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ABSTRACT
Objectives  To understand how doctors reflect on when 
and why they seek help from an organised peer-support 
service.
Design  Data were collected through audiotaped, 
qualitative, semi-structured interviews. The interviews 
were analysed with systematic text condensation.
Setting  A peer-support service accessible to all doctors 
in Norway.
Participants  Thirteen doctors were interviewed after 
attending a counselling service in fall 2018. They were 
selected to represent variation in gender, demographics, 
and medical specialty. Doctors were excluded if the 
interview could not be held within 10 days after they had 
accessed peer support.
Results  The doctors’ perspectives and experiences of 
when and why they seek support and their expectations 
of the help they would receive are presented, and barriers 
to and facilitators of seeking support are discussed. Three 
categories of help-seeking behaviour were identified: (1) 
‘Concerned—looking for advice’ describing help seeking 
in a strenuous situation with need for guidance; (2) ‘Fear 
of not coping any longer’ describing help seeking when 
struggling due to unreasonable stress and/or conflict 
in their lives; and (3) ‘Looking for a way back or out’ 
describing help seeking when out of work. Expectations 
to the help they would receive varied widely. Motivations 
for seeking help had more to do with factors enabling 
or restricting help-seeking than with the severity of 
symptoms.
Conclusions  Many different situations lead doctors to 
seek peer support, and they have various expectations 
of the service as well as diverse needs, motivations and 
constraints to seeking peer support. Further research is 
warranted to investigate the impact of peer support and 
how to tailor the service to best suit doctors’ specific 
needs.

INTRODUCTION
There is a growing awareness that reduced 
wellness among doctors negatively influences 
patient care.1–4 Studies have shown greater 
reluctance among doctors to seek medical 
care and psychological support compared 
with other professionals.5 6 To facilitate help 
seeking, peer-support schemes have been 
instituted in several countries.7–11 To ensure 
the usefulness of peer-support services, it is 
crucial to understand when and why doctors 

seek peer support and to know more about 
the factors that enable and restrict them from 
seeking help.

According to the 2017 Revised Declaration 
of Geneva: A Modern-Day Physician’s Pledge, 
doctors are obliged to care for their health: 
‘I will attend to my own health, well-being 
and abilities in order to provide care of the 
highest standard.’12 Nevertheless, there is a 
persistent gap between doctors’ knowledge of 
diagnoses and necessary treatment and their 
willingness to seek professional healthcare 
for themselves when required.13–15 This reluc-
tance is multifaceted.5 The traditional image 
of doctors as self-sufficient, capable and altru-
istic16 contributes to them working tirelessly 
and to a culture of self-treatment. However, 
in recent years, there has been an increasing 
awareness of the necessity for doctors to be 
able to enjoy work–life balance13 17–19 and 
promote self-care.20–22 Changing attitudes 
toward doctors’ needs might challenge the 
very idea of what a doctor should be even 
among doctors themselves.13 According to 

Strengths and limitations of this study

►► This study provides new knowledge of how doctors 
reflect on seeking help at a peer-support service.

►► In-depth qualitative interviews contributed rich ma-
terial giving insights into doctors’ subjective experi-
ences and help-seeking practices.

►► Through a selection of eligible doctors based on 
gender, age, specialty and demographics, a wide 
range of help-seeking behaviours emerged. There is 
a risk of bias through under-representation of those 
who declined to be interviewed, potentially because 
they were too exhausted to participate or reluctant 
to share private information. To counteract bias, 
analyses and generation of codes were carried out 
within an interdisciplinary team.

►► Although this study was conducted in Norway, we 
suggest that the knowledge generated about cate-
gories of support-seeking behaviour can be of value 
to organisations providing counselling services for 
doctors as well as to employers in healthcare, doc-
tors’ associations and the community of doctors.
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recent Scandinavian studies, there is growing concern 
among medical students and junior doctors about 
doctors’ demanding work conditions and lack of work–
life balance, limiting the possibilities for self-care.16 23

Efforts are increasing to define the best management to 
help doctors cope with distress. As doctors are generally 
reluctant to seek healthcare, specific programmes have 
been instituted to prevent stress and mental illness in 
this population. For several years, readily accessible peer-
support programmes have been provided in the USA, 
England, Denmark and Norway.8 24–26 One might expect 
doctors’ threshold for pursuing these services to have 
lowered over the years, but the traditional endorsement 
of a doctor as self-sufficient, in control, and accomplished 
remains intact.16 Seeking help exposes vulnerability.

A few studies have examined the reasons why doctors 
seek peer support.10 27 However, most of the research has 
been quantitative and focused on changes in symptom 
burden. Little is known about the beliefs and reflections 
of those who seek peer support. Interviewing doctors 
who have sought guidance from a peer-support service in 
Norway allowed for exploring these issues.

AIM
The aim of this study was to understand how doctors 
reflect on why and when they seek peer support, the kind 
of help they expect to receive and the factors that enable 
or restrict seeking this service.

METHODS
This study was explorative and interpretative.28 Quali-
tative modes of inquiry were employed to understand 
doctors’ reflections on why and in which context they 
seek peer support and the factors that enable or restrict 
help-seeking.

The peer-support service
Villa Sana is a short-term counselling programme for 
doctors established by the Norwegian Medical Association 
(NMA). The aims are to enhance health and life quality, 
strengthen professional identity and prevent burnout. 
Two kinds of interventions are offered. One intervention 
is a single-day counselling session (6 hours) with a trained 
mental health professional, where the doctor’s life situ-
ation and steps needed to handle it are discussed. This 
can include advice on seeking formal medical treatment 
including psychotherapy. The other type of intervention 
is a group-based, week-long course for 8–10 doctors that 
includes boarding, daily lectures, discussion and physical 
activity and an individual counselling session. Themes 
of the lectures are possibilities and restraints in working 
life, the individual’s resources and personality, identity, 
communication, team work and prevention of burnout. 
The interventions are easily accessible (no referral 
needed and short waiting time). NMA covers all expenses, 
which enables doctors from all parts of Norway to attend. 

Since the programme is defined as a preventive and not a 
clinical intervention, no medical records are kept, which 
ensures anonymity.10 29 The service is publicised on the 
homepage of the NMA30 and in the NMA journal.

If concerns arise regarding a help-seeking doctor’s 
ability to treat patients or if ongoing suicidal plans are 
revealed, the counsellors, in cooperation with the doctor, 
initiate contact with a general practitioner (GP) and/or 
mental healthcare provider.

Participants and sampling
Qualitative in-depth interviews were conducted with 
doctors who sought a peer-support service in Norway, 
from August to December 2018.10 It appeared that satura-
tion was being reached after about 10 interviews, and 13 
interviews were conducted in total. This generated a rich 
dataset to analyse. Interviews were conducted by the first 
and last author, both medical doctors who have practiced 
as peer counsellors.

As doctors reach out for peer support at a vulnerable 
time in their lives it was important that they first received 
counselling, and that the research interview was subse-
quent to this. A voluntary, written consent was obtained 
from participants who were either recruited before the 
counselling by a mail request or by a direct request when 
they attended the counselling. As this is a highly confi-
dential service, no record was made of those doctors 
who attended peer support but did not consent to take 
part in the study. ‘Typical case sampling,’28 drawn from 
demographic data, was applied. As the objective was to 
provide a wide distribution of characteristics of doctors 
seeking peer support, the sample is illustrative, not defin-
itive.28 Thirteen doctors (nine females; four males) were 
selected for interviews. Gender distribution (70% female, 
30% male) and distribution between hospital specialties 
(68%) and general practice (38%) was approximately 
the same as among the 288 help-seeking doctors at the 
peer-support service in 2018. Participants came from 
different parts of the country and the age distribution 
was 25–70 years (average age: 42 years; see table 1). As 
the intention was to capture the situation when seeking 
peer support, candidates were excluded when it was not 
possible to conduct the interview within 10 days after they 
had obtained peer support.

Table 1  Participants’ (n=13) background information

Gender Male 4

 �  Female 9

Medical 
specialty

Family medicine 4

Surgical specialties (gynaecology, 
otolaryngology)

3

Laboratory medicine (biochemistry, 
radiology)

2

Psychiatry 1

Internal medicine (geriatrics, paediatrics, 
internal medicine)

3
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Patient and public involvement
Patients were not involved in the design or planning of 
the study. A user—a doctor who had sought support from 
the peer counselling service—was involved in planning 
the study, writing the project description, and revising the 
present paper.

Data collection and processing
The semistructured interviews (1–1.5 hours) explored 
reasons why participants sought help, how they perceived 
peer counselling and impacts the counselling had on 
them. Please see online supplemental files for interview 
guide. The first author conducted all 13 interviews and 
the last author coconducted 9 of them, and they took 
place in locations feasible for all parties. Interviews were 
audiotaped and subsequently transcribed verbatim by a 
research assistant. Each interview was given a number and 
uploaded to a secure database; the identification code was 
stored separately. The interview data were complemented 
by observational field notes.

Data analysis
The interviews were analysed using Malterud’s systematic 
text condensation.31 Descriptive and explorative analysis 
of the material followed four basic steps: (1) reading 
through the material to achieve an overall impres-
sion, from chaos to themes; (2) identifying and sorting 
meaning units, from themes to codes; (3) condensation, 
from codes to meanings; and (4) synthesising, from 
condensation to descriptions and concepts.31 The first 
and last author analysed the first few interviews in parallel 
and discussed the themes and codes together with the 
other coauthors until reaching a consensus. The first 
author analysed the remaining interviews independently. 
All the authors discussed data generation and concept 
development, resulting in the emergence of three catego-
ries of help-seeking behaviour. The interview texts were 
then reanalysed to produce rich portrayals of these three 
categories. The categories were assessed to determine 
whether they were sufficiently supported by data and 
then were revised again. The descriptions defining each 
category were then condensed, and they are presented 
with illustrating citations.

RESULTS
A wide spectrum of circumstances concerning doctors’ 
help-seeking behaviour was analysed. The perspectives 
and experiences of when and why doctors seek support 
are presented in three categories constructed from the 
empirical material: (1) ‘Concerned—looking for advice,’ 
(2) ‘Fear of not coping any longer,’ and (3) ‘Looking 
for a way back or out.’ Rich descriptions of the catego-
ries follow. Further, the doctors’ expectations of the help 
they would receive and the barriers to and facilitators of 
seeking support are presented.

Doctors’ perspective and experiences of when and why they 
seek support
Concerned—looking for advice
In this category, doctors described obligations to perform 
both at work and at home, resulting in worries and lack 
of sleep. A feeling of uneasiness linked to the responsi-
bility of being a doctor, such as fear of making mistakes, 
feeling incompetent or feelings of not being needed, was 
expressed. A demanding work situation was often accom-
panied by a challenging private situation.

Everyday life was perceived as strenuous, with energy 
depletion and a feeling of being behind schedule. While 
describing satisfactory coping with everyday life, ‘warning 
signs,’ such as crying at night, feeling a high level of 
stress over time, becoming more easily irritated, feeling 
blue and struggling to master work–life balance, were 
also experienced (table  2). This group of doctors was 
so exhausted physically and emotionally that some felt 
grateful to be able to stay home from work with a sick 
child or even expressed that they hoped for a fractured 
leg to claim a ‘legitimate’ reason to obtain sick leave. In 
addition, they could feel worries concerning their work, 
or be unable to enjoy their leisure time because they were 
constantly thinking about work (table 2).

I thought I would be able to enjoy my leisure time 
more than I do. I feel that I take work home with me 
every day, always something to think about, a patient 
you feel uncertain about. (Interview 6)

Fear of not coping any longer
Doctors in this category described unreasonable stress 
and/or conflict in their lives and going out of their way 
to accomplish what was expected of them both at home 
and at work (see table  2). Understaffed workplaces 
and expectations to work very long hours could lead to 
doctors being unable to take leave or sleeping very little. 
To cover for colleagues who were on vacation, some 
doctors overworked to a state of exhaustion. This exhaus-
tion could even outlast their subsequent time off. In addi-
tion, serious conflict or power struggles with colleagues 
or management could cause isolation, loss of important 
work tasks or exclusion from taking part in reorganisa-
tional processes and meetings. Fear of not managing the 
next stretch of working life was expressed.

These situations led to concentration problems, 
sleeplessness, hopelessness and even depressive symp-
toms. Struggling to find words, feeling nauseous and a 
constant feeling of exhaustion were expressed (table 2). 
The simplest everyday tasks, such as calling in a patient 
from the waiting room or shopping, were difficult. The 
perceived inability to cope led to feelings of not being 
able to take control of the situation and that there was 
an endless list of duties both at work and at home forcing 
them to constantly rush to complete the next task. At 
times, there was an experience of everything coming to a 
halt. Doctors described difficulties in completing a train 

https://dx.doi.org/10.1136/bmjopen-2021-048732
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of thought, becoming anxious about the next patient and 
experiencing a reduced quality of life (table 2).

What’s been such a dilemma for me is sick leave or 
no sick leave. And it has been through the last 3 years. 
(Interview 5)

Looking for a way back or out
Characteristics that fit into this category generally illus-
trate the significant pressure on doctors, such as long 
work hours and serious incidents (eg, patient suicide, 
murder threats or media exposure), often in combina-
tion with depression. These doctors had been diagnosed 
with either a somatic or psychiatric condition and were 
not working at the time of the interview. Often, they had 
hid serious symptoms while attempting to ‘normalise’ 
their condition. Some believed that they had to cope with 
the stress, as they assumed other colleagues did. However, 
finally, pain or reduced function prompted support 
seeking.

Sleep disturbances, anxiety, pain and depression were 
common. There were experiences of deterioration of 
memory and difficulties in performing simple practical 
tasks. Work had consumed all their energy and doctors 
described giving up exercise and becoming socially 
isolated. Self-harm and despair due to a situation not 
compatible with normal life or work activity led to serious 
suicidal thoughts (table 2). There was a fear of repercus-
sions for needing accommodations at work. Some worked 
with a feeling of numbness. Doctors described being 
pushed to take on more patients than they felt they could 
handle and making mistakes resulting from lack of focus.

I think the worst experience I ever had was when I 
went on sick leave. It was the same feeling as giving 
up. I felt totally powerless. There were no options. 
(Interview 3)

Doctors’ expectations of the help they would receive
Expectations to the help they would receive varied widely. 
Some doctors had limited clarity about what kind of help 
they could expect. Others did not really know what kind 
of help they needed (table  2). They all knew that the 
peer-support service is a doctor-specific service outside of 
the public healthcare system.

Doctors in the category ‘Concerned—looking for 
advice’ sought peer support primarily for guidance. It was 
important to meet a non-judgmental professional, outside 
of their own professional setting, who could provide 
advice and input (table 2). They expressed concerns that 
a more serious situation might arise if they did not act to 
cope with their issues in a better way. Some examples of 
expressed needs were hoping to receive advice, managing 
a work transition, seeking help to sort a situation with too 
many part-time jobs, or discussing if they should take 
advantage of their sabbatical leave to take care of their 
mental health.

Doctors in the category ‘Fear of not coping any 
longer’ considered seeking peer support as a place to 
start, hoping it could enhance their understanding of 
what the next step toward a better life should be. They 
sought advice or ‘tools’ for handling the current situa-
tion (table 2). Through counselling a need for referral 
to therapy could be revealed, and if so disappointment 
was expressed that the peer-support service did not offer 
treatment or referrals.

Although the doctors in the category ‘Looking for a 
way back or out’ had been in contact with the healthcare 
system, were diagnosed and were on sick leave or out of 
work due to their situation, they acknowledged a need 
for more help. There were hopes to access this through 
the counselling service, for example, through referral 
to a specialist (table  2). Ways to resume work, specific 
input about career changes and assessments concerning 
psychotropic drugs were among the presented needs. 
There was also a need for help to learn more about how 
to handle crises and trauma in private life and to handle 
the pain transferred from patients and patients’ relatives.

Barriers and facilitators
As the empirical material revealed a wide range of opin-
ions within and across the three categories concerning 
barriers and facilitators, see table  2, these findings are 
summarised here.

Regarding the importance of confidentiality in the 
peer-support service, participants’ opinions differed. 
Some believed it was fundamental that the service be 
completely confidential so that no records could be 
accessed by colleagues or governing services. For others, 
it was not important whether a medical record existed or 
not (table 2). Some participants wished that there was a 
medical record, as this would have facilitated referral to 
further treatment. Others expressed that confidentiality 
promotes an important attitude in the counsellor about 
acting as a peer and not as a therapist (table 2). The confi-
dential setting was seen as lowering the threshold to seek 
help, which was considered useful especially in reaching 
out to colleagues suffering from alcohol or drug abuse.

Sick leave was difficult to embrace. Interestingly, 
doctors who experienced a low threshold for seeking 
peer support were still reluctant to take sick leave when 
they felt unwell. The empirical data revealed an attitude 
towards sick leave as a practice that should be avoided if 
possible. They characterised leaving their work tasks as 
showing disloyalty to colleagues and patients even when 
sick leave is necessary (table 2). Those who were on sick 
leave or out of work described their struggle to keep up 
with work until they reached a tipping point (table  2). 
Not being able to work as a doctor was experienced as 
a loss of identity and described as a weakness, which was 
considered equivalent to ‘giving up.’

Doctors who sought help as a preventive measure 
described this behaviour as ‘atypical’ of doctors (table 2). 
They had a low threshold for reaching out to the peer-
support service—lower than for contacting the healthcare 
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system. However, they had given a lot of thought before 
reaching out for peer support. Others considered the 
threshold to seek peer support as high and had strug-
gled with distress for months to years before seeking 
help. Those who had previously sought help from the 
healthcare system due to the issue at hand opted for peer 
support as a supplement to regular treatment, not as a 
primary preventive measure. The doctors were aware of 
the services mainly due to a recommendation from their 
GP or a friend (see table 2).

DISCUSSION
This study reveals various reasons why and when doctors 
seek peer support. Three categories emerged from the 
rich empirical material: ‘Concerned—looking for advice,’ 
‘Fear of not coping any longer’ and ‘Looking for a way 
back or out.’ Some of the doctors had sought support at 
a stage where it was possible to stop development towards 
ill health and burnout. Others had been clearly in need 
of support due to serious health or work issues that they 
were experiencing. However, why doctors turn to a peer-
support service for help cannot be linked exclusively to 
the three categories presented above nor to the doctors’ 
expectations of the help they would receive. This must be 
understood in light of experienced barriers to and facil-
itators of seeking peer support. This is further discussed 
below.

Strengths and weaknesses
An important strength of this study is that it promotes 
an increased understanding of how doctors reflect when 
seeking peer support by depicting information-rich, illu-
minative categories. The selection of eligible doctors 
based on gender, age, specialty, and demographics yielded 
descriptions of a wide range of help-seeking behaviours.

Arguably, 13 participants constitute a small sample size. 
However, Patton states that ‘Qualitative inquiry typically 
focuses in depth on relatively small samples, even single 
cases (n=1), selected for a quite specific purpose.’28 In 
this rich empirical material, there was a sense of satura-
tion after approximately 10 interviews and 3 more were 
added. Of course, there can be other experiences in 
other situations.

As there is no information about those who 
declined to participate in the study, the results could 
be biased. Possibly, doctors with severe exhaustion or 
who were very reluctant to share private information 
did not consent. However, it is important to empha-
sise that the interviewed doctors did share sensitive 
information that can create resonance and a sense 
of undeniability for the reader.32 Although this study 
was done in Norway, it dealt with common factors, 
such as doctors’ reluctance to seek healthcare and 
a demanding work–life balance,13 33 that have been 
documented in many studies in Western contexts. The 
phenomena described are, thus, general and relevant 
beyond the group of doctors interviewed in this study, 

as described by Wenger’s theory of occupational 
community of practice.34 As such, the results have 
transferability to settings where doctors seek peer 
support. In light of the ‘burnout epidemic’ described 
in the USA and other Western countries, we need 
more qualitative knowledge of doctors’ help-seeking.

The fact that the first and last authors are doctors them-
selves and have practiced as peer counsellors probably 
facilitated recruitment through credibility and also facili-
tated the interviews through firsthand knowledge of peer 
support. Nevertheless, bias may arise when investigating 
one’s own organisation,28 through omitting relevant ques-
tions or modes of exploration, as this might be part of the 
researchers’ tacit knowledge. This bias was counteracted 
by two of the coauthors having a non-clinical background, 
but extensive insight into the field of medical profession-
alism. The internal validity of the data were ensured by 
letting participants read the results section and approve 
citations. A user representative (a doctor who has sought 
peer support from this service) was involved in the plan-
ning of the study and project description and provided 
feedback on this paper.

Barriers to and facilitators of seeking peer support
Threshold
The threshold for seeking peer support varied from low 
to high. Doctors identifying the threshold as low char-
acterised this attitude as an ‘atypical behaviour.’ They 
had turned to peer support for guidance and did not 
express expectations of further treatment. Identifying 
the threshold as high was associated with severe symp-
toms and late help-seeking behaviour. Numerous factors 
contributed to a high threshold. In accordance with 
previous studies, participants unfavourably comparing 
themselves to colleagues who seemingly coped well with 
their challenging daily lives discouraged them from 
seeking help.35 36 Concerns regarding confidentiality and 
fear of being labelled as unwell contributed to a higher 
threshold and were congruent with barriers identified in 
previous studies of why doctors avoid or postpone seeking 
medical care.6 36 A recommendation from their GP or 
from a doctor friend who had attended the programme 
was a strong enabler of reaching out. In fact, all but one 
of the participants attended peer support after receiving 
a recommendation from a fellow doctor. It appears that 
the decision to seek peer support was regarded as diffi-
cult, although not as difficult as deciding to use health-
care services.

Confidentiality
Norwegian peer-support services are preventive and 
the programmes guarantee complete confidenti-
ality.10 As the service is not referral-based, there is no 
preselection. This contributes to the wide spectrum of 
problems and needs found in this material. The lack 
of formal notes or records represents a double-edged 
sword. To some, confidentiality is a premise that 
enabled them to reach out to the service, lowering the 
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threshold. Others noted the benefits of a formalised 
record, which could have provided the opportunity for 
referral to treatment. Yet other participants already 
had patient records in public healthcare, trusted that 
the records would be kept confidential, and therefore, 
expressed a neutral attitude towards the question 
of confidentiality. These findings reflect a potential 
dilemma between expectations (eg, referral to treat-
ment) and the preventive nature of the peer-support 
service.37

Several participants emphasised the importance of 
keeping the services completely confidential to facilitate 
help seeking for those who struggle with drug or alcohol 
abuse or severe mental illness. Internationally, confiden-
tiality in peer services for doctors is solved in a range of 
ways, from treatment programmes with medical records 
tailored for doctors as patients38 39 to peer-support 
programmes practicing confidentiality, but the latter have 
limited confidentiality to prevent harm to the doctor or 
patients.7 8 This places the Norwegian services in a posi-
tion of emphasising confidentiality more than other peer-
support services. In studies conducted in other countries, 
doctors suffering from burdens parallel to those of some 
participants in the present study were admitted to the 
hospital for treatment.38 39

Sick leave
Numerous studies have documented doctors’ reluc-
tance to take sick leave when they need it.6 36 40 Several 
factors contribute to this reluctance, but an under-
lying cause could be the need for a fundamental shift 
in perceived identity: a salesman does not become a 
customer on falling ill, whereas a doctor must step 
out of their professional role to become a patient. For 
many doctors, going to work while feeling unwell is 
considered an attribute; stories of colleagues battling 
heroically through the workday, despite fever or 
pain, are numerous.40 In this study, across all three 
categories, sick leave was not thought of as a viable 
option. Among doctors who were on long-term sick 
leave or out of work, inability to work as a doctor was 
voiced as a loss of identity. Indeed, some sought peer 
support as a supplement to public healthcare specifi-
cally in search of advice on ways to resume work as a 
doctor within a framework that supports work–home 
balance and mental health. Even though the peer-
support service does not offer specific career guid-
ance it can be a useful supplement to discuss career 
options. There seems to be a need for more flexible 
work hours, including the possibility of part-time 
work. Getting back to work can restore the previ-
ously mentioned sense of lost identity. Studies have 
shown that doctors demand of themselves to be ‘fully 
capable.’ However, this socialisation into a profes-
sional culture of altruism and invulnerability can 
make it challenging for doctors to take responsibility 
for their well-being. Young doctors now advocate an 

emerging new work identity, with a greater emphasis 
on self-care and work–home balance.13 16 23

Since the late 1980s, concerns about doctors’ reluc-
tance to seek help for health issues have been reported.41 
Despite increased awareness around this issue and the 
subsequent introduction of preventive peer-support 
programmes in several countries, this study found that 
all participants, to some degree, prioritised work at the 
cost of personal life and health. There are several reasons 
for this. For example, doctors find it challenging to assess 
their illness and carry out their work while feeling unwell 
because they prioritise their patients and colleagues. 
Younger doctors report fears of missing out on certain 
procedures and important learning as well as an element 
of competitive presenteeism.5 40 There is also a culture of 
self-treatment and seeking medical advice from doctors 
who are family related.42 43 For many doctors, a personal 
mental struggle is perceived as a weakness; thus, help 
seeking can be stigmatised. To mitigate this, doctors some-
times search for more ‘appropriate’ motives to seek help 
when required. According to Giæver et al, doctors divide 
illness into ‘respectable illness,’ such as infections, stroke 
and cardiac infarction, and illness considered not legiti-
mate enough to miss work, such as chronic and mental 
illnesses.40 Many of these considerations were apparent 
among participants in this study and explicitly contrib-
uted to the postponement of adequate help-seeking.

Implications
The empirical material in this study, as well as several 
previous studies, demonstrated doctors’ tendencies 
towards symptom minimisation, self-medication and 
reluctance to seek support, especially for mental health 
issues.44 6 45 This underlines the pressing need for an 
organisational culture change in the medical profession 
to enable doctors to reach out, expose vulnerability and 
be human. Doctors should not consider help seeking as 
a sign of weakness or attempt to find ‘somatic’ reasons 
for missing work. It appears unreasonable that our society 
nourishes an understanding of ‘the good physician’ as 
altruistic and compassionate, yet simultaneously pushes 
doctors to adopt a judgmental attitude towards their own 
distress. This discussion should be of value to employers 
in healthcare, doctors’ associations, the community of 
doctors and organisations providing counselling services 
for doctors in other countries.

CONCLUSION
This study identifies how help-seeking doctors reflect 
on a range of situations leading them to access a peer-
support service and their expectations of the service. 
Despite comprehensive research on the risks of burnout 
and distress among doctors, and the institution of low-
threshold peer-support services, doctors hesitate to seek 
help. Why doctors seek help at a given time appears to 
be influenced more by their perceived threshold to reach 
out, their beliefs concerning confidentiality, and their 
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attitudes towards sick leave than by symptom severity or 
worries about their condition.

Further research is warranted to understand doctors’ 
experiences of the ability of peer support to meet their 
range of expectations. Thus, follow-up interviews are 
therefore planned.
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