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Issues with medical
certificates
Ian M St George MD FRACP FRNZCGP, Medical Advisor to the Medical Council
of New Zealand

My first locum was in a solo practice
in a coalmining town, and on the Fri-
day evening I arrived, the union man
came round to the house with a bunch
of papers in his hand: ‘These are the
compo certificates for next week Doc,’
he told me. I was expected to sign
them without seeing any of the men
involved.

Medical certificates are an uneasy
part of a doctor’s practice, where the
needs of patient and third party (usu-
ally employer) may be at odds. They
are a frequent source of complaint.

The Medical Council’s booklet
Good medical practice says,

‘Registered medical practitioners
have the authority to sign a variety of
documents, such as death certificates,
on the assumption they will only sign
statements they believe to be true. This
means you must take reasonable steps
to verify any statement before you sign
a document. You must not sign docu-
ments if you believe them to be false
or misleading, or if you are uncertain
of the truth of the content’.

Prospective and retrospective
An employer complained about this
prospective certificate, which turned
out to be perfectly justified (the pa-
tient had medical assessments on those
days): ‘This is to certify that this pa-

tient consulted me on 25 March and
is medically unfit for work on Satur-
day 6 April and Saturday 20 April.’

But by far the most common com-
plaint is about retrospective certifi-
cation. School absences by interna-
tional students breach their
conditions, their visas can be re-
voked and they can be deported as a
consequence; the pressure on a sym-
pathetic doctor to sign a sick certifi-
cate can be considerable. In one case
the administrator of an English lan-
guage school complained that a stu-
dent had proffered five doctor’s cer-
tificates, from three different doctors,
to cover absences over six weeks.

Then there is this from the owner
of an export fish factory: ‘We are con-
tinually having staff members off on a
Friday or a Monday. Under their em-
ployment contract our employees must
supply us with a medical certificate
when absent on sick leave. Why is it
that doctors can see a patient on a Mon-
day and backdate a medical certifi-
cate to include time off on Friday, three
days earlier? We as employers are suf-
fering and have to pay employees two
days sick leave. How can a doctor judge
that a patient was sick and unable to
work on a Friday when he doesn’t ex-
amine him/her until three days later?’

…and this from the headmistress of
a girls’ school: ‘Two students who
missed assessments because of absence
were reminded that they were required
to have medical certificates. In both
cases, four to five days later, the moth-
ers of the students visited their family
doctors and obtained medical certifi-
cates retrospectively. In neither case
was the student examined…’

…and this from another employer:
‘There have been recent situations

when (our em-
ployee)… re-
quested time
off to attend a
function with her father (declined as
an inappropriate occasion and she
had no legitimate leave available) she
turned up with a medical certificate
after she had been ‘away’ for the day.’

…and from another private train-
ing institute for overseas students: ‘Dr
(name) has seen around 50 of my
students…many students have had
certificates backdated as many as 12
or 15 days, in some cases months.
The time backdated just conveniently
happens to cover the time they have
been absent without notification and
have received warning letters for.’

Whatever our views on the pro-
priety of employers’ demanding cer-
tificates for brief work absences, or
for conditions like the flu that do not
need medical attention, or on whether
people should come to the doctor at
the start of their self-limiting infec-
tious disease, or on rules for inter-
national students, we do have obli-
gations. The NZMA provides
guidelines on retrospective medical
certificates (2000 – see Box 1), and
the Medical Council has a general
guideline on medical certification
(2003 – see Box 2, and for the full
text go to http://www.mcnz.org.nz/
about/forms/certificationguide.pdf).

Is it ACC?
A trade union representative com-
plained to the Council,

‘…members we represent have
been denied access to the ACC sys-
tem by their GP refusing to complete
ACC45 forms… In recent times, in par-
ticular with regard to an impetigo
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outbreak at (factory) certain GPs have
refused to give a written explanation
as to why they would not complete
the ACC45 form… We usually are able
to convince the doctor concerned that
they should at least complete the form
– and let ACC decide whether or not
to accept the claim.’

She went on to complain about
a particular doctor who was unable
to be convinced. The doctor re-
sponded that the patient was suffer-
ing from an illness and not an in-
jury, and that he would not attach
his signature to an ACC form that
misrepresented that illness as an in-
jury. He acted entirely correctly
(though bravely): the diagnosis is a
professional judgement for the doc-
tor, and he would have been wrong
to sign a document he believed to
be false and misleading.

Delayed insurance reports
Insurers have complained about ex-
traordinary delays in receiving per-
sonal medical attendant reports

Box 1. New Zealand Medical Association Retrospective Medical Certificates

1. Issuing a retrospective medical certificate is inadvisable and should be done only if
the doctor can be confident that the illness commenced at the time stated on the
certificate. The date when the certificate is issued should be clearly stated (ie not just
the date of the illness), and should always be the date on which the patient is seen.

2. A doctor may be confident of such an earlier commencement of the disease, if
the signs and symptoms and state of the disease process indicate that the disease
would be of a duration consistent with an earlier nominated date.

3. The medical certificate should indicate the evidence on which the certificate is
based – ie the doctor’s examination or the patient’s statement.

4. In situations when the patient presents fully recovered asking for a certificate to
cover a recent minor illness, the doctor should either decline to give such a
certificate or make it clear that the certificate is based solely on the patient’s
uncorroborated history.

5. Under no circumstances must a doctor give a certificate which implies observations
which were not made or an examination which did not occur.

from some general practitioners.
While the Council has no stated
policy on this, unnecessary delays
could reasonably be seen as failing
to act in the best interests of the

patient, and could be cause for com-
plaint. Good medical practice says,
‘If you have agreed to prepare a
document you should do so without
unreasonable delay’.
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Dilemmas
There has been a recent call in New
Zealand for psychologists, not gen-
eral practitioners, to certify sickness
benefit for patients with mental
health problems, with the suggestion
that the GP is too close to the patient
to deny them what they want.

A new paper from Scotland ex-
plores the issue. Its abstract reads,
‘General practitioners believed that the
sickness certification system failed to
address complex, chronic, or doubtful
cases. They seemed to develop various
operational strategies for its implemen-
tation. There appeared to be important
deliberate misuse of the system by gen-
eral practitioners, possibly related to
conflicts about roles and incongruities
in the system. The doctor-patient rela-
tionship was perceived to conflict with
the current role of general practition-
ers in sickness certification. When
making decisions about certification,
the general practitioners considered a
wide variety of factors. They experi-
enced contradictory demands from
other system stakeholders and felt
blamed for failing to make impossible
reconciliations. They clearly identified
the difficulties of operating the system
when there was no continuity of pa-
tient care. Many wished either to re-
linquish their gatekeeper role or to con-
tinue only with major changes’.1

Carol McAllum studied general
practitioners’ attitudes to death certi-
fication in New Zealand for her Otago
Master of General Practice thesis, and
came to similar conclusions. Doctors
were often uncertain of the cause of
death, but were more interested in
making an educated guess than involv-
ing the Coroner – they used favourite
terms (‘myocardial infarction’ for sud-
den death, otherwise ‘bronchopneumo-
nia’) – their concerns were more with
the feelings of the family than with col-
lecting data for death statistics. (Dur-
ing a focus group discussion on the

subject, one doctor had a slip of the
tongue: he referred to the certificate
as ‘the counterfeit’; Dr Freud would
have approved).2 Perhaps the heat in
the recent discussions about charging
a fee for death certification reflects
some of that concern for the family.

The authors of the Scottish study
concluded, ‘Policy makers need to rec-
ognise and accommodate the range and
complexity of factors that influence the
behaviour of general practitioners op-
erating as gatekeepers to the sickness
certification system, before making
changes. Such changes are otherwise
unlikely to result in improvement. Mod-
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Box 2. Medical Council of New Zealand from Guideline on Medical Certification

1. Doctors must be aware that completing a certificate has implications for the
patient, as well as themselves, and the agency receiving the certificate.

2. Doctors may be legally challenged and called upon in a New Zealand court to
justify their clinical certification.

3. Certificates may have financial implications for the patient and the recipient
through benefits, employment and compensation payments.

4. Completing a certificate may directly affect the safety and security of others.
Certifying a patient to undertake work when he or she is unfit may place the
patient or the patient’s colleagues at risk.

5. Providing misleading or untrue information, either deliberately or negligently, is
professional misconduct and may result in disciplinary action.

6. Certificates must be written legibly, minimising the use of medical terms for easy
comprehension.

7. The information disclosed should be accurate and based upon clinical observa-
tion, with patient comment clearly distinguished from clinical observation.

8. Certificates should only provide the necessary information required by the
receiving agency and consented to by the patient. The certificate should not
include private or irrelevant information. A diagnosis does not have to be
disclosed unless it has direct implications for the receiving agency.

9. Any comments on fitness to work should only be made once accurate informa-
tion about the nature of the patient’s work is obtained. Any duties that should
not be attempted should be clearly stated in the certificate.

10. A certificate should clearly identify the examination date and the time period of
treatment (if any). Retrospective certificates should be clearly identified as such.

els other than the primary care gate-
keeper model should be considered’.

This is an interesting and impor-
tant debate for general practice: can
we be patient advocates as well as in-
dependent and objective professionals?
Is this the down side of patient-
centredness? In fact the ACC has al-
ready relieved NZ doctors of a good
deal of the burden of certification, an
action we have observed with mixed
feelings. If doctors genuinely want to
give up the responsibility to report
about their patients to third parties in
the objective way that certification re-
quires, we ought to discuss it.
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