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Abstract The oppression of underserved populations is pervasive throughout the history of the United States (U.S.), especially in health care. Brazilian educator Paulo Freire’s controversial ideas about systems of power can be aptly applied to health care. This paper focuses specifically on arguably the most medically underserved group in the U.S. healthcare system, free clinic patients, and analyzes the effects oppression on acculturation and patient-provider communication, and the potential of health education classes to reduce oppression and health disparities in this population. One way in which oppression materializes within the realm of medical and health education is through acculturation. Spanish-speaking free clinic patients are less satisfied with overall interpersonal communication at a free clinic than US born and non-US born English-speaking free clinic patients. Oppression can also be seen in patient-provider communication, specifically, around communicating diagnoses. It is vital for providers and educators to consistently and accurately educate their patients, and to ensure that patients fully understand their diagnoses before concluding an office visit. Reduction of national deaths through preventative health measures, such as health education programming, is an achievable goal. However, one concern in health education classes amongst underserved populations is the underlying power dynamic associated with individuals from a privileged background educating less privileged populations. Engaging health education participants through informal discussions rather than lectures is something that can be applied in future health-related educational settings.    Further examining issues of acculturation, patient-provider communication, and health education classes would help answer Freire’s pedagogical questions and improve health care services for free clinic patients and other underserved populations in the U.S. 
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1. Introduction Free clinics provide care to underinsured or uninsured individuals in the United States (U.S.) (Darnell, 2010). These clinics are necessary resources and provide an important source of medical care to marginalized, lower socioeconomic populations (Darnell, 2010). There are approximately 1200 free clinics in the US (Schiller, Thurston, Khan & Fetters, 2013). As of January 2017, 28.4 million Americans under 65 years old are uninsured, many of whom depend on free clinics for health care services (Center for Disease Control and Preventions, 2017). Free clinic patients are a medically underserved population and experience low levels of physical health and mental health functioning (Kamimura, Christensen, Tabler, Ashby & Olson, 2013), high obesity rates (Notaro et al., 2012), and low levels of health-related quality of life (Kamimura et al., 2014c). Free clinics serve as a vital resource for those in need.  The Maliheh Free Clinic provides free primary care services, which focus on family medicine, to uninsured and underinsured individuals in Salt Lake City, Utah. The clinic has been open since 2005 and is 
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funded by non-governmental grants and donations. Over 300 volunteers as well as six paid staff keep the clinic open five days a week. Patients include US citizens, documented immigrants, and undocumented immigrants. Immigrant patients are from more than 50 countries and approximately half of the patients are Hispanics/Latino/Latina. This clinic is the only one in the metropolitan area available to all uninsured, low-income individuals. The other free clinics in the city provide services to specific populations including one clinic for homeless populations and one clinic for mental health treatment. Due to this fact, the Maliheh Free Clinic serves as a valuable, well-utilized resource to the community.  Upon walking into the Maliheh Free Clinic, the atmosphere is comparable to any other outpatient doctor’s office. Walls are covered with health education posters prescribing recommended amounts of exercise in both English and Spanish. The waiting room is occupied by a wide variety patients waiting for their names to be called. However, an interesting observation about the clinic can be seen in the demographic differences between patients and volunteers: Patients are mostly middle-aged and only 20% of them are White while the average age of volunteers is approximately 30 years old and 75% of them are White (Kamimura et al., 2014b).  One of the services provided by this clinic are a number of health education classes presented by undergraduate and graduate students in health-related fields (Kamimura et al., 2016d; Weaver, Meng & Kamimura, 2017). While health education classes are beneficial, systems of power and oppression within the health care system that contribute to unequal health outcomes are seldom addressed or remedied. Particularly, the oppression of underserved populations is pervasive throughout the history of the U.S., especially in health care (Ball et al., 2013). Brazilian educator Paulo Freire’s controversial ideas about systems of power can be aptly applied to health care. Freire’s ideas about education are derived from his experiences educating illiterate populations in Brazil (Freire, 2000). Over the course of his career, Freire developed a pedagogy that completely restructured the commonplace delivery of information. The purpose of this review paper is to describe how the U.S. could reduce its systematic health care oppression by putting Freire’s ideas into practice. This paper focuses specifically on arguably the most medically underserved group in the U.S. healthcare system, free clinic patients, and analyzes the effects oppression on acculturation and patient-provider communication, and the potential of health education classes to reduce oppression and health disparities in this population.  
2. Oppression Through Acculturation – Immigrant free clinic patients A parallel can be made between Friere’s pedagogical thinking about the education of Brazilians and health education at free clinics such as the Maliheh Free Clinic. The underlying theme present is the idea that those who have less social power can be liberated through education. At the Maliheh Free Clinic where about two-thirds of the patients are first generation immigrants, health literacy education has been shown to be an essential service needed by patients, in addition to mental health and social support services (Kamimura et al., 2013). Among female free clinic patients, lower levels of health literacy are associated with higher levels of negative perceptions of breast cancer and treatment (Kamimura et al., 2016b). The negative perceptions about breast health is particularly an issue among non-US born English speaking patients (Kamimura et al., 2014a). It can be surmised that health literacy education is a service that may be needed not only by free clinic patients in Salt Lake City, but also nationwide. Applying Freire’s ideas opens an avenue for the exploration of how a restructuring of the delivery of health care information may empower patients receiving the information.  One way in which oppression materializes within the realm of medical and health education is through acculturation. Acculturation can be defined as the “extent to which individuals adopt so-called ‘American’ cultural traits” (Viruell-Fuentes, Miranda, &  Abdulrahim, 2012). Acculturation theorists describe negative or oppressive acculturation as “pathologization of immigrants who may not be seen as acculturating ‘enough’” (Sakamoto, 2007). Previous studies have examined the oppressive forces of the acculturation process. A study on Latino children with asthma examined how various immigration and acculturation experiences can affect illness management, in particular chronic illnesses such as asthma, and found that lack of familiarity with the U.S. health care system was associated with worse health outcomes (Koinis-Mitchell et al., 2011). Acculturation stress, defined as “the distress that can develop during and as a result of the process of acculturation,” (Koinis-Mitchell et al., 2011) increases emergency department use (Koinis-Mitchell et al., 2007). Acculturation stress among Latino parents negatively affects children’s mental health and substance use (Lorenzo-Blanco et al., 2016). Mexican women with high levels of acculturation stress have high risks for mental health issues (Ehlers, et al., 2016).   Part of the stress experienced during acculturation includes the reconciliation of individuals’ country of origin and U.S. identities, which leads to bicultural stress (Piña-Watson et al., 2015). It has been shown that Mexican immigrant and Mexican American women are more likely to be satisfied with their life if they have greater ethnic identity and family social support (Diaz & Bui, 2017). Latino youth who experience bicultural stress are more likely to abandon their ethnic identity (Huq, Stein, & Gonzalez, 2016). Due to the emphasis of Latino cultures on family (termed “familismo”), lower levels of family connectedness correlate with higher levels of suicidal ideation amongst Latino youth (Piña-Watson et al., 2015). If an adolescent Latino is 
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surrounded by people who do not understand the concept of “familismo,” he/she may feel ostracized and different than his or her peers (Piña-Watson et al., 2015).  Studies conducted at the Maliheh Free Clinic suggest immigrant patients reported better physical and mental health (Kamimura et al., 2013), better psychological and social health-related quality of life (Kamimura et al., 2014c), and lower levels of depression and somatic symptoms (Kamimura et al., 2014d) than U.S.-born counterparts. These results are consistent with the concept of the Hispanic or Immigrant Paradox which shows that Hispanics or immigrants report better health outcomes than U.S. born counterparts despite their socio-economic disadvantages (McCarthy, 2015). In addition, immigrant free clinic patients are more likely to be satisfied with patient-doctor relationships (Kamimura et al., 2015b). However, Spanish-speaking free clinic patients are less satisfied with overall interpersonal communication at a free clinic than US born and non-US born English-speaking free clinic patients (Kamimura et al., 2015). More research is needed to examine and improve patient experiences related to acculturation among immigrant free clinic patients.  
3. Oppression through Patient Provider Miscommunications Oppression can also be seen in patient-provider communication, specifically, around communicating diagnoses. Problems involving patient-provider communication may be found among both immigrant and US-born free clinic patients. For example, in the Maliheh Free Clinic, many patients reported that they had Type 1 Diabetes, although all diabetes patients except several patients were actually diagnosed Type 2 diabetes at the clinic (Weaver, Ashby & Kamimura, 2017). This discrepancy could mean two different things: first, that the providers may not have explained a patient’s diagnosis clearly enough for them to understand; second, that the providers falsely perceived that the patients holistically understood their diagnosis. In diagnosing and treating patients, differentiating between type 1 and type 2 is critical because prevention and control strategies are different for each type. Low health literacy and confusion surrounding a diagnosis can lead to future medical problems for a patient (Yin et al., 2015). Thus, confusion or lack of education among patients with, or at risk for, either type of diabetes may lead to future medical problems, and an inability to manage the disease. Having an accurate understanding of a diagnosis, prevention strategies, and self-care procedures could improve future health outcomes and disease management for diabetes patients and individuals at risk for diabetes.  Despite the importance of the patients’ accurate understanding of their diabetes diagnosis, little is known about how one’s understanding of their diagnosis impacts self-care among uninsured primary care patients. Underserved individuals are disproportionately affected by diabetes, making the disease an especially prevalent issue for this population (Nichols et al., 2016). Minority groups have a higher prevalence of diabetes than non-Hispanic whites (Center for Disease Control and Preventions, 2015). While self-care (e.g., diet, physical activity, medication adherence) is important to control diabetes, low-income patients often have difficulties with self-care. This is often due to food insecurity, barriers to physical activity, or low health literacy (Mayer et al., 2016). As a diabetes diagnoses can be overwhelming, many patients may not initially be able to fully grasp the difference between Type 1 and Type 2 Diabetes. Uninsured low-income patients may be particularly vulnerable to confusion about their diabetes diagnosis, as lower levels of health literacy are common amongst this population (Yin et al., 2015). In addition to lower levels of health literacy, low-income patients also face wait lists at safety-net clinics due to provider shortages in the surrounding communities, which can lead to longer periods of time between seeing providers (Rosenbaum & Hall, 2012). Due to experiencing lower levels of health literacy and inconsistency in receiving medical attention, confusion surrounds both Type 1 and Type 2 medical diagnoses. It is vital for providers and educators to consistently and accurately educate their patients, and to ensure that patients fully understand their diagnoses before concluding an office visit.  
4. Health Education Classes as a Method for the Reduction of Oppression and Health Disparities   Within the U.S., most of the top five causes of death (heart disease, cancer, and chronic lower respiratory diseases) are lifestyle-related health issues (Center for Disease Control and Preventions, 2014). Because of this, reduction of national deaths through preventative health measures, such as health education programming, is an achievable goal. In safety-net primary care clinics, educational programs have the potential to reduce the prevalence of lifestyle-related health issues amongst vulnerable, low socioeconomic populations (Ruggiero et al., 2011), which in turn could contribute to a reduction of health disparities. Studies have shown that lifestyle intervention programs can be effective amongst free clinic populations (Ruggiero et al., 2011).   One concern in health education classes amongst underserved populations is the underlying power dynamic associated with individuals from a privileged background educating less privileged populations. Free clinic patients have limited access to information technology such as the Internet or text messaging to obtain health information (Kamimura et al., 2015a). For free clinic patients, health educators may be the only formal resources they can access in order to learn about healthy lifestyles. In studying the power dynamics between individuals with different backgrounds, it is logical to apply the pedagogical ideas of Latin educator, Paulo Freire, who wrote about education amongst social classes. Freire believed there was harm in teachers “banking” 
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ideas in the minds of students (Freire, 2000). He also saw harm in viewing teachers as inherently superior (Freire, 2000). Addressing systems of power within health and medical education can create a dialogue in which new ideas can evolve.   One vital role of health education is to provide information about medication compliance, which can be difficult for free clinic patients due to expense and accessibility (Birs et al., 2016). An additional benefit is the low cost of conducting health education classes, especially in relation to the possible benefits they offer to participants. Free clinic patients believe health education is very important for improving their health. However, free clinic patients and providers may have very different perceptions about the benefits of health education (Kamimura et al., 2016a). For example, free clinic patients who have attended a health education class are less likely to believe healthy food choices and physical activity have benefits for health than those who did not (Kamimura et al., 2016c). Gaps between health education goals and outcomes need to be addressed if these programs are to serve the functions for which they have been designed.  The Maliheh Free Clinic’s Spanish language services provide an example of the how a free clinic can effectively target their services to a specific population. The clinic’s Spanish translation services and printed information is tailored towards the primarily Hispanic patient population. Within the health education classes at the clinic, classes are taught both in English and Spanish, or only in Spanish with Spanish handouts. Overall, immigrant free clinic patients’ satisfaction with interpreter services is high (Kamimura et al., 2015b), although some patients have noticed that interpretation does not always accurately reflect what they said (Kamimura et al., 2016a). Furthermore, immigrant free clinic patients who are not Spanish speakers may not be able to participate in health education opportunities (Kamimura et al., 2016d). In this way, health education does not always address the issue of a language barrier to a complete extent. That is not to say that translation services may be disregarded; however, certain population-specific modifications do not always address relevant power and cultural dynamics.  Paulo Freire proposed overturning the paternalistic nature of the student-teacher relationship. “A peasant [during the time Paulo Freire taught in Brazil, the underserved population of illiterate farmers that Freire worked with were considered to be a part of the social class of peasants] can facilitate this process for a neighbor more effectively than a ‘teacher’ brought in from the outside world” (Freire, 2000). Although Freire’s teachings are far different than health education in the U.S., the idea of reexamining student-teacher relationships can be applied to many different settings. Among free clinic patients, interactions amongst patients are important to better understand the context of health education classes (Weaver et al., 2017b).   Another parallel can be made between Freire’s education of illiterate individuals and informal health education at the Maliheh Free Clinic, Freire emphasizes how informal education focuses on dialogue between people rather than a banking form of education, which he describes as making deposits of information into a student (Freire, 2000). Not only in theory, but also in practice, dialogue is critical. In informal health education classes, patients are receptive and engaged when the class is conversational, not a lecture (Weaver et al., 2017a). Engaging health education participants through informal discussions rather than lectures is something that can be applied in future health-related educational settings.      
5. Conclusion This review paper explored how the U.S. could reduce its systematic health care oppression by putting Freire’s ideas into practice, focusing on reducing the stress associated with acculturation, improving patient-provider communication, and creating more dialogue-heavy health education classes in free clinics. As Freire indicated, poverty reduction and social liberation can be accomplished through seemingly small actions, such as waiting room health education classes, or through social movements that lead to policy changes and drastic shifts in political power. Freire asks “Who suffer the effects of oppression more than the oppressed? Who can better understand the necessity of liberation?” (Freire, 2000). Further examining issues of acculturation, patient-provider communication, and health education classes would help answer Freire’s pedagogical questions and improve health care services for free clinic patients and other underserved populations in the US.  
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