
improve mental health might reduce the risk of future work
incapacity in young adulthood.
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Background:
As many countries face an aging workforce, it is becoming ever
more relevant to understand the underlying causes of work
incapacity across the entire working age. Previous twin studies
have demonstrated that work incapacity is influenced by
genetic as well as environmental factors. Furthermore,
educational attainment and lifestyle behaviors are relatively
stable from early adulthood and are associated with work
incapacity. This association may be confounded by unobserved
factors - both genetic and environmental. In two separate twin
studies, we examine 1) the stability and change in genetic and
environmental factors influencing work incapacity from age 18
until retirement, and sex differences in these effects, and 2) the
associations and likelihood of causality between educational
attainment, lifestyle and sickness absence.
Methods:
study 1: A population-based sample of 28,759 twins were
linked to high quality national registry data and followed for
up to 23 years. We measured work incapacity as the total
proportion of potential workdays lost due to sickness absence,
rehabilitation, and disability benefits.
study 2: Data from a subsample of 8,806 twins who completed
health questionnaires were linked to registry data on sickness
absence and educational attainment. Self-reported lifestyle
behaviors were smoking, physical activity and BMI (height and
weight).
Results:
study 1: Structural equation modeling indicated moderate
genetic influences on work incapacity throughout life in both
men and women, with a high degree of genetic stability from
young to old adulthood.
study 2: Preliminary regression analyses indicated that genetic
factors largely confound the associations between educational
attainment, lifestyle and sickness absence.
Conclusions:
Genetic factors seem to be a major issue in understanding

causes of work incapacity. Largely the same genetic factors
influence individual differences in work incapacity throughout
working age.
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Background:
Sick leave due to mental disorders is common. We investigated
if sick leave due to mental disorders increased the risk of
reoccurring sick leave, disability pension, unemployment, in-
and specialized outpatient care, and mortality, using a co-twin
design, taking genetics and shared environment (familial
factors) into account.
Methods:
The register-based open cohort studies contained twin pairs
18-64 years old discordant for sick leave due to a mental
disorder. First, 2202 pairs were followed up to 8 years from the
end of the sick leave spell for reoccurring sick leave, disability
pension and unemployment. Second, 4979 twin pairs were
followed up to 9 years from the beginning of the sick leave spell
for death, inpatient and specialized outpatient care.
Conditional Cox proportional hazard regression, adjusting
for familial factors, was used to calculate Hazard Ratios (HR)
with 95% Confidence Intervals (CI).
Results:
Those with sick leave due to mental disorders had 3.64 (CI:
3.24-4.08) times higher risk of reoccurring sick leave the first
two years and the first year, they had 12.24 (CI: 8.11-18.46)
times the risk for disability pension. The risk of unemployment
was 1.99 (CI: 1.72-2.31). The HR for inpatient care was 1.90
(CI: 1.66-2.17) among men but lower among women. For men
the risk of outpatient care was higher the first 2 years (HR:
2.08, CI: 1.87-2.31), and for women the HR was 1.57 (CI: 1.47-
1.68) for the whole study time. There was an increased risk of
death among men (HR: 2.91, CI: 1.70-4.99), but not among
women.
Conclusions:
By adjusting for familial factors we could investigate if the
same factors that predispose to sick leave due to mental
disorders also predispose to morbidity, mortality and unem-
ployment and hence explain the associations. But, sick leave
due to mental disorders was associated with a higher risk of
work related and health outcomes, independent of familial
factors. The risks varied over time and differed among women
and men.

9.G. Skills building seminar: Capacity-building for
implementing integrated care
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Contact: andreapavlickova@nhs.net

Rationale:
The significance of integrated care as a means for improving
health outcomes and effectiveness and sustainability of health
and care systems is widely acknowledged. Integrated care is a
central element in many on-going or planned healthcare
system reforms, however, the main challenge remains of how
to build relevant capacity and know-how for the successful

implementation of integrated care. Capacity-building is both
the foundation and aspiration of SCIROCCO Exchange EU
Health Programme funded project. The project aims to
facilitate access to tailored, evidence-based support and
improvement planning by recognising different staring
points, or levels of maturity of healthcare systems in Europe.
Objectives:
This round table aims to explore different levels of local
maturity and capacity to implement integrated care in three
European regions; Basque Country, Flanders and Poland. The

256 European Journal of Public Health, Vol. 29, Supplement 4, 2019

D
ow

nloaded from
 https://academ

ic.oup.com
/eurpub/article-abstract/29/Supplem

ent_4/ckz185.701/5624594 by guest on 06 D
ecem

ber 2019



workshop will be a practical opportunity to dispute what
actions and activities should be prioritised in these regions in
order to improve their capacities for the adoption and
scaling-up of integrated care. The workshop also aims to
raise awareness about different levels and mechanisms of
capacity-building support for integrated care that exists at
European level. In particular, the workshop will feature
SCIROCCO Exchange Knowledge Management Hub as one
of the capacity-building tools and its application in the real-life
settings.
Added value:
Sharing learning more widely will help to build sustainable
integrated care systems and tackle the risks of people working
in isolation or re-inventing the wheel.
Format of the workshop:
The workshop will consist of two keynote presentations,
providing necessary background into the existing European
policies, programmes and initiatives to support the adoption and
scaling-up of integrated care. The introductory presentations will
then follow by three snapshot presentations of 5 minutes featuring
the main findings on the maturity and capacity of three European
regions to implement integrated care. In the second part of the
meeting, the participants will have the opportunity to discuss
interactively with the representatives of the regions the use of
SCIROCCO Exchange Knowledge Management Hub in the real-
life settings, its added value and implications of the outcomes for
future actions and improvement planning. The ultimate objective
is to stimulate the discussion and knowledge on how to address
the existing difficulties in implementing integrated care.
Key messages:
� Integrated care is considered as fundamental element

driving transformation of healthcare systems. The challenge
remains how to address different levels of capacities to
implement integrated care.
� SCIROCCO Exchange can facilitate the access to capacity-

building support that is needed for transition and/or
improvement of existing systems for the adoption and
scaling-up of integrated care.
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Issue/Problem:
The significance of integrated care as a means for improving
health outcomes and the effectiveness and sustainability of
health and care systems is acknowledged in several policies at
national and EU level, for example: the European
Commission’s Communication on effective, accessible and
resilient health systems, the 2017 European Semester:
Communication on Country Reports, the Joint Report on
Health Care and Long-Term Care Systems and Fiscal
Sustainability by the European Commission and the
Economic Policy Committee, the Companion Report 2017 of
the State of Health in the EU and the most recent Commission
Communication on the digital transformation of health and
care in the Digital Single Market. As such, there may be no
doubt about whether one needs to transform the health and
care model and move to integrate care, but the question is how
to design and implement integrated care successfully. One pre-
condition for this to happen, is for health authorities to have
adequate capacity and relevant know-how.
Results:
The European Commission aims at assisting Member State
authorities at national, regional and local levels to fulfil this
pre-condition and proceed with their health system reforms.
There is a number of instruments, initiatives and funding
support to raise the capacity of national and regional
healthcare authorities to adopt and scale up integrated care.

Lessons:
There is an increasing demand and need to provide support
and assistance to Member states to drive the transformation of
healthcare systems towards more coordinated, integrated and
sustainable healthcare systems.

SCIROCCO Exchange - Capacity-building support for
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Issue/Problem:
Integrated care is a recognised solution to address the challenge
of ageing population. Hence, it is important to commit to
opportunities that increase the readiness and capacity of
regions to implement integrated care. Knowledge transfer has
been greatly recognised as an effective enabler of capacity-
building support. However, effective knowledge transfer and
capacity-building support requires dedicated support and
infrastructure to ensure that the flow of appropriate informa-
tion and knowledge between adopting and transferring entities
is tailored to the local context and maturity of the particular
healthcare system seeking the support. This is a precondition
to help health and care authorities to build their capacity for
the successful transition towards integrated care.
Results:
A key aspect of the SCIROCCO self-assessment tool is that of
context and transferability. In particular, the Tool considers
the context in which an integrated care solution has been
developed and context into which that solution will be
transferred. The Tools also helps to understand the maturity
of local conditions enabling the adoption and scaling-up of
integrated care and inform about the strength and weaknesses
of particular region and organisation in integrated care. This in
turn informs about the priorities improvement and focus of
the capacity-building support.
Lessons:
The experience of regions in using the SCIROCCO tool to
facilitate knowledge transfer and capacity-building support
demonstrates the clear benefits of the tool in stimulating
multi-stakeholder involvement and learning on future direc-
tions of integrated care and transformation of health and care
delivery systems in Europe.

Maturity of integrated care in Scotland - What can
we learn?
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Issue/Problem:
Multiple chronic conditions and the complexity of needs
arising from them demands a rethinking of delivery systems,
innovation, and resourcing. Tools and methodologies that help
understand these complex transformational processes and
orchestrate discussions of all stakeholders involved are core to
this process. As a result, Scotland was keen to apply
SCIROCCO tool to assess their readiness for integrated care.
Results:
The application of SCIROCCO self-assessment tool showed a
range of strengths and weaknesses of Flanders region to adopt
and implement integrated care. More than 15 stakeholders
were involved in this process which proved the importance and
added value to the assessment process. In addition, the
outcomes of this process help to identify the potential focus
of the capacity-building support.
Lessons:
SCIROCCO tool is a very useful participatory tool which can help
to drive the transformational change towards integrated care.
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