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Abstract

Health outcomes among immigrant populations are shaped by a complex interplay of sociocultural, linguistic, and
structural factors that extend beyond biomedical explanations. Anthropological frameworks provide valuable tools for
unpacking these dynamics by linking language ideologies, cultural health models, and power asymmetries that manifest
in clinical encounters. Language ideologies shared beliefs about language use and competence often frame immigrant
patients as deficient or linguistically “other,” creating barriers to clear communication and limiting access to quality
care. Such ideologies intersect with cultural health models, the interpretive systems through which communities
understand illness, treatment, and healing. When patients’ cultural frameworks diverge from biomedical assumptions,
misalignment can reinforce marginalization and undermine trust in healthcare providers. Power asymmetries further
amplify these challenges. Clinical settings, structured by institutional hierarchies, privilege biomedical authority and
dominant language practices. Immigrant patients, especially those with limited proficiency in the dominant language,
frequently encounter reduced agency in treatment decisions, leading to poorer adherence and compromised outcomes.
By integrating anthropological perspectives, researchers and practitioners can better analyze how linguistic inequality
and cultural dissonance reproduce systemic disparities. This framework highlights the need for culturally sensitive
interventions that recognize the legitimacy of diverse health models, promote equitable communication, and address
structural power imbalances. Ultimately, applying anthropological insights to immigrant healthcare contexts
underscores the importance of reframing clinical encounters as sites of negotiation rather than unilateral authority,
fostering both improved outcomes and more inclusive systems of care.

Keywords: Language ideologies; Cultural health models; Power asymmetries; Immigrant healthcare; Clinical
outcomes; Medical anthropology

1. Introduction

1.1. Immigrant health disparities and structural inequities

Immigrant populations experience disproportionate health disparities shaped by socioeconomic status, legal status, and
systemic barriers within host countries. These inequities manifest in higher prevalence of chronic conditions, limited
access to preventive care, and increased exposure to occupational and environmental hazards [1]. Barriers such as
restrictive healthcare policies, lack of insurance, and fear of deportation often prevent immigrants from seeking timely
medical services [2]. Furthermore, structural inequities intersect with cultural and linguistic differences, magnifying
the difficulties immigrants face when navigating health systems designed primarily for native-born populations [3].

Cultural stigmas surrounding illness and differing explanatory models of health also contribute to disparities. For
example, certain immigrant groups may prioritize traditional healing practices or defer care until conditions worsen
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due to mistrust of biomedical institutions [4]. These behaviors are not simply cultural preferences but adaptive
responses to structural exclusion and inadequate cultural competence within healthcare settings.

The geography of settlement further compounds disparities. Immigrant communities are often concentrated in
neighborhoods with fewer health resources, higher pollution, and overcrowded housing [2]. Such social determinants
create environments where health risks are embedded in everyday life. Figure 1 illustrates the structural pathways
linking immigration status, socioeconomic conditions, and healthcare access, emphasizing how disparities emerge from
the interaction of systemic and cultural factors.

1.2. Anthropology’s contribution to understanding clinical encounters

Anthropology offers critical insights into the clinical encounter, moving beyond biomedical explanations to examine
how language, culture, and power shape the experience of care. By focusing on lived realities, anthropologists reveal
how communication barriers, stereotypes, and institutional biases influence diagnostic processes and treatment
adherence [5]. Ethnographic studies demonstrate that misunderstandings between patients and providers often arise
not from medical ignorance but from differing cultural frameworks of illness [3].

For instance, a patient’s narrative about suffering may be dismissed as irrelevant in clinical settings that privilege
biomedical terminology, thereby marginalizing voices that do not conform to dominant expectations [6]. Such
encounters reinforce inequities, as immigrant patients may feel alienated and less likely to engage in follow-up care.
Anthropology highlights these dynamics, showing how the clinical space is also a cultural space where identities and
power relations are negotiated.

Moreover, anthropological perspectives underscore the importance of narrative medicine and cultural competence. By
valuing patient stories, providers can gain deeper insights into the social determinants of illness, enhancing trust and
therapeutic relationships [7]. Table 1 provides examples of how anthropological concepts such as cultural competence,
explanatory models, and power dynamics have been applied in healthcare studies to improve provider-patient
communication. Through these contributions, anthropology extends clinical practice by emphasizing inclusivity,
reflexivity, and contextual understanding [5].

1.3. Objectives, scope, and contributions of the study

The objectives of this study are threefold. First, it seeks to examine how structural inequities and cultural differences
intersect to shape immigrant health disparities, with a focus on clinical access and patient experiences [2]. Second, it
aims to demonstrate how anthropological perspectives illuminate clinical encounters, particularly by identifying
barriers related to language, explanatory models, and power imbalances [7]. Third, the study proposes integrative
approaches that combine biomedical and anthropological insights to create more equitable healthcare systems.

The scope of the study encompasses immigrant populations in diverse clinical contexts, including primary care,
emergency services, and community health initiatives. Emphasis is placed on case studies where ethnographic findings
reveal overlooked aspects of health inequities and clinical practices [4].

The contributions are both theoretical and practical. Theoretically, the study enriches the discourse on health
disparities by linking structural inequities with cultural dynamics [8]. Practically, it highlights actionable pathways for
improving clinical encounters through culturally competent training, policy reform, and inclusion of immigrant voices
in health decision-making. Together, these contributions underscore the relevance of anthropology in addressing
immigrant health disparities and in designing healthcare systems that are more inclusive, equitable, and responsive [6].

2. Theoretical and conceptual foundations

2.1. Language ideologies in immigrant health contexts

Language plays a pivotal role in immigrant healthcare, shaping both access to services and quality of clinical encounters.
Language ideologies socially constructed beliefs about the legitimacy, hierarchy, and value of certain languages directly
influence how immigrants are perceived and treated within health systems [9]. These ideologies position dominant
languages, such as English in the United States or French in parts of Europe, as neutral and universal, while minority or
immigrant languages are often dismissed as problematic or deficient [12].

Such dynamics exacerbate health inequities. Patients with limited proficiency in the dominant language may experience
miscommunication with healthcare providers, leading to diagnostic errors, inappropriate treatments, and reduced trust
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in the healthcare system [6]. In many contexts, interpreters are underutilized or unavailable, and reliance on family
members for translation can distort medical information while placing additional burdens on immigrant households.

Language ideologies also shape institutional practices. Hospitals and clinics may assume that patients should adapt to
the dominant language, thereby framing linguistic diversity as an obstacle rather than an asset [13]. This ideology
disregards the fact that language is not merely a tool for communication but also a marker of identity and belonging.
For many immigrants, being denied the ability to express illness in their native language deepens feelings of exclusion
and vulnerability [7].

By analyzing how language ideologies operate in healthcare settings, anthropologists reveal that language barriers are
not simply logistical challenges but embedded within systems of inequality. These findings underscore the need for
policies that prioritize linguistic justice, such as professional interpreter services, culturally competent provider
training, and multilingual health materials [10].

2.2. Cultural health models and explanatory systems of illness

Cultural health models provide another critical lens for understanding disparities in immigrant healthcare. These
models reflect how different communities conceptualize illness, causation, and treatment. Explanatory systems of
illness vary widely; for instance, while biomedicine often attributes disease to pathogens or physiological dysfunction,
some cultural frameworks interpret illness through spiritual, moral, or social lenses [11].

For immigrant patients, these models inform how symptoms are described, what types of care are sought, and how
treatment adherence unfolds. A patient may attribute chronic pain to spiritual imbalance or ancestral displeasure,
influencing the decision to consult traditional healers before seeking biomedical care [6]. Providers who dismiss such
beliefs as irrational risk alienating patients and undermining adherence to prescribed treatments. Conversely, clinicians
who engage with these explanatory systems may foster trust and create treatment plans that integrate biomedical and
cultural approaches [9].

The clash between cultural models and biomedical frameworks often becomes most visible in the clinical encounter.
Misunderstandings arise when providers interpret patient narratives through strictly biomedical categories,
overlooking the broader meanings attached to illness [12]. This mismatch can produce frustration on both sides, with
providers perceiving patients as “noncompliant” and patients viewing clinicians as dismissive.

Figure 1 presents a conceptual framework linking language ideologies, cultural health models, and power asymmetries
in shaping immigrant healthcare outcomes. It illustrates how explanatory systems of illness intersect with
communication dynamics to produce either barriers or opportunities for equitable care [8]. By situating health within
cultural frameworks, anthropology highlights that disparities are not simply about access but about the meanings and
negotiations embedded in healthcare interactions.

Ultimately, acknowledging diverse cultural health models enables more inclusive healthcare. Integrating cultural

competence training, narrative medicine, and community health partnerships ensures that immigrant experiences are
not reduced to deficits but valued as legitimate perspectives within healthcare systems [13].
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Figure 1 Conceptual framework linking language ideologies, cultural health models, and power asymmetries in
immigrant healthcare outcomes
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2.3. Power asymmetries in clinical settings

Power asymmetries in healthcare settings significantly affect immigrant patients’ experiences. These asymmetries
manifest in provider-patient relationships, institutional hierarchies, and broader systems of governance that regulate
access to care. Clinicians often hold authority not only through medical expertise but also through alignment with
dominant cultural and linguistic norms [7]. Immigrant patients, in contrast, may be positioned as passive recipients of
care, with limited agency to question diagnoses or treatment plans.

Anthropological studies have shown that clinical encounters are not neutral exchanges of medical information but
spaces where social hierarchies are reproduced [10]. Providers may unconsciously stereotype immigrant patients as
uninformed or difficult, leading to shorter consultations, reduced empathy, and differential treatment. These practices
compound structural inequities, reinforcing cycles of exclusion.

Institutional practices also contribute to asymmetries. Policies that restrict access to interpreters, limit healthcare
benefits for undocumented migrants, or enforce rigid biomedical protocols without cultural adaptation perpetuate
unequal power relations [9]. Patients often navigate these systems with fear or reluctance, further reducing their
capacity to advocate for themselves.

Importantly, power asymmetries extend beyond the clinical encounter to include broader determinants of health, such
as housing, employment, and legal status [11]. For immigrants, these structural conditions often shape the possibilities
of health more profoundly than clinical interventions. Yet, within healthcare institutions, these issues are rarely
addressed, reinforcing the gap between medical practice and lived realities [6].
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Addressing power asymmetries requires deliberate strategies to redistribute authority within healthcare systems. This
includes training providers to recognize their own positionality, empowering patients through health literacy programs,
and institutional reforms that expand access and inclusivity [12]. By situating clinical power within larger systems of
inequality, anthropology emphasizes that equitable healthcare demands both micro-level interactional change and
macro-level structural transformation [13].

3. Ethnographic methods for studying immigrant healthcare

3.1. Participant observation in clinical and community settings

Participant observation remains a cornerstone of ethnographic inquiry, enabling researchers to immerse themselves in
clinical and community environments to capture the lived experiences of immigrant populations. In clinical contexts,
this involves shadowing physicians, nurses, and interpreters to observe communication dynamics, power relations, and
cultural negotiations during patient-provider interactions [13]. Through detailed fieldnotes, researchers record both
verbal exchanges and non-verbal cues, offering a holistic account of how care is delivered and received.

In community settings, participant observation extends to everyday environments such as immigrant neighborhoods,
religious spaces, and local health outreach programs. These contexts illuminate how health beliefs and practices are
embedded within broader social life. For example, observing informal conversations in community centers may reveal
skepticism toward biomedical institutions, reflecting broader histories of exclusion [15].

Participant observation also highlights the intersection between clinical practices and structural conditions. By situating
the clinic within larger socio-political contexts, ethnographers can show how access barriers such as insurance policies
or immigration status shape the health-seeking behavior of immigrant families [12]. This dual focus allows for an
integrated analysis that links micro-level clinical encounters with macro-level determinants of health.

Despite its value, participant observation raises ethical considerations, including confidentiality and the risk of
researcher influence. Nonetheless, its capacity to reveal nuanced cultural and structural factors makes it indispensable
for immigrant health research [16].

3.2. Narrative analysis of immigrant patient experiences

Narrative analysis centers on patient stories as a critical source of data, providing insight into how immigrants articulate
illness, care-seeking, and experiences of the healthcare system. Unlike biomedical records, patient narratives
foreground subjective meaning, emphasizing how individuals interpret symptoms and treatments within cultural and
social frameworks [14].

Immigrant narratives often reveal tensions between biomedical discourse and culturally grounded understandings of
illness. For example, accounts of chronic pain may attribute causes to spiritual or moral imbalance, while biomedical
providers focus on physiological dysfunction [17]. By analyzing these narratives, ethnographers uncover how such
divergences shape treatment adherence and perceptions of care quality.

Narrative analysis is particularly useful in contexts of linguistic and cultural diversity, where patient voices may
otherwise be marginalized. It allows researchers to explore silences, metaphors, and non-linear storytelling, all of which
convey important information about lived experiences of inequality [12]. Moreover, it highlights the resilience
strategies communities employ, such as relying on informal support networks or traditional healing practices when
biomedical care is inaccessible.

Importantly, narrative data can be systematically analyzed and translated into public health applications. Figure 2
illustrates the data translation pipeline, showing how stories collected in ethnographic fieldwork are coded, categorized,
and integrated into health policy frameworks. By linking narratives to structural reforms, anthropology contributes not
only descriptive accounts but actionable insights for reducing disparities [15].
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Figure 2 Data translation pipeline: from ethnographic fieldwork to public health applications

3.3. Community-based participatory approaches

Community-based participatory research (CBPR) complements traditional ethnography by actively involving
immigrant communities in the research process. Unlike extractive models, CBPR prioritizes collaboration, treating
community members as co-researchers who shape the study’s design, implementation, and outcomes [13]. This
approach ensures that research is grounded in local realities and fosters trust between communities and academic
institutions.

In healthcare contexts, CBPR projects often involve partnerships with community organizations, immigrant advocacy
groups, and local clinics. These collaborations enable researchers to identify community-defined health priorities, such
as access to mental health services or culturally appropriate maternal care [16]. Through workshops and focus groups,
community members articulate their needs and suggest interventions, which are then tested and refined in practice.

CBPR also generates more effective data. By integrating community knowledge with academic expertise, researchers
gain access to nuanced perspectives that might otherwise remain hidden. For example, local leaders may highlight how
immigration enforcement practices discourage clinic visits, an issue often overlooked in official datasets [14].

Table 1 provides a comparative overview of ethnographic methods applied to immigrant healthcare research,
contrasting participant observation, narrative analysis, and CBPR in terms of data richness, community engagement,
and policy relevance. By institutionalizing community participation, CBPR contributes to building sustainable
interventions that endure beyond the life of the study [17].
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Table 1 Comparative overview of ethnographic methods applied to immigrant healthcare research

Method Primary Focus Application in | Strengths Limitations
Immigrant Healthcare
Participant Direct observation | Documenting Provides holistic | Time-intensive;
Observation of interactions in | communication insights; captures | potential observer
clinical and | dynamics, cultural | non-verbal cues; | influence; ethical
community practices, and power | links micro-level | challenges around
settings relations between | encounters to | confidentiality [16]

providers and immigrant | broader structures
patients [12]

Narrative Examining Understanding patient | Centers immigrant | Interpretation may be
Analysis immigrant perspectives on illness, | voices; reveals | subjective; limited
patients’ illness | treatment adherence, | cultural frameworks; | generalizability; reliant
stories and | and mistrust in | highlights resilience | on quality of narratives
explanatory biomedical systems [14] | strategies [17]
models
Community- Collaborative, Co-designing Builds trust; ensures | Requires sustained
Based participatory interventions, health | relevance; empowers | resources; risk of
Participatory engagement with | campaigns, and policy | communities; fosters | power imbalances
Research immigrant reforms in partnership | long-term between researchers
(CBPR) communities with immigrant groups | sustainability and communities [15]
[13]

3.4. Methodological strengths and limitations

Ethnographic methods provide distinctive strengths in immigrant health research, particularly their ability to capture
cultural meanings, communication dynamics, and lived experiences. Participant observation produces rich contextual
insights into clinical interactions, while narrative analysis elevates patient voices that might otherwise be silenced in
quantitative surveys [12]. CBPR, meanwhile, ensures that research aligns with community priorities and translates into
practical interventions [15]. Together, these approaches create a multidimensional understanding of immigrant health
disparities.

However, methodological limitations must also be acknowledged. Ethnography is time-intensive, requiring prolonged
immersion that may not align with policy-driven timelines. Ethical dilemmas emerge around confidentiality,
particularly when dealing with undocumented migrants or sensitive health conditions [13]. Researcher positionality
also shapes data collection; power imbalances between researchers and participants may inadvertently reproduce the
very inequities under study [16].

Another limitation lies in generalizability. While ethnography excels at depth, findings from small-scale studies may not
easily extend to broader populations. This challenge underscores the importance of triangulation, combining
ethnographic data with quantitative approaches to produce more comprehensive analyses [14].

Despite these constraints, ethnographic methods remain indispensable. Their capacity to reveal the cultural, linguistic,
and structural dimensions of immigrant health provides insights that are unattainable through other methods. By
acknowledging limitations while leveraging strengths, researchers can employ ethnography as both a critical and
constructive tool in health equity scholarship [17].

4. Language, communication, and health outcomes

4.1. The role of language ideologies in patient-provider interaction

Language ideologies are not neutral; they carry embedded assumptions about legitimacy, authority, and belonging that
shape immigrant healthcare encounters. In clinical interactions, dominant language ideologies often privilege the
majority language such as English, French, or German while framing immigrant languages as inadequate or problematic
[18]. These assumptions structure how providers perceive immigrant patients: limited language proficiency is
frequently equated with lower intelligence, limited responsibility, or reduced credibility [16].
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Such perceptions affect both diagnosis and treatment. Providers may unconsciously give less detailed explanations,
adopt paternalistic tones, or simplify instructions when interacting with patients who speak accented or non-dominant
languages [20]. The result is an uneven distribution of medical authority, where immigrant patients have fewer
opportunities to voice concerns or ask questions.

Furthermore, language ideologies extend beyond individual encounters to shape institutional practices. Hospitals that
underfund translation services or expect patients to adapt to the dominant language reproduce these hierarchies at a
structural level [21]. For many immigrants, the inability to articulate illness narratives in their mother tongue generates
feelings of alienation and mistrust.

Anthropological analyses demonstrate that language ideologies are a powerful but often invisible factor in clinical
communication. Addressing them requires not only technical fixes, such as providing interpreters, but also broader
cultural shifts toward valuing linguistic diversity as integral to equitable healthcare [23].

4.2. Communication barriers and health literacy in immigrant care

Communication barriers remain one of the most significant obstacles to equitable immigrant healthcare. These barriers
manifest not only as linguistic gaps but also as differences in communicative styles, medical vocabulary, and
assumptions about patient-provider roles [19]. For example, while biomedical practice may privilege concise,
symptom-based accounts, immigrant patients often provide holistic narratives that include social or spiritual
dimensions, which providers may misinterpret as irrelevant.

Health literacy further complicates these dynamics. Many immigrants encounter difficulty navigating complex medical
systems, filling out insurance paperwork, or understanding prescriptions due to limited familiarity with biomedical
terms [22]. Low health literacy exacerbates miscommunication, creating conditions for non-adherence to treatment and
poor health outcomes. Even when interpreters are available, nuanced cultural meanings embedded in illness narratives
may remain lost in translation.

Institutional contexts also reinforce communication barriers. Time pressures in clinics often discourage extended
dialogue, while bureaucratic requirements prioritize efficiency over understanding [16]. Patients who do not conform
to expected communication patterns such as providing linear symptom histories risk being labeled as “difficult,” further
marginalizing their perspectives.

The cumulative effect of these barriers is reduced trust in healthcare systems. Patients may disengage, delay care, or
rely on informal networks instead of biomedical services, perpetuating disparities [20].

Figure 3 illustrates the dynamics of communication breakdown and mediation in clinical encounters, highlighting the
feedback loop between language ideologies, health literacy, and institutional practices. By visualizing these dynamics,
the figure emphasizes how structural and interpersonal factors converge to shape patient outcomes.

Addressing communication barriers requires systemic reform: integrating culturally adapted health education,

expanding professional interpreter services, and fostering provider training that values narrative listening. These
interventions transform communication from a technical challenge into a central dimension of health equity [17].
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Figure 3 Dynamics of communication breakdown and mediation in clinical encounters

4.3. Interpreters, mediation, and translation politics

Interpreters play a pivotal role in bridging linguistic divides in healthcare, yet their presence introduces complex
dynamics of mediation and politics. While interpreters are often framed as neutral conduits, anthropological studies
reveal that their work is deeply situated, involving choices that shape the framing and delivery of medical information
[21]. Decisions about what to translate literally, what to summarize, and what to omit inevitably influence clinical
encounters.

The politics of translation become evident in institutional contexts where interpreter services are underfunded or
outsourced. Some hospitals rely on ad hoc arrangements, asking family members including children to serve as
translators. This practice raises ethical concerns, as sensitive medical information may be filtered, softened, or distorted
to protect family members from distress [23]. It also burdens immigrant families with responsibilities that should fall
within healthcare systems.

Professional interpreters, while mitigating some risks, still navigate challenging positionalities. They must balance
fidelity to patient narratives with institutional expectations, often working under time pressure or in environments that
undervalue their expertise [18]. In such contexts, interpreters are not only linguistic mediators but also cultural brokers
who negotiate meanings across different health systems.

Moreover, translation politics intersect with power. Providers may selectively listen to interpreters or dismiss

interpretations that conflict with biomedical assumptions [20]. These dynamics reveal that interpreters operate within
hierarchical systems where authority remains unevenly distributed.
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Improving interpreter practices requires structural investment in professionalization, training, and institutional
recognition of their expertise. By acknowledging interpreters as active agents rather than invisible mediators,
healthcare systems can foster more equitable and accurate communication for immigrant patients [19].

4.4, Case studies of miscommunication and adverse outcomes

Case studies provide concrete evidence of how communication breakdowns lead to adverse outcomes in immigrant
healthcare. For instance, a study of maternal health services documented how an immigrant woman, unable to explain
symptoms of gestational complications due to language barriers, was misdiagnosed, resulting in delayed treatment and
emergency intervention [16]. In another case, the reliance on a child as an interpreter for a parent’s psychiatric
evaluation led to omissions in describing symptoms, ultimately contributing to an inappropriate treatment plan [22].

Miscommunication also affects chronic disease management. Patients with limited English proficiency have been shown
to receive less consistent counseling on medication adherence and lifestyle changes, leading to poorer outcomes in
conditions such as diabetes and hypertension [17]. These disparities are not random but reflect systemic inequities tied
to linguistic exclusion and institutional neglect.

Such case studies highlight how everyday communication barriers translate into tangible risks for patient safety. They
demonstrate that miscommunication is not merely an inconvenience but a determinant of morbidity and mortality
among immigrant populations [19].

By situating these narratives within broader frameworks of language ideologies and power asymmetries, anthropology
underscores that solutions must go beyond surface-level fixes. Ensuring accurate, culturally competent communication
is fundamental to advancing immigrant health equity [23].

5. Cultural health models in clinical encounters

5.1. Explanatory models of illness among immigrant groups

Explanatory models of illness how individuals and groups conceptualize the causes, symptoms, and appropriate
responses to sickness are critical for understanding immigrant health experiences. These models, first articulated in
medical anthropology, reveal that illness is not merely biological but is socially and culturally interpreted [25]. For
immigrant groups, explanatory models are often carried from home countries and adapted to new contexts of migration.

For example, some communities conceptualize illness as an imbalance between hot and cold elements, while others
attribute sickness to supernatural forces or moral transgressions [27]. Such frameworks profoundly shape health-
seeking behavior, influencing whether individuals consult biomedical doctors, traditional healers, or religious leaders.
Explanatory models also determine how symptoms are communicated in clinical settings. A patient may describe bodily
discomfort in metaphors or spiritual terms, which can be easily misunderstood by providers unfamiliar with these
cultural logics [24].

Immigrants often hold multiple explanatory models simultaneously, drawing on both biomedical and cultural
interpretations. This hybridity reflects adaptive strategies in navigating complex health systems, but it can also create
tension when models conflict [28]. For instance, a patient may accept antibiotic prescriptions while simultaneously
relying on herbal remedies or rituals for healing.

Recognizing these explanatory models provides clinicians with tools to better understand patient perspectives. By
engaging with rather than dismissing cultural frameworks, healthcare providers can establish trust and design
treatment plans that align with patients’ lived realities [23]. This recognition ensures that immigrant health care
transcends biomedical reductionism to embrace the pluralism of cultural knowledge systems.

5.2. Negotiation of biomedical vs. traditional health beliefs

The interaction between biomedical and traditional health beliefs is often a site of negotiation rather than outright
conflict. Immigrant patients may oscillate between health systems depending on illness type, severity, and accessibility.
For acute emergencies, biomedical services are typically sought, while chronic or culturally coded conditions may be
addressed through traditional healing [26].
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This negotiation reflects pragmatic adaptation. Many immigrants recognize the efficacy of biomedicine in certain
domains, such as surgery or infection management, while continuing to rely on cultural frameworks that provide
meaning and social legitimacy for illness experiences [29]. For example, in some communities, mental health issues may
be understood as spiritual afflictions, leading patients to combine psychiatric treatment with prayer or ritual healing.

Clinicians often struggle to address these dual allegiances. Biomedical providers may dismiss traditional practices as
“superstition,” inadvertently reinforcing mistrust. Conversely, when clinicians acknowledge and respectfully engage
with traditional beliefs, patients are more likely to adhere to treatment regimens and maintain biomedical care
alongside cultural practices [23].

The process of negotiation is dynamic, shaped by individual experiences, family influences, and institutional contexts.
Hospitals that integrate culturally sensitive practices, such as allowing space for prayer or collaboration with traditional
healers, foster better outcomes [25].

Figure 4 presents a framework for integrating biomedical and cultural explanatory models. It demonstrates how
negotiation operates across three stages: recognition of cultural models, dialogue between patients and providers, and
integration into treatment planning. This framework underscores that negotiation is not a barrier but a pathway toward
more inclusive and effective healthcare systems [27].

. Integration
| ! !
L Dialogue/ e Spiritual
Narration Frameworks
! | !
Narrative Hot--Cold
’ Medicine Balance
: C I‘ | :
; ultura : Traditional
Competence Healers
Training
| } |
Health Shared Interpreter
Literacy Decision-Making Services
Equity in Improved Enhanced
Healthcare Adherence Patient
Access Satisfaction
!
Equity in Healthcare Access Improved

Figure 4 Framework for integrating biomedical and cultural explanatory models

5.3. Cultural dissonance, trust, and adherence to treatment

Cultural dissonance arises when biomedical frameworks clash with patients’ explanatory models, often resulting in
mistrust and poor adherence to treatment. Immigrant patients may perceive biomedical instructions as dismissive of
their beliefs, while providers may interpret non-adherence as ignorance or defiance [28]. Such misalignments
perpetuate cycles of misunderstanding that undermine therapeutic relationships.
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Trust is central in navigating these dynamics. When patients believe their cultural frameworks are acknowledged, they
are more likely to disclose sensitive information, follow treatment recommendations, and return for follow-up care [24].
Conversely, when providers disregard or ridicule cultural health practices, patients may disengage from the healthcare

system entirely.

The consequences of cultural dissonance are evident in chronic disease management. Studies have shown that
immigrant patients with diabetes, hypertension, or depression often modify or abandon treatment plans if they conflict
with cultural understandings of illness causation [26]. This selective adherence reflects attempts to reconcile biomedical
advice with culturally resonant practices.

Table 2 provides examples of cultural health models and their clinical implications, illustrating how explanatory
systems influence treatment adherence. It highlights, for instance, how hot-cold illness models affect dietary
compliance, or how spiritual frameworks shape approaches to mental health care. By systematically mapping these
relationships, providers can anticipate potential points of dissonance and develop strategies for culturally informed

care [23].

Ultimately, trust-building requires humility, active listening, and institutional policies that value cultural diversity. By
bridging cultural dissonance, healthcare systems can transform adherence from a site of conflict into one of

collaboration [29].

Table 2 Examples of cultural health models and their clinical implications for immigrant groups

frameworks [29]

traditional healers

Cultural Health | Description Clinical Implications | Potential Benefits | Challenges for
Model in Immigrant Groups Providers
Hot-Cold  Illness | Illnesses classified | Common among Latin | Encourages dietary | May conflict with
Model as “hot” or “cold,” | American and South | adjustments; biomedical dietary
with  treatments | Asian immigrants; | supports holistic | restrictions; risk of
designed to restore | influences dietary and | self-care practices non-adherence to
balance [23] treatment preferences prescriptions
Spiritual or | lllness attributed | Seen among African, | Provides social | Risk of delaying
Supernatural to spiritual | Caribbean, and Middle | meaning and | biomedical
Causation imbalance, curses, | Eastern immigrant | emotional support; | treatment; providers
or ancestral | communities; leads to | strengthens may dismiss beliefs as
displeasure [25] parallel use of | community “superstitious”
rituals/healers solidarity
Humoral Balance | Health linked to | Present in some | Frames illness | Biomedical providers
(Four Humors) balance of blood, | Mediterranean and | within long- | may overlook
phlegm, yellow | Middle Eastern groups; | standing traditions; | symbolic significance
bile, and black bile | shapes concepts of diet | guides  culturally | of food or behaviors
[27] and temperament meaningful lifestyle
Social Stress and | Illness understood | Increasingly found | Links health to | Providers may
Structural Models as arising from | among immigrant youth | social overemphasize
migration stress, | and refugees in urban | determinants; individual
poverty, or social | contexts highlights need for | compliance while
exclusion [28] systemic policy | ignoring broader
responses social barriers
Hybrid/Pluralistic | Combination of | Many immigrants | Flexibility in care- | Confusion for
Models biomedical, navigate multiple | seeking; potential | providers; risk of
traditional, and | systems simultaneously, | for integrative | contradictory
religious using both clinics and | approaches treatments if systems

are not reconciled
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5.4. Incorporating cultural health models into clinical decision-making

Incorporating cultural health models into clinical decision-making represents a critical step toward equitable healthcare
for immigrant populations. This process involves more than surface-level cultural competence; it requires structural
shifts in how healthcare systems conceptualize knowledge, authority, and patient engagement [25].

One strategy is narrative-based care, where clinicians elicit patient stories that capture both biomedical symptoms and
cultural explanations [27]. By framing illness narratives as co-constructed knowledge, providers move beyond
standardized questionnaires to uncover the lived realities of patients. This approach fosters dialogue and empowers
patients to participate actively in decision-making.

Institutional reforms are equally important. Training programs that incorporate anthropological perspectives can
prepare providers to engage with diverse explanatory models without dismissiveness. Hospitals can also implement
protocols for integrating traditional practices alongside biomedical treatments when safe and appropriate [23]. For
instance, clinicians may adjust dietary recommendations to align with hot-cold health logics or coordinate with
community healers for culturally acceptable mental health interventions.

Figure 4’s framework (introduced in 5.2) further illustrates how integration can occur: recognizing cultural models,
engaging in dialogue, and embedding them into treatment planning. By applying this model, clinical care becomes more
flexible, responsive, and culturally grounded.

The benefits extend beyond individual interactions. At a systemic level, incorporating cultural models into clinical
decision-making enhances trust, reduces disparities, and creates more inclusive institutions. It acknowledges that
health is not solely a biomedical process but a cultural and social one, deeply embedded in immigrant experiences [28].

6. Power asymmetries and structural inequities

6.1. Institutional hierarchies in healthcare systems

Institutional hierarchies remain a defining feature of healthcare systems, shaping the ways immigrant patients interact
with providers and experience care. These hierarchies operate across professional roles, bureaucratic structures, and
institutional protocols, often privileging biomedical authority while marginalizing patient voices [32]. For immigrants,
this hierarchy compounds existing inequities by positioning them at the bottom of decision-making processes, where
their cultural perspectives and explanatory models of illness are rarely taken seriously.

Within clinical encounters, hierarchies manifest through the asymmetrical relationship between physicians and
patients. Providers hold authority not only through medical expertise but also through alignment with dominant
linguistic and cultural norms [28]. Immigrant patients who struggle with the dominant language or who frame illness
through alternative explanatory systems may be viewed as less credible, receiving shorter consultations or less detailed
explanations. This dynamic reinforces power imbalances, limiting opportunities for meaningful dialogue.

At the institutional level, policies often reflect hierarchical values that prioritize efficiency and biomedical rationality
over inclusivity. Hospital protocols that allocate minimal resources to interpreter services or that discourage flexible
care practices reveal how systemic hierarchies become embedded in organizational routines [30]. The consequences
include alienation, mistrust, and underutilization of services by immigrant communities.

These hierarchies are not static; they are actively reproduced through training, administrative practices, and
professional culture. Medical education, for instance, often emphasizes clinical authority without adequately preparing
providers for intercultural engagement. Anthropology highlights how dismantling these hierarchies requires rethinking
institutional norms and redistributing authority within healthcare systems [35]. Without such reforms, hierarchies will
continue to perpetuate disparities, reproducing cycles of exclusion for immigrant populations.

6.2. Immigration status, legal precarity, and access to care

Immigration status is one of the most significant determinants of healthcare access for immigrant populations. Legal
categories such as citizen, permanent resident, temporary worker, asylum seeker, or undocumented migrant define the
scope of rights and entitlements, producing stark disparities in health outcomes [29]. Those with precarious or irregular
status often face restricted access to insurance, denial of non-emergency care, and heightened risks of financial burden.
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Legal precarity creates not only structural barriers but also psychological ones. Immigrants with uncertain status may
avoid healthcare institutions due to fear of deportation, surveillance, or stigmatization [33]. Even when emergency care
is technically guaranteed, mistrust of institutions discourages engagement until conditions become severe. This
avoidance results in delayed diagnoses, advanced disease progression, and higher treatment costs for both patients and
systems.

The intersection of immigration law and healthcare policy reflects broader systems of exclusion. For example, eligibility
criteria for public insurance programs often exclude recent migrants, institutionalizing inequality [31]. Moreover,
clinics that demand proof of residency or identification effectively deter vulnerable populations from seeking care,
reinforcing stratified access based on legal status.

Figure 5 illustrates a multilayered model of structural and interpersonal power dynamics in healthcare, showing how
immigration status interacts with institutional hierarchies and communication barriers to shape outcomes. By
visualizing these intersections, it becomes clear that health disparities are not accidental but systematically produced.

Institutional Hierarchies

Immigration Status

Health Disparities

Figure 5 Multilayed model of structural and interpersonal power dynamic in healthcare

Addressing legal precarity requires policies that decouple healthcare from immigration enforcement, expand safety
nets, and foster inclusive practices. Anthropology contributes by highlighting lived experiences of exclusion,
emphasizing that legal status is not merely an administrative category but a powerful determinant of health [34].

6.3. Structural discrimination and systemic bias in clinical practice

Structural discrimination in healthcare operates through both explicit policies and implicit biases that shape clinical
practice. Systemic bias often manifests in subtle ways: providers may stereotype immigrant patients as non-compliant,
exaggerate assumptions about cultural practices, or minimize reported symptoms [28]. These biases, while often
unconscious, influence diagnostic accuracy, treatment recommendations, and the quality of patient-provider
relationships.

At a structural level, discrimination is embedded in healthcare delivery models that prioritize efficiency over equity.
Institutional routines such as rigid scheduling, standardized intake forms, and reliance on biomedical categories are ill-
suited for immigrant patients with complex needs [32]. Such structures penalize those who cannot conform to
institutional expectations, reinforcing cycles of exclusion.

Research also shows that systemic bias disproportionately affects immigrant women and undocumented migrants, who

encounter overlapping vulnerabilities of gender, class, and legal status [36]. For instance, pregnant women without legal
documentation may receive inadequate prenatal care due to restrictive eligibility rules, placing both mother and child
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atrisk. These exclusions reflect broader structural inequalities that extend beyond the clinic into labor markets, housing,
and immigration policy.

Table 3 presents dimensions of power asymmetries influencing immigrant patients’ clinical outcomes, including
institutional hierarchies, legal status, and provider bias. By mapping these dynamics, the table underscores how
disparities are produced through interconnected layers of structure and practice.

Table 3 Dimensions of power asymmetries influencing immigrant patients’ clinical outcomes

Dimension of | Description Impact on Immigrant | Clinical Consequences | Illustrative
Power Patients Reference
Asymmetry
Institutional Power concentrated | Immigrant voices | Shorter  consultations, | [28]
Hierarchies in biomedical | marginalized in decision- | less trust, reduced
institutions and | making; limited | quality of care
professional opportunity to express
authority [32] explanatory models
Legal Status and | Immigration status | Undocumented or | Delayed diagnoses, | [29]
Precarity dictates access to | temporary migrants avoid | untreated conditions,
insurance, benefits, | services for fear of | advanced disease
and eligibility for | deportation or financial | progression [37]
care [31] burden
Provider Bias | Stereotyping of | Patients feel dismissed, | Misdiagnoses, [35]
(Implicit/Explicit) | immigrant patients | stigmatized, or | inappropriate treatment,
as “non-compliant” | misunderstood erosion of  patient-
or “difficult” [30] provider trust
Language and | Language ideologies | Miscommunication in | Increased risk of medical | [34]
Communication prioritize dominant | clinical encounters; | errors,
languages while | reliance on family | misunderstanding
undervaluing interpreters or ad hoc | prescriptions, lower
immigrant translation [38] adherence rates
languages [33]
Structural Broader policies and | Immigrants Persistent inequities in | [30]
Discrimination institutional disproportionately maternal care, chronic
practices reinforce | affected by rigid protocols | disease management,
exclusion [28] and lack of cultural | and preventive health
adaptation [39]

Challenging structural discrimination requires systemic reforms. Training programs that confront implicit bias, policies
that expand access regardless of immigration status, and institutional accountability mechanisms are all crucial [35].
Anthropology contributes by contextualizing systemic bias within larger frameworks of inequality, linking everyday
practices in clinics to historical and political processes that shape immigrant lives [40].

7. Translating anthropological insights into public health tools

7.1. Culturally responsive communication strategies

Culturally responsive communication is a critical dimension of reducing immigrant health disparities. It requires
moving beyond literal translation to engage with the cultural contexts that shape how health messages are received and
interpreted. Research shows that when providers adapt their communication styles to accommodate cultural
narratives, immigrant patients report greater satisfaction and improved trust in healthcare institutions [41]. This
responsiveness involves acknowledging explanatory models of illness, recognizing the symbolic meaning of health

practices, and validating patient experiences.
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For example, instead of dismissing spiritual explanations of illness, providers can ask open-ended questions that allow
patients to articulate their perspectives. Such dialogue fosters collaboration and enhances adherence to treatment plans
[42]. Providers must also recognize non-verbal communication norms such as silence, indirect speech, or gestures that
vary across cultural groups. Failure to do so risks misinterpretation of patient intent, further widening gaps in care.

Institutional strategies to support culturally responsive communication include professional interpreter programs,
multilingual health education materials, and training modules that sensitize providers to cultural diversity [34].
However, responsiveness extends beyond technical tools: it demands empathy and humility. Providers who practice
cultural listening transform the clinical encounter from a site of power asymmetry into one of mutual understanding
[43]. By embedding culturally responsive communication within clinical practice, healthcare systems take meaningful
steps toward reducing disparities and strengthening immigrant health equity.

7.2. Ethnographic knowledge in health policy and training

Ethnography contributes unique insights to health policy and training by grounding decisions in the lived experiences
of immigrant communities. Unlike surveys or administrative data, ethnographic research captures how structural
inequities and cultural beliefs shape everyday health practices [44]. By highlighting narratives of exclusion, resilience,
and adaptation, ethnographic knowledge provides policymakers with evidence that reflects realities often invisible in
quantitative datasets.

For health training programs, ethnography enriches cultural competence curricula. Case studies drawn from
ethnographic fieldwork expose medical students and professionals to complex patient experiences, demonstrating that
health disparities are not solely medical problems but also cultural and structural phenomena [45]. This exposure
fosters reflexivity, encouraging providers to examine their own assumptions, biases, and positionality in relation to
immigrant patients.

In policy contexts, ethnographic insights help identify gaps between official healthcare provisions and community
needs. For example, policies guaranteeing access may fail in practice if immigrants distrust institutions due to previous
negative encounters [46]. Ethnographic evidence can guide reforms that address these gaps, such as integrating trusted
community organizations into health delivery or adjusting eligibility rules that unintentionally exclude vulnerable
populations.

By bridging anthropology and public health, ethnography ensures that interventions are not only scientifically sound
but also socially and culturally attuned. Embedding ethnographic knowledge into training and policymaking fosters
more equitable and effective systems that respect the diversity of immigrant experiences [45].

7.3. Designing inclusive interventions and health campaigns

Inclusive health interventions and campaigns are essential to addressing disparities in immigrant care. Designing such
initiatives requires integrating cultural knowledge, participatory engagement, and anthropological insights to ensure
that messages resonate with diverse audiences. Campaigns that fail to account for cultural frameworks often alienate
their intended recipients, reinforcing mistrust and non-adherence [46].

Effective interventions begin with community engagement. By involving immigrant leaders, local organizations, and
cultural brokers, health campaigns can align with community priorities and use trusted communication channels. For
instance, health promotion delivered through faith-based institutions or ethnic media has proven more effective than
generic campaigns [47].

Content design also matters. Messages should be linguistically accessible and culturally resonant, employing metaphors,
symbols, and narratives familiar to target groups [48]. Visual materials can further bridge literacy gaps, making
campaigns more inclusive for populations with limited formal education. Importantly, inclusive design avoids cultural
stereotyping by recognizing the diversity within immigrant groups rather than assuming homogeneity.

Anthropological perspectives also highlight the need for interventions to address structural barriers alongside
communication. Campaigns encouraging preventive care, for example, must be paired with policies that reduce financial
and legal obstacles to accessing services [49]. Without this structural alignment, even the most culturally tailored
interventions may fail.
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Ultimately, designing inclusive interventions requires collaboration between health professionals, anthropologists, and
immigrant communities. By combining cultural insight with systemic reform, campaigns can move beyond awareness-
raising to empower immigrant populations with the tools, trust, and access necessary to achieve health equity [50].

8. Conclusion and future directions

8.1. Summary of anthropological contributions to immigrant health

Anthropology has made substantial contributions to the understanding of immigrant health by revealing the cultural,
structural, and communicative dimensions of healthcare disparities. Unlike biomedical frameworks that primarily focus
on disease mechanisms and treatments, anthropological perspectives situate health within broader contexts of
migration, inequality, and lived experience. Through ethnographic methods such as participant observation, narrative
analysis, and community-based research, anthropology has illuminated how immigrants interpret illness, navigate
health systems, and negotiate between traditional and biomedical practices.

One of its key contributions lies in exposing the cultural logics that underpin health behavior. Explanatory models of
illness, drawn from different cultural systems, demonstrate that health practices are not irrational deviations but
coherent strategies shaped by historical and social circumstances. By documenting these models, anthropology
provides a bridge for clinicians to understand patient perspectives, thereby fostering culturally sensitive and more
effective care.

Anthropology also highlights the structural barriers faced by immigrants, including legal precarity, institutional
hierarchies, and systemic discrimination. By linking these macro-level forces with micro-level clinical encounters,
anthropological research demonstrates how inequities are reproduced across scales. Importantly, anthropology has
influenced health policy and training, ensuring that immigrant experiences inform curricula, communication strategies,
and intervention design. Overall, it has expanded the scope of immigrant health research from clinical outcomes alone
to encompass culture, power, and social justice.

8.2. Limitations of current frameworks

Despite these advances, current anthropological frameworks in immigrant health are not without limitations. One
challenge lies in the scope of ethnographic research. While it offers deep, contextual insights, its reliance on small sample
sizes and extended fieldwork often limits generalizability. Policymakers and health administrators, accustomed to
large-scale quantitative data, sometimes undervalue the relevance of qualitative findings, leading to gaps between
anthropological knowledge and institutional decision-making.

Another limitation is the tendency to focus heavily on cultural explanations while sometimes underemphasizing
structural determinants. While explanatory models of illness provide critical insights, there is a risk of inadvertently
essentializing cultural practices if they are not situated within broader contexts of poverty, discrimination, and
migration policy. In some cases, cultural frameworks have been misappropriated by health institutions as simplistic
“checklists” of patient behavior, reducing complex lived realities into stereotypes.

Ethical and practical constraints also limit anthropological engagement. Working with immigrant populations often
involves navigating issues of trust, confidentiality, and legal vulnerability. Researchers must balance their role as
observers with responsibilities to protect participants, which can constrain data collection. Furthermore, institutional
barriers such as limited funding, academic pressures, or restrictive partnerships with healthcare organizations can
hinder long-term, community-centered projects.

Finally, current frameworks often struggle to keep pace with rapidly changing migration patterns, digital health
technologies, and political shifts. As immigrant communities diversify and contexts evolve, anthropology must
continually adapt its methods and theories to remain relevant and impactful.

8.3. Future pathways for research, policy, and practice

Future directions in immigrant health research, policy, and practice require integrating anthropology more deeply into
interdisciplinary collaborations. Research should expand beyond descriptive ethnographies to comparative and mixed-
methods studies that combine qualitative depth with quantitative breadth. Such integration would strengthen the
evidence base for policymakers, demonstrating how cultural and structural insights can complement epidemiological
and clinical data.
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In policy, anthropological contributions must focus on embedding equity and cultural responsiveness into healthcare
systems. This includes advocating for universal access regardless of immigration status, expanding interpreter services,
and addressing systemic discrimination through institutional reform. Anthropology’s unique strength lies in its ability
to humanize policy debates, ensuring that the voices of immigrant communities are included in health governance. By
collaborating with policymakers, anthropologists can translate ethnographic insights into actionable strategies that
reduce disparities.

In clinical practice, future pathways involve designing training programs that cultivate reflexivity, empathy, and cultural
humility among providers. Rather than presenting culture as static knowledge, training should encourage ongoing
engagement with patient narratives and recognition of power dynamics within clinical encounters. Inclusive
interventions and health campaigns must also be co-designed with immigrant communities, ensuring sustainability and
legitimacy.

Emerging areas such as digital health, telemedicine, and artificial intelligence present opportunities for anthropological
engagement. By examining how technology intersects with culture and inequality, anthropology can shape innovations
that are inclusive rather than exclusionary. Ultimately, the future lies in building systems that recognize immigrant
health as not only a clinical issue but also a matter of social justice, cultural respect, and human rights.
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