prescriptions, withdrawal
of exams, and medical reports.

The study was approved by the Research Ethics Committee of the Faculdade de Medicina
da Universidade de Sdo Paulo (protocol: 1.781.749) and by the Municipal Department of
Sao Paulo, Brazil (protocol: 1,819,729). All participants signed an informed consent form.

The sample was systematic, using a sharing procedure proportional to the reference
population of each unit. The sample size included 687 people, considering the lowest
prevalence of disability in the general population of Brazil (32.8%)", with a margin of error
0f0.02% in 95% of possible samples and 20% of losses.

Dependent Variable

Disability was investigated using the 36-item version of the World Health Organization
Disability Assessment Schedule (WHODAS) 2.0, an instrument directly based on the
International Classification of Functioning, Disability, and Health (ICF), whose domains
include Cognition, Mobility, Self-care, Getting along, Life Activities, and Participation. The
questions concern the difficulties faced by the interviewees over the last 30 days. Scores
were assigned to each of the 36 items, being none (1), mild (2), moderate (3), severe (4),
and extreme (5), which together resulted in a final score ranging from 0 (no disability) to
100 (maximum disability)'. These data were categorized based on ICF qualifiers: absent
(0-4.9), mild (5.0-24.9), moderate (25.0-49.9), and severe (50.0-95.9).

Missing data were handled as suggested in the WHODAS 2.0'® guidelines, in which the
missing item value was replaced by arandom value from a similarly matched answered item.

Independent Variables

Independent variables included type of care in primary care (health center and family
health unit); sociodemographic data (age in years, gender, education, work, per capita
income, religion, marital status, type of occupation, and skin color); and pain, defined
by the presence of musculoskeletal pain at the time of spontaneous demand, as well
as its characteristics such as intensity'’, frequency, duration'®, region", and number of
pain sites®.
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Data Analysis

Data were analyzed in the Stata statistical package version 16.0. Descriptive statistics were
used based on the ICF qualifiers; this sample presented no individuals with extreme/complete
disability. In order to characterize the sample by disability levels, the following predictors
were used: type of care, gender, age, education, per capita income, marital status, work and
type of occupation, religion, skin color, and musculoskeletal pain and its characteristics.

For categorically distributed variables, measures of absolute (n) and relative (%) frequency
were presented. Variables distributed continuously were represented as measures of mean
and standard deviation (SD) or median and interquartile range (IQR). The prevalence of
disability and musculoskeletal pain was estimated with the respective confidence intervals.

For inferential statistics, the dependent variable was used in its continuous distribution.
Nonparametric tests were performed to verify measures of association in the bivariate analyses.
Between disability and explanatory variables with more than two categories (categorical age,
occupation, education, categorical per capita income, religion, frequency, and region and
number of pain sites), the Kruskal Wallis and post hoc Dunn test were used. For dichotomous
explanatory variables (assistance care, gender, work, marital status, skin color, musculoskeletal
pain, and pain duration) the Mann-Whitney U tests were used. Moreover, to verify the
relationship between disability and continuous variables (continuous age, continuous per
capita income, and pain intensity) Spearmans correlation coefficients were estimated, with
results ranging from -1 to 1, in which outcomes were categorized as 0.1 to 0.29 (weak), 0.30 to
0.49 (moderate), and greater than or equal to 0.50 (strong)*. In the multivariate analysis, the
non-parametric Kernel regression model was applied, estimating the weight of the independent
variables in the adjusted disability after bivariate analysis (p < 0.20).

Regression models were built for the total study sample and according to pain characteristics.
For each model, a bootstrap of 1,000 repetitions was used to estimate 95%CI, deriving the
mean disability as a function of the explanatory variables. All independent variables were
tested for multicollinearity with tolerance for entry into the model, Variance Inflation
Factor (VIF) values less than 5. The level of significance was previously set at o = 0.05 and
the confidence interval at 95% (CI95%).

RESULTS

Ofthe 668 individuals who participated in the survey, 498 were from units of the health center
type and 170 of the family health type. Table 2 shows that the median score of WHODAS
2.0 was 15.5 (IQR = 5.7-29.2). Minimum and maximum values for age and WHODAS scores
were 18 and 91 years and 0 and 82.4 points, respectively. Most participants were women
(72.6%), with a mean age of 45.7 years (SD = 16.9) and per capita income of 1,155.00 BRL,
equivalent to approximately 222.00 USD. Among those with severe disability, 70% were
women with a mean age of 46.5 years (SD = 14.6), who sought care on a spontaneous
demand in a health center (90%).

Ofthe family health unit users, 65.3% (95%C157.9-72.0) had some level of disability, whereas,
for those who used the health center, the percentage was 80.9% (95%CI 77.2-84.1). Health
center users also showed higher prevalence of severe disability, at 7.2% (95%CI 5.6-10.9),
compared to the family health type, at 2.3% (95%CI 0.9-5.9).

Regarding the variables associated with disability, family health users had less disability
(p < 0.001), as well as Catholics compared to not having a religion (p = 0.0328) and
continuous per capita income, which had an inverse relationship with self-reported
disability (p = 0.0068). Having musculoskeletal pain was also associated with greater
disability (p < 0.001). The overall prevalence of musculoskeletal pain in the study was 59%
(95%CI 55.2-62.6).
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The mean intensity of musculoskeletal pain in the study was 5.1 (SD = 3.0). Most of the
sample had pain only reported in the spine region (37.1%), pain frequency of 6-7 days a
week (66%), pain lasting more than 6 months (65.7%), and only one reported pain site
(58.4%). Table 3 shows that the most intense and frequent pain in different regions and in
a greater number of sites were the characteristics most associated with greater disability.

Table 3. Description of sociodemographic and clinical characteristics in individuals with
musculoskeletal pain according to disability (n = 394).

Disability
Sociodemographic and clinical characteristics Continuous p
Median IQR(25 - 75) r
i Family health 16.4 59-27.8
Type of assistance y 0.0063*
care Health center 21.8 10.7 -35.2
25 Percentile (18-32 years)? 21.4 12.5-33.7
ol 23.6 10.1-358  0.0126**
Age (years) (33-58 years)
75-99 percentile
(> 58 years)® 15.3 6.9-29.4
Continuous 20.6 10.0-33.7 0.0089*** -0.13
Men 20.4 11.3-29.6
Gender 0.7263*
Women 20.6 9.3-35.0
Unemployed 16.5 8.1-29.9
Employment 0.0665*
Employed 22.4 10.1-36.2
Superior members of
government ar.md private 20.6 82296
companies, science and
arts professionals
Mid-level technicians and
Occupation administrative service 22.8 10.0-33.6 0.7263**
workers
Service workers and self- 22.0 101 —36.4
employed
Industry. workers, repair, 292 15.6—41.5
and maintenance
Single 20.6 10.0 - 34.0
Marital status 0.9075*
Married 20.4 10.0-33.5
Non-White 21.7 10.1-33.6
Skin color 0.4872*
White 19.6 9.9-35.0
Illiterate or less than 1 year 242 108-37.7
of study
. Elen.ﬁer;tary school or 20.6 102 - 351
Education equivalent 0.8043**
High school or equivalent 20.5 10.0-33.8
Higher Education/ 205 90-305
Postgraduate
st quintile 25.2 10.0 -35.6
2nd quintile 22.6 13.8 - 40.1
Per capitaincome  3rd quintile 16.5 9.9-29.3 0.1200**
(Reals) 4th quintile 14.4 8.2-28.5
5th quintile 15.9 7.5-27.4
Continuous 20.6 10.0-33.7 0.0587*** -0.11
Does not have 22.8 10.4 - 40.7
. Catholic 20.3 9.5-32.2
Religion 0.1273**
Evangelic 20.3 9.3-32.1
Others 21.5 9.2 - 40.1

continue...
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Table 3. Description of sociodemographic and clinical characteristics in individuals with
musculoskeletal pain according to disability (n=394). Continuation...

Disability
Sociodemographic and clinical characteristics Continuous p
Median IQR(25 - 75) r
Intensity (0-10) 20.6 10.0-33.7 < 0.0071*** 0.38
1-22 14.3 6.7 -27.4
Frequency 3-5 22.1 11.2-31.7  0.0045%
(days per week)
6-7° 22.1 11.2-36.9
spine? 20.2 9.2 -32.1
k uLb 10.3 4.2-21.2
Region 0.0001**
LLab 16.0 9.4-28.9
+ pain regions® 29.0 15.8 -42.1
1 site? 15.6 6.9-27.9
Number of sites 2 sites” 25.5 16.3 — 40.5 0.0001%**
3 or more sites*” 31.0 15.5-44.5
< 6 months 20.6 9.7 -36.2
Duration (months) 0.8474*
> 6 months 20.4 10.0-33.5

n: number of users, IQR: interquartile range; UL: upper limbs. LL: lower limbs.

Note: Per capita income: 1st quintile (0-475.00 BRL/ 0-91.00 USD); 2nd quintile (476.00-700.00 BRL/ 92.00-134.00
USD); 3rd quintile (701.00-1,000.00 BRL/ 135.00-192.00 USD); 4th quintile (1,001.00-1,500.00 BRL/ 193.00—
289.00 USD); 5th quintile (> 1,500.00 BRL/ > 289.00 USD). *Mann-Whitney U test. **Kruskal Wallis and Dunn’s post-
test. ***Spearman correlation. **<Equal letters indicate that there was no significance between the groups.

Table 4 presents the results of the multivariate nonparametric regression analysis of the
overall sample (n = 668). The variables age, type of care, per capita income, religion, and
musculoskeletal pain remained in the final model. Predictors explained 15.3% of the
variance in this model. The presence of musculoskeletal pain is the strongest variable to
attribute greater disability, adding 11.2 points to the WHODAS 2.0 score. Moreover, the
type of health care center was also found as a predictor of increased disability, whereas
being older and having higher per capita income decreased the disability score.

Table 4. Multivariate nonparametric regression estimate between disability and sociodemographic
and clinical characteristics (n = 668).

Disability
Sociodemographic and clinical characteristics r’ = 0.1529
Estimated (95 %Cl) P
i Family health Ref
Type of assistance care
Health center 5.5(2.6to 8.4) < 0.001
Age (years) Continuous -0.08 (-0.16 to -0.002) 0.034
1st quintile Ref
2nd quintile -1.5(-2.7 t0 -0.3) 0.014
Per capita income 3rd quintile -2.4 (-4.6 t0 -0.4) 0.019
4th quintile -3.5(-6.7 t0 -0.4) 0.023
5th quintile -5.0(-9.2 t0 -0.9) 0.013
Does not have Ref
. Catholic -2.7(-7.5t01.7) 0.232
Religion .
Evangelic -4.0(-9.0to 1.1) 0.115
Others -1.4(-8.4t05.2) 0.670
. No Ref
Musculoskeletal pain
Yes 11.2 (8.5 to 13.9) < 0.001

95%Cl: 95% confidence interval. Note: per capita income: Tst quintile (0 to 475.00 BRL/ 0 to 91.00 USD); 2nd

quintile (476.00 to 700.00 BRL/ 92.00 to 134.00 USD); 3rd quintile (701.00 to 1,000.00 BRL/ 135.00 to 192.00
USD); 4th quintile (1,001.00 to 1,500.00 BRL/ 193.00 to 289.00 USD); 5th quintile (> 1,500.00 BRL/ > 289.00

USD). Bootstrap for 1,000 reps.
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Table 5 presents the results of the multivariate nonparametric regression analysis in
the sample with musculoskeletal pain (n = 394). Pain characteristics variables were
progressively inserted as a way to verify the best fit for the final model. All variables had VIF
< 5, yet regions and number of pain sites presented a strong correlation (r = 0.72) with each
other, indicating a possible collinearity between them. The correlation coefficients between
the other variables were < 0.38. The choice of permanence of the variable number of pain
sites in the final model was due to the lowest p value presented in model 1. Pain intensity
was the main characteristic of pain associated with disability, remaining significant in all
regression model adjustments.

Table 5. Adjusted multivariate nonparametric regression estimates between disability and pain
characteristics variables,. (n = 394).

Model 1 Model 2 Final model
Sociodemographic and r’=0.2443 r’=0.6435 r’=0.6386
clinical characteristics Estimated Estimated Estimated
(95%Cl) P (95%Cl) p (95%Cl) P
Intensity 0-10) 1.7(09t02.4) <0.001 1.9(1.2t02.7) <0.001 1.8(1.0t02.6) <0.001
1-2 Ref Ref Ref
Frequency (days 3-5 12(13103.9) 0351 23(07t05.0) 0.115 2.4(06t52) 0.089
per week)
6-7  26(25t07.9 0325 3.0(25t8.1) 0276 3.0(24t084) 0267
Spine Ref Ref
uL 0.1(21t022) 0916 -07(24t014) 0.483
Region LL 03(-42t04.5 0.883 12(2.1t049 0.490
FPAN 6611069 0861 3.8(1.4t08.8) 0.159
regions
1 site Ref Ref
Number of sites 2 5it€s  2.9(0.9t06.7) 0.131 4.1(0.8t07.1) 0.009
. osritr:Sore 59(1.7t0133) 0.125 6.3(0.1t012.2) 0.033

95%Cl: 95% confidence interval; UL: upper limbs; LL: lower limbs. Note: Bootstrap for 1,000 reps.

DISCUSSION

The results of this study suggest that some predictors are related to users’ self-reported
disability due to spontaneous demand in primary health care. This research is relevant due
to its innovative approach in studying the association between the type of care offered and
the disability profile of patients. In the general sample, users of family health units had less
self-reported disability compared to those who used a health center. The family health type
directs care towards the subject, considering the degree of complexity required. Therefore,
having a reference team for the users’ demands, rather than professionals alternating in
care, may have been a contributing factor to this finding.

In the study by Watfe et al? it was found that the predictors being a woman, age > 80
years, > 2 morbidities, and self-perception of poor health status were routinely inserted
as warning signs by the family health teams to track disabilities with the possibility of
aggravation. In the study by Hustoft et al.**, the longitudinality of care was a preponderant
factor for individuals to report a lower level of disability in social participation and better
self-perception of their health status. Thus, it is expected that effectively coordinated
teams have an impact on the continuity of care and that patients experience better care on
aspects of functioning when there are relational attitudes from the entire team, as is the
case in the family health strategy™.

Regarding the prevalence of disability, 65.3% of family health users had some level of
disability, compared to the prevalence of 80.9% in health centers. This finding is similar
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to that found by Watfe et al.2, who, in the same city of Sdo Paulo, presented a prevalence
of general disability of 56.4% in basic units affiliated to family health. However, it is a
value well above the one found in the study by Naidoo et al.”, which found a prevalence
of 38.9% in individuals aged 18 to 64 years with scores above 0 on the continuous scale of
the WHODAS 2.0. These differences may be due to the location of the pain site and other
context factors, as the latter conducted a cluster survey in households; thus, it is likely
that the prevalence of disability is lower in a sample of the general population than in a
sample that seeks clinical care*”. Regarding the severe level of disability, this study found
aprevalence of 6.0% in the general sample, 7.2% in health centers, and 2.3% in family health.
In comparison with other studies, disability in a more general context was verified in the
study by Salinas-Rodriguez', which found 8.0% of severe disability in older adults from low-
and middle-income countries. In the context of samples with specific conditions, Karami
et al.”® evaluated individuals with physical and intellectual disabilities and presented 28.9%
of severe disability in their study. It is likely that those with more severe disabilities are less
likely to participate in studies in a broader context®.

With regard to the prevalence of musculoskeletal pain, 59.0% reported having pain at the
time of seeking care in primary health care units. This study presented an association
between musculoskeletal pain and disability, so that answering “yes” to the presence of
musculoskeletal pain increased the continuous score of the WHODAS 2.0 by 11.2 points.
The positive association between pain and self-reported disability has been discussed in
several articles®?2 Although this relationship is not always observed in a proportional way,
a functional improvement may be found without monitoring the pain reduction and vice
versa®*,

In the multivariate evaluation of pain characteristics, only the intensity and number of
pain sites remained significant in the final model. Despite the understanding that the
characteristics of greater pain severity (worse intensity, more frequent, in different regions
and more sites) increase disability, when these are analyzed together, intensity becomes the
main expression associated with the individual’s disability. Pain intensity is a prominent
component in the assessment of chronic pain, although people’s tendency to overestimate
pain when using this measure must be considered™. Silva et al.* reported in their study that
pain intensity, general and localized, had greater correlations with WHODAS 2.0 scores
than other characteristics. For the authors, greater comprehensiveness of care, opposing
fragmentation, can be attributed to the management of intensity, in the understanding
that intervening in the reduction of global pain intensity is a better strategy than managing
it in specific locations.

In addition to intensity, the number of pain sites was also relevant in this analysis.
The dose-response effect with incapacity has also been found in some studies'***
indicating that multiple pain sites should be given greater attention in care to prevent
greater severity of incapacity.

Per capita income was an important predictor of self-reported disability. This corroborates
aprevious study in which WHODAS 2.0 scores were higher for lower-income participants®.
Similar results were also found by Waterhouse et al.**, who found that the poorest income
quintile was associated with severe disability and the number of chronic diseases reported.
In general, individuals with generalized disability are more likely to occupy positions of low
socioeconomic status, including unemployed or employed with low pay, having a lower
educational level, and lower family income®.

Agewasalsoafactorassociated with disability, so that being younger decreased the disability
score when the multivariate regression model was analyzed, although this difference was
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not significant (p > 0.05) in the bivariate analysis of the general sample. These results
diverged in most studies that assessed disability in older adults**"*. However, a possible
explanation is that, in the primary health care setting, older individuals with more severe
difficulties sought the units by spontaneous demand less than those individuals who were
younger with the same degrees of perceived difficulty, which could suggest a worse access
for older adults with higher levels of disability.

In general, care and access to health must be guaranteed by the different types of care in
primary health care and health teams must adjust to the most frequent demands with
strategies with greater impact, dealing with phenomena of functioning, dependence,
independence, illness, and health, while adhering to the main guidelines on the
biopsychosocial model of health®.

STUDY IMPLICATIONS AND LIMITATIONS

The results suggest that the subjects’ lower report of disability is indicative of better
longitudinal care with the health service, so that the units that mostly have the family
health reference team may provide greater surveillance of the conditions that most
contribute to functional deterioration in their territory. In addition, understanding the
characteristics of pain in this population can be useful to define assertive approaches to
pain care that promote an improvement in disability and quality of life. Future studies can
explore the relationship of assisted care as a causal factor for the functioning profile in a
broader population.

This study shows some limitations. First, it does not fully explore the disability profile
based on the type of care in primary health care, as it was necessary for users to go to
the collection units. Thus, it is possible that users with more severe disabilities were not
interviewed. Another issue is memory bias, so that the participants, in addition to reporting
the intensity of pain at the time, were also asked to report it during the crisis, which did not
always coincide with the pain the user had at the time of the interview. Finally, in this study,
we did not verify the comorbidities of users in spontaneous demand, neither to account
for them nor qualitatively classify them as possible predictors associated with disability. It
is possible that these data could outline a better scenario of the profile of users who most
seek care in primary health care, considering the health conditions that most interfere with
self-report of disability.

Highlights

- Health center users have more disabilities than family health unit users
« Musculoskeletal pain is an important predictor of disability

- Pain intensity and site are associated with worse levels of functioning

CONCLUSION

Users of health centers, with lower per capita income, with fewer years of life and with
the presence of musculoskeletal pain had more self-reported disability. Among those with
musculoskeletal pain, it was found that pain of a more intense nature and in a greater
number of sites in the body was associated with worse severity in the continuous disability
score. We highlight that the assistance care of primary health care was an important
predictor of the level of disability.

https://doi.org/10.11606/s1518-8787.2024058005400




RSP

The disability profile in primary care  Ferreira F et al.

REFERENCES

1.

10.

11.

12.

13.

14.

15.

16.

Salinas-Rodriguez A, Rivera-Almaraz A, Scott A, Manrique-Espinoza B. Severity Levels of
Disability Among Older Adults in Low- and Middle-Income Countries: Results From the Study
on Global Ageing and Adult Health (SAGE). Front Med (Lausanne). 2020 Oct;15(7):562963.
https://doi.org/10.3389/fmed.2020.562963

Watfe GMP, Fajersztajn L, Ribeiro E, Menezes PR, Scazufca M. Prevalence of Older Adult
Disability and Primary Health Care Responsiveness in Low-Income Communities. Life (Basel).
2020 Aug 5;10(8):133. https://doi.org/10.3390/1ife10080133

Cwirlej-Sozariska A, Wilmowska-Pietruszyriska A, Sozariski B, Wisniowska-Szurlej A. Analysis
of Chronic Illnesses and Disability in a Community-Based Sample of Elderly People in South-
Eastern Poland. Med Sci Monit. 2018 Mar;7(24):1387-96. https://doi.org/10.12659/msm.904845

Rodriguez-Blazquez C, Damian J, Andrés-Prado MJ, Almazén-Isla ], Alcalde-Cabero E, Forjaz
M]J, et al. Associations between chronic conditions, body functions, activity limitations and
participation restrictions: a cross-sectional approach in Spanish non-clinical populations. BM)
Open. 2016 Jun;6(6):e010446. https://doi.org/10.1136/bmjopen-2015-010446

Federici S, Meloni F. WHODAS II: Disability self-evaluation in the ICF conceptual frame. In:
Stone JH, Blouin M, editors. International encyclopedia of rehabilitation. Buffalo: CIRRIE; 2010.
p.1-22.

Galli T, Mirata P, Foglia E, Croce D, Porazzi E, Ferrario L, et al. A comparison between WHODAS
2.0 and Modified Barthel Index: which tool is more suitable for assessing the disability and the
recovery rate in orthopedic rehabilitation? Clinicoecon Outcomes Res. 2018 Jun; 5(10):301-7.
https://doi.org/10.2147/CEOR.S150526

Department of Economic and Social Affairs. 2004 demographic yearbook- fifty-sixth issue
[Internet]. New York: Department of Economic and Social Affairs; 2007. [cited 2021 Apr 17].
Available from: http://unstats.un.org/unsd/demographic/products/dyb/dybsets/2004%20DYB.pdf

World Health Organization. World report on disability. Geneva: WHO; 2011 [cited 2021
Apr. 171 Available from: https://www.who.int/publications/i/item/9789241564182.

Hosseinpoor AR, Bergen N, Kostanjsek N, Kowal P, Officer A, Chatterji S. Socio-demographic
patterns of disability among older adult populations of low-income and middle-income
countries: results from World Health Survey. Int ) Public Health. 2016 Apr;61(3):337-45.
https://doi.org/10.1007/s00038-015-0742-3

Almazén-Isla J, Comin-Comin M, Damian J, Alcalde-Cabero E, Ruiz C, Franco E, et al. Analysis
of disability using WHODAS 2.0 among the middle-aged and elderly in Cinco Villas, Spain.
Disabil Health ). 2014 Jan;7(1):78-87. https://doi.org/10.1016/j.dhjo.2013.08.004

Lee HH, Shin EK, Shin HI, Yang EJ. Is WHODAS 2.0 Useful for Colorectal Cancer Survivors?
Ann Rehabil Med. 2017 Aug;41(4):667-76. https://doi.org/10.5535/arm.2017.41.4.667

Silva AG, Queirds A, Cerqueira M, Rocha NP. Pain intensity is associated with both performance-
based disability and self-reported disability in a sample of older adults attending primary health
care centers. Disabil Health J. 2014 Oct;7(4):457-65. https://doi.org/10.1016/j.dhjo.2014.05.001

Sao Paulo. Dados demogréficos dos distritos pertencentes as Subprefeituras [Internet]. Prefeitura
de Sao Paulo; 2021 [cited 2021 Feb 13]. Available from: https://cidades.ibge.gov.br/brasil/sp/sao-
paulo/panorama

Instituto Brasileiro de Geografia e Estatistica. Censo Demogréfico de 2019. [Internet]. Brasilia,
DF: IBGE; 2019 [cited 2021 Feb 2021]. Available from: http://www.ibge.gov.br/home/estatistica/
populacao/censo2019/tabelas_pdf

Andrade KRC, Silva MT, Galvao TF, Pereira MG. Incapacidade funcional de adultos no Brasil:
prevaléncia e fatores associados. Rev. Saude Publica. 2015 Dec;49:89. https://doi.org/10.1590/
$0034-8910.2015049005945

Organizagdo Mundial da Salde. Avaliacao de saide e deficiéncia: manual do WHO
Disability Assessment Schedule 9 (WHODAS 2.0) [Internet]. Uberaba: Universidade Federal
do Triangulo Mineiro; 2015 [cited 2020 Jul 2020]. Available from: http://apps.who.inv/iris/
bitstream/10665/43974/19/9788562599514_por.pdf

https://doi.org/10.11606/s1518-8787.2024058005400



https://doi.org/10.3389/fmed.2020.562963
https://doi.org/10.3390/life10080133
https://doi.org/10.12659/msm.904845
https://doi.org/10.1136/bmjopen-2015-010446
https://doi.org/10.2147/CEOR.S150526
http://unstats.un.org/unsd/demographic/products/dyb/dybsets/2004%20DYB.pdf
https://www.who.int/publications/i/item/9789241564182
https://doi.org/10.1007/s00038-015-0742-3
https://doi.org/10.1016/j.dhjo.2013.08.004
https://doi.org/10.5535/arm.2017.41.4.667
https://doi.org/10.1016/j.dhjo.2014.05.001
https://cidades.ibge.gov.br/brasil/sp/sao-paulo/panorama
https://cidades.ibge.gov.br/brasil/sp/sao-paulo/panorama
http://www.ibge.gov.br/home/estatistica/populacao/censo2019/tabelas_pdf
http://www.ibge.gov.br/home/estatistica/populacao/censo2019/tabelas_pdf
https://doi.org/10.1590/S0034-8910.2015049005945
https://doi.org/10.1590/S0034-8910.2015049005945
http://apps.who.int/iris/bitstream/10665/43974/19/9788562599514_por.pdf
http://apps.who.int/iris/bitstream/10665/43974/19/9788562599514_por.pdf

RSP

The disability profile in primary care  Ferreira F et al.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Jensen MP, Karoly P. Self-report scales and procedures for assessing pain in adults. In: Turk DC,
Melzack R, editors. The Handbook of Pain Assessment. New York: The Guildford Press; 1992.
p. 135-51.

Gureje O, Von Korff M, Simon GE, Gater R. Persistent pain and well-being: a World Health
Organization Study in Primary Care. JAMA. 1998 Jul;280(2):147-51. https://doi.org/10.1001/
jama.280.2.147

Pinheiro FA, Troccoli BT, Carvalho CV. Validagdo do Questionario Nérdico de Sintomas
Osteomusculares como medida de morbidade. Rev Saude Publica. 2002 Jul;36(3):307-12.
https://doi.org/10.1590/50034-89102002000300008

Saltychev M, Laimi K. Predicting self-reported disability level by a number of pain sites
marked on pain drawing. Int ) Rehabil Res. 2018 Sep;41(3):276-9. https://doi.org/10.1097/
MRR.0000000000000293

Cohen J. Statistical power analysis for the behavioral sciences. 2a ed. New Jersey: Lawrence
Erlbaum Associates; 1988.

Hansen RK, Samani A, Laessoe U, Larsen RG, Cowan RE. Sociodemographic characteristics
associated with physical activity barrier perception among manual wheelchair users. Disabil
Health J. 2021 Oct;14(4):101119. https://doi.org/10.1016/j.dhjo.2021.101119

Hustoft M, Biringer E, Gjesdal S, Moen VP, ABmus ], Hetlevik @. The effect of team collaboration
and continuity of care on health and disability among rehabilitation patients: a longitudinal
survey-based study from western Norway. Qual Life Res. 2019 Oct;28(10):2773-85. https:/doi.
org/10.1007/s11136-019-02216-7

Hustoft M, Biringer E, Gjesdal S, ABmus ], Hetlevik @. Relational coordination in
interprofessional teams and its effect on patient-reported benefit and continuity of care: a
prospective cohort study from rehabilitation centres in Western Norway. BMC Health Serv Res.
2018 Sep;18(1):719. https://doi.org/10.1186/s12913-018-3536-5

Naidoo P, Sewpaul R, Nyembezi A, Reddy P, Louw K, Desai R, Stein DJ. The association
between biopsychosocial factors and disability in a national health survey in South Africa.
Psychol Health Med. 2018 Jul;23(6):653-60. https://doi.org/10.1080/13548506.2017.1417606

Von Korff M, Crane PK, Alonso J, Vilagut G, Angermeyer MC, Bruffaerts R, et al. Modified
WHODAS-II provides valid measure of global disability but filter items increased skewness. J
Clin Epidemiol. 2008 Nov;61(11):1132-43. https://doi.org/10.1016/].jclinepi.2007.12.009

Sinalkar DR, Kunwar R, Kunte R, Balte M. A cross-sectional study of gender differentials in
disability assessed on World Health Organization Disability Assessment Schedule 2.0 among
rural elderly of Maharashtra. Med J DY Patil Univ. 2015 Sep-Oct;8(5):594-601.

Matin BK, Kamali M, Williamson HJ, Moradi F, Solatni S. The predictors of access to health
services for people with disabilities: A cross sectional study in Iranian context. Med | Islam
Repub Iran. 2019 Nov;23(33):125.

Gomez-Olive FX, Schréders ], Aboderin |, Byass P, Chatterji S, Davies JI, et al. Variations in
disability and quality of life with age and sex between eight lower income and middle-income
countries: data from the INDEPTH WHO-SAGE collaboration. BMJ Glob Health. 2017 Dec
20;2(4):e000508. https://doi.org/10.1136/bmjgh-2017-000508

Horta-Baas G, Romero-Figueroa MS. Self-reported disability in women with fibromyalgia from a
tertiary care center. Adv Rheumatol. 2019 Oct;59(1):45. https://doi.org/10.1186/542358-019-0086-4

Varela AJ, Van Asselt KW. The relationship between psychosocial factors and reported disability:
the role of pain self-efficacy. BMC Musculoskelet Disord. 2022 Jan;23(1):21. https://doi.
org/10.1186/512891-021-04955-6

Pelletier R, Bourbonnais D, Higgins ], Mireault M, Harris PG, Danino MA. Pain interference
may be an important link between pain severity, impairment, and self-reported disability in
participants with wrist/hand pain. J Hand Ther. 2020 Oct-Dec;33(4):562-70.e1. https://doi.

org/10.1016/j.jht.2019.06.001

Lynch-Jordan AM, Sil S, Peugh J, Cunningham N, Kashikar-Zuck S, Goldschneider KR.
Differential changes in functional disability and pain intensity over the course of psychological

https://doi.org/10.11606/s1518-8787.2024058005400



https://doi.org/10.1001/jama.280.2.147
https://doi.org/10.1001/jama.280.2.147
https://doi.org/10.1590/S0034-89102002000300008
https://doi.org/10.1097/MRR.0000000000000293
https://doi.org/10.1097/MRR.0000000000000293
https://doi.org/10.1016/j.dhjo.2021.101119
https://doi.org/10.1007/s11136-019-02216-7
https://doi.org/10.1007/s11136-019-02216-7
https://doi.org/10.1186/s12913-018-3536-5
https://doi.org/10.1080/13548506.2017.1417606
https://doi.org/10.1016/j.jclinepi.2007.12.009
https://doi.org/10.1136/bmjgh-2017-000508
https://doi.org/10.1186/s42358-019-0086-4
https://doi.org/10.1186/s12891-021-04955-6
https://doi.org/10.1186/s12891-021-04955-6
https://doi.org/10.1016/j.jht.2019.06.001
https://doi.org/10.1016/j.jht.2019.06.001

RSP The disability profile in primary care  Ferreira F et al.

treatment for children with chronic pain. Pain. 2014 Oct;155(10):1955-61. https://doi.
org/10.1016/j.pain.2014.06.008

34. Mottram S, Peat G, Thomas E, Wilkie R, Croft P. Patterns of pain and mobility limitation in older
people: cross-sectional findings from a population survey of 18,497 adults aged 50 years and
over. Qual Life Res. 2008 May;17(4):529-39. https://doi.org/10.1007/s11136-008-9324-7

35. Mendoza ME, Gertz K], Jensen MP. Contributions of four pain domains to the prediction of
patient functioning and pain interference. Psychol Neurosci. 2014Jan;7(1):3-8. https://doi.
0rg/10.3922/j.psns.2014.1.02

36. Silva AG, Alvarelhdo J, Queirds A, Rocha NP. Pain intensity is associated with self-reported
disability for several domains of life in a sample of patients with musculoskeletal pain aged 50
or more. Disabil Health J. 2013 Oct;6(4):369-76. https://doi.org/10.1016/j.dhjo.2013.04.007

37. Saju MD, Benny AM, Allagh KP, Joseph B, Thiyagarajan JA. Relationship between neighbourhood
cohesion and disability: findings from SWADES population-based survey, Kerala, India.
F1000Res. 2020 Jul; 13(9):700. https://doi.org/10.12688/f1000research.25073.1

38. Waterhouse P, van der Wielen N, Banda PC, Channon AA. The impact of multi-morbidity
on disability among older adults in South Africa: do hypertension and socio-demographic
characteristics matter? IntJ Equity Health. 2017 Apr 8;16(1):62. https://doi.org/10.1186/512939-
017-0537-7

39. MaclLeod MA, Tremblay PF, Graham K, Bernards S, Rehm ], Wells S. Psychometric properties
and a latent class analysis of the 12-item World Health Organization Disability Assessment
Schedule 2.0 (WHODAS 2.0) in a pooled dataset of community samples. Int ] Methods Psychiatr
Res. 2016 Dec;25(4):243-54. https://doi.org/10.1002/mpr.1523

40. Souza MAP, Dias JF, Ferreira FR, Mancini MC, Kirkwood RN, Sampaio RF. Caracteristicas
e demandas funcionais de usudrios de uma rede local de reabilitacdo: analise a partir do
acolhimento. Cien Saude Colet. 2016 Oct;21(10):3277-86. https://doi.org/10.1590/1413-
812320152110.11192016

Authors’ Contribution: Study design and planning: FAC,ABG, RAC, ACBS. Data collection, analysis and
interpretation: FAC, ABG, ACBS. Manuscript drafting or review: FAC, TGF, SSG, ACBS. Approval of the final
version: FAC, ABG, RAC, TGF, SSG, ACBS. Public responsibility for the content of the article: FAC, ACBS.

Conflict of Interest: The authors declare no conflict of interest.

https://doi.org/10.11606/s1518-8787.2024058005400 H



https://doi.org/10.1016/j.pain.2014.06.008
https://doi.org/10.1016/j.pain.2014.06.008
https://doi.org/10.1007/s11136-008-9324-7
https://doi.org/10.3922/j.psns.2014.1.02
https://doi.org/10.3922/j.psns.2014.1.02
https://doi.org/10.1016/j.dhjo.2013.04.007
https://doi.org/10.12688/f1000research.25073.1
https://doi.org/10.1186/s12939-017-0537-7
https://doi.org/10.1186/s12939-017-0537-7
https://doi.org/10.1002/mpr.1523
https://doi.org/10.1590/1413-812320152110.11192016
https://doi.org/10.1590/1413-812320152110.11192016

