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BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   

 

ARTICLE DETAILS 

TITLE (PROVISIONAL) Has there been a change in the rates of UK sickness certification for 
back pain over time? An examination of historical data from 2000 to 
2010 

AUTHORS Wynne-Jones, Gwenllian; Dunn, Kate 

 

VERSION 1 - REVIEW 

REVIEWER Louise Hussey 
The University of Manchester, UK 

REVIEW RETURNED 08-Oct-2015 

 

GENERAL COMMENTS This paper aims to use data from the NIHR Clinical Research 
Network: West Midlands to investigate patterns in sickness 
certification for back pain from 2000 to 2010. The authors describe 
how there has been a statistically significant decrease in the rate of 
certification and how this varies by age and gender.  
The paper is well written and clearly explains how the aims of the 
study were met. The results and statistical analysis are simple; this 
is not meant as a criticism, it often seems authors feel the need to 
use over-complicated statistical analysis which can be detrimental to 
the clarity of the results. The study is based on a well-established 
and robust dataset used to study sickness certification rates in many 
previous publications.  
A few comments that the authors may wish to consider:  
• As I understand it the rate of sickness certification is per 
consultation and does not take into account if there are multiple 
certificates for an individual patient. In a study comparing two 
periods of data collection a decade apart, Gabbay et al (1) found 
that there was an increase in certificates, however a decrease in the 
risk of an episode exceeding 12 weeks. Is it worth discussing 
whether the decrease may be due to a reduction in the number of 
certificates (and therefore sickness absence duration) issued to a 
patient for a particular episode?  
• It should be specified that the HSE sick pay costs quoted in the 
introduction are for work-related illness only.  
• There is a good discussion about the reduced rate of sickness 
certification in the 60+ age group. There is also the fact that a much 
higher proportion of this older age group work on a part-time basis.  
• The authors have discussed why the examination of the historical 
data did not continue beyond 2010 (i.e. introduction of the fit note). A 
couple of studies (1;2) have attempted to look at this and it be 
interesting to see if this dataset can be used to assess whether the 
introduction of the fit note has had an influence on the rates of 
sickness certification. Is this for future publication?  
 
1. Gabbay M, Sheils C, Hillage J. Factors associated with the length 
of fit-note certified sickness absence in the UK. Occup Environ Med 
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2015;72:467-75.  
2. Hussey L, Money A, Gittins M et al. Has the fit note reduced 
general practice sickness certification rates? Occup Med 2014;65 

 

REVIEWER Igor Švab 
Slovenia 

REVIEW RETURNED 19-Oct-2015 

 

GENERAL COMMENTS Although the paper is technically well written, I fail to see why it 
would be interesting for the readers of the journal. A simple analysis 
of trends of routinely gathered data on sickness absence is hardly of 
a great scientific value. The approach gives no possibility of 
explanation for the trend.  

 

REVIEWER Jean Karl Soler 
Mediterranean Institute of Primary Care  
Malta 

REVIEW RETURNED 16-Nov-2015 

 

GENERAL COMMENTS I consider this article to be very interesting, the research to be of 
high quality, and the work deserving of eventual publication. It adds 
new information to research on sickness certification and back pain 
in the UK. However, before publication, I would recommend a 
number of major compulsory revisions to improve this paper. I hope 
my suggestions are useful to the authors and help improve this 
paper.  
 
I would make the following recommendations:  
 
1. The Introduction is well written, but in the first paragraph, the 
confusion in the article between reasons for consultation (the 
concept is more accurately the “reason for encounter”) and the 
diagnosis made by the doctor. It is clear that these two concepts are 
not equivalent, and this needs to be made clear and explicit 
throughout the article. Is this a study of patients’ complaints, or of 
doctors’ diagnoses?  
2. In the Methods section the set of Read codes for back pain are 
alluded to but not defined. Do the Read codes selected include such 
hard diagnostic labels as sciatica and disc lesions, and/or do they 
include symptom diagnoses (a symptom label which at the time of 
the consultation is considered by the doctor to be the most accurate 
description of the problem: if back pain cannot be diagnosed as 
sciatica on clinical grounds, then the label of “back pain” is an 
appropriate symptom diagnosis) such as “back pain” and “low back 
pain”? Again, in the methods section, the confusion between the 
patient’s presenting complaint / reason for encounter and the 
diagnostic label by the doctor is evident.  
3. In the Analysis, the authors have inexplicably decided to use a 
rate per encounter. This is a particularly bad choice for a condition 
which is likely to require multiple consultations for the same problem. 
Since the database they use does not code episodes of care, and 
one cannot assume that a number of consultations for back pain in 
one patient in one year refer to one single episode of back pain, the 
incidence and prevalence rates they analyze are biased. The rates 
are sensitive to changes in consulting patterns. For example, should 
patients consult increasingly frequently for an episode of back pain 
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during the time span of an observation period, as compared to other 
diseases, the rate of back pain consultations will increase 
independently of the rate of episodes of back pain. They should 
ideally use a rate of episodes per patient per year, or if not at least a 
rate of consultations per patient per year.  
4. It is unclear why the authors have chosen not to distinguish 
between hard diagnoses such as a disc lesion or sciatica, and 
symptom diagnoses such as low back pain or a muscular back pain. 
It is probable that such a distinction would allow better interpretation 
of the data.  
5. The choice of the t-test for comparing rates across years and 
gender may increase the chance to consider spurious differences as 
significant due to multiple testing. In such cases a p-value of <0.01 
rather than <0.05 may be more appropriate to compensate for 
multiple comparisons.  
6. In interpreting the Results, one must consider that females consult 
more frequently than males for all problems, and this must be 
adjusted for. Additionally, the lower rate in over 60s is due to a large 
proportion of the group retiring from work. It would be more useful to 
study the age group 60-65 separately from 65+ for this reason.  
7. In the Discussion on page 9, last paragraph, the reasons for the 
alleged decrease in sickness certification rate for back pain are 
discussed. However, has the rate really fallen? Rather, the number 
of encounters per episode may have increased. Such a limitation 
should be considered unless the data can be re-analysed with a new 
denominator. As I noted above, the rate per episode or the rate per 
patient per year would be more valid a measure.  
8. Is it possible that the duration of sickness certificates may have 
increased, on average, and this could at least partly explain the 
observed decrease in rate of consultations with sickness certificates 
for back pain? It is a pity that the days certified is not a value 
captured by the databases used. Additionally, the fact that the first 
seven days of sickness do not require a certificate are another 
limitation to the interpretation of the data. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

 

1. As I understand it the rate of sickness certification is per consultation and does not take into 

account if there are multiple certificates for an individual patient. In a study comparing two periods of 

data collection a decade apart, Gabbay et al (1) found that there was an increase in certificates, 

however a decrease in the risk of an episode exceeding 12 weeks. Is it worth discussing whether the 

decrease may be due to a reduction in the number of certificates (and therefore sickness absence 

duration) issued to a patient for a particular episode?  

The reviewer is correct in that the certification rate is per consultation and does not take into account 

multiple certificates for an individual patient, however the paper by Gabbay et al suggests that 

sickness certification is increasing in relation to mild and moderate mental health conditions only, not 

musculoskeletal conditions. The decrease in episodes over 12 weeks reported by Gabbay et al was 

only seen in three of seven practices, it also needs to be noted that during the period of data 

collection there was a strong impetus on GPs to manage health and work more constructively. 

Therefore, it would not be appropriate to suggest that this observation was purely due to the 

implementation of the Fit Note and was not affected by the national initiatives surrounding health and 

work. However we have included a reference to the Gabbay et al paper in the discussion section as 

follows;  

“Ruseckaite et al[48] reported a significant decrease in certification for musculoskeletal disorders 
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between 2003 and 2010 in Australia. They also report a decrease in rate of certification for back pain 

and strains although there is no indication of whether this trend is significant or not. Gabbay et al also 

reported a decrease in the number of Fit Notes, lasting over 12 weeks, issued over a twelve month 

period. [49]”  

 

2. It should be specified that the HSE sick pay costs quoted in the introduction are for work-related 

llness only.  

Thank you, we have amended this sentence to make it clearer it now reads “The Health and Safety 

Executive[5] have estimated the total net cost of sick pay to be £14.2 billion during the year 2012-

2013 as a result of work-related illness and injuries”.  

 

3. There is a good discussion about the reduced rate of sickness certification in the 60+ age group. 

There is also the fact that a much higher proportion of this older age group work on a part-time basis.  

 

We had over looked the issue of part time employment in the older age groups but have now included 

this in our discussion section with the following statement: “Secondly, data from 2013 demonstrated 

that whilst individuals in the 50-64 years age bracket are less likely to work on a part time basis (just 

28% of all workers in this age group) those in the over 64 years age group are more likely to report 

that they work part time, a total of 66% of all those in this age group[18]”.  

 

4. The authors have discussed why the examination of the historical data did not continue beyond 

2010 (i.e. introduction of the fit note). A couple of studies (1;2) have attempted to look at this and it be 

interesting to see if this dataset can be used to assess whether the introduction of the fit note has had 

an influence on the rates of sickness certification. Is this for future publication?  

 

This dataset could certainly be used to look at data after the introduction of the Fit Note and as a 

result of the E-Fit Notes would be able to provide more information on episode duration. This is 

something that is planned for future publication.  

 

 

Reviewer: 2  

 

5. Although the paper is technically well written, I fail to see why it would be interesting for the readers 

of the journal. A simple analysis of trends of routinely gathered data on sickness absence is hardly of 

a great scientific value. The approach gives no possibility of explanation for the trend.  

 

Whilst the reviewer may feel that trends in sickness certification data are not of scientific value we 

would argue otherwise. Absence from work, sanctioned by a sickness certificate, costs society a great 

deal in terms of lost productivity in the workplace (Health and Safety Executive, Health and Safety 

Statistics, Annual Report for Great Britain 2013/2014). Furthermore, individuals who are absent from 

work have poorer physical and mental health, both in the short and longer term, and are at an 

economic disadvantage from their working colleagues (Waddell and Burton Is Work Good For Your 

Health and Wellbeing? TSO 2006). The examination of trends in sickness certification allows 

benchmarking and consequently may identify areas of good and poor practice in sickness 

certification. Benchmarking allows the examination of public health initiatives, such as the UK Fit For 

Work initiative, and means that their impact can be measured against previous rates of sickness 

certification. In order to improve the health of society as a whole and to reduce unnecessary sickness 

absence, a view of the overall rate of sickness certification, for specific conditions, is needed to allow 

monitoring and targeting of strategies to reduce rates of sickness certification.  

We would also note that both the other reviewers, each of whom have published extensively in the 

area of sickness certification, found the paper interesting and useful.  

 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-009634 on 25 A

pril 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


Reviewer: 3  

 

6. The Introduction is well written, but in the first paragraph, the confusion in the article between 

reasons for consultation (the concept is more accurately the “reason for encounter”) and the diagnosis 

made by the doctor. It is clear that these two concepts are not equivalent, and this needs to be made 

clear and explicit throughout the article. Is this a study of patients’ complaints, or of doctors’ 

diagnoses?  

 

We would agree with the reviewer that there is clearly a difference between reasons for consultation 

and a doctor’s subsequent diagnosis. In the UK reason for consultation is the generally accepted term 

when using consultation data, this term acknowledges that a diagnosis may not be made during an 

encounter between a patient and a general practitioner. Our responses below (points seven and nine) 

to the question of what codes were included should provide further information and assist in the 

clarification of this point.  

 

7. In the Methods section the set of Read codes for back pain are alluded to but not defined. Do the 

Read codes selected include such hard diagnostic labels as sciatica and disc lesions, and/or do they 

include symptom diagnoses (a symptom label which at the time of the consultation is considered by 

the doctor to be the most accurate description of the problem: if back pain cannot be diagnosed as 

sciatica on clinical grounds, then the label of “back pain” is an appropriate symptom diagnosis) such 

as “back pain” and “low back pain”? Again, in the methods section, the confusion between the 

patient’s presenting complaint / reason for encounter and the diagnostic label by the doctor is evident.  

 

We utilised a standardised set of Read codes that encompassed both diagnoses and symptoms 

(Chapter N "Musculoskeletal and connective tissue diseases", and Chapters R "Symptoms, Signs and 

Ill-defined conditions", S "Injury and Poisoning" and 1 "History/Symptoms"). The decision made by the 

doctor as to which label to apply is often subjective and may be more representative of personal 

preference or habit than the consistent application of a diagnostic code to a given clinical condition. 

We have amended the methods section to make this clearer with the following statement; “A set of 

Read codes has been established to identify both back pain diagnoses and symptoms consistently 

from the medical records.”  

 

8. In the Analysis, the authors have inexplicably decided to use a rate per encounter. This is a 

particularly bad choice for a condition which is likely to require multiple consultations for the same 

problem. Since the database they use does not code episodes of care, and one cannot assume that a 

number of consultations for back pain in one patient in one year refer to one single episode of back 

pain, the incidence and prevalence rates they analyze are biased. The rates are sensitive to changes 

in consulting patterns. For example, should patients consult increasingly frequently for an episode of 

back pain during the time span of an observation period, as compared to other diseases, the rate of 

back pain consultations will increase independently of the rate of episodes of back pain. They should 

ideally use a rate of episodes per patient per year, or if not at least a rate of consultations per patient 

per year.  

 

We take the reviewers point that individuals may consult more or less frequently for episodes of back 

pain and that consultation patterns may change over time. However, the aim of this paper was to 

examine the overall rate at which sickness certificates are issued for back pain over the course of 

each year included in the study, the aim was not to examine the rate of sickness certification per 

episode of back pain. This dataset cannot tell us whether GPs issue short-term sickness certificates 

more frequently or longer term sickness certificates less frequently but research suggests that the 

majority of sickness certificates are issued for a period of 2 weeks, and we assume that the GPs in 

the current study conform to this estimate. Whilst some of the diagnoses included in the dataset may 

be acute and self-limiting, resulting in a shorter sickness certification, others may be more chronic 
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resulting in a longer sickness certification. Although this limitation may restrict comparisons across 

conditions, it should not influence patterns of sickness certification seen within conditions such as 

back pain. There is also no current evidence that more frequent consultation results in an increased 

likelihood of receiving a sickness certificate.  

We have addressed this point in the discussion section with the following paragraph:  

“There are a number of limitations to the current study. Firstly, capturing the duration of sickness 

absence is not possible in the current dataset, meaning it is unclear whether the data are unduly 

influenced by a large number of short or long term certificates. However, the most frequently recorded 

duration for absence is two weeks[40,41,42, 43] and there is no reason to believe that GPs in the 

current study would differ to any great degree”.  

Point 12 below also addresses a similar issue and we would refer the reviewer to our response on 

that issue to add further clarification.  

 

9. It is unclear why the authors have chosen not to distinguish between hard diagnoses such as a disc 

lesion or sciatica, and symptom diagnoses such as low back pain or a muscular back pain. It is 

probable that such a distinction would allow better interpretation of the data.  

 

We chose to provide an overview of the rates of sickness certification for back pain more broadly, for 

a number of reasons. Firstly, the incidence of conditions such as disc lesion is so low at just 0.1–0.5% 

per year (Haldeman et al 2012 Best Practice & Research Clinical Rheumatology, Volume 26, Issue 2, 

April 2012, Pages 263–280) that meaningful data would not be able to be derived from this dataset. 

Secondly, it has been demonstrated that degenerative changes or disc abnormalities are not causal in 

most cases of back pain (Hurwitz and Shekelle Low back syndromes: integrated clinical management 

McGraw-Hill Publishers, New York (2006) Epidemiology of low back syndromes; pp.83–118) meaning 

that these individuals would not be identified when using Read Codes to select patients consulting 

with symptoms of or a diagnosis of back pain. Furthermore, we would emphasise that this is a study 

conducted in primary care, and the vast majority of encounters are coded with symptom codes such 

as “low back pain”. It may be that a hard diagnosis is added at a later encounter, perhaps after a 

referral to physiotherapy or secondary care, but often symptom diagnoses are the only codes 

recorded, regardless of whether the patient ‘actually’ has a ‘hard diagnosis’. A GP would rarely 

formally diagnose conditions such as disc lesion or degenerative changes.  

It would be possible to look in more detail at other hard diagnoses but this would require a different 

study with the resultant limitations that the lower frequency of consultation or diagnoses of these 

conditions would bring.  

 

10. The choice of the t-test for comparing rates across years and gender may increase the chance to 

consider spurious differences as significant due to multiple testing. In such cases a p-value of <0.01 

rather than <0.05 may be more appropriate to compensate for multiple comparisons.  

 

We have reanalysed the data differences in means utilising the p-value of <0.01 as suggested by the 

reviewer, we also applied the Bonferroni correction to take account of the multiple testing when 

conducting the ANOVA for age. We found that the differences remained significant, however we have 

amended the paragraph on analysis to the following;  

“For all calculations the significance level was set at p=0.001 and a Bonferroni correction was applied 

to account for multiple analyses in the ANOVA.”  

 

11. In interpreting the Results, one must consider that females consult more frequently than males for 

all problems, and this must be adjusted for. Additionally, the lower rate in over 60s is due to a large 

proportion of the group retiring from work. It would be more useful to study the age group 60-65 

separately from 65+ for this reason.  

 

Whilst females may consult more frequently for all conditions, men are more likely to be issued with a 
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sickness certificate for musculoskeletal conditions. As we are aware that there are differences in 

certification between genders we have chosen to present stratified data to allow the reader to 

examine in detail the difference by gender (see table 1 and figure 2 in the manuscript).  

We also acknowledge the difference in the 60+ age group and have again presented data stratified by 

age in figure 3 of the manuscript. We have also calculated the differences in rates by age both 

including and excluding the 60+ age group (in the final paragraph of the results section) and 

commented in the discussion section. We have retained the age grouping of 60+ as for the majority of 

this study period the age of retirement for women in the UK was 60. Whilst splitting this group into 60-

64 years and 65+ years may provide more detailed information the numbers included in each group 

would be so small as to make any estimates unreliable.  

 

12. In the Discussion on page 9, last paragraph, the reasons for the alleged decrease in sickness 

certification rate for back pain are discussed. However, has the rate really fallen? Rather, the number 

of encounters per episode may have increased. Such a limitation should be considered unless the 

data can be re-analysed with a new denominator. As I noted above, the rate per episode or the rate 

per patient per year would be more valid a measure.  

 

We have considered this point quite carefully as it could be that rates of consultation are increasing, 

however an examination of the current estimates of consultation rates for back pain would not 

suggest that this is the case;  

Rates of consultation for back pain per 10,000 registered patients.  

Sweden 446 per 10,000 (women) and 425 per 10,000 (men) data from 2009 (Jöud A, Petersson I.F, 

Englund M, Low back pain: Epidemiology of consultations, Arthritis Care & Research 2012, 64(7) 

1084–1088  

UK 500 per 10,000 (women) and 300 per 10,000 (men) data from 2006 (Jordan K, Kadam U, 

Hayward R, Porcheret M, Young C, Croft P. Annual consultation prevalence of regional 

musculoskeletal problems in primary care: an observational study. BMC Musculoskelet Disord 2010; 

11: 144.)  

Netherlands 530 per 10,000 (women) and 499 per 10,000 (men) from 2004 (Bartholomeeusen S, Van 

Zundert J, Truyers C, Buntinx F, Paulus D. Higher incidence of common diagnoses in patients with 

low back pain in primary care. Pain Pract 2012; 12: 1–6.)  

We feel that this is a very important point and have included it in the discussion with the following 

sentence;  

“It could also be that the number of consultations for back pain has increased, however the literature 

again suggests that this is not the case [23, 24, 25]”  

 

13. Is it possible that the duration of sickness certificates may have increased, on average, and this 

could at least partly explain the observed decrease in rate of consultations with sickness certificates 

for back pain? It is a pity that the days certified is not a value captured by the databases used. 

Additionally, the fact that the first seven days of sickness do not require a certificate are another 

limitation to the interpretation of the data.  

It is possible, that the duration of sickness certificates may have increased, we have discussed the 

issue around certification duration in the discussion section with the following sentence;  

“The most frequently recorded duration for absence is two weeks[40,41,42, 43] and there is no reason 

to believe that GPs in the current study would differ to any great degree.”  

The first seven days of absence are not included here, although one must assume that all those 

consulting and receiving a sickness certificate have had a period of seven days absence already. In 

the UK a general practitioner is under no obligation to provide a sickness certificate before the seven 

day period. However, we would argue that this is not a limitation of the current study as we are 

examining the rates of sickness certification for those who consult their GP with back pain, not the 

rates of sickness absence in those consulting with back pain which we feel is a different question.  
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VERSION 2 – REVIEW 

REVIEWER Louise Hussey 
The University of Manchester, UK 

REVIEW RETURNED 04-Jan-2016 

 

GENERAL COMMENTS The authors have briefly addressed the majority of comments made 
in the first review. However, the other reviewer and I commented 
about the fact that the method of analysis is measured as the rate of 
sickness certificates per consultation and does not take into account 
that there may be multiple certificates for an individual 
patient/episode. This has still not been addressed in the revised 
manuscript and I feel it needs to be brought out in the discussion 
and included in the limitations of the study. 

 

REVIEWER Dr Jean Karl Soler 
Mediterranean Institute of Primary Care, European General Practice 
Research Network 

REVIEW RETURNED 05-Jan-2016 

 

GENERAL COMMENTS I was disappointed to review the second version of the manuscript 
and see that only very minor changes have been made. In my 
original review I recommended a major compulsory revision, and this 
is simply a minor revision. As such, my original comments are re-
iterated, and I encourage the authors to revisit them.  

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer: Louise Hussey 
 

The authors have briefly addressed the majority of comments made in the first review. However, the 

other reviewer and I commented about the fact that the method of analysis is measured as the rate of 

sickness certificates per consultation and does not take into account that there may be multiple 

certificates for an individual patient/episode. This has still not been addressed in the revised 

manuscript and I feel it needs to be brought out in the discussion and included in the limitations of the 

study.  

We are sorry that the reviewer felt we hadn’t fully clarified the point around the rate of certification per 

consultation as opposed to per episode. We have amended the discussion section to more clearly 

make the point that this study focusses on the rate of certification per consultation and not per 

episode in the following paragraph on page 12 discussion lines 8-19:  

There are a number of limitations to the current study. Firstly, capturing the duration of sickness 

absence is not possible in the current dataset, meaning it is unclear whether the data are unduly 

influenced by a large number of short or long term certificates. The data presented are a “pure” rate of 

certification i.e. a rate of certification per consultation. The data do not take into account the potential 

for a single patient to be issued multiple certificates for one episode of back pain. The possibility that 

the rate is artificially inflated as a result of a few patients receiving multiple certificates or deflated as a 

result of multiple patients receiving one certificate of a long duration cannot be ruled out. However, 

the most frequently recorded duration for absence is two weeks[43, 44, 45, 46] and there is no reason 

to believe that GPs in the current study would differ to any great degree. It is also important to 

acknowledge that for approximately two thirds of people with an episode of back pain, a return-to-

work within one month is expected[15].  

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-009634 on 25 A

pril 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


 

Reviewer: Jean Karl Soler 

I was disappointed to review the second version of the manuscript and see that only very minor 

changes have been made. In my original review I recommended a major compulsory revision, and 

this is simply a minor revision. As such, my original comments are re-iterated, and I encourage the 

authors to revisit them.  

We are sorry that the reviewer was disappointed in the changes that were made to the original 

manuscript. We have re-examined the original comments, and made further amendments according 

to the reviewer’s suggestions, ensuring that there is more clarity around a number of issues.  

Please note that the numbering of reviewer comments corresponds to the original review for ease of 

comparison between reviews.  

 

6. The Introduction is well written, but in the first paragraph, the confusion in the article between 

reasons for consultation (the concept is more accurately the “reason for encounter”) and the diagnosis 

made by the doctor. It is clear that these two concepts are not equivalent, and this needs to be made 

clear and explicit throughout the article. Is this a study of patients’ complaints, or of doctors’ 

diagnoses?  

 

We recognise that additional clarity around the terminology that is being used in the current 

manuscript is required. Approximately 85% of patients who consult their general practitioner with an 

episode of back pain do not receive a diagnosis, and we agree with the reviewer that the reason for 

consultation and the diagnosis are distinct concepts. We have defined what we mean by a 

consultation in the introductory paragraph, and also set out the distinction between symptoms and 

diagnoses and why we have included both those patients with and without a formal diagnosis in our 

analyses. We have therefore amended several sections to highlight that we are examining the 

symptoms of back pain for which there is no hard diagnosis, in addition to symptoms of back pain 

where there is a diagnoses (further discussed in point 9 below):  

Page 4 introduction lines 1 - 8: Many patients visit a general practitioner (GP) in primary care with 

symptoms of low back pain, in the United Kingdom (UK) each visit with a GP is termed a consultation. 

Whilst many patients consult their GP for back pain, 85% will not receive a hard diagnosis,[1] and this 

consultation will be recorded on the medical record as a consultation for symptoms of back pain. As 

so few people with symptoms of back pain receive a hard diagnosis, this paper will use the phrase 

back pain to include both the majority of patients without a diagnosis, in addition to those who do have 

a diagnosis associated with their pain.  

 

 

Page 5 methods section lines 4-6: was amended in our previous draft to clarify that the Read codes 

used to identify patients included both diagnostic and symptom codes with reference to the original list 

of codes.  

 

7. In the Methods section the set of Read codes for back pain are alluded to but not defined. Do the 

Read codes selected include such hard diagnostic labels as sciatica and disc lesions, and/or do they 

include symptom diagnoses (a symptom label which at the time of the consultation is considered by 

the doctor to be the most accurate description of the problem: if back pain cannot be diagnosed as 

sciatica on clinical grounds, then the label of “back pain” is an appropriate symptom diagnosis) such 

as “back pain” and “low back pain”? Again, in the methods section, the confusion between the 

patient’s presenting complaint / reason for encounter and the diagnostic label by the doctor is evident.  

In addition to our previous revision which expanded on the definitions we used to identify 

consultations for back pain (page 5 methods lines 4-6) we have now also included the webpage 

where additional information can be obtained about the definitions used and further information on the 

specific codes accessed if readers require it (page 5 methods line 7).  

“http://www.keele.ac.uk/mrr/morbiditydefinitions/”  
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8. In the Analysis, the authors have inexplicably decided to use a rate per encounter. This is a 

particularly bad choice for a condition which is likely to require multiple consultations for the same 

problem. Since the database they use does not code episodes of care, and one cannot assume that a 

number of consultations for back pain in one patient in one year refer to one single episode of back 

pain, the incidence and prevalence rates they analyze are biased. The rates are sensitive to changes 

in consulting patterns. For example, should patients consult increasingly frequently for an episode of 

back pain during the time span of an observation period, as compared to other diseases, the rate of 

back pain consultations will increase independently of the rate of episodes of back pain. They should 

ideally use a rate of episodes per patient per year, or if not at least a rate of consultations per patient 

per year.  

 

Reviewer one also noted that this point was not discussed as fully as they would have liked. Whilst we 

understand the reviewers concerns the research question in this manuscript does not aim to look at 

trends in sickness certification for episodes of back pain, but to look at trends in the overall rates of 

sickness certification associated with a consultation for back pain. We have made amendments to the 

introduction to highlight the importance of answering the research question around rates of 

certification for consultations and also expanded upon the discussion section to support our rationale 

for using this method and the potential implications of this method.  

 

Page 5 introduction lines 4-7  

However, in order to assess the impact of such initiatives, methods are required to estimate rates of 

sickness certification over time, including the periods before such initiatives were implemented, a 

measure of the rate of certification per consultation is one method of achieving this.  

Page 12 discussion lines 8-19.  

The data presented are a “pure” rate of certification i.e. a rate of certification per consultation. The 

data do not take into account the potential for a single patient to be issued multiple certificates for one 

episode of back pain. The possibility that the rate is artificially inflated as a result of a few patients 

receiving multiple certificates or deflated as a result of multiple patients receiving one certificate of a 

long duration cannot be ruled out. However, the most frequently recorded duration for absence is two 

weeks[43, 44, 45, 46] and there is no reason to believe that GPs in the current study would differ to 

any great degree. It is also important to acknowledge that for approximately two thirds of people with 

an episode of back pain, a return-to-work within one month is expected[15], indicating that the 

majority of consultations will be for individual episodes of back pain and therefore be individual 

certificates.  

 

9. It is unclear why the authors have chosen not to distinguish between hard diagnoses such as a disc 

lesion or sciatica, and symptom diagnoses such as low back pain or a muscular back pain. It is 

probable that such a distinction would allow better interpretation of the data.  

 

As we stated previously, and in point 6 above, the majority of patients who consult their general 

practitioner with an episode of back pain do not receive a diagnosis, meaning that any group of 

patients identified with diagnoses would be small and the resultant analyses would be influenced by 

this. It has also been demonstrated that even if a patient has a diagnosis of, for example, 

degenerative changes or disc abnormalities, these are not usually causal in the patients experience of 

back pain (Hurwitz and Shekelle Low back syndromes: integrated clinical management McGraw-Hill 

Publishers, New York (2006) Epidemiology of low back syndromes; pp.83–118). In order to clarify this 

point in the manuscript, we have included our rationale for the inclusion of both symptoms and 

diagnoses on page 5 methods lines 8-12.  

 

10. The choice of the t-test for comparing rates across years and gender may increase the chance to 

consider spurious differences as significant due to multiple testing. In such cases a p-value of <0.01 
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rather than <0.05 may be more appropriate to compensate for multiple comparisons.  

 

From our previous revision Page 6 analysis lines 7-10 addresses this point.  

“For all calculations the significance level was set at p=0.001 and a Bonferroni correction was applied 

to account for multiple analyses in the ANOVA.”  

 

11. In interpreting the Results, one must consider that females consult more frequently than males for 

all problems, and this must be adjusted for. Additionally, the lower rate in over 60s is due to a large 

proportion of the group retiring from work. It would be more useful to study the age group 60-65 

separately from 65+ for this reason.  

 

We agree that females may consult more frequently for all conditions we are also aware that men are 

more likely to be issued a sickness certificate for musculoskeletal conditions. Rather than adjust for 

this difference we have chosen to stratify the data presented in table 1 on page 8. We believe that this 

provides the reader with more useful information than adjustment.  

We also acknowledge that there is a difference in the 60+ age group, and have again presented data 

stratified by age. Whilst splitting this group into 60-64 years and 65+ years may provide more detailed 

information, the numbers included in each group would be so small as to make any estimates 

unreliable. Figure 3 of the manuscript presents data stratified by age.  

 

12. In the Discussion on page 9, last paragraph, the reasons for the alleged decrease in sickness 

certification rate for back pain are discussed. However, has the rate really fallen? Rather, the number 

of encounters per episode may have increased. Such a limitation should be considered unless the 

data can be re-analysed with a new denominator. As I noted above, the rate per episode or the rate 

per patient per year would be more valid a measure.  

 

We agree that this is an important point and we have elaborated on this on page 10 discussion lines 

24-26 including reference to three studies from three countries that suggest that consultation rates for 

back pain are stable.  

 

13. Is it possible that the duration of sickness certificates may have increased, on average, and this 

could at least partly explain the observed decrease in rate of consultations with sickness certificates 

for back pain? It is a pity that the days certified is not a value captured by the databases used. 

Additionally, the fact that the first seven days of sickness do not require a certificate are another 

limitation to the interpretation of the data.  

It is possible, although unlikely, that the duration of sickness certificates may have increased, we have 

discussed the issue around certification duration in the discussion section on page 12 discussion lines 

11-19;  

The possibility that the rate is artificially inflated as a result of a few patients receiving multiple 

certificates or deflated as a result of multiple patients receiving one certificate of a long duration 

cannot be ruled out. However, the most frequently recorded duration for absence is two weeks[43, 44, 

45, 46] and there is no reason to believe that GPs in the current study would differ to any great 

degree. It is also important to acknowledge that for approximately two thirds of people with an episode 

of back pain, a return-to-work within one month is expected[15], indicating that the majority of 

consultations will be for individual episodes of back pain and therefore be individual certificates.  

 

Within the UK the first seven days of absence are self-certified. In order to obtain a sickness 

certificate from the general practitioner it is necessary for a patient to have already been absent from 

work for those seven days. Whilst this is an important point to include in the manuscript, and is 

included on page 6 methods line 6, we feel that it does not impact on the results as we are reporting 

the rate of sickness certification associated with consultation for back pain not the rate of sickness 

absence associated with the episode of back pain. 
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VERSION 3 - REVIEW 

REVIEWER Louise Hussey 
The University of Manchester, United Kingdom 

REVIEW RETURNED 22-Feb-2016 

 

GENERAL COMMENTS The authors have adequately addressed the reviewers’ comments to 
enable the paper to be accepted for publication. I do have one 
further suggestion regarding the revised text at the beginning of the 
introduction about patients presenting with symptoms of back pain 
(as opposed to hard diagnoses) being accepted into the study as 
eligible cases/consultations. I felt that this would fit better later in the 
introduction or even in the methods section. 
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