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I. Introduction   

Since Korea started to accept people who have various cultural backgrounds, the number of those people has approached around 116 million. The increasing number is addressing various kinds of issues, and among is a health issue as an urgent matter to be solved. Recently, with the announcement by the NHIC (National Health Insurance Corporation) saying that foreigners can also have the opportunity to get a benefit of health insurance, several community offices made diverse efforts to provide them with health service including free health examination. In addition, a lot of organizations supporting the foreign workers in Korea are preparing for a variety programs that can help them including free health service. What’s more important, however, is in the effectiveness of their policies. 

Health is of importance for all human beings. All of them have the right to maintain their body healthy, furthermore their wellbeing. Also, a country has a responsibility to provide health service helping them to engage in preserving their health. However, there are a lot of people who cannot be exposed to that health service given by the government and community offices, which addresses the issue of health illiteracy. Health literacy is very important in that it is deeply related to actual health outcomes. It means that health illiteracy can generate health disparities. Therefore, in order to help foreigners to get full health service and finally cope with health disparities, the matter of health illiteracy has to be solved.

    With this purpose, lots of studies attempted to find factors generating health illiterate people and actually found a diversity of indicators which can influence health literacy. Language proficiency is the most important factor. Education, age, race, localities, etc are also considered as significant which can explain health literacy. In addition to these factors, culture is also regarded as a important factor. 

    Culture is interconnected with health issue in a variety of ways. Therefore, with regard to health care service, a lot of previous researches have been focused on how can make health care providers culturally competent so that they give complete health service to people from various cultural background, emphasizing on the side of communicators. The concept of intercultural communication competence is very important in health care system for especially foreigners in a community or country. More important, however, is to understand and develop their ability of adaptation to other culture. Cultural fluency implies a cultural familiarity, a part of cultural adaptation. Cultural competency indicates the degree of communicator’s understanding other cultures, while cultural fluency manifests not only the communicator’s understanding, but also the degree of message receivers’ adaptation to other cultures. 

   So far, there have been a variety of studies related to intercultural communication competency in the field of health care service, examining how can make health service providers improve in terms of intercultural communication competency, yet it has been rare to study cultural fluency focusing on people who can be given with health service. In this vein, the present study aims at exploring how cultural fluency can influence health literacy especially in the case of Korea. Also, in more detail, objective of this study is to examine what constituents of cultural fluency can be associated with the level of health literacy to give insight in preparing health prevention campaign and provide a cornerstone that health service providers can understand more about foreigners especially in the case of Korea.   

I. Literature Review

1. Intercultural Communication 

(1) Culture
     In order to respond to cultural diversity, it is necessary to understand what culture is and how it functions. There exist many definitions about culture. Dodd (1995) argued that culture can be defined in numerous ways in the aspects of community, social class differences, minorities, social groups, nationalities, geo-political units, societies. Mainly, two sets of definitions, however, appear to prevail. The one defines culture as composed of values, beliefs, and norms, while the other views culture as referring to a whole way of life of people, including interpersonal relations, their behaviors, and their attitudes (Randlesome & Myers, 1995). 
Getting together both of them, Beamer and Varner (2001) defined culture as “the coherent, learned, shared view of a group of people about life’s concerns that ranks what is important furnishes attitudes about what things are appropriate, and dictates behavior.” Similarly, Edward Hall, a key researcher into cultures, expressed culture as deep, common, unstated experiences that member of given culture share. 
     Some view culture as a process. Barrera and Corso (2003) mentioned culture to be a pervasive and dynamic process that influences how we perceive and interact with others, including the beliefs, languages(s), and behaviors within a community. Polk (1994) pointed that all cultures dominate the transmission of values and social roles from one generation to another. Dodd (1995) also examined features of culture to emphasize that culture contributes to the perception of difference and influence intercultural communication. 

    Then, how does culture function? Dodd (1995) suggested three functions of culture
    First, culture sets an agenda of rules, rituals, and procedures. This function of cultures includes attitudes toward time, how to dress, when and what to eat, when to come and go, and how to work. 

    Second, culture reinforces values of good and evil as well as conveys beliefs, leading to develop approaches to thoughts and beliefs about the world. 

    Third, culture teaches how to relate to others, or how to communicate. 

    Cultures can be manifested variously along with several dimensions such as individualism versus collectivism, mono-chronic time versus poly-chronic time, egalitarianism versus hierarchy, action versus being orientation, change versus tradition, communication styles, and power imbalances (Ziegahn, 2001). Hofstede (1980) identified four cultural dimensions power distance, individualism versus collectivism, masculinity versus femininity, and uncertainty avoidance, especially for the purpose of helping to differentiate business cultures. It can be assumed that members of a group can form and share a culture according to these dimensions, and in turn the shared culture dominates values, beliefs, and their whole life. 

    In addition, culture is composed of a variety of elements in which culture works in diverse ways. The model presented in figure 1 represents these cultural elements. In this model, even though the elements mutually interact, the inner core lies at the most significant level, while the second and third set of elements are tied to the core, remaining an area for some degree of flexibility. 
    Figure 1. Cultural Elements 




      Source: Adapted from the model in Dodd (1995) “Dynamics of Intercultural Communication”
(2) Culture and Communication 
   Culture and communication are complicatedly connected. As much as culture forms and dominates values, beliefs, culture can influence communication activities. Hall (1959) equated culture and communication. In a similar way, Goodenough expressed that communicative behavior is governed by culture (Baxter, 1983).  

   Hall (1976) distinguished among cultures on the basis of the role of context in communication. High-context cultures rely on the context to convey a large part or even all of message’s meaning, whereas low-context cultures rely on messages themselves rather than context. In high-context cultures, one can exchange information primarily based on implicit, indirect communication centering on shared experience built up over time. In these cultures, messages are elliptical, indirect, and allusive. He identified Japan as a high-context culture, where messages are multilevel and implicit. On the other hand, in low-context cultures, one can exchange information primarily on the basis of explicit, direct communication centering on precise, straightforward words. In this culture, messages are explicit, direct, and completely encoded in words. He identified German Swiss as a very-low-context culture, in which messages are spelled out fully, clearly, and precisely. 
   Explaining the relationship between culture and communication, Dodd (1995) suggested two 

explanations. First is that culture encourages communication style expected within each culture. In other words, communication style can be highly formulated after the appropriatedness of cultural communication expectations for each person. Second is that culture has the power to shape perception. It means that ways of thinking, dominant symbols or images, and communication norms are linked with culture. 

 (3) Intercultural Communication

     When cultural variables play a primary role in the communication process, what comes to be more important is intercultural communication. Usually communication outcomes can be influenced by culture, personality, and the perception of an interpersonal relationship. Especially in interpersonal communication, perceived cultural differences between communicators can create barriers because of “blind spots” which restrict people’s behavior and thought with biases, misunderstanding, personal arrogance, and negative stereotypes and labels (Dodd, 1995). Here, intercultural communication can serve a vital role that forestalls miscommunication and misunderstanding. 
     Intercultural communication is defined as communication “between people from different national cultures (Gudykunst, 2002). One major area of intercultural communication research is cross-cultural communication which emphasizes stumbling blocks raised in communication between people from different culture. LeBaron (2003) argued that cross-cultural communication is demonstrated by examples of values, attitudes, and behaviors involving four variables such as ‘time and space’, ‘fate and personal responsibility’, ‘face and face-saving’, ‘nonverbal communication. 
     Shah (2004) identified six stumbling blocks in cross-cultural communication. 

     The first is assumption of similarities which might ease the discomfort, but it can seriously mislead. 

     The second is language differences. Even though language proficiency is very important in understanding other culture, but is not enough unless it is supported by cultural knowledge. 
     The third is nonverbal misinterpretation. Because they cannot be learned through mere language acquisition, nonverbal messages are extremely influenced by culture. 

     The forth is preconceptions and stereotypes. Intercultural communication can take place under some extent of preconceptions and stereotypes. 

     The fifth is tendency to evaluate. Evaluation, however, tends to be made on the basis of one’s own cultural background. 

     The sixth is high anxiety. In intercultural communication setting, participants might experience serious stress and anxiety in that they have to be able to deal with “unknown”. 
     In contemporary society, increased intercultural contact and interdependence forced people in the world to rethink intercultural communication in order to acquire effective intercultural communication competence which is an area of study that is becoming more relevant in the multicultural communities that we live in (Arasaratnam, 2005). 
     Beamer (1992) proposed a model for developing intercultural communication competence. Designed for both learning and training, her model is based on five levels of activity including “(a) acknowledging diversity, (b) organizing information according to stereotypes, (c) posing questions to challenge the stereotypes, (d) analyzing communication episodes, and (e) generating ‘other culture’ messages.” The concept of intercultural communication competence Beamer identified focuses on how can acquire the ability to effectively interact between people from different cultural background.  
2. Cultural Fluency
    In the 21st century, developing and refining cultural fluency is the goal of international business communication. That is, as business is increasingly transacted in the global market, the possession of cultural fluency comes to be important. In business context, cultural fluency contributes to facilitate the import and export of goods and services in an interdependent but diverse world and furthermore, smooth the implementation of technology around the world by making people from different culture share technical know-how (Scott, 1999) .  
Started from the efforts to understand other culture to cope with cultural diversity in business setting, cultural fluency has been defined as the facility to decode and encode meanings so as to be in accord with meanings originating from the communicator’s repository or database (Beamer, 1992).   The focus of this definition is on the decoding of meanings or messages by the receiver, with the assumption that signals sent by sender are structured into categories existing in the receiver’s mind because each human being possesses internal images of the physical and social world. Also, the assumption is based on the premise that since culture itself conditions the categories, the signal is structured as dictated by culture (Randlesome & Myers, 1995).  
Additionally, Inoue (2007) defined cultural fluency as the appropriate application of respect, empathy, flexibility, patience, interest, curiosity, openness, the willingness to suspend judgment, tolerance for ambiguity, and sense of humor when people from two different culture interact. 

When it comes to cultural fluency, Scott (1999) distinguished two aspects; general cultural fluency and specific cultural fluency. General cultural fluency refers to sensitizing people to the factors that influence communicative behaviors of members from various cultural groups and facilitating message-meaning matches between the receiver and the sender. In other words, if one is high in general cultural fluency, he/she can be generally sensitive to the factors so as to easily approach to message-meaning matches with the sender. On the other hand, specific cultural fluency has meaning that it can allow people to apply the principles of general cultural fluency to the communication system of one specific cultural group. Namely, specific cultural fluency is a kind of ability for people to apply the principles to specific intercultural communication setting. 

In their research examining the British companies in UK, Randlesome and Myers (1995) suggested that not being fluent in another country’s culture could lead easily to business failure, which are likely to be based on stereotypical views, reporting that gaining business culture information could be useful and mean the difference between success and failure. With the argument that culture is a system of beliefs and values shared by a particular group of people, Inoue (2007) presented required skills which constitute cultural fluency; (a)tolerance of ambiguity, (b) behavior flexibility, (c) knowledge discovery, (d) communicative awareness, (e) respect for otherness. 

When people from different cultural background interact, language proficiency is very important. As much as important, however, is cultural fluency based on the ability to identify, understand and apply variables that influence the communicative behaviors of members of other groups so that the receivers’ and senders’ message meanings regularly match. Even though language fluency and cultural fluency are interconnected, they are not identical. Scott (1999) argued that even though language fluency is more difficult and time-consuming than cultural fluency, possession of language fluency alone does not guarantee cultural fluency. Similarly Beamer and Varner (2001) pointed that even though one is automatically exposed to the culture by learning foreign language since cultural learning must accompany language learning, this is not necessarily true. 

Cultural fluency is closely connected with intercultural communication competence which Beamer identified in terms of understanding and learning other culture. The difference between them, however, is on that intercultural communication competence focuses on the ability of senders who attempt to understand the receiver’s different culture, while cultural fluency has an emphasis on the ability of receivers who understand the sender’s culture so as to match meanings from them. 
3. Health Literacy

(1) What is Health Literacy? 

    Over the last decade, health literacy has become an attractive area of research and the field has expanded in the scope and depth (Baker, 2006). The debate on health literacy, however, was originated from two different sources: (a) the community development approaches around Freirean model of adult learning (Freire, 1985) and (b) an approach out of a concern over the poor health literacy levels of large number of patients in the American health care system (Parker et al., 1995; Parker, 2000). The latter approach indicates that ‘adequate functional literacy skills to health related materials such as prescriptions, appointment cards, medicine labels, and directions for home health care’(Parker et al., 1995).  

    Although the term of health literacy has been used to indicate many things (Hohn, 1997), The Center for Health Care Strategies Inc. (Center for Health Care Strategies Inc., 2000) defined health literacy as the ability to read, understand, and act on health care information. This definition is based on the definition of literacy by National Adult literacy Survey as ‘using printed and written information to function in society’(Kirsch et al., 1993), which allowed researchers to evaluate performance in terms of three literacy types: prose, document, and quantitative literacy. 
    These functional definitions of health literacy imply that poor functional health literacy poses a major barrier to educating patients with chronic diseases (Williams et al., 1998). More expanded, however, linking health literacy to the promotion of health and preventive behaviors, the US Healthy People 2010 defines health literacy as “the capacity to obtain, interpret and understand basic health information and services and the competence to use such information and services to enhance health. Furthermore, the WHO health promotion proposed the broadest definition of health literacy as following (Nutbeam, 2000): 

     Health literacy represents the cognitive and social skills which determine the motivation and ability of individuals to gain access to, understand and use information in ways which promote and maintain good health. 
     Then, why is this health literacy important? What meanings does the health literacy have? Health literacy is interconnected with health outcomes. Over the last 10 years, a model of health literacy generally focusing on an individual’s ability to interact with health care provides-functional approach- advanced in analyzing the relationship between health literacy and health outcomes (Gazmarian et al., 1999; Schillinger et al., 2002). 
The emphasis on the relationship between health literacy and its outcome refers that health literacy help people navigate a health system so as to better manage their own health. As such, , differences in the ability to read and understand materials related to personal health given by health system seem to finally contribute to health disparities. People who have low level of health literacy are more likely to report poor health, not to completely understand about their health problems and treatment, which ends up a greater risk of hospitalization (Backer et al., 1997).
    Similarly, Zarcadoolas et al. (2005) emphasized that a health literate person can use health concepts and information to apply them to a new situation. Also, they argued that a health literate person is able to participate in the ongoing public and private dialogues about health, medicine, scientific knowledge and cultural beliefs. 
    In the functional perspective which postulates that health literacy is the ability to function in the health care environment, because it depends on characteristics of both the individual and the health care system, health literacy is a dynamic state of an individual during a health care encounter. Some, whereas, views health knowledge as part of health literacy. Baker (2006) suggested the domain of “health literacy” divided into (a) cultural and conceptual knowledge, (b) oral literacy, including speaking and listening skills, (c) print literacy, including writing and reading skill, and (d) numeracy. 

(2) Determinants of health literacy
    A lot of studies have found high association between health literacy and demographic indicators such as age, ethnicity, and education (Amresh et al., 2008). From their research, Miller et al (2007) also found the correlation of health literacy with its indicators.   

    Especially, education and literacy rank as key determinants of health along with income and income distribution, employment, working conditions, and the social environment. While education and literacy are important determinants of health, health literacy is increasingly important for social and economic development. The challenges we face are including developing reliable measures of the health literacy of groups, quantifying scientifically its impact on health outcomes, and proposing public health interventions that increase health literacy (Kickbusch, 2001). 
    Nutbeam (2000) also suggested the connection between educational status, literacy and health, arguing that people with low levels of educational achievement are more likely to have poor health as adults. Research indicates that even after targeted health communication interventions, low-education and low-income groups remain less knowledgeable and less likely to change behavior than higher education and income groups, which create a knowledge gap and leaves some people chronically uninformed (Healthpeople 2010).

    If a patient cannot read the instruction of medication, serious mistakes may occur, leading to poor compliance with mediation and care regimens that can be dangerous. That’s why as a part of language proficiency, reading level is also a significant indicator for health literacy and very important. In their study exploring predictors of asthma knowledge in the subject of 483 patients, Williams et al (1998) reported that reading skill was the strongest predictor of asthma knowledge, showing that only 11% of those reading below a third-grade reading level could use their metered dose inhaler correctly.
    In addition, financial, structural, and personal barriers can limit access to health care. Financial barriers include not having health insurance, not having enough health insurance to cover needed services, or not having the financial capacity to cover services outside a health plan or insurance program. Structural barriers include the lack of primary care providers, medical specialists, or other health care professionals to meet special needs or the lack of health care facilities. Personal barriers include cultural or spiritual differences, language barriers, not knowing what to do or when to seek care, or concerns about confidentiality or discrimination (Healthypeople 2010 a) 
(3) Health and culture 

   It is important to understand the health system of a culture in order to manage it effectively, but the nature of health delivery is equally important in order to disseminate health information.  Cultural differences related to health care delivery correspond to differential quality of life questions. Traditionally disadvantaged ethnic populations in the United States have higher than average infant mortality rates and overall fewer years life span on the average. While socioeconomic factors play some role in these differences, other cultural factors intervene. Brislin (1993) identified a number of reasons for poor physical and mental health related to culture as following. 

   1. with the lack of insurance or personal resources people wait too long before calling a health professional. 
   2. traditional remedies may be used either because modern medicine is too expensive or because it is seen as ineffective

   3. little trust in health subsystems or in health professionals.

   4. inadequate or inaccurate information provided for families.

   5. cultural values toward the age at which mothers pay more attention to their infant’s health needs.

   6. accurate indicators of physical or psychological distress are not viewed as significant indicators of illness to report. 

   7. nonverbal signs associated with certain psychological disorders are culture-bound. 

   Dodd(1996) added world view perspectives about the nature of the universe in a person’s belief system. 

   8. world view intervenes in preventing modern medicine. 

   Furthermore, health care providers must recognize the cultural beliefs, practices, and linguistic differences of all patients. The Common Wealth Fund’s 2001 survey of 6,777 adults found that minority populations are more likely to have chronic disease, lack health insurance, and have difficulties communicating with their health care providers as compared with whites (Collins,et al., 2002). Therefore, understanding cultural beliefs and literacy play an important role in health care is essential to addressing communication problems. 

   With regard to health care service in intercultural setting, Campinha-Bacote developed a model of cultural competence which is defined as the level of knowledge-based skills required to provide effective health care service to patients from multicultural groups. His model is based on the assumption that there is a direct relationship between the competence level of health care providers and their ability to provide culturally responsive health care services. On the other hands, cultural fluency is the ability to get along effectively in diverse cultural society in the aspect of patients. Therefore, in order to come up with more effective strategies for health promotion and health education, it is essential to understand cultural fluency degree of people from different cultural background. 
III. Research Questions
    The objective of this study is on exploring the effect of cultural fluency on health literacy emphasizing on cultural aspect among a variety of Indicators which can influence health literacy especially in the subject of foreigners in Korea. In order to do so, first of all, what kinds of indicators exist in explaining health literacy among foreigners in Korea should be elucidated.

A lot of reports have found high correlations between test-based health literacy measures and demographic indicators such as gender, age, ethnicity, and years of schooling. Miller, et al. found high construct validity by showing the correlation of their imputed health literacy measure with other indicators of health literacy. Amresh, et al. developed DAHL(the demographic assessment for health literacy) which is calculated from available data-sex, age, years of schooling and race/ethnicity for the purpose of assessing the influence of health literacy on health status. 

    In addition, early definition of health literacy is focused on the functional capability of individuals. The individual capacity is the set of resources that a person has to deal effectively with health information, health care personnel, and the health care system. David and Baker (2006) suggested two subdomains of capacity: reading fluency, and prior knowledge. Also, IOM expert panel divided the domain of “health literacy” into (a) cultural and conceptual knowledge, (b) orgal literacy, including speaking and listening skills, (c) print literacy, including speaking and reading skills, and (d) numeracy. 

    Based on this discussion, with the focus on the cultural aspect, the present study attempts to examine what kinds of indicators including demographic variables, language proficiency. Therefore, the first research question was drawn as following.      

RQ1. What kinds of indicators can influence and explain health literacy level of foreigners staying in Korea?    

   Cultural fluency is a concept highlighting on receiver’s adaptation of messages especially based on their structure of thought to the world. Even though the interest in the cultural fluency has been rare compared with intercultural communication competency and cultural competence, it is very important to understand cultural fluency of receivers in order to come up with the strategies for health promotion and health education. As such, the second research question was drawn as following.

    RQ2. Does cultural fluency influence the health literacy level of foreigners staying in Korea?
    RQ2-1. What kinds of constituents of cultural fluency have the strongest impact on the health literacy level of foreigners staying in Korea?

     As an intervening variable, cultural fluency can have an influence on the health literacy in different ways depending on demographic indicators, socioeconomic indicators, and language proficiency. With the consideration of this, the third research question was drawn as following.

     RQ3. How differently does cultural fluency influence the health literacy level depending on a variety of indicators?  
V. Methodology

1. Sampling 
    For this research, foreigners staying in Korea were randomly selected to be asked to fill out the questionnaires. Also, foreigners belonging to the Korea transfer workers welfare Association were asked to participate in this survey. Then, eligible individuals who agreed to participate completed a 15-minute in-person orally administered survey. Written informed consent was obtained from all participants prior to beginning the survey. The survey consisted of questions to determine demographics, socioeconomics, self-reported language proficiency, scale items measuring cultural fluency, and scale items measuring health literacy.
2. Procedure

(1) Measurement of variables
Demographic variables, socioeconomic variables, language proficiency, cultural fluency, and health literacy were obtained from the in-person survey. As one of dependent variables, language proficiency was measured through the self-reported form in the part of speaking, listening, reading, writing. 
There was no scale for measuring cultural fluency. That’s why the present study developed the scale of cultural fluency consisting of 14 items including five constituents which Inoue (2007) suggested. Tolerance of ambiguity which is the ability to accept lack of clarity and to be able to deal with ambiguous situations constructively was measured with 4 items. Behavior flexibility which is the ability to adapt own behavior to different situation was measured with 2 items. Knowledge discovery which is the ability to acquire new knowledge in real-time communication was measured with 2items. Communication awareness which was the ability to use communicative conventions of people from other cultural backgrounds and to modify own forms of expression correspondingly was measured with 2 items. Finally, respect for otherness which is including curiosity and openness, as well as a readiness to suspend disbelief about other cultures and belief about own cultures was measure with 4 items. Total Cronbach Alpha was .771, so all items were used for measuring cultural fluency. 
  In addition, to date, health literacy was usually measured by the Test of Functional Health Literacy in Adults (TOFHLA) and the Rapid Estimate of Adult Literacy in Medicine (REALM). However, these methods of measures focused on individual capacity including reading fluency while reading medicine prescription, memorizing appointment schedule. The present study developed a scale for health literacy measures consisting of 18 items based on oral health literacy and written health literacy proposed in the Model by David and Baker (2006), whose ideas were derived from signs of health illiteracy suggested by Foulk et al. (2001).    

(2) Pre-Analysis 

As for measuring cultural fluency, participants were asked to mark their answer in five scales

from strongly disagree through strongly agree. Afterward, values adding all answers were divided by 14 and this cultural fluency score also was divided into three levels of low, mid, high. In measuring health literacy, also values adding all answers were divided by 18, which generated health literacy score. 
V. Results

1. Descriptive Analysis
The frequency and percentage of demographic variables for the samples of this study are 
shown in Table1. Average age was 20 through 30 (86.0%), while most of participants (84.4%) were graduated from college or university.   
(Table 1) Frequency for demographic variables
	Demographic Variables
	Frequency
	Percentage (%)

	Gender
	Male
	25
	39.1

	
	Female
	39
	60.9

	Age
	20-25
	27
	42.2

	
	26-30
	28
	43.8

	
	31-35
	4
	6.3

	
	36-40
	2
	3.1

	
	More than 41
	3
	4.7

	Ethnicity
	USA/Canada
	33
	51.6

	
	Europe
	11
	17.2

	
	Asia
	20
	31.3

	Years of schooling
	Under high school
	1
	1.6

	
	Graduated high school
	9
	14.1

	
	Graduated college
	54
	84.4


As shown in Table2 which indicates the frequency for socioeconomic variables for the sample of this study, most of participants (48.4%) were instructors who usually were paid more than 1,500,000 per month. Then, a lot of participants (62.5%) stayed in Korea for less than one year. 
(Table 2) Frequency for socioeconomic variables 

	Socioeconomic Variables
	Frequency
	Percentage (%)

	Job
	Office workers
	4
	6.3

	
	Professionals
	4
	6.3

	
	Service workers
	1
	1.6

	
	Instructors
	31
	48.4

	
	Housewives
	4
	6.3

	
	Students
	20
	31.3

	Income
	Less than 500,000
	17
	26.6

	
	500,000-1,000,000
	4
	6.3

	
	1,000,000 – 1,500,000
	5
	7.8

	
	More than 1,500,000
	38
	59.4

	The period of staying
	Less than 1year
	40
	62.5

	
	1year-3years
	13
	20.3

	
	3years-5years
	6
	9.4

	
	More than 5years
	5
	7.8


2. The Results for Research Questions

(1) The influence of various indicators on health literacy level 

The analysis of influence of various indicators on health literacy level has shown that 

people from USA/Canada have the highest health literacy level in Korea, while people from other Asian countries have higher health literacy level than people from Europe in Korea. In addition, as shown in table3, people who stayed longer had higher health literacy level in Korea. 
(Table 3) The Comparison of health literacy level depending on each indicator 

	Demographic and Socioeconomic Variables
	Health Literacy
	t-value/F value

	Gender
	Male
	2.8844
	.187

	
	Female
	2.9359
	

	Age
	20-25
	2.8971
	1.589

	
	26-30
	2.9524
	

	
	31-35
	3.0278
	

	
	36-40
	2.1399
	

	
	More than 41
	3.1111
	

	Ethnicity 
	USA/Canada
	3.0067
	3.171*

	
	Europe
	2.6010
	

	
	Asia
	2.9389
	

	Years of schooling
	Under high school
	2.3889
	.409

	
	Graduated high school
	2.9259
	

	
	Graduated college
	2.9205
	

	Job
	Office workers
	3.1111
	.529

	
	Professionals
	3.0000
	

	
	Service Workers
	2.9444
	

	
	Instructors
	2.8799
	

	
	Housewives
	3.2083
	

	
	Students
	2.8556
	

	Income
	Less than 500,000
	2.9706
	.225

	
	500,000-1,000,000
	3.0417
	

	
	1,000,000-1,500,000
	2.8889
	

	
	More than 1,500,000
	2.8816
	

	The Period of Staying
	Less than 1 year
	2.8514
	3.240*

	
	1year-3years
	2.7863
	

	
	3years-5years
	3.3056
	

	
	More than 5 years
	3.3000
	


P < .05  *   p<.01  **
    The correlation between language proficiency and health literacy was high as shown in table 4. It means that the higher language proficiency, the higher health literacy level. Especially speaking and writing were deeply associated with health literacy level in Korea. 
   (Table 4) The correlation between language proficiency and health literacy level 

	Language Proficiency
	Health Literacy

	
	
	R

	Language proficiency 
	
	.320*

	
	Speaking
	.352**

	
	Listening
	.210

	
	Reading
	.280*

	
	Writing
	.377**


P < .05  *   p<.01  ** 
   (Table 5) The comparison of health literacy score depending on the language proficiency level

	Language Proficiency
	Frequency
	Health Literacy
	F

	Low
	45
	2.8198
	6.346**

	Mid
	12
	2.9583
	

	High
	7
	3.4603
	


P < .05  *   p<.01  **

(2) The influence of cultural fluency on health literacy level

     The analysis of the correlation between cultural fluency and health literacy has shown that cultural fluency is significantly associated with health literacy level. It means that the higher the degree of cultural fluency, the higher health literacy level. In special, compared with other constituents of cultural fluency, tolerance of ambiguity is more significantly associated with health literacy. It refers that people who have the higher degree in tolerance of ambiguity are more health literate than people who have the lower degree. 

(Table 6) The correlation between cultural fluency and health literacy 

	Cultural Fluency 
	Health Literacy

	
	
	    R

	General level
	
	 .367**

	Constituents of Cultural Fluency
	Tolerance of ambiguity
	.343**

	
	Flexibility
	.196

	
	Knowledge discovery
	.230

	
	Communicative awareness
	.188

	
	Respect for otherness
	.243


P < .05  *   p<.01  **

(Table 7) The Comparison of health literacy score depending on cultural fluency level
	
	Cultural Fluency 
	Health Literacy
	F-value

	General level
	Low
	2.6574
	3.793**

	
	Mid
	2.8624
	

	
	High
	3.1944
	

	Tolerance of Ambiguity
	Low
	2.6778
	4.217**

	
	Mid
	2.8369
	

	
	High
	3.1256
	


P < .05  *   p<.01  **
(3) The influence of cultural fluency on health literacy depending on various indicators
Depending on gender, there was no influence of cultural fluency on health literacy. Even though 

ethnicity and period of staying have influences on health literacy level, however, the results have shown that in various indicators such as ethnicity , the years of schooling, job, income, cultural fluency have influence on health literacy level in different ways. 
    When it comes to indicator of ethnicity, people from USA/Canada and Europe show different health literacy level depending on their cultural fluency level as shown in table 8. As for the indicator of schooling, people graduated from high school have shown different health literacy levels depending on their cultural fluency levels as shown in table 9.  

 (Table 8) The influence of cultural fluency on health literacy in different ethnicity groups
	Ethnic groups
	Cultural Fluency level
	Health Literacy
	F

	USA/Canada
	Low
	1
	2.6111
	4.742*

	
	Mid
	23
	2.9106
	

	
	High
	9
	3.2963
	

	Europe
	Low
	1
	1.3333
	11.138**

	
	Mid
	6
	2.4630
	

	
	High
	4
	3.1250
	

	Asia
	Low
	4
	3.0000
	.305

	
	Mid
	15
	2.9481
	

	
	High
	1
	2.5556
	


P < .05  *   p<.01  **

   (Table 9) The influence of cultural fluency on health literacy among different groups in the schooling
	The year of schooling
	Cultural Fluency level
	Health Literacy
	F

	Graduated Highschool
	Mid
	7
	2.7857
	6.839*

	
	High
	2
	3.4167
	

	Graduated College
	Low
	6
	2.6574
	2.395

	
	Mid
	36
	2.8904
	

	
	High
	12
	3.1574
	


P < .05  *   p<.01  **

     Among instructors, the higher cultural fluency level, the higher health literacy, while others didn’t show any significant difference (table 10). In the case of income, people paid more than 1,500,000 ₩ have shown different health literacy level depending on their cultural fluency level (table11). In the indicator of staying period, people who have stayed less than 1 year have shown different health literacy level depending on their cultural fluency level (table 12). 

     When it comes to language proficiency, even though foreigners have low language skill, if they have high cultural fluency, they could have hither health literacy level than those who have low cultural fluency as shown in table 13. 

 (Table 10) The influence of cultural fluency on health literacy among different groups in the job
	Job groups
	Cultural Fluency level
	Health Literacy
	F

	Office Workers
	Mid
	2
	3.0000
	2.000

	
	High
	2
	3.2222
	

	Instructors
	Low
	2
	1.9722
	6.971**

	
	Mid
	20
	2.8222
	

	
	High
	9
	3.2099
	

	Students
	Low
	3
	3.0185
	.793

	
	Mid
	14
	2.7619
	

	
	High
	3
	3.1296
	


P < .05  *   p<.01  ** 
 (Table11) The influence of cultural fluency on health literacy among different groups in the income
	Income groups
	Cultural Fluency level
	Health Literacy
	F

	Less than 500,000
	Low
	1
	3.0556
	.524

	
	Mid
	13
	2.8974
	

	
	High
	3
	3.2593
	

	500,000-1,000,000
	Low
	1
	3.3333
	.659

	
	Mid
	2
	2.7500
	

	
	High
	1
	3.3333
	

	1,000,000-1,500,000
	Low
	1
	2.6667
	.799

	
	Mid
	1
	2.8889
	

	
	High
	3
	2.9630
	

	More than 1,500,000
	Low
	3
	2.2963
	5.078*

	
	Mid
	28
	2.8532
	

	
	High
	7
	3.2460
	


P < .05  *   p<.01  **

 (Table 12) The influence of cultural fluency on health literacy among different groups in the staying
	Groups in staying
	Cultural Fluency level
	Health Literacy
	F

	Less than 1 year
	Low
	1
	2.6111
	3.878*

	
	Mid
	29
	2.7644
	

	
	High
	10
	3.1278
	

	1year-3 years
	Low
	3
	2.4444
	.964

	
	Mid
	7
	2.7937
	

	
	High
	3
	3.1111
	

	3 years-5 years
	Low
	1
	3.0556
	.216

	
	Mid
	5
	3.3556
	

	More than 5 years
	Low
	1
	2.9444
	8.465

	
	Mid
	3
	3.1481
	

	
	High
	1
	4.1111
	


   (Table 13) The influence of cultural fluency on health literacy among different groups in language

	Language Groups
	Cultural Fluency level
	Health Literacy
	F

	Low
	Low
	2
	1.9722
	8.029**

	
	Mid
	35
	2.7841
	

	
	High
	8
	3.1875
	

	Mid
	Low
	2
	2.8056
	.764

	
	Mid
	7
	3.0079
	

	
	High
	3
	2.9444
	

	High
	Low
	2
	3.1944
	.698

	
	Mid
	2
	3.7222
	

	
	High
	3
	3.4630
	


P < .05  *   p<.01  **

VI. Discussion 

    Other studies related to health literacy, age and income are important influential factors having effect on health literacy level. Unlike this, this study didn’t show any relationship between these variables and health literacy. Instead, this study showcased that ethnicity and staying period are significant factors which have influence on health literacy level. 

    Through cultural fluency, however, it was shown that other indicators also have a potential to influence health literacy. In other words, besides ethnicity and staying period, the indicators such as the year of schooling, job, income, also had different influence depending on their cultural fluency level. In special, foreigners who graduated from high school, get paid more than 1,500,000 ₩ and whose job is an instructor have shown higher health literacy level as their cultural fluency is getting higher. 

   Moreover, even in the indicators of ethnicity and staying period, it was shown that cultural fluency has influence on health literacy level. Especially, in the indicator of ethnicity, foreigners from USA/Canada and Europe have shown different cultural fluency depending on their cultural fluency level, whereas foreigners from Asia didn’t show any significant difference. Also, in the indicator of staying period, foreigners who have stayed less than 1 year have shown different health literacy level depending on their cultural fluency level, while others who have stayed more than 1 year didn’t show any significant difference. 

     A surprising result from this study was in the influence of language proficiency. It is easy to guess that the higher language proficiency, the higher health literacy level. The result from this study, however, showcased that even though foreigners have low language proficiency, those having high cultural fluency could have higher health literacy level. 

VII. Conclusion and Implication

    The biggest limitation of this study was in sampling. This limitation of sampling might preclude other indicator groups’ influence on health literacy. Therefore, it is essential to increase sample size in order to further the study. One more limitation is in scales for measuring cultural fluency and health literacy level. Although the author developed measurement scale for cultural fluency depending on the definition and dimensions Innoe (2007) suggested, other ways are also available. It implies that for more elaborated study related to the association between cultural fluency and health literacy, various efforts to develop measurement scale are required. Measurement scale for health literacy employed in this study also could be pinpointed with regard to the appropriateness. 

    Even though this study have several limitations, the results have shown the association between cultural fluency and health literacy, which is expected to be able to provide researchers and health practitioners with any insights for more elaborated study and the development of interventions. 

    Closing the gap in health literacy is an issue of fundamental fairness and equity and is essential to reduce health disparities. Public and private efforts need to occur in two areas: the development of appropriate written materials and improvement in skills of those persons with limited literacy. The knowledge exists to create effective, culturally and linguistically appropriate, plain language health communication. Professional publications and Federal documents provide the criteria to integrate and apply the principles of organization, writing style, layout, and design for effective communication (Healthy People 2010). 

   In this process, what should be significantly considered is foreigners’ cultural fluency level. This consideration could function in two different ways. One is to come up with various health interventions reflecting their cultural fluency level. That is, it is necessary to develop strategies for making culturally appropriate materials identifying the population segments and tailoring messages to incorporate the audiences’ beliefs and values. The other is to develop a diversity training program for improving their cultural fluency level. This study could be expected to contribute to two important works for coping with health disparities in Korea. 
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