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ABSTRACT
Social prescribing is an increasingly well-known international model of healthcare, yet there is little agreement about its role and
efcacy. This paper comprises a secondary analysis of fndings from service users in a small-scale (n.8) qualitative study in the
English Midlands using the approach of candidacy, a comprehensive framework with the potential for achieving a deeper un-
derstanding of social prescribing. Participants were accessed through local social prescribing link workers, who were located
within general practitioner services. A candidacy approach recognises that the ways in which individuals perceive their health
needs are key to understanding how or why they assert a claim to be a candidate for services. The aim of the paper is to add to the
voices of lived experience within social prescribing and to explore whether the application of a candidacy framework brings about
new insights. The original study on which this paper is based employed a mixed-methods approach in one clinical commissioning
group area with a signifcant rural population. The secondary analysis brought forth three new themes not originally illumi-
nated—accessibility of the service (permeability), fnancial constraints (appearances) and relationships with social prescribing link
workers (adjudications).
Recommendations are that communities, and especially rural ones, need to be made more aware of their local social prescribing
ofers, that social prescribing staf take fuller account of individuals’ contexts and that healthcare staf need to be clear about how
services are explained. Further larger-scale research is needed to demonstrate the ways in which candidacy theory can remain
relevant within increasingly digitalised and complex health services where the opportunities for face-to-face negotiation are
limited.

1 | Introduction

This paper explores research fndings regarding service user
engagement with social prescribing services through the lens of
‘candidacy’ [1]. Social prescribing is a model of healthcare
support facilitated by social prescribing link workers, non-
professional staf whose role is to connect individuals to a range
of nonmedical services in the community [2]. This support can,
for example, include gardening projects, debt or fnancial advice,
adult education and healthy living programmes. Historically,
social prescribing schemes in the United Kingdom have

developed organically and been highly diverse in both defnition
and practice. Thus, they are analogous with a locally driven
‘bottom-up’ approach to healthcare [3]. Social prescribing be-
came a formal system of the National Health Service (NHS) via its
Long-Term Plan [4] and represents a ‘top-down’ approach, in
principle enabling greater consistency and equality in access to
and provision of social prescribing across the entire
United Kingdom.

One of the main benefts claimed by proponents of social pre-
scribing is that it has the ability to address health inequity [5, 6]
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through its focus on the consequences of people’s social, eco-
nomic and physical environmental contexts [7, 8]. Dayson and
Bennett [9] stated that additional outcomes of social prescribing
include increased employment, improved physical health and
long-term fnancial beneft. However, such initiatives must be
physically and fnancially accessible if they are to engage mar-
ginalised populations [10]. For example, rural dwellers facing
transport barriers may be unable to access service locations that
might be readily accessible for urban dwellers. Thus, contrary to
widely held assumptions, it can be argued that social prescribing
might inadvertently increase health inequity.

Lorenc et al. [11], p.190, explained how the ‘inverse prevention
law’ means that those most in need of preventative interventions
can be the least likely to receive them, going on to claim that even
when interventions successfully improve overall population
health, they may also serve to increase health inequalities. This
implies that because social prescribing is an individually targeted
intervention which focuses on personal behaviour change, it may
be inefective at reducing overall health inequity. Similarly,
Gibson et al. [12] asserted that social prescribing has the potential
to exacerbate, rather than reduce, health inequalities. These
perspectives correlate with the fndings of Mackenzie et al. [13],
p.1, who argued that social prescribing could be labelled as
a ‘fantasy paradigm’ in that it deploys individual-level health
interventions which will never be able to address the underlying
political, social and cultural determinants of health. Given such
general concerns about the efcacy of social prescribing, it is
appropriate to further unpack the way in which it functions in
order to better understand its scope and limitations. Dixon-
Woods et al., [14], p.1), in a critical interpretative review of
the literature on access to healthcare, stated that candidacy
theory ofered ‘a useful means of understanding access’ to
healthcare. Similarly, Mercer et al. [6] identifed candidacy as
a helpful framework for explaining the diferences in social
prescribing outcomes noted above, especially amongst vulner-
able groups. Westlake et al. [15], p.3, however, placed greater
emphasis on social prescribing link workers performing a valued
and consistent ‘holding’ role for vulnerable individuals in an
NHS system which did not otherwise ofer much emotional
support.

The main aim of this paper is to explore whether the core
constructs of the candidacy framework, such as perceived eli-
gibility, suitability and deservingness, might apply to the dif-
ferent manifestations of social prescribing services. In so doing, it
draws upon views elicited from eight service users across one
English clinical commissioning group who were enrolled in
a larger project researching the professional identities of social
prescribing link workers [16]. The construct of candidacy is frst
explored below, followed by a discussion of methodology and
project design. Findings from semistructured interviews are then
presented and analysed against the candidacy framework as-
sembled by Dixon-Woods et al. [1], leading to conclusions and
recommendations regarding best practice and future research
directions.

2 | Candidacy and Social Prescribing

A candidacy framework has previously been used to describe the
ways in which potential service users’ eligibility for healthcare
and medical intervention is jointly negotiated between

themselves and services [1]. Candidacy is a dynamic and con-
tingent process which is continually defned and redefned
through the interactions between healthcare professionals and
individuals [14]. Social prescribing represents a structured ap-
proach through which link workers support patients in a nego-
tiated and person-centred process that is bounded by structural
and resource constraints. Referrals to social prescribing should
function as ofers rather than commands, and engagement de-
pends on the patient’s own motivation and capacity to act [17].
While negotiation and co-production are central to efective
social prescribing, the boundaries of ethical practice and safe-
guarding considerations are inherently present in social pre-
scribing systems. Measures of service utilisation are argued to be
inefcacious in understanding access to healthcare because they
do not acknowledge how individuals present to services, nor how
their candidacy is judged by healthcare professionals, what ofers
of intervention are made, and whether individuals choose to
accept these ofers. The construct of candidacy is particularly
useful for exploring access to social prescribing because it pro-
vides a comprehensive scafolding to help understand how an
individual’s eligibility and suitability for healthcare interventions
are negotiated and recognised. Candidacy goes beyond the
clinical criteria for access and delves into the social, economic,
cultural and organisational dynamics that infuence whether and
how individuals are identifed as suitable candidates for
healthcare interventions and then negotiate their access.

Dixon-Woods et al. [14] argued that the accomplishment of
access to healthcare requires signifcant work on behalf of the
service user, identifying seven aspects or factors which shape,
impact or obstruct their continued journey of candidacy, namely:
(i) identifcation of candidacy, (ii) navigation, (iii) permeability,
(iv) appearances at health services, (v) adjudications, (vi) ofers
and resistance and (vii) operating conditions and the local
production of candidacy.

2.1 | Identifcation of Candidacy

Identifcation of candidacy refers to how individuals recognise
that their symptoms require medical attention [14] and that
accomplishing access to health services requires considerable
efort on their part. The amount, difculty and complexity of this
engagement, particularly given the growth of online access
points for most health services, may all act as barriers. The level
of challenge for marginalised populations to assert candidacy is
therefore signifcant.

Dixon-Woods et al. [1] argued that the ways in which people
recognise their health and symptoms as meritorious of medical
care are fundamental to understanding how or why they assert
a claim to candidacy. They found that people in more deprived
situations were likely to recognise candidacy as a series of crises
and to only seek intervention in response to specifc events that
are perceived as warranting candidacy.

2.2 | Navigation

According to Dixon-Woods et al. [1], navigating a route to enter
or maintain engagement with health services requires the
mobilisation of a range of resources. This includes knowledge
and information, as well as practical resources. They argued that
more marginalised populations have less access to these re-
sources, whichmay obstruct their continued candidacy. As a frst
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step, potential service users must have knowledge of the services
on ofer. Dixon-Woods et al. [1] highlighted a concern that less
afuent communities may lack awareness and knowledge of
services such as social prescribing. More afuent people tend to
know doctors and healthcare professionals socially and thus
acquire shared knowledge which is unobtainable by marginal-
ised populations [18, 19].

Navigating candidacy also requires the mobilisation of a range of
practical resources (Dixon-Woods et al. [14]). A key resource is
transport, which the lack of access to, or availability of, has
a signifcant impact on socioeconomically disadvantaged pop-
ulations, particularly in rural areas [20, 21]. The theory of
candidacy enables further understanding in terms of when
marginalised individuals access services despite fnancial bar-
riers. Evidence from Goddard and Smith [22] demonstrated that
more marginalised social groups perceive fnancial costs of at-
tending health services to be a barrier, although this is not
sufcient to deter them when they experience an acute issue.

2.3 | Permeability

The third pertinent aspect of candidacy is the permeability of
services and how easy it is to fnd a way through them. Permeable
services are those which require fewer qualifcations of candi-
dacy and the mobilisation of fewer resources to use. Alterna-
tively, less permeable services requiremore qualifcations such as
meeting the conditions for referral, and increased cultural
alignment between service users and healthcare professionals.
Dixon-Woods et al. [1] provided the example of appointment
systems decreasing permeability for disadvantaged populations
due to requiring resources such as a stable address, literacy and
the ability to attend appointments at specifc times.

2.4 | Appearances at Health Services

Appearing at health services, whether in person or virtually,
involves individuals asserting their claim to candidacy. In-person
appearances provide more opportunity to explain health issues,
particularly for those unsure of medical terms and lacking
knowledge about systems and onwards referral. Liberati et al.
[23] explored how the COVID-19 pandemic in particular had
resulted in reduced permeability for many service users. Their
participants reported that system-wide service changes caused
increased challenges in accessing mental health services, which
also remained challenging to navigate after acceptance, partly
because of increased digitalisation.

2.5 | Adjudications

The ffth relevant factor regarding candidacy is that of ‘adjudi-
cations’ ([1], p.191), whereby the professional judgements of
healthcare professionals regarding the presenting service users’
candidacy signifcantly impact subsequent access to health ser-
vices and interventions. Healthcare professionals were seen to
make decisions based on moral beliefs regarding service users’
‘deservedness’, and service users who were judged potentially to
beneft most from interventions were those deemed most likely
to be ‘worthy’ of it. Annandale et al. [24] claimed that such
judgements are strongly related to healthcare professionals’ local
operating environments and resource constraints. In this way,
professionals could be argued to be acting as ‘street-level bu-
reaucrats’ who interpret top-down policy and protocols at a face-

to-face level [25]. The work of Liberati et al. [23], who described
the way in which health professionals made individual decisions
during the COVID-19 pandemic, has resonance with this street-
level bureaucracy concept. They found that healthcare pro-
fessionals were routinely confronted by complex decisions and
ethical dilemmas about care provision and that the way they
made judgements about access was likely to have had important
implications for equity.

2.6 | Ofers and Resistance

Candidacy theory recognises that some people will exercise
agency by either taking up, resisting or refusing an ofer of
services. Resistance to taking up an ofer may be due to ap-
prehension, lack of understanding of what the ofer might
comprise, or an inability to aford or access a specifc service.
People may not agree with professional decisions, or a service
ofered may not be acceptable in sociocultural terms. For ex-
ample, in many Romani and Traveller cultures, men may refuse
to participate in a talking therapy ofer because being open about
mental ill-health is seen as a weakness. Similarly, some Romani
and Traveller women may refuse a health service ofered by
a male professional [26].

2.7 | Operating Conditions and the Local
Production of Candidacy

Dixon-Woods et al.’s [1] fnal aspect of candidacy refers to the
perceived or actual appropriateness and availability of services,
including the macrostructural factors impacting people’s can-
didacy positioning. The rapid and far-reaching changes in health
services brought about by the COVID-19 pandemic saw many
face-to-face interchanges being replaced by remote and online
services. These macrolevel changes were largely accepted
without question given the health threat that the pandemic posed
to health professionals and patients alike [27]. However, in order
for service users to be able to exercise their candidacy, they need
to be made aware of the ways in which their local health services
are to be delivered, especially at times of large-scale system
change.

In summary, given that social prescribing typically operates as
an individually targeted intervention focused on behavioural
change, its capacity to address structural determinants of
health is limited. Mackenzie, Skivington and Fergie [13], p.1,
characterise it as a ‘fantasy paradigm’, suggesting that
individual-level interventions are insufcient to address the
political, social and cultural foundations of health inequity. It
is, however, important to pay attention to the individual-level
lived experience of how social prescribing works in practice.
Candidacy theory might be seen to ofer a valuable framework
for such analysis, Dixon-Woods et al. [14] emphasising the
potential of such an approach as a helpful framework for
understanding access to healthcare, emphasising the negoti-
ated and dynamic processes through which individuals come
to be seen as eligible for services. Previous research has
suggested that candidacy may help explain variations in social
prescribing outcomes, particularly among vulnerable pop-
ulations [6]. However, the application of candidacy to social
prescribing remains underdeveloped; hence, this paper’s
adoption of a candidacy approach to help illuminate service
user perspectives on social prescribing services.
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3 | Methods

The data presented in the following are derived from a larger
research project, the details of which have appeared elsewhere in
this journal [16, 28]. In this larger project, the focus was on the
roles of social prescribing link workers and the ft of their work
with the NHS model. Mixed methods using semistructured in-
terviews and surveys with staf and service users were employed
for this original research. All interviews were audio-recorded and
transcribed, with the subsequent transcripts being sent to par-
ticipants for ratifcation, as recommended by Cresswell (2013).
The interviews took place during the summer and autumn of
2022 within one clinical commissioning group spanning two
English Midland counties. These contained nine out of the ten
geographical area types identifed in Defra’s Rural Urban
Classifcation (2021) [29], thereby covering the full range of
urban and rural environments outside of the ‘Urban: Major
Conurbation’ category, although they were generally more rural
and less ethnically or socioeconomically diverse than the na-
tional average. It must be emphasised that the following sections
represent a secondary analysis of the original data gathered as
part of the above research study, focussing on service users’
personal experiences and perceptions of social prescribing. The
original data were thoroughly reviewed and re-coded by the
research team in the light of the discovered relevance of can-
didacy theory. The original study had received NHS ethical
approval (IRAS ID: 249236).

3.1 | Design

A critical realist approach characterised the original research
project, combining the beliefs that a real world exists in-
dependently of human perception and that our understanding of
the world is inherently mediated by our own socialisation and
social context [30]. Such an approach has been argued to be
appropriate within primary care research, as it seeks to un-
derstand the complexity of services whilst incorporating per-
spectives of social reality [31]. Due to the exploratory nature of
the research, qualitative semistructured interviews were viewed
as appropriate because they allowed for the building of rapport
with participants, an ability to qualify or explain questions, and
opportunities to ask for elaboration of initial responses [32–34].
Interviews were then conducted with current or recently dis-
charged service users of social prescribing services, exploring
participants’ health and social backgrounds; experiences of social
prescribing referral processes; initial perceptions of social pre-
scribing; preferences surrounding models of health and rapport
with social prescribing link workers; impact of geographical
location upon access to social prescribing; transport; costs of
engaging with social prescribing and issues of access. Retro-
spectively, many of the responses obtained via such probing were
found to have relevance to the candidacy factors discussed
above—identifcation of candidacy; navigation; permeability;
appearance at health services; adjudications, ofers and re-
sistance; operations conditions and the local production of
candidacy as perceived by the participant.

3.2 | Recruitment and Interview Process

Participants were recruited for the original project through social
prescribing link workers, most of whom were based within
general practitioner services. All social prescribing link workers

who had expressed an interest in assisting with recruitment were
emailed with details of inclusion and exclusion criteria, partic-
ipant information sheets and consent forms. Inclusion criteria
defned participants as having aminimum age of 18 years old, not
being known to be experiencing physical or mental crises, having
sufcient English language abilities to participate, and not
having concerns regarding mental capacity. Recruitment eforts
resulted in responses from six social prescribing link workers
who, in turn, provided contact details for a total of 11 service
users. Three potential participants did not respond to attempts to
reach them. It was deemed inappropriate to contact a person
more than three times to avoid them feeling pressurised to
participate, with one voicemail or email message left at the fnal
attempt. Therefore, a total of eight interviews took place with
participants whose ages ranged from 26 to 89 years old, the
majority being aged over 60. All were White British, and none
were in employment at the time of the interview.

Interviewees were ofered the choice of location for their in-
terview. Two participants chose to be interviewed in their homes,
and six requested telephone interviews. Home visits were con-
sidered low risk, as all participants had been referred by social
prescribing link workers with no concerns reported. Lone
working policies were followed to provide safety for the re-
searcher. Interviews commenced by introducing the research
and the researcher, lasting on average approximately 50min. The
confdential nature of the research was stressed, and the chance
to ask questions or withdraw without any need for concern was
reiterated to participants. Participants’ names have been ano-
nymised in the following using pseudonyms that they chose.

Three main challenges were encountered in the original in-
terview process. First was the issue of memory. Three in-
terviewees specifcally disclosed having memory issues and
others could not fully remember their social prescribing expe-
rience, including their route of referral or the services to which
they had been referred. Second, some participants continually
digressed from the topic of social prescribing, possibly because of
their uncertainty about its essence. Third, there was some am-
biguity regarding the nature of social prescribing. A majority of
participants were unsure how they became involved or whether
social prescribing was related to the NHS. One person did not
know how they were referred to their social activity group,
despite this having been arranged by a social prescribing link
worker, and two referred to their social prescribing link workers
by diferent titles, such as ‘social worker’ or ‘social provider.’
These challenges in themselves were revealing about the local
operating conditions of social prescribing services, such a poor
level of understanding clearly inhibiting any potential for the
exercise of candidacy.

3.3 | Data Analysis

Data were transcribed verbatim using NVivo 12 software to assist
in its organisation. This is a commonly used tool to help support
thematic analysis and thus to identify, analyse and interpret
commonly occurring patterns, or ‘themes,’ within a dataset
[35–38]. Establishing codes associated with distinctive blocks of
descriptive text within the transcribed interviews, such as that
referring to the ‘length of social prescribing session,’ represented
the initial data coding. The software was especially valuable for
enabling codes to be recorded, moved into diferent orders,
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recoded and reorganised as the analysis progressed. In this way,
overarching themes could be built up; for example, ‘engagement,’
which captured the ‘length of session’ code alongside others
including motivation and lifestyle. Revision of themes then oc-
curred over subsequent weeks, rereading the data associated with
codes and ‘stepping away’ to consolidate patterns and interpret
data in diferent ways. As directed by Braun and Clarke [39],
there was a focus upon refection, rigour and deep engagement
with the data, appropriate to qualitative analysis. For the pur-
poses of this paper, the data codes associated with the interview
transcripts were specifcally extensively reworked to cross-
reference them against the pre-established factors of candidacy.

4 | Findings

The original study [16, 28] had found that the day-to-day practice
of social prescribing varied considerably across the clinical
commissioning group area; that rates of referral to social pre-
scribing services were low; and that service users were generally
positive about their social prescribing experiences, although they
were unsure about how they had become involved and about
what agency they had within the social prescribing system.
Secondary analysis of the original study, via re-evaluating the
data under a candidacy framework, was subsequently discovered
to ofer the possibilities of new insights into social prescribing
through the perspectives of service users. Three new themes were
produced that can be seen to represent signifcant insights into
the future efectiveness of social prescribing. These themes chime
directly with some key principles of candidacy theory and il-
lustrate its relevance—accessibility of the service (permeability),
fnancial constraints (appearances) and relationships with social
prescribing link workers (adjudications). These themes are
considered in more detail in the following, alongside the other
components of candidacy theory—identifcation of candidacy,
navigation, ofers and resistance and operating conditions.

4.1 | Accessing Social Prescribing

The service user participants in this research reported their sex as
being six females and two males. Seven participants successfully
accessed social prescribing through their general practitioner or
primary care provider, with the exception of one person who was
unsure how he had been referred. Participants disclosed expe-
riences of a range of physical and mental conditions which could
infuence their ability to access social prescribing services if this
required in-person attendance. For example, seven of the eight
participants had one or more physical issues such as joint or
mobility problems, diabetes, long COVID or fbromyalgia. Six
participants reported some form of depression or low mood. One
of these participants reported feeling actively suicidal around the
time of their original referral, a concern which was being
addressed elsewhere.

Six participants reported being able to drive and having access to
a private vehicle. The two nondrivers were Billy and Bub. Billy’s
wife drove him to groups, whereas Bub had no access to transport
and could only attend very local groups. Bub lived in an urban
location withmany amenities within walking distance. However,
due to fbromyalgia and having a young baby, she could walk
only short distances and struggled to access the steps to her fat
with a pushchair. Participants often raised the availability of

public transport, with Mary Louise and Roxy stating that rural
provision was poor and expensive:

Roxy - ‘They only have about one bus a day here now, I think.
They used to have a proper bus service. There’s a bus stop up the
road, but the government you know… no public transport!’

4.2 | Financial Barriers

The fnancial cost of attending groups appeared to signifcantly
infuence appearances at services. Three participants reported
that the expenses associated with the groups recommended by
their social prescribing link workers were a barrier to their at-
tendance. Three participants had attended (and been ofered)
groups which were free of charge, while two reported paying to
attend at least one group. There was disagreement among par-
ticipants regarding whether or not cost would prevent engage-
ment. When asked if he was happy to pay the £5 per attendance
fee for a horticultural therapy programme, Roxy replied: ‘Oh yes!
You can’t expect something for nothing you know!. Alternatively,
Bub and Dianne would not have attended their recommended
groups had there been a cost involved. Billy reported that the only
activity he had been ofered, a ftness class, cost £2 per session. He
was happy and able to pay for this but felt he could not aford
anything more expensive:

Billy - ‘Cost would be an issue obviously just because of our
fnancial capabilities at the moment, Umm, both my wife and I
are of work, both for physical and mental health reasons.’

4.3 | Relationships With Social Prescribing Link
Workers

Here, the data were reconsidered with respect to adjudication,
another key principle to which candidacy draws our attention.
Face-to-face contact has been argued to be an essential aspect of
social prescribing and was included in Polley et al.’s [19] def-
nition of the practice. This is because healthcare professionals
can use such encounters to gain more complete knowledge about
individuals in order to judge the level of need and the type of
intervention that would be most benefcial. Nevertheless, this
mode of contact was not found to be prevalent with the eight
participants interviewed above, where it appeared that partici-
pants had no infuence over the mode of contact with their social
prescribing link workers. Two stated they had never met their
social prescribing link workers face-to-face, and fve mainly held
phone consultations, with face-to-face meetings being the
exception.

Participants’ views on their relationships with social prescribing
link workers suggested that these were relational, afective and
iterative rather than being a discrete series of adjudications.
Service users reported that social prescribing link workers were
seen as like themselves, rather than as clinical professionals:

DP - ‘…[is] not like seeing a doctor, and it’s not like seeing the
mental health people at the doctors.’

Billy - ‘doesn’t come across as sort of an NHS sort of worker.
Erm, he comes across as erm, as like a friend… He didn’t come
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across as like judgemental or… some GPs that I’ve seen in the
past, what they say was quite stufy and quite set in their ways.’

Billy explained how his social prescribing link worker: ‘texts me
about football, you know, he just texts us. Did you like that result?
Or something like that.’ These quotes demonstrate how Billy did
not originally expect cultural alignment between himself and
NHS staf. Yet, from his social prescribing link worker being
friendly, open and sharing interests such as football, it enabled
him to feel as though he was on a shared journey and, hence, to
continue his journey of candidacy. This would have been un-
likely if the social prescribing link worker had been as he
expected—“stufy.” The above narratives suggest that non-
judgemental interactions encourage candidacy take-up, Billy’s
account showing that adjudication is not simply about eligibility
but about whether individuals feel recognised, safe, and morally
accepted within the service. The report of one form of social
prescribing relationship having lasted over fve years is perhaps
unusual, but it does challenge any view that social prescribing is
primarily about gatekeeping and resolution, supporting the ar-
gument that social prescribing can operate on a relational and
iterative footing.

The logistical restrictions of the social prescribing link workers
were noted by some participants, resonating with the ‘ofers and
resistance’ principle of candidacy theory. Billy explained that
despite the holistic approach of their social prescribing link
workers in her consideration of his wider family dynamics, they
were unable to provide any formal assistance for his daughter, as
she was under 18 years old. His social prescribing link workers
were only able to point him ‘in the right direction.’ Dee was ‘only
allowed so many times,’ referring to having a fnite number of
sessions with her social prescribing link worker. Sparrow dis-
cussed how time constraints on her social prescribing link
workers had led to short sessions and the lack of a meaningful
relationship, in which she felt she had no agency.

5 | Discussion

A core fnding of the original study [16, 28] was that no service
user participants had any prior knowledge about social pre-
scribing, and although largely positive about their overall ex-
perience, most were unsure about how they came to be
a recipient of their social prescribing service. Participants did not
refect in any great depth about experiences of negotiation, ofers
and appearances which is perhaps not surprising given their lack
of engagement with the whole process from referral to appear-
ance. However, had the research team been aware of the theo-
retical frameworkwhich candidacy ofered to their exploration of
social prescribing, then participants may have been encouraged
to delve more deeply into the possibilities that negotiations did in
fact take place between social prescribing link workers and
themselves. The relative passivity of service users reported in the
original study might thereby have been challenged had the re-
search team adopted candidacy as an approach to explore issues
of access, negotiation and outcomes in greater depth.

In the clinical commissioning group area studied, a lack of
consistency was apparent in the practices of social prescribing
link workers, relationships with service users having primarily
been developed via telephone calls, rather than in-person. This

led to variations in the ways individuals navigated the social
prescribing system, although a general pattern of contact iden-
tifed was one of initial telephone contact followed by monthly
check-up calls until case closure. The two exceptions to this
pattern were evidenced where in person contacts lasted some
months. Despite the dominance of the telephone-based ap-
proach, fve of the eight participants expressed positive views of
their social prescribing link workers, the remaining three par-
ticipants not feeling able to comment due to their minimal
contact or lack of recall. However, even in the positive accounts
of interactions, no views were directly expressed that might be
taken as demonstrating meaningful in-depth involvement in
candidacy negotiation between service users and professionals.
This may partly be attributed to the perfunctory nature of many
human interactions during the COVID-19 pandemic, when
technicist modes of service delivery dominated, and it may also
be that both service users and social prescribing link workers
were unaccustomed to negotiating their healthcare needs in any
setting. Service users may have been grateful to receive any kind
of service in times of pandemic and hence may not have felt
comfortable asserting their agency in any potential negotiating
processes.

The above fndings suggest that contextual factors, rather than
organisational factors alone, infuence the permeability of social
prescribing services. Physical and mental illness, caring duties,
and the logistics of rural transport all impact on the meaningful
access to services. Dixon-Woods et al. [1] conceptualised per-
meability primarily in terms of organisational openness, the
above narratives suggesting that while services might purport to
be open to all, they remain functionally impermeable when
individuals’ contextual issues are taken into account. Bub’s above
narrative is illustrative here in that she is aware of services, but
her candidacy for these services is constrained by her parenting
responsibilities and her lack of appropriate transport. Bub’s
narrative suggests that permeability might be seen as more than
service design and that it should embrace the alignment between
service parameters and individual living contexts.

With respect to permeability, the NHSmodel of social prescribing
includes referrals being made from local authorities and other
agencies and also expects there should be a clear and easy process
for self-referral [40]. There may indeed have been provision for
self-referrals, but as participants were unaware of social pre-
scribing prior to their involvement, they would have been unable
to refer themselves and thereby unable to exercise candidacy
from the position of having initiated such interaction.

Six participants had internet access, demonstrating that digital
technologies may potentially enable rural people or those with
mobility or travel difculties to access social prescribing. For
example, Fixsen et al. [41] argued that digital technology may
enable people to engage in social prescribing from a distance,
provided that they have sufcient digital literacy. During the
COVID-19 pandemic, Fixsen, Barrett and Shimonovitch [27]
found that the enforcedmove to online services and activities was
benefcial for service users who were previously unable or un-
willing to attend sessions in person. They claimed that, despite
social prescribing originally being conceptualised around in-
person relationships, the pandemic and recent technological
developments have altered the landscape. Nevertheless, digital-
only healthcare would have excluded the two participants in this
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research who did not have internet access. These two partici-
pants, Roxy and Sparrow, both lived in villages and relied on ad
hoc private transport to reach services due to a lack of public
transport provision. It is clear that a permeability ‘solution’ for
one individual (such as a move to online provision) can actively
create obstacles for another, with candidacy theory here helping
us to be mindful that barriers to access can take numerous forms
and remain persistent. Thus, applications of candidacy theory
should be far more sensitive to geographical contexts.

Participants difered considerably in whether payment for at-
tending socially prescribed services was perceived as acceptable,
expected, or exclusionary. Roxy’s assertion that one “can’t expect
something for nothing” contrasts sharply with Bub and Dianne’s
inability or unwillingness to engage with paid activities. Such
service user perspectives resonate with the candidacy construct
of ‘appearances’ but also reveal a moral dimension which is
governed not only by material considerations but also by moral
evaluations of deservingness, value and legitimacy. Dixon-Woods
et al. [1] recognised that appearances involve negotiation, but the
above narratives demonstrate that internalised moral discourses
shape whether individuals feel entitled to participate at all.

These above remarks highlight how, particularly in times of
austerity, there is a lack of choice open for onwards referral by
social prescribing link workers. Participants reported that their
mental health struggles, combined with fnancial and housing
worries, sometimes prevented them from taking up new op-
portunities. The evidence demonstrates how candidacy is a so-
cioeconomic product, with the ability of individuals to present
themselves at this stage of the process serving to support the
claims of Gibson, Pollard et al. [42] that social prescribing has the
potential to exacerbate existing inequalities rather than to
reduce them.

One social prescribing link worker in Moore et al. [16] stated that
individuals must be willing to engage and open to help for them
to be appropriate for referral to social prescribing services. This
type of adjudication conficts with any notion of negotiation or
ofer and suggests that any person seen as ‘unwilling’ was not
deserving of referral to social prescribing, all power here clearly
resting with the professional. Such a stance is clearly opposed to
providing encouragement and helping people mitigate the bar-
riers to candidacy. The concept of recursively [23] has relevance
here. This is because service users who had previously experi-
enced barriers in attempting to access healthcare may come
across as less ‘willing and open,’ resulting in healthcare pro-
fessionals making adjudications regarding their deservedness of
referral. Liberati et al. [23] argued that renewed attention is
required regarding the importance of familiar healthcare pro-
fessionals reaching out to those less likely to assert their own
candidacy, an argument supported by the evidence presented in
this paper.

The NHS summary guide to social prescribing ([40], p.13) states
that social prescribing link workers are ‘employed to give time’
for negotiations and ofers to take place, but such interactions did
not appear commonplace. Dee reported that she “wasn’t sure
who I was seeing about what’” and Sparrow was unsure whether
she was still involved with the social prescribing service or had
been discharged from it. These reported experiences suggest
a lack of clarity within services and that confusion can arise from
service users interacting with diferent teams and organisations

at the same time, while ofers and resistance appear to be pri-
marily shaped by system constraints rather than by individuals’
accepting or resisting ofers. The narratives in the present study
partly support Westlake et al.’s [15], p.3, identifcation of social
prescribing link workers performing a valued and consistent
‘holding’ role for vulnerable individuals within NHS systems.

It is appreciated that this was a small-scale study in one clinical
commissioning group, and only individuals who had successfully
navigated their way into social prescribing services were inter-
viewed. Furthermore, the above research participants were
recommended to take part in the original research by their social
prescribing link workers which may have led to some bias in
responses, although the responses received did not appear to be
guarded or contingent but were open and frank, highlighting
both positive and negative aspects of social prescribing experi-
ences. The limited duration of interviews, particularly when
participants had only a vague understanding of social pre-
scribing, further constrained the depth of data collected. Three
participants reported having memory problems, and it may be
that this prevented fuller articulation about their candidacy
journeys. It could also have been the case that the complexity of
navigating systems meant that they had become passive re-
cipients of healthcare rather than actively asserting their can-
didacy, particularly in a time of pandemic, when individuals may
have been grateful to receive any service ofered. Additionally,
the exclusion of potential participants who did not have a good
command of English language also placed limitations on the
study data.

6 | Conclusions

The framework of candidacy can be seen to ofer a way of
providing a highly appropriate way to conceptualise the nu-
merous sets of obstacles that individuals face when attempting to
engage efectively with social prescribing. It adds understanding
to the ways in which access to social prescribing is impacted,
obstructed and negotiated between individuals and the services
potentially available to them. This paper suggests that future
research might helpfully embrace candidacy theory to illuminate
the voices of service users, with a view to provide greater insight
and analysis into the factors which prevent potential service
users from accessing social prescribing, as well as constituting
a helpful approach to understanding how individuals navigate its
systems. The candidacy approach also inherently profles the
voices of social prescribing participants, which have seldom been
heard to date in the literature.

Despite the above caveats, the fndings of this research have
practical implications for the future delivery of social prescribing.
For policy development, embracing candidacy theory can inform
the creation of policies which address the barriers revealed by
service users, thus better ensuring that social prescribing op-
portunities reach a broader and more diverse population. In
terms of design, the fndings suggest that programmes should be
structured to better support and guide service users throughout
the process of becoming candidates for social prescribing pro-
vision. Training for social prescribing link workers should in-
corporate modules that emphasise the importance of recognising
and addressing the broader factors infuencing candidacy,
thereby improving the efectiveness and reach of social pre-
scribing initiatives. Such training might also emphasise the need
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to clearly explain new initiatives such as social prescribing to
local populations, including techniques for clarifying whether
details and arrangements had really been understood and
emphasising that such services were negotiable.

Overall, the evidence presented in this paper demonstrates that
candidacy theory provides a robust and logical framework for
exploring the complex multifaceted nature of access to social
prescribing services. The voices of service users have addedmoral
and contextual dimensions of understanding to the realities of
social prescribing, and have drawn attention to the need for
moral and contextual components to be fully considered
alongside systems and organisational arrangements. However,
although candidacy theory places great emphasis on negotiation
and interaction, it does not always recognise that ofers and
resistance are perhaps less enacted by service users but are
governed more by institutional arrangements, which limit ne-
gotiations despite the positive types of relationships evidenced as
part of the above study.

Further larger-scale research, designed around the framework of
candidacy, could prove most valuable in helping establish an
evidence base regarding the efcacy of social prescribing as
viewed from the perspectives of its service users.
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