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Abstract

Background Social prescribing (SP) addresses patients'non-medical needs by connecting them to community-
based services through structured referral pathways. While established in many European countries, SP remains
unfamiliar in Turkiye. This qualitative focus group study examines family medicine resident doctors' perspectives on
the applicability of SP in Turkish primary care.

Methods This single-centre qualitative study employed online focus group discussions (FGDs). Fourteen family
medicine resident doctors were recruited and grouped into three focus sessions. Before the interviews, participants
attended a one-hour briefing on the concept of SP. Data were collected through FGDs guided by a semi-structured
interview guide, which were audio-recorded with consent and transcribed verbatim. Transcripts were anonymised
and analysed in MAXQDA using inductive thematic analysis (Braun & Clarke). Coding was conducted independently
by two researchers and finalised through consensus meetings. Reporting follows the Consolidated Criteria for
Reporting Qualitative Research (COREQ) checklist.

Results Analysis yielded 292 codes organized into five themes: conceptual ambiguity, perceived benefits, the
central role of family doctors, feasibility barriers and enablers, and training needs. Resident physicians viewed SP as
aligned with holistic family medicine but identified multi-level barriers at the clinician level (time/workload), patient
level (motivation/costs), and system level (coordination/capacity). They proposed corresponding enablers: physician
training, public awareness campaigns, individualized planning, multi-stakeholder coordination, and institutional
support.

Conclusion Resident doctors are cautiously optimistic about SP but emphasise practical constraints. They
recommended priority actions including concise training, clear referral and feedback pathways with a defined social
prescribing link worker, asset mapping, and multi-stakeholder collaboration supported by basic monitoring and
evaluation. Pilot implementations in Family Health Centres could test feasibility and inform scale-up and curriculum
integration.
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Introduction
Social and economic conditions (47%) and behaviours
(34%) drive health outcomes far more than medical care
(16%), meaning that over 80% of health outcomes are
influenced by factors beyond traditional medicine [1].
This necessitates coordinated action beyond clinical set-
tings [2, 3]. Social prescribing (SP) is a person-centered
approach enabling clinicians to address health-related
social needs by connecting patients to community-based
supports through structured referral pathways in pri-
mary care. In the standard model, a clinician refers to a
link worker (community connector/navigator, often with
a social work background) who co-produces goals, facili-
tates access to local assets (welfare advice, activity groups,
arts/nature), and provides follow-up feedback to refer-
rers [4, 5]. In this sense, social prescribing is increasingly
framed as a practical instrument for integrating health
and social care in the community [6]. Research shows
potential benefits but mixed findings due to method-
ological limitations and varying contexts [5, 7]. SP is also
discussed alongside lifestyle medicine as a supportive
approach for chronic health problems [8]. Across reviews,
recurrent facilitators include clear pathways, cross-sector
collaboration, adequate link-worker capacity, and data
feedback; barriers include time/funding constraints,
variable community capacity, limited training, and weak
information systems [9, 10]. Across Europe, general prac-
titioners’ awareness and use of SP vary, suggesting uneven
implementation despite growing interest [11].

In Tirkiye, primary care operates through Family
Health Centres (FHCs), which provide first-contact,
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longitudinal care [12], while fewer Healthy Life Cen-
tres (HLCs) offer multidisciplinary services with allied
health professionals. Although HLCs provide preventive
and lifestyle services (e.g., lifestyle counselling, screen-
ings, psychosocial support), these are not framed in
official documents as a standardised SP pathway with
link-worker roles and closed-loop referral/feedback [13].
Understanding SP integration into Turkish primary care
requires insights from family doctors most likely to initi-
ate referrals. This qualitative study examines family med-
icine resident doctors’ perspectives on the applicability of
SP in Turkish primary care.

Methodology

Study design and timeline

This qualitative study was conducted through three focus
group discussions (FGDs). A preparatory training session
on SP was delivered to establish a common baseline, as
SP is a relatively new concept in Tiirkiye (Fig. 1).

Research team and reflexivity

The research team comprised family medicine resident
doctors and specialists, as well as three educators from
different family medicine departments. The team held
regular debriefings to reflect on their own roles and
assumptions and to minimise bias. FGDs were moder-
ated by two resident doctors-researchers (one from the
study site and one from another centre). Moderators
kept brief reflexive notes and debriefed after each FGD to
identify potential biases.

Participant recruitment and data collection flow

All family medicine
residents
(n=36)

Attended pre-session
briefing on social
prescribing
(n=26)
Expressed interest in FGDs
(n=11)

2

Additional volunteers
(materials-only; received

lecture notes before FGDs)
n=7)

Invited to FGDs
(n=18)
Could not attend (illness/absence)

in=4) Pre-session
Final FGD participants siia e
(n = 14; 7 live-training, 7 materials-only) training & _tra'nmg
Three mixed-attendance FGDs materials

conducted

60-minute briefing on

social prescribing to

(a222)@aaag @assng

establish a common

baseline.

Recruitement &
Data collection
(FGDs)

Three mixed-attendance
FGDs conducted (n=14;
groups of 4, 5, 5)

Transcription & Data analysis
anonymisation

Inductive thematic analysis
(line-by-line coding — 292
codes = five final themes)

Audio transcribed verbatim;

identifiers removed

Fig. 1 Participant recruitment and data collection process, including pre-session training, focus group attendance, and data analysis
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Pre-session training: Social prescribing theory

A 60-minute lecture on SP provided resident doctors
with a common conceptual framework. The briefing was
developed based on the framework and recommenda-
tions set out in the World Health Organisation (WHO)’s
toolkit on implementing social prescribing [4]. The ses-
sion covered:

— Conceptual framework of SP.
— SP types and target populations.
— Referral pathways and requirements.

Participant recruitment and sampling

Participants were recruited using convenient, feasibility-
oriented sampling to accommodate rotation schedules.
Inclusion criteria were: (i) being an actively practising
family medicine resident, (ii) willingness to participate,
and (iii) provision of informed consent. The recruitment
process is summarised in Fig. 1. Due to illness-related
absences, fourteen resident doctors ultimately partici-
pated. Data sufficiency was achieved within these three
FGDs. We monitored data sufficiency iteratively across
FGDs by tracking the emergence of new codes and theme
candidates after each session. After the third FGD, no
substantively new themes emerged.

Grouping of participants

Three FGDs were planned to maximise interaction and
breadth of perspectives. For sampling and group com-
position, we stratified participants based on prior expo-
sure to social prescribing before the study briefing: (i)
had attended a formal pre-study training session, or (ii)
had not attended training but had accessed shared course
materials beforehand (Fig. 1).

Table 1 Semi-structured focus group discussion guide
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Data collection procedures

All online FGDs were held in Turkish via Google Meet,
audio-recorded with informed consent, and transcribed
verbatim. Participants were assigned unique identifica-
tion numbers to ensure confidentiality, and no personal
identifiers were included in the data. A semi-structured
interview guide ensured consistency while allowing flex-
ibility. Each session lasted about 50—60 min, and after the
meetings, recordings were reviewed, transcribed, and
anonymized before analysis. We translated the quotes
into English, and a second bilingual researcher cross-
checked them for meaning.

Development of the interview guide

The interview guide, finalised with reference to the pre-
session training, addressed resident doctors’ understand-
ing of social prescribing, perceived facilitators/barriers,
and practical integration in routine care (Table 1). All
questions were developed and reviewed collaboratively
by the entire research team, then internally piloted with
two resident physicians not included in the study, and
minor wording/order revisions were made for clarity and
flow. Open-ended questions encouraged detailed reflec-
tions on lived experiences, values, and perceived chal-
lenges. Follow-up probes were used where necessary to
deepen the discussion. The administration order was
standardised as: (1) Demographic questionnaire, then (2)
Semi-structured FGD guide.

Before each FGD, participants provided written
informed consent and completed a brief demographic
form capturing gender (Female/Male/Prefer not to say),
age (years), residency year (Year 1/Year 2/Year 3/Year
4+), prior training or experience with social prescribing
(Yes/No), and total years in the profession.

Section No Question
A. Opening 1 Could you briefly introduce yourself? (residency year, current rotation, etc.)
B. Concept Knowledge 2 Before the briefing, had you heard of social prescribing? What did it mean to you?
3 Based on the briefing, how would you define social prescribing now?
C. Importance & Necessity 4 Do you think addressing patients’social needs beyond medical problems is part of the family

physician’s role?

5 From your perspective as a (future) family doctor, what are the main benefits of social prescribing
for patients and the health system?

D. Feasibility (in Turkiye) 6 In your clinical practice, when patients raise social needs during a consultation, can you make
time to explore them in more depth?
7 In your opinion, what potential benefits might referring patients to volunteer or community
activities have for their recovery and well-being?
8 Within the current family medicine system, how feasible is social prescribing, and to what extent?
9 In busy outpatient settings, how could we implement such referrals?
E. Barriers 10 What challenges might arise in implementing social prescribing?
F. Enablers & Solutions 11 What is needed for successful social prescribing?
G. Residency Training 12 How should social prescribing be incorporated into family medicine residency training? Which

methods do you suggest?

H. Closing 13

Is there anything else you would like to add that we did not cover today?
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Data analysis

We conducted inductive thematic analysis of FGD tran-
scripts following Braun and Clarke’s approach. Two
researchers independently coded the data, followed by
consensus meetings and iteratively refined theme defini-
tions to resolve discrepancies. Line-by-line open coding
generated initial codes, which were iteratively compared,
merged, and refined through constant comparison.
Related codes were clustered into candidate themes,
which were then supported by illustrative quotations.
Researcher triangulation was employed throughout to
enhance the credibility of the findings.

Use of qualitative software

We managed, coded, and visualized the data in MAX-
QDA 2024 (VERBI GmbH, Berlin, Germany). This soft-
ware facilitated efficient comparison across transcripts
and enabled the development of thematic matrices.

Data management and confidentiality

Audio files and transcripts were stored in encrypted,
access-restricted repositories. Transcripts were ano-
nymised before analysis. In accordance with institutional
policy, raw audio will be retained for up to 12 months (as
approved by the ethics committee) for verification pur-
poses, after which it will be securely destroyed.

First encounter via
lecture

1. Conceptual
L Ambiguity for
SP

Initial ambiguity

Post-training clarity

Improved mental well-being
& Individual benefits
Reduced medication use

Fewer unnecessary visits

il 2. Perceived
Benefits of SP

Societal/system

Reduced health burden —& .
benefits

Economic contribution

Thematic

Holistic approach
Community-orientation

8 Best positioned
Continuity of care

Knowledge of social context

= Doctors’ Role in

Chronic disease follow-up
& Scope of SP

Psychosomatic complaint
Theoretical training

| 5. SP Education I

Practical training

| in FM |

Communication skills

Fig. 2 Thematic analysis map of participants’ perceptions of social prescribing

Analysis of
Perceptions
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Ethical approval

The study was approved by the Sincan Training and
Research Hospital Scientific Research Ethics Commit-
tee, approval no. SEAH-BAEK-2025-36 (24 June 2025).
All participants provided informed consent before data
collection. All procedures involving human participants
were conducted in accordance with the ethical standards
of the institutional research committee and with the 1964
Helsinki Declaration and its later amendments.

Results
A total of 14 family medicine residents participated in
three FGDs (4, 5, and 5 resident doctors in Groups 1, 2,
and 3, respectively). The mean age of the participants was
28.9 years (median, 27; range, 25—43). Eleven participants
were female, and three were male. By residency year, 12
were in Year 1, and 2 were in Year 2. Prior theoretical
education on social prescribing was evenly distributed
(Yes=7; No=7).

We generated 292 codes and organised them into five
overarching themes (Fig. 2).

A summary of all themes, sub-themes, and representa-
tive illustrative quotes is provided in Table 2.

Time constraints; high patient
load
Clinician-level &

Training/awareness gaps
Limited time and motivation

Patient-level & Economic constraints
Barriers ®

Resistance to change;
sociocultural habits

Need multi-disipliner model

= Weak guidance-monitoring

System-level owe

4. Feasibility of |
SPin Turklye Limited resources

Strong patient-physician
communication

Personalized plan

- Accessibility
Facilitators =
Collaboration with
stakeholders and
Institutional support

Public awareness
campaigns
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Table 2 Summary of themes, categories, and sub-categories
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Themes

Categories

Sub-categories

Conceptual Ambiguity

Initial misassociation

Post-briefing clarity
Extended scope of SP

Perceived Benefits

Individual-level

Societal/system-level

Family Physicians’Role

Holistic, community-oriented

Need for a dedicated support unit

Feasibility Scope of SP
Barriers Clinician-level
Patient-level
System-level
Enablers Individualised planning

Training Recommendations

Collaboration with stakeholders
Accessibility
Public awareness campaigns

Theoretical training

Practical training

Communication skills

Theme 1. Conceptual ambiguity about social prescribing
None of the participants had encountered the term
before the training sessions and initially associated it
with unrelated ideas.

+¢ Several reported first contact via the lecture, after
which the concept became clearer.

+ Early misassociations included neighbour-to-
neighbour “medicine advice” or “alternative/herbal
treatments”

> “When I first heard ‘social prescribing, I thought
of neighbours recommending medicines to each
other” (FG1, line 36, female).

> ‘] first thought of herbal remedies, not this kind of
thing” (FG2, line 15, male).

+* Following the training, participants
emphasised that SP could formalise psychosocial
recommendations alongside medical prescriptions:

> “Things we want patients to do but don’t put on
the official prescription can actually be delivered via
social prescribing” (FG3, line 7, female).

+¢ They also argued SP should extend beyond
exercise and hobbies to include volunteering, animal
welfare, environmental activities, and social aid:

> “Not just person-focused, helping animals, reforesta-
tion, social aid. Participation gives moral satisfaction
and benefits the environment.” (FG1, line 88, female).

Theme 2. Perceived benefits of SP
Participants highlighted benefits at both individual and
societal/system levels.

Category 1. Individual-level benefits

SP was seen as supporting mental well-being, coping
with depression, and reducing medication use, with vol-
unteering linked to greater self-esteem.

o,

% “Exercise, theatre; these increase happiness and
health, and reduce medicine use” (FG2, line 54,
female).

% “Some patients are tired of medications and are
really asking for something different; SP can com-
plete their care” (FG1, line 84, male).

Category 2. Societal/system benefits
Participants expected fewer unnecessary visits, a lighter
service and drug burden, and economic gains:

o, «
o

The state’s drug burden and service load would
decrease. The economic contribution would be large”
(FG3, line 39, female).

Theme 3. Family physician’s role perception in SP
Participants considered SP especially suitable for family
physicians due to its emphasis on continuity of care and
understanding of the patient’s social context.

+* The role aligns with family medicine’s holistic,
community-oriented competencies:
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> “It’s our duty. Family medicine is built on a holis-
tic, societal view; we're the most accessible at the first
level” (FG2, line 38, female).

+ Still, participants stressed the need for
multidisciplinary support and possibly a separate
unit for planning and implementation:

> “Family physicians can inform, but another unit
should plan and run the activities” (FG2, line 42,
female).

Theme 4. Feasibility of SP in family medicine
Category 1. Scope of SP

s SP was seen as particularly relevantin
chronic disease follow-up and for psychosomatic
presentations:

“In chronic disease follow-ups, it may be in the
form of whether there is such a need as far as I have
observed” (FG1, line 71, male).

“Directly when the patient enters, if the complaint is
a psychosomatic complaint, this can be considered
directly” (FG1, line 72, female).

Category 2. Barriers

Subcategory 1. Clinician-level While most participants
stated that SP is a valuable practice, they also emphasised
that it is challenging to implement within the current
healthcare system due to time constraints. The limited
time available to physicians and the daily patient work-
load limit the application.

> “In the outpatient clinic, this is difficult, both
timewise and because patients may be reluctant to
open up”” (FG2, line 83, male).

> “Likewise, the number of patients is extremely
high, the number of patients per doctor is already
very high; generally, it may not seem very right to go
into the patient’s private matters sometimes, but I
cannot spare much time.” (FG2, line 70, male).

+¢ Follow-up is challenging and often depends on
repeat visits.

> “..Maybe it may be difficult to follow up. The
patient needs to come again in this respect” (FG3,
line 97, female).
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+ Training and awareness gaps: physicians need
structured knowledge of “where to refer and what to
do”

> ‘] think first of all, for it to be successful, educa-
tion is needed. I mean, doctors need to know what
it will be like. They need to know more systemati-
cally where they can refer to and what they can do..”
(FG2, line 134, female).

> “First of all, I think we should be presented to the
public as very well equipped in terms of informa-
tion” (FG1, line 145, male).

> “We also need to gain a little more experience”
(FG3, line 103, female).

+ Not all physicians will be willing to implement SP
even after training.

> “Yes, that is, at first, perhaps all family physicians
need to receive training for this, need to have some
knowledge about what social prescribing is. After
knowing, not all of them may be willing to imple-
ment this..” (FG2, line 124, female).

Subcategory 2. Patient-level

+«»+ Limited time and low motivation due to workload.

> “It is beneficial, but I do not believe that our

people will participate a lot. Everyone is up to their
necks in work?” (FG1, line 92, female).

+ Economic constraints limiting participation, even
a daily 30-minute walk, may be neglected.

> “But in their case, again, for example, due to time
and economic reasons... for example, the patient
does not give himself/herself the right to take a half-
hour walk a day” (FG3, line 91, female).

+¢ Resistance to change is tied to sociocultural habits.

> “And also, socioculturally, not all patients may
want to participate in this, may not want to imple-
ment this likewise..” (FG2, line 130, female).

+ Need for personalised SP and attention to
age-related challenges.

> “Well, I also frankly think that there will be dif-
ficulties depending on age” (FG1, line 136, male).
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+ Engagement often hinges on whether the patient
signals readiness early in the encounter.

> ‘] think that knowing the patient and what he/she
is interested in ... and directing accordingly would
be easier. Not everyone may want to walk or partici-
pate in a physical activity ... directing by getting to
know them would be easier” (FG2, line 144, male).

> “The patient actually made it clear from his/
her first step, from his/her first sentences, that he/
she came for social prescribing. I think it depends
on whether the patient reveals himself/herself and

opens up or not” (EG3, line 53, female). ¢ Accessibility, including in-clinic group activities at

FHCs.

Subcategory 3. System-level The fact that the multi-
actor structure has not yet been institutionalised and that
there are no “guidance-monitoring” flows has been fre-
quently mentioned.

> “Other than that, other facilitators, in terms of
accessibility, it needs to be easy. I think having activ-
ities that can be within the Family Health Centre
would make it much easier” (FG2, line 134, male).

+¢ Resource limitations and the need for state
backing and planning were repeatedly emphasised.

> “I definitely agree with what everyone says finan-
cially; I think that a larger plan needs to be made
behind this, both as institutions that will provide
their training and ensure its supervision; I think
there may be such limitations” (FG2, line 130,
female).

Category 3. Enablers

+¢ Training and awareness for physicians and the
public; clinicians modelling healthy behaviours
strengthens messaging.

> “First of all, physician training is required. This
awareness needs to be increased among physicians”
(FG1I, line 145, female).

+¢ Strong patient—physician communication and
motivational framing.

> “I think reaching the patient is very important. If
you tell the patient to take a walk as they leave the
room, they won't do it. I mean, you need to explain
it a bit. In a slightly effective way, through the right
communication path” (FG3, line 111, female).

+¢ Collaboration with stakeholders, partnership and
coordination among local governments (municipal/
provincial authorities), FHCs, and NGOs; possibly a
coordination unit for information and monitoring.

> “Because the physician cannot handle it alone,
definitely the most important thing here is coop-
eration, cooperation, cooperation. Because there are
many items here, many types of social prescribing we
use; I think cooperation is necessary for these” (FG1,
line 146, female).

+¢ Institutional support and incentives will be
provided once SP is integrated into the health
system.

> “The physician should be the manager, but ade-
quate support should be provided ... adequate
opportunities so that society and individuals can
benefit ... it should not remain only with the effort of
the physician” (FG1, line 147, female).

+* Public awareness campaigns/Public service
announcements to normalise participation.

> “Social awareness needs to be created” (FG1, line
145, male).

Theme 5. Recommendations for SP education in family
medicine
Participants described a three-layered training approach:

+ Individualised planning based on interests,
resources, and context.

> ‘] think a special unit should be established to
make a special plan for those whose financial situ-
ation is worse, and for those whose situation is bet-
ter; to make a plan specific to them, to be in constant
communication with them and to be able to spare
time for this, to make it a little easier” (FG2, line
136, male).

Category 1. Theoretical training

+¢ Short, structured sessions covering SP principles
and age/condition-specific menus of activities in the
family medicine curriculum.
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> “A half-hour slide session where the instructor
shares experience could be enough to start” (FG2,
line 148, female).

Category 2. Practical training

> “Supervisors could collect monthly social pre-
scribing forms and feedback... obtain consents... and
document baseline and 2-3-week returns” (FGI,
line 153, male).

Category 3. Communication skills

+ Emphasis on motivational interviewing,
persuasion, and tailoring; reinforced by live
demonstrations/videos/role-play and instruction on
monitoring/feedback tools.

> “First, everyone needs to hear the concept of social
prescribing and know what it is. Since we have a
communication deficiency, we need to see how com-
munication is done as a live example, maybe a video
or role-play; as residents, seeing it live would be
helpful” (FG2, line 152, female).

Discussion

Five themes emerged: conceptual ambiguity, perceived
benefits, the central role of family doctors, feasibility con-
straints, and training needs. Resident physicians identi-
fied key enablers, including physician training, patient
education, individualized planning, accessible activi-
ties, and multi-stakeholder coordination. Participants
described feasibility barriers at three levels: clinician
(time constraints, workload, limited referral knowledge);
patient (motivation, activity costs, lifestyle habits); and
system (poor coordination, insufficient resources, lack
of monitoring). These align with international literature’s
barrier—facilitator clusters, particularly time and funding
constraints [14, 15].

The findings can be interpreted through an imple-
mentation lens: resident doctors recognised the relative
advantage of social prescribing for holistic care, but also
described low practical feasibility within routine primary
care because of limited time, unclear referral pathways,
and weak system readiness.

Concept of social prescribing

Participants’ initial confusion (e.g., conflating SP with
general lifestyle advice or “alternative” remedies) indi-
cates that SP remains a relatively unfamiliar concept for
resident doctors, reinforcing the need for training and
implementation standards. The important point is that
SP should be distinguished from general lifestyle counsel-
ing or health promotion: while HLCs in Tiirkiye provide
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lifestyle advice and screenings, SP involves a formalized,
closed-loop referral pathway through a designated link
worker who provides feedback to the clinician who co-
determines and guides goals; this is a structured process
not yet found in current HLC operations [13].

An international Delphi study helped clarify SP by
agreeing on conceptual and operational definitions and
highlighting it as a structured, closed-loop pathway from
non-medical needs to community connection and feed-
back [16]. Consistent with our briefing and subsequent
discussions, resident doctors’ movement from uncer-
tainty to a pathway-oriented understanding reflects core
models in practice guides and realist syntheses that frame
SP [4, 10]. Resident doctors occasionally used paternalis-
tic language (e.g. ‘things we want patients to do’), yet al.so
articulated a holistic view of SP that extended beyond
exercise or leisure to volunteering, animal welfare, envi-
ronmental initiatives, and social aid.

Benefits of social prescribing

Participants’ anticipated psychosocial gains (e.g.,
improved mood, purpose) and system-level dividends
(e.g., less unnecessary utilisation). Qualitative studies
report reduced loneliness, greater self-efficacy, healthier
routines, and behavioral change, particularly when link
workers have time to build trust [17-19]. Clinical updates
also describe the potential to ease GP workload and
reduce downstream demand, while noting the need for
robust outcome frameworks [5]. Evidence on outcomes
remains mixed, largely due to variation in SP models
and evaluation methods, which limits strong causal con-
clusions [20]. More recent evidence suggests small but
meaningful impacts on quality of life and population out-
comes when SP is implemented at scale [21-23].

Central role of family doctors

Across high-income countries, SP is predominantly
embedded in primary care, with general practitioners
as the main referrers. A 13-country mapping review
shows that evaluations typically focus on mental health,
lifestyle, patient experience, service use, and economic
impact; domains that align with family medicine’s first-
contact remit [24, 25]. These models position family
doctors as key gateways linking patients’ sorcial needs
to community connections, sustained by referral path-
ways, dedicated link workers, and feedback mechanisms
[24-26]. Consistent with this international experience,
our participants view family doctors as ideal SP initia-
tors because of their continuity of care and understand-
ing of patients’ social contexts. Reviews indicate primary
care’s crucial role relies on physician commitment, clear
referral pathways, skilled support staff (e.g., link workers,
social workers) with sufficient time, and effective feed-
back systems [9, 10].
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Barriers to social prescribing

In Turkey, family physicians manage registered patient
lists (referred to as patient lists or panels in some sys-
tems) of ~ 3,600-3,700 patients, seeing 40—80 patients
daily in 5-10 min consultations, highlighting structural
time pressures for SP integration [27, 28]. These con-
straints make in-depth assessments and personalized
referrals complex, consistent with international evi-
dence showing workload pressures limit SP integration
[29]. Similar concerns have been reported among GPs
in Europe, where clinicians often see potential value in
linking medical and non-medical supports but highlight
workload, infrastructure, and coordination challenges
[30]. Furthermore, physicians’ lack of knowledge and
awareness about ‘where and how to refer’ and inadequate
follow-up/feedback loops may reduce the appropriate-
ness and motivation for referrals [15, 31]. While resident
physicians felt responsible for tracking patient atten-
dance, established SP models allocate this follow-up to
link workers who monitor engagement and report back
[4]. This underscores the need for clearly defined follow-
up responsibilities within SP pathways.

Participants identified low motivation, economic/
time constraints, and sociocultural resistance as barriers
to participation. The literature shows that engagement
improves when referrals align with patient needs and
when a supported transition to the first community con-
tact is provided, rather than patients navigating services
alone [10]. The informal multi-stakeholder structure,
inadequate guidance and monitoring flows, and resource/
funding issues highlighted in the focus groups align with
the weak governance, rushed go-live, short-term fund-
ing, and capacity constraints in the third sector indicated
by the systematic review [15]. In Portugal, a qualita-
tive study identifies three primary barriers: inadequate
cross-sector communication, limited user awareness, and
insufficient robust monitoring data [29]. Implementation
guides emphasize the importance of multi-stakeholder
early preparation, community asset mapping, structured
monitoring and evaluation, and leadership as essential to
overcoming these barriers [4].

Enablers of social prescribing

Our findings regarding the need for ‘physician training
and awareness’ are consistent with evidence showing that
phased implementation, pre-meetings/workshops, stan-
dardised briefing and training, simple referral forms, and
stakeholder participation facilitate SP [15]. Furthermore,
the WHO recommends “Steps 5 and 6: Involving Every-
one in the Process and Link Worker Training” to clarify
roles across the team and establish communication and
oversight mechanisms [4].
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Resident doctors often referenced an undefined ‘coor-
dination unit’ rather than concrete link-worker roles,
reflecting limited SP insight despite prior education.
Their suggestions for accessible activities and coordina-
tion within FHCs align with the literature, which empha-
sizes clear referral pathways, linking worker competence,
and closed feedback loops [9]. These suggestions also
highlight the need to adequately fund third-sector orga-
nizations, ensuring financial and geographic accessibility
for low-income patients. A system-level model that inte-
grates robust evidence-informed policy with dedicated
funding for the voluntary and community sector, pro-
viding activities, is equally critical [32]. UK experience
shows that making link workers visible through regular
supervision, two-way feedback, and multidisciplinary
integration increases uptake [4, 9]. In the Turkish context,
HLCs, thanks to their existing multidisciplinary staff and
preventive service responsibilities, are well-positioned to
coordinate referrals from nearby FHCs, maintain local
community resource records, and complete the feedback
loop. However, without formal role definition, coordina-
tion, and funding, implementation will remain limited.
Currently, hospital-based social workers address patients’
needs on a case-by-case basis rather than systematically.
These staff could be trained and positioned within HLCs
to fulfill link-worker coordination roles.

Our findings emphasizing ‘planning according to inter-
est/conditions’ and ‘rapid early intervention’ align with
literature showing patient-centered approaches, acces-
sible options, supported first appointments, and com-
petent facilitators increase participation [4, 10]. This
supports cross-sectoral communication training for fam-
ily doctors, link workers, and community facilitators [4].
Participants’ calls for cooperation among municipalities,
FHCs, and NGOs align with evidence that SP should be
designed as a multi-stakeholder program based on local
assets, with continuous monitoring and evaluation [4,
15]. Building on our findings, implementation in Tiirkiye
may be feasible through a stepwise approach (Fig. 3).

Resident doctors primarily viewed SP as a top-down,
state-led intervention requiring national planning and
funding, rather than a bottom-up movement. The Portu-
guese experience shows that communication strategy and
early stakeholder engagement facilitate implementation,
while a lack of intersectoral preparation hinders it [29].
Addressing participation will likely require reducing
direct costs (e.g., activity fees, transport) and indirect
costs (time off work), while pairing primary-care-
centred workflows with municipal/third-sector fund-
ing and clear governance/feedback loops, conditions
repeatedly associated with better engagement in inter-
national examples [24—26].
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Fig. 3 Stepwise approach for implementing social prescribing in Turkiye

Strengths and limitations

This appears to be the first qualitative exploration of
SP in Turkish family medicine training, adding locally
grounded insights to an international evidence base
often lacking country-specific perspectives. Limitations
include single-center sampling, small sample sizes, and
pre-session educational materials that may have primed
participants toward particular SP models. To mitigate
framing bias, the briefing session was structured around
the WHO toolkit [4] and delivered by one researcher who
did not moderate the FGDs; moderators were instructed
to probe critically and explore both positive and negative
views. Nevertheless, although the introductory lecture
covered foundational concepts, it may have shaped views
on SP’s benefits and family doctors’ central role. How-
ever, participants’ perspectives on barriers, facilitators,
and training needs reflect their own judgments. Most
participants, being early in residency, were predomi-
nantly Year 1 residents from a single centre, which limits
transferability to experienced or rural physicians. Their
early-career stage may have shaped their implementation
views, as these were formed before prolonged exposure
to the time pressures and structural constraints of every-
day primary care.

Conclusion

This study shows that family medicine resident doctors
in Turkiye view SP as valuable and aligned with primary
care principles, but challenging to implement under cur-
rent service pressures and system constraints. They want
SP for their patients and are willing to refer, yet prefer a
top-down model in which another unit or a designated
link worker leads implementation and coordination; time
and workload, unclear referral pathways, patient motiva-
tion and access, and weak coordination and monitoring

@ FHC HLC
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emerge as key barriers. Enablers include standardised
training, clear referral pathways with a link worker, asset
mapping, multi-stakeholder partnerships, and basic
monitoring systems, supporting small-scale pilots in
Turkish primary care and educational modules before
wider rollout.
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