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Abstract 

Background The Dixon-Woods et al. Candidacy Framework, a valuable tool since its 2006 introduction, has been 
widely utilized to analyze access to various services in diverse contexts, including healthcare. This social construction-
ist approach examines micro, meso, and macro influences on access, offering concrete explanations for access chal-
lenges rooted in socially patterned influences. This study employed the Candidacy Framework to explore the experi-
ences of individuals living with rheumatoid arthritis (RA) and their formal care providers. The investigation extended 
to assessing supports and innovations in RA diagnosis and management, particularly in primary care.

Methods This systematic review is a Critical Interpretive Synthesis (CIS) of qualitative and mixed methods literature. 
The CIS aimed to generate theory from identified constructs across the reviewed literature. The study found align-
ment between the seven dimensions of the Candidacy Framework and key themes emerging from the data. Notably 
absent from the framework was an eighth dimension, identified as the “embodied relational self.” This dimension, 
central to the model, prompted the proposal of a revised framework specific to healthcare for chronic conditions.

Results The CIS revealed that the eight dimensions, including the embodied relational self, provided a comprehen-
sive understanding of the experiences and perspectives of individuals with RA and their care providers. The proposed 
Candidacy 2.0 (Chronic Condition (CC)) model demonstrated how integrating approaches like Intersectionality, con-
cordance, and recursivity enhanced the framework when the embodied self was central.

Conclusions The study concludes that while the original Candidacy Framework serves as a robust foundation, 
a revised version, Candidacy 2.0 (CC), is warranted for chronic conditions. The addition of the embodied relational self 
dimension enriches the model, accommodating the complexities of accessing healthcare for chronic conditions.
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Introduction
Access barriers for people with chronic conditions can 
result in delays in diagnosis, treatment, and manage-
ment. These barriers can directly impact a patient’s 
ability to receive timely and appropriate care and 
increase healthcare costs [1, 2]. Although theoretical 
frameworks exist to guide health and community care 
for chronic conditions (e.g., [3]), the process of attain-
ing a diagnosis and ongoing care for chronic condi-
tions across the micro-to macro continuum is less well 
understood. The Candidacy Framework is a theoreti-
cal model that has the potential to deepen our under-
standing of the process of gaining access to diverse 
health and social services needed by people living with 
chronic conditions. Our study applied the Candidacy 
Framework to systematically examine the experiences 
of people living with Rheumatoid Arthritis (RA), a 
common chronic autoimmune disease, to comprehen-
sively analyze barriers and facilitators in accessing a 
diagnosis and healthcare services [4].

Dixon-Woods et al. [4] developed the framework from 
an extensive scoping review and a Critical Interpretive 
Synthesis (CIS) of the literature on access to care by mar-
ginalized populations. O’Brien et al. [5] have since dem-
onstrated that the framework is applicable to a wider 
population base of people with chronic conditions. We 
argue, however, that while the Candidacy Framework is 
an excellent starting point, a more comprehensive theory 
of access must also incorporate an intersectional lens and 
a phenomenological understanding of identity and its 
influences on access.

The Candidacy Framework conceptualizes healthcare 
access as a dynamic process wherein candidacy for care 
is constructed between those needing and providing ser-
vices [4, 6]. This multi-level approach includes individual 
(patient, practitioner), interpersonal, institutional, and 
infrastructural factors [7], operationalized as seven dis-
tinct yet overlapping dimensions with which individuals 
are likely to engage in an iterative manner [6, 8].

According to Dixon-Woods et  al. [4], and depicted in 
Fig. 1, establishing access is a fluid process that entails [1] 
identification of the need for care, [2] finding a way to it, 
(3&4) presenting a claim for it to service providers who 
judge its credibility, and [5] accepting or rejecting result-
ant offers. The ‘openness’ and compatibility of the system 
[6] and local operating conditions [7] are also salient, 
reflecting the broader organizational and socio-political 
or environmental conditions that influence claims to can-
didacy throughout a process of negotiation [7]. Applica-
tion of Candidacy dimensions generates concrete and 
testable explanations of access challenges, which can 
reveal socially patterned influences underlying seemingly 
individual behaviours [7, 9, 10].

The Candidacy Framework has been used to analyze 
access to a broad range of medical and non-medical 
services, including those for chronic conditions such as 
dementia [11], fibromyalgia [12], comorbid obesity [7], 
diabetes [13, 14], coronary heart disease [13], multiple 
sclerosis [15], mental health problems [16, 17], osteoar-
thritis [5], and asthma and other ‘long-term conditions’ 
[14]. Collectively, these works have demonstrated that 
gaining access to a diagnosis and receiving appropriate 
ongoing care for chronic conditions, comorbidities and 
adverse effects of treatment is key to achieving positive 
health and social outcomes. These studies also under-
score the explanatory power of the original Candidacy 
Framework but have inevitably suggested refinements 
that are not always acknowledged in subsequent appli-
cations of the framework, although some trends are 
apparent.

Using RA as an exemplar for an augmented Candi-
dacy framework, we discuss the implications of our find-
ings for an interdisciplinary understanding of access to 
chronic conditions, particularly those that are complex 
and difficult to diagnose. Drawing upon prior applica-
tions of the Candidacy Framework to analyses of primary 
data and systematic reviews, we propose an expanded 
version that seeks to capture these additional dimen-
sions: Candidacy 2.0 (Chronic Conditions [CC]).

RA affects approximately 0.5% of the world’s popula-
tion, and its prevalence is increasing globally [18]. Preva-
lence rates are higher in industrialized countries (e.g., 
Canada: 0.65–0.78%) and among women [18]. RA affects 
multiple joints, causing pain, swelling, stiffness, warmth, 

Fig. 1 Seven dimensions of Candidacy to achieve access 
to healthcare
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redness, fatigue, weakness, and loss of range of motion. 
Rheumatoid nodules may develop under the skin near 
the affected joints and may cause functional and/or cos-
metic concerns. Systematic inflammation associated with 
RA may affect other organs, including nerves, eyes, skin, 
lungs, or heart. Symptoms vary from person to person 
and can come and go, with periods of more active disease 
commonly referred to as flare-ups. The target of treat-
ment is disease remission; however, treatment is often 
complex and needs frequent reassessment to achieve 
this goal [19]. RA can thus have a significant impact on 
patients’ quality of life due to pain, stiffness, and swelling, 
as well as fatigue, reduced mobility, and functional dis-
ability, reduced ability to work and premature mortality, 
yet many gaps in care remain due in part to inconsisten-
cies with current treatment guidelines [20].

Methodology: critical interpretive synthesis (CIS)
Our study aimed to explore healthcare access experiences 
of people living with Rheumatoid Arthritis (PlwRA) 
through the Candidacy Framework [4]. Despite qualita-
tive studies offering valuable insights into complex issues, 
they comprise only 1% of research in top-tier rheuma-
tology journals [21]. To address this gap, we conducted 
a systematic review using Critical Interpretive Synthesis 
methodology [4], focusing on qualitative and mixed-
methods literature on RA care access. This approach 
allowed us to capture in-depth perspectives of both RA 
patients and their care providers, offering insights that 
quantitative studies alone might miss. Qualitative meth-
ods, such as interviews and focus groups, are uniquely 
suited to explore the nuanced, contextual aspects of 
patient experiences [22]. Our review also examined sup-
ports and innovations in RA diagnosis and management, 
particularly in primary care settings.

A CIS differs from a conventional systematic review by 
emphasizing the inclusion of diverse study types, beyond 
randomized controlled trials, to capture a broader range 
of evidence [4]. CIS incorporates a more interpretive and 
reflexive approach, encouraging researchers to critically 
engage with the context and complexities of the included 
studies. Unlike traditional systematic reviews that focus 
on aggregating quantitative data, CIS prioritizes the syn-
thesis of qualitative and quantitative evidence, allowing 
for a more nuanced understanding of the research topic. 
Additionally, CIS places a greater emphasis on exploring 
underlying mechanisms and contextual factors, promot-
ing a deeper and more holistic analysis of the subject 
matter.

A CIS improves on the meta-ethnographic approach 
[23, 24] typically employed in reviews of qualitative lit-
erature (1)  by utilizing systematic review search strate-
gies, and (2)  by seeking to produce more generalizable 

theoretical conclusions, rather than a simple synopsis 
of the literature reviewed [4, 25]. This is achieved by an 
inductive approach to analysis that integrates different 
theoretical categories to achieve deeper understanding of 
the topic of interest [25]. Thus, while the review focuses 
on the literature on RA access, this informs a more 
general theory of access to care for multiple chronic 
conditions.

Search and sampling process
Within a CIS, question formulation, source search and 
selection, and analysis are dynamic and iterative pro-
cesses [25]. The search and sampling process involves 
selecting a set of guided topics, iteratively identifying 
‘probably relevant articles’ through a range of searching 
strategies that are ‘fit for purpose’, and sampling purpo-
sively relative to an emerging theory [4].

Articles reporting qualitative and mixed method stud-
ies were identified from multiple database searches in 
Medline (OVID) and CINAHL by a health sciences 
librarian using the terms detailed in Appendix A: Search 
Terms (see supplementary file 1) and based on our inclu-
sion criteria (Table 1). The data bases were searched from 
their date of inception to search dates ranging from April 
12, 2020, to June 13, 2022. Dixon-Woods et al. [4] advo-
cate for refining database searches in critical interpretive 
synthesis to ensure relevance to guiding questions. This 
iterative approach aligns with CIS’s flexible nature, allow-
ing researchers to adapt their strategy as understanding 
evolves and focus on obtaining the most pertinent lit-
erature for theoretical development. Thus, searches were 
added and refined to better reflect the breadth of articles 
needed to comprehensively understand all dimensions 
of access, e.g., to address a paucity of references to allied 
health professionals.

A total of 1244 articles were identified through data-
base searches (see Fig. 2). An additional five articles were 
identified by experts on our team, after their review of 
our list of articles to be screened in full. Team members 
include PlwRA, primary care physicians, and rheumatol-
ogists as well as researchers with backgrounds in physi-
otherapy, social epidemiology, health services research, 
and medical anthropology. Database-identified references 
were imported into Covidence [26] and reviewed by two 
investigators (AP and SK) until all conflicts in classifica-
tion (i.e., include or exclude for full-text screening) were 
resolved. Following Dixon-Woods and colleagues [4], we 
prioritized papers based on relevance rather than specific 
study types or strict methodological standards, aiming to 
include a wide variety of papers at the conceptual level. 
While our priority was to review the qualitative literature 
that focuses on patient experience we chose to include 
three highly relevant review articles [27–29] and four 
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quantitative studies [30–33] that addressed, to a degree, 
gaps in understanding in the qualitative record. We set 
a low inclusion threshold, excluding only fatally flawed 
papers. The concept of “fatally flawed” as a criterion for 
excluding articles in a CIS refers to studies with severe 
methodological deficiencies. These include lacking clear 
aims, having an inappropriate research design, failing to 
explain its process clearly, providing insufficient data to 
support conclusions, or using an inadequate or poorly 
explained analysis method [4]. Such flaws significantly 
undermine a study’s credibility and contribution to the 
synthesis. In our study, this judgement occurred primar-
ily at the abstract screening stage, although 20 articles 
were excluded for this reason at the full article screening 
phase (denoted as ‘wrong study design’ in Fig. 2).

Of the 1093 abstracts reviewed, 307 articles were 
deemed eligible for full-text screening (by SK) of which 
10 could not be retrieved. 111 articles were subsequently 
excluded, as detailed in Fig. 2. The exclusion process was 
in fact iterative since nine of the articles excluded were 
withdrawn during the analysis phase within NVivo, when 
their lack of fit with our guiding questions and inclusion 
criteria became apparent. Ultimately, any study deemed 
unlikely to contribute to our development of a theory 
that answers the guiding questions was excluded. In 
accordance with PRISMA guidelines, these articles were 
subcategorized in the flow chart as wrong population, 
language, setting, outcomes, etc.). ‘Wrong setting’ refers 
to contexts outside of the scope of enquiry relevant to 
a North American context (e.g., a discussion of patient 
experiences of Traditional Chinese Medicine care for RA 
in China). ‘Wrong outcomes’ indicates that the study did 
not specifically report on either the health and health 
care experiences of people with RA. One article was a 
protected PDF that did not allow for text selection and 
coding in NVivo. Since it was a marginally relevant study, 
we chose to exclude it. Studies with mixed populations 

were included if patients with RA were part of the study 
sample. Another 76 articles were demoted to a sec-
ondary list because their focus was not on experience. 
Ultimately, our sample included 110 multidisciplinary 
articles employing diverse theoretical approaches (see 
Appendix C in supplementary file 2, a framework sum-
mation of methodological features of sampled literature).

Through the process of familiarization with the materi-
als and consultation with our advisory panel (five people 
living with RA across Canada)1 and RA experts on our 
team, we refined our overarching question into the five 
guiding topics that ultimately determined the selection 
of articles included in the review (Table  2). Our topics 
were further informed by the Candidacy Framework for 
understanding access to healthcare services.

Data analysis
The inductive approach of a CIS consists of several 
phases. The first phase of the analysis is the development 
of a synthesizing argument through reciprocal transla-
tional analysis, which involves the translation of different 
concepts into each other [4]. Two studies often discuss 
the same construct using different terms or use a com-
mon term to which each study ascribes a different mean-
ing. Thematically coding all sources of evidence using 
qualitative data management software, QSR NVivo  12®, 
facilitated this process. SK led the analytic phase but met 
regularly with the research team’s CIS subcommittee 
comprised of the remaining authors. Emergent codes and 
interpretations were discussed with and contextualized 
by this group and were refined accordingly.

All categories and the nodes within them are 
listed and described in a codebook (Appendix B, 

Table 1 Inclusion criteria

Language: English

Setting: Of relevance to a North American context (broadly defined to include studies outside North America if relevant)

Range: 1990-present (but we were judicious about inclusion of pre-2000 articles)

Target population: adults (aged 18+) with rheumatoid arthritis

Domains: health, health care

Source type: primary research.

Overall research design: All with priority given to qualitative and mixed methods designs.

Overarching question: How have researchers explored the health and health care experiences of people with rheumatoid arthritis using qualitative 
research methods? What are the key constructs that they employ and is the use and interpretation of these constructs consistent among them? Specifi-
cally, how does the qualitative research record expand our understanding of how people access a diagnosis and treatment for RA (see also Table 2: 
Guiding Topics)

Key for inclusion decisions: Will the article contribute to our development of a theory that answers the guiding questions?

1  Advisory committee members continue to be involved with the overall 
programme of RA research but did not feel equipped to contribute to the 
CIS given their lack of familiarity with academic literature.
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supplementary file 1). The analysis employed both 
deductive and inductive coding methods. Deductive 
coding was guided by the Candidacy Framework, which 

provided a structured lens for examining access to 
healthcare services. Inductive coding emerged organi-
cally from the interview data, allowing new themes and 

Fig. 2 Selection flow chart
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insights to surface. The inductive nodes were ultimately 
grouped as subnodes of each of the Guiding Topics. 
Two additional node families—‘healthcare provider 
roles’ and ‘treatment effects’—were created to accom-
modate relevant topics that did not fit comfortably 
within any of the Guiding Topics. Most extracts of per-
tinent text were coded at multiple nodes, which allows 
for explorations of associations among them using the 
Matrix feature of NVivo  12®. For example, the Guid-
ing Questions nodes are often coded as well with Can-
didacy Framework nodes which allows us to discern 
which dimensions of Candidacy are most salient for 
each of the Guiding Questions.

Our reciprocal translational analysis generated 
an aggregative synthesis of the reviewed literature, 
although it is distinct from most aggregative reviews 
in that each article is viewed more as a “repository of 
concepts” than a source of data per se [34]. We provide 
both a condensed review of the dominant themes in 
tabular form as well as a detailed and cited account of 
these themes in supplementary file 1.

The next phase of CIS analysis—refutational synthe-
sis—involves characterizing and explaining the contra-
dictions between constructs in different studies (e.g., in 
terms of different study approaches, conceptual assump-
tions). To facilitate ready access to study details that 
could explain such discrepancies we created a ‘Method-
ology’ code category that included the subnodes data 
collection method, limitations, location of study, sample 
size, study question or purpose, target population of study, 
and theory or framework. Using the “framework” fea-
ture in NVivo  12®, we generated a tabular summary of 
these details for each study that could be readily checked 
to potentially explain anomalies in our findings or as a 
resource for others (supplementary file 2).

The final phase is the lines-of-argument synthe-
sis, which aims to create a comprehensive explana-
tory proposition suggested by the data [4]. This final 

interpretation is grounded in the constructs included 
in the reviewed materials, and seeks to identify and 
reconcile the most influential themes that represent 
the combined data [35]. This process ensures a robust 
and well-supported understanding of the phenomenon 
under study. Coding text at both Candidacy nodes and 
Guiding Questions subnodes systematically connected 
the ideas more specific to the RA experience repre-
sented by the Guiding Questions to the dimensions 
of access described by the Candidacy Framework and 
identified what was missing in this framework.

Results: making sense of access to RA care 
through a candidacy lens and beyond
The Candidacy Framework offered a relatively inclu-
sive ecological approach that served as a useful starting 
point for the development of lines of argument that broke 
down the process of access to RA care into seven dimen-
sions of access. All seven dimensions could be identi-
fied in the literature, but some were more thoroughly 
explored than others, pointing to opportunities for addi-
tional inquiry into these areas. Our interpretations were 
derived from text coded in NVivo  12® at different dimen-
sions of Candidacy, many of which were co-coded with 
the themes emerging as important in association with 
each of the Guiding Questions (presented as Findings in 
supplementary document 1).

However, the explanations associated with the different 
dimensions of Candidacy for limitations to access did not 
suffice to explain findings that linked the bilateral rela-
tionship between illness and identity to access challenges. 
We recognized the need to augment the Candidacy 
Framework dimensions with insights from phenomeno-
logical and intersectional theories. The following inter-
pretation of the CIS analysis will include a consideration 
of the intersectional, relational and embodied self to 
enhance the explanatory power of Candidacy as a theory 
of access.

Table 2 Guiding topics

*Health care providers of interest were mainly primary care physicians and rheumatologists, but the review also considered other primary care providers and allied 
healthcare professionals such as physiotherapists, occupational therapists, podiatrists, nurse specialists, pharmacists, etc

1. How do CHARACTERISTICS OF PLWRA (e.g., age, gender, SES, support network, culture, geographic location, personality) influence (a) their help-
seeking behaviour and (b) their acceptance or rejection of services/treatments offered?

2. How does the NATURE OF THE DISEASE AND ITS SPECIFIC PRESENTATION influence a PlwRA’s (a) help-seeking behaviour and (b) acceptance or rejec-
tion of services/treatments offered?

3. How do INTERACTIONS BETWEEN THE PLWRA AND THE HEALTHCARE PROVIDER* influence the person’s success in securing appropriate treatment 
or referrals? This includes both the PlwRA’s presentation of symptoms and the healthcare provider’s response (how is this influenced by their training, 
bias, approach to care – person-centred/not – etc.?)

4. How does the CONFIGURATION OF THE HEALTHCARE SERVICE/SYSTEM influence the PlwRA’s perception of the accessibility/suitability of the care 
or treatment they need and their ability to gain access?

5. How do ENVIRONMENTAL FACTORS beyond the health service/system (e.g., internet availability, transportation systems, weather, policies 
around physical accessibility…) influence the PlwRA’s ability to find the care/treatment they need and physically access it?
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Identification of RA
The first step in securing access to care is recognition of 
the need to seek out medical attention. A common pat-
tern emerged in all studies that focused on initial help 
seeking whereby symptoms were rationalized in rela-
tion to preceding events or current conditions, such 
as an accident, pregnancy, too much or too little exer-
cise, exposure to heat or cold, consuming certain foods, 
comorbidities, changes in medication, and so on [29, 36–
40]. At some point, however, these explanations no longer 
accounted for the persistence or evolution of symptoms, 
and medical advice was sought [40]. Alternatively, some 
explanations of symptoms, such as a curse, were culture-
specific and could prompt consultation of non-medical 
(e.g., religious) practitioners, or remedial actions such as 
prayer or a change in diet that further delayed consulta-
tion [29, 39, 41]. Importantly, family members could be 
instrumental in either advising recourse to alternative 
explanations and remedies or persuading the afflicted 
person to seek medical advice [42–44].

Regardless, delays in consultation due to failure to 
recognize the symptoms of RA were attributed in ret-
rospect to a lack of knowledge: “had they known when 
they developed their symptoms what they knew once 
they had been diagnosed with RA, they would have con-
sulted much earlier” (43, see also 29). Numerous studies 
reported that laypeople have little if any knowledge of RA 
and are unaware that it is a serious degenerative disor-
der requiring aggressive treatment to prevent irreparable 
damage [29, 40, 45–48]. Similarly, failure to recognize the 
symptoms of foot problems associated with RA, as well 
as confusion around who to consult or how to access 
podiatry services resulted in delayed access and potential 
damage [49–51]. Ultimately, the evidence pointed to the 
inadequacy of information available to the public about 
RA, its expression, and treatment [43, 46, 48, 50, 52]. Pri-
mary care practitioners who were asked to comment on 
the viability of campaigns to promote rapid help-seeking 
behaviour at the onset of RA were nonetheless wary of 
the impact of a poorly designed campaign on their work-
load and the possibility that false presentations would 
“‘clog up’ the referral pathway for genuine cases of RA” 
[53].

Navigation to services
Navigation through a Candidacy lens refers to the pro-
cess of finding appropriate services and physically navi-
gating to them. Navigation challenges were rarely and 
only superficially addressed in the reviewed literature. 
Once they had identified the need for medical attention, 
participants in most studies consulted their primary care 
physicians, with variable success in securing a referral to 
a rheumatologist [29, 36, 54, 55]. Of note were reports 

of “proactive” patients who had been able to find infor-
mation on the internet and self-advocate for referrals or 
shorter wait-times, sometimes through recourse to pri-
vate care [36, 39, 55–57]. While not explicitly explored 
in these studies, the ability of some to more effectively 
navigate the system invokes Bourdieu’s notion of social 
capital whereby symbolic power is gained by some actors 
due to their access to higher levels of economic, cultural 
and symbolic capital (e.g., income, education, familiar-
ity with the healthcare system) in different social spaces 
[58]. Navigating to other specialists identified by PlwRA 
as important to their care, such as podiatrists and psy-
chologists, was just as challenging [59]. Barriers identi-
fied were a lack of information about their roles, the lack 
of clear pathways to care, and the limited availability of 
RA-informed specialists [51, 60]. Barber et  al. [61] rec-
ommended the development of a peer navigation system 
to expedite information gathering about the disease or 
the healthcare system.

Appearances and adjudications (the patient-care provider 
interaction) Once a PlwRA has successfully navigated to 
a care provider they need to present their symptoms in 
a manner that precipitates some kind of offer, such as a 
referral, screening, or treatment. These ‘appearances’ are 
often difficult to identify without reference to the adjudi-
cations or decisions made by the care provider positioned 
to make such offers. Adjudications are based in part on 
the clarity of the claim to care made by the PlwRA, but the 
provider’s own training and biases also play a role.

Appearances or presentation of RA symptoms
Evidence on appearances of people seeking diagnosis or 
care from gatekeepers such as primary care physicians 
underscored the relevance of considerations of social 
capital and reflected the importance of considering sam-
pling bias. In some studies, participants saw themselves 
as team members engaged in a bilateral relationship 
with their physicians in which the PlwRA’s expertise of 
their own bodies was on a par with the physician’s pro-
fessional expertise [47, 62]. Confident ‘expert’ patients 
were more likely to access information on the internet 
and request blood tests for RA and hence secured a diag-
nosis or referral to a rheumatologist more expediently 
[36, 55]. The confidence needed to assume the role of 
expert patient sometimes derived from prior familiarity 
with RA [36]. Firth et al. [51] maintained, however, that 
patient education could also build self-efficacy to develop 
PlwRAs’ confidence to proactively seek solutions. Given 
the common expectation that the ‘Expert Patient’ can 
self-manage their disease, Townsend et al. [52] suggested 
that the failure to adequately inform patients about RA 
is ethically problematic; without adequate knowledge or 
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support, the potential for benefits is limited, whereas the 
likelihood of harm is increased.

Subsequent to diagnosis, Laires et  al. [46] found that 
many PlwRA had limited awareness of treatment options 
and typically had a passive relationship with their phy-
sicians characterized by unilateral decision making. 
PlwRA, healthcare professionals, and decision-makers 
participating in a focus group identified those with lower 
SES as being less assertive in their relationships with phy-
sicians and therefore less likely to gain a prompt refer-
ral [45]. More passive patients hesitated to raise their 
concerns about sources of pain or discomfort needing 
treatment for fear of being ‘a nuisance’ or because they 
viewed themselves as a ‘coper’ or ‘stoic’ and preferred not 
to ‘complain’ [42, 50, 63, 64]. Flurey et  al’s [63] study of 
British men with RA highlighted the gendered nature of 
stoicism among them. However, the culturally-mediated 
and cohort-specific nature of this orientation is also sali-
ent [65, 66]. Some studies found that past experiences of 
sexist or racist treatment by healthcare providers influ-
enced the presentation and healthcare preferences of 
PlwRA [64, 67]. To address such constraints, studies rec-
ommended that healthcare providers afford their patients 
sufficient time to express themselves, pay attention to 
patient context and increase patients’ health literacy [68, 
69].

Adjudications
Access to RA care may be influenced by the biases of 
primary care providers, or patients’ anticipation of such 
biases based on prior experience. Some biases were 
widely shared by providers and patients alike. For exam-
ple, several studies found that primary care providers 
were less likely to suspect RA, an inflammatory arthritis, 
as a possible diagnosis among younger patients because 
‘arthritis’ is perceived as a  normal part of aging and is 
not associated with the young; this view also prevented 
them from taking a proactive approach to the symptoms 
of RA in older patients [45, 54, 55]. The scarcity of or dis-
tant location from specialists and other resources also 
inhibited some primary care practitioners from referring 
patients to them [45, 70, 71]. Patients who were over-
weight or consumed excessive alcohol delayed medical 
consultations in anticipation of the physician’s attribution 
of their symptoms to their behaviours, which triggered 
feelings of guilt [29, 40].

Thurston et  al. [67] reported that healthcare provid-
ers who did not regularly work with Indigenous patients 
attributed their perceived lack of buy-in to medical treat-
ment of their RA to a lack of education about the value 
of specialists and their services. However, the evidence 
pointed instead to the historical treatment of Indigenous 
peoples that has undermined their trust in Western 

institutions, and cultural constraints such as family obli-
gations that prevented Indigenous PlwRA from attending 
appointments or establishing concordance with treat-
ment plans [67, 69, 72].

The most frequently reported cause of treatment 
delays, according to PlwRA, was a gatekeeper—usu-
ally a primary care provider—who lacked the expertise, 
time or consideration to recognize their signs and symp-
toms of RA [36, 39, 46, 50, 64, 70, 73–77]. Lopatina et al. 
[78] have advocated for improved access to information 
and resources on RA for primary care practitioners to 
this end. Some studies emphasized that delays occurred 
because primary care physicians viewed themselves as 
gatekeepers to scarce secondary services and, hence, to 
integrated care [71, 73]. Some authors advocated for the 
greater availability or awareness of diagnostic tools [46, 
73, 76]. More commonly, though, patients identified the 
importance of physicians who took a person-centred 
approach that resulted in better health outcomes. This 
entailed the affordance of mutual respect through bilat-
eral communication and inclusion in treatment deci-
sions; such physicians saw them in the context of their 
whole lives, not just in terms of their disease [42, 52, 61, 
62, 64, 67, 69, 71, 75, 79–81].

Acceptance and resistance of offers (diagnosis, screening, 
treatment)
So far, we have seen ample evidence of the Candidacy 
Framework premise that “accomplishing access to health-
care requires considerable work on the part of users, and 
the amount, difficulty, and complexity of that work may 
operate as barriers to receipt of care” [4]. Ultimately, 
people seeking care aim to secure an offer of some kind. 
This may be a prescription, a treatment plan, a referral to 
a specialist or for screening. Yet receipt of an offer does 
not guarantee access because the ability or willingness 
to accept the offer may depend on a great many factors 
such as proximity, affordability, and cultural congruence. 
This dimension of Candidacy was by far the most densely 
coded. Of the nodes cross-coded with this dimension, 
‘medications’ and ‘exercise and physiotherapy programs’ 
were most populated.

Medications
The pain and disability experienced by PlwRA, especially 
during flares, was reported as extreme to the extent that 
some had contemplated suicide [59, 60, 76], and the relief 
that the appropriate prescription of DMARDS and/or 
biologics can bring was described as ‘dramatic’ and life-
changing’ across multiple studies [80, 82–86]. Thus, the 
offer of therapeutic drugs for RA is typically accepted, 
albeit with some reservations: “Most felt or had been told 
that they had no choice other than to take potentially 
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toxic drugs to alleviate their symptoms or to slow down 
the deterioration of their chronic condition” [64].

Yet arriving at the point of relief was often a long and 
painful process of trial and error to find the right combi-
nation of medications ([75],e.g., [87])—there was no ‘one 
size fits all’—which, in turn, took a toll on the PlwRA’s 
mental health [60]. PlwRA for whom effective medication 
had all but eradicated their symptoms hesitated to taper 
or temporarily discontinue it to resolve an infection, for 
fear that the intensity of the flares could increase and 
the drug would no longer be as effective upon resump-
tion [49, 88–90], although in principle, they were will-
ing to try. While some temporarily opted out of taking 
DMARDS and biologics due to their incompatibility with 
their reproductive goals [91], others had relinquished the 
possibility of conceiving because they felt unable to cope 
without these medications [60].

Adherence to pharmaceutical treatment for RA was 
highly variable, ranging from 30 to 80% [33, 92]. Multi-
ple studies explained non-adherence in terms of the bur-
den of administration and monitoring DMARD/biologic 
treatment, which required a considerable commitment 
from PlwRA [44, 71, 91, 93–95]. Side effects of the drugs 
were also found to negatively the PlwRA’s wellbeing and 
add another level of healthcare complication [44, 68, 84], 
(e.g., [91, 96, 97]). Ultimately, the extent to which PlwRA 
perceived their medications to be helpful or harmful 
exerted the greatest influence on their acceptance or 
resistance to treatment [92, 93]. Some had tried multiple 
medications with limited or no relief or recovery of their 
prior capacity and quality of life [54, 84, 86, 94, 96, 97], or 
the effectiveness of any treatment was short-lived [44]. It 
should be noted, however, that the introduction of new 
more efficacious treatments has decreased the risk of 
negative outcomes such as joint arthroplasty, excess mor-
tality or adverse pregnancy outcomes following parental 
exposure to DMARDs [98–100].

Considerable evidence points to resistance as partial 
rather than absolute. Most commonly, PlwRA decided to 
‘take control’ of their disease by varying the dose accord-
ing to their perceived need, periodically abstaining from 
certain medications [38, 63, 64, 92], or utilizing comple-
mentary and alternative medicine or over-the-counter 
drugs [29, 38, 43, 44, 54, 59, 64, 67, 92, 93, 97, 101–103]. 
Studies found that the understanding of the mechanism 
of action of DMARDs and biologics, was often poorly 
understood by PlwRA; in particular, they did not under-
stand the preventive value of the medications [38, 93]. 
Moreover, they did not understand the harms of long-
term use of glucocorticoids like Prednisone [38, 91]. A 
patient-initiated self‐monitoring service for PlwRA on 
methotrexate was well received in the UK, in large part 
because the training they received to prepare them to 

monitor and initiate the drug themselves “increased their 
knowledge of arthritis, their treatment, the reasons for 
regular testing and the meaning of test results” and thus 
“enabled them to gain a sense of control and ownership 
over their arthritis” [95]. This speaks to the importance of 
the provision of person-centred information and educa-
tion to address harmful misconceptions.

Exercise and physiotherapy programs
Engagement in exercise programs benefitted PlwRA 
physically and psychologically and contributed to par-
ticipants’ empowerment and their ability to manage RA 
[104, 105]. However, exercise programs tailored to the 
needs of PlwRA were reportedly scarce [61] and many 
home exercise programs were viewed as boring and dif-
ficult to prioritize [106].

Studies of RA-tailored exercise programs have iden-
tified some key components that increase uptake and 
maintenance of an exercise routine. These include expert 
person-centred guidance, flexibility, and sensitivity to 
and accommodation of RA-specific limitations.

Successful programs were typically moderated by a 
physiotherapist or other exercise professional with the 
expertise to guide participants through the challenges 
of pain or fatigue, even when the program was largely 
participant-led [104, 107]. This guidance was especially 
important for those unfamiliar with exercise [108], but 
was also valued for broad-based feedback and back-up, 
particularly when participants needed to adjust their 
routines or increase their exercise load [105, 109, 110]. 
Professionals who took a person-centred approach, rec-
ognized the need for PlwRA to feel heard, and adopted 
a holistic approach to symptom management were espe-
cially valued [108–111].

Flexibility in programming was appreciated by PlwRA 
and took many forms. Some programs were custom-
ized so PlwRA could exercise at home and fit the exer-
cises into their normal routines [104, 108]; being able to 
modify exercises to their own pace, limitations, and goals 
(which may vary on a daily basis contingent on disease 
activity), was also important (104, 108, 110, 111). PlwRA 
were often afraid to participate in exercise if they believed 
it would cause pain or they may not be able to get in and 
out of exercise positions, and adherence to exercise pro-
grams often waned as participants experienced flares, 
fluctuating symptoms or medication changes [104, 105, 
111]. Programming must therefore be sensitive to these 
fears and adapted accordingly.

Permeability of the healthcare system
Permeability invokes the metaphor of the passage of fluid 
through material, with slower transmission representing 
the more stringent qualifications of candidacy (e.g., the 
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need for a referral, lack of cultural alignment) needed to 
gain access to the healthcare system, and rapid transmis-
sion representing easier processes of access [4]. In our 
sample, evidence of healthcare system impermeability 
was primarily found in accounts of untimely delivery of 
care that disrupted continuity. New models of care were 
proposed to increase system permeability.

The benefits and challenges of different approaches 
aimed at increasing system permeability according to 
the reviewed literature are summarized in Table 3. These 
characteristics were often reported in combination.

Local operating conditions
The final dimension of Candidacy considers local influ-
ences on the ability of the person needing access to ser-
vices that may extend beyond the healthcare system [4]. 
There is ample evidence in the reviewed literature that 
access to care for RA is especially compromised for those 
living in rural and remote areas, in which people who are 
low-income and Indigenous populations in Canada are 
disproportionately represented [61, 72].

Primarily, access in remote areas was found to be lim-
ited because of the absence or low representation of all 
types of healthcare providers from primary care provid-
ers to rheumatologists as well as other specialists and 
allied health professionals to whom access is needed for 
optimal care of RA [32, 45, 46, 61]. As a result, PlwRA 
faced long drives to access these services. For example, 
more than half the PlwRA in rural and northern Sas-
katchewan (a Canadian prairie province) had to drive an 
hour or more to access primary care providers, Physical 
Therapy (PT) and Occupational Therapy (OT), pharma-
cies, labs and medical imaging facilities, and > 25% trav-
elled 4 + hours to see a rheumatologist [32]. In addition 
to distance, factors such as weather, road conditions and 
maintenance, a lack of transportation and the need to 
arrange childcare compromised PlwRAs’ ability to access 
care [32].

PlwRA also had to absorb multiple out-of-pocket costs 
for fuel or other transportation, childcare, overnight 
accommodation, etc. Some PT and OT services external 
to hospitals or outpatient services were also not covered 
by medical insurance for many, hence affordability of 
care was a barrier despite Canada’s universal healthcare 
coverage [32, 75]. Also missing in these communities are 
resources such as community pools or rehabilitation cen-
tres needed for optimal RA care [45]. The availability of 
potential solutions to address access limitations in these 
communities, such as traveling clinics, telehealth, and 
patient travel grants was found to vary by province. The 
viability of each was hampered by lack of available staff, 
lack of patient buy-in, and low cost-effectiveness, respec-
tively [61].

Even outside of rural and remote areas, local influ-
ences can affect access to care. Hand et al. [27] noted that 
access to services could be compromised for low-income 
seniors when cost-saving policies resulted in housing that 
was poorly situated (e.g., on a hill, near a highway, far 
from services). These authors also reported that despite 
protective policies, employers did not always cooperate 
with accommodations for modified working arrange-
ments to facilitate a PlwRA’s ability to return to work.

Beyond candidacy – the embodied self
Candidacy focuses on the negotiation of access at micro, 
meso and macro levels, but none of its dimensions fully 
capture how the identities of PlwRA are challenged by 
illness experiences and the ways in which access is con-
sequently compromised. This understanding emerges 
from our sample, in part, because of the phenomenologi-
cal/phenomenographic approach adopted by 18 of the 
reviewed studies, for which the focus was on meaning-
making. Yet evidence of the same is found across studies 
with diverse methodological approaches. These findings 
speak to Kleinman’s [117] emphasis on the importance of 
understanding illness as an embodied experience, rather 
than just a set of symptoms or diagnostic criteria. Klein-
man argued that illness is not just a matter of biological 
dysfunction but is also shaped by a person’s cultural and 
social context, as well as their own subjective experiences 
and meanings. Similarly, Bury [118], who conducted his 
research with PlwRA, viewed chronic illness as a biologi-
cal disruption, in the face of which people were forced 
to reappraise their selfhood as intimately bound to the 
body. To this, Goodacre [119] added the importance of 
the social interpretation of self. Both Charmaz [120] and 
Ratcliffe [121], influenced by Merleau-Ponty, spoke to the 
loss of identity and self that could arise from bodily dis-
ruptions. A profound sense of loss is apparent in PlwRA’s 
accounts of flares or the effects of pain, deformity and 
immobilization caused by RA in which not only the body 
but the mind and sense of self are profoundly affected by 
the illness (e.g., [28, 31, 37, 49, 60, 68, 83, 86, 91, 94, 107, 
109, 122]).

Consistent with Martin’s [123] work on how women’s 
culturally-informed and gendered identities are affected 
by illness, and sources of women’s power in the body dis-
cussed by Chrisler et al. [124], women with RA in several 
studies detailed identity compromises. Illness affected 
their appearance and sexuality (e.g., [49, 109, 125]). It 
also hindered gendered roles like housework, food prepa-
ration, and childcare [76, 85, 126–129]. Yet, some stud-
ies reported women exhibiting stoicism [55] and facing 
peer exclusion [87], akin to patterns more commonly 
found among men [63]. This highlights the importance of 
adopting an intersectional approach, wherein identities 
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(e.g., age, gender, SES, rural/urban residence) and con-
comitant experiences of social domination are seen as 
intertwined with a compounding effect [130, 131].

Additionally, the identities of PlwRA could be sup-
ported or undermined by members of their social net-
works. People who understood their challenges and 
offered necessary support, without undermining the 
PlwRA’s self-determination, promoted their identity and 
facilitated coping [27, 37, 83, 128, 129]. Others under-
mined their sense of self and personal value by dismiss-
ing their suffering or assuming control over them [60, 83, 
102, 108, 128, 129, 132].

A PlwRA’s selfhood must therefore be understood in 
relation to their embodiment of illness (RA and comor-
bidities), their intersections of identity (e.g., gender, SES, 
age) and the nature of their relationships with close oth-
ers. In the studies reviewed, the PlwRA’s selfhood pri-
marily undermined access through the effect of identity 
loss on their mental health, expressed variously as embar-
rassment, shame, and loss of self-esteem, power and con-
trol [31, 60, 133], which in turn led to self-isolation and 
societal withdrawal [37, 57, 59, 68, 91, 134]. PlwRA were 
thus impeded from seeking the help they needed, which 
could further undermine their mental and physical health 
[28, 63, 85, 94, 109, 127]. Kristiansen and Antoft [135] 
reported on a program for PlwRA that overlooked the 
debilitating effect of RA on self-esteem and thus further 
undermined it. “Narratives of chaos” created by illness 
in relation to identity, as theorized by Frank [136], were 
also evident in the efforts of some PlwRA to ‘gain control’ 
of their illness and hence their sense of self by resisting 
or modifying treatment [38, 63, 64, 91, 132]. Some sup-
plemented or replaced biomedical treatments with com-
plementary and alternative medicines (CAM) in ways 
that were detrimental to their health [59, 97, 103]. While 
CAM use can indicate patient engagement and a proac-
tive stance to treatment, it sometimes reflected an unin-
formed approach to medication resistance. Other such 
examples were suspending medication while on vacation 
to permit greater alcohol intake [63] or substituting med-
ication with unconventional remedies (e.g., horse lini-
ment) [44] that delayed access and compromised health 
outcomes.

To summarize, we illustrate in Table 4 the seven dimen-
sions of Candidacy plus the embodied self with brief 
descriptions, based on our CIS, of factors that promote 
(✔) and limit (✘) candidacy in each.

Discussion: extending a theory of access to care 
for chronic conditions: candidacy 2.0 (CC)
Previous applications of the Candidacy Framework have 
suggested the addition of supplementary constructs 
to enhance the theory. Most notable among them are 

recursivity [137] and concordance [138], the importance 
of intersectionality theory [139] and the relational nature 
of negotiations of candidacy [10]. Our findings not only 
support inclusion of these concepts, the centrality of the 
embodied self in the model facilitates their integration as 
components rather than adjuncts of candidacy and sug-
gests the need for an enhanced Candidacy 2.0 model.

Selfhood can be challenged by chronic disease, comor-
bidities and treatments that may have severe side-effects. 
A person’s identity facilitates their creation of mean-
ing, which is a central tenet of mental health [140]. The 
relationship between illness and selfhood can be cycli-
cal when challenges to selfhood due to pain, disability or 
extreme fatigue, for example, result in deteriorating men-
tal health. This, in turn, has a bidirectional relationship 
with social isolation and withdrawal [141, 142].

Yet the self is not a blank slate: rather it is composed 
of multiple intersecting identities that are more or less 
privileged in the societal context in which the person 
living with a chronic condition is embedded [141, 143]. 
The compounding effect of these identities and societal 
expectations of and responses to them shapes the extent 
to which illness-related changes to physical features, 
sexuality, or the roles that people perform are important 
to them and the meanings that they ascribe to their ill-
ness and its effect on their selfhood [144, 145]. In parallel 
with Mackenzie et al. [139], we identified the positive or 
negative influence of intersecting identities on the ability 
of people to establish candidacy in the articles reviewed 
for the CIS, especially in the dimensions of navigation 
and appearances. The addition of an intersectional lens 
facilitates a more nuanced understanding of help-seek-
ing behaviours and acceptance or rejection of treatment: 
gender matters in its own right, for example, but it also 
interacts with other identities and social determinants of 
health to influence these behaviours [143]. Intersectional 
awareness achieved through the integration of candidacy 
and intersectionality also offers policy makers and prac-
titioners “a means of enhancing knowledge of how the 
political becomes enacted in the personal” [139].

Intersecting identities also influence the extent to 
which a person is likely to reach ‘concordance’ (i.e., 
agreement with care providers about the problem and 
best solutions) and engage in shared decision-making 
with them [138]. The importance of concordance in the 
establishment of candidacy has been recognized in multi-
ple studies [16, 17] and corresponds well with the original 
construct of permeability whereby “the service provider’s 
alignment with service users, including personality, gen-
der, and ethno-linguistic characteristics” facilitates access 
at the organizational level [11]. However it is only when 
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intersectionality and candidacy are united that we can 
fully appreciate how “discordant healthcare encounters 
are not simply a manifestation of essential cultural differ-
ences between the two parties but are shaped by factors 
that emanate from a complex interplay of historical and 
contemporary discourses, inequitable structures, mul-
tiple intersecting identities and past experiences” [146]. 

In the CIS sample, this is illustrated most clearly with 
reference to experiences of access to RA care by Indig-
enous people, immigrants and refugees, the frail elderly 
and people who are low-income or live in rural and 
remote areas; importantly, people are often marginalized 
by the intersection of two or more of these identities  
[67, 69, 72].

Table 4 Factors promoting (✔) or limiting (✘) access relative to Candidacy Framework

Key to abbreviations: CAM complementary and alternative medicine, HC healthcare, PCP primary care provider, PlwRA Person/People living with rheumatoid arthritis, 
Tx treatment

✘ Factors limiting access CANDIDACY DIMENSION ✔ Factors promoting access

✘ Rationalizing symptoms
 o Preceding events or current conditions
 o Cultural attributions

IdentIfIcatIon

Recognizing the need to seek medical attention
✔ Public and targeted education to address lack 
of knowledge of symptoms

✘ Lack of information about roles
✘ Lack of clear pathways
✘ Unavailability of specialists with chronic 
disease knowledge

navIgatIon

Finding and getting to care - usually via primary 
care provider

✔ Empowered proactive patients (consider 
intersections of identity)
✔ System navigators

✘ Passive patients minimize need, deserving-
ness
✘ Low awareness of Tx options
 o limited decision-making,
 o low referral

appearances

 P resentation of symptoms to gatekeeper 
to establish the need for care

✔ Empowered proactive patients (consider 
intersections of identity)
✔ Health literacy training
✔ Self-efficacy training
✔ Physicians who offer more time, understand-
ing of context

✘ Normalization of symptoms (e.g., aging)
✘ Perceived unavailability of specialists
✘Attributions of symptoms to PlwRA’s behav-
iour
✘ Cultural incongruity
✘ Limited expertise, time, consideration

adjudIcatIons

Gatekeeper’s judgement of symptoms as need-
ing/ deserving of an offer of Tx, screening, 
referral, etc.

✔ Person-centred care approach
 o Respect, shared decision-making
 o Clear communication
 o Cultural safety
✔ Training, diagnostic tools

✘ Difficulty in identifying effective Tx
✘ Tx incompatible with other goals (e.g., preg-
nancy)
✘ Burden of Tx (admin, monitoring)
✘ Side effects, long-term adverse health impact
✘ Tx resistance
 o Limiting/abstaining from Tx
 o Substitution/supplementation (e.g., CAM)

acceptance / resIstance of offers

Factors that influence acceptance or resistance 
to offers

✔ Severity of symptoms (pain/disability) in need 
of relief
✔ Effective medication
✔ Person-centred education
 o Benefits and harms
✔ Availability of appropriate programming
 o Expert person-centred guidance
 o Flexibility
 o Responsiveness to disease limitations

✘ Excess overlapping HC visits
✘ Lack of cultural safety
✘ Conflicting information from different provid-
ers
✘ Poor assessment in triage

permeabIlIty of Hc system

Influence of the configuration of the HC system 
and HC policies on access

✔ Person-centred/holistic
 o Service configuration, policies
 o Location, admin
✔ Outreach (esp. rural)
✔ Multidisciplinary teams
 o Improve continuity of care
✔ Central intake/triage
✔ Reduce wait times

✘ Rural and remote areas
 o Minimal HC staff, facilities
 o Distance to services – travel, expense
✘ Unsuitable housing – quality, location
✘ Inflexible employment policies

local operatIng condItIons

Environmental influences beyond the healthcare 
system

✔ Travelling clinics, telehealth, travel grants

✘ Loss
 o Disease symptoms/Tx effects (poss. resist-
ance to Tx to ‘gain control’ over disease, self )
 o Physical features, sexuality
 o Roles
✘ Social networks that undermine self-determi-
nation and personal value
✘ Poor mental health outcomes & social isola-
tion/withdrawal

embodIed self

Sense of self altered by disease - modified 
by intersections of identity, cultural and social 
context

✔ Social networks that promote self-determina-
tion and personal value
✔ Programming that focuses on self-esteem
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Intersections of identity also influence the degree 
of agency that people can exercise. As Chase et  al. [6] 
point out, Dixon-Woods et  al. [4] originally conceived 
of the establishment of candidacy as a ‘negotiation’ 
between patients and healthcare providers, but this 
underestimates the power differentials between them 
that can undermine the agency of people at marginal-
ized intersections of identity, effectively foreclosing any 
true negotiation and reducing candidacy. For example, 
asylum seekers who encountered discriminatory and 
unjust treatment when applying for services were sub-
sequently more likely to pay out of pocket and showed 
greater reluctance to seek further help or even infor-
mation [6]. Similarly, in the articles reviewed for our 
CIS, we saw multiple examples of curtailed interaction 
with health professionals due to diminished trust aris-
ing from what were seen as biased adjudications rooted 
in power differentials between healthcare providers and 
PlwRA at marginalized intersections of identity (e.g., 
low SES, Indigenous, etc.). This phenomenon is identi-
fied as ‘recursivity’ [137]: “the interdependency between 
a user’s experiences of health services and her/his future 
actions in regards [sic.] to health and help seeking” [16]. 
Thus “the key determinants of patient choice of health-
care are social and diachronic” [14]. The outcome of 
reduced candidacy due to negative recursivity in the CIS 
data and in Koehn et al’s dementia study [11] was most 
apparent in people’s resistance to offers but was also seen 
in their interactions with healthcare providers (appear-
ances and adjudications). For example, Machin et al. [81] 
suggested that PlwRA’s perception of their primary care 
practitioner as too busy and primarily focused on physi-
cal over mental health provoked anxiety and recursively 
prevented them from discussing mood or seeking assis-
tance to locate mental health resources in subsequent 
consultations.

The connection of recursivity to the embodied self 
was illustrated by Flurey et  al. [63] who reported that 
the selfhood of men living with RA, already diminished 
by their inability to work and perform other roles cen-
tral to their masculinity, was further degraded when 
physicians did not take their medical complaints seri-
ously. In response they sought to recover some sense 
of control by reducing medications, and engaging in 
excessive exercise or alcohol consumption, and only 
consulted the physician as a last resort. The perme-
ability of services is also implicated in recursivity as 
illustrated by Hunter et  al.’s [14] finding that people 
with ‘long-term conditions’ are frequent users of emer-
gency care services for illness exacerbations because 
they provide the most expedient access to needed care 
and technology. Dixon-Woods et al. [4] have described 
emergency care as the most permeable healthcare 

service which, as a result, tends to be utilized more 
frequently by the most vulnerable members of society, 
thus underscoring the importance of the inclusion of an 
intersectional lens. These examples further emphasize 
Kovandžić et  al.’s [17] point that recursivity is impor-
tant because it unites the concepts of access to and 
utilization of healthcare services. Rather than viewing 
recursivity and candidacy as separate processes [14, 16, 
17], we propose that recursivity be understood as an 
integral component of the process of establishing can-
didacy that reflects the relative agency of people living 
with chronic conditions at different intersections of 
identity as they attempt to negotiate access across its 
different dimensions.

Another key element to arise from the articles included 
in this CIS is the potential for family, friends, and the 
broader social network of the person with a chronic condi-
tion to either promote or undermine their self-determina-
tion and personal value. The notion of an interdependent 
or sociocentric self, whereby the self is viewed “not in 
terms of one’s independence from others, but rather by 
one’s connection to them” [147] is more commonly attrib-
uted to non-Eurocentric cultures, yet examples of this 
interdependence between PlwRA and their social net-
works abound throughout our CIS sample. The influence 
of the social network on candidacy is also apparent in 
other analyses utilizing the framework. For example, fam-
ily members who may have more social capital than the 
person with a chronic condition, particularly dementia, are 
more likely to identify the need to seek medical attention, 
facilitate navigation to care, and convey observed symp-
toms to family physicians and other gatekeepers [11, 14]. 
Accordingly, we propose that the embodied self or person-
hood conceived as central to the Candidacy 2.0 model is 
necessarily understood as relational.

The centrality of the intersectional relational self in 
the enhanced model also makes sense in relation to the 
abundance of evidence that person-centred interactions, 
information, and service configuration are key to address-
ing many of the access challenges faced by PlwRA and, 
we would argue, people living with chronic conditions 
in general. Candidacy 2.0 provides a strong explanatory 
framework that maps out why this is the case. Focusing 
attention on selfhood in the Candidacy model further 
reinforces the importance of understanding movement 
through the dimensions of access as iterative, not only 
because the need for care among people with chronic 
conditions is ongoing, but because, as Saari [140] reminds 
us, “meaning systems must be constantly maintained 
and amended so that the content will fit with the context 
and experience of the present. The processes of the self 
must therefore be active in creating and altering meaning 
throughout life.” This in turn serves as a reminder to those 
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designing and delivering person-centred systems and care 
that the ‘person’ is not a static entity, and their values, 
needs and goals of care may well shift over time.

Figure  3 depicts the movement of the intersectional 
relational self through each dimension of candidacy. 
Appearances and adjudications are inextricably linked, 
while permeability is characterized as a barrier with 
variable holes through which some of the offers made by 
gatekeepers (adjudicators) will pass. Offers such as refer-
rals, medications or screening are depicted by the small 
balls that need to be accepted by the self and be compat-
ible with the organizational framework represented by 

permeability and wider environment or local conditions. 
Concordance and recursivity are integral to the frame-
work and are most often salient to the dimensions they 
touch in the diagram. The outcome is ideally access, but 
different resources may require an iterative process to 
obtain and for some, the obstacles represented by the 
accumulated dimensions may defeat access.

Limitations
The CIS is a very flexible approach to systematic synthe-
sis, which can be both a strength and a weakness. This 
critical approach draws on the reviewer’s expertise in 

Fig. 3 Candidacy 2.0: An enhanced Candidacy Framework to understand access to healthcare for chronic conditions
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the field on the one hand and responds to the knowledge 
needs of the research team, on the other. In this sense, it 
is not entirely reproducible [35]. SK, the first author, was 
primarily responsible for data analysis for which task she 
drew on her considerable expertise in access to health 
care and theoretical approaches to illness experience. She 
consulted frequently with the remaining authors whose 
expertise in RA and primary care provision strengthened 
the validity of her interpretations. To remain accountable, 
the authors of a CIS must demonstrate both systematicity 
(soundness of execution) and transparency (explicitness 
of reporting), for which Depraetere and colleagues (25) 
have developed seven evaluative criteria that distinguish a 
CIS. Most important among them are (1) Data-extraction 
method for identifying themes/concepts, (2) Formulation 
of a synthesizing argument, (3) Inclusion of qualitative and 
quantitative research results, and (4) Flexible inclusion cri-
teria. We believe that all criteria in this list have been met. 
While most sources were qualitative to address the deficit 
in comprehensive studies of RA access experience, eleven 
were mixed methods with a quantitative component, four 
were quantitative, and three were review articles.

Conclusions
Adoption of the CIS methodology using the lens of the 
Candidacy Framework to review literature focused on 
the experiences of people living with a chronic condi-
tion (specifically RA) has generated a rich analysis of the 
challenges and complexity of access to care for RA. Per-
haps more importantly, this analysis has identified the 
key phenomenological dimension of embodied selfhood 
that is missing in the original formulation of Candidacy. 
The importance of this central concept is reinforced 
when considered in relation to other applications of 
Candidacy, particularly those concerned with access to 
care for chronic conditions. Modifications suggested by 
these studies underscore the importance of consider-
ing the intersectional and relational self as integral to an 
enhanced version of the framework.
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