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Introduction

As the population ages, many people are
growing older with physical disabilities they were either
born with or acquired [1]. The data from the World Health
Organization has shown that people with disabilities

Abstract

BACKGROUND: People living in old age with disabilities acquired in early adulthood or because of a congenital
anomaly represent a growing population with unique medical needs.

AIM: This study aims to investigate the incidences of chronic diseases and the prevalence of chronic polymorbidity among
adults with physical disabilities and to indicate health and social challenges that they have to face in their daily lives.

METHODS: The study was conducted among 179 people with congenital and acquired physical disabilities
(104 females and 75 males) who are accommodated in the largest social home on the Balkan Peninsula. The
respondents were studied during 2017-2018. It was applied two survey methods - descriptive and content analysis.
A semi-structured interview was used to obtain information on socio-demographic characteristics, personal lifestyle,
and self-reported diagnosis of the presence of chronic diseases. By the second research method was examined the
available medical documentation for the health status of each person, which helped to verify the information about
the incidence and prevalence of chronic diseases among adults with physical disabilities. The collected information
was processed using the statistical software - IBM SPSS Statistics 19.0.

RESULTS: Most of the adults with physical disabilities have at least more than two chronic conditions (69.27%).
Arterial hypertension is the most common chronic illness among them (55.92%). The study reported a raised
incidence of chronic diseases of the digestive system (29.60%) and chronic diseases of the urinary system (25.65%),
as well as increasing prevalence of diabetes mellitus type Il (15.78%), chronic diseases of the pulmonary system
(20.39%), and degenerative joints diseases (21.05%) correlated with the age of persons.

CONCLUSION: The study showed an increased frequency of chronic diseases among adults with physical
disabilities and a significant number of persons who have multiple chronic conditions, which determines the need for
frequent and long-term healthcare.

attention [6], [7]. Multiple chronic conditions increase the
risk of repeat hospitalizations and receiving conflicting
advice from physicians and other health-care providers.
They also contribute to frailty, functional restrictions,
and aggravating impairments, which further complicate
access to healthcare, interfere with self-management,
and necessitate reliance on caregivers [1], [8].

make up at least 10% of the population [2]. Further, the
cumulative effects of living with a disability condition for

many years contribute to premature declines in health
according to many researchers [3], [4], [5]. Older adults
with physical disabilities may have an even higher risk
of health problems than their peers without disabilities
for various reasons noted by Campbell and Putnam.
The processes of ageing and growing older in patients
with physical disabilities are associated with the rise in
the prevalence of socially significant diseases with a
chronic course and combinations of chronic conditions
or so-called multiple chronic conditions.
conditions can be defined as the conditions with non-
self-limited and long-term nature. They are associated
with persistent and recurring health problems and
activity limitations, which are requiring ongoing medical

Goal

To date there are no Bulgarian publications
to present verified information on the prevalence
of chronic diseases among the adults with physical
disabilities, as well as research articles on health
problems and existing barriers in providing effective
medical care for these patients. In addition, the
number of such studies worldwide is significantly
small. Therefore, the objectives of the study were to
determine the incidence of some chronic diseases
among the elderly and adults with acquired and
congenital physical disabilities and to indicate health
and social challenges that people with physical
disabilities have to face in their daily lives.

Chronic
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Materials and Methods

Study design

When choosing the methodology for
conducting the study the nature of the set goals was
taken into account. Two methods were used in the
study - descriptive cross-sectional analysis and content
analysis.

Main criteria for inclusion of individuals in the
study were:

° Persons over 18 years

° Adults and elderly people with physical
disabilities, who must be accommodated in a
social home

° Presence of congenital or acquired physical
disabilities

o Presence of diagnosed and proven chronic
diseases, which further affect the personal
lifestyle

Main criteria for exclusion of persons in the
survey were:

o Individuals under 18 years

° Persons who are not accommodated in the
social home

° Lack of congenital or acquired physical
disabilities

° Lack of chronic conditions.
Study setting

The research was conducted at Bulgarian
home for adults and elderly people with physical
disabilities in Stara Zagora for the period from February
2017 to March 2018.

Sample size and subjects of the study

The convenience sample includes individuals,
which is accommodated in the home for adults and
elderly people with physical disabilities. The study
was conducted among 179 people with congenital
and acquired physical disabilities from the home. The
number of women who participated in the study was
104 (58.10%) and the number of men — 75 (41.89%).
149 (83. 24%) of the respondents were over 51 years
of age and 46 (30%) of them were over 70 years old.
Most of them live in a double room with a toilet and
a bathroom. The number of married couples staying
in the home is relatively small. Most of them are
wheelchair users and they need continuous assistance
in carrying out their daily activities and those related to
maintaining personal hygiene. Major causes of physical
disability among participants are congenital diseases
and anomalies, pre-existing ischemic or hemorrhagic
cerebral infarction, fracture of bones and traumas and

some permanent movement disorders that appear in
early childhood such as cerebral palsy.

Sampling methods

Descriptive analysis - the semi-structured
interview

The study was conducted in a social home
for the elderly and adult with physical disabilities, with
the applied method of direct individual survey, done
voluntarily with guaranteed confidentiality, respect for
personal autonomy, and human dignity. The survey
includes questions about demographic characteristics
of respondents - age, sex, type of disability, economic
status, questions about their lifestyle and access to
health services, and self-reported diagnosis of the
presence of chronic conditions. Non-directive, open-
ended questions were used, which allowed to examine
in depth the position of the respondents about their
health and social status, and especially the challenges
associated with providing of healthcare, which they face
in their lifetime. The aim of the interviews was to let the
participants to express their perceptions and situations
in their own words.

Content analysis - collection and analysis of
the content of available medical documents

Itwas conducted onthe availabledocumentation
for the health status of each user, which includes a
personal health record/personal health card, medical
documents presenting consultations with specialists
and prescribed medication therapies, individual plans
for health, and social care. This additional survey
method helped to verify the information about the
frequency of chronic diseases and multiple chronic
conditions among people with physical disabilities.

Data analysis technique

The data analysis followed the main
steps - reading and examining the transcripts; extracting
the key words from the transcripts and sorting them into
categories; re-reading the transcripts; and systematic
examining the categories and defining the concepts
summarizing the material.

The collected information was processed
using the statistical software - IBM SPSS Statistics
19.0. Statistical analyses, for example, Mean,
Standard deviation, Mode, Variance, S.E. mean,
Maximum, Minimum, Range, and Skewness were
performed to explore the study population and the
data. Cross-tabulation and X2 were used to examine
the relationships between demographic variables, type
of chronic disease, and type of acquired or congenital
physical injuries. p < 0.05 was required for statistical
significance.
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Ethical considerations

Ethical issues (including plagiarism, informed
consent, misconduct, datafabrication and/orfalsification,
double publication and/or submission, redundancy,
etc.) have been completely observed by the author. The
interviewed adults and elderly with physical disabilities
were treated according to the Helsinki Declaration of
biomedical ethics. Informed consent was obtained from
each interviewed respondent after proper orientation
regarding the goals of the survey. The study was
approved by the Stara Zagora Municipality’s ethics
commission and Public health department council staff.

Study limitations

Limitations of the research that should be
mentioned are mainly related to the lack of previous
Bulgarian verified research studies on the topic, which can
serve as an important opportunity to identify new gapsin the
scientific literature and the need for further expanded and
in-depth research. Self-reported data are also associated
with a risk of potential sources of bias, especially in the
application of a semi-structured interview as a research
method. However, the trend of raised incidence of chronic
diseases among patients with long-term physical disabilities
and the presence of health and social challenges that
affect their quality of life are conspicuous and this result
is to provide valuable information for the health status in
disabled persons from social homes.

Results

The home for adults and elderly people with
physical disabilities in Stara Zagora has been in operation
since 1976. It accommodates adults after 18 years of
age with physical disabilities for the short- and long-term
care, as well as for those with a permanent disability over
70 percentages. The accommodation is provided by the
social assistance agency in Stara Zagora. This is the
largest social home of its kind on the Balkan Peninsula.
The capacity of the home is for 211 people, of whom
181 people are long-term residents, and 30 people,
who are temporarily accommodated for rehabilitation
procedures within 3 months. The social home’s staff
consists of medical physicians, psychologist, social
work specialists, occupational therapists, rehabilitators,
and nurses. The team of specialists provides 24-h full
medical, domestic, and social services for those with
severe physical disabilities. The multidisciplinary team
of medical specialists, which have been established
in the social home for adults with physical disabilities
prepare an individual plan after an assessment of the
specific needs of the persons using the social and
healthcare services, which is evaluated and updated, if
necessary, every 6 months (written social and healthcare

plan). Residents with physical disabilities also have to
be accurately assessed in terms of their health status.
Further, according to The Health Insurance Act and
The National Framework Agreement in the Republic
of Bulgaria, the health status of each accommodated
user is monitored by a general practitioner [9], [10].
Three general practitioners provide primary healthcare
for residents with physical disabilities in the home. As
mentioned, two medics care for accommodated people
in the home and collaborate with their general physicians.

The chronic health problems are fairly common
among people with physical disabilities, who are
accommodated in the social home (84.91%). Most
of the users (69.27%) have at more than two chronic
conditions by the time of the survey which is illustrated
in Table 1. The most common chronic condition is
arterial hypertension - 85 (55.92%) of the total number
of disabled people with diagnosed and proven chronic
diseases, followed by chronic diseases of the digestive
system - 45 (29.60%) and chronic diseases of the urinary
system - 39 (25.65%). Socially significant diseases
such as diabetes mellitus type Il - 24 (15.78%), chronic
diseases of the pulmonary system - 31 (20.39%), and
arthritis and degenerative joints diseases - 32 (21.05%)
have been identified among a smaller percentage of
accommodated adults with physical disabilities. Only
9 - (5.92%) of the users have anemic syndrome at the
time of the study. Late midlife is a riskier time for the
onset of new health problems, which are often associated
with chronicity and complications. People with physical
disabilities in the mid-50s and early 60s are more likely to
develop diabetes mellitus type I, ischemic heart diseases,
chronic kidney diseases, neoplasia than younger ones.
At the time of our research, it was detected that high
blood pressure was diagnosed amongst all users who
suffered from cardiovascular accidents. Overweight,
obesity, and immobilization caused are risk factors for
developing cardiovascular diseases, diabetes mellitus
type I, osteoarthritis, and musculoskeletal diseases.
Timely preventative screening to identify lifestyle risk
factors would be useful for effective treatment and delay
the progressive course of chronic diseases.

The results of the individual interviews with
the participants in the study are summarized in Table 2.
A significant number of respondents shared, that
they continue to experience difficulties in accessing
healthcare. To manage multiple chronic conditions,
participants desired access to appropriate and well-
timed healthcare. Some of them explained situations
of frequent symptomatic manifestations of complicated
chronic conditions requiring frequent hospital stays,
as well as cases of late-diagnosed chronic disease or
exacerbation of an existing chronic disease that led to
prolonged hospitalization. Adequate access to quality
medical services is a necessary and important factor for
successful ageing of people with physical disabilities.
Most of the surveyed people reported barriers and
challenges associated with accessing healthcare. These
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Table 1: Characteristics of the sample

Selected demographics of focus group patients with physical n%
disabilities
Gender
Male 75 (41.89%)
Female 104 (58.10%)
Age
< 50 years 30 (16.75%)
51-60 years 60 (33.51%)
61-70 years 43 (24.02%)
> 71 years 46 (25.69%)

Presence of chronic diseases
Total number of disabled people with diagnosed and
proven chronic diseases
Total number of disabled people with one diagnosed
and proven chronic disease
Total number of disabled people with two or more
diagnosed and proven chronic diseases
Total number of disabled people without diagnosed
and proven chronic diseases
Prevalence of diagnosed and proven chronic diseases among patients with physical
disabilities
Arterial hypertension
Chronic diseases of the digestive system
Chronic diseases of the urinary system
Arthritis and degenerative joint diseases
Chronic diseases of the pulmonary system
Diabetes mellitus type Il

152 (84.91%)
28 (18.42%)
124 (69.27%)

27 (15.08%)

85 (55.92%)
45 (29.60%)
39 (25.65%)
32 (21.05%)
31(20.39%)
24 (15.78%)

include physical and transportation barriers (89.94%
of respondents), financial difficulties in providing
the necessary medicines (49.16% of respondents),
limited access to assistive technology and equipment
(15.08% of respondents), delayed or late consultation
with a specialist (34.63% of respondents), physical
inaccessibility or significant difficulties, and obstacles
to examination rooms and offices with diagnostic
medical equipment (32.40% of respondents). Some
of the respondents discussed further barriers such as
disrespectful behavior and poor attitudes (21.78% of
respondents), a lack of knowledge about disabilities or
direct refusal for consultation and physical examination
among medical providers (18.99% of respondents). The
complex interaction of these medical, social and lifestyle
factors, their timing and impact the developmental life
course, represent the most important prerequisites for
the early onset of chronic conditions and they create an
especially challenging environment for successful aging.

Table 2: Specific social and health care challenges for the
sample

Barriers and challenges associated with providing of health care n%
for patients with physical disabilities

Financial difficulties in providing the necessary medicines

Physical and transportation barriers

Limited access to assistive technology and equipment

Delayed or late consultation with a specialist physical inaccessibility
or significant

Difficulties and obstacles to examination rooms and offices with
diagnostic medical equipment

Direct refusal for consultation and physical examination from health
care providers

Disrespectful behavior and negative attitude of health care providers

88 (49.16%)
161 (89.94%)
27 (15.08%)
62 (34.63%)
58 (32.40%)
34 (18.99%)

39 (21.78%)

Discussion

Disability is part of the human condition. There is
no one, unique, and agreed explanation of disability and
each country uses a different definition which may cause

inequalities for some groups. World health organization’s
International Classification of Functioning, Disability and
Health defines disability as “the negative aspects of the
interaction between an individual with a health condition
and that individual’'s contextual factors” [11]. The
United Nations Convention on the Rights of Persons
with Disabilities provides that “Persons with disabilities
include those who have long-term physical, mental,
intellectual or sensory impairments which in interaction
with various barriers may hinder their full and effective
participation in society on an equal basis with others.”
Disability is therefore understood as the result of the
interaction between the individual’s impairment and the
social, environmental, and attitudinal barriers created by
society [12]. According to the European Economic and
Social Committee, “the people with disabilities represent
about 16% of the European Union (EU) population, that
is, 80 million people. They also represent one-sixth
of the working people in the EU and 75% of them are
people who probably need intensive support” [13], [14].
In this regard, every European country provides social
and healthcare for people with long-term disabilities or
seriously ill people, wholive alone, with programs forlong-
term care. In Bulgaria, the programs for long-term care
include providing a personal assistant, social assistant,
public canteens, community-based social services and
specialized institution - such as old people’s homes,
homes for people with a physical disability, and homes
for people with mental disorders [15]. The social services
in specialized institutions are only provided after having
exhausted the options for providing social services in the
community. The role of Bulgaria’s specialized institutions
includes to provide suitably furnished and equipped
accommodation, rooms for dining and social contacts,
healthy and nutritious food including dietary food,
depending on the health, and personal preferences of
the residents. Furthermore, they assist in the provision
of medicine, administration of specialized medical care,
assisting to access various administrative services,
organizing joint events with other specialized bodies,
excursions, and celebrations of personal and national
festivities. Furthermore, they provide information on
the legislation regulating the social services, the rights
and obligations of the residents [15], [16], [17]. Despite
the existing health and social care provided by the
state specialized institutions in Bulgaria and countries
around the world, the statistics indicate that individuals
with long-term disabilities are subject to poorer health
management than individuals without disabilities, which
increases their risk of developing more health problems
and early death [18], [19]. People with disabilities are
more vulnerable to preventable secondary diseases,
comorbidities, untreated mental health statuses, poor
oral health, and high obesity rates [20]. This also
includes earlier onset of chronic medical conditions as
well as development and progression of accompanying
complications, which compared with adults without
disabilities, are more severe, occur sooner, and stay
elevated from midlife into older age [3], [5], [20]. The
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present study, which is based on a sample of respondents
living in one of the largest European social homes for
adults with physical disabilities, found a significant
manifestation of a combination of more than two chronic
non-communicable diseases, defined as polymorbidity.
Non-communicable chronic conditions are among the
most common and costly of all health problems and they
have a significant impact on disability status.

The research has shown that nearly half of
the residents have long-standing arterial hypertension,
which is controlled only by daily drug therapy without
reducing harmful habits such as increased consumption
of alcohol, cigarettes, caffeine, and consumption of
saturated and trans fats. Arterial hypertension is an
accompanying disease in all patients with physical
disabilities who have suffered from an ischemic or
hemorrhagic stroke or acute coronary syndrome.
Strokes usually cause brain damage which may
can affect language skills, mental ability, or physical
activity depending on the severity of the structural
lesion. In most cases disabilities after stroke lead to
the inability to independently perform activities of daily
living such as bathing, dressing, eating, grooming,
working, homemaking, and cleaning after defecation.
Furthermore, functional disorders in long-term are
reason for helplessness, deterioration in quality
of life of stroke patients, maladjustment in social
relationships, and economic difficulties. Approximately
one-fifth of the residents with physical disabilities
have diabetes mellitus type Il, which is treated with
tablets, or they have undergone conventional or
intensifying insulin therapy. Some of them have micro
and macrovascular complications, which include mainly
diabetic polyneuropathy, nephropathy, retinopathy, and
ischemic heart disease. In most of the respondents
who are diagnosed with diabetes mellitus type 2,
also have arterial hypertension, which determines the
timing of the onset of early manifestation of tissue and
organ damage. The combination of these two diseases
leads to a sharp deterioration in a patient’s prognosis.
They are a major cause of the development of chronic
kidney disease and the onset of renal failure, or
so-called “silent epidemic.” The progression of chronic
kidney disease and reduced glomerular filtration are
associated with accelerating the processes of vascular
damage - atherosclerosis and arteriosclerosis, and
their inevitable multi-organ involvement.

The most common urogenital conditions
among the respondents detected in the present study
are chronic pyelonephritis, generally the obstructive
type and unilateral or bilateral nephrolithiasis. The
contributing factors of increasing urinary stone disease
prevalence include changes in body habitus, fluid
status, dietary habits, climate, and the environment[21].
Medical conditions that raise the risk of nephrolithiasis
involve primary hyperparathyroidism, obesity, diabetes
mellitus, and gout [22], [23], [24], [25], [26], [27].
Urinary stone disease is also associated with other

common conditions, such as atherosclerosis, arterial
hypertension, chronic kidney disease, and low bone
mineral density. The indicated predisposing factors
are also found in the respondents suffering from
urolithiasis. Even though it is uncertain whether
these associations are causal or caused by shared
risk factors, a symptomatic stone event heralds
future morbidity [21]. Pyelonephritis, an another
kidney disease with a high prevalence in the sample
is a frequent cause of hospitalization and a major
reason of increased morbidity and mortality in older
frail patients [28]. Older people are at greater risk for
developing pyelonephritis due to poor immunity, higher
colonization rates with Gram-negative organisms,
multiple comorbidities, and structural changes such
as benign prostatic hypertrophy in males, atrophic
vaginitis in females, and increased post void residual
urine in older people [29]. According to some scientific
studies, a higher incidence of bacteriuria and urinary
tract infection is observed in elderly patients in long-
term care facilities [30], [31] [32], [33]. The conducted
research has shown that the home is inhabited
by people with disabilities who have an indwelling
urethral catheter, which is associated with a higher
risk of developing an infection of the urinary tract
or complications such as obstruction, incorrect
positioning, malposition of the catheter, and trauma of
soft-tissue during catheterization. In addition, urinary
catheterization disrupts patient defense mechanisms,
granting bacteria easier access to the bladder and
subsequent ascending contamination [30]. Catheter
encrustations can also obstruct urine flow, promoting
urine stagnation and bacterial replication [34].
Unfortunately, the complexity of the diagnosis of urinary
tract infections, the increasing bacterial resistance
to antimicrobials and the inappropriate use of
antibiotics continues to be described in long-term
care facilities [30]. This determines application of a
diagnostic algorithm designed for medical staff to
use, which emphasizes close monitoring and early
intervention [35].

Chronic diseases of the respiratory system,
which are diagnosed in a small part of the study group,
include mainly chronic obstructive pulmonary disease
in the form of chronic bronchitis, emphysema or mixed
variant and bronchial asthma. Chronic obstructive
pulmonary disease is characterized by high symptom
burden, healthcare utilization, mortality,andunmetneeds
of both patients and their caregivers [36]. Along with the
inhalation of cigarette smoke or noxious particles, risk
factors include age, gender, socioeconomic status, and
a history of respiratory infections. These contributing
factors for the development of chronic obstructive
pulmonary disease were also found among the
respondents. Chronic obstructive pulmonary disease
is nowadays recognized as a multicomponent disease,
despite being defined by the presence of persistent
airflow limitation [37]. The disease also affects systems
and organs outside the lungs for example, weight loss,
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decreased muscle strength and muscle dysfunction,
manifested cardiovascular disease [38]. The treatment
of the older patient with chronic obstructive pulmonary
disease is highly challenging [39]. Development of
non-respiratory impairment and functional limitations,
which reflect the systemic nature of the disease, are
critical determinants of disablement [40]. Although
Chronic obstructive pulmonary disease is a major
cause of respiratory failure and dyspnea in the elderly,
multiple other disease entities, including heart failure,
pulmonary embolism, medication effects, and other
conditions, including deconditioning and malnutrition
may exacerbate the symptoms [36]. The frequent
coexistence of comorbid conditions in older patients,
which are higher in number and different than those
detected in younger asthmatics, may also complicate
the management of asthma [41]. Bronchial asthma is
often triggered by environmental factors such as pollen,
animal dander, dust, or smoke. Risk factors for late-onset
asthma include weight gain, obesity, smoking, rhinitis
symptoms, chronic sinus symptoms, viral infections,
and new habitual snoring [42], [43]. A similar etiology
for the development of bronchial asthma has been
reported in the medical records of people with physical
disabilities suffering from this disease. The care of
asthmatics is addressed to the domains - comorbidities
and polypharmacotherapy, which can influence the
metabolism and excretion of respiratory drugs, and
can negatively impact adherence to and persistence
with chronic treatment [41], [44], [45]. In this regard, the
management of complex drug regimens in multimorbidity
patients is often difficult and the polypharmacy is one
of the strongest predictors and the most important risk
factor for adverse drug reactions in the elderly [46].

The study has shown a wide variety of
gastrointestinal diseases with a chronic course among
respondents. The predominant chronic illnesses of the
digestive system are chronic gastroduodenitis, gastric
ulcer, duodenal ulcer, chronic colitis, and chronic
cholecystitis. The percentage of gastrointestinal injuries
among individuals determines the second position after
arterial hypertension in the present study. Many signs
and symptoms of peptic ulcer disease are obscure and
confusing. The data from the research have showed
that the respondents complain mainly of indigestion or
other vague dyspeptic symptoms. The epigastric pain in
them varies markedly in nature and intensity. Gastritis
and peptic ulcers are caused by many different factors,
including medication such as aspirin and nonsteroidal
anti-inflammatory drugs, infection with the Helicobacter
pylori bacteria, excessive alcohol intake, tobacco use,
bile reflux disease, stress, immune disorders, and
others. The signs of colitis that are described in the
health records of people with disabilities are diarrhea
or constipation, intense abdominal pain, swelling of the
colon tissue. A major symptom of the surveyed persons
with chronic cholecystitis is intermittent pain. In the
medical records of symptomatic patients with chronic
cholecystitis was found information on the manifestation

of dull right upper abdominal pain exacerbated by
fatty food intake. This condition usually begins with
the formation of gallstones in the gallbladder, which
depends on age, gender, genetic predisposion,
body mass index, dietary habits, and gallbladder
activity. Consumption of fried and spicy foods, refined
carbohydrates, trans fats, carbonated beverages,
increased alcohol and coffee intake, raised smoking
are among the leading harmful behavioral factors for
the development of gastrointestinal disorders, to which
a large percentage of residents are exposed. Despite
providing a balanced and a healthy menu in the home
for the adults with physical disabilities, respondents
often prefer to buy and consume different variations of
“junk food,” which is made with unhealthy ingredients.

The number of individuals with physical
disabilities who suffer from degenerative changes in
the musculoskeletal system is not to be neglected.
The hallmark symptom of osteoarthritis, the most
common form of arthritis, is pain [47]. It is a frequent
companion in the life of the studied contingent with
osteoarthritis. With respect to important risk factors for
the development of functional limitations and disability
among presented sample, the evidence provides strong
support for the role of physical impairments along with
other predisposing intra-individual factors such as age,
overweight and obesity, injury, the previous deformity,
structural abnormalities, stroke, psychological and
social factors including anxiety, depression, fatigue,
health behaviors, and accompanying conditions caused
by smoking and alcohol [48]. Extra-individual factors
include need for aids and assistance in the form of
external supports, therapeutic regimens, medical care,
and rehabilitation [49], [50]. Arthritis-disabled persons
reported more functional limitations, more buffers as a
medical devices and services, assistive equipment, and
more barriers to getting around within and outside the
social home. Generally, degenerative changes in the
musculoskeletal system combined with comorbidity,
further impair the lifestyle and determines the lowest
levels of physical functioning.

Unfortunately, one of the serious problems
characterizing the social assistance system in Bulgaria
involves an insufficient number of preventive social and
health care services for the elderly and people with
disabilities to meet their complex needs [18]. Residents’
functional capacities, quality of life, the status of living
with a spouse, diagnostic condition, and sex also play
the role of barriers in accessing health care for people
with a physical disability[51], [52], [53]. As noted by
Wong et al. the lack of sufficient financial resources
and the inability of people with disabilities to afford
out-of-pocket expenses are the highest reason for
delaying healthcare. Furthermore, there is now more
evidence that the added effects of living with a physical
disability for many years contribute significantly to
lowering general vitality and the deterioration of health
status [4], [54], [55], [56]. The age affects the onset
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and progress of chronic diseases, not only and not
so much in itself, but in combination with other factors
such as socioeconomic status, lifestyle, type, and
dynamics of development of chronic conditions and
damages, which are generated by them, adequacy and
efficiency of health services and others [57]. Despite
the active presence of nursing staff in the home for the
elderly with physical disabilities, the study shows an
increasing level of multimorbidity correlating with age
among respondents. It requires continuous monitoring
of accompanying chronic diseases, including an
assessment of general health, daily oral medication
for most of the residents, intravenous or intramuscular
application of drugs, replacement of urethral catheters,
treating decubitus ulcers, applying or changing
dressings and other outpatient manipulations, planning
and conducting consultations with specialists, control of
exacerbations episodes in the conditions of the social
institution, or hospitalizing the patient according to the
severity of manifested symptoms. Besides, in the social
category - “persons with disabilities,” there is a process
of faster, accelerated ageing compared to the category
of non-disabled people [58]. This means that the
importance of invalidity or physical disability increases
as a correlate between higher age and aggravations of
old age associated with gradual physical weakness and
reduction of the body’s vital forces [59]. The presence
of chronic diseases in persons with physical disabilities
additionally gives rise to restrictions with various types
and severity when performing normal activities in
private life [58]. Therefore, in the absence of prevention
and control, multiple chronic conditions can hinder
independence and the health of people with disabilities.

Conclusion

Chronic diseases are prevalent in adults with
a long-term physical disability. Midlife appears to be
the target period for the onset of a new iliness with a
chronic course. In addition, the persons with physical
disabilities who have multiple chronic conditions such
as heart or lung diseases, kidney diseases, diabetes
mellitus, and others are exposed to a higher risk of
developing more serious and earlier complications.
These chronic diseases contribute to frequent and
elevated manifestations of instability, increased
functional limitations, and irreversible damages, which
further complicate timely access to specialized medical
support, significantly interfere with self-managementand
require constant reliance of health and social services
workers. In connection with the current tendency of
increasing the prevalence of chronic diseases among
adults with physical disabilities, it is necessary to
ensure more human and financial resources for the
specialized institutions to guarantee the quality of the
social and healthcare services for these individuals

that complies with the unified governmental standards
and criteria. Furthermore, the management of chronic
conditions in people with physical disabilities requires
continuous collaboration between health and social
care providers to adapt prevention, treatment and
rehabilitation programs to meet the specific and unique
needs of these patients.
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