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Objective: The Austrian Federal Pension Insurance (PVA) developed a preventive inpatient health program, “Gesundheitsvorsorge-Aktiv (GVA),” for patients with musculoskeletal disorders. Individualized modular interventions and therapeutical measures (movement optimization, movement motivation, and mental health) are designed to improve occupational participation by influencing lifestyle factors and health-related quality of life. The study aimed to evaluate the new prevention-oriented and more personalized inpatient health program GVA.
Methods: Patients underwent a standard inpatient health program, with emphasis on exercise management, exercise motivation, or psychological aspects. Submodule-dependent outcomes were assessed in patients (n = 330) at the start, end of treatment, and 6 months thereafter. Quality of Life (EQ-5D-5L), psychosocial aspects of the Patient Health Questionnaire (PHQ-D), and Work Ability Index (WAI) were queried.
Results: The results consistently showed positive short and long-term effects. The subjective assessments of current work ability improved while the impairment of work performance was reduced. Positive changes in the psychosocial sphere were observed, alongside improvements in the health-related quality of life. Patients in the exercise optimization module performed better in all respects.
Conclusion: In summary, GVA represents a valuable preventive health measure that leads to a holistic increase in well-being and can also ensure the maintenance of the ability to work.
Keywords: preventive health program, “Gesundheitsvorsorge-Aktiv”, quality of life, psychosocial health, strengthening self-responsibility, occupational participation
INTRODUCTION
Nowadays, it is particularly important to function in the professional sphere. Time has become more fast-moving and debilitating, partly justified by demographic change leading to a higher average age plus the greater demands of working life also influencing health [1]. Health, meaning functional and performance capacity, is becoming particularly important. The presence of persistent diseases or chronic health problems can have a critical impact on health-related quality of life. In particular, work-related musculoskeletal disorders, such as back pain and back disorders, are responsible for a decline in work ability, making work-related musculoskeletal disorders one of the most costly health problems in modern industry [2]. Therefore, health-related life quality plays an increasing role as an indicator of health in the population. It reflects the physical, mental, social, and environmental components of well-being as well as the functional capacity from the subjective perspective of those affected. People with chronic diseases or health problems have a lower quality of life, especially in terms of general condition, and physical and mental well-being [3]. Obesity, mental illness, and chronic musculoskeletal conditions are an increasing public health burden globally. Chronic back problems are mainly responsible for the increase in the number of years lived with disability (YLD) [4]. In 2019, 1.9 million people in the Austrian population (26%) suffered from back pain [3]. People aged between 40 and 69 years are especially affected [5]. Together with diseases of the respiratory system, musculoskeletal diseases cause approximately 50% of sick leave cases and 42% of all sick leave days in Austria [6]. Preserving healthy years, being able to work, and avoiding the need for long-term care are of paramount importance for each individual, as well as the financial viability of the social insurance system. Regular physical activity serves to satisfy the biologically determined need for movement [7] and can improve health, help manage weight, reduce disease risk, and strengthen bones and muscles. Not many lifestyle changes have such an impact on health as physical activity, which can subsequently reduce costs [8]. A guide paper on this topic has been published [9]. In Austria, physical activity and sports have been recognized as an important component of national public health measures, and “promoting healthy and safe physical activity in everyday life” is one of 10 national health goals [10]. The WHO and the European Commission regularly refer to the high importance of physical activity and call for more attention to be paid to physical activity promotion at a national level. In particular, the change from “physically inactive” to “some physical activity” is an important step [11]. To address these health challenges, the Austrian Federal Pension Insurance (PVA) developed an inpatient, exclusively preventive health promotion program, “Gesundheitsvorsorge-Aktiv (GVA),” which has been implemented and funded throughout Austria since 2018. The GVA program is offered to employed and retired individuals with musculoskeletal problems not requiring specialized rehabilitation services. The goal of the GVA program is to optimize patients’ ability to function. “Gesundheitsvorsorge-Aktiv” is a high-quality preventive health measure for musculoskeletal disorders that offers a 22 days inpatient stay and enables a more targeted approach to patients’ individual problems through a broad range of services based on the WHO’s International Classification of Functioning, Disability and Health (ICF) biopsychosocial model [12, 13]. The ICF represents a paradigm shift from a purely biomedical perspective to a perspective of a person’s lived experience of health in the context of a health condition. It provides a universally shared conceptual basis for various fields in health sciences and practice, is a frame of reference for operationalizing health, and is important for standardized reporting of health outcomes, for quality management of clinics and services, and for evidence-based health policies [14–16]. It can be seen that the ICF has been used worldwide as a global framework for describing functioning and disability since its adoption in 2001 [17]. The primary goal is to promote and develop health literacy and make people aware that they can actively contribute to their own health. By consolidating and maintaining health and strengthening self-care, sustainable sociomedical effects can be achieved with regard to maintaining the ability to work and avoiding the need for long-term care. Through separate modules on exercise optimization, exercise motivation, and mental health, the focus of the GVA is on improving lifestyle factors in these areas, in addition to treating the main disease in the musculoskeletal system. Active therapies and adapted exercise form the medical basis for strengthening personal responsibility, integrating exercises and practiced sporting activity into everyday life, and implementing them on a permanent basis. In addition, nutrition in everyday life and workshops on the topics of (occupational) everyday life and healthy/self-determined life are included. This is intended to strengthen the patients' personal responsibility for maintaining their health, coping with stress and frustration, and dealing with the demands of everyday (work) life [18]. The preventive measures of the GVA serve to consolidate and improve health, thus maintaining an individual’s capacity to participate in private and professional life to the greatest extent, while patients are encouraged to actively contribute to and take personal responsibility for their own health.
This study aimed to evaluate the GVA preventive program with a detailed analysis of the modules included in the inpatient program and thus characterize a success depending on the allocation to the modules. For this, the following assessment tools were used at the start, end of the health care program, and 6 months after the program ended: Work Ability Index (WAI), psychosocial aspects of the Patient Health Questionnaire (PHQ-D), and EQ-5D-5L for quality of life.
METHODS
GVA Program
The modular 3 weeks inpatient program is preventative, is not a post-treatment after illness/injury/surgery, and is offered to all patients with musculoskeletal disorders. Each patient receives at least 1,400 min of therapy over the 3 weeks of the program. Therefore, patients are primarily classified based on their own assessment. Units of exercise-therapy, strength-, endurance-, or relaxation-training form the basic module, which is precisely defined in a service profile. During the intake interview by the physician, the patient can decide for the first time, together with the support of an expert (physician) which of the three modules can best help in the current situation. The evaluation of the individual modules and their comparison was particularly valuable to learn how well this personalized assignment to one of the three modules and their implementation worked.
The exercise optimization module (module 1) is suitable for patients who already exercise regularly. Under the guidance of qualified therapists, exercise plans, their sequences, and routines are optimized to avoid harmful long-term effects on the musculoskeletal system.
The exercise motivation module (module 2) is suitable for people who report little pleasure in exercising and rarely engage in physical activity in everyday life. The aim of this module is to promote enjoyment and motivation for regular physical activity. Both modules are characterized by an increased proportion of exercise-promoting therapies for an average of 2–3 h per day. Active sessions consist of physical activities such as gymnastics and individual physiotherapy, while exercise therapy focuses on underwater, ergometer, Nordic walking, strength, balance, relaxation, and movement training. Passive treatments include massages, thermotherapy, electrotherapy, and ultrasound.
The mental health module (module 3) is aimed at patients who experience psychological stress in everyday life, in their social environment or at work, and focuses on stress prevention, learning relaxation techniques, and distancing mechanisms, as well as strengthening self-protection mechanisms. Patients are accompanied by psychologists, which allows for more targeted and individualized treatment of problems.
The face-to-face nature of the program ensures constant supervision by doctors, psychologists, and physiotherapists, including individual therapy sessions, and is provided during the 3 weeks of the program. This is supplemented by workshops on the topics of healthy and balanced nutrition, occupational stress, and staying active and independent with age. In addition, nutrition in everyday life and workshops on the topics of (professional) everyday life and healthy/self-determined life are included. This is intended to strengthen the patients’ personal responsibility for maintaining their health, their ability to cope with stress and frustration, and to deal with the demands of everyday (work) life. By consolidating and maintaining health, as well as strengthening self-care, sustainable sociomedical effects can be achieved in terms of maintaining the ability to work and avoiding the need for long-term care.
In the time between discharge and follow-up, no guided exercises were offered and patients were on their own and it was up to them how far they integrated and implemented what they had learned into everyday life.
Study Design and Assessment Tools
In this monocentric, prospective pre-post evaluation, employed and retired individuals were recruited at the health and rehabilitation center (Moorheilbad Harbach, Lower Austria, Austria) from 1 January 2020 up to 29 September 2020 after signing a written informed consent. Patients could refuse to participate in the study at any time without giving a reason, thus withholding their consent to the processing of routinely collected data. The inpatient program lasted 3 weeks (22 days) for each patient. The 6 month follow-up was announced by telephone and the GVA questionnaires were sent by mail. The last contact was on 29 March 2021. Patients included in the study participated in a preventive program specifically established in the Austrian rehabilitation landscape. The majority of the surveys were routinely administered via the hospital information system management in accordance with the Declaration of Helsinki in the current valid version. Upon arrival, patients were fully informed about the extent and purpose of the study, agreed to complete questionnaires during the course of their stay, and signed a privacy statement. Patients were not subjected to any intervention specifically set up for the study, and no patient was deprived of therapy, which means that from an ethical point of view, none of the patients faced disadvantages. An ethics review was not required according to the legal regulations for research in Austria.
Three time points were chosen at which the patients were interviwed with the paper pencil GVA questionnaire: T0 (admission), T1 (discharge), and T2 (6 month follow-up). Sociodemographic and health-related behavior, quality of life (EQ-5D-5L index), general health (EQ-5D-5L VAS), psychosocial components (based on PHQ-D) and subjective ability to work (WAI), among others, were collected.
Assessment Tool for Quality of Life and General Health
The EQ-5D-5L, a generic measurement instrument eliciting health status through a standardized preference-based procedure [19], was applied. Health status, described using five dimensions (mobility, self-care, usual activities, pain/discomfort, and anxiety/depression), each with five response levels (no problems, slight problems, moderate problems, severe problems, and extreme problems), and current health status, using a visual analog scale (VAS) in the standard layout of a 20 cm vertical scale with a score range of 0–100, were assessed. Health status can be expressed as a 5-digit code by converting the answers [20] or an unidimensional index value ranging from less than 0 (where 0 is the value of health state equivalent to dead and negative values represent worse than dead) to 1 (the value of full health), which reflects how good or bad the health status is in relation to the population of a country. The EQ-5D-index can be used in Quality-Adjusted-Life-Years (QALY) evaluations, as well as a stand-alone index in health economic evaluations [21].
Analysis of Psychosocial Components
The PHQ-D, suitable for initial diagnosis and for the assessment of the course of mental disorders, was used as a screening instrument. Relevant items were implemented and an evaluation was carried out according to the severity of depression, symptom severity/somatization, and psychosocial stress factors [22]. The scale in the depression component (0–27) indicates the severity of depression: no (0), minimal (1–4), mild (5–9), moderate (10–14), and severe depressive symptoms (15–27). Somatic symptoms could be revealed by the somatoform component. A scale score of 0–30 was summed to indicate the severity of the most common somatic symptoms: minimal (0–4), mild (5–9), moderately pronounced (10–14), and severe somatic somatization (15–30) [23]. Answers to the stress component resulted in a scale sum value of 0–20, which gives information about the severity of the stress factors: minimally pronounced psychosocial stressors (0–4), mildly pronounced psychosocial stressors (5–9), moderately pronounced psychosocial stressors (10–14), and severe psychosocial stressors (15–20).
Analysis of Work Ability
Work ability defines the ability to perform an activity at work depending on a person’s physical and mental resources and is operationalized using the Work Ability Index (WAI). The WAI, with increasing importance in recent years, is an internationally freely available self-assessment instrument in which work ability is conceived as a multidimensional construct (seven dimensions, each captured by one or more questions) [24–26]. Values were assigned according to the ticked answers and an evaluation was done by summing up all the points achieved in each dimension: the highest score was 49 (maximum work ability) and the lowest score was 7 (minimum work ability). To perform a calculation of the index, all questions had to be answered. Half points in the total score were rounded up to the nearest whole value.
Statistical Analysis
All statistical analyses were performed with the statistical program GraphPad Prism version 9.5.0. Continuous variables are expressed as mean (standard error of mean, SEM), and categorical data (frequency distribution) as counts (percentage, %). Normal distribution was assessed using the Shapiro-Wilk test. Groups were compared using the non-parametric Kruskal Wallis test, and paired comparisons within groups were done with the Friedmann test. No correction for multiple comparisons was performed and each comparison stands alone, in addition, an uncorrected Dunn´s test was used. The correlation was assessed using Spearman´s rank correlation coefficient following simple linear regression. The p-value was considered significant if <0.05. Participants with missing data were excluded.
RESULTS
Participants
All patients who consented to the study received a GVA questionnaire at the beginning of the program T0 (n = 602). At the end of the measures (T1), 446 patients completely filled out the questionnaires. Drop out reasons were corona-related termination, uncompleted questionnaires, and others. Furthermore, 116 people declined to participate in the 6 month follow-up and did not return the questionnaire. Finally, 330 complete datasets were evaluable for all three time points (T0, T1, and T2). Considering this, the dropout rate was 45%. Subgroup analysis was performed based on the physician’s classification into submodules (Figure 1).
[image: Figure 1]FIGURE 1 | Flow-diagram of participants through the study (GVA, Austria 2020).
Demographic Data
Subgroups regarding the physician’s classification were formed: exercise optimization (n = 132; 40%), exercise motivation (n = 134; 41%), and mental health (n = 64; 19%) (Figure 1). The average age did not differ between the modules. The sex distribution was relatively balanced in the module for exercise optimization, but there were more men in the group for exercise motivation. The very high proportion of women, approximately 66% (n = 42), in the mental health module was striking. The median BMI was below the obesity threshold of 30 kg/m2 in all modules and thus within the body mass range specified by the WHO as overweight, but it is worth mentioning that the highest BMI was detected in patients of the exercise motivation module. There were more smokers in the exercise motivation and mental health modules. Significant differences were found in the distribution of occupational status by comparing the exercise optimization module with the exercise motivation or mental health modules (p < 0.05) (Table 1).
TABLE 1 | Demographic characteristics assessed at T0 (GVA, Austria 2020).
[image: Table 1]Sportiness
Comparing the three modules, significant differences in duration and frequency at time point T0 could be seen (Figure 2A,B). Initial deficits, in terms of sports time per day, were minimized. An increase in physical activity per week (Sport [x-fold/week]) was observed in the exercise motivation and mental health modules, on the other hand, no change was recognized in the optimization module by the GVA program. Participants from the exercise motivation and mental health modules maintained these improvements after 6 months (Figure 2B). No differences were noticeable between the participants of the modules in the 6 month follow-up.
[image: Figure 2]FIGURE 2 | Differences between the individual modules in terms of sports: (A) Duration (min/day) at different time points. Values are given as mean ± SEM. Kruskal Wallis test: **p < 0.01 (T2: exercise optimization vs. exercise motivation), ***p < 0.001 (T0 and T1: exercise optimization vs. exercise motivation). (B) Differences in frequency (x-fold/week) among surveys. Values are given as mean ± SEM. Kruskal Wallis test: *p < 0.05 (T0: exercise optimization vs. mental health), ***p < 0.001 (T0: Exercise optimization vs. exercise motivation); Friedmann test: *p < 0.05 (exercise motivation: T0 vs. T2). (GVA, Austria 2020).
Psychosocial Components
In order to analyze the different situations in psychosocial components between the three offered modules, scales for psychosomatic symptoms, depressive symptoms, and stress factors were formed at the beginning of the GVA measures (T0) and at the following time points, T1 and T2 (Figures 3A–C). Individuals from the exercise optimization and exercise motivation modules had significantly better conditions in terms of psychosomatic symptoms at the beginning, with conditions located in the mild range, than those from the mental health module (Figure 3A). By analyzing the subsequent time points, an improvement was shown by the GVA program. A clear short-term decrease in psycho somatic symptoms of approximately 20% and an additional 3% longer-lasting reduction were seen in participants of the exercise optimization module. A reduction was also evident in the motivation module, but this was hardly present after 6 months. In the mental health module, no significant changes were seen in this component. By looking at the depressive symptoms, patients in the mental health module showed a value in the higher mild range at the beginning (Figure 3B). A significant decrease in depressive symptoms in all modules within the 3 weeks program was observed. The most prominent effect could be seen in the participants of the exercise optimization module with a reduction of up to 38%, followed by the mental health module with 33%, and the exercise motivation module with a 31% decrease. These reductions could be observed also at the 6 month follow-up (T2), however, attenuated. People who were initially classified by the doctor in the mental health module showed a nearly 2-fold higher value of stressors at the beginning of the program than people in the other modules (Figure 3C). A minimization of various severe stress factors could be achieved with the measures in the exercise optimization module (25%), exercise motivation module (26%), and the mental health module (22%). The latter positive effect was also visible after 6 months.
[image: Figure 3]FIGURE 3 | Psychosocial differences between the individual modules: (A) Patients of the mental health module showed higher values in psychosomatic symptoms. Time course-dependent reductions for psychosomatic symptoms are shown. Values are given as mean ± SEM. Kruskal Wallis test: *p < 0.05 (T2: exercise motivation vs. mental health), ***p < 0.001 (T0, T1 and T2: exercise optimization vs. mental health), ***p < 0.001 (T0 and T1: exercise motivation vs. mental health). Friedman test: $$$p < 0.001 (exercise optimization: T0 vs. T1 and T0 vs. T2), $$$p < 0.001 (exercise motivation: T0 vs. T1). (B) The GVA program is very effective in reducing depressive symptoms in all three offered modules. Values are given as mean ± SEM. Kruskal Wallis test: *p < 0.05 (T0: exercise optimization vs. exercise motivation), *p < 0.05 (T2: exercise motivation vs. mental health), **p < 0.01 (T1: exercise motivation vs. mental health), ***p < 0.001 (T0, T1 and T2: exercise optimization vs. mental health), ***p < 0.001 (T0: exercise motivation vs. mental health). Friedman test: $$$p < 0.001 (exercise optimization: T0 vs. T1 and T0 vs. T2), $$$p < 0.001 (exercise motivation: T0 vs. T1), $$$p < 0.001 (mental health: T0 vs. T1). (C) Significant changes in stress factors within the measured time points are shown. Values are given as mean ± SEM. Kruskal Wallis test: *p < 0.05 (T2: exercise optimization vs. exercise motivation), **p < 0.01 (T2: exercise motivation vs. mental health), ***p < 0.001 (T0, T1 and T2: exercise optimization vs. mental health), ***p < 0.001 (T0 and T1: exercise motivation vs. mental health). Friedman test: $$$p < 0.001 (exercise optimization: T0 vs. T1 and T0 vs. T2), $$$p < 0.001 (exercise motivation: T0 vs. T1), $p < 0.05 (mental health: T0 vs. T1 and T0 vs. T2). (GVA, Austria 2020).
For all psychosocial components examined, such as somatoform symptoms, depressive symptoms, and stressors, those who were already athletic and only needed optimization performed best. This group also showed psychosocial improvements up to 6 months following the GVA program.
Quality of Life
A subgroup analysis of the five dimensions for the different modules was performed at time T0 (Figure 4A). More than 66% of the participants in the optimization module, and 45% in the motivation module had no problems in the mobility dimension, however, this value dropped to 39% in the mental health module. The more severe the problem the higher the percentage in this module, compared to the exercise optimization module. Extreme problems were not indicated at all. The same results could be shown for the dimensions of self-care and usual activities. In the area of self-care, an extraordinarily high percentage already showed no problems at the beginning of the GVA program, regardless of the module. It was striking that in the dimension pain/discomfort, almost no patients related “no problems” or “extreme problems.” While more than half of the exercise optimization module reported slight problems, more than 50% of the other two modules showed moderate problems. The frequency distribution of the anxiety/depression dimension clearly showed that substantially more participants in the mental health module had slight to moderate problems (63%) than in the exercise optimization-(27%) and motivation modules (36%). The scores of the individual dimensions result in a 5-digit code representing a health status as an index value, which ranges from 0 (dead) to 1 (complete health), and thus higher values correspond to higher quality of life (Figure 4B). The positive impact of the program on all participants was clearly shown by a significant increase in the EQ-5D-5L Index comparing T0 and T1. However, this improvement did not last to such an extent till the follow-up after 6 months, but the index value was still better than at the beginning. Differences between the three modules at T0 were still visible at time point T2. In the second part of the EQ-5D, participants were asked about their current imaginable health status (Figure 4C). Clear significant differences between the modules could be observed at T0, with participants in the optimization module reporting the highest value of VAS (72.09). Patients of the exercise-optimization module had the best imaginable health status at all time points. Change due to the health care program was analyzed by comparing the following measurement points with T0. The three modules showed significant differences at all examined time points. Directly after the GVA measures, EQ-5D VAS was significantly increased in all three modules by an average of 11%. The individuals in the mental health module, who had a VAS of 65.61, were even temporarily able to reach the values of those in the exercise-motivation module at T0, who had a VAS of 64.25. The imaginable health value decreased over time. Nevertheless, the exercise optimization and motivation modules showed, respectively, 6% and 5% better health values than before the health care program.
[image: Figure 4]FIGURE 4 | Differences in quality of life: (A) The frequency distribution at T0 [%] for the five dimensions is shown. Kruskal Wallis test: mobility: ***p < 0.001 (exercise optimization vs. exercise motivation), ***p < 0.001 (exercise optimization vs. mental health); self-care: *p < 0.05 (exercise motivation vs. mental health), **p < 0.01 (exercise optimization vs. exercise motivation), ***p < 0.001 (exercise optimization vs. mental health); usual activities: *p < 0.05 (exercise motivation vs. mental health), ***p < 0.001 (exercise optimization vs. exercise motivation), ***p < 0.001 (exercise optimization vs. mental health); pain: **p < 0.01 (exercise optimization vs. exercise motivation), ***p < 0.001 (exercise optimization vs. mental health); anxiety/depression: ***p < 0.001 (exercise optimization vs. mental health), ***p < 0.001 (exercise motivation vs. mental health). (B) The EQ-5D-5L index reflects the positive impact of the GVA measure and the sustained effect to a lesser extent during the measured time points. Values are given as mean ± SEM. Friedmann test: ***p < 0.001 (exercise optimization: T0 vs. T1), ***p < 0.001 (exercise motivation: T0 vs. T1), *p < 0.05 (mental health: T0 vs. T1), *p < 0.05 (exercise optimization: T0 vs. T2); Kruskal Wallis test: ***p < 0.001 (T0 and T1: exercise optimization vs. mental health), ***p < 0.001 (T0 and T1: exercise optimization vs. exercise motivation). (C) Values are given as mean ± SEM. Friedmann test: ***p < 0.001 (exercise optimization: T0 vs. T1; T0 vs. T2); ***p < 0.001 (exercise motivation T0 vs. T1); *p < 0.05 (exercise motivation T0 vs. T2); **p < 0.01 (mental health T0 vs. T1); Kruskal Wallis test: ***p < 0.001 (all time points: exercise optimization vs. exercise motivation; exercise optimization vs. mental health), *p < 0.05 (T0 exercise optimization vs. mental health), **p < 0.01 (T1 and T2 exercise motivation vs. mental health). (GVA, Austria 2020).
Ability of Work
Work ability analysis was done for employed people (Figure 5). Participants of the exercise optimization module differed significantly in their current work ability regarding physical and mental requirements, by comparing to the two other modules at time point T0 (Figure 5A,B; first three bars). Improvements by the program could be observed. People felt better able to cope with the physical requirements over time, thus the proportion with “very good” work ability increased (Figure 5 A). It was striking that in the mental health module, only a few participants rated their work ability with regard to mental demands as very good (Figure 5B). Furthermore, the impairment of work performance was investigated. An initial difference in the subgroups emerged (Figure 5C; first three bars). Approximately 7% of the mental health group estimated their work performance impairment to be so high that they could no longer work at all. More than half reported they were forced to work more slowly. As a result of the measures, more individuals rated their work performance impairment as lower. The extent of improvement depended on the module in which they participated (Figure 5C). The results demonstrated a significant positive correlation (r = 0.560, 95% CI 0.2922–0.7462) between the work ability expressed as WAI-Index and the quality of life (EQ-5D-5L Index) at the beginning of the program (Figure 5D). Nearly 42% of the variability observed in the EQ-5D-5L Index was explained by the ability to work (R2 = 42.17%).
[image: Figure 5]FIGURE 5 | Effect on ability of work: (A) Differences in current work ability regarding physical requirements. Kruskal Wallis test: **p < 0.01 (T0: exercise optimization vs. exercise motivation), ***p < 0.001 (T0: exercise optimization vs. mental health), Friedmann test: *p < 0.05 (exercise optimization: T0 vs. T1). (B) Current work ability regarding mental health requirements for the three modules. Kruskal Wallis test: **p < 0.01 (T0: exercise optimization vs. exercise motivation), **p < 0.01 (T0: exercise motivation vs. mental health), ***p < 0.001 (T0: exercise optimization vs. mental health); Friedmann test: *p < 0.05 (exercise optimization: T0 vs. T1). (C) Impairment of work performance. Kruskal Wallis test: *p < 0.05 (exercise optimization vs. exercise motivation), **p < 0.01 (exercise motivation vs. mental health), ***p < 0.001 (exercise optimization vs. mental health); Friedmann test: *p < 0.05 (exercise optimization: T0 vs. T2). (D) Correlation of quality of life with work ability at time point T0. (GVA, Austria 2020).
DISCUSSION
Approximately 1.71 billion people worldwide suffer from musculoskeletal conditions, which limit mobility and agility, leading to early retirement, causing subjective distress, reduced well-being, and diminished participation in social life [27–29]. The PVA has launched this new preventive and modularly built health care program “Gesundheitsvorsorge-Aktiv,” which addresses the mental or physical needs of individual participants. The GVA program is intended to prevent more severe impairments in the future and facilitate participation in working life. Patients were assigned to modules by physicians according to their health status. The exercise optimization module (40%) and exercise motivation module (41%) accounted for the largest proportion of participants. However, not to be neglected were also the 19% of all evaluable participants who received psychological support in the mental health module, which indicates that psychological distress often co-occurs with, or increases the risk of developing physical complaints [30]. Sex differences in mental disorders are among the most interesting and substantial findings in the field of psychiatry. For instance, there are differences in prevalence, symptomatology, risk factors, and influencing factors or progression [31, 32]. Women are more likely to show anxiety and depressive symptoms [33]. Consistent with this, the mental health-module was composed of a high proportion of women (66%). Women and men are still exposed to different living conditions and there are various areas with gender-specific characteristics and differences that are biologically or socially determined as well as psychologically shaped. Multiple stresses to which women are exposed repeatedly lead to overstrain syndromes that make psychotherapeutic support necessary [34]. Our data also reflect the statement that two-thirds of psychotherapies are used by women and one-third by men [31, 35]. Poor mental health also affects working life, as reflected in the high percentage of 22% currently not working in the mental health module.
Regular exercise has been proven to be an important building block for positively influencing health and quality of life. One goal of the GVA program is, therefore, to encourage people to enjoy exercise as a basis for a healthy life. It can be clearly seen that the participants of the exercise motivation module and mental health module showed a deficit in activity duration at the beginning. The program provided an impetus to engage in daily activity. The success can be seen in a clear improvement in the sporting duration as well as in frequency. The motivational boost provided by the program was internalized by the participants of the exercise motivation module and an increase in athletic performance was observed after 6 months.
Psychosocial components often carry emotional value and have the potential to cause physical or psychological damage to health [36], They are often associated with stress, which was seen by the initial very high stress level in the mental health module. Numerous studies have demonstrated that they are also associated with musculoskeletal disorders by affecting physical factors or directly through stress symptoms [37]. The significant baseline differences in psychosocial components highlight the importance of offering different modules tailored to the needs of individual patients to maximize the success of interventions. The results suggest that clinicians correctly assigned patients to the modules according to their needs. Patients in the mental health module scored lower in all psychosocial components and therefore needed special interventions based on stress prevention, learning relaxation and distancing mechanisms, and strengthening self-protection mechanisms. Regardless of the initial situation, psychosomatic and depressive symptoms as well as stressors can be successfully reduced by GVA interventions, thus counteracting workplace overload and promoting independence and personal responsibility so that patients can once again play an active role in their family life, at work, and in society. In particular, patients who participated in the mental health module were found to be better able to cope with stress through the learned tools, an effect that can also be shown to have a lasting impact.
In recent years, quality of life has become an important endpoint in medical care and this concept has become common in socio-economic and cultural development [38]. The WHO defines quality of life as an individual’s perception of their life situation regarding their culture, values, and in relation to their goals, expectations, norms, and interests. It is a collective term that usually refers to the degree of subjective well-being of a person and can be influenced by various factors that make up the living conditions of an individual. Material living standards, education, career opportunities, social status, and physical and mental health all play a significant role in this construct [39]. Correlation analyses at T0 showed that participants in the modules exercise motivation and mental health had more problems in the individual dimensions than individuals who came for exercise optimization. These deficits were also reflected in lower overall quality of life. In addition, a direct relationship between psychosocial components and the quality of life dimensions was found, showing that offering specific modules is of utmost importance. To improve quality of life, one should work on work-life balance, relationships at work and home, and health. Therefore, the GVA program includes various recommendations and activity courses that are very well received and implemented by the participants, which is also reflected in sustainable improvement. Various studies have shown a positive relationship between physical activity and various indicators of quality of life, mainly in older adults or chronically ill people [40–43], however, no correlation was found in this study.
Active participation in work represents an important point in everyone’s life, as it promotes autonomy, independence, social networks, and an increase in self-esteem. Two important aspects, related to overall well-being, productivity, and employee retention, are job satisfaction and work-related quality of life. Quality of life can be directly linked to work by measuring the non-financial aspects of a job leading to employee satisfaction or dissatisfaction [44–47]. Partially or no longer guaranteed participation in working life may lead to a reduction in quality of life and perhaps even depressive symptoms later on. GVA measures make a significant contribution to improvement and maintenance because a good state of health or more efficient management of any stress factors that may arise can be the basis for better and more effective work performance. This interplay of individual factors is reflected in the different assessments of physical and mental work demands among participants in the three modules at the beginning of the program. The success of the interventions in improving psychosocial components, increasing physical activity, and enhancing quality of life was directly reflected in the assessment of work performance impairment and current work ability regarding psychological, physical, and mental requirements. This again illustrates the importance of biopsychosocial approaches to rehabilitation [48].
Strengths and Limitations
In this program, the patient can decide for the first time, together and with the support of an expert (physician), which therapy preferences he or she would like to set. The evaluation of the individual modules and their comparison was particularly valuable to find out how well this individual assignment to one of the three modules and its implementation works. The active involvement of the patient in the selection process promotes self-reflection and assessment of his or her own state of health and can increase adherence. The examined results may be particularly useful for holistic approaches to the prevention and rehabilitation of people with musculoskeletal disorders. Aside from these strengths, one limitation is having no control group with no intervention. It is important to keep in mind that individuals who have applied and been approved for the GVA program come to the facility only for these specific programs, and that is one reason why we can evaluate them. The measures are routinely administered, and it is not ethical to deny patients therapeutic uses. Another limiting factor could be the short follow-up of 6 months, however, at the also chosen 12 months follow-up the dropout rate was so high that reliable analyses were not possible. Therefore, in this study, we concentrated on the three time points T0 (beginning), T1 (after 3 weeks), and T2 (6 months after measures). It is known that socioeconomic status has a great impact on health care utilization in general and especially in taking part in preventive programs and that a low status can be a risk factor for many somatic and mental health conditions. However, in this research work, no variables were collected to capture socioeconomic status, which may limit the study. A limiting factor in data collection was the lack of continuous monitoring of completed questionnaires, which resulted in a smaller number of evaluable surveys at the 12 months follow-up, which was the reason why we did not include this time point in this study.
Conclusion
Looking at the results of the evaluation of this new preventive health care program, it is clear that the modular structure represents a valuable step towards a more personalized approach to health promotion. Thus, more attention is paid to the individual patient’s initial situation in order to apply therapies more effectively. In addition, this program leads to an increase in mobility and an improvement in psychological performance, which in turn provides a valuable basis for increasing work ability. In summary, GVA is a promising program for promoting health and maintaining work ability and represents an enrichment of the methodological spectrum.
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