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Sickness Absence
Medically certified absence in Britain accounted for a loss of
324 million days of work in the year ending in June 1971.
The direct cost to the taxpayer was about £555 million, but
when other costs such as lost earnings and output were added
to the bill the total was not much less than the cost of running
the whole of the N.H.S. Age-adjusted rates for days lost and
for spells of absence due to all causes except influenza have
been rising steadily in both men and women since 1962; and
recently Taylor' has examined the trends in sickness absence
and some of the reasons for its increasing popularity.
The absolute values of absence rates must be treated with

some caution, as they are affected by the way the data are
collected. On the one hand they may be seen as overestimates:
they include all permanently disabled individuals below pen-
sionable age (equivalent to one third of the days of absence),
the calculations are based on a six-day week, and no account
is taken of annual holidays. On the other hand the figures may
be seen as underestimated, because spells of less than three days
are not recorded, the armed Forces, civil servants, and post
office workers are not included, and most working women are
not within the insurance scheme. These factors may well
balance each other out, but this cannot easily be verified.

However, even ifthe absolute values are imprecise the general
increase in sickness absence cannot be ignored. Certificate
diagnoses have altered over the past 20 years, with definite
declines in the frequency of respiratory tuberculosis and peptic
ulcer contrasting with large increases in those diagnoses for
which objective clinical evidence is difficult to obtain. There
has been, for example, an increase of two and a half times in
"sprains and strains" and "nerves, debility, and headaches."
What may have caused the upward trend in absence rates

and the move towards ill-defined diagnoses ? There have been
changes in social security benefits and company sick-pay
arrangements over the period. Since 1966 benefits have been
earnings-related, and many companies now make up the
deficit between a man's normal wage and the payment. This
might logically lead to greater absenteeism, but there is very
little evidence to suggest that it does. About 5% ofthe working
population earn less than their social security entitlements,2
and some of these do tend to prolong their absence, but they
are too few to account for the large rise in absenteeism. Studies
ofgroups receiving supplements to their social security benefits
indicate that many take less time off for a given diagnosis
than those without a supplement.3 4

Are the rising trends iatrogenic? Certification is an un-
enviable job borne principally by the general practitioner. He
must decide whether an individual is capable or incapable of
work, even when he is ignorant of the exact demands of his
patient's job. Few patients requiring a certificate can be pre-
cisely labelled as unfit for work. Most lie in an indeterminate
grey zone, and in these cases usually the patient decides and
the doctor acquiesces. There is little to encourage the doctor to
resist even when he feels the certificate is wrongly issued, as
this is likely to cause embarrassment and the loss to his list of
the patient and his family.
Are alternative schemes likely to improve the situation? In

Holland there is a separate cadre of insurance doctors who
have no clinical responsibility. In Sweden self-declaration is
used in the first week ofabsence under the watchful eye of sick
fund officials, and thereafter general practitioners are respons-
ible for certification. In both these countries absence rates are
higher than in the United Kingdom. Elsewhere certification is
the responsibility of factory doctors, and the rise in rates have
been somewhat less than here; but, while the Dutch and Swedish
methods are unacceptable because of the likely result of an
increase in sickness absence, the use of factory doctors is
impractical here because too few of them exist.
So the problem remains unsolved. If we hope to reverse the

rising trend of sickness absence we should turn from examining
the direct effects of benefits and ofthe doctors' part in certifica-
tion to defining the changes in our society which provoke
temporary escapes from work.
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Men, Women, and Obesity
Most of us don't trust our mirrors at home, only occasionally
glance at our reflections in shop windows, and quickly look
away when descending a hotel staircase we suddenly, un-
comfortably, see Qurselves full-length in a huge plate of glass.
Are we really so fat, or round-shouldered and stooping, or
ungainly, or plethoric ? A few beautiful young people presum-
ably enjoy their looks and may indeed be narcissistic. The
remaining 99% of us are unsure of our physical appearance,
even to ourselves, and have little perception of our impact
on other people, even our friends. There should be some
impartial computer which can produce a dispassionate printout
detailing just exactly what we look like to others. One common
response would be that our appearance has no effect on anyone.

However, that conclusion would virtually demolish at a
stroke the very lucrative slimming trade, which depends
largely on the custom of women, most of whom think they
are unfashionably fat. Ashwell and Etchell' have recently
studied the psychological attitudes of obese and normal
individuals. It is quite extraordinary how ignorant we are
about the (apparently) most widespread predisposing factor to
ill-health and mortality at the present day. How prevalent is
obesity? Is it increasing? How important is it medically?
Is its importance the same for men and for women, for middle-
aged as opposed to older (or younger) people, for sedentary
as against active people ? What psychological effects does it
have? Do they vary with men and women, with social class?
To none ofthese questions can anything other than the vaguest
and most uncorroborated answers be given.
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