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Aim 
Physical impairments, such as chronic pain, are 
associated with significant levels of  disability in the 
community. In addition, evidence indicates that 
people's beliefs also play an important role in 
disability. This study aimed to understand the role of 
physical  impairments AND beliefs in disability in the 
community. To achieve this aim 3 models of disability 
were tested. The first model predicted that physical 
impairments explain disability; the second predicted 
that beliefs explain disability, and the third predicted 
that physical impairments and beliefs both explain 
disability. The 3 models were compared to identify 
the model that explained the largest proportion of 
disability in the community. 
 
Project Outline/Methodology 
Six hundred and twenty eight adults registered with a 
general practitioner in Aberdeen, Glasgow or 
Edinburgh completed a postal questionnaire. The 
questionnaire contained measures of physical 
impairment, chronic pain, disability, (based on the 
World Health Organisation model) and beliefs about 
disability (based on psychological models).  
 
Key Results 
Disability in the community in general, and in people 
with chronic pain in particular, was not exclusively 
related to physical impairment. Beliefs accounted for 
a greater proportion of disability than did chronic 
pain. People's beliefs about how much control they 
had over walking (control beliefs) and how confident 
they were in their ability to walk (self-efficacy beliefs) 
were especially powerful predictors of disability. This 
was the case whether disability was measured as 
walking disability in particular or more general 
activity limitations, such as limitation in the ability to 
lift and carry groceries. However, the integrated 
model that contained a role for both physical 
impairment and beliefs explained a greater 
proportion of disability than either the physical 
impairment or belief based models alone. 
 
 

Conclusions 
Pain only accounts for a small proportion of disability 
in the community. Whilst belief-based models of 
disability are generally more effective than models 
that focus on physical impairments, an integrated 
model of disability that supported a role for physical 
impairment and beliefs was the only model to 
account for the majority of disability. 
 
What does this study add to the field? 
This study is the first to test an integrated model that 
supports a role for both physical impairments and 
beliefs in the prediction of disability. The integrated 
model suggests that disability could be reduced 
without the need for concomitant improvements in 
physical impairments. Reductions in disability could 
be achieved through the development of increased 
control or self-efficacy beliefs.  
 
Implications for Practice or Policy 
The prevalence of disabling conditions in the 
community is likely to increase in an ageing 
population. Consequently, effective and efficient 
methods of disability management are required. 
These methods are likely to involve multidisciplinary 
working groups; the integrated model provides an 
evidence-based framework for the development of 
such management methods. For example, the model 
supports interventions by medical staff to address the 
underlying physical disease or disorder whilst 
rehabilitation staff attend to activity limitations and 
psychologists intervene to optimise the patient's 
control and self-efficacy beliefs. 
 
Where to next? 
In order for the integrated model to be used to 
develop interventions to manage and change 
disability the ability of the model to explain changes 
in disability needs to be tested. This requires a 
longitudinal study and the application of experimental 
methods to identify causal relationships within the 
model. 
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