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Objective   The objective of this study was to determine what makes men and women with musculoskeletal 
complaints decide to call in sick for work. 
Methods   Qualitative, face-to-face interviews were used with employees (16 men and 14 women) who had 
called in sick due to a musculoskeletal complaint and who expected to be absent from work for at least 2 weeks 
on sick leave.
Results   The participants fell into the following two main groups: those who were off sick because of a diag-
nosed medical condition, such as a fracture, and those who were off sick because of an unidentifiable complaint, 
such as low-back pain. Employees in the former group called in sick because they were in the hospital or because 
they reckoned that their condition was too serious to warrant a continuation of work. Employees in the latter 
group felt hesitant and insecure and found it hard to judge whether absenteeism was justified. They decided 
either to “play it safe” and stay off work to prevent the complaints from worsening or to seek advice from medi-
cal professionals. Their advice did not include explicit instructions to stay at home, but were usually interpreted 
as such. Finally, women, but not men, were likely to call in sick if they felt that their home situation was being 
negatively affected by attempts to keep working while suffering physical complaints.
Conclusions   The decision to call in sick is not taken lightly. Employees with nonspecific disorders base their 
decision on several factors, including advice from medical professionals. A factor found only among women 
was work–home interference.
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The high prevalence of sick leave is generally recog-
nized as a major problem in modern society. However, 
different groups of employees may display distinct 
differences in the patterns of sick leave; for example, 
younger employees tend to be off sick more often than 
older employees, and women more often than men 
(1–3). However, results are not always consistent, and 
a higher degree of sickness absenteeism has also been 
found for men (4) and older workers (3). 

van den Bossche et al (5) showed that 56% of Dutch 
female employees and 49% of male employees had been 
on sick leave during the previous year. Women had been 
absent an average of 1.4 times and 8 days, while men 
had been absent an average of 1.1 times and 8.2 days. 
However, 8.1% of the women and 5.9% of the men had 

been absent for over 8 weeks. The higher frequency of 
absence for women, on the average (about) equal with 
respect to the duration of absenteeism for men and 
women but with more-frequent long absenteeism among 
women, corresponds with the results of earlier studies, 
both in the Netherlands (6) and in other countries (2, 7). 
However, data on gender differences in the average dura-
tion of absenteeism are ambiguous (2, 7). Recent Scandi-
navian studies have shown that the frequency of sickness 
“presenteeism” (ie, working when sick leave should be 
taken) was also greater among women (8, 9). This find-
ing suggests that the pattern of absenteeism (eg, frequent 
short-term leave versus infrequent long-term leave) differs 
between the genders. This phenomenon may be caused by 
differences in the reasons for calling in sick.
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The decision to call in sick is an action that is taken 
within a certain cultural and social framework. It is 
therefore important to have some insight into the pro-
cess of sicklisting within a country. In the Netherlands, 
during the first 2 years of absenteeism, employers are 
obliged to pay a sick worker at least 70% of their regular 
pay. However, in most collective labor agreements it 
has been agreed that during the first year of absentee-
ism the actual pay is 100%. Furthermore, in contrast to 
workers in many other countries, Dutch workers do not 
have to provide a sickness certificate to be able to call 
in sick for work. Therefore, calling in sick for work is 
predominantly their own decision. 

Although absenteeism is legally justified only when 
a person is unable to perform his or her usual tasks 
because of a health problem, such a situation might 
not always be the case. Previous research (10–14) has 
shown that factors that do not specifically have to do 
with task performance are also important. These fac-
tors range from practical issues, such as getting paid or 
finding a replacement, and work-related issues, such as 
job satisfaction, commitment, job security, job demands, 
decision latitude, workhours, and the like, up to the 
extent to which a person “wants” to be off work. For 
example, Donders et al (15) showed that, when work 
interferes with an employee’s personal life (work–family 

interference), the interference influenced the sick leave 
patterns of both men and women, but when personal life 
interfered with work (family–work interference), the in-
terference had no effect on sick leave. However, whereas 
women attach more importance to private circumstances 
(child care, domestic help) when taking sick leave, men 
pay more attention to work-related factors (taking work 
home, support from superiors). Although it is known 
that these factors influence the decision to call in sick, 
it is not clear how they operate. The aim of this study 
was therefore to explore how men and women with mus-
culoskeletal complaints decide to call in sick for work. 
By doing so, this study adds insight into the process of 
calling in sick and can provide some clues about how 
sickness absenteeism can be prevented.

Study population and methods

The participants were recruited through two branches 
of an occupational health service in the Netherlands. As 
a part of the standard procedure, all of the employees 
received a telephone call from the occupational health 
service to confirm their absenteeism 2 days after they 
called in sick. They were asked why they had called 
in sick and how long they expected to be absent from 
work. Those who said that they suffered from a mus-
culoskeletal complaint and that they would probably 
be absent for at least 2 weeks were asked to participate 
in the study. Altogether 49 agreed to have information 
about the aim and method of the study sent to their home 
address. The number who refused was not registered. 
However, according to the occupational health service, 
refusals were few. Two days after the information had 
been sent the workers were contacted by phone to en-
sure that they had read and understood the information, 
and they were then were asked whether they wanted 
to participate. Most of these 49 persons (16 men and 
14 women) agreed to be interviewed and completed the 
informed consent form. [See table 1 for data on the par-
ticipants.] The workers who did not agree to participate 
were either not interested in the study or could not be 
reached by telephone.

The participants were interviewed at their home, 
except for one, who, upon request, was interviewed in 
a workplace conference room. They were interviewed 
alone, except for three cases, when another person was 
present [spouse (N=1), young children (N=1), son, a 
translator (N=1)]. The interviews were open-ended 
and conducted with an interview guide. They lasted 
45–90 minutes and were geared to allow the participants 
to speak freely about their reasons for being off sick. 
Each interview opened with the question “Why did you 
call in sick for work?” Possible follow-up questions 
or prompts were “Were there additional factors that 

Table 1. General data on the participants.

Characteristic	 Men (N=16)	 Women (N=14)

		  N	 Mean	 Range	 N	 Mean	 Range

Age (years) 	 ·	 34.1	 22.4–50.8	 ·	 41.0	 21.0–52.9

Educational level

	 None or lower secondary	 6	 ·	 ·	 4	 ·	 ·
	 Intermediate secondary	 6	 ·	 ·	 8	 ·	 ·
	 Higher secondary or  
	 university	 3	 ·	 ·	 2	 ·	 ·
	 Unknown	 1	 ·	 ·	 0	 ·	 ·

Workhours per week	 ·	 42.1	 36–60	 ·	 25.6	 11–40

Years working with employer	 ·	 6.6	 1–23	 ·	 8.9	 0.8–21

Complaint region

	 Shoulder or neck 	 8	 ·	 ·	 3	 ·	 ·
	 Hand or arm	 1	 ·	 ·	 0	 ·	 ·
	 Back	 2	 ·	 ·	 10	 ·	 ·
	 Leg or foot	 4	 ·	 ·	 1	 ·	 ·
	 Several regions	 1	 ·	 ·	 –	 ·	 ·

Nature of complaint

	 Specific disorders	 7	 ·	 ·	 –	 ·	 ·
	 Nonspecific disorders	 9	 ·	 ·	 14	 ·	 ·

Duration of complaint prior to absenteeism

	 0 days	 5	 ·	 ·	 4	 ·	 ·
	 <1 week	 0	 ·	 ·	 1	 ·	 ·
	 1 week–6 months	 3	 ·	 ·	 6	 ·	 ·
	 6–12 months	 2	 ·	 ·	 2	 ·	 ·
	 >12 months	 6	 ·	 ·	 1	 ·	 ·

Previous absenteeism

	 Yes	 3	 ·	 ·	 3	 ·	 ·
	 No	 13	 ·	 ·	 11	 ·	 ·



	 Scand J Work Environ Health 2008, vol 34, no 2	 109

Hooftman et al 

caused you to call in sick?”, “Describe your work at the 
time you called in sick”, and “Describe your personal 
life at the time you called in sick.” After the interview, 
the participants completed a short questionnaire on 
sociodemographics. During the interviews, extensive 
research notes were taken, the interviews were recorded, 
and a verbatim transcript was made. Unfortunately, in 
two interviews, the quality of the tape was too poor for 
a transcript to be made. However, since research notes 
were taken and the same researcher both interviewed 
the participants and participated in the analyses, the data 
from these interviews were not completely lost. 

Unlike in quantitative research, in qualitative re-
search, data gathering and data analysis are not separate 
processes, and there is risk of influence by the research-
ers’ personal opinions. It is therefore highly important 
to analyze the data systematically, be aware of one’s 
preminitions, and constantly seek for both confirmatory 
and contradictory results (16). In this study, the analyses 
were conducted by the interviewer (WH) in close col-
laboration with a second researcher (MW), who was 
not directly involved in the interviewing and therefore 
was better able to pick up on personal opinions. For the 
analyses, the constant comparison method was used, 
in which each item was checked or compared with the 
rest of the data to establish analytical categories (17). In 
order to carry out this process, we divided the interviews 
into three subsets. First, according to our impressions, 
gained during the interviews, the 10 most informative in-
terviews were selected. The interviews were then open-
coded by the first author to identify relevant themes. The 
interviews were read and reread several times to ensure 
that all the themes were identified. Similar themes were 
grouped into categories, and preliminary conclusions 
were discussed with a second member of the research 
team (MW). The remaining interviews were divided 
into a second and third set. The second set of interviews 
was read, during which conscious efforts were made to 
detect further examples of the identified themes and, 
if applicable, to identify new themes. Special attention 
was paid to revealing any contradictions to the identified 
themes. After analyzing the second set of interviews, we 
updated the themes and conclusions and again discussed 
the results with the second team member. The third set 
of interviews was then used to either confirm or question 
the results. This final set of interviews also included the 
interviews for which it was impossible to make a verbatim 
description. Since this set provided no further insight, it 
was concluded that saturation had been reached.

Results

Two groups of employees emerged, each with a differ-
ent decision-making process, those who were off sick 

because of a diagnosed medical condition, such as a 
fracture (specific disorders), and those who were off 
sick because of an unidentifiable complaint (nonspecific 
disorders) (eg, low-back pain).

Specific disorders

For the participants with specific disorders, the deci-
sion to call in sick was easily made, and it was based 
on only a few factors. They were absent from work 
either because they were in the hospital or because they 
rated their disorder as too serious to continue work. 
The latter was sometimes influenced by advice from 
medical professionals or by previous experience with the 
consequences of surgery. [See example 1, which shows 
reasons for calling in sick with specific disorders.]

Nonspecific disorders

Insecurity. The employees with nonspecific disorders 
wrestled with the decision to call in sick. The fact that 
their complaints were often not visible to others and that 
no diagnosis had been given made them feel insecure. 
[See example 2, which shows the role of insecurity 
when workers call in sick with nonspecific disorders.] 
These participants indicated that the main reason for 
their absenteeism was the imbalance between (physical) 
work demands and reduced physical capacity. However, 
they found it difficult to judge their symptoms. Consid-
erations ranged from whether they were serious enough 
to call in sick, up to whether they might get worse if 
they continued to work. In addition, they were afraid 
that friends, family, and neighbors would see them as 

Example 1. Reasons for calling in sick 
with specific disorders.

Surgery
Man (32) has had knee complaints for a year, but has 
not been off sick until now. Reason for absenteeism: 
knee surgery.

I had an operation on the fourteenth. And well, I’ve 
had surgery before, and in my experience, when they 
start messing with your bones, you’re in a fair amount 
of pain for at least a couple of weeks. So, I thought, 
I’m just going to stay off work and give my leg some 
rest. I have to walk with crutches for 2 weeks anyhow, 
and crutches at work, that’s not much good. 

Complaint too serious
Man (40), off sick due to a ruptured Achilles tendon. 

I’ve been forbidden from putting any weight on my leg 
for the first 2 weeks. I’m walking with crutches, and I 
usually have to walk a lot at work, so that’s no use. 
I was emphatically told not to use my leg too much. 
And, if I walk with crutches, and I fall, the tendon will 
rupture again. So I just have to get some rest.
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“slackers” if they were off work but were still able to 
walk around without visible discomfort. The following 
two strategies for coping with insecurity emerged: (i) 
play it safe and (ii) seek advice. [See example 3, which 
shows strategies used when workers call in sick for non-
specific disorders.] The first strategy was usually chosen 
because there was no diagnosis or prognosis for the 
complaints; it was believed that staying off work would 
prevent the complaints from worsening. The reason for 
choosing this strategy was that the sufferer had worked 
with the same symptoms in the past, and the symptoms 
had not diminished.

Employees who adopted the second strategy be-
lieved that they did not have enough expertise to decide 
whether they needed to stay off work. They therefore 
(un)consciously sought advice from medical profession-
als such as their general practitioner or physiotherapist. 
The aim was twofold, to help them decide on the seri-
ousness of the complaint in relation to their work and to 
legitimize their absenteeism to their employer and their 
friends. According to the participants, medical profes-
sionals hardly ever instructed them explicitly to call in 
sick, but advised them to rest or to avoid overexerting 
their arm (or leg or back). Such advice was regarded as 
highly significant because it came from experts. The 
employees concluded that, in order to obey to these 
experts, they needed to call in sick. Advice from other 
sources, such as friends and family, was rarely sought. 

Spontaneous advice was appreciated because it showed 
general interest, but was not pursued. The rationale was 
that this advice was given by people who were incom-
petent and should therefore stay out of it. Advice from 
friends and family was therefore usually ignored, while 
advice from medical experts directly influenced and 
legitimized the absenteeism, even if it did not include 
explicit instructions to stay off work.

Private life. Private life was another issue that was 
important when the participants decided to call in sick 
for work. However, this finding was only true for the 
women. The women with small children reported that 
they were more likely to call in sick if the combination 
of work and symptoms was having a negative effect on 
their private life. [See example 4, which shows the role 
of private life when workers call in sick for nonpsecific 
disorders.] They did not mind working while suffering 
pain or discomfort, but, if it proved so draining that they 
had no energy left for their domestic tasks, they found 
it self-evident that they needed to change the situation. 
They felt that, at work, someone else could, and would, 
fill in for them, while at home they were ultimately 

Example 2. Role of insecurity in the reasons 
for calling in sick.

Judging complaints
Woman (49), complaints for 9 months. Has continued 
working until now. Considers herself incapable of 
judging whether she should call in sick. Feels this 
situation has aggravated her complaints.

When you have the flu, you stay at home. But symp-
toms that can’t be seen on the outside, that’s when I 
find it hard to take a decision. Maybe I should have 
acted sooner. I find it difficult, making that decision.

Views from others
Woman (41) has had back complaints for 9 months.

You don’t need to stay in bed all day, you have to 
keep moving. And then you run into someone from 
work, and you think, maybe they think “Well, she’s 
able to do that”. It’s just an idea you get, you know 
what I mean. After all, people talk.

Man (22) has had shoulder complaints for 6 months 
and has been off work with the same complaints 
before.

When I want to go out, I just go, but, well, then people 
say you can go to work as well. When I go out I wear 
a sling, purely to show the outside world: “He’s got 
something that is wrong with his shoulder, so watch 
out.”

Example 3. Strategies used by workers with 
nonspecific complaints.

Play it safe
Man (29) has had wrist complaints for 2 years. Hasn’t 
called in sick before.

I’m trying hard to fight it. It takes so much energy, I 
just can’t handle it anymore. The last time I thought 
“just keep going”, but this time, I felt I shouldn’t be do-
ing that anymore. This time, I first want to make sure 
it gets a bit better, and get some straight answers. I 
want to know what the problem is, if anything’s been 
damaged, if I can keep working like this. I first want to 
find out what it is and how serious it is.

Seeking advice
Woman (49), has had complaints for 9 months. Has 
continued working until now. Considers herself in-
capable of judging whether to call in sick. Feels this 
situation has aggravated her complaints

Six weeks ago my physiotherapist asked how are 
things at work? I told him not good. Well, he said, 
then you’ll have to stay home for a while and see 
whether it gets a bit better instead of worse. And 
that’s what I told them at work. At least I could then 
tell my boss that my physiotherapist doesn’t under-
stand why I’m still working.

Man (44) has had neck complaints for 10 months. 
Has always continued working.

I’ve called in sick now because my physiotherapist 
gave me an ear-bashing. Are you still working? No-
body told me to call in sick. They just told me not to 
use my arm too much. Well, I reckon that, if I can’t 
use my arm, I have to stay at home.
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responsible and could not be missed. Consequently, 
these women decided to call in sick for work.

Discussion

The aim of our study was to qualitatively explore how 
men and women decide to call in sick for work. The 
results indicate that the decision to call in sick for work 
is not taken lightly by either men or women and that 
employees with nonspecific disorders base their decision 
on several factors. Work–home interference was found to 
be an issue for the women, but not for the men.

Before we go deeper into these results, the strengths 
and limitations of the study should be discussed. The 
strength of the study was its explorative, qualitative de-
sign, which can provide deeper insight into the process 
of calling in sick than a quantitative study can do. A limi-
tation of the study was that, due to the qualitative design, 
a limited number of interviews was performed, which 
limits the external validity of the results. However, un-
like quantitative research, the aim of qualitative research 
is not to find results that are widely applicable, but to go 
in-depth and to show underlying mechanisms. 

Another limitation of our study was that the men 
and women interviewed were absent due to different 
conditions. The men were more often absent due to neck 
or shoulder complaints, while the women were often 
absent due to back problems. Furthermore, almost half 
of the men were absent due to specific complaints, but 
none of the women complied with this criterion. We 
did not find a difference in the decision-making process 
between complaint regions, but we did find a difference 
between specific and nonspecific disorders. Since this 
difference also implies a male–female division, the 
result that workers with specific symptoms easily make 
the decision to be absent from work may also indicate 
that men more easily make the decision to be absent 
from work. Additional research is needed to determine 
whether this in fact may be a gender difference. Finally, 
the extent to which the results of our study can be gen-
eralized remains unknown, since the Netherlands has an 
exceptional social security system when compared with 
the systems of most other countries.

The one factor that, in our study, was found for the 
women alone was work–home interference. Having a 
double workload is usually mentioned in association 
with a higher prevalence of complaints among the 
women (18–22). Work–family interference has also been 
shown to affect sick leave (through perceived health) 
(15). Our results indicate that work–home interference is 
indeed a factor in absenteeism, but only for women, and 
that this association is influenced by the responsibility 
women feel towards their homes.

Earlier studies (10–14) have shown many factors 
that influence absenteeism, such as payment, replace-
ment, and motivational issues. In our study, none of 
these issues seemed to be important when a participant 
decided to call in sick for work. However, our results do 
corroborate those of Hansson et al (23), who found that, 
for persons with new (diagnosed) spinal-related pain, 
all that mattered when they decided to call in sick for 
work was the disorder. The people with long-term (un-
diagnosed) spinal-related pain tried to strike a balance 
between the factors that prompted them to keep work-
ing and those that prompted them to call in sick. Their 
strategy was to call in sick in order to get a diagnosis, re-
adjust the work arrangements, and to recover from their 
complaints. This approach closely resembles our “play 
it safe” strategy. Our “advice-seeking” strategy was not 
found by Hansson et al (23); this lack of agreement 
may be due to differences in the social security systems, 
since, in Sweden, a sick leave of 2 weeks needs to be 
decided by a physician, not the employee. Insecurity 
about whether absenteeism was justified made workers 
with nonspecific disorders seek advice from medical 
professionals. This advice seldom answered the dilemma 
of whether or not to call in sick. However, the general 
advice to rest was interpreted as instructions to stay at 
home. Hussey et al (24) found that general practitioners 
experience a similar quandary when deciding whether 
to issue a physician’s certificate if the patient has no ob-
jective clinical diagnosis. In the Netherlands employees 
do not need a physician’s certificate to stay off work; 
therefore, general practitioners are not forced to make 
a decision on the matter. This situation may allow them 
to evade the issue altogether and to offer nonspecific ad-
vice. The incidence of potentially work-related ailments 
is, however, high, and musculoskeletal complaints are 
the primary reason for work-related visits to a general 
practitioner (25). Hence the influence of the general 
practitioner on absenteeism may be fairly high. This 
situation suggests that general practitioners may need 

Example 4. Role of private life in the reasons 
for calling in sick.

Woman (41) has had back complaints for 9 months. 
Feels that working with back complaints is causing 
so many problems that it is hard to do anything at 
home.

Calling in sick is difficult enough. Will I or won’t I? I 
always just kept going until the work caused so much 
discomfort that I had no energy left when I came 
home. That’s when you start thinking “What am I 
doing?” I have a family at home that needs taking 
care of, and I feel it’s important to be there for them. I 
don’t want to be incapable of doing anything at home 
just because I want to keep working. That’s not what 
it’s about.
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more training on work-related matters in order to be able 
to give appropriate advice. At the same time, however, 
general practitioners should be aware that nonspecific 
advice is not interpreted as such and that they do directly 
influence sick leave. Their advice should, therefore, be 
more explicit. When a general practitioner means, “rest, 
but keep working” he should say so.

In conclusion, the decision to call in sick is not 
taken lightly. Employees with nonspecific disorders 
base their decision on several factors, including advice 
from medical professionals. To prevent unnecessary sick 
leave, general practitioners and physiotherapists should 
explicitly give advice on whether or not to call in sick. 
Women are more likely to call in sick if they feel that 
working with complaints has too many consequences 
for their home situation. Some of this sick leave might 
be prevented by giving women better options to improve 
their perceived work–home balance.
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