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Abstract

Background: Social problems of patients such as family or work-related conflicts as well as financial difficulties affect
the individual health situation and the treatment of diseases in general practice. General practitioners (GPs) would like
to have direct access to professionals in social care services. In Germany, there are many different social care facilities
for people with a wide range of social problems. As the social and health care systems hardly interact collaborations
between social professionals (SPs) and GPs are rare exceptions.

This study explored perspectives of GPs regarding their patients with social problems in combination with the per-
spectives of SPs. Aim of this study was to explore how a systematic interprofessional collaboration between GPs and
SPs could be realised.

Methods: We carried out a participatory sequential qualitative study design consisting of two focus groups with

GPs, two with SPs and two mixed-professional focus groups with GPs and SPs. The focus groups were conducted with
semi-structured moderating guidelines and analysed with a qualitative content analysis approach using inductive and
deductive categories.

Results: GPs view themselves as the first point of contact for their patients’social problems. For persistent social
problems, they expressed a desire for support and SPs were willing to provide this. We developed a stepped care
implementation model for a systematic cooperation consisting of nine collaboration strategies. These strategies
included: index or website of social care services, referrals to the social care system, using flyers and posters of social
care services, direct contact/hotline to local social care services, participation in meetings of social care facilities,
involving physician assistants, external social care advice service in GP rooms, implementation in education and train-
ing and access to volunteers.

Conclusions: Our stepped care implementation model for a systematic cooperation of GPs and SPs could be a feasi-
ble need- and resource-oriented approach for the collaborative care of patients with social problems to improve their
medical treatment in most western healthcare systems. GPs and SPs are ready to generate the necessary evidence for
policy makers in high quality RCTs.

Keywords: General practitioners, Social care system, Social care practitioners, Social professionals, Social
determinants of health, Cooperation, Collaboration, Interprofessional, Qualitative study

Thomas Kloppe and Britta Tetzlaff joint first authorship. BaCkground

As socio-economic factors, social problems such as
unemployment and homelessness, financial difficulties,
or private circumstances such as partnership problems,

*Correspondence: tkloppe@uke.de

Department of General Practice and Primary Care, University Medical Centre
Hamburg-Eppendorf, Martinistrale 52, 20246 Hamburg, Germany

©The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or

other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativeco
mmons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.


http://orcid.org/0000-0002-2368-8333
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12875-022-01782-z&domain=pdf

Kloppe et al. BMC Primary Care (2022) 23:169

family and work-related conflicts affect the participa-
tion and functioning of people [1]. Social problems,
as categorised in the Z-chapters of ICD-11 [2] and
ICPC-3 [3], are social determinants of health [4] and
affect health at the individual level with a significant
impact on the course and the treatment of diseases.
People with social problems are more likely to suffer
from mental impairment, cardiovascular diseases, mul-
timorbidity, have a shorter life expectancy and a poorer
quality of life [5]. At the same time, multimorbidity or
severe illnesses such as cancer or chronic inflamma-
tory bowel disease have a considerable influence on the
development of social problems likes unemployment,
financial difficulties, and interpersonal conflicts [6, 7].
As a result, new medical problems or deteriorations
may occur [8].

In a previous study [9] of the epidemiology of social
problems in primary care, we were able to show that
out of 1,844 GPs in northern Germany, 47.8% reported
that they encountered at least five social problems every
week: mainly financial difficulties, problems with work
or unemployment, loneliness, problems with relation-
ships and cultural problems e.g. related to discrimi-
nation or integration [9]. Bikson et al. [10] found that
patients in the US reported similar social problems
related to finances, personal stress, transportation, (un-)
employment and legal issues. Approximately one third
of the surveyed primary care patients with social prob-
lems (n=684) stated that they would like to see a social
worker.

Many socially disadvantaged persons first seek support
from their GP [11-14]. Zantinge et al. [15] showed in a
survey of 226,920 participants that patients with psycho-
logical or social problems had almost twice as many GP
contacts as patients with somatic problems only. The GP
can be a viable point of contact for patients with social
problems [16, 17]. Often, those affected appreciate the
non-stigmatising, confidential and discrete character of
general practice [18]. It is not visible to the outside world
that they have a social problem when they consult their
GP [19]. Most GPs try to find pragmatic and appropri-
ate solutions with their patients. For further support, GPs
would like to have a contact person within a social facility
[9, 18, 20].

A study by McGregor et al. [21] suggested that social
work in primary care that addresses social problems also
contributes to more positive health outcomes, such as
improved subjective health, functioning and self-man-
agement, lower psychosocial morbidity and reduced
barriers to treatment and health maintenance. Many
examples of these collaborations are implemented in the
United Kingdom [22], in Ireland [23], in Canada [24] or
New Zealand [25].
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However, in Germany, there is no interprofessional col-
laboration between general practice and social care [21],
as the healthcare system and the social system hardly
interact. Therefore, it is very challenging for GPs to find
an appropriate social care facility [20]. In consequence
social problems are not addressed until they become a
severe symptom of a disease. Specific guidelines or well-
established approaches like social prescribing [26] are
almost non-existent in Germany [27] and the knowledge
of social care services and their methods are generally
poor among GPs [28]. There are only a few pilot projects
directed at social problems in primary care, such as the
“Patient-oriented primary and long-term care centres
(PORT centres)” [29] or the “Community-based Health
Service provider (Gesundheitskiosk)” [30]. The funding
or continuation of these projects remains uncertain and
full-scale implementation in the next few years is unlikely.
At the moment, GP’s individual approaches to dealing
with patients with social problems often depend on their
own time resources, personal commitment and attitude
[31]. We suspect that such unsystematic detection and
treatment of social problems in general practice blocks
valuable time, financial resources and leads to overutili-
sation of ambulatory medical care in Germany and else-
where [32]. Interprofessional work as a complex concept
defined by the relationships and interactions between dif-
ferent health and social professions [33] is considered as
a strategy that can optimize health-services, strengthen
health systems, and improve health outcomes [34].With
the objective of promoting the development of interpro-
fessional collaboration to support patients with social
problems in general practice in Germany, our study aims
to address three key questions:

1. which social problems occur most in GP consulta-
tions for which types of patients,

2. which social care facilities could offer helpful services
for the social problems of the identified patients, and

3. what kind of collaboration between the social care
sector and GPs might support patients with social
problems?

Methods

Study design

We conducted an explorative qualitative study with a
total of six focus groups (two with GPs, two with SPs and
two mixed-professional focus groups with GPs and SPs)
in a participatory sequential study design. We choose
focus groups because group dynamics should provide
rich data with a high diversity of opinions and innovative
ideas [35, 36].
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Recruitment

The study took place in Hamburg, a large city with 1.8
million inhabitants in the north of Germany. Participants
were selected following a purposive sampling approach
[37]. Focus group participants were recruited in two
steps:

1. Five hundred GPs were randomly selected and
invited to the study by mail, using the register of the
Association of Statutory Health Insurance Physicians.
Based on several socioeconomic indicators, we chose
GPs from areas with a "very low" to a "medium" sta-
tus level because of higher likelihood of social prob-
lems [38].

2. Based on results of the GP focus groups, we invited
matching facilities within the social care system.
For example, one GP focus group discussed patients
with financial difficulties, so we invited a debt advi-
sory service. In Hamburg, there are several different
help and treatment options for people with social
problems. Social care facilities with a public funding
are listed on the website of the city of Hamburg. We
recruited facilities in different city districts to gather
a perspective that is as broad as possible. In addi-
tion, we contacted further facilities that were specifi-
cally mentioned in the GP focus groups. Overall, we
invited 25 facilities to participate in focus groups. For
the SP focus groups, we invited social professionals
who work directly with clients. For the mixed-profes-
sional focus groups, we mainly invited managers and
policy makers.

Inclusion criteria for GPs were: (a) specialists in gen-
eral practice or internal medicine, (b) provision of regu-
lar general medicine (including home visits, no focus on
homeopathy, naturopathy, or psychotherapy), (c) treat-
ment of at least 500 patients per quarter, (d) located in
Hamburg, (e) informed consent. A total of 31 eligible
GPs showed interest to participate. Inclusion criteria for
social professionals (SP) were: (a) state certified social
workers with (b) job experience in a social care facility, (c)
competence about social problems described by the GPs
for which support is needed and (d) informed consent.

Participants

We included 16 GPs as per the characteristics of social
status of the local area, professional experience, and sex,
and 19 SPs. Six of the 25 requested facilities were una-
ble to participate due to time constraints and illness.
Each participant was contacted by the researchers (BT/
TK) to review inclusion criteria, explain the specifics
of the study, obtain informed consent and to schedule
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participation in the focus group. Characteristics of study
participants are shown in Table 1.

Ethics statement

This study received ethical approval from the Ethics
Committee of the Medical Association of Hamburg on 8
February 2020, reference number LPEK-0107.

Setting/procedure
Our study follows a three-staged explorative sequential
design:

1. Two focus groups with ten GPs were conducted and
evaluated.

2. The results were presented in two successively held
focus groups with a total of 13 SPs.

3. The mixed-professional focus groups with six GPs
and six SPs were conducted with the aim of comple-
menting and agreeing on the results of the previous
focus groups.

We conducted all six focus groups with a total of 35
participants between May and August 2020 via video
conference, lasting for two hours each. Moderation was
performed by BT, a female trained occupational therapist
and post doctorate researcher with experience in mod-
erating workshops and focus groups, with support from
TK as co-moderator. He is a male trained state-approved
social worker and post doctorate researcher. A student
assistant recorded focus groups for verbatim transcrip-
tion. The moderator followed a semi-structured guide;
topics are shown in Table 2.

Analysis

BT reviewed all transcripts, which were produced and
pseudonymised by the student assistant. The qualitative
analysis was based on a mixed deductive and inductive
development of categories. BT and TK analysed the data
together, providing a high degree of intersubjective verifi-
ability in the interpretation of the data [39]. The software
MAXQDA 12 [40] was used to structure the qualitative
data analysis.

We used content analysis across all six focus groups to
answer the research questions subsequently. The main
categories of the focus groups were 1) Social problems
of patients in general practice, 2) General practitioners’
course of action, 3) Experiences with collaboration 4)
Ideas for future cooperation and 5) Barriers and facili-
tators for the implementation. We ranked these ideas
according to the needs of patients and required resources.

Patient types and their social problems were developed
collaboratively during the GP focus groups. For this pur-
pose, we documented and clustered all statements during
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Table 1 Characteristics of participants (N=235)
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General Practitioners

Social
Professionals

Total
Sex

Age in years

Total professional experience in
years

Specialist title

Practice organisation

Social care facilities

Female

Male

30-39

40 -49

50-59

60 - 69

Not specified

<10

10-19

20-29

30-39

>40

Not specified

General practitioner

Internist

Social worker

Nursing consultants

Management and cross-institutional stakeholders
Single practice

Group practice

Not specified

Voluntary sector

Statutory sector

SP focus group 1 (n=7)

Drug and alcohol advice centre
Senior’s counselling centre
Psychosocial counselling centre
Debt advisory service

Youth service centre

SP focus group 2 (n=6)

Family centre

Psychosocial counselling centre
Senior's counselling centre

Self-help group network

Youth job agency

Local authority children’s services
Mixed-professional focus group 1 (n=2)
Debt advisory service

Family centre

Mixed-professional focus group 2 (n=4)
Welfare association

Local authority for health promotion
Local authority for community services

A~ 00 W

A O AN

n=19
14

N A W NN = WOy~

the focus groups and consented the results at the end of  Results

each focus group. In addition, we identified specific social
care services which we invited to the SP focus groups.

Social problems of patients in general practice
The social problems of patients, reported by GPs (n=10)
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Table 2 Semi-structured moderating guideline

GP focus groups

« What social problem have you discussed most often in your practice?
«How do you talk to your patients about these and other social prob-
lems?

«In what cases have you already recommended or referred patients to
social care professionals?

« What type of collaboration should be established with social care pro-
fessionals to address patients’social problems in general practice?

SP focus groups

« How could your facility address specific social problems of GP patients?
«What could a structural cooperation with GPs look like?

Mixed-professional focus groups

« Do you have any other ideas for addressing social problems in general
practice that did not emerge in the previous focus groups?

« Based on your capabilities and patient acceptance, how would you rate
the feasibility of each idea?

in the first two GP focus groups, were categorised into six
specific patient types with typical social problems, shown
in Table 3.

Across patient types and social problems, GPs reported
additional barriers like various foreign languages, cul-
tural differences in the perspective of the disease and a
lack of knowledge about social care services.

"[...], from care services to basic minimum income,
applying for a degree of disability, all these formali-
ties, many people don’t take this up because they
don’t know the possibilities [...]. (GP-FG1, GP2, par-
agraph 12)

General practitioners’ course of action
GPs defined themselves as the first point of contact for
their patients’ social problems.

"Patients often come to their GP for the first time
with a problem (.), which means it’s not that I try

Table 3 Patient Types and social problems, reported by GPs
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to mediate immediately, but |[...] in the first con-
tact to listen and say "ah ok, there could be a prob-
lem” and perhaps to discuss it further at the next
appointment [...]” (GP-FG1, GP3, paragraph 78)

They assumed that they take care of social problems
a long time before social care facilities are involved,
because they are often the first address when patients
are unable to work, need medical care or severe events
occur. The GPs described that they have a long-stand-
ing relationship with their patients, are familiar with
their medical history and usually also know about their
social environment. They defined the joint treatment of
somatic symptoms and psychosocial problems as core
principle of primary care. GPs reported that they apply
simple conversation techniques to address problematic
situations.

"Patients come to the doctor because they have
stomach pains and not because they have lost their
job (...) usually, [...] to recognise this is already |[...]
a challenge in part and making patients under-
stand that their stomach pains are perhaps related
to their job loss [...] and then establishing confi-
dence and saying "okay, I am a doctor, I can say
that stomach pains are sometimes related to a job
loss" [...] and then you can work on the social prob-
lems.” (GP-FG1, GP3, paragraph 80)

To counsel patients with social problems without
time pressure, GPs schedule several appointments in
the off-peak hours.

"And then maybe giving the patient a new appoint-
ment where it is not so busy, where we have [...] the
chance to address this topic specifically, without
the time pressure that you might have [...] in addi-
tion to taking blood and so on". (GP-FGI, GP2,
paragraph 88)

Young adults
(16-26 years)

Single mothers,
mothers with many
children

Adults in complex
problem situations

Older patients

Entrepreneurs (e.g.,
fruit farmers)

Patients with drug-
related harms

- Self-worth problem,
— Puberty,

— Lack of perspective,
— Absence from school
or training place

— Childcare and parent-
ing issues,

- Separation/ divorce,
—Too small apartment,
- Financial problems,

- Violence in the family

- Loss of jobs,

- Mobbing at the
workplace,

- Re-integration into
the job,

- Fear of financial dif-
ficulties/poverty,

- Loss of apartment,
— Care of children and
elderly people,

- Domestic violence,
- Divorce

- Loneliness,

— Lack of education,

- Lack of independence
- Poverty,

— Depression in old age,
- Moving into a nursing
home

- Bankruptcy,
—Threatened self-
employment,

— Fear of financial dif-
ficulties,

— Domestic violence

— Social psychiatric
problems,

— Homelessness,

- Workplace issues,
- Poverty




Kloppe et al. BMC Primary Care (2022) 23:169

As a second possible way of addressing social prob-
lems, some GPs described that they recommend a local
social service to their patients.

"[...] Then I tried to connect him, so at our place there
is [a local social care facility] where you can make
appointments with a low barrier and talk to social
workers who are supposed to deal with exactly this
type of problem [...]" (GP-FG2, GPS, paragraph 77).

Experiences with collaboration

However, only half of the GPs reported that they have
been in contact with social care facilities. These GPs
described contacts with staff from women’s shelters, chil-
dren’s services department, and nursing services.

"[...] we also have frequent contact with staff from
the women’s shelter, [...]. About two or three times a
month.” (GP-FG2, GP2, paragraph 96)

Regular cooperation with social care facilities only took
place in special substitution programmes for patients
with drug-related harms.

"These [psychosocial counselling] facilities are part
of the substitution concept, and the patient has to
sign, if he wants to be substituted, that the doctors
are allowed to have a complete exchange with the
social workers, we don’t have that in any other area.”
(GP-FG1, GPS, paragraph 109)

In addition, they particularly emphasised that con-
tact with special caregivers is valuable for non-German
speaking patients.

"[...] what I like a lot is that recently I have more for-
eign patients who have only limited knowledge of the
German language or who are not very familiar with
the health care system, that a special person has
been set up who comes into the doctor’s consulta-
tion” (GP-FG1, GP2, paragraph 105)

GPs described a lack of knowledge about suitable social
care facilities and services. They did not feel familiar with
the quantity of available social care services, although
when they had acquired some knowledge during their
professional experience.

"[...] the system of social services is extremely broad,
therefore I often lose the overview.” (GP-FGI1, GP1,
paragraph 68)

The participating SPs had a strong interest in net-
working and cooperation for an early and more effec-
tive allocation of people with social problems. They
would like to provide individual advice to physicians
and conduct briefings to increase awareness of social
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care services. However, in their experience, GPs rarely
attend information events or local network meetings.

They also assume that the lack of knowledge and the
exclusive consultation of individual social problems by
physicians could hinder comprehensive consultation.
To deal with the complexity of social problems, com-
prehensive counselling should take place at the begin-
ning of the process to ensure that several issues can be
addressed. Otherwise, patients could be frustrated by
inadequate services.

"Uh, as I said, we have noticed that, if he [a GP]
takes brochures from three or four providers out
of the drawer and gives them to people, the way
to comprehensive counselling is actually cut off
immediately” (SP-FG2, SP4, paragraph 72)

Representatives of the social care services described
a lack of structures as the main barrier for professional
cooperation. To foster collaboration, financing must
be provided for both sides, because regular exchange
requires additional work.

"I think that things like that would also have to be
supported financially. I don’t think any GP goes
there if he doesn’t get money for it and it’s the same
with the social facilities. We have a great inter-
est in networking but that’s always just on top,
[...] and up to now it hasn’t been supported and 1
think it would be important that a certain amount
of working time is available for it." (SP-FGI1, SP3,
paragraph 38)

Ideas for future cooperation
Each focus group developed different strategies to facil-
itate systematic collaboration (Table 4).

Table 4 Strategies for a systematic cooperation of GPs and SPs

GP focus groups

- Index or website of social care services
- Referrals to the social care system
- Direct contact/hotline to local social care services

SP focus groups

- Participation in meetings of social care facilities
- External social care advice service in GP rooms
- Implementation in education and training

Mixed-professional focus groups

- Using flyers and posters of social care services
- Involving physician assistants
- Access to volunteers




Kloppe et al. BMC Primary Care (2022) 23:169

Stepped implementation strategies for a systematic
cooperation of GPs and SPs

For a feasible need- and resource-oriented implementa-
tion, we developed a model with stepped priorities for
the resulting nine collaboration strategies (Fig. 1). These
emerging strategies are explained in more detail below.

Index or website of social care services
From the GPs’ perspective, a detailed and sorted list of
general social care services should be available. The cen-
tral file location could be the website of the responsible
General Practitioners’ Association.

"[...] and sometimes I would wish [...] that for exam-
ple on the website of the General Practitioners’ Asso-
ciation [...] that there is support: where can I get a
contact for a specific problem? Or what could I sug-
gest?” (GP-FG1, GP2, paragraph 84).

SPs mentioned that lists are not very promising because
they are usually exclusively useful for the person who cre-
ates them, because only they know when they should be
used and how.

"Lists make sense only for the people who create
them [...] the gain in knowledge is highest there. [...]"
(SP-FG1, SP2, paragraph 116)

In addition, lists and website become outdated very
quickly if they are not permanently maintained. In the
mixed-professional focus groups, the idea of a list was
expanded to a digital map showing different social care
facilities with defined contacts in each area. One of the
participants stated that a local list that GPs would create
for themselves would be more useful. However, a list or
map would not replace personal contact.

"As the previous speakers have already said, this
is no substitute for personal contact. I think that
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referring people, referring them with a good feeling,
also requires a kind of familiarity with the person
or that I have already heard the structure men-
tioned by someone else, that this is good, that this
is a good offer, so that's something else that is also
needed, but I could also imagine a digital list that
might be helpful for finding the way through this
whole jungle of extremely differentiated services.”
(MP-FG2, SP6, paragraph 52)

GPs also wanted to talk to someone directly if needed.
For this purpose, they wanted to know the names of the
SPs, what they could do for their patients, and whether
they felt comfortable recommending patients to them.
For a list or website to be successful, care must be
under the professional direction of an association, uni-
versity, or local government.

Referrals to the social care system

The participating GPs mentioned that a direct “referral
to a social care service” in form of a formalised medi-
cal referral to another specialist could be a strategy of
cooperation. To protect the privacy and personality of
their patients, they did not want to receive feedback
from social care facilities.

“I provide information and then I ask the patient
next time, and if the patient [...] decides against it
or says, oh no, somehow, I'd rather keep drinking or
keep being sad or something, that’ s his right too.
Then you may not have the feeling that you have
received information [by a SP] that he [the patient]
did not want to tell you himself. So maybe, maybe
this feedback is a bit too much. So maybe you have
to be careful.” (GP-FG1, GP3, paragraph 131)

4

Second Steps

Third Steps

External social
care advice service in the
GP practice

First Steps

Index or website of
social care services

Referrals to the social
care system

Using flyers and posters
of social care services

Direct
contact/hotline to local
social care services

Participation in
meetings of social care
facilities

Involving
physician assistants

Fig. 1 Stepped implementation model for a systematiccooperation of GPs and SPs

Implementation in
education and training

Access to
volunteers
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The SPs generally supported this idea, as it could
enhance the value of social care services, reduce barri-
ers, and increase commitment.

"[...] and I think the idea with the referral form
[...] is good because it upgrades the whole consul-
tative process.” (SP-FG1, SP3, paragraph 38)

On the other hand, such a formalised referral could
reinforce an exaggerated sense of entitlement of
patients to quick solutions and jeopardise the principle
of free choice.

“[...] the basis for self-help is that people can call
us because they have to be able to participate in
meetings regularly on their own. Yes, that is the
basis of motivation and activation, but not care
and referral” (SP-FG2, SP3, paragraph 60)

Based on this, no added value was seen in the mixed-
professional focus groups for the implementation of
formalised referrals, apart from the mentioned “com-
mitment” of social care services. Non-formalised
recommendations based on a good knowledge of the
social care system remained very welcome by GPs and
SPs.

Using flyers and posters of social care services

One GP suggested an improved use of flyers and post-
ers in the waiting room. Newly designed flyers, or
posters should include a brief general characterisa-
tion of general social care services. In addition, these
materials should encourage patients to contact the
GP about their social problems. This approach could
reduce barriers for patients without overburdening
the system if GPs are able to refer to social services
quickly. These flyers and posters could also be dis-
played in pharmacies, on public transportation, or in
other waiting areas to make people aware of the pos-
sibility of talking to their GP so they can get in touch
with social care services.

Some participants also did not believe that patients
would use impersonal flyers to contact GPs. They
emphasised that GPs should meet social facilities first
to make recommendations. Overall, flyers should point
out the benefits of social care services rather than spe-
cific problems and their consequences.

"[...] first an informational event, after that, when
we stand behind these flyers, and we are informed,
after that, I would display it that way and, in my
eyes, these are not only "problem flyers” they could
be called "what Hamburg is doing for you" [...].”
MP-FG2, GP 8, paragraph 58)
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Direct contact/hotline to local social care services

Another idea of collaboration in addressing patients’
social problems in the GP practice are local contacts to
social care facilities that provide universal support for a
wide range of problems and are easily accessible at low
thresholds. GPs argued that these “neighbourhood social
care services” (GP-FG1, GP4, paragraph 149) should be
staffed by SPs who are familiar with the various options
of the welfare state, local public services, and other social
facilities of the local infrastructure. Specific counselling
services could be offered for clusters of social problems
and types of patients at different times, e.g., for 16 to
26-year-olds or for senior citizens. All services should
be multilingual to enable counselling for international
patients. An additional integrated hotline offering brief
low-threshold counselling was also considered helpful.

“I would like to see a 24-hour hotline, [...] where you
can at least make the first contact in a concrete way,
[...] ‘so here’s the phone number, there is someone
who will listen and try to help you [...]” (GP-FG2,
GP2, paragraph 110)

SPs would welcome general advice from local social
care service especially for GPs. SPs could recommend
appropriate services to GPs, and GPs could provide
comprehensive advice to their patients without having
to spend a lot of time and effort on specific enquiries.
At least two consultants would need to work in such an
office to avoid long waiting times.

In the mixed-professional focus groups, the strategy
of a local, low-threshold social care services with a hot-
line has been further elaborated. There, SPs could pro-
vide information-seeking people with information about
problem-specific local social services.

"[...] a kind of telephone office that first gives infor-
mation about the nearest agencies in the area and
then a kind of 360-degree advice about who is best
responsible for this or that in the neighbourhood
[...]." (MP-FG2, SPS, paragraph 22)

An indispensable basis for the consultants must be the
first mentioned index or website of social care services.

“[...] of who is actually available for what". (MP-
FG2, SP6, paragraph 40)

Participation in meetings of social care facilities

SPs pointed out, that a personal advice for GPs could be
integrated in regular district conferences of social facili-
ties or into newly established “neighbourhood meetings”.
These meetings could provide general information about
nearby local social care facilities and would allow a vivid
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discussion about anonymous cases at a “round table” To
date, there have been different attempts for those meet-
ings without any physicians participating. Participating
SPs considered that aspects of GP quality management,
the awarding of continuing education points could moti-
vate GPs to participate. If these meetings took place as
online, GPs would be able to join in briefly to find case-
related solutions.

“Videoconferences are definitely a time-saving fac-
tor, maybe that is more feasible for GPs, to call in
for an hour somewhere and a counselling facility
introduces itself or introduces the counselling system
in the district. Maybe that is more feasible than get-
ting all the GPs at the same table [...]” (SP-FG1, SP6,
paragraph 48).

The GPs in the mixed-professional focus groups
showed interest in participating in regular local network
meetings. They considered an annual meeting for infor-
mation purposes only to be sufficient. For meetings in
which specific problems cases are discussed, an interval
of 6 weeks was suggested. In such a meeting, ideally all
local social facilities would be present to enable personal
contact. Of course, it would be ideal if the necessary time
resources were available in the medical and social system.

“Exactly, so um, I think that this would have to be
done systematically. I don’t know what it’s like for
doctors, but I think it's always on top, and we've
actually had interdisciplinary case discussions, but
that'’s really a tour de force to keep it up, [...] and if
you as a general practitioner also have the capacity
to do that” (SP-FGS, SP3, paragraph 44)

An additional suggestion was to link these meetings
to existing Medical Quality Circles, District Doctors’
Meetings of the Association of Statutory Health Insur-
ance Physicians or obligatory events within formalised
Disease Management Programmes in Germany could be
possible platforms to involve SPs from various social care
facilities.

Involving physician assistants

The strategy of rethinking the role of physician assistants
in counselling patients with social problems emerged
from the SPs in the mixed-professional focus groups.
Physician assistants could maintain contacts with social
services and motivate patients to seek these services. It
might be an advantage that physician assistants are closer
to patients’ social needs and backgrounds than academi-
cally trained GPs.

"[...] but often we have also made the experience that
there is not necessarily much time in the exchange
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with the doctors, or that many things have already
led to a rejection by the physician assistants, that
homeless people have not crossed the threshold or
that, there is a lot of catching up to do and maybe
another ear is another ear, so that this source could
perhaps be expanded again as, um, as someone who
also refers or with, um, yes, again seeks the conversa-
tion differently, perhaps, [...]” (MP-FG2, SP6, para-
graph 40)

GPs had concerns about the time resources of physi-
cian assistants and about data protection during a con-
sultation at the counter in the GP practice. However, it
might be an option to train physician assistants who
could provide advice, for example to older patients dur-
ing a home visit.

"[...] we have a physician assistant who has partici-
pated in a further training course as a non-medical
practice assistant and who can also carry out home
visits independently, [...] and, therefore, in close con-
sultation with us, she informs the patients or gives
us important feedback after home visits, if there is
a need for further action. It is of course, mainly the
elderly patients who need further help, but that is for
sure, would certainly be a practical way of doing so
via the doctor’s practice, via a physician assistant
there, which is trained and specialised accordingly.
(MP-FG2, GP7, paragraph 56)

External social care advice service in GP rooms

Another widely discussed strategy was the provision of
regular external social counselling hours directly in inter-
ested GP practices.

"If a general practitioner is interested, it would be a
good idea to discuss (.) whether or not to have a kind
of counselling through the counselling centre in the
practice” (SP-FG2, SP5, paragraph 98)

SPs and GPs emphasise that the option of social care
advice in the familiar surroundings of the GP practice
could be a minor hurdle to seeking and accepting social
support. SPs could move some of their open consultation
hours into the GP practice. Only the appointments would
need to be organised and bundled by the practice and a
room would be needed. In the mixed-professional focus
groups, this approach was expanded to include the idea
of offering joint interprofessional counselling in the GP
practice.

"[...] I think it is even better to say that we invite [...]
directly to the consultation, so if a certain family XY
is present, then we can do the consultation together".
(MP-FG2, GP3, paragraph 68)
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Even specialised counselling facilities, for long-term
care or the care of patients with drug-related harms could
offer consultation hours in the GP’s practice. For these
specialised consultations, several GP practices could join
forces and refer eligible patients to the GP in charge.

"In the practice is a great idea. [... ], but with so many
specialties, I don’t think there are enough patients
left for a consultation of about three hours on Tues-
day. Youd have to team up with several doctors, |[...],
because somehow, if there’s a social professional sit-
ting there and no one comes, it's no fun” (MP-FG2,
GP3, paragraph 68)

At the end, SPs expressed some concerns of lim-
ited capacity. Often specialised social care services are
overburdened, and pressure with refinancing is quite
common.

Implementation in education and training

A lack of awareness of local social care services could
be counteracted by addressing social problems in medi-
cal education and training of doctors. Regular accred-
ited exchange and information events, which take place
as time-saving online formats, should be a part of regu-
lar quality management and continuous education in GP
practices.

"Doctors must continue their training. One could
knit a system that would include, a biennial training
program ‘What are the social facilities in the neigh-
bourhood?”. (SP-FG1, SP6, paragraph 48)

GPs liked the idea of addressing social problems in
medical education. Additionally, online training courses
or lectures could be offered as part of the established
continuous GP training. The most important factor for
GP is the implementation into the specialist training. SPs
emphasises a strong willingness to support the education
and training of GPs.

Access to voluntary work

The increased use of volunteer networks was briefly dis-
cussed. These services are usually initiated and main-
tained by professionals in social care facilities. They
connect volunteers with persons in need of assistance.
GPs reported that many of their patients have minor
needs and that volunteer platforms would be a practical,
low-threshold tool for support. For example, to counter-
act an elderly lady’s loneliness, access to a volunteer net-
work could be used to arrange direct contact.

"[...] and then I would like to see if there is a volun-
teer’s exchange where we can access that. [...] where
a doctor or other staff member can pick someone out
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of the system and have a direct, a direct impact. We
have the ideas and then it ebbs away in part because
you don’t always have access to the person in ques-
tion. [...]" (MP-FG2, GPS8, paragraph 32)

Barriers and facilitators for the implementation

For the implementation of the presented collaboration
strategies for more systematic collaboration between
medical and social care services, several barriers were
identified. Participants emphasised the need for more
general consultations hours to be available in social care
facilities to advise patients. Some of these facilities had to
close due to funding shortages. An extended use of social
care services as well as the use of flyers and advertis-
ing posters would cause additional costs. A further step
should include the mandatory involvement of public pay-
ers like health insurance funds, long-term care insurance
funds and other local institutions.

"[...] in the next step, you have to interest funding
authorities, no matter who they are at the end, but
of course health insurances, care insurances and of
course also the city are involved.” (MP-FG2, SP2,
paragraph 76)

One lever for cooperation between GPs and SPs within
the urban area is the integration of health issues into
planning local social infrastructure by the relevant gov-
ernment authorities. In the city of Hamburg, where we
conducted the interviews, some planned structures could
be considered as beneficial factors for better cooperation.
The first local community health centres are planned,
and various funds intended for the social development
of a district could be used for the implementation of the
developed ideas.

“«

ext year there will be some experimental inte-
grated health care centres in each district, maybe
that is a good idea [...] for the authorities to promote
such structures, to link social care and health care
per district and, most important, to establish this
network well, maybe that would be a place where it
would be possible to dock this contact person, this
‘gatekeeper’ model from the medical area for the
psychosocial help area [...]." (MP-FG2, SP6, para-
graph 40).

Discussion

In our study, GPs pictured themselves as a first point of
contact when it came to handling social problems with
their patients and they want to offer optimal counsel-
ling in their practice. These confidential consultations,
in which social problems are explored in depth, are a



Kloppe et al. BMC Primary Care (2022) 23:169

well-known source of the particularly trusting relation-
ship between GP and their patient [41-44]. For com-
plex, persistent, or urgent social problems [45-47], GPs
expressed a desire for support and it has become appar-
ent that SPs are willing to provide this support [28].

Based on these assumptions, we developed a stepped
implementation model for a systematic collaboration
between GPs and SPs to be the core component of a
complex intervention. But not all these steps are equally
relevant, effective, and efficient. Overall, the most effec-
tive and the most challenging approach seems to be the
integration of an additional social care advice in German
GP practices [20, 48]. This strategy involves social work-
ers from a social care facility providing regular coun-
selling consultations directly in the GP’s practice. This
ensures consistency in the services offered, direct con-
tact between the professions, a low-threshold service for
patients, and no losses due to patients having to move to
a different location. This approach promises exception-
ally good prospects of being successful, as it has been
widely tested in other countries [49] and in heterogene-
ous settings for at least 80 years [50—52]. This concept
has shown promising effects on subjective health, self-
management of chronic conditions and the reduction
of psychosocial morbidity, emotional role functioning,
medication safety and further barriers to medical treat-
ment [21, 53, 54]. The non-stigmatising, confidential and
anonymous character of a general practice empowers
patients to seek earlier support [19]. This is supported
by the IRIS study from Feder et al. [55]. They show that
involving the whole practice team, integrating reminders
into the practice software and a formalised referral to the
appropriate social care service is a very effective way to
support patients affected of domestic violence [55].

However, the direct integration of social work into gen-
eral practice will take many years in Germany, because
GPs mostly work in small single practices and the health
care system is strictly separated from the social care
system [56]. Meanwhile, more pragmatic methods are
needed for easier referrals to the social care system [20,
28]. Using flyers and posters of social care services in
waiting rooms and in consultations are a simple first step
in making patients aware of general and specific social
care services [19]. For individualised support and refer-
rals, GPs need easy access to an up to date index on a
website [57]. The minimum scope should include general
social and specialised counselling services focusing on
financial or housing problems [18].

Further support for treating a wide range of diseases,
anxieties and health-related behaviours of individuals
and population groups need a more ambitious social pre-
scribing approach which involves “link workers” [26, 49,
58-60]. In our study, GPs wished for a hotline or direct
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telephone contact to a SP in a social care facility to clarify
specific questions directly and quickly. The realisation of
this service would not require a completely new infra-
structure, [61]. The participating SPs showed up ready to
offer an effective short telephone consultation for GPs as
part of their regular work.

Ideally, a “link worker” in general practice has a high
level of experience, comprehensive training programs,
frequent communication with the GP and a regular
supervision to ensure reliable support [62, 63]. Neverthe-
less, these essential supportive contacts with SPs take up
valuable time which is not remunerated additionally. A
pragmatic approach for SPs and GPs might be occasional
participating in existing local meetings of social care
facilities, which are well established in Germany. Even
the involvement of physician assistants for maintaining
contacts could be a promising approach [20, 64].

The “link worker” could integrate the diverse volun-
teer’s sector as well. Volunteers could support patients
affected by social problems with small services, relieving
conversations, and mentoring [65, 66], even in situations
where social care facilities are overloaded [67]. For this
purpose, it is outstanding that social work must ensure
a tailored assessment and a clear support package to
patients and GPs.

One of the biggest challenges is developing a shared
culture [68] between SPs and GPs, which have had little
interaction in the past [25]. GPs described that a clear
understanding of social work capabilities and limitations
is essential to avoid inappropriate referrals [63]. But after
reviewing 35 qualitative studies, O’Carroll, McSwiggan
and Campbell [69] found a lack of knowledge in this field.
An emerging interest in interprofessional work mainly
arises when physicians had contacts with the social care
sector during their education or training [69]. Conse-
quently, medical schools and training facilities should
create opportunities for interactions with social care
facilities to establish a common understanding. The inte-
gration of social determinants of health and social care
services into medical education and GP-training, which
was emphasised in our focus groups, is rare in Germany
[70] and elsewhere [69]. Curricula are usually rigid,
but every institution in Germany can facilitate specific
courses on social problems and social institutions within
its capabilities [71, 72].

Strengths and weaknesses

To our knowledge, this is the first qualitative study ana-
lysing perceived social problems of patients from the per-
spective of GPs in combination with the perspective of
SPs to explore potentials for a systematic cooperation of
the medical and the social care system in Germany. Our
participatory, sequential qualitative study design allowed
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us to examine a maximum of diverse opinions and ideas
of 35 participants from various fields.

We assume that there is a selection bias in our study
because only GPs who are interested in the topic of social
problems and only SPs who are interested in working
with GPs participated. Therefore, we tried to maximise
the variation of GPs in terms of age, sex, and social sta-
tus of the local area. In addition, participants differed in
their experiences with patients and their collaboration
with social care facilities. Regarding SPs, we chose differ-
ent social facilities worked on the same issue, we selected
institution leaders and counsellors, and we looked for
cross-institutional stakeholders related to the district.
Nevertheless, more information from additional stake-
holders may also provide further points of view.

The evolved strategies for a systematic interprofes-
sional collaboration are already a big challenge to imple-
ment. In an ideal scenario, all developed steps will be
implemented and designated SPs located in the GP prac-
tice will act as a link between the GP practice and the
social care facilities. Yet for Germany and other coun-
tries without good structural conditions, our stepped
implementation model could offer a pragmatic approach
to using existing resources without requiring substantial
changes to the health care system. Any idea for a future,
systematic cooperation between GP and SP is primarily
burdened with funding issues. However, it is important
to note that it would not require many more resources to
start with a pragmatic approach. A sustainable and estab-
lished implementation of improved cooperation between
primary care and social care probably requires pooled
financing initiatives [73].

Finally, we only considered the patient perspective
indirectly. For this reason, we are examining the patient
perspective in a separate study, as their behaviour is an
essential factor in promoting social care in general prac-
tice [74]. Currently, there is a risk that patients expect
mainly somatic diagnosis and treatments from their GPs
and do not try to address social problems [45] because of
stigmatisation [75]. In a further ongoing study, we exam-
ine physician assistants’ personal perceptions and role
identification in treating patients with social problems in
primary care.

Implications

Research is needed to find an appropriate and balanced
evidence-based approach to take care of social prob-
lems in primary care. To date, there is a lack of evidence
across the literature regarding effectiveness [26] as well
as mechanisms of interventions to treat social problems
[76] because of poor experimental research designs [21].
While it is challenging to quantify specific outcomes for
possible changes of individual circumstances and related
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health benefits [19], there is a plausible causal pathway
for social care advice and a strong ethical argument [77].
Tierney et al. [78] note that a theoretical framework for
defining serious outcomes is lacking within existing
approaches. They suggest that the development of social
capital could be an anchor for a framework that could
include most intended effects such as developing new
knowledge, skills, connections, and empowering patients
to engage in activities that make their lives feel satisfying
[78]. Wood and colleagues support these ideas and add
that social prescribing by link workers may assist people
achieve a stronger sense of coherence by strengthening
resilience resources [79]. It would be beneficial to com-
bine all these approaches in a logical model to build a
comprehensive model of effects for linking SPs and GPs
to achieve appropriate outcomes [80]. The goal should be
to overcome the eclectic treatment of patients with social
problems and to close the gap of professional standards
in social care facilities [45].

Furthermore, a specific proactive medical history or
screening is essential to detect social problems. Arbi-
trary approaches lead to divergent estimations between
patients and GPs [19]. Corresponding screening instru-
ments have not yet been implemented, but they do exist
[81]. Based on a coherent logical model, an established
screening of a sophisticated complex intervention around
our stepped implementation model for a systematic col-
laboration between GPs and social workers, we need
to develop a high quality randomised controlled trial
that shows whether patient-relevant outcomes can be
improved in a reliable manner [82].

Conclusion

Our results suggest that the establishment of interprofes-
sional collaborative structures between GPs and SPs is
a promising way to work with patients who have social
problems to improve their medical treatment. Based
on our stepped implementation model for a systematic
cooperation between GPs and SPs, we can recommend
first simple steps for implementation in cooperation with
civil officials, local politicians, and local representatives
of the social and medical care system. These steps should
be feasible in most western healthcare systems. Further-
more we need to develop a high quality complex inter-
vention within a randomised controlled trial to create the
needed evidence for a wide implementation.
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