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ABSTRACT

Background: In ltaly, more than 3 million people live with a disability. Among them, more than half experience
motor impairments. Although attention to disability issues has globally increased in recent decades, literature
on this topic remains limited. The aim of the study is to gather new information on the quality of life and lived
experiences of individuals with motor disabilities, with particular focus on factors that may significantly influence
their well-being, such as experiences of discrimination and perceived architectural barriers.

Materials and Methods: We ran a cross-sectional online survey (n=110) disseminated via national associa-
tions. Validated tools were used: WHOQOL-BREF, BDI-Il, STAI Y-1. Descriptive statistics summarized charac-
teristics; Pearson correlations tested links among prejudice/discrimination/architectural barriers and outcomes;
one-way ANOVA compared WHOQOL-BREF domains across BDI-Il severity (p<0.05).
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all their complexity. (www.actabiomedica.it)

Running title: Motor Disability, Prejudice and Inclusion

Results: Severe state anxiety was present in 95.6% (moderate 1.8%). Depression severity was minimal in 54.9%
of respondents, mild in 17.7%, moderate in 13.3%, and severe in 11.5%. Satisfaction was poor for territorial mobil-
ity (49.6%), accessibility of places (39.8%), and employment services (46.0%). Higher prejudice and architectural
barriers correlated with lower QoL in physical and psychological domains; ANOVA showed progressively lower
QoL with increasing depression severity (p<0.05 across domains).

Conclusions: The findings clearly highlight the need for a holistic approach to individuals living with motor dis-
abilities, one that goes beyond the physical condition and takes into account the fundamental role of psychosocial
factors. Equally important is a societal shift in the perception of disability, to ensure full inclusion of individuals in

Key words: disability, prejudice, inclusion, quality of life, barriers, society.

Introduction

In recent decades, the discourse on disability has
evolved from a medical-assistance model, focused solely
on organic and etiological aspects, to a biopsychosocial
approach. This shift is reflected in the transition from
the International Classification of Impairments, Dis-
abilities and Handicaps (ICIDH, 1980) to the Inter-
national Classification of Functioning, Disability and
Health (ICF, 2001), which embraces a multidimen-
sional perspective of the individual and a dynamic view
of disability. Motor disability, therefore, has complex
consequences not only on the physical level but also on
the psychological and social domains, requiring constant
adaptation from both the individual and their caregiver.
They are frequently confronted with barriers in environ-
ments that are not always suitable (1), as emphasized
in the preamble of the United Nations Convention on
the Rights of Persons with Disabilities, which states
that “persons with disabilities continue to face barriers
in their participation as equal members of society” (2).
The Convention also provides a general definition of
disability aligned with the modern conceptualization:
“persons with disabilities include those who have long-
term physical, mental, intellectual or sensory impair-
ments which, in interaction with various barriers, may
hinder their full and effective participation in society
on an equal basis with others.” These barriers can sig-

nificantly impact the quality of life (QoL) of individuals

with disabilities (3). The World Health Organization
(WHO) defines QoL as “an individual's perception of
their position in life in the context of the culture and
value systems in which they live and in relation to their
goals, expectations, standards and concerns” (4). In this
regard, the literature depicts a complex and diverse land-
scape, where it is evident that the QoL of individuals
with motor disabilities is influenced by multiple factors,
including physical limitations, individual biological and
socioeconomic characteristics, and psychosocial vari-
ables (5). A possible decline in QoL is associated with
physical and functional limitations (3,6-10), as well as
with the duration of such conditions (3,11-13), in ad-
dition to the presence of pain, fatigue, depression, and
other secondary health conditions (14-16). These issues
are further compounded by the challenges individuals
often face in the workplace (5,17), where high unem-
ployment rates and related economic hardship are com-
mon (8). Equally important is the negative influence of
stigma, discrimination, and prejudice from society (1), as
well as reduced social participation. According to some
authors, interpersonal relationships play a vital role in
the lives of people with motor disabilities, possibly even
more so than the motor deficits themselves (7,18-21).
This influence is further exacerbated by the detrimen-
tal effects that a lack of social relationships can have on
mental health (18), which in turn may negatively impact
functional limitations (13,22). Although a satisfactory
QoL is essential for the well-being of each individual, it
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becomes even more significant considering that, accord-
ing to WHO estimates from December 2022, approxi-
mately 1.3 billion people worldwide—16% of the global
population—Tlive with a significant disability (20). In
Italy, data from ISTAT in 2019 (23) indicate that dis-
ability affects approximately 5.2% of the population,
or about 3.2 million people, with motor disability spe-
cifically affecting 3.1%. It is also important to consider
that, since disability is strongly correlated with aging, its
prevalence is expected to increase due to the rise in aver-
age age (24). This study aims to provide a clearer under-
standing of the relationship between motor disability, its
psycho-physical consequences, and quality of life within
the Italian context—issues that are still often considered
taboo and are underrepresented in the current literature.

The value of this work is further highlighted by the lim-
ited number of Italian studies addressing this topic.

Methods

Study procedure and data collection tools

This is an observational study conducted through
an online survey aimed at collecting both qualitative and
quantitative data. The study protocol was presented to
several associations of individuals with disabilities oper-
ating across the national Italian territory. Collaborations
were established with the following organizations: “Mol-
lare Mai” Association, ASD “Lupiae Team Salento,”
UILDM (Italian Union for the Fight against Muscular
Dystrophy), “Centro Spazio Vita Niguarda,” “SportA-
BILI,” AIDM (Interregional Association for Motor
Disabilities), ACTM (Charcot-Marie-Tooth Disease
Network), “You Able,” “Delfino” ODV Association,
and—thanks to authorization granted by the Monteca-
tone Rehabilitation Institute—with the Montecatone
Onlus Foundation and AUS (Association of Users of the
Montecatone Spinal Unit). Each association distributed
the survey link to its members and/or their caregivers,
who participated anonymously using tablets, computers,
or smartphones. The data collection tool consisted of a
brief introduction to the study and a section for informed
consent. The first part collected socio-demographic and
socio-health information, including participants’ satisfac-
tion with health and social care services. A subsequent

section focused on Quality of Life (QoL), using the Ital-
ian version of the WHOQOL-BREF scale, composed
of 24 items divided into four domains: physical health,
psychological well-being, social relationships, and envi-
ronment (25,26). Domain scores were calculated by mul-
tiplying the mean of the items in each domain by four
and then converting the result to a scale ranging from 0
to 100 (27). Another section explored the main problems
associated with disability, including experiences of dis-
crimination and prejudice. In the final part of the sur-
vey, the psycho-physical consequences related to motor
disability were assessed using the BDI-II (Beck Depres-
sion Inventory-II) to measure depressive symptoms and
the S.T.A.L (State-Trait Anxiety Inventory) form Y-1 to
assess state anxiety levels (28,29). In addition, internal
consistency was assessed for the validated scales using

Cronbach’s alpha.

Inclusion and exclusion criteria

The study included adult participants (>18 years
old) with motor disabilities, residing in Italy, who pro-
vided informed consent. Exclusion criteria were indi-
viduals without motor disabilities, participants under
the age of 18, and those who did not consent to partic-
ipate in the study or to the use of their data for analysis
and dissemination of the results.

Ethical considerations

The study was conducted in accordance with
Good Clinical Practice (GCP), the ethical principles
of the Declaration of Helsinki, and current regulations
regarding observational studies. The questionnaire
received approval from the Ethics Committee under
protocol number 174, dated 05/03/2024. Participation
was entirely free, voluntary, and anonymous. Before
completing the survey, participants were required to
provide informed consent as a prerequisite.

Statistical analysis

Descriptive statistics summarized all qualita-
tive and quantitative variables (means and standard
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deviations for continuous variables; frequencies and
percentages for categorical variables). Pearson correla-
tion coefficients were calculated to assess associations
between participants perceived prejudice, discrimina-
tion, and architectural barriers and study outcomes
(WHOQOL-BREF domains, STAI Y-1, BDI-II).
One-way ANOVA compared WHOQOL-BREF
domain scores across BDI-II severity categories
(minimal, mild, moderate, severe), with post-hoc tests
conducted where appropriate (two-tailed a=0.05).
For all correlation analyses, 95% confidence inter-
vals (Cls) were calculated and reported. For ANOVA
models, we reported the F statistic, degrees of free-
dom, and p value. Analyses were performed in

MATLAB, version 6.

Results

Section a: Socio-demographic data

A total of 110 participants were included in the
analysis. Among them, 59 subjects were males (53.96).
All validated scales showed high internal consistency:
WHOQOL-BREF (o = 0.924), STAI-Y1 (o0 = 0.943),

and BDI-II (o = 0.892). The questionnaire was com-
pleted by the person with a disability in 73.6% of cases
(n=81) and by their caregiver in 26.4% (n=29). Partici-
pants reported being non-self-sufficient in 40.9% of
cases (n=45), partially self-suflicient in 46.4% (n=51),
and fully self-sufficient in 12.7% (n=14). A total of
36.4% (n=40) were retired, while 45.5% (n=50) lived
with their family of origin. In 60.0% (n=66) of the sam-
ple, the motor disability had been acquired. Physical
support was primarily provided by the spouse (35.4%,
n=39) and by parents (32.7%, n=36). The need for assis-
tance in daily living activities was frequently perceived
as a source of stress by 20% (n=22) of participants; an
equal percentage reported experiencing stress “often,”
while 21.8% (n=24) indicated feeling stressed “some-
times.” A total of 48.2% (n=53) reported using anti-
depressant and/or anxiolytic medication. Regarding
satisfaction with social and healthcare services, 33.6%
(n=38) rated rehabilitation services as poor, while only
1.8% (n=2) rated them as excellent. Territorial mobil-
ity services were considered poor by nearly half of the

participants (49.6%, n=56). With respect to access to
information about rights and opportunities (e.g., web-
sites, training centers), 31% (n=35) reported a mild
level of satisfaction, while 29.2% (n=33) reported low
satisfaction. Socialization services (such as cultural ac-
tivities) were rated poorly by 38.1% (n=43) of partici-
pants. Healthcare services were rated as mediocre by
34.5% (n=39), sufficient by 27.4% (n=31), and poor by
21.2% (n=24). Satisfaction with accessibility to places
(public or private facilities, architectural barriers) was
rated as poor by 39.8% (n=45), with a similar percent-
age reporting a mild level of satisfaction. Facilities
and services specifically intended for sports activities
were considered poor by 39.8% (n=45) and mediocre
by 33.6% (n=38). Educational and school support ser-
vices were associated with a mild level of satisfaction
in 31.9% (n=36) of participants. Finally, nearly half of
the participants (46%, n=52) expressed poor satisfac-
tion with employment-related services. Sample data
and self-perceived stress levels are reported in Table 1.

Satisfaction level and service accessibility

Among the participants, high levels of dissatisfac-
tion were reported regarding sleep quality (34.55%,
n=38), management of daily activities (50.9%, n=56), self-
perception (39.1%, n=43), sexual life (40.9%, n=45), and
support received from friends (40.9%, n=45). Respond-
ents indicated being “very dissatisfied” with the avail-
ability and accessibility of healthcare services in 47.3% of
cases (n=52). The condition of their home environment
was considered unsatisfactory by 32.7% (n=36), and pub-
lic transportation services were deemed unsatisfactory by
31.8% (n=35), with an equal percentage rating them as
“very unsatisfactory”. Degree of satisfactory and accessi-

bility of services are found in Table 2.

Anxiety, depression and quality of life
perceptions in disability

S.T.A.l.Y-1 ScALE — STATE ANXIETY LEVELS

Anxiety symptoms were found to be absent or
mild in none of the participants. In contrast, 95.6%
(n=108) exhibited severe levels of state anxiety, while
1.8% (n=2) reported moderate levels.
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Table 1. Sample data and self-perceived stress levels associated with the disability condition (n=110).

Socio-demographic characteristics n(%); pxSD Socio-demographic characteristics n(%); pxSD

Sex How long have you had a motor

Female 51(46.4) disability?

Male 59(53.6) Less than 1 year 5(4.5)

Age Range 19-46 More than 1 year 105(95.5)
(mean 48.2) From whom does he receive more

Participant physical support in daily life?

Patient 81(73.6) Son/daughter 12(10.9)
Caregiver 29(26.4) Mother/father 36(32.7)
— Spouse 1(0.9)
CI.V'I status Associations 39(35.4)
DlVOI‘CCf]. 7(6.4) Self-help group 4(3.6)
Unmarried 47(42.7) Other 8(7.3)
Separated 3(2.7) None 10(9.1)

Married 45(40.9) — -
Widowed 8(7.3) Wlthll:l your lfla.(tlnllylare therc:l{)ther
t t
Educational level :;;::11) il(;:ise‘:.: evelopmelt
High school diploma 46(41.8) Yes 16(14.5)
Postgraduate training 11(10) No 94(85.5)
Bachelor's degree 32(29.1) -
Junior high school 17(15.5) Do you currently engage in sports
No title 4(3.6) ‘;{cﬁ"iﬁ“? 560
es
Work employment No 77(70)
Homemaker 7(6.4) - - - -
Private employee 16(14.5) Indicate youliisfelf—liercelved level of stress associated with
Public employee 20(18.2) your current litestyle
Unemployed 6(5.4) Need to be assisted in all life activities
Free lancer 16(14.5) Never 22(20)
Retired 40(36.4) Rarely 20(18.2)
Student 5(4.5) Sometimes 24(21.8)
The person with disabilities lives: Often 22(20)
At home, in a family he or she established 55(50) Frequently 22(20)
At home, in the family of his or her parents 50(45.5) Need to be understood in the expression
In a home of his or her own 3(2.7) of needs
At brothers/sisters 2(1.8) Never 27(24.5)
Severity condition of the person with Rarely. 27(24.5)
disabilities: 14(12.7) Sometimes 24(21.8)
Self-sufficient 51(46.4) Often 23(20.9)
Partially self-sufficient 45(40.9) Frequently 9(8.2)
Not self-sufficient Inadequacy of aids and spaces at home
Disability is associated with pathology: Never 31(28.2)
Acquired 66(60) Rarely. 30(273)
Congenital 44(40) Soofrnetlmes %ggig
t .
Can make explicit the pathology/cause of Fre (;111 ently 7(6.4)
the disability: - —
Genetic causes 27(24.5) Lack of aids to cope with disability
Perinatal causes 13(11.8) Never 31(28.2)
Prenatal causes 11(10) Rarely. 30(27.3)
Oncological disease 7(6.4) Sometimes 26(23.6)
Chronic disease 5(4.5) Often 16(14.5)
Neurological disease 22(20) Frequently 7(6.4)
Trauma 25(22.7) Table 1 (Continued)
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Socio-demographic characteristics n(%); pSD Socio-demographic characteristics n(%); pSD
Lack of territorial nursing and medical Health services
supports at home Poor 24(21.2)
Never 33(30) Mild 39(34.5)
Rarely 30(27) Sufficient 31(27.4)
Sometimes 22(20) Fair 12(10.6)
Often 10(9.1) Excellent 7(6.2)
Frequently 15(13.6) Accessibility to places (public or private
Were you taking antidepressant/anxiety facilities, architectural barriers)
medications, before your disability? Poor 45(39.8)
Yes 41(37.3) Mild 45(39.8)
No 69(62.7) Sufficient 13(11.5)
Are you currently taking antidepressant/ Fair 6(5.3)
anxiety medications? Excellent 4(3.6)
Yes 53(48.2) Specific facilities and services for sports
No 57(51.8) activities
Were you abusing substances as alcohol Po'or 45(39.8)
and/or drugs before your disability? Mild ) 38(33.6)
Yes 53(482) Sufﬁaent 15(133)
No 57(51.8) Fair 6(5.3)
Excellent 9(8.0)
Degree levels in satisfaction with social and health
services School and educational support services
Poor 32(28.3)
Rehabilitative services Mild 36(31.9)
Poor 38(33.6) Sufficient 30(26.5)
Sufficient 27(23.6) Fxcellent 6(5.3)
Fair 12(10.6) _
Excellent 5(4.5) Employment Services
Poor 52(46.0)
Services for territorial mobility Mild 30(26.5)
Poor 26(49.6) Sufficient 21(18.6)
Mild 32(28.3) Fair 32.7)
Sufficient 14(12.4) Excellent 7(6.2)
Fair 6(5.3) - -
Excellent 2(1.8) Social - welfare services
Missing 3(2.7) Po.or 35(31.0)
Mild 35(31.0)
Access to information regarding rights Sufficient 28(24.9)
and opportunities (Internet sites, Fair 9(8.1)
training centers) Fxcellent 6(5.4)
Poor 33(29.2)
Mild 35(31)
Sufficient 27(23.9)
Fair 11(9.7)
Excellent 4(3.5)
Services for socialization (activities
cultural, etc.)
Poor 43(38.1)
Mild 37(32.7)
Sufficient 19(16.8)
Fair 7(6.2)
Excellent 7(6.2)
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Table 2. Degree of satisfaction and accessibility of services

Satisfaction level of: n(%)
Sleep quality:

Very dissatisfied 38(34.5)
Dissatisfied 31(28.2)
Neither dissatisfied nor satisfied 27(24.5)
Satisfied 12(10.9)
Very satisfied 2(1.8)
Management way in daily activities:

Very dissatisfied 56(50.9)
Dissatisfied 32(29.1)
Neither dissatisfied nor satisfied 14(12.7)
Satisfied 6(5.5)
Very satisfied 2(1.8)
Engage in own activities:

Very dissatisfied 33(30.0)
Dissatisfied 35(31.8)
Neither dissatisfied nor satisfied 27(24.5)
Satisfied 11(10.0)
Very satisfied 4(3.6)
Own perceptions:

Very dissatisfied 43(39.1)
Dissatisfied 37(33.6)
Neither dissatisfied nor satisfied 19(17.3)
Satisfied 7(6.4)
Very satisfied 4(3.6)
Personal relationships with others:

Very dissatisfied 24(21.8)
Dissatisfied 39(35.5)
Neither dissatisfied nor satisfied 31(28.2)
Satisfied 12(10.9)
Very satisfied 4(3.6)
Own sexual life:

Very dissatisfied 45(40.9)
Dissatisfied 45(40.9)
Neither dissatisfied nor satisfied 13(11.8)
Satisfied 6(5.5)
Very satisfied 1(0.9)
Support received from friends;

Very dissatisfied 45(40.9)
Dissatisfied 38(34.5)
Neither dissatisfied nor satisfied 15(13.6)
Satisfied 6(5.5)
Very satisfied 6(5.5)
Conditions of own home:

Very dissatisfied 32(29.1)
Dissatisfied 36(32.7)
Neither dissatisfied nor satisfied 30(27.3)
Satisfied 9(8.2)
Very satisfied 3(2.7)

Satisfaction level of: n(%)
The availability and accessibility of

health services:

Very dissatisfied 52(47.3)
Dissatisfied 30(27.3)
Neither dissatisfied nor satisfied 21(19.1)
Satisfied 3(2.7)
Very satisfied 4(3.6)
Means of transport available:

Very dissatisfied 35(31.8)
Dissatisfied 35(31.8)
Neither dissatisfied nor satisfied 28(25.5)
Satisfied 9(8.2)
Very satisfied 3(2.7)

BDI-Il - BEck DEPRESSION INVENTORY
(DEPRESSION LEVELS)

Among the participants, depression levels were
minimal in 54.9% (n=62). Mild depression was ob-
served in 17.7% (n=20), moderate in 13.3% (n=15),
and severe in 11.5% (n=13).

QuALITY OF LIFE - WHOQOL-BREF

In the physical health domain, the mean score was
52.08, which can be interpreted as a perceived quality
of life (QoL) at a sufficient level, though with poten-
tial physical challenges. In the psychological domain,
the mean score was 56.25, suggesting a perceived QoL
characterized by good psychological balance. In the social
relationships’ domain, the mean score was 57.95, indicat-
ing a perceived QoL with generally good interpersonal
relationships, although with a high degree of variability
(min = 0). Finally, in the environment domain, the mean
score was 50.40, which reflects a sufficient level of per-
ceived QoL, though this area appears to be a potential
target for intervention and improvement (Table 3).

Anxiety, Depression and Quality of life
perceptions in disability according to
discrimination perceptions, prejudice and
architectural barriers.

This section focuses on analyzing possible asso-
ciations between certain variables and levels of anxiety
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Table 3. Anxiety, Depression and Quality of life perceptions in
disability.

Domain and levels n(%); u+SD
Anxiety

Absent 0(0)
Mild 0(0)
Moderate 2(1.8)
Severe 108(95.6)
Depression

Minimal 62(54.9)
Mild 20(17.7)
Moderate 15(13.3)
Severe 13(11.5)
Quality of life

-WHOQOL-BREF

Physical 17.47+8.03
Psychological 35.15+21.95
Social Relations 62.48+24.77
Environment 59.06+40.59

and depression. Specifically, the relationship between
architectural barriers and psychological consequences
was examined. The results indicate that, with regard
to perceived anxiety levels, the more individuals with
motor disabilities perceive architectural barriers, the
lower their reported anxiety. This finding may appear
counterintuitive and could reflect an adaptation bias,
namely, individuals with greater mobility may perceive
more obstacles and, at the same time, be exposed to a
higher number of anxiety-inducing situations.

QoL scale domains and architectural barriers

This graph highlights a negative correlation be-
tween the perception of architectural barriers and the
physical health domain of the QoL scale. In other
words, as perceived obstacles increase, the physical
component of quality of life worsens.

Correlation between QoL — Physical health
domain and architectural barriers

A negative correlation was found between the
perception of architectural barriers and the psycholog-
ical domain of the QoL scale. As perceived obstacles
increase, psychological quality of life tends to worsen.
State anxiety does not appear to be directly influenced
by the perception of prejudice.

However, psychological quality of life is affected:
prejudice has a negative impact on perceived mental
well-being. Possible mediating factors, such as self-
esteem or social withdrawal, may explain the absence
of a direct effect on anxiety but the presence of one on

the WHOQOL psychological domain.

Correlation between QoL Levels and BDI-II
Scores

All four WHOQOL domains showed a statisti-
cally significant difference in mean scores across de-
pression levels (p < 0.05): Physical Health (F = 19.55,
p < .001), Psychological (F = 24.99, p < .001), Social
Relationships (F = 7.82, p < .001), and Environment
(F =3.47,p = .019). These results may suggest that indi-
viduals with more severe levels of depression perceive a
significantly lower quality of life across all dimensions,

particularly in the physical and psychological domains.

Correlation between BDI-Il (Item on Suicidal
Thoughts) and QoL

Individuals reporting suicidal thoughts tend to
have a significantly lower quality of life, particularly in
the physical, psychological, and social relationship do-
mains. No significant correlation was found with the
environmental domain (Table 4).

Associations and inferential analyses

Pearson correlations identified a significant asso-
ciation between prejudice and the WHOQOL-BREF
environment domain (r = 0.232; CI 95% = 0.05-0.40,
p = 0.015). All other associations with discrimina-
tion, prejudice, and architectural barriers were small
and not statistically significant (p > 0.05). ANOVA
showed progressively lower WHOQOL-BREF scores
with increasing BDI-II severity across all domains
(p < 0.05); post-hoc comparisons confirmed pairwise
differences where indicated (ot = 0.05).

Discussion

The study analysed data from 110 participants,
providing a broad representation of individuals with
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Table 4. Associations between Anxiety, Depression and Quality of life perceptions in disability and discrimination perceptions, prej-

udice and architectural barriers.

Discrimination Prejudice Architectural barriers
Anxiety R 0.031 -0.012 0.056
p-value 0.746 0.900 0.559
Depression R 0.032 -0.022 -0.135
p-value 0.743 0.816 0.159
WHOQOL_Physical R 0.022 0.009 -0.038
p-value 0.820 0.928 0.696
WHOQOL_Psychological R 0.014 0.049 0.034
p-value 0.885 0.609 0.721
WHOQOL_Social Relations R -0.013 0.117 0.053
p-value 0.894 0.222 0.585
WHOQOL_Environment R 0.133 0.232° 0.164
p-value 0.166 0.015 0.087

*p<0.05 is statistically significant.

diverse disability conditions. The aim of this study was
to provide new insights into the lived experience and
QoL of adults with motor disabilities in Italy, particu-
larly in relation to factors that may significantly in-
fluence their well-being, such as levels of anxiety and
depression, architectural barriers, and experiences of
prejudice related to disability. Participants reported a
generally good QoL, in line with findings from other
studies (1,5,14,19). This result may appear counter-
intuitive when compared to the common perception,
given the numerous obstacles that people with disabil-
ities face in daily life. However, the literature widely
refers to the so-called “disability paradox” described
by Albrecht et al. (1999) (1,9,24), according to which
people with disabilities adapt to their condition, as-
sign meaning to it, and find the resources to regain
control over their lives. With regard to external (so-
cial and environmental) factors that influence QoL,
Pearson correlations showed a significant association
between prejudice and the WHOQOL-BREF en-
vironment domain (r=0.232; p=0.015), while asso-
ciations with the physical and psychological domains
were small and not statistically significant. Correla-
tions involving architectural barriers were likewise
small and non-significant. Therefore, rather than a
generalized effect across domains, the data indicate

a specific link between perceived prejudice and the
environment domain of QoL. These findings are
consistent with previous research (14,27). Consist-
ent with our analytical plan, Pearson correlations
highlighted this association with the environment
domain, while one-way ANOVA confirmed signifi-
cantly lower WHOQOL-BREF scores with increas-
ing depression severity (p<0.05 across domains).
From a psychological perspective, nearly half of the
participants showed scores indicating varying levels
of depression. The correlation between depression and
QoL confirmed that individuals with higher levels
of depression report lower QoL across all domains.
Similar results have been documented in earlier stud-
ies (12,13,17,30). A comparable pattern was observed
for anxiety (12,28), with a very high portion (95.6%,
n=108) of participants showing severe levels of anxiety
symptoms. These findings open new perspectives for
future studies aimed at identifying effective interven-
tions to reduce anxiety and depression levels among
individuals with motor disabilities, which could, in
turn, improve their perceived quality of life (31,32).
Among the most significant findings, participants
reported low levels of satisfaction with social and
healthcare services—particularly regarding territorial
mobility, accessibility of places, employment services,
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and facilities for sports activities. This underscores the
ongoing need for greater societal commitment to im-
proving infrastructure, removing architectural barri-
ers, and ensuring better employment opportunities for
people with disabilities. The latter point is particularly
relevant in light of the main challenges participants
and their families reported facing, with financial dif-
ficulties ranked first, followed by lack of understand-
ing from society. This study presents some limitations.
Recruitment through patient associations may have
introduced selection bias, potentially favouring par-
ticipants who are more engaged or motivated. In ad-
dition, the cross-sectional design does not allow for
the inference of causality, and the ad-hoc items assess-
ing prejudice/discrimination and architectural barriers
may not fully represent these constructs. Finally, all
measures were self-reported, which may lead to recall
and social desirability bias. These aspects should be
considered when interpreting the findings.

Conclusions

Participants with motor disabilities reported
a generally good quality of life. However, their
QoL—particularly in the psychological domain—
was negatively affected by experiences of prejudice
and the presence of architectural barriers. From a
psychological perspective, approximately half of the
participants presented with varying levels of anxiety
and depression, highlighting areas where targeted
interventions could be effective in improving men-
tal well-being. Among the most commonly reported
challenges faced by individuals with motor disabili-
ties, economic difficulties ranked first. Other critical
issues included the limited availability of employ-
ment services, inadequate territorial mobility, and
poor accessibility to public and private spaces. The
findings clearly underscore the need to implement
a holistic approach to individuals living with mo-
tor disabilities—one that goes beyond the physical
dimension and fully acknowledges the crucial role
of psychosocial variables. Equally important is the
need to reshape societal attitudes toward disability
in order to promote full and meaningful inclusion of
the individual in all their complexity.
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