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ABSTRACT
Aims: This study aimed to investigate the perceptions and experiences of clients attending a healthy life centre in Amasya for 
weight management and physical activity counselling. 
Methods: This qualitative study was conducted through telephone interviews with 23 individuals who had attended weight 
management counseling. Participants were adults aged 18 years and over who attended the healthy life centre in Amasya for 
weight management and were randomly selected from those who received weight management services. Semi-structured 
interviews were conducted to explore participants’ experiences with the healthy life centre, including their reasons for applying, 
their access to and satisfaction with the services, and changes in their wellbeing. Using NVivo12, transcripts were analysed 
thematically based on grounded theory.  
Results: The mean age of participants was 32.57 years (±6.1), with weight loss being a common reason for attending. The 
majority of participants attended a single session (n=9), and the primary sources of awareness about the center were friends 
(n=6) and family (n=3).The thematic analysis revealed five major themes: 1) impact on healthy living, 2) lack of promotion, 3) 
satisfaction, 4) reason for ceasing, and 5) suggestions for the future. 
Conclusion: This study emphasises the positive impact of healthy life centres on clients’ health and lifestyle behaviors, with 
patients reporting significant improvements in their nutritional habits and increased physical activity levels due to the counseling 
they received. However, the study also showed that people are unaware of the existence of healthy life centres, and that these 
services are not sufficiently promoted. Therefore, there is a need for the greater promotion of healthy life centres in Turkiye to 
improve public health. 
Keywords: Health promotion, healthy life centre, qualitative research, weight management

INTRODUCTION
One of the main causes of morbidity brought on by the 
emergence of noncommunicable diseases (NCDs) is negative 
health behaviours, such as lack of physical activity, unhealthly 
eating habits, smoking, and excessive alcohol consumption. 
The World Health Organization (WHO) global plan of 
action encourages national governments to develop public 
health strategies to improve human health.1 The burden of 
NCDs is a global public health problem that jeopardizes 
socioeconomic development.2 In developing nations, where 
noncommunicable illnesses account for 71% of all causes 
of mortality, this figure is projected to rise to 55 million by 
2030, with about 41 million fatalities globally.3 According 
to the status report published by WHO for Turkiye, 34% of 
these deaths are due to cardiovascular diseases, 23% cancers, 
7% chronic respiratory diseases, 5% diabetes, and 21% other 
noncommunicable diseases.4

A combined diet and exercise approach, more commonly 
known as a lifestyle intervention, has been shown in clinical 
trials to reverse metabolic abnormalities, reduce dependence 
on pharmacotherapy, and prevent the progression of diabetes 
and cardiovascular disease.5,6 A growing body of literature 
recognises that the majority of heart disease, stroke, type 
2 diabetes, and a significant percentage of cancers could 
be prevented through healthy dietary choices and lifestyle 
improvements.7-11 Community-based interventions and public 
health policies are needed to combat this rising mortality 
rates from NCDs in preventive medicine and public health.12 
One of these policies is primary health care. Patients are 
more likely to modify their behaviour when professionals 
encourage them. Therefore, primary health care services 
are ideal environments for behaviour modification-based 
counselling.13 Counselling patients on lifestyle change is a key 
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task for primary care clinicians.14 Considering both the direct 
(e.g. medical care) and indirect (e.g. sickness absenteeism or 
presenteeism and physical inability) cost of obesity on health 
systems, weight management programs which encourage 
people to eat a healthier diet and become more physically active 
could be cost effective.15 People who have a low income tend 
to claim high costs as a barrier to engagement.16 Individuals 
could not attend due to the cost of participation, transport 
and/or childcare.17 Therefore, it is important to provide such 
interventions free of cost.

In Turkiye, healthy life centers (HLC) have been established in 
all 81 provinces to protect individuals and society from risky 
conditions for health, to strengthen primary healthcare services 
and to make these services easily accessible, and to encourage 
a healthy lifestyle. These facilities’ target population includes 
both healthy people and ill people. In Turkiye, Healthy Life 
Centres provides solutions combating risk factors of NCDs, 
nutritional counselling, psycho social counselling, oral and 
dental health, injection services, women’s and reproductive 
health, school health, cancer early diagnosis and screening 
and education, smoking cessation counselling, counselling 
for drug users and their relatives, infectious diseases services 
including control and management.18

Few studies have evaluated the efficacy of the services offered 
in HLCs because these facilities are relatively new and poorly 
known. In 2017, an HLC was established in Amasya, and 
this qualitative study aimed to investigate the views and 
experiences of the citizens who received services at the HLC.

METHODS
Design
This study was approved by Amasya University Ethics 
Committee (Date: 25.06.2020, Decision No: 89). The study 
was conducted in accordance with the guidelines of the 
Declaration of Helsinki. Written consent was obtained during 
phone conversations by first explaining the study’s purpose, 
procedures, potential risks, and benefits to the participants 
in detail. Participants were then given the opportunity to 
ask questions and clarify any concerns. Following verbal 
agreement, a consent form was sent to them electronically, 
which they signed and returned via email. This process 
ensured transparency, informed decision-making, and 
adherence to ethical standards.

Qualitative research methods focus on exploring and 
understanding individuals’ experiences, perspectives, and 
behaviors in depth, often through data collection methods 
including interviews, focus groups, and content analysis. These 
methods allow researchers to capture rich, contextualised 
insights that may not be achievable through quantitative 
approaches.19-21 This study employed a qualitative research 
design that utilised telephone interviews to gather in-depth 
insights.

Telephone interviews were selected to address potential 
difficulties in transportation, ensuring convenience and 
accessibility for all participants. This method facilitated open-
ended discussions, enabling the collection of rich, detailed 
data that provided a nuanced understanding of the research 

topic. The interviews were guided in a semi-structured format, 
allowing for consistency in questioning and the opportunity 
to probe deeper into emerging themes.

Subjects and Settings
This qualitative study was conducted from July to September 
2020 through telephone interviews to explore the views and 
experiences of the services offered. Telephone interviewing 
was determined to be an appropriate data collection method, 
considering COVID 19 pandemic restrictions.

Amasya is a city located in the north of Turkiye with a 
population of 339.529 as of the end of 2023.22 The participants 
consisted of adults aged 18 years and over who attended the 
HLC in Amasya for weight management. Pregnant women 
were excluded from this study.

Participants for the telephone interviews were randomly 
selected from the data received from the bioelectrical 
impedance scale (Tanita-BC 418). The Tanita measurements 
were initially used to identify individuals attending the 
center for weight management or physical activity, as all 
participants’ data were recorded on Tanita-BC 418. However, 
no weight-related data from the measurements were utilised 
in the study. The only information extracted from the records 
was participants’ telephone numbers, which were used solely 
for recruiting participants for the telephone interviews.

Randomisation was managed by the lead researcher using the 
identification numbers of the clients through an online random 
drawing generator. 2652 adults whose attendance frequency 
ranged from one to 12, were entered into the generator. When 
the generator provided potential participants, they were 
contacted, and those who volunteered to be interviewed were 
included in the study. The sample size was specified by data 
saturation when no new themes emerged from participants’ 
experiences. In qualitative research, the goal is not to 
calculate sample size based on statistical power but to achieve 
data fullness and saturation, where no new information is 
emerging from additional participants.20,21  The sample size 
in qualitative studies is determined by the point of saturation, 
ensuring the depth and richness of the data are adequately 
captured to address the research questions.21,23

All telephone interviews were conducted by a doctoral student 
(EDK). At the beginning of each telephone conversation, 
the aim of the interview was explained, and verbal consent 
was obtained for the interview to be recorded using a voice 
recording application.

Data Collection
Semi-structured interviews were conducted based on the 
flexible study design of a qualitative approach. An interview 
guide was developed based on previous literature and expert 
and health practitioner opinions (appendix), but the questions 
were not restricted to the order in the guide to allow a 
natural discussion. The interview guide was piloted with two 
participants in the target population and two experts in the 
health sciences to assess its clarity and comprehensiveness. 
No significant changes were deemed necessary, as all the 
questions were clear and easy to understand. This feedback 
was used to confirm the suitability of the interview schedule 
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for the main study, ensuring that it adequately captured the 
experiences and perspectives of the HLC attendees.

The interviews started with the following questions: “How did 
you first hear about the centre?” and “How did you access the 
centre (transportation)?”. The interview then continued with 
the main questions, exploring the experiences of participants 
regarding the services, and concluded by asking their 
suggestions on how to improve the services. Prompts such 
as “Can you tell me more about this?” and “Can you tell me 
the reason behind your answer?” were used as appropriate to 
receive more depth from the responses. Telephone interviews 
were completed when clear patterns and data saturation 
emerged. Each telephone interview lasted between 6-8 
minutes.

Appendix: Semi-structured Interview Guide
Introduction
Hello (the researcher introduces himself), we are interviewing 
you to better understand what clients think about Healthy 
Life Centre (HLC) in Amasya and how the services could be 
improved. So there are no right or wrong answers to any of 
our questions, we are interested in your own experiences.

Participation in this study is voluntary and your decision 
to participate, or not participate, will not affect the services 
you currently receive from the HLC. The interview will take 
approximately 8-10 minutes. I would like to audio record the 
interview with your permission; however all responses will be 
kept confidential. All information will be anonymised (will 
only be shared with research team members). 

You may decline to answer any question or stop the interview 
at any time and for any reason. Are there any questions about 
what I have just explained?

May I turn on the digital recorder?
Age:           Gender:              Weight:               Height:          

How did you first get connected with HLC? (How did you 
hear about it? Were you referred; If so, by whom?)

What was the reason for applying the HLC? (Which services 
did you receive?; If attended various services, following 
questions will be asked for the services attended.) 

When did you attend the services? (How long have you 
been involved?; If you cease the services, what is the reason/
reasons?)

How did you access the HLC? (Was it easy or hard?; What 
kind of transportation vehicle did you use?; How long did it 
take to access the HLC?)

How would you describe your wellbeing since receiving 
services from HLC? (Has your general well-being improved, 
declined, or remained the same? What do you think are 
the reasons for any changes in your health? If your health 
has improved, what are your thoughts on maintaining this 
improvement? How likely are you to follow the advice given 
to you?)

Can you tell me about the services that you are involved? (Was 
there anything you particularly liked?; Was there anything 
you didn’t like?; What are the reasons?) 

Can you tell me your suggestions about how to improve the 
services? (Are there any other services that you wish to be 
involved in future?; Why or why not?; Would you recommend 
HLC to a person with similar needs as you?)

Thank you very much for your time and the information you 
shared today.

Note: Prompts such as “Can you give an example?”, “Can 
you please tell me more about this?” or “Can you tell me the 
reasons behind your answer? will be used, as appropriate. 

Statistical Analysis 
The recorded interviews were stored using identifying 
numbers (e.g., P01, P02, P03, etc.). The researcher listened to 
the recordings carefully and transcribed them verbatim using 
Microsoft Word 2020. The transcripts were analysed using a 
thematic analysis approach based on grounded theory using 
a qualitative data management software tool (NVivo12). The 
analysis process started by coding and labelling similar topics 
after reading the transcripts several times. Themes were 
formed using groups that included the same labels and topics. 
The frequency of words or phrases has also been reported to 
reflect the importance of a theme based on a quasi-statistical 
approach.

RESULTS
In total, 23 adults (20 female; 3 male) who attended nutrition 
and physical activity counselling were interviewed via 
telephone. The gender ratio of the population represents the 
gender ratio of adults who attended nutrition counselling over 
the last two years (2327 female; 325 male). The mean age of the 
participants was 32.57±6.1, with a minimum age of 21 and a 
maximum age of 42. A common reason for attendance to the 
counselling among interviewees was losing weight. 

Interviewees’ first attendance dates ranged from when the 
centre was first launched to when the centre was suspended 
due to the COVID-19 pandemic (July 2020). Of those reporting 
the duration of their attendance, the majority (n=9) received 
services from the centre only once. Other interviewees 
reported attending twice (n=3), three times (n=3), four times 
(n=1) and regularly once a month during a year (n=3). 

When the participants were asked how they heard about the 
HLC, of those who answered this question, the majority (n=6) 
reported that they heard of the centre from their friends, and 
others (n=3) heard from a family member. A small number 
of participants emphasised that they attended the centre to 
accompany their friends (n=3) or one of their family members 
(n=1). 

The following five broad themes emerged from the thematic 
analysis: 1) impacts on healthy living, 2) lack of promotion, 
3) satisfaction, 4) reason for ceasing, 5) suggestions for the 
future. 

Impacts on Healthy Living 
Among many interviewees, there was the perception that the 
services in HLC Amasya had favourable impacts on their 
lifestyles, as indicated; “In fact, I learned once again how 
to eat…. I maintain (the behaviours that I gained from the 
nutrition counselling). Sometimes I gained some weight, then 
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I tend to lose that weight when I applied her (the dietitian) 
eating advice.” (P08). However, a minority of the participants 
mentioned that they did not put the advice given by the 
experts in the centre into practice, as one interviewee said: 
“Unfortunately, it did not have any impact on my lifestyle in 
only one session. If I continued, it would probably have an 
impact.” (P19). 

A new subtheme emerged in discussions of impact on 
individuals’ lifestyles: weight loss. Several participants (n=7) 
expressed their experiences with weight loss. 

For example, one interviewee said: “I reached my target 
weight.” (P13), and another reported: “Before, I was unable to 
lose weight. I lost weight thanks to her (the dietitian).” (P07). 

Lack of Promotion 
An interesting theme to emerge was the centre’s failure to 
publicise its services. The participants were unanimous in 
that many people living in Amasya were not aware of the 
existence of this centre. When asked whether the participants 
attended physical activity counselling when it is available, 
one participant said: “No, I did not. Personally, I did not even 
know about it.” (P08). 

Satisfaction 
With respect to satisfaction, pleasure was a sense amongst 
all interviewees. In one case, the participant thought that 
the group physical activity session was great (P02). Another 
interviewee quoted; “It was a very good opportunity for 
us.” (P03). This view was agreed with the statement that the 
services provided in this centre were almost the same as 
private centres but were free. Some interviewees reported that 
they recommended the services in the HLC Amasya to the 
people around them. 

One concern was expressed regarding the accessibility of 
the centre, as reported; “The centre is far from my house, I 
wish there was another near to my area.” (P21). This view was 
echoed by another interviewee who said “I wish there were 
more centres in the locations where everyone could go.” (P10). 

Reason for Ceasing 
Reasons expressed by the interviewees for not continuing to 
attend the services included reaching the target weight, a busy 
schedule and moving from the city (Amasya). In addition to 
these reasons, the COVID-19 pandemic was mentioned by 
many interviewees for ceasing attendance. 

Suggestions for Future Improvements 
The interviewees were asked for their suggestions and 
expectations regarding the HLC. Their views included: 
• The number of centres should be increased. 
• The services in the centre should be publicised more 

effectively through social media and leaflets. 
• There should be more practitioners (dietitians and 

physiotherapists) in the centre. 
• The clients should be given more detail about their 

measurements, such as an abdominal fat percentage. 
• Group sessions, including walking and running for 

different gender and age groups, should be organised. 

DISCUSSION
This study explored the effectiveness of nutritional and 
physical activity counselling provided by HLCs, a component 
of primary healthcare services. To the best of our knowledge, 
as the first qualitative study in Turkiye to document 
participants’ experiences with HLCs, this research provides 
novel insights into their impact to the existing literature. 
Quantitative research has consistently demonstrated the 
benefits of counselling in primary healthcare settings. For 
example, Zynk et al.24 found that nutritional and physical 
activity counselling for patients with obesity significantly 
improved health outcomes. Similarly, Reynolds et al.25 
reported that tailored counselling interventions in primary 
care settings led to better management of chronic conditions.

Despite these positive outcomes, our study also identified 
challenges related to the COVID-19 pandemic, that led to 
the suspension of services. The temporary disruption in HLC 
services impacted program continuity, but did not diminish 
overall participant satisfaction with the counselling received 
before the pandemic. This mirrors the findings of other 
studies that have assessed the impact of pandemic-related 
interruptions on healthcare services globally.26,27 Studies have 
reported reduced access to services for patients with chronic 
and rare diseases,28 and an increased workload for healthcare 
providers.29

The participants in our study appreciated the free nature of 
HLC services, which aligns with recent evidence that cost-
free health interventions can enhance participation and 
satisfaction. Studies by Dhillon et al.28 and Murayama et al.29 
found that removing financial barriers significantly improves 
the uptake and effectiveness of health programs. While 
removing financial barriers can increase service utilisation, it 
may also increase workloads for health staff and affect their 
remuneration.30 Coordinating health financing and human 
resource policies is essential to address these challenges and 
ensure sustainable improvements in healthcare access and 
outcomes.

The Ministry of Health established HLCs in 2018 to improve 
public health through accessible health-related counselling.18 
However, our study revealed that inadequate promotion of 
these centres limits public awareness and utilisation. Research 
indicates that while awareness of primary healthcare centres 
is generally high among rural populations, the utilisation 
of their services remains low.31,32 To improve primary 
healthcare centre utilisation, researchers recommend regular 
assessments of patient satisfaction, collaborative efforts 
between primary healthcare centre staff and communities, 
and public awareness campaigns through information, 
education, and communication activities.31,32 Enhancing the 
promotion of HLCs through public service announcements, 
social media campaigns, and community outreach could 
address these challenges and improve service utilisation.

Patient satisfaction, a key quality indicator in healthcare, 
was notably high in the present study. Research on patient 
satisfaction in healthcare settings has consistently shown high 
levels of contentment with counselling services. Patients value 
comprehensive care that addresses their specific needs, as seen 
in cancer patients’ positive experiences with interprofessional 
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complementary and integrative healthcare counselling.33 
Patients with asthma reported satisfaction with primary 
care counselling, particularly when it was client-oriented 
and supported self-care adherence.34 Similarly, patients at a 
nurse practitioner-led clinic reported high satisfaction with 
services, especially appreciating the lifestyle counselling that 
led to positive behavioural changes.35 Across these studies, 
patients valued the comprehensive nature of counselling, 
the expertise of healthcare professionals, and a personalised 
approach to addressing their health concerns.

Limitations
A limitation of this study is that only telephone interviews 
were used for data collection. This was because there was a 
lockdown in Turkiye due to the COVID-19 pandemic and it 
was not possible to conduct face-to-face interviews, which 
may have resulted in missing non-verbal expressions, mutual 
relationships, or trust between participants and the researcher. 
Future research could benefit from incorporating diverse data 
collection methods, including in-person interviews, to capture 
a more comprehensive view of participant experiences. 
Another limitation of this study is the absence of detailed 
demographic data, including range, economic status, and 
education level, which could have provided valuable context 
for understanding the participants’ experiences, perspectives, 
and behaviors. These factors can influence individuals’ 
responses and may have added depth to the analysis. Future 
studies may benefit from including such demographic 
variables to enhance the comprehensiveness and applicability 
of the findings. Additionaly, lack of gender balance in this 
study may limit the generalisability of the findings and 
introduce potential bias in understanding the experiences and 
perspectives of different genders. While we made efforts to 
capture diverse viewpoints, the underrepresentation of males 
may have resulted in an incomplete understanding of their 
experiences. Future studies should aim for a more gender-
balanced sample to ensure a broader and more representative 
perspective on the topic.

CONCLUSION
In conclusion, this study provides valuable insights into the 
effectiveness of nutritional and physical activity counselling 
provided for HLC in Turkiye. This study highlights the positive 
impact of HLCs on clients’ health and lifestyle behaviours. 
Patients reported improved nutritional habits and increased 
physical activity levels as a result of the counselling provided 
by HLCs. Nevertheless, the study also indicated that HLCs are 
not sufficiently promoted and that patients are not adequately 
informed of the availability of these services. Therefore, there 
is a need for increased promotion of HLCs and collaboration 
between nutritional and physical activity counsellors and 
primary healthcare physicians. This study contributes to 
the growing body of research on the importance of primary 
healthcare services in promoting healthy behaviours and 
improving public health. Despite the limitation of using only 
telephone interviews due to the COVID-19 pandemic, the 
findings of this study suggest that HLCs can be a valuable 
resource for individuals seeking to improve their health and 
wellbeing.

ETHICAL DECLARATIONS
Ethics Committee Approval
The study was carried out with the permission of Amasya 
University Ethics Committee (Date: 25.06.2020, Decision No: 
89). 

Informed Consent
All patients signed and free and informed consent form.

Referee Evaluation Process
Externally peer-reviewed. 

Conflict of Interest Statement
The authors have no conflicts of interest to declare. 

Financial Disclosure
The authors declared that this study has received no financial 
support. 

Author Contributions
All of the authors declare that they have all participated in 
the design, execution, and analysis of the paper, and that they 
have approved the final version.

Acknowledgements 
We gratefully thank all participants in the study and the 
dietitian and physiotherapist working in the HLC in Amasya, 
Turkiye. We also would like to express our sincere gratitude 
to Dr. Özge Çetin from the Translation and Interpreting 
Department (English Stream) at Amasya University for her 
valuable assistance in reviewing and improving the language 
of this manuscript.

REFERENCES 
1. World Health Organization. Global Action Plan for the Prevention 

and Control of Noncommunicable Diseases 2013-2020. Geneva, 
Switzerland: World Health Organization; 2013.

2. Rechel B, Mladovsky P, Ingleby D, Mackenbach JP, McKee M. Migration 
and health in an increasingly diverse Europe. Lancet. 2013;381(9873): 
1235-1245.

3. World Health Organization. Noncommunicable diseases. https://www.
who.int/news-room/fact-sheets/detail/noncommunicable-diseases? 
utm_medium=email&utm_source=transaction. Accessed April 2024.

4. World Health Organization. Noncommunicable diseases Turkiye 
2018 country profile. https://www.who.int/publications/m/item/
noncommunicable-diseases-tur-country-profile-2018 Accessed April 
2023.

5. Abbate M, Gallardo-Alfaro L, del Mar Bibiloni M, Tur JA. Efficacy 
of dietary intervention or in combination with exercise on primary 
prevention of cardiovascular disease: a systematic review. Nutrit 
Metabol Cardiovas Dis. 2020;30(7):1080-1093.

6. Iglesies-Grau J, Dionne V, Latour É, et al. Impact of multiple lifestyle 
interventions on metabolic health and remission of prediabetes and 
type 2 diabetes: a two-year clinical experience. Am J Prevent Cardiol. 
2023;13:100397.

7. World Health Organization. Noncommunicable diseases country profiles 
2018. https://www.who.int/publications/i/item/9789241514620?utm_
medium=email&utm_source=transaction. Accessed April 2022.

8. Anand P, Kunnumakara AB, Sundaram C, et al. Cancer is a preventable 
disease that requires major lifestyle changes. Pharmaceut Res. 2008; 
25(9):2097-2116.

9. Galaviz KI, Narayan KV, Lobelo F, Weber MB. Lifestyle and the 
prevention of type 2 diabetes: a status report. Am J Lifestyle Med. 2018; 
12(1):4-20.



102

Kaya Kaçar et al. Voices from a healthy life centre J Health Sci Med. 2025;8(1):97-102

10. Uusitupa M, Khan TA, Viguiliouk E, et al. Prevention of type 2 diabetes 
by lifestyle changes: a systematic review and meta-analysis. Nutrients. 
2019;11(11):2611.

11. Katz DL, Frates EP, Bonnet JP, Gupta SK, Vartiainen E, Carmona RH. 
Lifestyle as medicine: the case for a true health initiative. Am J Health 
Promot. 2018;32(6):1452-1458.

12. Lianov L, Johnson M. Physician competencies for prescribing lifestyle 
medicine. JAMA. 2010;304(2):202-203.

13. Tsai AG, Wadden TA. Treatment of obesity in primary care practice 
in the United States: a systematic review. Obesity (Silver Spring). 2009; 
24(9):1073-1079.

14. Dysinger WS. Lifestyle medicine competencies for primary care 
physicians. Am J Epidemiol. 2013;15(4):306-310.

15. Swift JA, Glazebrook C, Macdonald I. Obesity-related knowledge and 
beliefs in obese adults attending a specialist weight-management service: 
implications for weight loss over 1 year. Obes Facts. 2009;74(1):70-76.

16. Mulderij LS, Geboers C, Boeije HR, Molleman GR, van Weeghel J, 
Bohlmeijer ET. Citizen preferences regarding the public funding of 
projects promoting a healthy body weight among people with a low 
income. Soc Sci Med. 2021;280:114015.

17. McKinley MC, Allen-Walker V, McGirr C, Rooney C, Woodside JV. 
Weight loss after pregnancy: challenges and opportunities. Proc Nutr 
Soc. 2018;31(2):225-238.

18. Ministry of Health SB. Sağlıklı Hayat Merkezleri. https://shm.saglik.
gov.tr/shm-nedir.html. Accessed April 2022.

19. Hamilton AB, Finley EP. Qualitative methods in implementation 
research: an introduction. Psychiatry Res. 2019;280:112516.

20. VanderKaay S, Moll SE, Gewurtz RE, et al. Qualitative research in 
rehabilitation science: opportunities, challenges, and future directions. 
Disabil Rehabil. 2018;40(6):705-713.

21. Denny E, Weckesser A. How to do qualitative research?: Qualitative 
research methods. Br J Obstetr Gynaecol. 2022;129(7):1166.

22. Turkish Statistical Institute. Address Based Population Registration 
System Results. https://data.tuik.gov.tr/Bulten/Index?p=Adrese-Dayali- 
Nufus-Kayit-Sistemi-Sonuclari-2023-49684 Accessed Oct 2024. 

23. Grossoehme DH. Overview of qualitative research. J Health Care 
Chaplaincy. 2014;20(3):109-122.

24. Znyk M, Zajdel R, Kaleta D. Consulting obese and overweight patients 
for nutrition and physical activity in primary healthcare in Poland. Int J 
Environ Res Public Health. 2022;19(13):7694.

25. Reynolds R, Dennis S, Hasan I, et al. A systematic review of chronic 
disease management interventions in primary care. BMC Fam Pract. 
2018;19(1):1-13.

26. Moynihan R, Sanders S, Michaleff ZA, et al. Impact of COVID-19 
pandemic on utilisation of healthcare services: a systematic review. BMJ 
Open. 2021;11(3):e045343.

27. Aktaş P. Chronic and rare disease patients’ access to healthcare services 
during a health crisis: the example of the COVID‐19 pandemic in 
Turkiye. Health Expect. 2021;24(5):1812-1820.

28. Dhillon RS, Bonds MH, Fraden M, Ndahiro D, Ruxin J. The impact 
of reducing financial barriers on utilisation of a primary health care 
facility in Rwanda. Glob Public Health. 2012;7(1):71-86.

29. Murayama H, Takahashi Y, Shimada S. Effectiveness of an out-of-
pocket cost removal intervention on health check attendance in Japan. 
Int J Environ Res Public Health. 2021;18(11):5612.

30. McPake B, Witter S, Ensor T, et al. Removing financial barriers to access 
reproductive, maternal, and newborn health services: challenges and 
policy implications for human resources for health. Hum Resour Health. 
2013;11(1):46.

31. Alghamdi K, Aljohani A, Taha J, Almohammed A. Public awareness 
and utilization of the primary health care services in Al-Madinah, Saudi 
Arabia. Middle East J Fam Med. 2020;18(2):33-41.

32. Dhyani T, Nageshwar V, Singh A. Awareness and utilization of primary 
health centre services among rural population: a review based on 
available literature. Indian J Public Health Res Dev. 2021;12(2):389-392.

33. Dürsch H, Boltenhagen U, Mahler C, Schultz B, Berghöfer A. A 
qualitative analysis of cancer patients’ perceptions of an interprofessional 
counseling service on complementary and integrative healthcare. Qual 
Health Res. 2024;10497323241231530.

34. Mäkelä K, Rajala M, Kivelä K, Kankainen A, Närhi U. Patient evaluations 
of asthma counselling quality in primary health care-a cross-sectional 
survey. J Public Health (Oxf). 2020;1-8. 

35. Heale R, Pilon R. An exploration of patient satisfaction in a nurse 
practitioner-led clinic. Nurs Leadersh (Tor Ont). 2012;25(3):43-56.


