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Abstract

Background General practitioners (GPs) have an important gatekeeping role in the Norwegian sickness insurance
system. This role includes limiting access to paid sick leave when this is not justified according to sick leave criteria.
85% of GPs in Norway operate within a fee-for-service system that incentivises short consultations and high service
provision. In this qualitative study, we explore how GPs practise the gatekeeping role in sickness absence certification.

Methods Qualitative data was collected through six focus group interviews with 33 GPs, working in practices with
a minimum of four practising GPs, in different geographical regions across Norway, including both urban and rural
areas. Data was analysed using Braune and Clarke's thematic analysis approach.

Results Our results indicate that GPs'sick-listing decisions are largely driven by patient demand and preferences for
sick leave. GPs reported that they rarely overrule patient requests for sickness absence, including in cases where such
requests conflict with the GPs'opinion of whether sick leave is justified or benefits the patient. The degree of effort
made to limit unjustified or non-beneficial sick leave seems to depend on the GPs'available time and perceived risk of
conflict with the patient. GPs generally expressed dissatisfaction with their role as certifiers of sickness absence.

Conclusion Our study suggests that GPs'decisions about sickness certification is largely driven by patient
preferences. The GPs' gatekeeping function is limited to negotiations about grade and duration of absence spells.
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have raised important policy concerns in many OECD
countries [1]. High levels of long-term sickness absence
and increasing numbers of disability benefit recipients
not only entail significant public expenditure but also
carry implications for individuals’ health and socioeco-
nomic well-being. Long-term sickness absence is asso-
ciated with a high risk of never returning to work [3]
and reduces individuals’ future earnings and employ-
ment prospects [4]. In recent years, increased attention
has also been put towards the potential negative conse-
quences inactivity (full-term absence) can have on indi-
viduals’ healing, especially for individuals dealing with
mental health issues [5].

In the OECD, Norway has the highest relative number
of sickness absence days and disability recipients [6]. On
any given day, around 7% of the workforce is absent from
work, compared to the OECD average of 3%. Public and
mandatory private spending on disability and sickness
benefits constitutes around 5% of GDP in Norway, com-
pared to the 2% OECD average [6]. The majority of long-
term absence spells are due to musculoskeletal diseases
and mental illness, disorders that also account for the
majority of disability benefit awards [7]. Despite policy
reforms introduced in 2004 and 2010 aimed at reducing
sickness absence levels through different activity require-
ments [8], sickness absence and disability insurance rates
remain high [9, 10]. A recent study concludes that Nor-
way has been unsuccessful in curbing sickness absence
levels, compared to developments in Sweden and the
Netherlands [10].

The OECD has pointed to the Norwegian sickness
insurance scheme’s lack of financial incentives for both
employees and employers [6]. Norwegian employees
are entitled to full wage compensation during sickness
absence for up to 12 months. Combined with strong pro-
tection against dismissal due to sickness within the first
year, might incentivise employees to be absent longer
than necessary [11]. Employers cover the first 16 days of
absence, giving employers a financial incentive to reduce
short-term spells. Despite certain activity requirements,
employers however lack (financial) incentives to curtail
longer absence spells [6], and might even have a disincen-
tive to reintegrate long-term absent employees [12].

The curbing of unwarranted or non-beneficial sick-
ness absence in Norway is thus highly reliant on GPs’
gatekeeping practices. GPs certify most absence spells
exceeding the self-certification period (3-16 days,
depending on workplace agreements) [13], and certify
disability insurance applications. Sickness absence cer-
tificates are granted based on assessments of the medical
grounds for a lack of or reduced ability to work. Based
on the notion that inactivity (full-term absence) is not
considered beneficial for many patients, graded (partial)
sickness absence is recommended as the default choice in
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any case possible [14]. Employees are generally not enti-
tled to sick pay due to normal responses to adverse life
events (illness, death of others, funeral, workplace con-
flicts). Nonetheless, such events can potentially lead to
symptoms or perhaps even illness, either acutely or over
an extended period.

One rationale behind gatekeeping is that GPs, with
their medical expertise, are considered better informed
than patients as regards necessity of treatment, taking
into account both the patient’s and society’s interests [15,
16]. As certifiers of sickness absence, GPs are protectors
of the public purse from unjustified use of welfare ben-
efits. In sickness certification tasks, gatekeeping comes
into play when a patient’s preference for sick leave con-
flicts with either the rule-based justification for a sickness
certificate or the GP’s assessment of the patient’s best
interest in terms of treatment and healing.

Reibling & Wendt (2012) have pointed out that effective
gatekeeping relies on the existence of incentives for gate-
keepers to restrict access to services in necessary cases
[17]. 85% of Norwegian GPs earn their salary through
public reimbursement from fee-for-service (activity, 70%)
and capitation (patient list size, 30%). Fee-for-service
models have been shown to incentivise high service pro-
vision, for example by reducing consultation lengths and
increase the number of visits [18-20], while capitation
incentivises keeping current patients on the list.

Studies show substantial variation in GPs’ gatekeeping
strictness, affecting both sickness absence incidence and
duration [11, 21-24]. Qualitative studies have shown that
decisions about sickness certifications are particularly
challenged when patients have subjective (unobservable)
symptoms [25-29]. Studies also point to fear of conflict
and damage to the doctor-patient relationship [27, 30,
31], patient’s ability to evoke empathy [30], physicians’
communication skills [32], and competition for patients
[33] as factors contributing to GPs’ decision-making.

In this paper, we explore how general practitio-
ners practise the gatekeeping role in sickness absence
certification.

Methods

Recruitment of GPs was done by contacting 50 medical
practices with a minimum of four physicians via phone
and email. The threshold of at least four GPs was set to
ensure enough participants for the focus group inter-
views. To try and achieve a diverse representation of
participants, the chosen practices spanned different geo-
graphical locations across the country, including both
urban and rural areas. Most practices did not respond
to our invitation, but we managed to arrange inter-
views with six medical practices, with a total of 33 GPs.
The median age of participants was 42, 20 participants
were female (61%) and 25 were specialists (76%). In four
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medical practices, all GPs were self-employed, remuner-
ated via fee-for-service and capitation. In one practice, all
but one participant followed this model. In the final prac-
tice, all participants were employed by the municipal-
ity with fixed salaries. Since interviews were conducted
during work hours, GPs were compensated NOK 2000
for participation. Data was collected from September to
December in the year 2022.

Interviews were conducted using a semi-structured
interview guide. The interview guide was developed
based on previous research’s findings and our knowledge
about the field. After the first interview, the interview
guide underwent a minor revision. During data collec-
tion, the prioritising of some questions was changed
upon saturation of certain topics. The topics discussed
included (i) when and by whom sickness certification
is suggested, (ii) information needed to assess whether
the conditions for sickness certification are met, (iii)
rejection of sickness certification requests, (iv) sickness
absence certification in cases where the patient has unob-
servable symptoms (in particular anxiety, depression,
fatigue, pain), and (v) time spent on sickness certification
tasks (see supplementary file 1). Data collection for this
study was conducted concurrently with another study on
GPs’ reflections on the fee-for-service system, allowing
for efficient gathering of data for both studies.

Both the first and second author participated in the
data collection and alternated having the role of mod-
erator, except for one interview where the first author
conducted it alone. All interviews were recorded using
an audio recording device. Recordings were transcribed
verbatim, and coding of the material was done in N'Vivo.

Transcripts were analysed using the thematic analysis
approach, following Braun and Clarke [34]. The coding of
the data material was done using an inductive approach,
allowing for the identification of themes and patterns
directly from the material. Themes were developed and
refined through a recursive process, which involved a
continuous revision of the data material against codes
and themes. When defining themes, weight has been
given to the prevalence of views and statements across
participants and groups, as well as statements describing
phenomena central to the research question. Contrast-
ing opinions and views are presented when participants’
responses varied notably.

Results

“We all know what is the optimal way to do it, who
shouldn’t get a sick note and how close the follow-up
should be, but why don’t we do it? You mention time
pressure, so I think sometimes with sick notes, in the
short term, it solves a problem there and then, and
the patient is satisfied. Conflict, it drains so much
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energy, it affects the relationship and the trust, so
sometimes I think... I think the times I have done
something on a poor basis, it has been to preserve
the patient’s trust, or because it was an easy solu-
tion. Sometimes because I didn’t know better maybe”
- Male GP (#28).

Through the analysis we identified four major themes in
the discussions about sickness certifications: (i) patient
demand and preference for sick leave, (ii) gatekeeping
practices in sickness certification tasks, (iii) conditions
limiting gatekeeping, and (iv) perspectives on the gate-
keeping role and sickness insurance system.

Patient demand and preference for sick leave

Participants stated that sickness certification is more
often requested by patients rather than suggested by
the GP. Participants described suggesting sick leave as
a treatment for patients’ symptoms as an exception to
the rule of patients directly or indirectly asking for such
leave.

“It’s very rare that we are the ones suggesting, like,
now I think you should be issued a sick note. It’s very
rare, so that one can remember those times, I think”
- Female GB, specialist (#24,).

Exceptions included patient cases where the GP assessed
the patient to be in need of taking a break, to prevent
exhaustion or burn-out. In these cases, the patients might
have a strong preference against being issued a sick note,
in which case GP would convince the patient to accept to
be sick-listed.

“I have also become more focused on limiting
patients often, especially if it is a burnout issue. They
often think they will be back again after two weeks,
then I say that no, I don’t think that happens, and
just be completely honest about it quite early, that
no, you have a long, you actually have a long way to
go.” - Male GB specialist (#17).

Throughout the discussions, participants also described
how they felt that some patients would expect being
issued a sick note, regardless of the GP’s assessment of
the justification or benefit of sick leave. Examples given
included encounters with patients expressing “having
the right” to a sick note, having “certified themselves” or
arrived with “service orders” for certified absence, irre-
spective of their health condition or work capacity.

“It happens quite often that the patient doesn’t sug-
gest anything at all, but they say theyve already
signed themselves off sick. That it’s already done,
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they’ve managed it all by themselves. They just need
a paper confirming it” - Male GB, specialist (#12).

Participants frequently referenced the language com-
monly used in society about certified sickness absence,
such as “I have to sick-list myself” Participants expressed
being at the receiving end of a “sickness certification cul-
ture” where a “low threshold” for requesting sick leave
exists. Many referred to cases from the news where poli-
ticians had “taken sick leave” due to causes that appeared
to not be health related, and thought that this influenced
this culture.

“If you read the newspapers and listen to politi-
cians and so on, there’s that statement, 1 had to sign
myself off sick; as if one does it by oneself as if it’s not
a [medical] assessment.” - Female GP (#20).

Gatekeeping practices in sickness certification

Participants consistently distinguished between patient
cases with objective medical symptoms, such as respira-
tory diseases or a broken leg, versus those with subjec-
tive symptoms like anxiety, depression, fatigue, pain and
nausea. When the patient had clear medical symptoms,
decisions were deemed straightforward, allowing the GPs
to rely on their medical expertise to determine the neces-
sity and duration of absence. In contrast, cases reliant on
patients’ self-reported symptoms posed challenges and
represented the majority of sick leave requests. When
discussing sickness certification tasks and challenges,
participants most often referred to the latter cases.

Rejection of sick leave requests

When asked about whether and when rejection of patient
requests for sick leave happens, participants consistently
reported that they rarely reject such requests.

“Rarely. It is rare. One does try to, can have a discus-
sion about it of course, but if there are any patients
who are absolutely, completely clear that they are
not going to be able to go to work because it is so dif-
ficult, then it doesn’t happen so often in my office at
least, that I refuse” - Female GB, specialist (#7).

Many participants expressed a general reluctance
towards declining patients’ requests for sick leave. Par-
ticipants held the view that overruling requests would
either not be accepted by the patient, not benefit the
patient in terms of their well-being, or not alter the final
outcome (sickness absence).

“.. there are some [patients] where it is difficult to
understand why they are unable to work with minor
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problems. My experience with trying to pressure
them to work anyway is relatively poor. Because they
can’t do it, and it ruins the relationship with the
patient, and they end up being signed off sick even-
tually anyway, just with something else” - Male GD,
specialist (#19).

Examples of rejected requests were few, limited to cases
the participants deemed non-judicious, i.e. clearly out-
side the eligibility criteria for sick pay. This could be when
the reason for the request was other people’s illness,
lack of prioritisation of personal tasks, or work conflicts.
Nonetheless, responses to these types of requests still
seemed to vary among participants. The quotes below
illustrate different responses to patients requesting sick
leave due to work conflict.

“If there’s a conflict at the workplace, sometimes
it might be appropriate to say that no, this isn'’t...
there needs to be a dialogue between you and your
employer, and it’s not something to be signed off sick
for just because you can’t go to work due to disagree-
ments.” - Female GB, specialist (#7).

“Yes, often [work] conflicts. In such cases, it’s a bit
more challenging to achieve that agreement. It’s usu-
ally wise to initiate sick leave while simultaneously
starting the dialogue with occupational health ser-
vices, the manager, and arranging a dialogue meet-
ing and all that. Occasionally, things resolve them-
selves, and many times, in my experience, the best
solution for the patient is to just find another job
and move on from the current one” - Male GB, spe-
cialist (#16).

In the case of other people’s illness or adverse life events,
participants expressed more difficulties in rejecting or
contesting requests, often due to the patient’s situation
evoking empathy from the GP. In these cases, some par-
ticipants were more adamant to refuse the request, while
others scrutinised further for symptoms that could war-
rant a certified absence.

“If there’s a violation of the rules, so to speak, if
someone wants a sick note due to reasons other than
their own illness, I have to explain that it’s not pos-
sible. But sometimes there’s an accumulation of
various unfortunate events which result in patients
genuinely... call it a psychological reaction, a stress
reaction [that causes them to] not be able to work.
But if it's clearly not because of their own illness,
then we have to say no.” - Male GB specialist (#4).

“In these types of situations [death in the family], I
feel like I almost have to put words in their mouth...
They do have a lot of symptoms, but you kind of
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feel like you have to search a bit, ok, do I have any
symptoms here, signs of their own illness, then it can
be noted as whatever it is, psychological reaction,
stress-induced.” - Male GP (#28).

Negotiate grade and duration of sick leave

A common approach when responding to patient
requests for sick leave was to engage in “negotiations”
with the patient about the grade or duration of the
absence spell, to reach a solution that both parties could
accept.

“Often, I try to negotiate a graded one, rather short
days. They come in expecting two weeks, so I try like,
‘three days?: If they want a week at 100%, I say 50%
to try and negotiate.” - Female GP (#2).

“Often, its a bit like you have to ‘roll with the
punches; so to speak, that you have to try to make
a suggestion and then, no, that doesn’t work, no, ok,
but maybe we can try something else, and give and
take a bit then. Sometimes you have to certify full-
term for a period, and then see, ok, but we can cer-
tify full-term for two weeks and then come back and
look at the plan, that you should prepare yourself a
bit to maybe start working a bit” - Female GB, spe-
cialist (#33).

Participants differed in their views on the benefits of
graded sick leave. Some actively negotiated a graded sick
leave as opposed to full-term leave in almost all cases.
Others believed that graded sick leave could result in an
unnecessary long-term absence, referring to experiences
with absence spells being “dragged out”

“Where I see we have a significant role is [...] engag-
ing in a dialogue with patients about the degree of
sick leave. Most patients often come with the impres-
sion that they can either work or they can’t, and
this applies both when they start the sick leave and
also when they are ending it. And the only thing we
know that limits sickness absence levels in Norway is
graded sick leave; it’s the only thing that science has
proven to reduce sickness absence levels” - Male GB,
specialist (#21).

“I increasingly feel that [the gradual return process]
often contributes to prolonging the situation. If I
think that in this case it’s better to reach the finish
line instead of jumping in too early, only to end up
having to start over, then I think, yea, that’s what I
believe” - Male GB specialist (#14).

During negotiations with the patient, participants
reported to also try and educate the patient about the
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social and health related benefits of maintaining their
routine and being present at work, regardless of the
grade or duration of the sick leave. This included rec-
ommending different types of physical or social activi-
ties, including maintaining contact with their employer
and colleagues. Others reported using language such as
“timeout” to signify the expected duration of the absence
spell or inform the patient that “at the end of this absence
spell, you will not be ill anymore”

Limiting unnecessary long-term or non-beneficial absence
spells

Participants shared the view that full-term absence from
work over longer periods might be harmful, in particu-
lar to patients with mild mental health problems, medi-
cally unexplained physical symptoms, or drug addictions.
Participants described how patients in these cases might
experience either no improvement or worsened symp-
toms from being on sick leave.

“Yes, I sometimes think some get worse from being on
sick leave” - Female GB specialist (#7).

“If they don’t come back, the longer time it takes
and..” - Male GB, specialist (#6).

“Yes, it can be harmful. [...] With mild mental
health issues, I often think that they don’t get better
from being on sick leave. But they have to be on sick
leave because they can’t handle the job [...] so they
need the sick note anyway, even if both me and per-
haps the patient know that it’s not the best.” - Female
GB specialist (#7).

When discussing the use of sick leave to treat patients
with symptoms like anxiety, depression, fatigue, and pain,
many participants stressed that the effectiveness of sick
leave varies significantly based on individual cases. They
highlighted the difference between acute stress or burn-
out, long-term fatigue or depression, and anxiety prob-
lems. In acute cases, many agreed that full, short-term
sick leave could be effective in aiding patients to better
manage their lives. In the other cases, several partici-
pants advocated the use of partial rather than full-term
leave and emphasised being aware of the risks of aggra-
vated symptoms and/or not returning to work.

“If someone has stretched the limit too far and would
benefit greatly from two weeks, then thats com-
pletely unproblematic, giving them a little restart.
But yes, if there is clear depression, I mean, you feel
it and you know that there have been several sick
leaves already, then that is different than if it is a
kind of one-time occurrence.” - Female GP (#22).

A large group we often have on follow-up, [are]
those with medically unexplained symptoms. And
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there I think, initially, they are poor candidates for
full sick leave, there can be a lot of aggravation [of
symptoms] there. I believe making them more pas-
sive, thats not good for them. In those situations
where it sometimes, if it results in [sick leave], I try to
make it as short as possible” - Male GP (#28).

Some participants pointed out that determining the
underlying health issue and assessing the potential ben-
efits of sick leave, is not always straightforward in these
cases.

“I don’t think there’s a clear divide. There are some
where it’s depression, and then there are some where
it's overload and tiredness. And then there’s this
divide in between where it can flow from one state to
the other, and that divide can be difficult when eval-
uating sick leave. Where I have used the most effort
is when I conflict with myself, when I become unsure
if my assessments are correct. When I think the
patient should not be on sick leave or should not be
sick to that degree, but the patient insists that they
should, that they need it. When I either say no and
get an angry patient, or say yes and go home feeling I
have compromised my professionalism’ - Female GB,
specialist (#18).

As a strategy to ensure that patients return to work, many
participants advocated making a plan for the duration of
the absence spell and/or agreeing on a gradual reduction
of absence percentages over time. Participants seemed
to have somewhat different strategies when it came to
the concreteness of the plan and how they arranged the
patient follow-up. The quotes below illustrate a defined
plan from start to finish, whilst the other a more wait-
and-see approach.

“l usually say that there are many numbers between
zero and a hundred, [...] and then I listen a bit to
what they think, and then we find some number that
fits, and then I also write a follow-up at some point,
hear how it goes and...” - Female GDB, specialist (#27).
“It’s essential to provide clear guidance during
patient follow-ups. [...] By laying out expectations,
patients have a clearer understanding of what lies
ahead. You can even pre-arrange the sick leave,
setting two weeks at 50%, followed by two weeks at
40%, and then another two weeks at 30%. I find this
approach works very well; it unfolds seamlessly” -
Female GP (#20).

Several participants shared experiences with patients
ending up in long-term absence spells, observing how the
threshold of returning to work would increase the longer
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the duration of the absence. The dialogue below describes
how initial short-term leave could lead to longer absences
and an increasing reluctance or inability of patients to
return to their regular routines or work.

“We don’t get them back” (#14).

“Yes... Well, you're right about that. It usually starts
with a two-week sick note. Then they come back,
things haven’t changed, they don’t feel any better,
and after a dialogue, it usually extends to a lon-
ger sick note. I'm not sure if it becomes a crutch for
the patient or what happens, but something does..”
(#16).

“Yes, and then there tends to be some sort of aversion
that develops. If you've been away for a while, the
threshold to return keeps rising. [...] I can’t predict
when it's going to happen. But I've experienced it a
few times where I think, yeah, that wasn’t so smart”
(#14).

Dialogue between participant #14 (Male GB spe-
cialist) and participant #16 (Male GB, specialist).

A few participants described how they, based on similar
experiences as those mentioned above, had changed their
strategy for patient follow-up after observing patients not
feeling better after being on sick leave.

“There are certain strategies and adjustments I've
adopted over time to potentially reduce the dura-
tion of absence spells. Previously, I would schedule
a follow-up appointment right before the end of a
patient’s sick leave to ensure they were fit to return
to work. However, this often resulted in an exten-
sion of the sick leave, as patients felt they weren’t
ready. Now, I've shifted to outlining a comprehensive
sick leave plan during the initial meeting [...], and
schedule a follow-up a few weeks after the sick leave
has concluded. This gives the responsibility to the
patient to reach out if things aren’t going as planned.
I've observed that this approach tends to decrease
the duration. Excessive monitoring can sometimes
inadvertently lead to prolonged sick leaves. [...] The
barrier to proactively extending sick leave becomes
much higher than simply attending a pre-arranged
appointment and getting an extension.” - Male GD,
specialist (#21).

Regarding patients that were enrolled in work allow-
ance assessments, post 12 months of sickness absence,
some participants described how the contact with these
patients diminished.
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“You can often see it with patients who have been
sick for a year and then transition to work assess-
ment allowance (AAP).” (#8).

“How rarely they come in?“(#12).

“Yes, then you don’t see them for half a year” (#8).
“No, haha... And you wonder where in the world
they went” (#12).

Dialogue between #8 (Male GP, specialist) and #12 (Male
GD, specialist).

Two participants provided examples where they suc-
cessfully had prevented patients from becoming depen-
dent on disability benefits.

“She was on the verge of transitioning to disability,
and felt it was unfair as she saw many others were
on sick leave with fewer complaints than hers, while
I was pressing her to return to work. She felt some-
what invalidated and not fully cared for. Eventu-
ally, she did return to work and has been working
full-time since. Reflecting on her case, had she con-
tinued on to disability benefits, her life trajectory
might have been very different. Prolonged sick leave
can impact individuals’ perceptions of their health,
functional capacity, and ability to work if they aren’t
given appropriate guidance on managing their sick
leave decisions.” - Female GB, specialist (#18).

“These are some of those few uplifting stories that we
live for when we take those fights with the patients.
Then, for every success story, there are maybe 10 or
15 or more that don’t amount to anything” - Male
GB specialist (#21).

Conditions limiting gatekeeping

Information asymmetry

Participants consistently described how, in many cases
where sick leave is requested, the patient has symptoms
that are not readily observable by the GP beyond the
patient’s self-report. Participants expressed not being
able to contest the patient’s symptom descriptions and
feelings of being ill or not able to work.

“It’s not easy to say... how sick the individual is. So
if they absolutely do not feel able to work, I find it
difficult to argue... Then it's a bit like ‘yes, but I am
sick; ‘no, you are not sick! How am I supposed to say
no on any level?” - Male GB, specialist (#6).

This information asymmetry was also evident when dis-
cussing assessments of the patients’ work ability. Partici-
pants stated that they found it difficult to challenge the
patient’s description of not being able to work, espe-
cially when they lacked sufficient information about the
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patient’s employment situation and the patient was per-
sistent about their employer’s lack of ability to facilitate.

“So, we are a bit at the mercy of the answers we get
then, we can’t call every employer and ask if it’s true
that they can’t accommodate, for example. It’s not
so rare that people say no” - Female GB specialist
(#24).

“There are quite a few who say that its either
100% sick leave, or 100% work. That they can’t do
any other tasks, and that the employer can’'t make
accommodations, period” - Female GB specialist
(#25).

“So, you become a bit of a hostage.” - Female GB, spe-
cialist (#24).

Risk of conflict with patient and damage to the doctor-
patient relationship

Drawing from experience, participants described how
contesting patient requests could result in uncomfortable
confrontations or conflict. Such conflicts or disagree-
ments led to both the GP and patient being dissatisfied,
and several participants admitted that “sometimes it's
easier to write a short sick note than to kind of [...] argue’.
Some participants also described how the workday
would end up feeling unbearable if conflicts with patients
occurred regularly.

“I sort of want my everyday life to be pleasant. I'm
always trying, like, to meet, if there’s a basis for it,
I’ll accommodate the sick note, but sometimes I get
so tired if I'm supposed to start arguing with the
patient all the time. If you have 2-3 of those in a
day, you end up pretty worn out by the end of the
day.... I go along with it because I can’t bear it; I get
mentally exhausted if I have to fight with the patient
every time.” - Female GP (#2).

Participants emphasised how conflict ultimately could
damage the doctor-patient relationship, since many
patients would end up feeling mistrusted or not taken
care of by the GP.

“So you might break the good relationship that has
been built up over many years when there’s trust
in the doctor and a good collaboration with the
patients, then the sick note gets in the way.” - Female
GB specialist (#32).
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Time constraints

“Well, often the easiest thing for us is to write a
100% sick leave for four weeks, see ya. There’s no
doubt about that” - Male GP (#31).

“That’s what gives us the least amount of work. But,
we don’t do that very often” - Female GB specialist
(#33).

“No, of course not” - Male GP (#31).

“We understand that it's not wise, so we spend time
on it, time we don’t really have” - Female GD, spe-
cialist (#33).

When discussing time constraints and use of time on sick
leave consultations, participants described how under-
standing the patient’s underlying problem, discussing the
benefits of sick leave, contesting patients’ preferences,
and follow-up of patients as the most time-consuming
tasks.

“You have 20 minutes, right. The patient has to
come into the office, you have to be presented with
the issues, you might have to examine, make a plan,
document, write a sick note, all in 20 minutes, right.
And this probably leads to [more] sick notes and
longer spells [than it should be], because you simply
need time to do all that. Take dizziness. There are
lots of things you need to get done and examined,
and then it also depends on getting all the informa-
tion [from the patient], and that'’s difficult in maybe
10 minutes of effective conversation, it takes a bit of
time for that to come out. And then maybe there has
been an assault that is the cause of everything, right”
- Male GP (#31).

Contesting patient claims or discussing the benefits of
sickness absence were described as the most time-con-
suming. Some expressed a certain resignation as regards
their ability to convince patients that sickness absence
was not warranted or beneficial.

“I used to reject sick notes much more in the past.
I questioned them much more when patients came
and asked for a sick note. I realised that I'm not
getting anywhere; 1 spend five times as long on that
consultation, without gaining much, most of the
time. There might be a few instances where we come
to a mutual agreement. But when I experience that
immense pressure in daily life, I feel that’s a battle I
just don’t have the energy to fight” - Female GB, spe-
cialist (#10).

Some participants acknowledged that time constraints
could lead to insufficient monitoring of patients on sick
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leave, potentially resulting in extended absences that are
not beneficial in the long term.

“I also think that much of the blame can lie in both
that we are pressed for time, so I don’t have time to
follow them up the way I perhaps would have done
to quickly reverse a difficult trend. And then there
are long waiting lists. If there are mild to moderate
issues, right, you think maybe they could get quickly
back to work if they had a therapeutic conversa-
tion alternative that addressed that interest, but
they don’t. In these cases I think sick leave becomes
harmful because they are kind of in a waiting zone,
where they are too sick to be in a 100% job and they
actually feel they get worse because they are more
isolated and they have fewer of these other safety
measures, and I unfortunately am a bit too busy at
work to be able to take them in and adequately fol-
low them up?” - Female GB, specialist (#9).

Perspectives on the gatekeeping role and sickness
insurance system

Several participants conveyed mixed feelings or dissatis-
faction with their role as certifiers of sick leave. The dis-
satisfaction seemed to be primarily related to the GPs’
lack of knowledge about workplace facilitation options,
combined with potential conflict risks associated with
contesting requests for sickness absence.

“I really think that the sick leave system has become
a bit of a pain to manage, because, as one says, no
matter how you twist and turn it, I can describe
function from here to kingdom come and hell, but it
doesn’t change the fact that the patient goes to work
and then the manager says, ‘1 don’t want you here
because you're not 100%, you're not functioning as
you should, and then the patient is left standing
there. And then there’s a conflict between the two of
us that really doesn’t need to be there” - Female GD,
specialist (#9).

Many participants held the view that sickness absence is
primarily a case between employers and employees.

“I kind of think that sick leave is more, I'm not say-
ing that we shouldn’t issue sick notes, but I believe
that sick leave is primarily a matter between the
employee and employer. Then I've been set to be,
say, the scapegoat. If I were to have it my way, 1
would want the sick leave to be a matter between
the employer and the worker, and that I was more
of a consultant who could have an opinion about the
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burden of symptoms for the patient” - Female GB,
specialist (#27).

In many sessions, the participants pointed to the employ-
ers’ role and responsibilities in facilitation and reintegrat-
ing employees on sick leave.

“I think that the employer could have been more
involved many times. I believe that much of the
problem is the reintegration and discussion of func-
tion, the possibility for work adjustments” - Male
GB specialist (#16).

“Adjustments, yes.” - Female GD, specialist (#15).
“That much more should happen there than in my
doctor’s office, I must say. A lot can happen without
us doctors being present.” - Male GB specialist (#16).

When asked about whether it was the GP or the patient
that had the decisive power regarding whether to cer-
tify sick leave, participants differed in their views. Some
held the view that they were “at the end of the day” the
ones with the decisive power, others that the decision
was a compromise between patient and doctor, and oth-
ers again described that in practice is the patient who
decides whether or not to be sick-listed.

“I believe if you asked the patients, theyd say it’s the
doctor’s decision. They probably prefer someone else
determining their sick leave status. But they come
in with an opinion on needing sick leave, so, often,
we just follow their lead. We don’t really have the
means to thoroughly investigate and challenge their
claims” - Female GB, specialist (#33).

The conversation below illustrates the varying percep-
tions of control and responsibility doctors feel regarding
their decisive role in sick-listing decisions, highlighting
the tension between perceived authority, collaborative
patient care, and professional integrity.

At the end of the day, we are the ones deciding” -
Female GB, specialist (#7).

“I often believe, at least for me, it’s an illusion that
I control everything entirely... It feels more like a
mutual discussion where both parties come to an
agreement. I don’t feel like I decide it all by myself” -
Male GB specialist (#8).

“Maybe it’s just an illusion, thinking we have control.
But I often feel extremely uncomfortable if I issue a
sick note that I can’t fully stand behind. That dis-
comfort is immeasurable to me. If I felt I didn’t have
control over it, I wouldn’t be comfortable being a
doctor” - Female GB specialist (#9).
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Discussion

GPs reported that decisions about sickness certification
are largely driven by patient demand and preferences.
Saying no to patient requests for sickness absence entails
both social and financial costs for GPs, and challenges
their role as gatekeepers for sickness absence. The GPs
describe how challenging requests for sick leave may
lead to unpleasant conflicts with the patient, with pos-
sible harms to the doctor-patient relationship. There
is a notable information asymmetry in many of these
consultations, where GPs feel they have to rely on the
patient’s descriptions of symptoms and possibilities for
workplace adjustments. This is particularly difficult when
the patient’s symptoms are not readily observable by the
GP beyond the patient’s self-report. As a result, deci-
sions about sick leave are to a large degree based on the
patient’s preference, even when it conflicts with the GP’s
own medical judgement. Gatekeeping efforts in sickness
absence decisions are described as in many cases being
unpleasant and stressful.

This study is in line with previous qualitative studies
on GPs’ gatekeeping decisions in sickness absence cer-
tifications, in particular the limited gatekeeping due to
information asymmetry and risk of conflict with patients
[25, 26, 29, 30, 33, 35]. For several of these studies, data
was collected 15-20 years ago [26, 29, 33]. 20 years on,
our findings are largely the same, suggesting that many
of the same mechanisms challenging GPs’ gatekeeping
of sickness absence are equally relevant today. Our study
contributes with the mechanism of time constraints
contributing to the GPs’ ability and willingness to limit
unjustified or non-beneficial sickness absence.

In the current Norwegian fee-for-service model, GPs
will generally benefit financially from shorter consulta-
tions. The GPs state that contesting patient requests for
certified sickness absence is substantially more time-con-
suming than granting the request. Contesting sickness
absence requests involves negotiating duration and grad-
ing, which requires specific understanding of not only
the patient’s health situation but also how it affects their
work tasks and the potential for workplace adjustments.
Studies find that fee-for-service GPs have shorter consul-
tation times compared to their fixed salary counterparts
[36]. As fee-for-service incentivises shorter consultations,
it may be that it also contributes to increased sickness
absence. This is supported by a study showing that GPs
issue sickness certificates more often when paid fee-for-
service compared to when they are paid by fixed salary
[37].

The gatekeeping system rests on the idea that GPs are
better equipped than patients to evaluate and determine
what is in the patient’s and society’s long-term interest.
Most long-term absence spells are certified for musculo-
skeletal disorders and mild or moderate mental disorders
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[38], disorders that are difficult to verify [35]. For some of
these diagnoses, the GPs in our study consider sick leave
to be potentially harmful. It may lead to inactivity, isola-
tion, loss of daily routines, and loss of social interactions
at work. The GPs report being aware of these risks and
making efforts to promote partial sickness absence as an
alternative to full absence, or try to reduce the duration
of absence spells. Despite being aware of these risks, the
gatekeeper role is often compromised, and the patient’s
preferences for sickness absence outweigh the GP’s medi-
cal opinion about the patient’s long-term interest.

Non-medical factors related to the workplace or private
life, may also sometimes contribute to a patient’s request
for sick leave. Examples include workplace conflicts and
family related problems. In general, such issues are not
considered adequate causes for sick leave certification.
Some GPs still certify absence in such cases, acting as an
advocate for the patient’s preference rather than a gate-
keeping bureaucrat. In these cases, GPs report to enquire
about common symptoms like tiredness or sleep prob-
lems to justify the certification of absence.

Another important purpose of the gatekeeper role is
the safeguarding public funds and ensuring the judicious
use of welfare services. On behalf of society, the GP is
mandated to be the guardian of the public purse. Among
OECD countries, Norway has the highest level of sick-
ness absence [6]. The OECD attributes this to the absence
of financial incentives for both employers and employees
for sickness absence exceeding the employer period, after
which all costs are covered through public funding. As
a result, the GPs’ gatekeeping role is the only remaining
mechanism to avoid misuse of the sickness absence sys-
tem. Our results consistently suggest that current gate-
keeping of sickness absence is, at best, tenuous.

The combination of lack of gatekeeping and financial
incentives is likely to contribute to Norway’s high level
of sickness absence. GPs express dissatisfaction with
their gatekeeping duties in sickness absence certification,
with many favouring financial incentives for employees
or employers to regulate excessive absence. The current
remuneration system for GPs, with incentives for short
consultations and keeping their patients satisfied, might
function as a disincentive for the gatekeeping of sickness
absence.

Strengths and limitations

This study is based on the accounts of 33 general prac-
titioners. The study’s strength lies in examining GPs’
perspectives and approaches in sickness certification,
offering valuable insights into their decision-making and
their role as gatekeepers. The methodology is limited to
the GPs’ self-reported experiences and evaluations, with-
out direct observation of their actual behaviour. Despite
potential social desirability bias in such self-reports,
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participants appeared to candidly express their atti-
tudes and experiences. Nonetheless, we cannot pre-
clude the possibility that some opinions or experiences
were withheld by certain participants. One limitation of
focus group studies is the possibility of group confor-
mity or dominant individuals overshadowing others. We
observed that some participants were less vocal, which
could have limited diverging opinions to come forth.
However, group discussions also brought out diverse
opinions as a result of dialogue between participants.
We observed consistent patterns in responses on several
themes across the groups.

Participants, mainly practice leaders or their equiva-
lents, voluntarily joined the study. Although this self-
selection might suggest a bias, the involvement of other
GPs from the same practices, might have mitigated this
to some extent. At the same time, GPs from the same
practice may have similar perspectives.

Conclusion

Our study suggests that GPs’ decisions about sickness
certification is largely driven by patient preferences.
The GPs’ gatekeeping function is limited to negotiations
about grade and duration of absence spells.
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