careverse October2, 2026

Democratization of Care:
From Discovery to
Completion

Navigation, affordability, informed choice and equitable access

RESEARCH LENS SCOPE

International / Regional / Access barriers, inclusive design, community participation and outcome evaluation
Specialty

Central question How can this field advance the democratization of care?

Evidence cutoff October 2, 2026

Democratization of care means expanding people’s practical ability to obtain appropriate,
affordable care, exercise informed choice and participate in decisions that affect them.

An Al-assisted academic working paper. General subject-matter research; no original participant data or
independent peer review. Empirical evidence, mathematical results, assumptions and proposed evaluations are
distinguished in the text.
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Abstract & research question

Public-interest focus. This paper examines care navigation as a means of advancing
democratization of care: wider practical access, affordability, informed choice and equitable
participation. Claims of benefit require evidence about who gains and who remains excluded.

A directory can help a person find a service without making that service accessible. Cost,
eligibility, language, travel, scheduling and provider capacity can still interrupt the journey.
This paper asks how a navigation model could move beyond discovery toward completed care,
and what evidence would be needed to demonstrate an equitable benefit.

The review draws on WHO and World Bank monitoring, ITU connectivity estimates, WHO
workforce projections and a randomized study of mailed outreach combined with patient
navigation.[l][zl[3][4] These sources establish the scale and complexity of access barriers and
provide bounded evidence for a specific intervention. They do not demonstrate that a
general-purpose Al navigator can reproduce those outcomes.

The proposed framework treats access as a sequence of necessary conditions rather than a
single search result. A suitable service must exist, accept the person, be affordable and
reachable, offer a usable appointment, and support follow-through. The framework
distinguishes navigation failure from service-capacity failure so that technology is not credited
for outcomes it cannot create.

Contribution. The paper provides an access-journey model, a directory evidence specification,
an inclusive channel strategy, an evaluation design and a research taxonomy. The principal
outcome is appropriate completed care, accompanied by patient burden and equity measures.
Search engagement and booking clicks are intermediate metrics.

Core proposition: A care hub should be evaluated by whether people reach suitable care
with less burden, including people who need human assistance or have limited connectivity.

The proposed capabilities are not represented as deployed or clinically validated. This paper is
a targeted narrative synthesis and study design, not a clinical recommendation for an
individual. The intended audience includes product designers, care organizations, researchers
and regional partners planning a prospective navigation program.

Reading map

Sections 1-2 define the access problem and causal pathway. Sections 3-5 develop directory,
channel and specialty design. Sections 6-7 specify evaluation and implementation. The
appendix provides an outcome dictionary and limitations.
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Research method & evidence
appraisal

Access evidence and external validity

The review selected official global monitoring sources for service coverage, financial hardship,
workforce and connectivity, plus indexed evidence from a defined navigation trial. Global
figures were used to characterize distinct constraints. They were not combined into one
population count or used as a denominator for platform adoption.

Evidence class Extraction focus Interpretation limit

Global monitoring Indicator definition and observation Different barriers and populations
year overlap

Workforce projection Forecast horizon and geographic Not observed future capacity

concentration

Connectivity estimate Year and revision context Not a measure of navigation readiness
Navigation trial Population, bundled intervention and No isolated Al effect or universal transfer
endpoint

The pathway model is an original causal framework. It proposes that discovery, eligibility,
practical access and completion are linked transitions. The numerical example is illustrative
and uses conditional rates. Real analysis should follow people across transitions, account for
repeated attempts and distinguish missing outcomes from confirmed noncompletion.

External validity depends on service supply, language, financing and support capacity. The
proposed study therefore includes implementation measures alongside outcomes. No claim is
made that the selected trial represents all navigation research, and no formal
systematic-review screening or risk-of-bias meta-analysis was performed.

Transparency statement

This is an Al-assisted, targeted narrative synthesis. Source selection was purposive rather than
exhaustive; no registered systematic-review protocol is claimed. The reference list identifies the
material used, including access limitations. No original participant data were collected.
Proposed studies, capabilities and economic scenarios are labeled and have not been
independently validated.
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1. Global need is not a digital funnel

WHO and World Bank monitoring estimates that 4.6 billion people lacked full coverage of
essential health services in 2023, while 2.1 billion experienced financial hardship from
out-of-pocket health spending in 2022. The 2025 report uses revised indicators, limiting direct
comparison with earlier editions.!'! These figures describe different dimensions and years; they
should not be added into a single population total.

WHO projects a global health-worker shortfall of approximately 11 million by 2030,
concentrated largely in lower- and lower-middle-income countries.!?) ITU estimates that 2.2
billion people remained offline in 2025.13! These are distinct constraints. Better matching
cannot create clinicians, and an online interface cannot be the sole access path for people who
cannot use it.

Constraint What navigation may improve What requires other capacity

Information Understand options and requirements Reliable local service data

Administrative burden Reduce repeated steps and confusion Responsive institutions and staff

Affordability Explain verified options and support Financing and affordable service supply
routes

Geographic access Identify suitable reachable services Transport and local workforce

Connectivity Offer assisted and low-bandwidth Communications infrastructure and
channels support

The strategic implication is to design navigation as part of a service system. A digital hub
should know when it has reached the limit of what information can solve. If no suitable
appointment exists, the correct output is an accountable unresolved need and a human
escalation path, not an endless list of nominal providers.

Define the target population locally

A regional study should specify who is eligible, which needs are in scope and which barriers are
expected. “Everyone seeking care” is too broad for an initial evaluation. A bounded population
permits meaningful measurement of completion, waiting time and disparities. Later expansion
can test whether the model works for different languages, service types and support needs.

The mission of accessible care becomes stronger when it is expressed through measurable
obligations. Those obligations include honest availability information, clear handoffs and a
willingness to report unmet need rather than treating every search session as successful
engagement.
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2. A causal pathway to completed care

The proposed navigation pathway is a chain of conditional events. A person must identify a need, find
an appropriate option, satisfy eligibility requirements, obtain an appointment and attend or otherwise
receive the service. Failure at any stage can prevent completion. Improving one transition may have
little effect if a later bottleneck remains binding.

01 Need and preferences understood

02 Appropriate service and eligibility verified
I

03 Affordability, language and travel barriers addressed

04 Appointment accepted and practical plan confirmed
I

05 Care completed and follow-up responsibility assigned

A simple illustrative model makes the bottleneck visible. If 80% of eligible users find an appropriate
option, 75% of those can book, and 80% of those attend, the completion proportion is 0.80 x 0.75 X
0.80 = 48%. Increasing discovery to 90% raises completion to 54% if the other transitions remain
unchanged. These are hypothetical values, not observed outcomes.

The model also shows why independent transition assumptions can mislead. People with more complex
needs may face barriers at several stages, creating correlated failure. A study should therefore retain
person-level trajectories rather than multiply unrelated averages from different populations. Repeated
attempts should not be mistaken for independent successful users.

Distinguish mechanism from outcome

Mechanism Intermediate observation Final question

Better service information Fewer unsuitable contacts Did appropriate care occur sooner?

Assisted booking More accepted appointments Did attendance and completion
improve?

Reminder or navigation Fewer missed steps Was patient burden reduced equitably?

support

The proposed research should identify where the intervention acts and measure downstream
consequences. If booking increases but attendance does not, investigate transport, affordability or
misunderstanding. If completion rises only among already advantaged users, the program may improve
aggregate performance while widening access differences.
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3. A directory should be an evidence
system

A provider listing is a claim about an organization, location and service. A useful directory needs
evidence freshness, provenance and a correction process. A service directory should distinguish
verified identity from verified availability, and both from clinical suitability. A verified business
address does not establish that a specific clinician accepts a particular patient or payer.

Directory field Evidence requirement Proposed freshness behavior
Identity and location Authoritative or reviewed source Track verification date and disputes
Services offered Provider-confirmed scope Flag unconfirmed or changed categories
Availability Current scheduling or staff Expire stale availability claims

confirmation
Payer / price information Source and applicable conditions Explain limits and require confirmation

Accessibility and language Specific supported accommodations Allow patient-reported corrections

The record should preserve the difference between unknown and no. Missing language data
should not imply that a provider cannot support a language. Missing insurance information
should not be converted into a definitive coverage statement. The interface can still be simple,
but the underlying evidence model needs these distinctions to prevent misleading
recommendations.

Ranking requires explicit governance. A platform may offer paid visibility, but users should be
able to distinguish sponsorship from relevance and suitability. A ranking model that optimizes
clicks may favor familiar or well-marketed providers while overlooking practical access
constraints. Proposed ranking criteria should include user preferences, service fit, verified
availability and stated limitations.

Correction and accountability

Users and providers need a clear route to report errors. Corrections should be triaged by
consequence: an inaccurate phone number is different from a false statement about emergency
availability or insurance acceptance. The platform should record the report, verification action
and disposition. High-risk uncertainty may justify temporarily suppressing a claim while
preserving the listing's verified elements.

Directory quality should be measured through sampled validation, not only provider
self-attestation. Useful metrics include contact success, stale availability, incorrect service claims
and time to correction. The research question is whether better directory evidence reduces
wasted contacts and improves completed care, rather than merely increasing the number of
listings.



careverse October2, 2026

4. Inclusive channels and human
support

A navigation service should not assume that every user can complete a complex digital journey
unaided. The proposed channel strategy includes accessible web interaction, low-bandwidth
communication and an assisted route where operationally available. Each channel should
preserve the same core case state so that a person does not need to restart when moving from
self-service to human support.

ITU's connectivity findings justify treating offline and constrained access as a design issue, not
an edge case.3! They do not identify the best channel for a particular region. Local research
should examine device sharing, data cost, literacy, language, disability access and trust. A
technically available channel may still be unusable or inappropriate for sensitive information.

Design choice Proposed principle Evaluation question
Language Plain language with verified critical Are errors and abandonment higher by
meaning language?
Assistance Human handoff preserves context Does escalation reduce repeated work?
Caregiver access Verify role and authority Is the subject's privacy and preference
respected?
Notifications User-controlled, discreet and accurate Could messages expose sensitive

information?

Accessibility Test with actual assistive needs Can users complete the intended task?

Human support should be treated as an intentional part of the model. A low escalation rate is
not automatically desirable: it may indicate that the system fails to recognize uncertainty.
Conversely, high escalation can make the service unsustainable. The research task is to
determine where assistance improves outcomes and how much qualified capacity it requires.

Patient burden as an outcome

Measure the number of contacts, repeated questions, travel requirements, time spent and
unresolved uncertainty. A program can increase appointment completion while imposing
substantial new work on patients or caregivers. That trade-off should be visible.
Patient-reported experience should be collected through methods that do not exclude those who
abandoned the digital process.

Navigation interfaces should be understandable and accessible without turning complex
eligibility or consent into hidden assumptions. Simplicity belongs in the interface; accountability
belongs in the underlying workflow and the evidence available when a user needs help.
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5. What navigation evidence can
support

A cluster randomized trial of mailed outreach and patient navigation among rural Medicaid
enrollees included 5,614 people across 28 Oregon clinics and reported a 7.3 percentage-point
increase in colorectal cancer screening.[4] The intervention combined components; the result
cannot be attributed to navigation alone, and it does not establish the effectiveness of Al
navigation across specialties.

This bounded finding is nevertheless useful. It supports investigating coordinated outreach and
navigation for a specific access problem. It also illustrates the importance of a defined
population, comparator and clinical endpoint. A general platform should seek similarly specific
evidence rather than borrowing a successful trial's effect size for a different intervention.

Transfer question Why it matters Proposed research response
Same population? Baseline barriers may differ Describe demographic and service
context

Same intervention? Human and automated support differ Specify every active component

Same outcome? Screening differs from search or Measure meaningful completed care
booking

Same capacity? Available services constrain Track supply and waiting time
completion

Specialty-specific design

Specialty categories should be based on workflow requirements. Screening pathways may need
outreach and follow-up after an abnormal result. Rehabilitation may require repeated
attendance. Behavioral health may involve sensitive communication and continuity.
Home-based care may depend on geographic coverage and workforce scheduling. These
examples are proposed research domains, not evidence that one navigator can safely manage
all of them.

For each specialty, identify the accountable clinical or service owner, necessary information,
urgency rules and handoff conditions. The system should avoid inferring urgency or clinical
appropriateness beyond its validated role. Where clinical judgment is required, the workflow
must route to a qualified professional rather than convert a model's suggestion into a clinical
decision.

A prospective navigation study should select one bounded pathway with a credible partner and
measurable completion endpoint. Success would justify testing transfer to another pathway. It
would not justify an immediate claim that the platform improves all forms of care access.
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6. Evaluation with equity built in

The proposed primary outcome is appropriate service completion within a predefined
observation window among all eligible assigned participants. Secondary outcomes include time
to completion, patient burden, unmet need and experience. Equity analysis should examine
whether the intervention's benefit and burden differ across relevant groups, with careful
attention to privacy and sample size.

Outcome

Completion

Timeliness

Burden

Unmet need

Equity

Proposed definition

Verified receipt of intended suitable
service

Time from eligible need to completion

Contacts, repeated information and
time

Eligible cases without suitable
resolution

Outcome differences by prespecified
group

Interpretation safeguard

Booking alone is insufficient

Report unresolved cases, not only
completers

Include caregiver and staff work

Distinguish refusal, capacity and loss to
follow-up

Show uncertainty and small
denominators

A randomized or staged rollout can compare the navigation model with existing support.
Recruitment should avoid enrolling only digitally confident volunteers. Assisted enrollment and
follow-up may be needed to understand effects among users facing the greatest barriers. The
study should record why eligible people decline or cannot participate.

An intention-to-treat analysis preserves the assigned population, including people who never
engage. An engagement-only analysis may overstate effectiveness by excluding those the
service failed to reach. Both can be reported, but they answer different questions. Missing
outcome data should be investigated and sensitivity analyses should state their assumptions.

Fairness without false reassurance

Similar aggregate accuracy across groups does not establish equitable access if groups
encounter different service capacity or financial barriers. Conversely, a difference in outcomes
does not automatically identify algorithmic bias. The evaluation should trace where the
pathway diverges and examine both technical and structural explanations.

Subgroup reporting needs sufficient sample size and protection against re-identification. Avoid
publishing unstable rankings of small communities or providers. The proposed governance
process should involve affected users and service partners in interpreting findings, while

preserving the study's ability to report inconvenient results.
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7. Regional implementation and
research categories

A public research collection should let readers explore geography and service context together.
International papers can compare institutions and infrastructure. Regional papers can study a
local pathway. Specialty papers can examine task-specific requirements. Cross-cutting themes
include navigation, workforce, affordability, accessibility, data governance and evaluation
methods.

Category Example publication Suitable evidence
International systems Cross-country navigation constraints Official system data and institutional
analysis

Regional access Referral completion in one service Local prospective study and capacity
area mapping

Specialty pathways Screening or rehabilitation navigation Defined clinical/service outcomes

Inclusive experience Language and assisted-channel design User research plus completion data

Care economics Patient burden and affordability Verified costs and financing context

Implementation should begin with a service map and an escalation agreement. A platform
cannot promise a human handoff without an organization prepared to receive it. The agreement
should define operating hours, response expectations, information needed and closure
responsibilities. Unresolved cases should remain visible to a named owner.

The proposed monitoring dashboard should show the journey, not just traffic. Useful indicators
include appropriate matches, accepted appointments, completed care, unresolved need,
correction requests and assistance burden. A rise in users can coexist with worsening access if
service capacity is overwhelmed. Capacity and demand should therefore be interpreted
together.

A replication agenda

After a first bounded study, replicate in a setting with a meaningful difference: language,
rurality, specialty or financing structure. Document which components remain stable and which
require adaptation. Transferability is an empirical question. A successful local navigation model
becomes a platform only when its common infrastructure and necessary local variation are
understood.

The goal is a care hub that makes complex coordination possible while remaining honest about
constraints. The most useful public research will explain both where navigation helps and
where additional workforce, financing or policy action is required.

10
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Appendix. Data dictionary & limitations

The proposed evaluation record should connect the person-level journey without collecting unnecessary
detail. A pseudonymous case identifier can link events, while sensitive identity and clinical information
remain in appropriately governed systems. Access to research data should be separated from operational
access and justified by purpose.

Field Proposed meaning Quality check
Eligibility date First date study criteria are met Stable rule across study groups
Need category Bounded service pathway No unsupported diagnosis inference
Match status Suitable / unsuitable / unresolved Source and reason recorded
Appointment status Offered / accepted / canceled / Distinguish tentative from confirmed
unknown
Completion status Verified service / not completed / Evidence source and date retained
unknown
Barrier reason Capacity, cost, travel, language or Multiple barriers allowed
other
Assistance Channel and support time Include failed contacts and handoffs
Limitations

This paper does not estimate the causal effect of a deployed intervention. Global monitoring figures
describe different populations, years and constructs. They are not a combined addressable-market
denominator. The navigation trial concerns a bundled intervention in a specific setting, reviewed through
indexed evidence. It is not evidence for autonomous clinical navigation or universal transferability.

The proposed journey model simplifies a process that may involve repeated loops, changing preferences
and multiple services. The illustrative completion calculation assumes conditional transition values that
have not been observed empirically. A real study should preserve individual trajectories and account for
repeated attempts.

Priority next study

Select one regional pathway, establish service capacity and a human escalation partner, and compare
completed care with an appropriate existing pathway. Include patient burden and equity outcomes from
the beginning. Publish the recruitment process, missing data, negative findings and implementation cost.

The central research test is practical: does the hub help people reach appropriate care who would
otherwise struggle to do so, and does it accomplish that without shifting unreasonable burden onto
patients, caregivers or staff? A credible answer requires more than a well-designed directory, but a
well-governed directory can be a useful foundation.

11
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Democratization of care: an
evaluation framework

Democratization as effective capability

Democratization of care is defined here as a practical capability: a person can recognize a need,
understand suitable options, obtain appropriate support and complete care without avoidable
financial or administrative exclusion. A larger directory or a more attractive interface is
insufficient if affordability, capacity or eligibility remains unresolved. The relevant unit of
evaluation is the person and their care journey.

This definition preserves informed refusal and choice. A person who declines an offered service
after an understandable discussion has not necessarily experienced a navigation failure.
Research should distinguish preference-sensitive non-use from abandonment caused by cost,
inaccessible communication or an unavailable appointment. Community participation in
defining outcomes can prevent a provider-centric completion metric from overriding individual
priorities.

International comparison requires attention to institutions. Insurance coverage, public
provision, travel patterns, household responsibilities and disability support change what access
means in practice. The same navigation intervention may be useful in one system and irrelevant
in another. Regional and specialty studies should describe these conditions and use shared
concepts without forcing incompatible data into a single global score.

Dimension Proposed measure Interpretation safeguard

Affordability Total patient cost relative to available Include travel, time and care
resources responsibilities where measurable

Choice Comprehension and usable Distinguish informed refusal from
alternatives exclusion

Completion Appropriate care obtained within a Use a need-based denominator

relevant interval

Participation Community role in defining and Document influence on decisions, not
reviewing the service attendance alone

These measures are a proposed evaluation framework, not established findings about an
existing service. Report baseline conditions, uncertainty, excluded populations and adverse
results. A credible study can conclude that an intervention is useful, ineffective or inequitable;
democratization is the question being tested, not a benefit assumed in advance.

12
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