
INTRODUCTION
Sickness certification is ‘one of the more
potent healthcare interventions for common
health problems’.1 Certification is a key part
of clinical management, allowing much-
needed recovery and repair, validating the
patient as sick,2 and providing access to
sickness benefits and rehabilitation.
However, sickness certification can also,
paradoxically, promote disability, incapacity,
stress, high resource use, and unwelcome
prolongation of the sick role.1 Appropriate
use of the sick note has, therefore, been a
potential source of tension in the
doctor–patient relationship,3–12 particularly
for chronic pain, in which 75% of cases seen
in general practice or in receipt of incapacity
benefits can be classed as medically
unexplained.13 As the diagnosis of chronic
pain is essentially contestable,14–16 the
determination of whether or not a patient
can work can also be difficult to decide.

Rates of sickness absence in the UK have
risen sharply since 1970,17 arguably for
social as well as medical reasons. In
Working for a Healthier Tomorrow, Black
comments that British life expectancy is
higher than ever before, and we have an
excellent workplace health and safety
record, yet 175 million working days were
lost to sickness in 2006. She argues this
reflects ‘patterns of poverty and social
exclusion’.17 There is also some evidence
that sick note negotiations are influenced by
normative expectations around what is an
acceptable reason to be off work.18,19

Sickness certification can lead to long-

term uptake of incapacity benefits, which is
not only costly, but can also have disabling
effects on the patient.13,17,20 The Labour
government responded to high rates of
sickness certification by rolling out a
national educational programme for
stakeholders, based on evidence that work,
in which physical risk factors are controlled,
is good for most people’s health.21 The
Coalition government elected in 2010 has
continued with this. Because GPs are the
gatekeepers to sick leave, they have been
targeted as key agents of change in the
reduction of sick-listing certification.

Fit notes (properly called the Statement of
Fitness for Work) replaced sick notes, or
Med 3s, in April 2010.22 They focus on
capacity rather than incapacity, and are
based on evidence that patient need not be
100% fit in order to work. The GP must
either advise that the patient is not fit for
work, or may be fit for work taking into
account certain advice, including: a phased
return to work; altered hours; amended
duties; and/or workplace adaptations.

The Department for Work and Pensions
(DWP) emailed an 18-page document to
each practice, discussing why the fit note
was introduced, and how to complete the
new form, and suggested management of
back-to-work issues within a consultation.23

The Royal College of General Practitioners
(RGCP) offers half-day training on health,
work, and wellbeing. The nominal fee may
sometimes be waived.

There is little research on fit notes at
present, particularly in relation to more
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Abstract
Background
Staying in work may benefit patients with
chronic pain, but can be difficult for GPs to
negotiate with patients and their employers.
The new fit note is designed to help this
process, but little is known of how it is
operating.

Aim
To explore GPs’ views on the fit note, with
particular reference to sickness certification for
patients with chronic pain.

Design and setting
Qualitative study using semi-structured
interviews in eight primary care trusts in south-
west England.

Method
In-depth interviews with 13 GPs.

Results
GPs reported that the rationale behind the fit
note is sound and that it may help patients with
chronic pain to return to work earlier. However,
GPs also reported barriers to successful fit
note use, including the need to preserve
doctor–patient relationships, inconsistent
engagement from employers, GPs’ lack of
specialist occupational health knowledge,
issues with fit note training, and whether a new
form can achieve cultural shift.

Conclusion
While doctors agree that good work improves
health outcomes, they do not think that fit notes
will greatly alter sickness-certification rates
without more concerted initiatives to manage
the tripartite negotiation between doctor,
patient, and employer.
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subjective conditions, like chronic pain,
which make sickness certification
especially difficult to negotiate.24 Rates of
sickness certification are high, for example,
23% of GP sick notes are issued for
musculoskeletal disorders,13 yet there is
little literature that specifically explores the
views of GPs and patients with chronic pain
on sickness certification.

There is an established body of evidence
showing that GPs often experience
difficulties with sick-listing negotiations.3–12

Studies have concluded that there is a need
for more information about how and why
sickness certification is problematic and
how to improve the process.12,25,26 The
primary goal of this study is to address this
gap in knowledge, and gain an insight into
how the new fit note might be used to
improve sickness certification for the
chronic pain patient.

METHOD
Qualitative, semi-structured interviews
were conducted with 13 practising GPs from
11 practices in the south-west of England,
recruited at three GP training events and by
sending a flyer to practices. A qualitative
approach was deemed most suitable, as
this research needed to be conducted with
stakeholders going through the process of
sickness certification. Participants were
sent information packs a week before
interview. Participant queries were
discussed, and informed consent was given
prior to interview.

Saturation sampling was used, in which
new interviews are conducted until no new
themes emerge from sequential data
analysis.27

Semi-structured face-to-face interviews
were conducted to enable participants to
raise novel issues that were salient to their
experiences and to generate rich and in-
depth data.28 The interview schedule

covered the following topics: GPs’ views on
the fit note, and on sickness certification for
chronic pain conditions, and whether these
themes interact.

Interviews were conducted in the
participants’ workplaces from April to
October 2010: following introduction of the
fit note. These were audio recorded,
transcribed, and coded. Grounded theory
principles were used to analyse the data.29,30

One researcher used open coding to
generate potential codes, accompanied by
verbatim quotations. These codes were
explored and organised into analytical
hierarchies, until core categories were
established. Core categories included ‘Is
there anything particular about chronic pain
in relation to sickness certification?’;
‘Effects of fit note design on consultations’;
‘GP–patient relationships and the fit note’;
‘Sick role and social capacity’; and ‘GPs’
relationship to government’.

A second researcher took a selection of
the quotations and categorised them into
the previously identified core concepts.
Differences in interpretation were discussed
until consensus was reached. NVivo 8
software was used to organise the analysis.

RESULTS
The 13 GPs had been practising for a
median of 19 years. Four had specialist
occupational health qualifications, and 10
were male.

The numbers of people who contributed
to each theme are not always shown, as this
suggests a representativeness that ignores
how themes’ strengths were also expressed
by degrees of assertion and fervour.31,32

The results focus on two novel areas: (1)
the rationale behind the fit note was judged
to be excellent and may help patients with
chronic pain to return to work earlier; (2)
many barriers to successful fit note use
were identified: the need to preserve
doctor–patient relationships; inconsistent
engagement from employers; GPs’ lack of
specialist occupational health knowledge;
issues with fit note training; and whether a
new form can achieve cultural shift.

The rationale behind the fit note is sound
and may help patients with chronic pain to
return to work earlier
All participants expressed that if physical
risk factors are controlled, work is beneficial
to health and that patients do not have to be
100% fit in order to work:

‘Well, I don’t think any doctor would
disagree that work is good, would they?’
(GP1)

How this fits in
Many doctors find sickness certification
challenging, especially for conditions that
rely more on patients’ accounts than
observable pathology, such as some
chronic pain conditions. The fit note,
introduced in April 2010, is meant to assist
with return-to-work negotiations, but little
is known of how it is operating. As part of a
larger study, this study researched doctors’
views on the fit note and how it impacts on
sickness-certification consultations with
patients with chronic pain.
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and the great majority liked:

‘The positive spin on the fit note as they’re
looking to see what patients can do rather
than what they can’t and that is a really
positive message.’ (GP8)

Most said that the fit note would help
them to focus the consultation on capacity
not incapacity, and that this would be
particularly useful in cases where they
believed the patient should be returning to
work and were meeting resistance. Patients
with chronic pain were identified by over half
of GPs as being likely to belong to such a
group:

‘They are stuck in victimhood, often for very
good reasons.’ (GP10)

‘Chronic pain patients are a particularly
difficult group because, we all have certain
preconceptions about them, which may be
at times unfair, but they do, unfortunately,
often follow a kind of stereotypical
presentation. I’m sorry, I’m generalising
and it’s not fair but generally speaking they
are a certain type of patient and they are
quite difficult to manage. This note might
help with that because it makes us focus on
what they can do, not what they can’t.’ (GP3)

GPs were very aware of the need to
negotiate with patients who may not want to
return to work. Only one GP was willing to
refuse to sign someone off if directly asked,
although all GPs had negotiation strategies.
These included issuing notes for shorter
periods each time, actively engaging
patients in target setting, and contacting
employers by letter as well as via fit notes to
try to get specific support for patients (the
latter had not been well responded to).
These tactics were summarised by GP 11:

‘It’s a sort of negotiation, isn’t it, you need a
lever, and then what you can offer to
somebody is being signed off, at least
initially. What they can offer back is
listening, and being willing to think afresh.’

The majority of GPs believed that the fit
note might help negotiate return to work
because of the extra space that the form
provides, combined with the four options,
encouraged more in-depth thought about
what would help patients get back to work:

‘They do allow us to make more nuanced
comments. The boxes are a useful
reminder of the things we can say, so
instead of just writing “Phased return to

work”, which I might have written anyway
on the old Med 3, as “Phased return to
work” is already written out for me, I have
found I am expanding my words and putting
in more detail and saying things like
“Phased return to work, needs to start with
coming in from 10am to 3pm 5 days a week
for the first 2 weeks”.’ (GP10)

A minority of GPs were able to give
concrete examples of how the fit note might
promote return to work:

‘The most recent one was a legal secretary
who has painful wrists, repetitive strain type
injury, so I was able to say I thought she
could go back with perhaps reduced hours
and not to do the filing, which was
particularly heavy on her wrists. Hopefully
she’s back at work sooner than she might
be otherwise and rehabbing.’ (GP13)

However, some were unenthusiastic, as
they believed that they had always used the
Med 3 to make return-to-work suggestions:

‘I think it’s good in some respects because it
gets you thinking, but to be honest, most of
us think like that anyway, and most of us are
trying to encourage a return to work.’ (GP8)

‘They’ve not really changed my practice as I
was using the old Med 3 comments box
anyway, and writing about phased returns.’
(GP5)

Barriers to successful fit note use
The need to preserve doctor–patient
relationships. The change from sick to fit
note had made no overt difference to what
any of the study participants believed about
preserving the doctor–patient relationship:

‘I think the fit note system, the return-to-
work negotiations, should be
patient/employer-led, rather than the
doctor, because we are very precious about
the doctor–patient relationship. I mean, you
can push gently, but if someone says “No,
definitely not”, you know, I haven’t the
courage to then have an argument with
somebody.’ (GP7)

Inconsistent engagement from employers.
GPs reported mixed responses from
employers, summed up by GP8’s
comments that:

‘Sometimes you get very, very supportive
employers and sometimes you get
completely unsupportive employers who
don’t understand the processes at all.’
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A minority of GPs believed that employers
are usually deficient in their responses to
the fit note:

‘I think I understand what it’s about but I
don’t think employers do ... this rules is
rules business, HR [human resources] say
you are not allowed to come back unless
you are 100% fit, we have this discussion a
lot when I am trying to get people back to
work to do something.’ (GP6)

Six GPs commented that a positive aspect
of the fit note is that:

‘It puts the onus on the employer’. (GP6)

and:

‘It might send a message to employers
concerning their duty of care to their
employees.’ (GP11)

Most GPs recognised that employers
might not always respond to ‘amended
duties’, as these options might simply be
unavailable, especially within small
organisations. This left some GPs feeling
that completing the fit note was:

‘Just a waste of time, unless the actual
duties are there.’ (GP8)

GPs’ lack of specialist occupational health
knowledge. The majority of GPs believed
that:

‘The trouble is, of course, as a GP, I don’t
necessarily know much about their work.’
(GP6)

Even those GPs trained in occupational
health (OH) felt that there are too many
competing angles within a sickness-
certification consultation for such
consultations to be effective, and that the fit
note does not help this:

‘The government’s asking GPs, who have no
OH training and who have no knowledge of
the person’s workplace, to make
judgements about occupational fitness and
I’m not sure that we’re necessarily the best
people for that. We should be the patient’s
advocate not the occupational health’s
advocate. We’re not really qualified and we
don’t know enough about the job and we’ve
got 10-minute appointments. Occupational
health really needs longer than that and,
you know, you’re dealing with important
issues here; you’re dealing with people’s
livelihoods, sick pay, and all the rest of it. So,

although I can see the rationale behind it
and I can understand that, I think, we’ve
been put in a slightly difficult position here
and we haven’t got a choice.’ (GP8)

The large majority of GPs believed that
short consultations impede proper use of
the fit note, as there isn’t time to investigate
fully the patient’s job or to engage in useful
negotiation:

‘And the fit note’s ideas are great, but we
haven’t got the time really. And patients
often have great difficulty describing what
their job is. And it becomes a very
generalised discussion really.’ (GP9)

Issues with fit note training. A majority of
GPs said they simply had no time to read the
18-page DWP training document that was
emailed to every practice,23 and some were
resentful:

‘I hadn’t got time to do that ... we’re just
bombarded with things to do all the time.’
(GP1)

‘We’re cross, a lot of us are cross about all
the new things we have to do. This is a tiny
part of what we have to do.’ (GP10)

No GPs were aware of additional online
resources available to them, such as DWP
leaflets for GPs and patients, and topic
headings for GPs to use within
consultations.33 When researchers offered
copies of these resources, nine GPs were
pleased to accept:

‘These are very helpful, because actually
sickness certification is a tricky thing.’ (GP8)

The other four GPs said they had no time
to look at these resources. Only three GPs
were aware of the ‘work, health, and
wellbeing’ training sessions on offer from
the RCGP, which include the fit note. One
had attended a training session, and was
extremely positive about it. However, the
majority of GPs, when told about this
training, felt that it competed with other
important events, and that they could not
spare additional time away from their
surgeries. Some suggested that a solution
would be to provide online interactive
training that could be undertaken from any
computer at any time, others that the
government should incentivise GPs to
attend the current training, paying them to
go, and attaching double continuing
professional development (CPD) points to
attendance.
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Can a new form achieve cultural shift? It
was thought that the fit note only partially
addresses very complex issues, and cannot
change sickness certification on its own.
The majority concurred with GP2:

‘We need some kind of more fundamental
cultural shift, GPs, employers, employees,
the whole system.’

GP11 also expressed a majority view that:

‘It’s very challenging to write something that
is true, helpful to the person, and to the
employer, now that is a tall order ... the
commonest tangible thing for all patients,
including chronic pain ones, is difficult
relationships at work. And I’m not sure that
any of this fit note stuff captures that. This
isn’t going to change the world but it might
create an opportunity, it might nudge the
system into behaving differently, but it’s
hearts and minds that need to be won really,
not redesigns of bits of paper.’

The majority of GPs also said that they
would be blamed if sick-listing rates do not
reduce, and that this is unfair as it does not
take into consideration factors that
influence whether or not a patient returns to
work, such as other support on offer and
whether work itself exacerbates poor
health:

‘We are being made to do the government’s
work for them for nothing. And that’s the
message that comes across. Loud and
clear. And it’ll be our fault if we can’t change
how we handle our patients. But what if
there are no good jobs for them, and it takes
ages to get referrals through [to specialist
pain or rehabilitation services]?’ (GP4)

‘I mean most of the time I think work is
therapeutic — it’s better to get back to work
and be normal. But for some people, work
is the issue, so then I write them a sick
note.’ (GP12)

Seven doctors said that their role is
overemphasised:

‘The patient’s agenda is key, you know, I
don’t think that we, as medical people, have
as much influence on where the agenda
goes as the government may think.’ (GP7)

DISCUSSION
Summary
Much ambivalence was expressed towards
the fit note. A majority of GPs applauded the
extra space and tick-box options, as they felt

this would lead to more nuanced thinking on
their part, which would improve the return-
to-work process. Yet a minority of GPs felt
that the fit note was redundant, as they had
always used the sick note to suggest return-
to-work modifications. Also, a majority of
GPs felt that the fit note might improve
return-to-work negotiations with patients
with chronic pain, who were viewed as
intransigent. Yet the majority simultaneously
felt that the fit note does not acknowledge
the particular nature of the doctor–patient
relationship and how the GP must be the
patient’s advocate, keeping interpersonal
trust to the fore, which makes it difficult to
challenge patients who clearly wish to
remain signed off.

GPs had experienced mixed responses
from employers, which made them
frustrated with the impetus behind the fit
note; they believed that reasonable jobs or
workplace modifications should be more
available to patients, to avoid the workplace
exacerbating conditions. Many GPs were
concerned about the structural constraints
of sickness-certification consultations, such
as short time limits and GPs’ lack of
specialist occupational health knowledge,
and did not feel the change from sick to fit
note had helped these issues. Most GPs
were annoyed that the fit note system is a
tiny part of their work as generalists and
that they need online training that they
could do in small blocks of free time.

A common view was that simply
introducing the fit note would not achieve
the cultural shift away from sick-listing that
GPs thought it was designed to accomplish.
Some thought that they would be unfairly
blamed for this failure. These findings have
been disseminated to all participants, and
contacts in the NHS, DWP, and Department
of Health.

Strengths and limitations
The semi-structured interviews allowed in-
depth exploration of complex issues. The
authors acknowledge that the purposive
sampling strategy probably influenced the
findings. Participants were not reimbursed
for lost time; GPs stated that they
participated because they were interested in
chronic pain, and/or return-to-work issues.
These GPs may have been more aware of
issues to do with sick-listing for patients
with chronic pain than would have been the
case with stratified or random samples.
However, participants gave freely of their
time, so were engaged in the interview
process, providing detailed responses and
commitment to the research. These
findings arise from a small sample of
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south-west GPs in populations experiencing
relatively low levels of unemployment and
illness-related work absences compared to
other areas of the UK. GPs working with
different populations need to be examined.
Peer audit was used to enable replication
and to ensure credibility,34 as an
experienced health-services researcher
checked the primary researcher’s initial
coding. This research specifically focused
on chronic pain conditions, but many of the
findings may be transferable to patients
with other chronic and non-specific health
complaints.14–16,24

Comparison with existing literature
There is very little research on the UK fit
note. The sample fit note was compared to
Med 3s using vignettes, and researchers
found GPs considered significantly higher
proportions of patients fit for some work
rather than none, under the new system.35

The findings of the present study suggest
that GPs think the fit note can assist in
actual consultations, although they have
reservations. They also support the view
that although GPs are worried about the
lack of training on the sick note, they do
have core communication, clinical, and
negotiating skills from their general
experience, and are capable of using these
skills to get more patients back to work.36

The literature on partial return to work in
Scandinavia (for example, via amended
hours and phased returns) was reviewed.
Researchers found that communication
between stakeholders was poor, so it was

difficult to increase its uptake.37 The findings
of this study concur.

GPs in the present study wanted more
interactive online training. It is known that
GPs get very little formal training in
sickness certification;9,12 research has
suggested that more should be provided,
though GPs also learn how to assess sick
leave via clinical practice.38

Implications for research and practice
GPs believed that there were many external
factors that make sickness-certification
consultations difficult, such as inconsistent
employer engagement with the fit note. The
current research group is interviewing
employers to establish their views on the fit
note, and on interactions with sick-listed
workers and GPs; there is a need to know
more about how all three sets of
stakeholders are using the fit note and how
it might be used to improve communication
between them.

There is now online training of the kind
GPs in this study wanted; research is
needed to assess its take-up rate and
effectiveness in helping GPs manage the fit
note system.

It would be useful to interview GPs and
patients with chronic pain before and after
observing their sickness-certification
consultations, in order to compare GP and
patient views on sickness certification with
what happens in practice. This has been
fruitfully studied in other areas of general
practice.39
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