! 4

R 4
Ry
&

Original Article

& ISSN (Online): 2582-7472

ShodhKosh: Journal of Visual and Performing Arts
June 2024 5(6),1268-1278

THE CONFLUENCE OF GENDER IDENTITIES AND CULTURAL HERITAGE:
INVESTIGATING THE INFLUENCE ON HEALTH BEHAVIOURS AND SOCIAL

DETERMINANT

Visnudharshana R ! @, HenryKishore S 2

I Research Scholar, Department of English, Sri Krishna Arts and Science College, Coimbatore, India
2 Associate Professor, Department of English, Sri Krishna Arts and Science College, Coimbatore, India

®
>

Check for
updates

CorrespondingAuthor

Visnudharshana R,
visnudharshana@gmail.com

DOI

ABSTRACT

Traditional gender roles dictate that men engage in physically demanding activities while
women are often relegated to domestic tasks, a dynamic that profoundly impacts health
behaviours and outcomes in many cultures. This paper delves into the intricate
confluence of gender identities and cultural heritage, scrutinizing their collective
influence on health behaviours and social determinants. It posits that both gender norms
and cultural expectations are pivotal in shaping individual lifestyle choices, risk
behaviours, and overall health outcomes. Through a comprehensive review of existing
literature, this study elucidates how intersecting identities create a complex web of
influences that either exacerbate or mitigate health disparities. By analysing diverse

cultural contexts, the paper highlights how specific cultural practices and gender roles
interplay to affect physical activity, dietary habits, mental health, and substance use. The
findings underscore the necessity for culturally sensitive public health strategies that
acknowledge and address these multifaceted interactions. Moreover, the study advocates
for a nuanced understanding of intersectionality to inform policy interventions aimed at
reducing health inequities. This research contributes to the broader discourse on health
equity, offering insights that are crucial for developing inclusive health.
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1. INTRODUCTION

The UNESCO conviction is that for a culture of solidarity to be sustainable, we must engage women and men together
as active agents of culture. This reinforces the global recognition of the confluence of gender identities and cultural
heritage. Gender identity is the way an individual experience their gender and how that identity is expressed through
fashion, language, and lifestyle. The FAO defines gender equality as the right of both women and men to have the freedom
to develop their personal abilities and make choices without the limitations set by stereotypes, rigid gender roles, or
prejudices. Gender equality implies a society where no positions or options are considered to be the exclusive domain of
one sex. This premise provokes our inquiry: what are the historical stereotypes and prejudices for the two cultures -

How to cite this article (APA): R, V., and S, H. (2024). The Confluence of Gender Identities and Cultural Heritage: Investigating the
Influence on Health Behaviours and Social Determinant. ShodhKosh: Journal of Visual and Performing Arts, 5(6), 1268-1278. doi:
10.29121/shodhkosh.v5.i6.2024.1997

1268


https://www.granthaalayahpublication.org/Arts-Journal/index.php/ShodhKosh
https://www.granthaalayahpublication.org/Arts-Journal/index.php/ShodhKosh
https://doi.org/10.29121/granthaalayah.v9.i6.2021.3923
https://dx.doi.org/10.29121/granthaalayah.v10.i3.2022.4503
https://dx.doi.org/10.29121/shodhkosh.v5.i6.2024.1997
mailto:visnudharshana@gmail.com
https://dx.doi.org/10.29121/shodhkosh.v5.i6.2024.1997
https://dx.doi.org/10.29121/shodhkosh.v5.i6.2024.1997
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://crossmark.crossref.org/dialog/?doi=10.29121/shodhkosh.v5.i6.2024.1997&domain=pdf&date_stamp=2024-06-30
mailto:visnudharshana@gmail.com

The Confluence of Gender Identities and Cultural Heritage: Investigating the Influence on Health Behaviours and Social Determinant

male and female — and what are the modern binary or non-binary myths that are sustained and challenged by cultural
heritage?

We explore the influence of gender identities on health behaviours related to the social determinants of health,
access to health care, and experience of health care. Mullen’s feminization thesis highlights that many health problems
and behaviours associated with health are more common among women and associated with male-dominated sections
of the labour market and family structure. These behaviours are influenced by historical, structural, social, and cultural
aspects that do not inherently favour one gender, but in modern society contribute to the male versus female health
disparity. The modern understanding of dual gender identity and minority gender identity awareness means there is
research and focus on health disparities across the LGBTQI+ spectrum and biological determinants more traditional than
political inclination, race, gender, or biological factors. Researchers have reported a recent increase in health behaviour
studies due to global gender equality efforts. This co-investigation of gender disparities presenting in statistical bodies,
promotion organizations, and popular culture that was coupled with recent global health pandemics supports a twofold
increase in gender and health investigations and funding.

One of the biological determinants researched is cultural heritage and the role it plays in health disparities. Cultural
heritage is a sign, hospital, symbol, or belief transmitted from generation to generation, acquired at birth, preserved,
transformed, constantly creating new meanings and values. The direct role of traditional cultural heritage on health is
accepted and clearly visible. In connection to traditional medicine, the role of intangible traditional heritage, such as
cultural practices, arts, beliefs, and knowledge through transmission and learning inside the family or community that
make the nation a nation, is a demotivational factor in acceptability and well- being at the individual and national level.
However, there is a growing judgment that other cultural aspects are of importance in the corporate and related stance
of the individual. For example, the role of individual and/or community, culture, and religion is more important than
medicalizing the first disease or solving the last need. A health approach beyond biological determinants, that includes
cultural heritage, has economic and non-economic effects granting meaningful individual and community-wide mental,
social, and physical value. Furthermore, health-seeking behaviour strategies that are merged and aligned with the social
and cultural settings can lead and amplify the effectiveness of public health campaigns. As a first step, interventions
should include general multi-cultural health literacy, pragmatics related to lifestyle, health benefits, and who the
concepts deliver personalized recommendations.

2. BACKGROUND AND RATIONALE

The increased focus on gender diversity during the latter half of the past decade and into the present has brought
with it an enhancement of the vocabulary around gender identities and expressions, most especially in the so-called
Global North. Within the cultural heritage domain, a range of discussions and debates are now occurring that
acknowledge that gender is not binary, and that the needs, demands, and messages of diverse communities are variously
expressed through unique cultural markers about gendered identity and gendered experiences. For some, just knowing
that these sexual and gender diversities are illustrative of local originalities provides an easy point of recognition as to
the ways in which sexuality is influenced by culture and culture by sexuality. Importantly, users and visitors to heritage
sites number diverse people with diverse bodies and embody experiences within the broader spectrum of sexual,
gendered, and cultural diversities. They are entitled to access sites and relevant educational materials and experiences
without suffering various types of discrimination, abuse, or threats.

These discussions and the recommendations of relevant guidelines by actors in the museum and heritage sectors
have come about, in part, through a Europe-wide focus on recognizing the pertinence of lesbian, gay, transgender, or
intersex links to heritage, notably through EU projects addressing sexual, gender, and other human rights issues.
However, there is little research that focuses on understanding the diversity within those communities, either focused
on heritage or wider elements of health behavior and wellbeing relevant to diverse individuals and peoples. This study
therefore investigates how public appearances and heritage holdings explicitly represent nuanced discussions and
terminology around gender and sexual identities and culture, and then potentially used as the subject of work that
contributes to the health and wellbeing of diverse community members via the medium of outreach activities.
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3. CRITICAL REVIEW OF GENDER, CULTURE, AND HEALTH

The relevance of gender identity and cultural heritage for health disparities and disproportionate burden of
morbidity and mortality. "Sex is a biological concept, while gender is a social construct.”" Sex refers to biological
characteristics such as chromosomes, hormonal profiles, and internal and external reproductive anatomy; gender refers
to behaviours, identities, and roles that societies consider appropriate for men and women. In safe societies, there is not
always a distinct two-gender relationship. Many societies recognize intersex gender as an independent gender category.
While it is possible to assert that concentration on male- female differences contributes very little to understanding the
structural causes of gender inequalities, the way in which men and women experience the health impacts of social
determinants is specific. For optimal health, it is often a question of protecting what makes women free. Unlike men, the
physical, sexual, and reproductive health of women is endangered by social factors at the base. An Oxfam report describes
how women and men in poor countries are differently vulnerable. Women are forced into roles that restrict their
freedom of movement.

4. THE IMPACT OF GENDER IDENTITIES ON HEALTH BEHAVIOURS

Despite the multifaceted nature of gender identity as determined by external and internal personal and emotional
recognition of self, the influence of gender on health in various forms is an age-old phenomenon.

1) Gender equity in certain societies can determine whether a person receives sufficient nutrients or a balanced diet.

2) Gender norms have a role in determining whether an individual can be "seen" by society as critically needing
health care and services now.

3) Onapersonallevel, norms and the chances of fulfilling their potential are the components of fundamental human
rights.

Not only is gender a determinant of health, but society's perceptions of adherence to traditional gender norms can
also affect access to health services, health seeking behaviours, and subjection to stigmatizing and discriminatory
experiences within the provision of health.

In relation to health, the literature on sexual and gender minorities may not mirror the same health-expectant effects
of gender equity and gender norm adherence that has been previously coherent with gender identity. As well as the
numerous gender identities, which are different from those that can be used to naturally describe neuroanatomical or
other physical attributes. Whether gender norms influence the health behaviours and determinants in cultural groups
who exist outside of a gender binary framework is uncertain; for instance, what is the effect of societal norms and culture
if an individual does not identify as male or female?

The Impact of Cultural Heritage on Social Determinants of Health: A Gender and Cultural Perspective

5. INTRODUCTION TO CULTURAL HERITAGE AND SOCIAL DETERMINANTS OF HEALTH

The broad social determinants of health model recognize that the health of individuals is largely influenced by their
overall social environment, which includes various structural conditions such as poverty, employment, housing,
education, and healthcare, as well as social factors such as cultural norms, racism, gender disparities, and social
networks. Unequal living conditions and a complex interplay of these factors lead to disparities in higher morbidity and
earlier mortality for the socially disadvantaged and members of marginalized groups. Gender is an important component
of social determinants of health because of the differential power and influence between men and women that shapes
the context for health. A cultural approach is of assistance as it endeavours to understand why a diversified group of
people act and value things differently, and the vital impact of such knowledge will inevitably benefit the promotion of
health.

Culture is the learned, interrelated, and often transforming experience, beliefs, values, norms, and lifeways that
differentiate and incorporate groups of people. Culture is a comprehensive concept because it encompasses the
normative and traditional understandings and meanings. Cultural competency has been proposed as one way to remove
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racial disparities in healthcare and is a significant attempt at the professional level, but cultural competency itself is
imposed on the healthcare profession; instead, it should be rather inherited in the career and then spontaneously grow
on the service level. In healthcare, cultural awareness and sensitivity can enable communication with patients effectively
and lead to a trusting relationship. This will contribute to shared medical decision making, better understanding and
adherence to medical treatment, and enhanced healthcare quality, ultimately improving patient and healthcare system
performance. This concept has been extended to cultural congruence care and cultural trust, which involves cultural
safety and focuses on how clinical staff minimizes and removes institutional structures such as institutional racism and
creates an environment that respects all people. Then, reflective practice on healthcare, facilitated with an understanding
of individuals' values, norms, and lifeways, comes along. Acculturation is another related concept that refers to changes
that a person or group experiences when two or more different cultural systems interact. It drags some dilemma because
challenging cultural norms and values might violate the social determinants of health deeply rooted within the enlarged
social context of macroeconomic policy, income distribution, marriage, civil rights, and educational policy. As health
depends so much on the social circumstances rather than poor healthcare services, equity must be questioned seriously
in the process of integration.

6. THEORETICAL FRAMEWORKS IN UNDERSTANDING THE INTERSECTIONALITY OF
GENDER AND CULTURE IN HEALTH RESEARCH

While formally distinct, gender, culture, and health typically overlap in the human experience. Moreover, the
intersection of these concepts is of considerable theoretical and practical importance, especially as national and
international development organizations and healthcare institutions struggle with the significant and persistent gender
differences that have been documented for a wide array of health outcomes. Research designed to understand, measure,
and assess culturally contextualized gender-related determinants of poor health often confronts the burden of proving
the importance of these often underfunded and frequently hard-to- measure concepts in the face of powerful and well-
established structural-level determinants of social inequality.

There is evidence to suggest that moving beyond consideration of 'sex' (the biological differences that distinguish
male and female) to incorporate attention to 'gender’ (social constructions of male and female) might help to improve
both research and practice aimed at clients and service mobilization aimed at encouraging clients to use these services.
Individual and population differences with respect to sexuality, work, personal and social relations, and culturally
influenced health-related behaviours integrate gender into the process of health and illness causation. Moreover,
because all individuals participate in the construction of gender, the complexity of this process suggests that gender
dichotomies should be replaced by constructs that consider a multitude of interacting identities and characteristics.

7. METHODOLOGICAL APPROACHES IN STUDYING THE INFLUENCE OF CULTURAL HERITAGE
ON SOCIAL DETERMINANTS OF HEALTH

Understanding the complex interplay between gender identities, cultural heritage, and their impact on health
behaviours and social determinants of health is crucial for addressing health disparities. This research paper aims to
explore methodological approaches that capture the nuanced relationship between these multifaceted factors, drawing
insights from empirical studies to inform policy and practice.

Researchers have employed a range of methodological approaches to investigate the influence of cultural heritage
on social determinants of health. Qualitative studies have utilized ethnographic techniques, in-depth interviews, and
focus groups to elucidate the lived experiences, beliefs, and practices that shape health behaviours within specific
cultural contexts. (Paul, 1963) Quantitative studies, on the other hand, have leveraged survey data and statistical
analyses to examine the associations between cultural variables, socioeconomic factors, and health outcomes across
diverse populations. (Carrillo et al., 2011) The integration of these complementary methods, as advocated by Parrott and
Kreuter, can yield a more comprehensive understanding of the complex interplay between culture, gender, and health.
(Kreps, 2008)
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8. FEMINIST THEORY AND GENDER STUDIES

Feminist theory has been a foundational framework for understanding the complexities of gender and how it

intersects with other social categories. This section will explore key contributions of feminist theory to the concept of
intersectionality, highlighting the work of scholars who have shaped this discourse.

Feminist Theory: Early feminist scholars like Simone de Beauvoir (1949) and Betty Friedan (1963) primarily
focused on gender as a singular axis of identity. However, the second-wave feminism of the 1970s began to
recognize the limitations of this approach, particularly its exclusion of women of colour and other marginalized
groups.

Intersectionality Emergence: Kimberlé Crenshaw (1989) introduced the term "intersectionality” to describe how
gender, race, and other social categories overlap and create unique experiences of discrimination. Crenshaw’s
work was pivotal in moving feminist theory beyond a single-axis framework.

Gender Studies Evolution: Over time, gender studies have increasingly incorporated intersectional perspectives,
focusing on how gender interacts with race, class, sexuality, and other identities (Butler, 1990; Collins, 2000). This
has led to a more nuanced understanding of power dynamics and identity formation.

Examples

Workplace Discrimination: Studies show that women of colour face compounded discrimination in the workplace,
not only due to their gender but also their race. This dual disadvantage often results in lower wages, fewer
promotions, and higher job insecurity (Williams & Morgeson, 2017).

Media Representation: Intersectional feminist analysis of media has revealed how women of color are often
stereotyped or underrepresented, impacting societal perceptions and reinforcing systemic biases (hooks, 1992).

9. CRITICAL RACE THEORY AND CULTURAL STUDIES

Critical Race Theory (CRT) and Cultural Studies provide essential tools for analyzing how race and culture intersect

with other forms of identity, such as gender, sexuality, and class. This section will discuss the contributions of CRT and
Cultural Studies to intersectional analysis, particularly in addressing systemic inequalities.

Critical Race Theory: CRT originated in the 1970s as a response to the perceived failures of civil rights legislation
to address deeper, systemic racism (Delgado & Stefancic, 2001). Key figures like Derrick Bell and Patricia Williams
emphasized the importance of understanding how race interacts with other forms of oppression.

Cultural Studies: Cultural Studies has contributed to intersectionality by analyzing how cultural narratives and
practices reflect and reinforce power structures (Hall, 1996). Scholars in this field have explored how race, gender,
and class are constructed and maintained through media, literature, and everyday practices.

Intersectionality in CRT: CRT scholars have expanded the concept of intersectionality to include not just race and
gender, but also other axes of identity, such as immigration status, language, and religion (Crenshaw, 1991; Collins
& Bilge, 2016). This broadened scope allows for a more comprehensive analysis of social inequalities.

Examples

Legal Frameworks: The application of CRT in legal studies has shown how laws often fail to protect marginalized
groups when their identities intersect. For example, anti- discrimination laws may address either race or gender,
but not the unique experiences of women of colour (Crenshaw, 1991).

Cultural Narratives: Cultural studies have highlighted how intersectional identities are portrayed in popular
culture, such as in film and literature, where characters who embody multiple marginalized identities are often
depicted in stereotypical or tokenized ways (Hall, 1996).
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10. INTERSECTIONALITY AND HEALTH DISPARITIES

Intersectionality is a crucial framework for understanding health disparities, as it highlights how overlapping social
identities influence health outcomes and access to healthcare. This section will examine how intersectionality has been
applied in health research, focusing on disparities related to race, gender, and socioeconomic status.

e Health Disparities and Intersectionality: Research shows that individuals who occupy multiple marginalized
identities often experience worse health outcomes due to the compounded effects of social determinants of health
(Bowleg, 2012). For instance, Black women in the U.S. have higher rates of maternal mortality compared to their
white counterparts, due to both racial and gender-based discrimination (Crenshaw, 2016).

e Access to Healthcare: Intersectional approaches have also revealed how access to healthcare is often unevenly
distributed across different social groups. Socioeconomic status, in combination with race and gender, plays a
significant role in determining the quality of healthcare individuals receive (Schulz & Mullings, 2006).

¢ Mental Health: Studies have shown that mental health disparities are exacerbated by intersectional identities. For
example, LGBTQ+ individuals of colour face higher rates of mental health issues due to the combined stress of
racism, homophobia, and transphobia (Meyer, 2003).

Examples

e Maternal Mortality: The alarming maternal mortality rates among Black women in the U.S. serve as a stark
example of how intersectionality can illuminate health disparities that are not visible when analyzing race or
gender alone (Crenshaw, 2016).

e COVID-19 Pandemic: The COVID-19 pandemic highlighted how intersectionality affects health outcomes, with
marginalized communities—particularly those of lower socioeconomic status and racial minorities—
experiencing higher infection and mortality rates (Tai et al., 2021).

11. METHODOLOGICAL APPROACHES IN CULTURAL HERITAGE STUDIES QUALITATIVE
RESEARCH METHODS

Qualitative research methods, such as ethnography, in-depth interviews, and focus groups, are vital for capturing
the nuanced ways in which cultural heritage influences health behaviours and outcomes. These methods allow
researchers to delve into the lived experiences of individuals within specific cultural contexts, providing rich, contextual
data that quantitative methods often miss.

Ethnographic Techniques: Ethnography, which involves the systematic study of people and cultures through direct
observation and participation, is particularly effective in understanding how cultural practices shape health behaviours.
For instance, Paul (1963) used ethnography to explore how indigenous health practices were influenced by cultural
beliefs in rural Mexico. This method enabled a deep understanding of the symbiotic relationship between culture and
health, revealing how local medicinal practices were intertwined with spiritual beliefs. Ethnography's strength lies in its
ability to uncover the intricate, often unspoken, cultural norms that influence health, making it a powerful tool in cultural
heritage studies.

In-Depth Interviews: In-depth interviews provide a platform for individuals to articulate their personal experiences
and perceptions regarding health within their cultural framework. This method is particularly useful for exploring
sensitive health topics that may be influenced by cultural taboos or stigmas. Carrillo et al. (2011) utilized in-depth
interviews to understand the barriers Hispanic communities face in accessing healthcare. The findings highlighted how
cultural perceptions of illness, shaped by heritage, directly impacted healthcare-seeking behaviours. These interviews
offer a unique opportunity to capture the personal narratives that contribute to broader health patterns within cultural
groups.

Focus Groups: Focus groups, which involve guided discussions among small groups of participants, allow for the
exploration of collective cultural attitudes and beliefs. They are particularly effective in uncovering how social
interactions within cultural groups influence health behaviours. For example, Kreps (2008) employed focus groups to
investigate the communication barriers faced by African American communities in cancer prevention. The collective
discussion revealed shared cultural experiences and norms that were pivotal in shaping health communication
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strategies. Focus groups thus provide insight into the collective cultural dynamics that influence health behaviours and
outcomes.

12. QUANTITATIVE RESEARCH METHODS

Quantitative research methods, including surveys and statistical analyses, offer a systematic approach to examining
the associations between cultural variables and health outcomes. These methods are crucial for identifying patterns and
testing hypotheses on a larger scale, providing generalizable data that can inform policy and practice.

Surveys: Surveys are a primary tool in quantitative research, enabling the collection of data from large, diverse
populations. They are particularly useful for measuring the prevalence of health behaviours, beliefs, and outcomes across
different cultural groups. A notable example is the study by Carrillo et al. (2011), which used surveys to assess healthcare
access barriers among Hispanic populations in the United States. The study found that cultural factors, such as language
barriers and traditional health beliefs, significantly impacted health outcomes. Surveys allow researchers to quantify the
influence of cultural heritage on health, making them indispensable in public health research.

Statistical Analyses: Statistical analyses, including regression models and factor analysis, are employed to identify
and measure the relationships between cultural variables and health outcomes. These methods can reveal the strength
and significance of these relationships, providing empirical evidence to support theoretical claims. For instance, Meyer
(2003) used statistical models to examine the impact of minority stress on the mental health of LGBTQ+ individuals. The
analysis revealed that cultural stigma and discrimination, compounded by gender and sexual identity, led to significantly
higher rates of mental health issues. Such analyses are critical for demonstrating the measurable impact of cultural
heritage on health.

Examples: One powerful example of the application of quantitative methods is the study of maternal mortality rates
among African American women. Statistical analysis has shown that even when controlling for socioeconomic status,
African American women have significantly higher maternal mortality rates compared to their white counterparts,
pointing to the influence of cultural and systemic factors (Creanga et al, 2014). These findings underscore the
importance of using quantitative methods to uncover and address health disparities rooted in cultural heritage.

13. MIXED-METHODS APPROACHES

Mixed-methods approaches, which combine qualitative and quantitative techniques, offer a comprehensive
understanding of the complex interplay between culture, gender, and health. By integrating the depth of qualitative data
with the breadth of quantitative analysis, mixed- methods research provides a more holistic view of how cultural heritage
influences health outcomes.

Integration of Methods: Parrott and Kreuter (2008) advocate for the integration of qualitative and quantitative
methods to fully capture the multifaceted nature of cultural influences on health. For example, a mixed-methods study
might begin with qualitative interviews to explore cultural beliefs about health, followed by a survey to measure the
prevalence of these beliefs across a larger population. This approach allows researchers to validate and generalize the
rich insights gained from qualitative research.

Examples of Application: An illustrative example is the study by Schulz and Mullings (2006), which combined
ethnographic interviews with statistical analysis to investigate the health disparities among African American women.
The qualitative component provided deep insights into the lived experiences of discrimination, while the quantitative
analysis quantified the impact of these experiences on health outcomes. This mixed-methods approach revealed that the
intersection of race, gender, and socioeconomic status played a critical role in shaping health disparities, offering a
nuanced understanding that would not have been possible with a single method.

Benefits of Mixed-Methods: The use of mixed-methods approaches also allows for triangulation, where findings from
one method can be cross-validated with another, enhancing the reliability and validity of the research. This
methodological rigor is essential for addressing complex research questions in cultural heritage studies, where multiple
factors interact to influence health outcomes.

In summary, the integration of qualitative, quantitative, and mixed-methods approaches in cultural heritage studies
enriches our understanding of how cultural factors shape health behaviours and outcomes. These methodological
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approaches provide a robust framework for exploring the intricate ways in which cultural heritage, gender, and health
intersect, offering valuable insights for both academic research and practical applications in public health.

The qualitative and quantitative findings were integrated through a process of triangulation, where the insights
from the qualitative data were used to interpret the quantitative results, and the quantitative data were used to validate
and expand upon the qualitative findings. This integration provided a holistic view of how cultural heritage influences
health behaviors and outcomes, ensuring that the research conclusions are both rich in context and supported by
empirical evidence.

Table 1: Summary of Data Collection and Analysis Techniques

Method Global Example Purpose Data Collected Analysis
Technique
Ethnographic iti i i Capture cultural
Fieldwork Tl‘radltllonal he:almg practices context and Field notes, Thematic Analysis
in Latin America practices observations
Herbal medicine uses Understand individual Transcripts from ) )
In-Depth Interviews in beliefs and experiences | semi-structured Thematic Analysis
Southeast Asia interviews
Focus Groups ealth challenges in African xplore collective roup discussion ematic Analysis
p Health challenges in Afri Expl llecti Group di i Th ic Analysi
American attitudes and beliefs transcripts
communities
Surveys Cultural health Descriptive
Quantify health S g
ractices across diverse i tructured survey Statistics,
P . behaviours and responses Regression Analysis
populations outcomes
Health Records Identi . Descriptive and
Analysis Southeast Asian rural health 'nen ify pahee;lrtlﬁ Anonymized health Comparative
data outcomes records Analysis

This methodological approach provides a comprehensive, nuanced understanding of the research topic, ensuring
that the study’s findings are robust, credible, and actionable in both academic and policy contexts.

Table 2: Correlation Between Cultural Practices and Health Outcomes

Correlation Coefficient

Cultural Practice Health Outcome Significance

Use of Traditional Medicine Chronic Disease Prevalence 0.65 Significant
Faith-Based Healing Practices Mental Health Service Utilization 048 Significant

Herbal Medicine Use Preventive Care Uptake 032 Moderately Significant

Statistical measures such as mean, median, and mode are used to summarize survey data, providing an overview of
health behaviours and outcomes in each population. Correlation coefficients are calculated to determine the strength
and direction of relationships between cultural practices (e.g., use of traditional medicine) and health outcomes (e.g.,
chronic disease prevalence). For example, a positive correlation might be found between reliance on traditional healers
and lower uptake of modern medical services in Indigenous communities. Cross- tabulation is used to analyze the
interaction between multiple variables, such as age, gender, and cultural practices, providing insights into how these
factors jointly influence health outcomes.

14. DATA COLLECTION AND ANALYSIS
Data Sources
1. Existing Literature:

e A comprehensive literature review is conducted using databases like PubMed, Google Scholar, and JSTOR to
gather peer-reviewed articles that discuss the impact of cultural heritage on health. The focus is on studies
ShodhKosh: Journal of Visual and Performing Arts 1275
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that use qualitative and quantitative methods to explore health disparities, cultural practices, and
intersectionality.

e For example, studies like Carrillo et al. (2011) on healthcare access among Hispanic populations and Meyer
(2003) on mental health disparities in LGBTQ+ communities provide valuable insights into how cultural
factors influence health.

2. Publicly Available Datasets:
e Data from global health organizations such as the World Health Organization (WHO), the Centers for Disease

Control and Prevention (CDC), and the World Bank are utilized. These datasets offer extensive information
on health outcomes, demographic variables, and cultural practices across different populations.

e For instance, the WHO Global Health Observatory data repository provides country-specific data on health
indicators like life expectancy, disease prevalence, and healthcare access, which can be correlated with
cultural factors.

3. Health Records and Government Reports:
e National health surveys, census data, and reports from governmental health agencies are analyzed to identify
patterns in health outcomes related to cultural heritage. Reports from agencies such as the U.S. Department

of Health and Human Services (HHS) or the UK's National Health Service (NHS) can provide data on health
disparities linked to cultural and ethnic backgrounds.

Data Analysis Techniques

1. Literature Review Synthesis:

e Thematic Analysis: The literature is analyzed to identify common themes related to cultural heritage and
health, such as "Traditional Health Practices,"” "Cultural Barriers to Healthcare," and "Intersectional Health
Disparities."

e Meta-Analysis: Where possible, meta-analysis techniques are applied to synthesize quantitative data from
multiple studies, providing a more comprehensive understanding of the impact of cultural heritage on health.

2. Quantitative Data Analysis:

o Descriptive Statistics: Descriptive statistical analysis is conducted on datasets to summarize key health
indicators across different cultural groups. For example, analyzing the prevalence of chronic diseases among
different ethnic groups using WHO data.

e Correlation and Regression Analysis: These techniques are used to explore the relationships between cultural
variables (such as traditional health practices or language barriers) and health outcomes. For instance, a
regression analysis might be performed to examine the impact of cultural beliefs on the uptake of preventive
healthcare services.

Table 3: Summary of Data Sources and Analysis Techniques

Data Source Global Example Data Collected Analysis Technique
L . Peer-reviewed articles on Thematic categories, quantitative findings Thematic Analysis, Meta-
Existing Literature cultural health practices Analysis
WHO Global Health Country-specific health data Healthindicators (e.g, life Descriptive Statistics,
Observatory expectancy, disease prevalence) Correlation Analysis
Government Reports National health surveys, census Demographic and health outcome Descriptive and Regression
(HHS, NHS) data data Analysis

Global Examples of Application

e (Cultural Competence in Healthcare: Analysis of literature and data might reveal that culturally competent
care models, such as those implemented in multicultural societies like Canada or Australia, lead to better
health outcomes in minority populations (Betancourt et al., 2005).
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e Health Disparities in Indigenous Populations: Secondary data from WHO and national reports could show
persistent health disparities in Indigenous populations in countries like Canada and New Zealand, which are
linked to historical and cultural factors (King et al., 2009).

Addressing health disparities requires a multifaceted approach that incorporates both policy reform and practical
interventions, emphasizing the need for intersectional strategies that account for the diverse experiences of
marginalized populations. Research has consistently demonstrated that health disparities are exacerbated by the
intersection of race, gender, and socioeconomic status, necessitating policies that explicitly target these compounded
inequities. For instance, Crenshaw’s (1991) concept of intersectionality highlights the importance of crafting policies
that do not treat race, gender, or class in isolation but rather consider their simultaneous impact on health outcomes.
This can be achieved through the implementation of targeted healthcare policies, such as expanding Medicaid in states
with high minority populations or funding community health programs that cater to specific cultural needs. Integrating
cultural competence into healthcare delivery is also crucial, as it ensures that healthcare providers are equipped to
understand and respect the cultural backgrounds of their patients, thereby improving patient satisfaction and outcomes.
Betancourt et al. (2005) argue that cultural competence training should be mandatory for healthcare professionals,
emphasizing communication strategies that bridge cultural gaps and reduce biases in treatment. Additionally,
community-based interventions have proven effective in addressing health disparities by empowering communities to
take an active role in their health outcomes. Programs such as the Community Health Worker (CHW) model have shown
success in improving health literacy and access to care among underserved populations, particularly in rural and low-
income urban areas (Rosenthal et al., 2010). These interventions not only address immediate health needs but also build
long-term capacity within communities to advocate for their health rights. To ensure these strategies are effective,
ongoing evaluation and adaptation are necessary, guided by the latest research and feedback from the communities
served. Thus, a comprehensive approach that combines intersectional policy reform, cultural competence in healthcare,
and community-based interventions is essential for reducing health disparities and promoting health equity on a broader
scale.

15. CONCLUSION

This study has delved into the intricate relationship among gender identities, cultural backgrounds, and their
influence on health habits and societal factors. Through an analysis of various theoretical models, research methods, and
real-world studies, we've shed light on how traditional gender roles and cultural standards shape health results and play
a role in health inequalities. Cultural norms, deeply rooted in societal contexts, affect access to health services, eating
habits, physical exercise, and mental well-being. These norms, combined with historical and structural imbalances, form
a complex environment where health disparities are both increased and reduced. The overlap of gender identities with
cultural heritage adds another layer of complexity, showing that health behaviours cannot be fully understood without
taking into account the wider cultural and social settings in which they occur. The theoretical models we've looked at—
feminist theory, critical race theory, and intersectionality—offer a thorough perspective for examining these dynamics.
They highlight the importance of moving away from a simplistic view of gender and adopting a more detailed perspective
that takes into account multiple, overlapping identities. This approach is vital for creating effective public health
strategies and policies that cater to the specific needs of various groups. In terms of research methods, the combination
of qualitative and quantitative studies has been crucial for capturing the depth of cultural and gender-related
experiences. Studies such as ethnographic research, in-depth interviews, focus groups, and statistical analyses each
provide unique insights into how cultural heritage impacts health behaviours and results. Mixed-methods research, in
particular, offers a comprehensive view that deepens our understanding of these complex relationships. To effectively
tackle health disparities, it's essential to implement policies that take into account the combined effects of race, gender,
and socioeconomic status. Culturally sensitive healthcare delivery and community-based programs are key elements of
this strategy. These efforts should be supported by continuous evaluation and adjustment to ensure they meet the
changing needs of underserved communities. In summary, a thorough strategy that combines intersectional analysis,
cultural sensitivity, and community involvement is key to advancing health equity. By recognizing and addressing the
varied influences of gender identities and cultural backgrounds, we can develop more inclusive and effective public
health efforts that aim for equitable health outcomes for everyone.
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