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contexts, mainly because programs are rarely designed with local realities in mind.

This review brings together evidence on strategies to improve health
Keyword: communication and education in marginalized settings. Approaches that center the
community stand out as most effective. Peer education, for example, has built on
trust within social networks to improve HIV prevention and immunization uptake.
In South Asia, women’s groups using Participatory Learning and Action (PLA)
cycles achieved significant reductions in neonatal deaths by working collectively
on health solutions. Messages embedded in cultural forms such as folk songs and
community theater have been better received than formal lectures, while mobile
health tools like SMS reminders have shown potential to expand reach despite
ongoing digital divides. What determines success is not only the message itself, but
whether it is culturally relevant, involves the community, can be sustained through
local capacity, and is supported by policy and health systems. Interventions that
meet these criteria are more likely to bring lasting change than short-term, top-
down efforts.
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1. INTRODUCTION

Underserved communities refer to populations that face structural, cultural, and economic
barriers in accessing health services and information. These barriers may include chronic poverty,
geographic isolation, ethnic or linguistic minority status, migration, disability, and social stigma that
further restrict access. The concept is not singular but rather intersectional, as individuals may
experience multiple forms of vulnerability simultaneously. Frameworks on the social determinants of
health and the ecological model of health highlight how factors at the individual, community, and policy
levels interact to shape health inequities in these populations [1,2].

Although health education has long been promoted as a strategy for behavior change, many
programs in underserved populations have failed to generate sustainable impact. Such shortcomings are
often not due to a lack of information but rather to the inability of interventions to adapt to sociocultural
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contexts and structural barriers. Key gaps include limited community involvement in intervention
design, resource constraints, cultural and linguistic mismatches, the digital divide, and evaluations that
emphasize short-term knowledge rather than actual behavioral change. This underscores the need for
health education approaches that are participatory, theory-driven, and attentive to broader social
determinants [3, 4].

Various health communication strategies have been implemented in underserved communities,
with mixed outcomes. Community-based approaches such as deploying community health workers,
peer educators, and community-based participatory research (CBPR) have been shown to build trust
and increase the relevance of health messages. Narrative-based interventions, cultural tailoring, and
storytelling can reduce resistance and influence social norms. Meanwhile, digital health technologies
(e.g., mHealth, SMS reminders) hold promise for scalability, though their impact is limited by persistent
digital divides. Overall, strategies that integrate knowledge, motivation, and environmental support tend
to be more effective in facilitating lasting behavior change [5,6].

Thus, the central challenge is not merely how to deliver health messages but how to ensure that
these messages are internalized, actionable, and supported by the surrounding environment. This review
seeks to map empirical evidence on health education interventions in underserved communities, assess
both their effectiveness and implementation gaps, and propose recommendations informed by theory
and best practices. Special emphasis will be placed on participatory, theory-based interventions with
long-term evaluation, as these approaches appear most promising in reducing health disparities and
promoting sustainable behavior change.

2. CHALLENGES IN HEALTH COMMUNICATION FOR UNDERSERVED
COMMUNITIES

A. Health Literacy Barriers

Health literacy is the ability to access, understand, and apply health information. It is one of the
strongest predictors of health behavior. In underserved communities, limited education, lack of
familiarity with medical terminology, and inadequate exposure to health promotion materials often
result in low health literacy. For example, a qualitative study in Ethiopia found that patients with non-
communicable diseases faced barriers such as poor disease knowledge, limited communication with
health providers, and lack of social support, all of which constrained their ability to engage with health
information [7]. Similarly, research among immigrant populations in the United States showed that
linguistic and cultural barriers remained significant obstacles to understanding and acting on medical
advice, even for individuals who had lived in the country for many years [8].

B. Sociocultural Barriers

Sociocultural influences such as stigma, traditional beliefs, language, and prevailing social
norms, play a powerful role in shaping how health messages are received. Stigma, in particular, often
discourages individuals from seeking diagnosis or treatment for fear of discrimination or social
exclusion. A study of hepatitis B among immigrant communities in the United States highlighted how
stigma and low perceived risk hindered access to health care and communication!®, Traditional health
beliefs also influence decision-making: research among the Santali in West Bengal, India, revealed that
illness was often attributed to hunger or spiritual imbalance rather than biomedical causes, underscoring
how local knowledge systems can shape perceptions of disease and treatment pathways.
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C. Structural Barriers

Structural barriers encompass systemic and environmental limitations that restrict access to
health information and services. Geographic isolation and transportation challenges are among the most
prominent. In the southern United States, many counties required residents to travel long distances
(often over 30 minutes) to reach comprehensive HIV care facilities, creating substantial access
challenges for those lacking reliable transport. Poverty adds another layer of difficulty: in Uganda,
patients on antiretroviral therapy reported that transportation costs, food insecurity, and lost wages
directly interfered with their ability to maintain treatment adherence [10].

Health system constraints, including shortages of health professionals, overcrowded facilities,
and inadequate infrastructure, further limit the opportunities for effective health communication in low
and middle-income countries (LMIC) [11]. Finally, the digital divide limited access to the internet, poor
connectivity, and lack of digital literacy remains a major obstacle to the adoption of digital health
strategies. A study in rural Nigeria showed that unstable electricity, insufficient internet infrastructure,
and lack of content in local languages hindered access to online health resources [12].

Taken together, these challenges illustrate that health communication barriers in underserved
communities are multifaceted and interlinked. Low literacy may prevent people from understanding
medical advice; stigma and cultural beliefs may discourage them from acting on it; and structural
limitations may ultimately prevent even motivated individuals from accessing care. To be effective,
health interventions must therefore address these barriers simultaneously by simplifying and
contextualizing health information, engaging with local cultural values, and strengthening structural
supports that enable people to act on health knowledge.

3. EDUCATIONAL INTERVENTIONS AND COMMUNICATION STRATEGIES
A. Participatory Communication

Participatory communication emphasizes two-way dialogue in which community members are
actively engaged in defining health problems, co-designing solutions, and evaluating interventions. This
approach enhances message relevance and fosters community ownership, which are critical for long-
term sustainability. Evidence from participatory action research and community-based interventions
shows that engaging adolescents and local stakeholders in co-design processes leads to stronger uptake
of sexual and reproductive health programs, while peer-led participatory initiatives in Southeast Asia
have demonstrated improvements in knowledge and behavioral outcomes when interventions are
culturally sensitive and inclusive [13].

B. Use of Local Media and Cultural Tools

The use of local media and cultural tools leverages familiar symbols, languages, and artistic
forms such as folk drama, storytelling, or community radio to transmit health information in ways that
are accessible and meaningful. Such strategies have proven particularly valuable in low-literacy
settings, where visual and oral traditions help ensure message comprehension and recall. For example,
studies in rural Ghana and Nigeria demonstrate that folk media can effectively enhance HIV/AIDS
awareness and immunization uptake by aligning health messages with cultural values and trusted
communication channels. Similarly, culturally tailored campaigns in the U.S. highlight how integrating
local narratives into public health communication increases engagement and trust among marginalized
audiences [14,15].
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C. Peer Education

Peer education mobilizes trusted community members to serve as educators, capitalizing on
existing social networks and the credibility of shared experiences. Grounded in Social Learning Theory,
this approach enhances message acceptance, empathy, and empowerment within underserved
populations. Empirical studies highlight its effectiveness in diverse contexts: a school-based peer
education program in Indonesia significantly improved adolescent girls’ awareness and preventive
behaviors toward anemia; systematic reviews of school-based interventions worldwide show consistent
improvements in knowledge and attitudes; and peer-led mental health programs in LMIC demonstrate
that adequate training and supervision are critical for success. While challenges remain in standardizing
training and preventing misinformation, peer education is widely recognized as a cost-effective and
sustainable strategy to support community-driven change [16,17,18].

4. EFFECTIVENESS OF EDUCATIONAL INTERVENTIONS
A. Evidence from Previous Studies

Empirical studies in South and Southeast Asia have demonstrated that community-based,
culturally tailored educational interventions can significantly impact health behaviors in vulnerable
populations. These interventions address key challenges such as low health literacy, social stigma, and
the digital divide. For instance, peer education programs have been effective in improving HIV
prevention behaviors. A total of 60 articles with 96,484 subjects were identified, and peer education
was associated with 36% decreased rates of HIV infection among overall high risk groups [19]. Peer
educator programs involving migrant communities have successfully increased child immunization
adherence through mechanisms of trust and social proximity. Similarly, Participatory Learning and
Action (PLA) approaches have shown positive outcomes; in Nepal and India, women's groups engaged
in PLA cycles reduced neonatal mortality and improved maternal and child care practices [20].

Policymakers often implement bundled interventions combining multiple strategies at different
intensities. Researcher developed treatment variant aggregation (TVA) to identify the most effective
policies from large factorial designs by grouping similar variants and eliminating ineffective ones.
Applied to a randomized trial in Haryana, India, testing reminders, incentives, and community
ambassadors across 75 combinations, TVA identified the most impactful policy combining incentives,
information hub ambassadors, and reminders which increased immunizations by 44% relative to the
status quo. The most cost-effective approach SMS reminders with ambassadors but no incentives
boosted immunizations per dollar by 9.1% [21].

B. Determinants of Success

The effectiveness of health education interventions is influenced not only by the content of the
messages but also by critical implementation factors. One primary factor is cultural and linguistic
relevance. Health messages delivered through local symbols, language, and narratives, including media
such as folk theater or songs, are more readily accepted by communities, reducing resistance and
enhancing information retention. For example, the use of traditional cultural media has proven effective
in increasing community understanding and engagement with health programs. In clinical settings,
culturally sensitive communication models like the Greet—Invite—Discuss approach have been shown
to improve patient satisfaction, understanding, and treatment adherence [22]. Community involvement
in every stage of intervention from planning to implementation is also a crucial factor influencing
program success. Evidence from Participatory Learning and Action approaches indicates that successful
interventions are not solely determined by increased knowledge but also by real changes in practices
when communities have ownership of the program. Sustainability of programs is another essential
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element. The impact of interventions often diminishes if programs are temporary. Therefore, training
local cadres and integrating them into primary health systems are necessary to maintain continuity and
scalability of interventions [5].

Barriers:

Strategies: Outcomes:

Poverty and Stigma Peer Education Behavior Change

Low Literacy PLA Groups Improved Access
Geographic Distance Cultural Media Reduced Inequities

mHealth Tools Sustainable Impact

Digital Device

Figure 1. Health Education in Underserved Communities: Barriers, Strategies and Outcomes

Community-based approaches, as previously discussed, have the potential to address this,
provided they are integrated with broader health systems. Lastly, policy and system support play a
significant role in reinforcing and expanding the impact of programs. Enabling regulations, adequate
funding, and integration with existing health services allow programs to operate stably and reach more
individuals [6]. For instance, the SMS-based immunization reminder program in India was more
effective due to the support of existing policies and health systems.

5. CONCLUSION

The evidence reviewed in this paper makes it clear that health communication in underserved
communities cannot rely on information delivery alone. Real change happens when interventions are
rooted in people’s lived realities when they respect cultural values, acknowledge structural barriers, and
invite communities to take part in shaping solutions. Approaches such as peer education, participatory
learning, and culturally adapted media have proven not only to raise awareness but also to build trust
and empower communities to act on health information. While digital tools offer new opportunities,
their potential will only be realized if persistent gaps in access and infrastructure are addressed.

For interventions to have a lasting impact, they must be grounded in theory, supported by
policy, and sustained through community ownership. This means investing in local capacity, integrating
programs with health systems, and designing messages that resonate in both meaning and practice.
When communication strategies go beyond short-term campaigns and instead become part of a broader
effort to tackle social determinants of health, they can play a vital role in reducing disparities and
enabling long-term behavior change.
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