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ABSTRACT

Healthcare access disparities arise when service costs, transport barriers, language differences and previous experiences of discrimination shape whether people
seek and receive care. Public health communication can help people navigate services when it reflects how communities interpret health information and make
decisions about care. This proposed study examines how ethnographic research can inform culturally responsive communication for underserved populations.
Participant observation and interviews with residents, community workers and healthcare staff will explore how people understand eligibility, arrange appointments
and respond to institutional messages. Thematic analysis will identify recurring barriers and differences across participants, including experiences that challenge
dominant accounts. Community partners will use these findings to co-design multilingual appointment guidance and referral materials, then refine them through
comprehension testing and feedback. A pilot evaluation will assess acceptability, comprehension, referral completion and appointment attendance, with outcomes
examined across relevant language and access groups. The study will distinguish barriers that communication can address from those requiring changes to service
delivery. Its findings will guide the development of locally relevant communication tools and identify complementary service changes needed to improve equitable
healthcare access.
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design

1. INTRODUCTION
1.1 Healthcare Access Disparities and Their Consequences

Timely, appropriate healthcare supports prevention, assessment, treatment and continuing care. Access involves recognising a need, seeking assistance,
reaching a service and obtaining care that addresses that need [1]. At each stage, affordability, transport, language, appointment systems and eligibility
requirements can constrain participation. Previous experiences of discrimination may further shape whether people expect services to respond respectfully

(2.

These barriers can accumulate. Someone who understands a referral may still struggle to book an appointment, travel to the clinic or afford time away
from work. Conversely, available services may remain difficult to use when their procedures are unfamiliar [1]. Underserved populations are therefore
identified through circumstances limiting access, while recognising differences within communities [2]. Unequal opportunities to obtain care can
contribute to delayed assessment, unmet needs and interruptions to treatment. Understanding the pathway requires attention to both people’s everyday
resources and the arrangements through which institutions provide information, appointments and ongoing support.

1.2 Communication Within the Wider Access Problem

Unclear instructions, unfamiliar terminology and poorly explained referrals can make healthcare difficult to navigate. Reducing complexity and checking
understanding are therefore relevant to service accessibility [3]. Yet interpretation also depends on previous encounters, trust and the meanings people
attach to illness, care and institutions. Ethnographic attention to individual circumstances can reveal concerns overlooked by assumptions about a
community’s culture [4].

Translation provides language access, but a translated message may still assume knowledge of eligibility, referral pathways or decision-making
procedures. Culturally responsive communication must consider these demands alongside language and accessibility preferences [5]. Research on cultural
adaptation also indicates the importance of examining how messages are developed and evaluated [6].
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Communication interventions should consequently be assessed alongside appointment availability, affordability and practical support [1]. Understanding
where people encounter information, whom they consult and how instructions fit everyday circumstances can identify specific design needs. Community
participation offers a route for testing those interpretations and deciding which communication problems should receive priority [7].

1.3 Article Aim, Research Questions and Contribution

This article aims to integrate ethnographic evidence with culturally responsive communication design and evaluation. It asks which access barriers emerge
from observed experiences, how those findings inform communication tools, and whether the resulting tools improve navigation and service engagement.
The intended users include public health teams, healthcare providers, community organisations and researchers.

The proposed contribution is a traceable pathway linking community accounts and observed practices with problem statements, design requirements and
evaluation decisions. Shared collaborative interpretation will allow participants to challenge assumptions and influence priorities [7]. Implementation
planning will specify responsibilities, resources and opportunities for revision [8]. Anticipated benefits, including clearer understanding and easier
navigation, remain propositions requiring evaluation. Evidence of improved communication will be interpreted alongside service conditions before
conclusions are drawn about healthcare access disparities [1]. The following section establishes the concepts connecting communication, culture and
institutional arrangements.

2. CONCEPTUAL FOUNDATIONS AND ANALYTICAL BOUNDARIES
2.1 Healthcare Access as a Multistage Process

Healthcare access unfolds through recognising a need, seeking help, reaching a service, obtaining appropriate care and continuing treatment. Each stage
involves an interaction between people’s circumstances and the way services operate. A clinic may exist while remaining difficult to use because
appointments conflict with working hours, transport is unaffordable or eligibility procedures are unclear. Research on access therefore examines how
people establish and negotiate their entitlement to care [9].

Administrative and communication demands can arise throughout this pathway. Initial information may fail to explain when to seek help, booking
instructions may be confusing, and discharge messages may leave follow-up arrangements uncertain. Culturally and linguistically appropriate services
should address communication needs within these encounters [5].

Communication can plausibly improve understanding of options, preparation for appointments and referral navigation. Implementation must also consider
whether staff can respond and whether instructions match actual procedures [8]. Where barriers involve unavailable appointments, exclusionary eligibility
rules or unaffordable care, improvement requires changes to service delivery alongside communication. Evaluation should identify which barrier each
intervention component addresses.

2.2 Ethnographic Research and Culturally Responsive Communication

Ethnography involves sustained attention to everyday practices, relationships and the meanings people give to their circumstances. Observation captures
what happens during encounters, while interviews explore how participants interpret those experiences. Fieldnotes preserve contextual detail and
researcher reflections, and document analysis examines the instructions and assumptions embedded in service materials [10]. Comparing these sources
can reveal differences between official procedures and the steps people actually take to obtain care.

Culturally responsive communication uses this understanding to adapt content, language, format and delivery through engagement with intended users
[5]. Adaptation may involve explaining unfamiliar service terms, changing examples, offering audio information or selecting trusted community channels.
Evidence on cultural tailoring supports examining both adaptation processes and outcomes [6].

Preferences should be explored within language, ethnic and social groups rather than assigned to everyone sharing a label. Participatory interpretation
allows residents and practitioners to challenge proposed explanations and influence design decisions [7]. Analysis must also examine affordability,
institutional exclusion and service organisation. A cultural account alone cannot explain a missed appointment when transport is inaccessible or the
service offers no workable appointment time.

2.3 Equity, Trust and the Proposed Theory of Change

The proposed theory of change links exposure to understandable, relevant communication with comprehension, confidence in navigation, practical action
and completed access. Each link requires evidence. Receiving a leaflet does not establish understanding, and understanding does not ensure that an
appointment can be obtained. Evaluation should therefore test the pathway and its contextual assumptions [12].

Those assumptions include available appointments, workable referrals, affordable travel and responsive staff. Respectful encounters and institutions that
act on concerns may strengthen trust, while inconsistent treatment can undermine the credibility of subsequent messages [11]. Community partners can
help identify where the proposed pathway breaks down and which responses require organisational action [7].
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Equity assessment will examine who is reached and who benefits, using explicit group definitions and appropriate comparisons [13]. Improved
comprehension alone will support conclusions about communication. Claims about reduced access disparities or better health outcomes will require
corresponding measures and a suitable evaluation design.

Lived experiences, communication design and healthcare access
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Figure 1. Conceptual pathway linking lived experiences, communication design and healthcare access.

3. ETHNOGRAPHIC DESIGN AND COMMUNITY ENGAGEMENT
3.1 Setting, Population and Study Boundaries

The study will examine adult access to primary care and onward referral within a defined locality. The locality, participating services and recruitment
dates will be specified before fieldwork. Selection will consider documented access difficulties, language diversity and opportunities to observe the
pathway from requesting an appointment to arranging referral follow-up. Context will be described using service information and available evidence on
inequalities [13].

Eligible residents will be adults who have attempted to obtain care through the selected services. Purposive sampling will include varied language needs,
employment circumstances and experiences of referral navigation [14]. Staff and community workers involved in this pathway will provide
complementary perspectives.

Fieldwork duration and observation locations will be agreed with partners, allowing repeated encounters across different operating periods. Emergency
and inpatient care will remain outside the study boundary unless included. Describing these limits will support assessment of transferability without
assuming local experiences represent every underserved population.

3.2 Recruitment, Relationships and Participation

Recruitment will seek variation in successful access, delayed care, unsuccessful referrals and decisions to decline services. Initial sampling will be
reviewed as fieldwork identifies experiences requiring closer examination [14]. Recruitment will continue according to the relevance and depth of the
information obtained, with decisions documented rather than justified by a fixed numerical target alone [15].

Routes will include service invitations, community notices, outreach contacts and direct enquiries to the research team. Community partners can introduce
the study, but interested residents will contact researchers privately and decide independently whether to participate. Gatekeepers will receive no
information about individual participation without permission [20].

Study information will be available in accessible formats and relevant languages. Competent interpreters will support communication, with their role and
influence recorded [16]. Participants will receive appropriate reimbursement for expenses and time. Consent procedures will explain voluntary
participation, withdrawal arrangements and any limits on removing material after anonymised analysis.

3.3 Participant Observation, Interviews and Documentary Evidence
Observation will focus on appointment booking, reception processes, community outreach and referral navigation. Researchers will record how

instructions are given, questions are handled and practical obstacles arise. Access to a setting will not replace individual consent where an encounter
involves identifiable or sensitive information. Observation will pause when privacy cannot be maintained or participation becomes uncomfortable [20].
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Interviews will involve residents, community workers, administrative staff and healthcare professionals. Questions will explore specific events, including
misunderstood appointment instructions, unanswered calls and referrals that were never completed. Participants will be invited to describe what they
expected, what happened and how they responded. Interpreted interviews will document language choices and clarify meanings that do not translate
directly [16].

Appointment letters, leaflets, websites and referral instructions will provide evidence of formal expectations. Fieldnotes will distinguish observed
interactions, contextual descriptions and researcher interpretations. Reflective entries will consider how the researcher’s presence affected encounters
[19]. Comparison across interviews, observations and documents will examine agreement and discrepancy, while retaining differences between sources.
This approach can identify where a procedure was misunderstood, inconsistently implemented or impossible to follow under the participant’s
circumstances, informing intervention development and evaluation [12].

3.4 Analysis, Reflexivity and Credibility

Analysis will begin during fieldwork through repeated reading, initial coding and comparison across participants, settings and access stages. Codes will
be developed into interpretive themes addressing how communication and service arrangements shape experiences [18]. Each interpretation will remain
linked to supporting fieldnotes, interview extracts and documents.

Contradictory cases will be examined to refine explanations, including differences within language or social groups. A reflexive record will document
how researcher identity, professional position, language and relationships influence access and interpretation [19]. Team discussions will explore
alternative readings. Participants may comment on accessible summaries where appropriate, with disagreement retained as analytical evidence.

An audit trail will record code revisions, sampling adjustments and decisions about theme development. The final analysis will identify specific barriers,
supporting evidence and unresolved questions to inform communication requirements [12].

3.5 Ethics, Confidentiality and Researcher Responsibilities

Ethics approval and service permissions will precede recruitment. Consent will be revisited as encounters and participation change [20]. Encrypted
storage, restricted access and separate identifying records will protect data. Reporting will consider whether contextual details could expose immigration
circumstances, insecure employment or health disclosures. Researchers will follow agreed procedures for distress, safeguarding concerns and necessary
escalation. Information will explain confidentiality limits and withdrawal arrangements. Participation decisions will remain separate from healthcare
eligibility, treatment and relationships with service providers or employers.

Table 1. Ethnographic evidence and its role in identifying access barriers

Evidence source Access stage examined  [Information sought Analytical use Main limitation
. . . . .. |Researcher presence may
Observation of . .. |Instructions, questions, Identify how communication |, .
. Seeking help and obtaining o influence behaviour, and
booking and . administrative steps and and procedures operate .
. an appointment . . sensitive encounters may be
reception responses to difficulties during actual encounters
excluded
. Expectations, interpretations, Explain the meaning and .
. . . Recognising need through P P P g Recall and willingness to
Resident interviews . unsuccessful attempts and consequences of access .
continuing care . . . disclose may shape accounts
decisions about seeking care experiences
. . L Requests for assistance, Identify navigation work Accounts may overrepresent
Community worker  [Seeking help, navigation . . : .
. . recurring obstacles and informal |occurring outside formal people already connected to
interviews and follow-up . .
support services community support
Administrative and . Intended procedures, service Examine institutional Staff accounts may reflect
. Booking, referral and . . . .
clinical staff finui constraints and responses to explanations alongside formal expectations more
continuing care
interviews g access problems residents’ experiences closely than everyday practice
. . - Compare documented
Appointment letters, . . Terminology, eligibility . . ) Documents alone cannot
. Preparation, reaching . . . . instructions with observed . .
websites and referral . information, required actions . establish how people interpret
. . services and follow-up use and participant . )
instructions and contact routes . or act on information
understanding
Setting, interactions, researcher [Preserve context and trace the
Contextual and . . Records depend on researcher
L /Across the access pathway [influence and emerging development of . .
reflexive fieldnotes . . . attention and judgement
questions interpretations
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4. TRANSLATING ETHNOGRAPHIC FINDINGS INTO COMMUNICATION TOOLS
4.1 From Findings to Prioritised Communication Needs

Ethnographic findings are converted into problem statements identifying the affected residents, the access stage and the practical consequence. Each
statement links to observations, interview accounts and documents, preserving the analytical trail established during theme development [18]. For
example, difficulty interpreting a referral letter is distinguished from understanding its instructions but being unable to obtain an appointment.

The design team prioritises communication needs according to consequences, recurrence across the evidence and feasibility of response. Recurrence
describes patterns in the qualitative material, without implying population prevalence. Findings confined to particular circumstances retain those
boundaries.

A prioritisation record explains why each selected problem warrants a communication response, identifies contradictory accounts and states unresolved
assumptions. Researchers reflect on whose concerns receive attention and how institutional priorities influence selection [19]. Problems involving
unavailable appointments, unaffordable services or unsuitable opening hours are assigned to responsible service partners for review, with progress
recorded alongside the development of communication tools.

4.2 Community Co-Design and Decision-Making

Structured design sessions bring residents, community representatives and service staff together to examine prioritised problems and generate responses.
Participants work with accessible summaries, illustrated service journeys and draft messages, choosing activities suited to their communication
preferences. Co-design involves participants in developing concepts and alternatives from the beginning [21].

The partnership agrees decision responsibilities before sessions begin. Residents help determine relevance, acceptable wording, formats and delivery
preferences. Service staff confirm procedural accuracy, while appropriately qualified professionals approve clinical content. Decisions, disagreements
and reasons for rejecting suggestions are documented.

Facilitators invite quieter participants to contribute through individual discussion, supported activities or written and audio feedback. Accessible venues,
interpretation and flexible scheduling support inclusion of people with lower literacy, disabilities or limited digital access. Participants receive clear
information about how their contributions inform decisions [20]. A design log demonstrates which proposals change content, format or delivery, while
reflexive notes examine whether professional authority constrains discussion or displaces community priorities [19].

4.3 Content, Language and Format Development

Prototypes include appointment guides, referral explanations, audio messages and illustrated navigation aids, selected according to the problem being
addressed. Content states the main action clearly, explains unfamiliar administrative terms and organises steps in the order users need them. Plain language
review examines wording, layout and the visibility of essential instructions [22].

Language adaptation involves competent translators or interpreters and intended users. Review checks whether each version preserves meaning and
whether examples make sense in local circumstances. Translators flag expressions that lack a straightforward equivalent, with decisions recorded for
review.

Service staff verify eligibility information, contact details and referral procedures against current arrangements before release. Examples draw on field
evidence while protecting identities and avoiding assumptions that everyone shares the same preferences [20]. Printed materials are checked for reading
demands, contrast and legibility. Digital versions are assessed for keyboard access, screen-reader compatibility and usable presentation [23]. Each
prototype carries a version identifier, review date and named content owner. An update register records revisions and identifies superseded versions for
withdrawal from distribution.

4.4 Trusted Channels and Service Integration

Delivery channels follow observed information-seeking practices. Options include community organisations, health workers, reception staff, printed
materials and mobile messages. Selection considers who uses each channel, who remains unreached and whether users can obtain clarification. Partnership
decisions specify distribution responsibilities and available support.

Tools are integrated into actual booking and referral processes, with staff preparation covering questions the materials may generate. Community partners
assess whether distribution reaches residents beyond established service networks. Researchers record staffing requirements, technical constraints and
distribution costs.

Delivery arrangements are reviewed with participants, preserving opportunities to question messages and report difficulties [21]. Access permissions and
handling procedures protect information shared during supported use [20]. Content owners confirm that channels continue to carry the approved version
after revisions.
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4.5 Comprehension Testing and lterative Refinement

Testing asks intended users to explain key messages in their own words and complete realistic navigation tasks. This approach examines the
communication’s clarity rather than labelling participants as deficient [25]. Researchers observe errors, hesitation, requests for help and emotional
responses.

Testing includes relevant language and access groups, with accessible participation arrangements [20]. Feedback and observed use guide revisions,
followed by renewed checks of meaning and practical usability. A revision log links changes to supporting evidence. Readiness criteria require accurate
instructions, completion of essential tasks and resolution of serious misunderstandings. The refined intervention then proceeds to evaluation of
implementation, access effects and equitable reach.

Ethnographic evidence-to-communication design pathway
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Figure 2. Ethnographic evidence-to-communication design pathway.

5. IMPLEMENTATION AND EVALUATION
5.1 Pilot Delivery and Organisational Readiness

The pilot operates through selected primary care services and community partner venues within the study locality. Intended users are adults navigating
the appointment or referral pathway examined during ethnographic fieldwork. Delivery combines printed guides, accessible digital materials and
supported explanations, according to the needs identified during development. Digital delivery follows the accessibility requirements established for the
prototypes [23].

A named service lead confirms that eligibility information, contact details and referral instructions match current procedures before distribution. Staff
and community partners receive preparation covering approved versions, explanations and routes for clarification. Delivery records capture distribution,
participant reach, adaptations and interruptions, supporting assessment of implementation fidelity [26].

Research information distinguishes evaluation participation from ordinary access to communication tools, services and treatment. Declining research
participation does not restrict access to support. Governance arrangements specify ethics approval, lawful data access, reporting responsibilities and
escalation procedures before evaluation records are collected or linked across organisations.

5.2 Evaluation Design and Comparison Strategy

The proposed evaluation uses a controlled pilot with baseline and follow-up periods defined before recruitment. The protocol specifies the calendar dates,
intervention exposure and follow-up window for each access milestone. Comparison services retain usual communication during the evaluation and are
selected for similarity in referral pathways, population characteristics, baseline attendance and appointment capacity.

The primary comparison examines change over time between intervention and comparison services. Interpretation depends on the credibility of
comparable pre-intervention trends and the absence of unaccounted changes affecting groups differently [27]. The protocol records appointment
availability, eligibility changes, staffing pressures and concurrent outreach throughout both periods.

The primary outcome, eligibility criteria and analysis plan are specified before results are examined. Follow-up interviews explore how participants
encounter, understand and use the tools, including reasons for abandoning navigation tasks. Process evaluation links these accounts with delivery records
to investigate implementation and contextual influences [26]. The design estimates intervention-associated differences, with causal interpretation
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dependent on its assumptions. It also establishes whether recruitment, data collection and comparison arrangements are sufficiently workable to justify a
larger evaluation with clearly defined service partners.

5.3 Outcomes, Denominators and Data Collection

Evaluation separates communication reach, comprehension, navigation and service use. Reach is the proportion of eligible people offered the intervention
who receive it, with the eligible population and distribution routes described. Receipt is recorded separately from opening, reading or listening to the
material. Comprehension assessment asks participants to explain instructions in their own words and identifies misunderstandings requiring correction
[25].

Navigation tasks test actions such as identifying the correct booking route or locating referral instructions. Review of message clarity complements user
testing [24]. Referral completion and appointment attendance use denominators restricted to participants eligible for each milestone. Follow-up begins at
a defined index event, and time to milestone includes unresolved cases through prespecified censoring rules.

Where feasible, participants describe reasons for nonattendance or incomplete referrals. Staff logs record explanation time, clarification requests and
administrative work. Participants report the effort required and any unintended confusion, distress or exclusion. Authorised linkage connects participant
reports with service records using the minimum necessary identifiers. Discrepancies are retained and investigated rather than automatically resolved in
favour of either source. Implementation measures are interpreted alongside access outcomes to identify how delivery conditions shape the observed
findings [26].

5.4 Equity Analysis and Interpretation

Equity analysis examines outcomes across prespecified language, disability and access-related groups where available information supports comparison.
Reporting includes group denominators, intervention reach, comprehension and service-use outcomes. Overall improvement is considered alongside
differences between groups, because increased average attendance can coexist with persistent unequal access. Reach assessment also considers whether
participants resemble the population intended to benefit [29].

Small groups are described with appropriate uncertainty, and unstable estimates do not determine priority rankings. Recruitment and follow-up records
identify who remains unreached and whether missing outcomes differ between groups. Analyses state assumptions about missing data and examine
sensitivity to plausible alternative patterns [28].

Interpretation compares outcome changes with appointment capacity, eligibility policy and outreach records. Improved attendance may reflect
communication, service changes or their interaction. Process evidence helps examine these explanations [26]. Conclusions distinguish better message
understanding, improved access and any supported narrowing of inequalities, with each claim tied to corresponding measures.

Table 2. Evaluation matrix for communication quality, healthcare access and equity

Evaluation . Denominator or . . L
. Indicator . Timing Responsible team Interpretation limitation
domain evidence source
. . .. This denominator excludes
Proportion receiving  |Eligible people offered the sliible people never
the intervention and intervention, distribution |[Throughout Community partners givlep p .
Reach . . . . offered the intervention,
characteristics of records and participant  |delivery and evaluation team .
- L. who require separate
recipients characteristics
assessment
. Participants completing Immediate understanding
. |Accurate explanation of . . .
Comprehension L. ] the comprehension After exposure Trained assessors may differ from later recall
essential instructions .
assessment or practical use
Successful completion | _ = L Supported task performance
L . P . Eligible participants After exposure and . PP . P
Navigation of a specified booking . Evaluation team may differ from
attempting the task at follow-up . I
or referral task independent navigation
Referral Proportion completing [Participants with an \Within the Completion depends partly
completion the defined referral eligible referral at the prespecified follow- [Service data team on referral processing and
P milestone index date up window service capacity
. . " . o Attendance is also affected
. Proportion attending  |Participants with an Within the .
Appointment L - . by illness, transport, work
the relevant eligible scheduled prespecified follow- [Service data team .
attendance . . ] and appointment
appointment appointment up window o
availability
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Evaluation . Denominator or . . L
. Indicator . Timing Responsible team Interpretation limitation
domain evidence source
Time from the index  [Linked dates, with Baseli p Missing dates and
o aseline an . . .
Timeliness event to the access unresolved cases handled ol Evaluation analyst informative loss to follow-
. . ollow-u .
milestone under the analysis plan P up can affect estimates
Group differences in  |Prespecified groups with . . Small samples and
. . . . Baseline and Evaluation teamand | . . L.
Equity reach, comprehension [their respective . differential missingness
. follow-up community partners | . .
and access outcomes  |denominators limit precision
. |Delivery consistency, |Delivery logs, staff Incomplete logs and
Implementation . Y y yiog L Throughout the . .p . 9
d burd staff time and records and participant ilot Implementation lead |reporting differences can
and burden . ilo
participant effort accounts P obscure workload
. Reported confusion, . . . . .
Unintended i [t) . Interviews, feedback and |During delivery and |Evaluation and Some concerns may remain
istress, privac .
effects P y . incident records follow-up governance teams unreported
concerns or exclusion

5.5 Sustainability and Evidence for Expansion

Sustainability assessment records staff time, translation and interpretation costs, distribution expenditure, support and community partner capacity. A
named content owner coordinates updates when eligibility, contact details or referral procedures change. Service managers remain responsible for
approving procedural information and ensuring delivery channels carry current versions.

Continuation depends on workable delivery, acceptable burden and evidence that intended users can benefit. Revision addresses identified
misunderstandings, unequal reach or implementation failures. Expansion requires confirmation that resources and partner responsibilities can be
maintained beyond temporary funding or individual champions [30].

Community feedback remains part of scheduled review through accessible reporting routes and partner meetings. Decisions consider reach,
implementation and maintenance together [29]. Findings dependent on local relationships, language preferences or service arrangements require
reassessment before application elsewhere. The discussion therefore interprets benefits alongside context.

Implementation, evaluation and continuous improvement
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Figure 3. Implementation, evaluation and continuous improvement framework.



International Journal of Research Publication and Reviews, Vol 7, Issue 11, pp 1796-1806 November, 2026 1804

6. DISCUSSION, LIMITATIONS AND RESEARCH PRIORITIES
6.1 Interpreting the Integrated Contribution

Ethnography strengthens the intervention’s rationale by locating communication difficulties within everyday encounters, practical constraints and
relationships with services. Its contribution becomes assessable when a design record shows how an observation or account informs content, format or
delivery. Evaluation then examines whether the resulting tool addresses the identified problem under operating conditions [34].

Interpretation compares community accounts, observed practices and measured outcomes. Agreement across sources can support an explanation, while
discrepancies require examination. A material may be welcomed but misunderstood, or understood without enabling attendance because appointments
remain unavailable. Acceptability, comprehension, service use and reduced disparities therefore require distinct evidence. Reach and effectiveness also
need consideration alongside implementation and maintenance [29].

Positive findings receive the same scrutiny as inconsistent or null findings. Where comprehension improves but navigation does not, the analysis examines
the next access step and the support available. Where outcomes remain unchanged, interpretation considers delivery, measurement and the intervention’s
underlying assumptions. Conclusions draw on completed evidence and describe uncertainty, rather than treating successful co-design as proof of improved
access [34].

6.2 Structural Barriers and Institutional Responsibility

Communication improvements depend on services that people can realistically use. Clear instructions may help explain a referral, but fees, unaffordable
transport, restrictive eligibility, limited appointment supply or discriminatory treatment can still prevent care. Organisational health literacy requires
attention to how institutions make information and services accessible [31].

Ethnographic findings can identify specific changes, including clearer eligibility decisions, simpler booking arrangements, accessible appointment times
or reliable routes for clarification. The analysis also examines whether the intervention transfers navigation work to patients, families or community
organisations. Staff time and partner capacity form part of its implementation requirements [29].

Named service leads take responsibility for problems beyond message design, with documented escalation and review. Community organisations
contribute evidence and support without becoming accountable for resolving shortages or exclusionary procedures outside their authority. Continuing
delivery requires resources and organisational ownership beyond individual champions [30].

6.3 Methodological and Practical Limitations

Purposive recruitment supports detailed examination of varied experiences, but people connected to participating services or organisations may remain
overrepresented. Limited observation coverage can miss unsuccessful attempts occurring outside research settings. Researcher identity, professional
standing and relationships influence what participants disclose and how encounters are interpreted [32].

Interpretation across languages introduces uncertainty. Translated accounts may lose contextual meanings, while less confident speakers or people facing
exclusion may contribute less visible evidence. Strong community relationships can facilitate participation while also creating reluctance to criticise
partner organisations. Reflexive documentation helps readers examine these influences [32].

Follow-up loss, incomplete service records and inconsistent recording practices can weaken outcome comparisons. Differential missingness may affect
the apparent distribution of benefits. Changes in appointment capacity, staffing or outreach can also explain observed improvements, limiting attribution
to communication alone [33]. Transferability depends on similarities in population circumstances, institutional arrangements and delivery resources [35].
Reporting these conditions allows readers to assess relevance elsewhere, while recognising that locally workable materials and trusted channels may
require substantial adaptation in another setting.

6.4 Future Research and Policy Relevance

Comparative research across settings and service pathways can test which intervention components remain useful under different institutional conditions.
Longer follow-up examines whether materials stay current, delivery costs remain manageable and benefits persist across groups. Sustainability assessment
includes organisational ownership and the resources required for adaptation [30].

Research also needs strategies for involving people disconnected from established organisations. Community partners can help define relevant outcomes
and interpret unexpected findings, while recruitment extends beyond existing networks. Comparative evaluations can examine communication alongside
service redesign, including whether their combined effects exceed either approach alone [34].

Policy decisions draw on reach, effectiveness and implementation evidence [29]. Adaptation before wider use requires renewed local assessment,
accessible testing and confirmation that services can support intended actions.
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7. CONCLUSION
7.1 Integrated Contribution and Principal Conclusions

Ethnographic inquiry connects healthcare navigation with the everyday circumstances in which people encounter, interpret and act on information.
Combined with community co-design, it provides a basis for developing communication tools that address documented difficulties and reflect differing
preferences. Evaluation establishes whether those tools are understandable, usable and associated with improved access to services. Conclusions depend
on the outcomes actually measured and the strength of the comparison. Variation within communities requires attention throughout interpretation, since
a tool can benefit some participants while leaving others unreached. The proposed contribution is a traceable connection between lived experience, design
decisions and evaluation. Improved comprehension alone cannot establish that healthcare access disparities have narrowed.

7.2 Conditions for Responsible Application

Responsible application depends on locally grounded evidence, accessible participation and information that accurately reflects current services. Named
partners need responsibility for updating materials, responding to feedback and escalating structural concerns. Service providers retain ownership of
barriers involving eligibility, appointment capacity and other institutional arrangements. Continuing evaluation examines who receives the intervention,
who can use it and whether access outcomes differ across groups. Decisions about expansion require evidence of workable delivery and resources for
maintenance. Community-informed communication, supported by responsive services, can improve opportunities to understand options and obtain
appropriate care.
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