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Abstract
Background  Primary care consultations have been found to acknowledge patients’ health-related social problems 
but not systematically meet them. Social problems such as debt, housing, family and work issues along with lone-
liness are unevenly distributed and disproportionately affect the access to health care of particular groups includ-
ing LGBTIQ+ individuals, refugees and migrants, and older adults living alone. Social prescribing has been 
proposed as a tool to address social problems of groups in vulnerable situations. Yet research into potential adap-
tations of social prescribing to meet needs among groups with diverse vulnerabilities remains limited. This study 
aimed to explore how the different stages of the social prescribing pathway (referral, linking, and community 
engagement) can be adapted to better address unmet social needs of people in a variety of vulnerable situations.
Methods  This co-creation study is part of an EU Horizon Europe project, Social Prescribing-EU, which aims to 
assess the potential of social prescribing to improve access to health and care services for groups in vulnerable 
situations. Conducted across three European hubs, Berlin, Aalborg, and Bern, this paper focuses on four consul-
tations and six co-production workshops with diverse stakeholders. Data sources included workshop materials, 
field notes, and transcripts of audio recordings. Data were thematically analysed within each hub and synthesised 
collaboratively across sites.
Results  Despite the diverse vulnerabilities in the target groups discussed, common requests were identified across 
the stages of social prescribing. These included the importance of GPs’ communication with patients about their 
social situations; of link workers approaching each individual with a flexible and open approach; and of diverse 
community options being available in which participation is linked with individual interests rather than target-
group membership. Yet our findings also point to possible tensions in social prescribing, for example between 
meeting requests for target-group-specific knowledge while also avoiding stereotyping participants.
Conclusion  Our study proposes an interpretation of vulnerability in social prescribing as an individualised and 
contextual state that may be met through informed, person-centred approaches. Communication, sensitivity 
training, and strengthening person-centred approaches in general practice and link-worker teams could promote 
accommodating the needs of diverse groups in potentially vulnerable situations throughout the social prescribing 
pathway.
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Background

Health and illness are multidimensional phenomena. While biomedical circumstances are often the focus of 
primary care consultations, patients’ health-related social problems may be acknowledged but not systemati-
cally met [1, 2]. In a survey among 1,439 German general practitioners (GPs), Herrmann and Napierala (2024) 
found that the proportion of patients with psychosocial problems was on average 40.6% (SD = 21.1%) [3]. Such 
patients may present challenges including loneliness, workplace and unemployment problems, family or partner-
ship problems, housing instability, or financial issues - circumstances that may both contribute to and result from 
physical and mental health conditions [4]. Yet, despite documented impacts on individual physical and mental 
health [5, 6], addressing social problems such as those mentioned above within routine primary care remains 
challenging, often due to limited time in GP consultations and a lack of knowledge about referral options [1, 7].

Social problems are unevenly distributed across populations. Persons who have been found to often occupy vul-
nerable situations are more likely to experience social problems and face further barriers to accessing healthcare 
services, which contribute to increasing health inequalities [8]. In this study, we focus on three target populations, 
namely LGBTIQ+ individuals, refugees and migrants, and older adults living alone, as examples of groups who 
experience social problems in distinct ways. These populations were not selected for comparison, but to reflect 
the varied ways in which vulnerability may arise. For example, LGBTIQ+ individuals report lower self-perceived 
social support and face a greater risk of social isolation than non-LGBTIQ+ persons [9, 10]. Additionally, stud-
ies suggest that sexual minorities experience both poorer health [11, 12] and worse healthcare experiences than 
heterosexual people [13]. LGBTIQ+ individuals might not disclose their sexual orientation and any related social 
problems to their GP out of fear of discrimination, including receiving poor or unequal care [14]. On another note, 
migrants and refugees often encounter challenges such as poorer socioeconomic conditions, language barriers 
and cultural relocation that manifest as psychosocial vulnerabilities, all of which affect their health and quality 
of life [15, 16]. Studies further indicate disparities between migrants and non-migrants in accessing healthcare 
services across European countries, leading to unmet healthcare needs [17, 18]. Additionally, migrants can fear 
that accessing public health services could negatively affect their immigration status [16]. Regarding older adults 
living alone, social isolation, poor housing conditions and limited physical accessibility also seem to be barriers 
for older adults’ access to healthcare services [19], and living alone is itself associated with an increased risk of 
mortality in older adults [20]. Taken together, these three populations illustrate how vulnerability may manifest 
differently across but also within groups.

Social prescribing has been proposed as a tool for integrating attention to social problems into healthcare sys-
tems [21–24]. Social prescribing is defined as ‘a means for trusted individuals in clinical and community settings 
to identify that a person has non-medical, health-related social needs and to subsequently connect them to support 
and services within the community by co-producing a social prescription - a non-medical prescription, to improve 
health and well-being and to strengthen community connections’ [25]. The social prescribing pathway may be 
divided into three stages [26], including i) referral, ii) linking, and iii) community engagement. Social prescrib-
ing enables primary care professionals, such as GPs, to refer patients to a link worker when health-related social 
problems are identified. The link worker offers flexible, personalised support to access community activities, such 
as art, exercise and nature therapy, befriending groups, or help with to finding wider support, for example with 
housing or debt advice.

Drawing on large-scale data from the UK, a study by Bu et al. (2025) on social prescribing via GP refer-
rals shows progress from 2019 to 2023 in reaching specific target groups, including those from more deprived 
communities. However, gaps in access and service uptake remain; for example, fewer men and older adults are 
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using these services. The authors thus suggest more research into barriers at different stages of social prescrib-
ing for underserved groups [27]. Another UK-based study (2025) found that people from marginalised groups, 
like migrant groups and people from deprived areas, are more likely to be reached through non-medical referral 
routes, such as through voluntary organisations. Furthermore, although 90% of referrals result in contact with a 
link worker, only 38% receive any intervention, highlighting a shortage of matching community activities [28]. 
These findings point to the need to examine barriers and potential adaptations that can be implemented across the 
stages of the social prescribing pathway to meet the needs of people in vulnerable situations.

Research further indicates that tailoring social prescribing for particular groups [29] may improve services in 
terms of citizens’ accessibility and the possibilities for making social connections, as demonstrated by interven-
tions targeting people with autism, people living with dementia, and older adults [30–32]. Yet, to our knowledge, 
research on how social prescribing may be adapted to address unmet social needs of people experiencing differ-
ent forms of vulnerability remains limited. This paper, therefore, aimed to explore how social prescribing can be 
adapted to address unmet social needs among people who often find themselves in vulnerable situations. Specifi-
cally, the study addressed the following research question: What are stakeholder1s’ views on possible adaptations 
across the stages of the social prescribing pathway to address unmet social needs among populations representing 
different forms of vulnerability, exemplified by LGBTIQ+ individuals, refugees and migrants, and older adults 
living alone?

Methods

Study design

The study is part of the multi-national EU-funded Horizon Europe project, Social Prescribing- EU (SP-EU), 
which aims to assess the potential of social prescribing to promote and improve access to health and care services 
for people in potentially vulnerable situations, focusing on LGBTIQ+ individuals; refugees and migrants; and 
older adults living alone. The SP-EU project focuses solely on social prescribing models initiated by referral 
from general practice, which is why such models will be the focus of this paper. We are aware that other models 
of social prescribing also employ non-medical referral routes [33], but these will not be addressed here. Further-
more, in the SP-EU project, all link workers will undergo the same link worker training prior to testing the adapted 
intervention in multinational contexts. Additional information on the SP-EU project is provided elsewhere [34].

This paper is derived from a co-creation sub-study that informs the intervention development in SP-EU [35]. 
It draws on data from stakeholder consultations and co-creation workshops to analyse stakeholders’ views on 
possible adaptations across the stages of the social prescribing pathway. These activities were conducted by three 
hubs, each focusing on a different target group: Charité – Universitätsmedizin Berlin, Germany (Charité), which 
focused on LGBTIQ+ individuals; Aalborg Universitet, Denmark (AAU), which focused on migrants and refu-
gees; and Universität Bern, Switzerland (UBERN), which focused on older adults living alone.

Co-creation approach

Social prescribing can be considered a complex intervention as it involves multiple components, various stake-
holders and outcomes at multiple levels [36]. The UK Medical Research Council (MRC) and National Insti-
tute for Health and Care Research (NIHR) Framework for developing and evaluating complex interventions 

1   We use the term ‘stakeholder’ in accordance with the MRC/NIHR framework, encompassing ‘individuals who are tar-
geted by the intervention or policy, involved in its development or delivery, or more broadly those whose personal or pro-
fessional interests are affected’ [35]. We acknowledge that this term may carry colonial connotations and may be perceived 
as disrespectful to Indigenous People [40]. We use the term in the context of complex intervention research without such 
intention.
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underlines the importance of engaging stakeholders, including the targeted participants, in developing or refining 
interventions [37]. Such engagement aims to maximise the intervention’s potential to positively impact health 
and improve the likelihood of achieving changes in practice. Co-creation approaches [38] that position stake-
holders as active partners in shaping research rather than solely as sources of data [39] were therefore employed 
to explore possible adaptations to social prescribing. In this study, we understood co-creation as a collaborative 
process that directly involves individuals affected by, or with expertise in, the research topic as stakeholders, 
engaging them in the design process and seeking to tailor the social prescribing intervention to their particular 
needs. The study was informed by a three-stage framework developed by Hawkins et al. for the co-production 
and prototyping of public health interventions [40].

Stakeholder consultations

Each hub held stakeholder consultations in which representatives of the three target populations were invited to 
participate, with one hub organising two sessions to reach different sub-groups. Purposeful sampling of partici-
pants belonging to the target groups and with in-depth experiences of health-related social needs was conducted 
across the three hubs by contacting local NGOs and local community offers, health centres, GPs, and social 
service providers who are in daily contact with the diverse target groups. Potential participants received study 
information and invitations to join the stakeholder consultations (see Table 1 for characteristics of participants). 
During the consultations, stakeholders were introduced to social prescribing and the SP-EU project. They then 
created ‘personas’- fictional characters from the target groups who could benefit from social prescribing, inspired 
by a co-design Toolkit by the New South Wales Government - Agency for Clinical Innovation [41]. The personas 
were created collaboratively by the stakeholders through a series of questions, such as ”Describe the person’s 
life situation (such as family circumstances, social relations, housing, geography, employment, education, etc.); 
or “Does the person have wishes for their own health and well-being?”. The persona descriptions were used to 
synthesise diverse lived experiences of the stakeholders and support their engagement in the dialogue [42]. The 
persona descriptions also provided input for the hubs to prepare for the upcoming co-production workshops. Data 
collection included the filled-out personas along with field notes and, where possible, audio recordings of plenary 
discussions.

26 LGBTIQ+ individuals, including 16 
cisgender, four transgender, two non-binary, 
and four unspecified.

Six personas, each 
facing a social prob-
lem commonly related 
to LGBTIQ+ identity

Pioneer 
hub 
Charité

26 LGBTIQ+ individuals, including 16 
cisgender, four transgender, two non-binary, 
and four unspecified.

Charité, Berlin /March 
2025Duration: 180 min

Six personas, each 
facing a social prob-
lem commonly related 
to LGBTIQ+ identity

Pioneer 
hub AAU

1. session: 12 participants, including 8 
women with migrant or refugee back-
grounds; 3 healthcare professionals; and 
1 link worker (supporting, e.g., due to 
language barriers).
2. session: 6 participants, including 4 men 
with migrants or refugee backgrounds; 1 
volunteer; 1 healthcare professional

A health centre in a 
so-called deprived 
neighbourhood, Central 
Denmark Region
February (women)
and March 2025 (men)
Duration: 2 × 90 min

Three personas - two 
female, one male

Pioneer 
hub 
UBERN

8 older adults living alone, 1 GP and 2 
social workers specialising in care for older 
adults.

Swiss Red Cross, See-
land, Biel, canton Bern, 
Switzerland March 
2025
Duration: 120 min

Three personas 
representing the three 
most pressing social 
problems for older 
adults living alone

Table 1  Characteristics of 
participants in stakeholder 
consultations
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Co-production workshops

Each hub held two co-production workshops, resulting in a total of six across all hubs. Distinct from the stake-
holder consultations, which mainly focused on recruiting target group representatives, these workshops aimed to 
gather diverse views from multiple stakeholders, including healthcare professionals, link workers, community 
stakeholders and target group representatives. Purposeful sampling of workshop participants was conducted by.

contacting local NGOs and local community offers, health centres, GPs, and social service providers to reach 
a diverse group (see Table 2 for characteristics of participants). Recognising that the presence of different groups 
e.g. both healthcare professionals and target group representatives could create power imbalances, each hub 
employed strategies to promote equitable participation. These included careful consideration of group composi-
tion, the establishment and sharing of ground rules, and attentive facilitation.

The workshops were facilitated by research members of the hubs and in some cases, local health profession-
als provided support, for example with language barriers. Personas created in the stakeholder consultations were 
used in the workshops to explore possible adaptations to the social prescribing pathway. After working on this 
in groups, the workshop participants presented their findings in plenum for further clarification and discussions.

Following the first workshops, the research teams from the three hubs met online to share insights and plan the 
next round of workshops. Data collection included field notes, stakeholder-completed templates, and, where fea-
sible, audio recordings of plenary presentations (available at the AAU facilitated workshops). The study adopted 
a pragmatic approach, prioritising the best possible input from each site. Although the aim of the co-creation 
activities was consistent across the three hubs, the number and composition of participants, as well as the facilita-
tion processes, varied. Given the inherent differences among the three target groups, a uniform procedure across 
hubs was not feasible, and neither was the aim to compare the three groups but gain access to insights into what 
aspects of social prescribing should be adapted to the diverse groups.

Ethical considerations

Informed consent was obtained from all participants prior to the stakeholder consultations and co-production 
workshops. Participants received reimbursement in alignment with local custom, resulting in financial compen-
sation at Charité (between €50 and €75) and at UBERN (€109), while AAU distributed gift baskets valued at 
€67 upon agreement about such payment. In our analysis and reporting, participants were pseudonymised, and 
their stakeholder roles are broadly described. The project activities were registered in accordance with the ethical 
guidelines for research at Charité, AAU and UBERN.

Participants at co-production workshops Place and time
Pioneer hub 
Charité

st workshop: 10, including 4 GPs, 1 social worker, 1 
person from an undisclosed profession, and 4 LGBTIQ+ 
stakeholders.2nd workshop: 9 participants, including 
6 GPs, 1 nurse or medical assistant, and 2 LGBTIQ+ 
stakeholders.

Charité, Berlin1st workshop: 
June 2025Duration: 90 min2nd 
workshop: June 2025Duration: 
90 min

Pioneer hub 
AAU

1st workshop: 22, including 15 migrants or refugees, 2 
medical doctors, 1 representative from the Danish Society 
for Immigrant Health, 3 healthcare professionals, and two 
link workers.
2nd workshop: 33, including 20 migrants or refugees, 4 
GPs, 3 healthcare professionals, 4 link workers, 2 VSC 
representatives

A municipal health centre in a 
socially deprived neighbour-
hood, Central Denmark Region
1st workshop: June 2025
Duration: 90 min
2nd workshop: June 2025
Duration: 90 min

Pioneer hub
UBERN

1st workshop: 10, including 7 older adults and three pro-
fessionals specialising in care for older adults.
2nd workshop: 9, including 6 older adults and three pro-
fessionals specialising in care for older adults.

Swiss Red Cross, Seeland, 
Biel, canton Bern, Switzerland.
1st workshop: June 2025
Duration: 90–120 min
2nd workshop: June 2025
Duration: 90–120 min

Table 2  Characteristics of 
participants at co-production 
workshops
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Data analysis

Although stakeholder consultations and co-production workshops were conducted separately for each target 
group to gain population-specific insights, our analytical approach was designed to identify patterns within and 
across populations, rather than to examine context-specific findings for a single hub. Analysis proceeded in two 
stages. First, each hub conducted local thematic analysis [43] to develop population-specific findings. Throughout 
this stage, the research teams met regularly online to discuss initial findings. Second, these population-specific 
findings were synthesised collaboratively across sites. Here, translation of data from the three national languages 
(German, Danish and French) into English were conducted collaboratively across hubs.

Then, inspired by an inductive thematic analysis approach [43], we coded persona descriptions, field notes and 
workshop findings using an overarching coding framework representing the three stages of the social prescrib-
ing pathway in SP-EU; referral in general practice; linking; and community engagement. Within this framework, 
themes were developed inductively. Initial themes and interpretations were developed by the first author (LGR) 
and the last author (SA) and subsequently shared with all hubs, who contributed target-group-specific nuances or 
highlighted potential disagreements with the proposed interpretation, which were then discussed collaboratively 
and refined. This iterative process of sharing, discussion and refinement continued until agreement was reached 
across the hubs and in the author group.

In line with thematic analysis [43], themes were identified based on their importance and relevance to the 
research question, rather than solely based on their frequency or proportion in the full dataset. This was consid-
ered particularly appropriate given that data collection methods varied across hubs, and the volume of available 
data differed, e.g., with audio recordings available only from the AAU-facilitated workshops. In addition, the 
persona descriptions were analysed as outputs of the co-creation process, representing some of the challenges 
and needs of the target groups to inform possible adaptations of social prescribing. The coding and cross-site 
synthesis were managed using Microsoft Excel and Word.

Results

Our findings are presented below, structured according to the three stages of the social prescribing pathway: (i) 
referral; (ii) linking; and (iii) community engagement. Selected persona descriptions are presented in Appendix 1 
as illustrative examples of potential needs identified. These personas are fictional characters, constructed and co-
created to represent individuals in the target groups for whom social prescribing could be relevant. These should, 
however, not be interpreted as accounts of real individuals.

Referral

Our workshops revealed that identifying patients for social prescribing in general practice may be challenging 
due to time constraints and because GPs may prioritise acute or somatic symptoms. Yet, exploring a patient’s 
social situation may be facilitated through continuity of care in general practice, building on multiple consulta-
tions to establish a trusted relationship. A representative of older adults living alone alerted attention to this when 
asked whether they talk with their GP about their social situation: ‘More or less, it depends on the relationship we 
have with them’ (Fieldnotes from workshop by UBERN). Still, stakeholders at the UBERN workshop suggested 
delegating tasks to other staff members in general practice, such as practice nurses, who may have more time to 
inquire into patients’ social situations. Lack of time in consultations with their GP was also pertinent for migrants 
and refugees with limited language skills. Here, additional consultation time, an extra appointment, or translation 
services were suggested as possible solutions. Such adaptations may help the GP identify health-related social 
needs of patients and facilitate access to social prescribing services.
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Furthermore, some patients can feel reluctant or ashamed to share problems such as loneliness with their GP 
and may be unsure about whether it is appropriate to raise such concerns in a medical setting. This was especially 
the case at the workshops concerning older adults living alone, such concerns were mentioned, which could be 
worsened during communication with GPs:

Another problem is that the GP is always behind their computer and doesn’t really look at us anymore. That 
makes us feel unheard, and so we don’t feel like talking about it. It helps when they look at us while we speak 
and allocate time for us—we feel more comfortable talking about our problems. It also helps when they ask 
us questions, but they almost never do. (Fieldnotes from workshop by UBERN)

As suggested above, non-verbal cues, such as direct eye contact, as well as verbal cues, such as proactive ques-
tions about non-medical aspects of health, may be of high importance to detect if patients have unmet social 
needs. Similarly, stakeholders at the workshops with refugees and migrants suggested that:

The GP could be aware of asking questions such as, ‘Do you feel the need to see other people?’ or ‘Do you 
feel the need to be social?’ and perhaps be curious about ‘What do you do in your daily life? (Quote from 
transcribed audio recordings by AAU)

Beyond such questions, stakeholders at workshops in Berlin focusing on the health-related social needs of LGB-
TIQ+ individuals suggested that GPs should proactively ask patients about their sexual orientation and gender 
identity instead of assuming. They recommended adapting medical history forms to include voluntary questions 
on these topics and using symbols, flyers, magazines, or pronouns on name tags to foster a welcoming environ-
ment for LGBTIQ+ individuals. Participants also discussed whether practice teams need specific resources or 
sensitivity training to address gender identity and sexual orientation. Taken together, these suggestions indicate 
that proactive communication about social problems is not always experienced as the norm in general practice.

Interestingly, while most target group representatives preferred proactive questions about social needs, some 
healthcare professionals expressed concerns that this could risk stereotyping or imposing vulnerability. As such, 
the phrasing used when proposing social prescribing should be carefully considered:

If someone (the patient) is a dignified older man who says, ‘I don’t need any help’, it might be easier for you 
(as a GP) to suggest, ‘Would you like to meet someone, sit together playing board games with people your 
own age?’ That can be easier for him to accept than saying, ‘Do you need help?’ – people don’t like that. 
So, use words in a way that maintains his dignity and makes it easier for him to accept the offer (of social 
prescribing) and makes it easy to say ‘Yes’, so it doesn’t feel like it’s out of pity. (Quote from transcribed 
audio recordings of workshop by AAU)

This quote came from a former GP, who pointed to the risk in suggesting social prescribing if not appropriately 
framed, as it could position the participant in a deficit position. These findings reveal a tension between patients’ 
potential preference for proactive communication about social problems and GPs’ reluctance to initiate such con-
versations due to concerns about stigmatisation.

Our findings suggest that identifying patients who could benefit from social prescribing may be challenging in 
general practice due to limited consultation time, along with both GPs and patients may not feeling comfortable 
talking about health-related social needs. Proactive strategies like asking open questions about social situations, 
extending time for patients with language barriers, or displaying LGBTIQ+ symbols may help reduce barriers for 
referral. However, these should be balanced against the risk of placing patients in a deficit position. This points 
to the importance of the GP communicating about social prescribing as an optional choice rather than a necessity 
based on a predetermined vulnerability of their patients.
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Linking

The discussions in the consultations and workshops also made it apparent that the characteristics of link work-
ers may be especially important for groups in vulnerable situations. Representatives of migrants and refugees 
expressed a preference for link workers who could speak the participants’ native languages. This could help 
overcome language barriers, allow participants to express their needs more comfortably, and foster shared cul-
tural understanding. However, since link workers rarely speak multiple languages, their awareness of the cul-
tural diversity was considered most important. Similarly, during the workshops in Berlin, stakeholders discussed 
recruiting link workers who identify as LGBTIQ+ themselves. This common ground could help build trust and 
understanding. However, it was later suggested that link workers should be trained to understand diverse needs, 
in addition to having awareness of inclusive LGBTIQ+ terminology. Among older adults living alone, it was sug-
gested that link workers should have insight into issues commonly experienced by this group, such as mobility 
issues and potential reluctance to talk about social problems. These findings reveal the perceived importance of 
link workers having specific knowledge relevant to each group, such as commonly experienced challenges or 
points of awareness in communication. Nevertheless, stakeholders made it clear that such target-group-specific 
knowledge should not overshadow the importance of approaching each individual with an open mind and without 
assumptions.

Besides link workers acting as community navigators, the time to attentively listen to participants was per-
ceived as potentially beneficial in itself:

Often, patients go to the doctor because they feel lonely and want to talk to someone. The link worker would 
take care of that for the doctor and accompany the patient over a longer period. (Fieldnotes from workshop 
by UBERN).

Building a trusted relationship with the same link worker seemed important, especially for older adults living 
alone, implying participants should be able to request a different worker if their needs were not met. Furthermore, 
the listening skills of link workers may be particularly valuable for those participants who have experienced a 
lack of understanding in previous encounters with the healthcare system. This may be demonstrated through the 
persona of ‘Philly’ (See Appendix 1):

Philly reports having already visited several GPs and specialists, but no one has so far been able to help suf-
ficiently. Because of non-visible health limitations, Philly frequently encounters barriers when accessing the 
medical care system and when confronted with bureaucratic processes. Philly has the impression that vari-
ous things in everyday life seem to come easily to other people (organizational structure of a daily routine, 
doing administrative tasks, access to medical care), while Philly struggles with them. Philly is searching 
for a diagnosis that could explain their symptoms and seeks support from a doctor with understanding and 
knowledge. As a genderfluid person, Philly feels a pressure to justify themselves in public spaces, which is 
exacerbated by the use of incorrect pronouns and forms of address, leading to social isolation.” (Extract of 
case-vignette based on persona description developed during stakeholder consultation by Charité).

As illustrated above the stakeholders described that referral to the link worker could help people access com-
munity support to reduce everyday life challenges, but perhaps also convey the understanding that persons like 
Philly have felt what was missing so far in the healthcare system. Together, stakeholders expected the link worker 
support to be beneficial in itself to address unmet social needs among referred participants.

Yet stakeholders also made it apparent that the link worker should adapt their mode of delivery of social pre-
scribing to each individual, allowing appointments to be arranged according to participants’ needs, including 
home visits, face-to-face meetings at neutral locations, in general practice, at community sites, by telephone, 
etc. As for the target group of older adults living alone, it was emphasised that link workers should contact the 
participant quickly after referral and be able to conduct home visits, at least for the first appointment. Similarly, 
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during the workshop focusing on refugees and migrants, it was emphasised that the initial meeting between par-
ticipant and link worker could be held face-to-face, both to build trust and to reduce potential language barriers, 
as in-person interactions and non-verbal communication can improve mutual understanding. However, flexible 
support from link workers appeared most important, allowing appointments to take place at various locations 
depending on participants’ needs.

In sum, our findings suggest that link workers’ backgrounds and knowledge may play a significant role in 
building trust and acceptability among participants. While matching backgrounds might not be feasible, provid-
ing link workers with specific knowledge about the target group(s)’ needs along with training their sensitivity 
to diversity could be beneficial. Nevertheless, stakeholders encourage link workers to approach each individual 
with openness, acknowledging their personal preferences. In addition, having knowledge of community services, 
spending time together and attentive listening appear to be key.

Community engagement

The stakeholders emphasised the importance of availability of a variety of community options to refer to that 
target specific yet diverse needs. During the Charité workshops, it was emphasised that link workers should 
prioritise identifying queer-friendly spaces and services targeting LGBTIQ+ persons. Here some stakeholders 
expressed that subgroup-specific communities were essential, as not all community options are equally suitable 
for everyone: For instance, communities targeting cisgender gay men might not be suitable for trans* persons. As 
such it was pointed out that specific community options could offer opportunities for participants to be reflected in 
peers, and to feel accepted in the social environment. Similar requests for target-group specific offers were raised 
during workshops focusing on migrants and refugees. When discussing the persona of Yasmina, who, among 
other challenges, has a limited social network and language difficulties, a stakeholder explained:

It is no use being in a group of people where she (Yasmina) cannot communicate or mirror herself. So, she 
must be capable of mirroring herself in others – there can be other nationalities providing her with the 
opportunity to learn Danish, but she must also have the opportunity to liken herself with others. (Quote 
derived from transcribed audio recordings from workshop by AAU)

Stakeholders highlighted that the composition of members in the communities referred to and their approaches to 
including newcomers from diverse cultural and ethnic backgrounds are essential. Yet, stakeholders also pointed 
out that supporting participants in accessing such communities should be balanced with link workers’ ongoing 
openness to individual preferences, avoiding assumptions about suitable community options.

It was stressed in the workshops that participants should ideally identify their own direction for community 
engagement. However, not all participants know which direction they want to take, so qualified suggestions can 
be required based on dialogue:

You can come in as a participant and say, ‘I don’t have any interests or hobbies,’ or ‘I don’t know what I 
want. So, when these citizens come in, they need to have a sort of walkthrough, like okay, these things exist, 
and ‘what did you like as a child?’ or ‘what did you used to do?’, ‘do you have any previous interests?’ Then 
try to approach it that way, because there are many who don’t know what they want. (Quote derived from 
transcription of audio recordings of workshop facilitated by AAU)

Workshop stakeholders also recognised the need to address practical barriers to community participation, such 
as transportation, participation costs, geographic distance, timing of services, or lack of equipment. Through the 
description of personas (See examples in Appendix 1), it became evident that the perceived individuals who could 
benefit from social prescribing face multiple interconnected challenges, including financial or mobility problems. 
Therefore, participation costs or geographic distance may often pose significant obstacles. As one stakeholder at 
a UBERN workshop stated: ‘If it’s too expensive, we won’t participate either, or if the procedures are too com-
plicated, same thing. So, it should be inexpensive, easy to do, and the benefit should be direct.’ (Fieldnotes from 
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workshop by UBERN). Thus, it was pointed out that practical issues can serve as barriers for some individuals, 
even to engage with a link worker. Therefore, stakeholders pointed out that such barriers should be addressed 
throughout the social prescribing pathway.

Discussion

Our findings suggest a range of possible adaptations across the stages of social prescribing. As a sub-study 
informing the development of the social prescribing intervention in SP-EU [35], this paper identified possible 
adaptations that stakeholders perceived as acceptable and relevant [37]. Our findings do not demonstrate the fea-
sibility or effectiveness of the suggested adaptations, which will be evaluated in subsequent phases of the SP-EU 
project.

Despite examining three populations facing different types of vulnerabilities, common patterns were identified. 
Representatives of all three groups emphasised the importance of GPs’ sensitive inquiry into their social situation, 
while link workers were also encouraged to approach each individual with flexibility and openness, and support 
access to diverse community options where engagement emerges from participants’ own preferences rather than 
target-group membership. Our results highlight the importance of meeting the specific needs of target groups 
on the one hand, while avoiding stereotypical treatment of participants based on their group membership on the 
other. This tension may be especially relevant for GPs and link workers, suggesting the use of proactive strate-
gies to reduce barriers to engagement. However, they must balance this with the risk of inadvertently imposing 
vulnerability, which could undermine the ideal of empowerment and ownership which social prescribing aims to 
foster [36, 44].

Our results resonate with existing social prescribing literature. At the referral stage, our findings suggest that 
health professionals’ proactive strategies for exploring patients’ social situations may enhance access to social 
prescribing. This aligns with Bos et al. (2025), who also identified barriers to addressing broader health needs 
among people with complex multiple problems, including limited consultation time. They also found that patients 
may not always recognise that their physical complaints can stem from other issues, such as stress, financial or 
social problems. This makes it difficult for GPs to recommend more holistic approaches, such as social prescrib-
ing, because patients might hesitate or lack motivation to engage. These findings add to our study by suggesting 
that barriers to engaging in referral also exist at the patient level [45], which further underscores health profes-
sionals’ ability to communicate about social issues with sensitivity and help patients feel comfortable sharing 
them, as a way to facilitate access to social prescribing.

Further our results add to existing social prescribing research especially regarding the role of link workers. A 
scoping review by Mulholland et al. (2025) describes how social prescribing link workers must balance empow-
ering participants and supporting their autonomy whilst providing sufficient and appropriate support without 
creating dependency [46]. Our findings pinpoint a related but distinct tension between navigating target-group-
specific awareness with person-centred approaches that do not reinforce stereotypes. Together, these findings 
suggest that, in some cases, link workers may need to navigate competing demands to properly support partici-
pants’ engagement in social prescribing.

This aligns with Tierney et al. (2024), who describe the importance of link workers’ ability to build trusted 
relationships through communication skills and knowledge of community resources. Critically, they emphasise 
that link workers must avoid being overly directive when supporting community engagement, as decisions should 
emerge from joint decision-making, enabling participants to feel a sense of ownership [10]. Our findings across 
the three distinct populations confirm these insights. Furthermore, stakeholders at our workshops hypothesised 
that support from link workers could be valuable in itself. Such value may arise through trust-building and the 
link worker’s ability to listen and address sensitive issues. These aspects of the link worker role align closely with 
the concept of ‘holding’ described by Westlake et al. (2024), who emphasise that this important dimension of 
the link worker role should be recognised in training programs and support provision [47]. This holding function 
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may be particularly prominent when supporting participants in potentially vulnerable situations, as evident in our 
findings.

Additionally, stakeholders at our workshops often identified practical barriers to community participation, 
such as transportation difficulties and participation costs. Such barriers may reflect broader social and economic 
inequalities that may lie beyond what social prescribing alone can address. This highlights that when participants’ 
problems stem from structural determinants of health, such as poverty, housing insecurity, or discrimination, 
the individual-level focus of social prescribing may be insufficient to tackle the underlying causes and health 
inequalities. Here, broader system-level interventions may be needed [48, 49].

Despite common patterns emerging across the three selected target groups, our study also confirms the pres-
ence of unique needs for each target group, which, to some extent, has been described elsewhere in the social 
prescribing literature. For instance, Kellezi et al. (2021) describes barriers to migrants accessing health services, 
including language and cultural barriers, which can make it more difficult to disclose sensitive social issues [16]. 
Furthermore, Zhang et al. (2021) emphasise the importance of tailoring community offers to meet individual 
needs, paying particular attention to language and cultural tailoring [50]. Similarly, Westlake et al. (2026) propose 
that community organisations can foster inclusive participation in cultural activities for older people from global 
majority backgrounds through intentional engagement, power-sharing, and relational practices [51]. Regarding 
older adults, Grover et al. (2023) emphasise that some may experience poor health due to chronic conditions and 
reduced mobility, which act as barriers to attending community-based programs [52], while our findings highlight 
the need to address such barriers early in the referral process. To our knowledge, there is limited research examin-
ing social prescribing adaptations specifically for LGBTIQ+ populations, whereas our findings seem to expand 
the current literature within this area.

Beyond the empirical findings, our study proposes an interpretation of vulnerability within social prescribing 
interventions. Rather than treating vulnerability as a static characteristic associated with target group member-
ship, our findings suggest it may be more usefully understood as an individual and contextual state [53, 54]. Our 
stakeholders emphasised that being met with preconceived ideas about one’s needs and preferences risks limit-
ing personal ownership and contributing to stereotyping. Thus, our findings underscore and confirm the value of 
social prescribing as a person-centred approach [55] to accommodate diverse needs and vulnerabilities. At the 
same time, our findings highlight the need to balance open-minded, person-centred approaches with target group-
specific knowledge. Importantly, such knowledge should not imply that vulnerability is treated as a static charac-
teristic. Instead, an informed person-centred approach that identifies support mechanisms tailored to individual 
needs may offer a responsive way of addressing diverse vulnerabilities in social prescribing.

Limitations

A limitation of co-creation approaches is that findings are shaped by the contexts in which they are developed 
[39]. Whilst we conducted co-creation activities across three geographically distinct settings and sought to stan-
dardise processes and a shared focus on the social prescribing pathway, the suggested adaptations remain influ-
enced by local conditions. This should be considered when interpreting findings and assessing their transferability 
across different healthcare contexts. Furthermore, the three target groups of this study were selected to represent 
different types of vulnerability and distinct social problems, which were also evident in our findings. Yet each of 
the three groups is in itself heterogeneous, with considerable variation among individuals, and some individuals 
may also be at the intersection of more than one group. Therefore, the identified needs and potential adaptations 
do not necessarily apply to all individuals within these groups but underline the importance of person-centred 
approaches that respond to individual needs.

Limitations also include that recruitment was restricted to purposeful sampling of participants that could help 
describe experiences, possibly underrepresenting target-group members in the most vulnerable situations [56]. 
Furthermore, especially for our recruitment of target group representatives, we largely relied on gatekeepers 
with access to these populations, which may have limited our ability to specify recruitment criteria towards 



Article in Press

BMC Public Health

https://doi.org/10.1186/s12889-026-29275-z

subgroup-diversity properly and might have favoured more engaged participants. Still, our co-creation approach 
involved various efforts to support participation across different languages and backgrounds, engaging stakehold-
ers not just in articulating their needs but also in co-creating possible adaptations.

Furthermore, information on stakeholders’ prior experience of social prescribing was not systematically col-
lected across hubs. As social prescribing remains sporadically implemented across the three national contexts, a 
potential lack of lived experience with social prescribing among stakeholders should be considered when inter-
preting the findings.

Another limitation worth mentioning is that data collection methods varied across the three hubs, e.g. with 
audio recordings only available for AAU. This variation in data availability may have influenced opportunities 
for equally in-depth analysis across hubs. However, in line with co-creation approaches [57], a diverse range of 
methods can serve various purposes during co-creation processes, including data collection, recruitment, reflec-
tion, engagement, and knowledge sharing among participants. Data collection should therefore be balanced with 
other aspects of interest in co-creation, which is why the data collection procedures were based on what seemed 
most appropriate at each site. Still, ongoing cross-hub dialogue and validation of findings throughout the analyti-
cal process provided an important basis for ensuring the trustworthiness of our findings. Additionally, the number 
and composition of participants varied across hubs, with AAU having a higher number of workshop participants 
and a different mix of stakeholders than the other sites. This influenced which stakeholder perspectives were 
present across sites.

Additionally, the personas developed during stakeholder consultations were fictional characters constructed 
by a specific group of stakeholders. Different stakeholder groups would likely have resulted in different persona 
descriptions, which could have influenced the data analysis. Furthermore, as co-design tools, the persona descrip-
tions do not necessarily capture the range of individual perspectives or nuances that could have been obtained 
through accounts from real-world participants.

Finally, the informed consent procedures and use of audio recordings (one hub only) may have inadvertently 
positioned stakeholders as research subjects rather than equal collaborators, potentially reinforcing power imbal-
ances that undermine the co-creation ideal [58]. Also, we did not systematically collect stakeholders’ feedback on 
the co-creation activities, including whether they felt their contributions were valued or whether they experienced 
power imbalances. Post-workshop surveys or independent observers [59] could have captured such perspectives 
and strengthened our assessment of the quality of our co-creation activities.

Conclusion and perspectives

Our findings identify several options for adapting social prescribing to address unmet social needs of people in 
potentially vulnerable situations. Through co-creation activities with three exemplary populations representing 
different types of vulnerabilities: LGBTIQ+ individuals; refugees and migrants; and older adults living alone, we 
identified common requests. These included the importance of GPs’ communication about patients’ social situa-
tions; link workers approaching each individual with a flexible, open approach; and diverse community options 
in which participation is linked to individual interests rather than target-group membership.

Our findings point to possible tensions, including meeting requests of target-group-specific knowledge while 
avoiding stereotyping participants based on their group membership. As such, this paper proposes an interpreta-
tion of vulnerability in social prescribing as an individual and contextual state rather than as a static characteristic 
of target-group membership, highlighting the potential of informed, person-centred approaches. Our findings 
point towards the potential importance of communication skills and sensitivity training in strengthening the 
capacity of general practices and link-worker teams to accommodate populations with diverse vulnerabilities 
throughout the social prescribing pathway.

Our findings may have several implications for social prescribing in practice and research. First, our findings 
point towards strengthening communication training, such as sensitivity training and person-centred consultation 
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approaches, useful across participants facing various types of vulnerabilities. Such training could enable health 
professionals to balance proactive awareness of specific needs and barriers (e.g., language barriers, concerns 
about disclosing social problems) with a flexible, individualised approach that avoids stereotyping. In clini-
cal practice, where GPs and link workers routinely encounter patients with varied social needs, such generic 
strategies may be more useful than target-group-specific protocols. In that regard, organisational health literacy 
approaches [60], which emphasise health organisations’ capabilities ‘to make it easier for people to navigate, 
understand, and use information and services to take care of their health’ [61], may offer a promising framework 
for focusing on organisational responsiveness to diverse levels of health literacy and vulnerability. Secondly, our 
findings suggest possible modifications to existing practices. For instance, most GPs are already trained to view 
their patients as holistic individuals and to acknowledge gender identity, sexual orientation, age, and cultural 
background - an approach that could be promoted further through sensitivity training. Other suggestions would 
require system-level decisions and resources, such as extended consultation time. Thus, the feasibility and pri-
oritisation of the suggested adaptations will depend on the resources available within each health service system. 
Community capacity building, defined as the interaction of human capital, organisational resources and social 
capital to solve collective problems [62], might also be an interesting addition when co-creating efforts such as 
social prescribing to enhance equitable access to health [63].

Finally, future social prescribing research could examine the transferability and feasibility of our findings to 
different local contexts. Whilst our findings were derived across national contexts, the relevance of the suggested 
adaptations will often depend on local contextual factors, including the social prescribing model, the healthcare 
system, and available community resources. In the SP-EU project, local advisory boards (LABs) were involved 
in each national context to add context-specific perspectives on the findings derived from the workshops. Further 
co-creation processes could also facilitate such local tailoring, in line with evidence from a systematic review 
by Thomas et al. (2021), which found that co-approaches can effectively engage stakeholders in developing and 
implementing social prescribing interventions within community settings [64].
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