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[Sickness certification in primary care

Summary

Objectives: Sickness certification is a common task, which is
however insufficiently studied. Qur objective was to describe,
prospectively, prescription practices in sickness certification by
primary care physicians.

Methods: Wa recorded patients receiving a sickness certificate
during a six-week study period. The main outcome measures
wers: duration of sick-leave according to ags, profession,
diagnosis, nationality, somatic, or psychiatric comorbidity as
well as co-factors related to the familial or professional en-
vironment.

Results: Out of 2 total of 6433 consuliations, 602 patients re-
ceived a sickness certification, and in 36 % of these, sick-leave
duration was 26 days. Multivariate analysis showed that pre-
sence of co-morbidity and co-faclors, greater age and muscu-
loskeletal, cardiovascular, psychiatric disease and injury were
independently associated with a longer sickness certification
duration.

Conclusions: Sickness certification is 2 complex task which en-
tails not only consideration of the diagnosis but alse of other
factors such as co-morbidity, as well as familial and professio-
nal environment. Physicians should be aware of these sle-
ments and of situations, which might lead to a longer sick-
leave period.
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Sickness certification is one of the most common tasks per-
formed by primary care physicians. According to a review
by Tellnes?, 11-35% of medical visits end in sickness certi-
fication. The medical literature provides little systematic in-
formation on sickness certification from a biomedical point
of view?, this subject has mainly been studied in the indus-
try*-> and by health insurance companies. Certification is a
complex task in which the physician’ role is to give a social
interpretation to a medical diagnosis®, without any given
standard that would help him in estimating incapacity for
work.

Besides the medical diagnosis itself, many other elements,
which are both biomedical and non-medical, may contribute
to the condition presented, and must be taken into account.
Patients do frequently suffer from more than one medical
problem at once and it is therefore important to take into
account somatic and psychiatric co-morbidities in order to
estimate fitness for work. It is well known, for instance, that
the number of sickness days may be influenced by mood
disorders’, and repeated short-term sick-leave periods are
known to be associated with lack of well-being® Non-medi-
cal factors, which could be taken into account when issuing
a sickness certificate, may be linked either to the profes-
sional environment or to the family context. In addition, the
professional environment plays a role in sickness certifica-
tion, especially in the context of sex integration® and unem-
ployment™, Socio-economic status differences have been
described in the medical literature, giving clear indication of
an inverse relation between grade of employment and
sickness absence!l. Single parent families show a consider-
ably higher level of absenteeism due to sickness™. Type and
organisation of health and insurance systems may also be
considered as determinants of sickness certification, but
narrowing sick listing benefits does not seem to change the
length of sick listing®.
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The physician is facing the patient’s subjective perception of
his own illness and work incapacity representation, and must
take this perception, which may widely differ from his own,
into account. The agreement between work ability assess-
ments made by patients and physicians is high, this agree-
ment is possibly the result of a negotiation that takes place
in the consultation. The patients’ attitude towards sick-
listing and the way they present their problems influences
the physicians’ certification practice®. Certification practice
is still largely learned by trial and error'6, which may explain
the variability observed between the various primary care
physicians. This variability depends, to a large degree, on the
age of the prescribing physician, the duration of post-
graduate training, and on the possible part-time employ-
ment as an industrial medical officer’.

The aim of the study was to describe current prescription
practice in sickness certification by primary care physicians
in the Western part of Switzerland; an additional goal was to
explore determinants of longer duration of sickness certifi-
cation.

Methods

The following definition was used: “A sickness certificate is
a declaration made by a physician to a person entitled to
sickness benefits, after this person has been diagnosed as
temporarily unable to work because of disease or illness.” !

Swiss sickness benefit system

Employees and unemployed people are insured for sickness
benefit either from their employer or from the federal un-
employment insurance authorities, for up to three weeks
during the first year of employment, or for longer in propor-
tion to the duration of employment or contract. A physician
must establish a sickness certificate before sickness benefit
can be claimed. No sickness certificate is ordinarily required
for the first three days of absence due to sickness, and ab-
sence from work may be declared by self-certification during
that period. Consequently there is no reliable information
about patients with less than three days of absence who did
not receive a certificate. Self-employed people and those
who no longer qualify for unemployment benefit may be
covered by a private insurance. People still unable to work
one year after the initial certification may be entitled to
receive rehabilitation measures or a disability pension.

Study population
Two groups of primary care physicians participated in the
study: the first group included 17 residents (47% women,
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mean age 30 years) in training in general or internal medi-
cine at a primary care facility, the Medical Outpatient Clinic
of the University of Lausanne.* They were supervised by
five senior registrars. The second group consisted of 13 board-
certified primary care physicians (general internists and fa-
mily practitioners; 30% women; mean age 46 years), esta-
blished in private practices in the Western part of Switzer-
land for 13 years on average (range six to 18 years). These
physicians belong to a group involved in teaching and rese-
arch in primary care at the Faculty of Medicine of the Uni-
versity of Lausanne. Half of them work in an urban setting
and the other half in a rural setting. The type of care was
deemed to be comparable in both settings, although the
absence of routine recording of diagnostic information did
not allow any adjustment for differences in morbidity, co-
morbidity or severity of disease; ante-natal care was rare.

After a one-week pilot testing of the process and ques-
tionnaire, the survey was conducted over three periods of
two weeks (November 1994, January and May 1995). The
physicians recorded prospectively the total number of pa-
tients aged 15 to 64 seen at their offices during the study
periods. They filled out a standardised form concerning each
patient presenting an incapacity to work at the end of the
consultation, whatever the motive of consultation was. One
year after the final period of data collection, medical records
were checked for evidence of continuation certificates of
short or undetermined periods of sickness. Patients with both
an initial and a continuation certificate were included in this
follow-up analysis. In the case of successive certifications, in-
itial and continuation certificates were recorded as one sickn-
ess event. Patients who did not receive formal sickness certi-
fication, even though incapacity to work was discussed, as
well as those in receipt of a disability pension, were not in-
cluded. Patients for whom duration of sickness certification
could not be determined were excluded from most analyses.

Recorded variables

Patients’ age, sex, nationality, and profession (clustered as:
manual, employee, executive and other) were recorded, as
well as diagnoses (as written in the physician’s clinical
notes). Diagnosis and symptoms where grouped in organs or
system involved. The group “Upper respiratory tract infec-
tions” included: common cold, sinusitis and pharyngitis. The
dates of the first and last day of certification were collected
and part-time incapacity for work was converted into full
days. The physicians indicated whether or not they had
treated the patient before, whether the patient was or not

* Members of the Unité de Médecine Générale, Lausanne, who intiated the project and partici-
pated in the study: Allenbach C., Bischof T., Bonard C., Chapuis C., Chevalley B., Galland C.,
Graff M., Michaud A., Schmied P-A,, Studer 1.-P, Tissot J., Verdon F., Wiser H.
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able to work according to their judgement and if sick-
ness certification was because of an accident or a disease.
Presence of somatic or psychiatric co-morbidity, as well as
other factors related to the familial or professional environ-
ment were recorded as possible factors leading to interac-
tion in the sickness certification process. We noted whether
the certificate was obtained in a private practice setting or at
the Medical Outpatient Clinic.

Statistical analysis

In addition to descriptive statistics and bivariate analyses,
logistic regression analysis permitted the identification of
independent variables associated with a longer duration of
sickness certification. SPSS-X was used to perform the
statistical analyses.

Results

A total of 6433 consultations, of patients aged 15 to 65 years,
were considered. In 15.7% of these (1011), the question of
fitness for work was encountered. Out of these 1011 consul-
tations, 315 patients were not entitled to sickness benefits;
171 were in receipt of a disability pension and 144 did not re-

ceive sickness certification for various other reasons (e.g.,
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duration of 3 days or less or refused certification). The dura-
tion of 94 sickness episodes could not be determined. The
remaining 602 consultations were included for statistical
analysis purposes. The overall proportion of patients aged
15 to 65 receiving sickness certification was 11 per 100 con-
sultations, a proportion of 11.2% (256/2282 encounters) for
residents and 10.6 % (440/4151 encounters) for the indepen-
dent physicians.

Descriptive variables and co-factors are presented in Table
1, according to the duration of sick leave prescribed (< 6 days
or 26 days). Leave duration was =6 days in 56 % of the pa-
tients receiving a certificate. Older age, presence of at least
one co-factor, manual profession, accidents, and certificates
obtained in a private practice setting, were associated with a
longer duration (26 days of sickness certification, Tab. 1) to
a significant degree. No significant differences by sex or
origin could be observed. The multivariate analysis was car-
ried out with the aim of exploring which variables were in-
dependently associated with a longer duration of sickness
certification (26 days). It showed that older age, musculo-
skeletal, cardiovascular, psychiatric, or injury diagnoses as
well as the presence of co-factors, were independently asso-
ciated with the duration of sick-leave (Tab. 2). Multivariate
analysis did not confirm any difference between manual
and non-manual workers. The role of co-morbidities and
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University Medical Qutpatient Clinic 229
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T hi? compared <6 with 26 days duration of sickness certification.
b At least ohe of ‘the four co-factars.

133 0.000
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Table 1 Characteristics of patients with sickness certification classified according to the duration
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Table 2 Predictors of the prescription of a sickness certification of 6 days or more duration. Logistic regression analysis (n = 576)

non-medical cofactors was underlined by the analysis: their
presence was linked to a probability of sickness certification
of 26 days at twice the normal level. Co-morbidity and other
cofactors were present in 25% of the patients receiving
short-term sickness certification. Moreover, one or more of
these factors were present in about 40% of patients with a
sickness certification of six days or more.

Discussion

Prescription of sick leave is a frequent task in primary care.
In this study, physicians delivered sickness certification in
more than 10% of encounters with patients aged 15 to 65
years. Such results are in accordance with data previously
published elsewhere!-2.

The prescription of a sickness certificate is a complex phe-
nomenon: in addition to the disease itself, different vari-
ables, related to the physician, the patient, and to the setting,
influence sickness certification as well as the determination
of its duration. Concerning the co-factors, professional en-
vironment seems to play a role, as shown in the univariate
analysis (Tab. 1). Reiso and al.!* suggested that general prac-
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titioners and their patients tend to negotiate the duration of
sickness certification on the basis of the medical conditions
(for general practitioners) and the work demands (for pa-
tients). They suggested that “work-related problems might
be easier to handle than more serious psychosocial problems
and issuing sickness certificate can represent ‘silent agree-
ment’ solutions to unrevealed problems”. However, in our
analysis the presence of psychiatric co-morbidity was not
associated with a different duration of sickness certification.
It is however unclear which role the existence of a psychia-
tric co-morbidity played for the physician as a promoter to
prescribe a sickness certificate.

In this study, the multivariate analysis showed that age was
an independent factor for longer duration of sick-leave cer-
tification. Other studies®>®2 have shown that older age is
linked with longer duration of sickness certification. In a
study in the industrial field, Chevalier et al.’> demonstrated a
link between age, severity of the disease, and the length of
the sickness period, whereas frequency of prescription was
more often linked to non-medical factors (professional,
socio-economic).

Concerning the type of practice, we noticed a significant dif-
ference between residents and independent physicians in the
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duration of sickness certificates. The private practice setting
and the Outpatient Clinic practice could not be compared, as
there were no data to permit adjustment for the different pa-
tients’ populations in each setting. However it could be pos-
sible that physicians in private practice settings have a ten-
dency to try to keep their patients, because they might fear
that the patient may look around for a colleague who could
deliver more easily a sickness certificate.

There are several limitations in the present study: the group
of primary care physicians and registrars studied was not re-
presentative of the general practitioner population in gen-
eral. The number of patients included and the number and
types of variables recorded were limited in order to keep the
study feasible for the participating group. Conversion of
part-time to full-time incapacity of work may have influen-
ced factors linked with part-time incapacity. The number of
sickness certifications per patient could not be studied, be-
cause of the possibility that a patient might have received a
certification from another doctor not participating in the
study. The patient population was not entirely representa-
tive of Swiss patients in the sense that the proportion of
non-Swiss patients was higher than in the general popula-
tion. Indeed, the Medical Outpatient Clinic is treating a high
proportion of non-Swiss patients.

We also noted that the presence of several diseases repre-
sented independent factors for the prescription of longer
sickness certification: patients with cardiovascular, musculo-
skeletal, or psychiatric diseases as well as injury victims were
found to have received significantly longer periods of sick-
leave. In a study in Scandinavia, Tellnes!® noted similar
results and early rehabilitation was proposed for patients
affected by one of these diseases.

Despite the fact that physicians issue sickness certifications
daily, medical students and doctors receive little training in
this task, which may have significant socio-economic con-
sequences. Knowing that “at the beginning of the sick-listing
period, the physicians do what they can to get the patients
back to work, but when not successful in this task, they tend
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to motivate the sick-role medically” 5, physicians should be
trained to recognise situations at risk for long sick leave
duration. Also, physicians should improve their ability to
propose adequate intervention such as early rehabilitation
and psychosocial intervention in order to reduce the occur-
rence of long-term sick leave in their patients. Our study
offers some clues to help physicians to identify patients at
risk. Patients presenting with cardiovascular, musculoskelet-
al, or psychiatric diseases or injury victims require particular
attention, as well as patients who are older or who present
with somatic or psychiatric co-morbidities. Further experi-
mental studies are however needed to examine which inter-
ventions are useful to improve physicians’ practices in is-
suing sickness certificates.

Swiss sickness benefit system

According to the law (Art. 324 — Swiss legal obligation
code): “If the worker is prevented from working, with-
out fault from his part, because of a disease or an acci-
dent, the employer must pay his salary for a limited
time”. This time varies according to the previous dura-
tion of employment (three weeks for the first year of
employment for instance). By contract it is possible to
obtain a more favourable system. An individual loss
profit insurance may allow a larger cover. The employ-
er will be informed in each case of absence and ordi-
narily after three days he will receive a sickness certifi-
cate. For employed persons a loss profit insurance for
accidents is obligatory and covers work incapacity
during two years.
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Zusammenfassung

Das Arbeitsunfidhigkeitszeugnis in der hauséarztlichen Praxis
Fragestellung: Taglich stellt der Hausarzt Arbeitsunfahigkeits-
zeugnisse aus, aber in der medizinischen Literatur finden sich
dariiber wenige Arbeiten. Das Ziel dieser Studie war es, die
Praktik des Ausstellens des Arztzeugnis zu beschreiben.
Methoden: Wahrend sechs Wochen fiillte eine Gruppe von
Hausdrzten prospektiv fiir alle Patienten, die ein Arbeitsun-
fahigkeitszeugnis erhielten, Fragebogen aus. Folgende Out-
come-Parameter wurden definiert: Dauer der Arbeitsunfahig-
keit in Bezug auf Alter, Profession, Diagnose, Herkunft, Vor
liegen einer somatischen oder psychiatrischen Co-Morbiditét
sowie von Co-Faktoren aus dem familidren oder professionel-
len Umfeld.

Ergebnisse: Wihrend der Beobachtungsperiode wurden 6433
Konsultationen durchgefithrt, wobei die Arzte fiir 602 Patien-
ten ein Arbeitsunfdhigkeitszeugnis ausstellten. In 56% der
Fille betrug die Dauer der Arbeitsunfihigkeit 26 Tage. Die
muitivariate Analyse zeigte eine unabhiingige Assoziation
zwischen Arbeitsunfahigkeitsdauer und Anwesenheit von Co-
Faktoren und Co-Morbiditdten, Alter, dem Vorliegen einer
muskuloskeletalen, einer kardiovaskuldren oder einer psychia-
trischen Diagnose sowie eines Unfalls.

Schiussfolgerungen: Das Ausstelien eines Arbeitsunfihigkeits-
zeugnisses ist ein komplexer Akt: Neben der Diagnose zieht
der Arzt ebenfalis andere Faktoren wie die Co-Morbiditit und
Co-Faktoren in Betracht. Arzte soliten diesen Elementen be-
sondere Beachtung schenken, da sie die Dauer der Arbeitsun-
fahigkeit beeinflussen.
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Résumsé

La prescription d'arréts de travail en médecine de premier
recours

Objectifs: La prescription o' arrét de travail {AT) est un acte
fréquent, néanmoins il existe peu d'études consacrées 3 la
prescription d'AT en médecine de premier recours.

Méthodes: Nous avons récoité, prospectivement, des données
concernant la durée, I'dge, la profession, le diagnostic. la na-
tionalité, la présence de comorbidités psychiatrigues ou soma-
tiques et liées a I'environnement professionnel et familial {co-
facteurs) chez les patients recevant un AT,

Résultats: Sur un total de 6433 consulitations, 602 patients ont
bénéficié d'un AT. Dans 56 % des cas la durée était de six jours
ou plus. Une analyse multivariée a montré qu’un 3ge plus
élevé, la présence de comorbidités et co-facteurs, d'affections
cardiovasculaires, ostéo-articulaires, psychiatriques et les ac-
cidents étaient assodiés de maniére indépendante 3 une durée
plus longue d’arrét de travail.

Conclusions: La prescription d'un AT est une tache complexe,
gui nécessite non seulement la prise en compte du diagnostic,
mais également des comorbidités et co-facteurs. Au moment
de la prescription, les médedins devralent avoir conscience de
ces éléments et des situations risquant de se prolonger.
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