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Background: Sickness certification is a routine
task of primary care (PC) physicians which has an
impact on patients’ health, the health care system
and the economy. As sickness certification is poorly
studied, we quantified sickness certification and
explored qualitatively the sickness certification
process by Swiss PC physicians.  

Methods: PC physicians participating in the
Swiss Sentinel Surveillance Network (SSSN)
recorded the frequency and duration of absence
from work of each related consultation and certifi-
cate during 2005. Patients’ age and gender, reason
for sick leave, psychosocial cofactors, problems at
the workplace, type of employment, type of occu-
pation, duration of absence (weeks) and type of
certificate were registered. Physicians’ views on
the procedure and their suggestions for change
were gathered before and after the study by means
of a questionnaire containing four open-ended
questions.  

Results: Of the 223 SSSN physicians 73% par-
ticipated. A total of 24,676 forms issued by 150
physicians were analysed. An average of four cer-

tificates was issued per 100 consultations; some-
what fewer by internists than by general practi-
tioners and less in rural areas than urban areas.
Psychosocial or work-related factors were men-
tioned in 20% of the certificates and were more
often associated with longer absences from work.
These factors were seen as inseparable from the
somatic factors. Recommendations for change
included the prolongation of self declaration time,
a uniform declaration form, availability of an au-
thority to which complex cases can be referred and
the use of case management models.

Conclusions: Sickness certificates were issued in
4% of GP consultations. This task has been as-
sessed by physicians as part of their function. The
certification process should be improved through
better coordination and communication between
all parties involved: patients, employers, insurers,
physicians and politicians.
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Sickness certification is a routine and frequent
task of primary care (PC) physicians. It has a sig-
nificant impact on sick or injured patients, on the
health care system and on the economy. Except for
the UK and Scandinavian countries, the issue has
received little research attention by the medical
profession [1, 2]. Certification is usually based on
subjective information and symptoms without
necessarily a precise diagnosis [3–5]. Additionally,
physicians have a conflicting role, being simulta-
neously the patient’s advocate and the guarantor of
an honest declaration to the employer or insurance
company. Consequently certification for sick leave
is the result of a negotiation between doctors and

patients [6, 7]. Indeed, a recent qualitative study
suggests that general practitioners in the UK im-
plement strategies such as acquiescence, negotia-
tion and challenging patients when issuing sick-
ness certificates. They consider that their respon-
sibility to patients outweighs their responsibility to
the state and that challenging patients would
endanger the doctor-patient relationship. The
burden of sickness certification on general practi-
tioners (GPs) in the UK is so onerous that one half
of the GPs wished that their certification role was
removed [8].

To date, only one study, limited by its scope,
has provided descriptive information on sickness
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certification in Switzerland [9]. In the present
study we took advantage of the information gen-
erated during the year 2005 by the Swiss Sentinel
Surveillance Network (SSSN) [10] to get more
representative information. The SSSN serves as a
monitoring system for infectious diseases and col-
lects data relevant to health problems in the pri-
mary health care sector. Data are collected from 
a volunteer network of primary care physicians

(GPs, general internists and paediatricians) and
transmitted routinely each week to the Swiss Fed-
eral Office of Public Health (SFOPH) for process-
ing. We aimed to measure the frequency of sick-
ness certification, the duration of certified absence
from work, and to explore qualitatively how pri-
mary care physicians viewed sickness certification
and their suggestions for change.

Methods

Physicians with a primary care activity participating
in the SSSN recorded all sickness certificates issued be-
tween January 1st and December 31st, 2005. Characteris-
tics of physicians participating in the study were ascer-
tained: age, gender, location of practice and number of
consultations per week. Around 90% of the Sentinel par-
ticipants are regularly reporting (at least 39 weeks per
year). In this study only regularly reporting participants
were included. Sentinel physicians account for about 3%
of all primary care physicians in Switzerland. The
turnover of participants is about 30% each year. Sentinel
practices are stratified by geographic area, socio-demo-
graphic characteristics and physician speciality [11]. Most
participants were GPs (57%), followed by internists (29%)
and paediatricians (14%) in 2005.  The respective propor-
tions of these three specialty groups were 42%, 44% and
14% according to the Swiss Medical Association. Age dis-
tribution and postgraduate education of SSSN physicians
and of all Swiss physicians having a primary care activity
do not differ much. However, SSSN physicians practising
in the large cities are underrepresented compared to their
colleagues in rural areas. 

Patient specific details included age, gender, reason
for sick leave (illness, accident, surgical intervention), psy-
chosocial cofactors, problems at the workplace, type of
employment (employee or self-employed), type of occu-
pation (manual/other), certified duration of absence from
work (<1, 1–3, >3 weeks), type of certificate (initial, con-
tinuation, final).

Physician questionnaire  

PC physicians completed a questionnaire (four open
questions) at the beginning and at the end of the survey
(pre-/post-survey). The questions were: 1. How do you,
as a primary care practitioner, view the act of certifying ab-
sence from work? Describe positive and negative aspects.
2. To which extent do psychological and social factors in-
fluence your decision? 3. Which changes to the system do
you suggest? 4. Which additional comments do you wish
to make?

Data analysis 

Descriptive data concerning the PC physicians and
the certificates issued were examined in relation to physi-
cians’ characteristics. Rates of issues were calculated per
100 consultations. Case available analyses were used to
cope with missing data. Because the sample was non-ran-
dom and clustered, an inferential approach would have
been inappropriate. Thus proportions were given without
confidence intervals and without p-value for group com-
parisons. As multivariate modelling may have led to erro-
neous interpretation, this approach was disregarded.

The responses to the physician questionnaires were
transcribed and analysed by the first author (UB) accord-
ing to the method described by Mayring [12]. Frequently
mentioned terms or concepts were categorised and linked
with annotations in a matrix-like structure so that complex
phenomena hidden in the answers could be uncovered.
The same procedure was repeated with the information
obtained at the end of the survey in order to check whether
categories were appropriate. Paired questionnaires, i.e.
those which had been answered twice (pre-survey and
post-survey) were compared to find out whether physi-
cians had changed their views markedly over the survey
year.

Results

The quantitative analysis was based on 24,847
certificates issued by 162 participating physicians,
out of the total of 223 SSSN physicians in 2005.
The average age of participating physicians was 52
years (50 for the non-participants), of which 74%
was male (70% among non-participants). Partici-
pation was highest among general practitioners
(81%) and internists (75%), but very low among
paediatricians (32%). The proportion of physi-
cians working less than 100% was higher among
non-participants (43 vs 30%). Two physicians (52
certificates) were excluded because of missing val-

ues of key physician characteristics. Ten paediatri-
cians (119 certificates) were excluded because only
10/31 SSSN paediatricians participated and be-
cause they were concerned solely with the certifi-
cation of children’s absence from school. Eventu-
ally, 24,676 certificates from 150 GPs and general
internists were analysed. Complete information on
both the number of certificates and the total num-
ber of consultations was available from 139 partic-
ipants, 23,875 certificates during 591,791 consul-
tations (ie an average of four certificates per 100
consultations). 
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Patients’ characteristics are shown in table 1.
Between 16 and 65 years of age, an average of 5000
certificates was prescribed for each age group ex-
cept in the 55–64 category. Of the certificates 58%
were issued for men, 58% for manual workers, and
95% for employees. Less than one fifth (18%) of
the certificates were issued in relation to accidents.
Over one half (57%) were initial certificates and
about half (53%) were issued for 7 days or less. 

Overall, psychosocial and work-related co-
factors were mentioned on 19% of all certificates.
Illnesses were accompanied by psychosocial and
work-related cofactors more often than was re-
ported with accidents (22% versus 4%). Longer
absences from work (>3 weeks) were associated
with a higher proportion of psychosocial and
work-related cofactors (table 1). 

GP’s issued 75% of all certificates. They issued
4.3 certificates per 100 consultations compared to
3.6 certificates per 100 consultations issued by
internists (table 2). Neither physicians’ age nor
gender influenced the certification rate, whereas
slightly fewer certificates were issued by internists
compared to GPs and physicians working in rural
areas.

Qualitative aspects
For analysis 78 pre- and post-test question-

naires were available, and their results are
described in Boxes 1-3. Responses to the pre- 
and post-test questionnaires were very similar. 

Number Proportion of certificates by
of certificates duration of certified absence (%)

Variable All <1 week 1–3 weeks >3 weeks) Missing†

24676 53  25 17 5

Gender (44)*

Female 10398 55 25 16 4

Male 14234 52 25 18 5

Profession (224)*

Manual 14248 52 25 19 5

Other 10204 56 24 15 5

Professional situation (351)* 

Employee 23409 55 25 16 5

Independent 916 25 25 45 6

Age of patient (years): (2)*

0–15 235 64 7 2 27

16–25 5609 71 17 6 5

26–35 5292 60 24 12 5

36–45 5871 50 27 18 5

46–55 4793 41 29 26 4

56–65 2804 34 30 32 3

>65 70 37 21 39 3

Type of certificate (232)*

Initial 13982 69 21 5 5

Continuation 5534 17 31 50 2

Final 4928 52 27 13 7

Reason for Certificate (205)*

Sickness 20055 57 22 16 5

Accident 4416 37 35 23 4

Operation 

Yes 1874 15 33 48 4

No 22802 57 24 15 5

Cofactors

None 20031 88 78 64 82

Psychosocial 2022 6 9 15 9

Work-related 1374 4 7 8 7

Both 1249 2 5 14 2

* Number of missing values for the respective variable (for the variables Operation and Cofactors, missing values were undistinguishable
from absence of operation or cofactors)
† Proportion of missing values for duration of certified absence

Table 1

Number and propor-

tion of sickness

certificates issued, by

duration of certified

absence (%), accord-

ing to patients’ char-

acteristics, type and

reason for issuing a

certificate and psy-

chosocial and work-

related cofactors.
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Positive aspects of sickness certification
Sickness certification was considered a core

function of PC physicians. 
– Confidentiality of the patient’s health problem

is preserved1. 
– The patient is protected against allegations by

supervisors at the workplace.
– Certification may have therapeutic implica-

tions.
– The PC physician is familiar with the patient’s

antecedents.
Examples:
– “No problem: the incapacity to work and the

date of resuming work are discussed between
the doctor and the patient.”

– “Employees are cleared of the company’s/em-
ployer’s suspicion that the absence from work
is unjustified.”

– “Certification may offer some relief to a pa-
tient in a difficult situation.”

– “In general, the family physician has known
the patient for a long time which makes judge-
ment of incapacity to work easier.”

Negative aspects of sickness certification
At the same time, many PC physicians considered

the task of certifying as “a cumbersome task”
which poses problems of various kinds.

– The system is open to be misused by all par-
ties involved (employees and employers, insur-
ers and doctors).

– Certification for absences of long duration is
often problematic.

– There is a risk for unnecessary consultations
for the sole act of issuing a certificate.

Examples:
– “The doctor is at the patient’s ‘mercy’, as he

has to ‘believe and certify’ what the patient
tells him, which is a highly unsatisfying situa-
tion.”

– “The doctor can be put under pressure by the
employer: ‘When the order situation is bad
and there is little work to do, write him off sick
and when there is a lot of work to do, send him
back to work as soon as possible.’”

– “The doctor has insufficient knowledge about
the patient’s occupation and hesitates to con-
tact the employer.”

– “Absences of long duration warrant a more de-
tailed certification form.”

– “Sometimes the patient is consulting only for
a certificate and not because of his illness.”

Influence of psychological and social factors
The interaction between a somatic illness, or

an accident, and psycho-social aspects was seen as
normal rather than as a cofactor.

Examples:
– “All these factors play a role, of course. Good

medicine is built on the bio-psycho-social par-
adigm.”

– “All these factors are present at varying de-
grees. The following well known situations
pose a particular problem: backache, depres-
sion, burn-out/stress.”

Suggested changes
Suggestions for changing the certification sys-

tem:
– The time of self-certification should be ex-

tended from three days to seven days.
– Employers’ and employees’ attitudes toward

absenteeism must improve.
– More attention should be paid to the develop-

ment of a healthy working environment.
– PC physicians must have an easy access to an

authoritative agency / professional for delegat-
ing complex cases.

Physicians’ characteristics Number of certificates Mean (SD) ratios of certificates
(n = 24676) per 100 consultations *

Specialty

General Practitioner 18572 (75) 4.3 (2.6)

General Internist 6104 (25) 3.6 (2.2)

Gender 

Male 20812 (84) 4.1 (2.4)

Female 3864 (16) 4.1 (2.8)

Age (in years) 

35–44 2558 (10) 4.2 (3.2)

45–54 10154 (41) 4.1 (2.5)

55–64 11170 (45) 4.1 (2.3)

>65 794 (3) 3.9 (3.4)

Practice in rural area

No 23215 (94) 4.1 (2.5)

Yes 1461 (6) 3.8 (1.6)

* Using 139 physicians with complete data

Table 2 

Number (proportion)

and mean (SD) ratios

of sickness certifi-

cates issued by 

100 consultations, 

according to physi-

cians’ characteris-

tics*.

1 A physician must establish a sickness certificate before sickness
benefit can be claimed. No note is made about diagnosis. 
The first three days can be self-certified by the individual.
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– Medical education must include the topic on
all levels.
Free comments mainly focussed on the pres-

ent study. According to 13 participants the study
did not change their views on sickness certifica-

tion, and/nor did they find it time consuming.
Conversely, 22 participants felt that the study
helped them to become more conscious of their
certifying task.

Discussion

To our knowledge this study of sickness certi-
fication in primary care conducted during the year
2005 represents the largest sample in Switzerland.
Most of the findings of this study correspond with
those reported from other European countries,
such as higher rates of sickness certification among
men than women, among manual workers than
others, among employees than employers, higher
rates for sickness than for accidents, and lower
rates in rural areas than in urban areas [13]. It is
however difficult to compare these data, given the
differences in work organisation, healthcare serv-
ices, periods compared and methods used. One
noticeable difference is the rate of certification 
(4 per 100 consultations) which was much lower
than in other European countries where a range of
11–35 per 100 has been reported [13]. Primary
care physicians in Switzerland have a clear view on
the positive and negative aspects of sickness certi-
fication and suggested a number of possible im-
provements: self-declaration for short periods of
absence from work, authoritative support and case
management.

Quantitative aspects
Many of the findings in this study confirm

those from other studies and are logically ex-
plained by differing employment patterns by age
and gender etc. We believe the data on duration of
certificates are new and, though not quantified in
days, provide some information on the way physi-
cians cope with this social task: half of the certifi-
cates are prescribed for less than 1 week and half
of the certificates were declared “continuation” or
“final”. The latter figure implies that very often
several encounters are needed for these cases. Be-
cause follow-up certificates were not linked to ini-
tial certificates in many cases, we are not able to
comment on the total duration of certified ab-
sence. In addition, as a patient may receive certifi-
cates of absence from various physicians, it would
not be possible to summarise all information. Fi-
nally, the threshold for issuing sickness certificates
varies with the disease or injury, according to its
severity, the age of the sufferer and the type of em-
ployment; and sometimes also with the opinion of
the physician consulted. Psychosocial and work-
related cofactors were mentioned more often in
the context of absence from work caused by 
disease, rather than by accident. The longer the
absence from work the more often cofactors were
part of the health problem.

Qualitative aspects
To some of the physicians, the overall level of

certification appeared to conflict with their pre-
conceived ideas about the workload involved in
certification. However, since conflict with patients
can arise over the question of fitness for work, sick-
ness certification is sometimes an unwelcome task
which easily leads to the assumption that the act of
sickness certification is a frequent and demanding
task for practitioners. It was widely felt by record-
ing physicians that short-term sickness absence 
(7 days or less) should be self-certified and dealt
with at the workplace, even if it involved spot
checks to avoid abuse. Payment for the issue of cer-
tificates was considered by some as a means of
minimising certification for trifles. The certificate
should give a clear indication of the expected
duration of absence and should allow flexibility so
that persons could return initially on a defined
part-time basis. Difficult cases with long periods of
sickness absence should be reviewed by an inde-
pendent physician specifically appointed and
trained for his purpose. Case management plans
with defined goals relating to the return to work
could become an essential part of certification
practice.

There are some limitations to this study. Al-
though representative in regional and socio-demo-
graphic terms, the SSSN comprises highly moti-
vated PC physicians, especially those prepared to
participate in this rather demanding 12 month du-
ration study and may thus not be representative for
the primary care physicians in general. The scope
of the study had to be limited because of the rou-
tine workload in practice and likely attrition by
participants if the number of questions were exces-
sive. This explains the simple classification of mor-
bidity by cause (illness or accident) and by type of
occupation (manual and other). These factors have
been studied extensively by others [7, 9, 14]. Pa-
tients with a high probability of long-term sickness
absence were those with circulatory system dis-
eases, musculoskeletal/connective tissue diseases,
neoplasms, endocrine/nutritional/metabolic dis-
eases, and mental disorders. Sickness certification
is not a prerogative of primary care physicians in
the Swiss health system. Hospital based and prac-
tice based specialists also provide sickness certifi-
cates, often in collaboration with family physi-
cians, which partly explains the low issuing rate re-
ported here. Finally rates are based on consulta-
tions rather than on the population at risk. They
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provide a measure of the workload occasioned to
the physicians by the certification task, not an es-
timate of the proportion of workers who received
sickness certificates [13].

Conclusions
Most physicians considered sickness certifica-

tion to be an appropriate part of their function.
However our findings suggest that the role of the
certifying physician could be strengthened by a
clearer definition of the purpose of certification,
especially in relation to returning to work. This
may call for appropriate training as part of post-
graduate medical education and an improved dia-
logue between physicians and other parties in-
volved. Changes such as extending the self-certifi-
cation period would have an obvious impact on
firms from an economical perspective and, there-
fore, would have to be discussed with public health
officers, insurers, employers and politicians. 
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