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Background: Health literacy is crucial for managing pandemics such as COVID-19 and maintaining the health of the population; our goal was to investigate the impact of cultural capital on health literacy during the COVID-19 pandemic among community residents and to further examine the mediating role of social capital in the relationship between cultural capital and health literacy.

Methods: A cross-sectional study was conducted among 1,600 community residents selected in Chongqing, China using a stratified random sampling method. Data were gathered through a questionnaire survey, including sociodemographic characteristics, cultural capital, social capital, and health literacy. Chi-square analysis, one-way ANOVA, t-test, and hierarchical linear regression were used to analyze the level of health literacy among community residents and the related elements; the structural equation model (SEM) was used to explore the influential mechanisms of health literacy and explore whether social capital acted as a mediator in the relationship between cultural capital and health literacy.

Results: Cultural capital, community participation, community trust, reciprocity, and cognitive social capital had a significant positive effect on health literacy. In addition, the results of SEM indicated that cultural capital not only directly influences health literacy (β = 0.383, 95% CI = 0.265–0.648), but also indirectly influences health literacy through three types of social capital (β = 0.175, 95% CI = 0.117–0.465; β = 0.191, 95% CI = 0.111–0.406; β = 0.028, 95% CI = 0.031–0.174); its mediating effect accounting for 50.7% of the overall effect.

Conclusions: Our results highlight the empirical link between cultural capital and health literacy, and suggest that social capital mediates this connection. These findings suggest that governments and communities should focus on the construction of community cultural capital and provide residents with better social capital to improve their health literacy to prepare for future pandemics.
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1. Introduction

In December 2019, the first cases of novel coronavirus pneumonia 2019 (COVID-19) were reported (1). Since then, the unexpected coronavirus pneumonia epidemic has spread rapidly around the world as a public health catastrophe and has become a threat in many facets of life with significant negative effects on the economy, society, and politics (2–4). When an epidemic struck, a nation's emergency preparedness and medical standards are put to the test, yet it also serves as a test of the populace's lifestyle and health practices. Health literacy is the key to strengthening the latter (5). More emphasis is placed on residents being the first to take responsibility for their health as the COVID-19 moves into a phase of normalized prevention and management. Therefore, it is necessary to improve residents' health literacy.

The concept of health literacy has been applied by relevant scholars in their research fields. In the field of public health, health literacy is defined as the degree to which individuals have the capacity to obtain, process, and understand basic health information and services needed to make appropriate health decisions, and this degree can make public health decisions that benefit the community (6). The COVID-19 outbreak serves as a litmus test for health literacy, demonstrating that the idea is one of the most crucial individual and societal initiatives of the 21st century for public well-being and health (7). Among the published studies, many scholars have argued that an important part of controlling the COVID-19 pandemic is raising people's health literacy levels (8, 9). Health literacy might encourage and empower people to participate in their health care and adopt practices to protect people from COVID-19 and its negative effects (10). Besides, a cross-sectional study confirmed the importance of health literacy for residents during catastrophic public health crises (5). When compared to those with low health literacy, those with great health literacy practiced more preventative actions (11). China has significant advantages in terms of both its political system and its prevention and control systems when it comes to dealing with large public health catastrophes brought on by emerging infectious illnesses, but the COVID-19 pandemic has highlighted a dearth of national health literacy. For instance, a lot of people wore their masks backward and kept touching them with dirty hands (12). Even though the Internet is very advanced, few individuals pay much attention to health information. These findings demonstrate the underappreciated issue of low health literacy among the general public during the COVID-19 pandemic (13). The COVID-19 pandemic highlights the necessity of improving health literacy and preparing residents for future emergency and non-emergency situations, demonstrating that health literacy can be viewed as a social vaccine. Therefore, conducting a survey on health literacy during the COVID-19 pandemic is of great value, both for managing the COVID-19 now and for preparing residents to guard their health in future pandemics.

Many studies have researched on health literacy, with majority of them conducted in the United States (14, 15). Studies in the past have shown that the factors affecting health literacy are primarily focused on financial hardship, older age, poorer educational level, bad health, heavy use of medical services, low socioeconomic status, and the inability to properly utilize internet information (16–19). These studies mainly focus on the broad concept of health literacy, and fewer studies have investigated health literacy in the context of specific events, such as the COVID-19 pandemic. Thus, despite the growing focus paid to health literacy, it is still valuable to study the factors influencing health literacy from a multidimensional perspective in China, the nation with the largest population.

Three contexts are highlighted in the Institute of Medicine's (IOM) fundamental framework for health literacy—(1) healthcare, (2) education, (3) culture and society—where health literacy can be improved at both the level of the person and the population (11). Most health literacy researches, however, focus on the healthcare and educational levels (12–14), less study has been conducted on health literacy from a cultural standpoint.

A sociological concept, “cultural capital,” was developed by Bourdieu after he summarized Marx's idea of capital. He contends that the allocation of cultural capital among social groupings plays a significant role in the resolution of social issues. After Bourdieu, many scholars critically developed the concept of cultural capital, among which Collins pays attention to the micro level of cultural capital and believes that cultural capital can bring people the micro role of emotional energy under immediate circumstances (20). Collins's framework of cultural capital, which gives greater causal energy and a strong emotional element to cultural capital than Bourdieu version, has been recognized by many scholars and applied to their research (21). So our research is based on Collins' cultural capital framework. Among them, cultural capital can be divided into tangible and intangible. We investigate intangible cultural capital, so “cultural capital” means “the inherited traditions, values, beliefs, etc., which constitute the culture of a group (22).” It exists in the cultural networks and relationships that support human activities, and can promote change when large-scale mobilization is needed. Certain studies showed that cultural capital significantly affects health literacy (23, 24). For instance, Singleton (25) indicated that cultural capital is strongly associated with health literacy. The stronger the cultural capital, the more informed pregnant women are about the health effects of tobacco, according to Afsaneh et al. (26). A society-wide strategy should be used, with a focus on cultural issues, according to a study looking at the development of health literacy in China (27). Although it is crucial to comprehend the role that cultural capital plays in health literacy, there haven't been many studies that address cultural capital in the field of public health in China.

Meanwhile, recent researches have confirmed that social capital and the capacity of social networks, in addition to an individual's abilities, are also associated with health literacy (28). Social capital can not only be a source of knowledge (29), but it can also help people believe in their abilities to find, interpret, and take advantage of health information, which affects health literacy (28). “Social capital” means “the social resources that grow in open social networks or social structures that are based on mutual trust (30).” Social networks, participation, trust, reciprocity, and norms are widely recognized as key elements of social capital (31). In terms of the classification of social capital, the literature usually covers two dimensions: structural and cognitive (32). Since about 2004, it has become much more popular to talk about the three dimensions of structural, cognitive, and relational, and this is now the most generally used and acknowledged framework (33). There is evidence that social capital is vital for health literacy and is highly linked to it (34, 35). For instance, a cross-sectional study conducted in China found a favorable relationship between social capital and health literacy (36). A Ghanaian study showed older persons' oral health literacy was positively impacted by social capital (37). A study done in Korea found that bridging social capital has a substantial moderating impact on the connection between health literacy and self-efficacy regarding health information (28).

The connection between social capital and health literacy has been the subject of a few studies (38, 39), and some scholars suggested that cultural capital may have an impact on social capital (20), but there is no empirical research to clarify the link between cultural capital and health literacy among community residents. Existing studies only emphasize the importance of cultural capital on health literacy, which only briefly discussed the connection between these two factors without examining the mechanisms behind the connected pathways. Besides, no study has investigated the relationship among the three elements simultaneously (i.e., cultural capital, social capital, and health literacy). Therefore, this study aims to explore the effect of cultural capital on health literacy during the COVID-19 pandemic and clarify the mediating role of social capital between cultural capital and health literacy during the COVID-19 pandemic among community residents.



2. Material and methods


2.1. Study design and participants

A cross-sectional study was performed among community residents in Chongqing. We used stratified random sampling. First, we stratified according to economic level and used the total GDP of each district as an indicator to measure economic conditions according to the relevant documents published. We selected Yubei and Jiangbei with good economic status, while Fuling and Yongchuan with medium economic status; and Banan with poor economic status. Then, community residents were randomly selected from these districts to conduct the survey. Thus, 355 residents were selected from each district by random sampling. The prerequisites for inclusion were below: (a)being 18–70 years old; (b) being permanent residents; Permanent residents are those who have lived in the community for more than 6 months in the past year; (c) consenting to participate in the survey; (d) having no psychological problems; (e) having the ability to answer questionnaires independently. Finally, we collected 1,600 (96.7%) valid questionnaires (Figure 1).


[image: Figure 1]
FIGURE 1
 Flow diagram of sample survey selection.


A preliminary investigation was carried out to determine the precise execution of the research and the final questionnaire design before the full-scale survey. From 1 June to 30 September 2021, the formal inquiry was performed by three fellows and seven university and master's-level students with relevant field research experience. Also, the investigators received training on how to employ the same criteria and techniques; prior to the survey, the participants' informed consent was sought, and any relevant justifications were given during the investigation. We have adopted a series of methods to ensure the reliability of data collection. On the one hand, a one-to-one approach was taken throughout the process of the on-site investigation; on the other hand, the questionnaires were uniformly numbered and double entered after the survey was finished to assure the accuracy of the data entry.



2.2. Measured variables
 
2.2.1. Cultural capital

Based on Collins definition of specific cultural capital, we use three questions to describe cultural capital. The question, “You identify well with the cultural activities in your community,” was used to measure the variable of awareness of identity. The question “Over the past year, you and the residents in your community have shared the same beliefs and goals to fight the pandemic” was used to measure the variable of belief. The question “You follow the core socialist values to mediate interpersonal conflicts and conflicts of interest in your community” was used to measure the variable of values. All items were assessed on a five-point Likert scale (5 = “very much in line with”, 4 = “conform,”, 3 = “don't know”, 2 = “does not match”, and 1 = “very unlikely”). The higher the rating, the greater the cultural capital of community residents. The Cronbach's alpha was 0.956, and confirmatory factor analysis (CFA) reported factor loading was from 0.930 to 0.943, demonstrating high reliability and validity of the scale.



2.2.2. Social capital

The dimensional framework for social capital constructed by Ignacio (40) was used, which describes social capital along three key dimensions: structural, relational, and cognitive. Therefore, a total of three dimensions (structural, cognitive, and relational) and 18 items were included in this study. Specifically, structural social capital included three subdimensions: network size, network interaction, and community participation. There are three items under each subdimension. Relational social capital includes two subdimensions: community trust and reciprocity; there are three items under each subdimension. And cognitive social capital, as a unidimensional variable, contains three items that reflect community norms. All items were assessed on a five-point Likert scale (5 = “very much in line with”, 4 = “conform,”, 3 = “don't know”, 2 = “does not match”, and 1 = “very unlikely”); the higher the rating, the richer the total social capital of community residents. The Cronbach's alpha was 0.979, and confirmatory factor analysis (CFA) reported factor loading was from 0.915 to 0.966, demonstrating high reliability and validity of the scale.



2.2.3. Health literacy

The definition of health literacy involves the ability to acquire, understand and process health information, which corresponds to the theory of knowledge, attitude, and behavior (KAB), so the health literacy evaluation index scale of residents is founded on the theory of KAB. The Communicative and Critical Health Literacy (CCHL) scale developed by Ishikawa et al. (41) was adopted and adapted in conjunction with our research purposes and the reality of COVID-19 pandemic. The scale includes three dimensions: knowledge, attitude, and behavior. For example, the item “You know that WHO defines the novel coronavirus as COVID-19” is in the knowledge dimension; the item “You think the psychological assistance hotline is helpful for psychological counseling during the epidemic” is in the attitude dimension; The item “You will carry out strict hand washing and disinfection every time you go out and come back home” is in the behavioral dimension. There are three items under the knowledge and belief dimensions, respectively, and five items under the behavior dimension, for a total of 11 items on the scale. The scale's items were evaluated using a five-point Likert scale (5 = “very much in line with”, 4 = “conform,”, 3 = “don't know”, 2 = “does not match”, and 1 = “very unlikely”); the higher the rating, the richer the health literacy of community residents. The Cronbach's alpha was 0.978, and confirmatory factor analysis (CFA) reported factor loading was from 0.945 to 0.968, demonstrating high reliability and validity of the scale.



2.2.4. Covariates

The first group of covariates considered were demographic and socioeconomic characteristics, including age, gender (male and female), political status (the masses, communist youth league members, party activists, preparatory party members, communist party members), education (junior high school or below, high school, college, bachelor's degree or above), marital status (unmarried, married, divorced and others), and the type of community they live in (upscale community, general community, older community). The second group consisted of variables of management systems, including risk evaluation management system (have, don't have, don't know). Accountability system for public health emergencies (have, don't have, don't know). The extent to which smart tools work (very helpful, helpful, fair).




2.3. Statistical analysis

First, SPSS 26.0 was used for statistical analysis. A two-tailed P-value of <0.05 was the threshold for significance. Descriptive statistics like frequency and constituent ratio were used to analyze the data. The t-test and one-way ANOVA were used to analyze the distribution differences of the health literacy score in different sociodemographic characteristics.

Next, to evaluate the relationship among cultural capital, social capital, and health literacy, the correlation coefficients were estimated, and the main variables affecting the health literacy of community residents were examined using hierarchical multiple regression analysis. To account for any potential confounding, all variables that might have an impact on health literacy were included in the model.

Finally, the Structural Equation Model (SEM) was created using AMOS 26.0 to investigate the precise mechanisms underlying the effects of cultural capital, structural social capital, relational social capital, and cognitive social capital on health literacy. We evaluated the fit of the hypothesized model to ensure it fits best with the sample data. The Bootstrap approach was used to estimate both direct and indirect effects in order to calculate confidence ranges for each effect. The corresponding effect is significant if the 95% confidence interval (CI) does not contain 0.




3. Result


3.1. Characteristics of the sample

Table 1 presents the participant's sociodemographic information. In this study, women accounted for 71.2% of the respondents, and they were mainly in the age group of 31–40 years old (46.3%); in terms of political appearance, the majority were the masses (56.6%), and education was bachelor's degree or above (72.0%); the majority of people were married (80.9%); and nearly 72.9% of the communities where they lived had a risk evaluation management system; 80% of the communities where they lived have a clear accountability system for public health emergencies; most people (77.8%) think smart tools are very helpful in preventing and controlling the coronavirus pneumonia epidemic; and the majority of residents live in the general community (63.0%).


TABLE 1 Descriptive statistics of the participants (N = 1,600).

[image: Table 1]

Univariate analysis showed residents' health literacy ratings varied significantly (P < 0.05) depending on their level of political appearance, education, marital status, risk evaluation management system, accountability system, and the extent to which smart tools work.



3.2. Correlation analysis among key variables

Table 2 shows the result of the bivariate correlation, cultural capital has a positive correlation with health literacy (r = 0.906, P < 0.05), since these two variables are highly correlated, we have included a scatter plot in the Supplementary material. The subdimension of structural social capital was positively correlated with health literacy (r = 0.737–0.879, P < 0.01), and the correlation degree of community participation was the highest (r = 0.879); the subdimension of relational social capital was positively correlated with health literacy (r = 0.873–0.886, P < 0.01), among which community trust had the highest correlation degree (r = 0.886); cognitive social capital also had a positive relationship with health literacy (r = 0.869, P < 0.01).


TABLE 2 Correlation coefficient of each variable.

[image: Table 2]



3.3. Relationship between cultural capital and health literacy

Health literacy was predicted using hierarchical multiple linear regression. To begin, the unordered categorical data that were statistically significant in the one-way ANOVA of health literacy were represented by dummy variables. After that, five models were used in hierarchical multiple regression analysis using health literacy as the dependant variable: (1) sociodemographic characteristics; (2) sociodemographic characteristics + cultural capital; (3) sociodemographic characteristics + cultural capital + structural social capital; (4) sociodemographic characteristics + cultural capital + structural social capital + relational social capital; (5) sociodemographic characteristics + cultural capital + structural social capital + relational social capital + cognitive social capital. Results showed that ΔR2 was statistically significant when sociodemographic characteristics, cultural capital, structural social capital, relational social capital, and cognitive social capital were entered into the regression equation. By comparing the changes in the ΔR2, the influence of cultural capital on health literacy was greater than that of sociodemographic factors and social capital, making up 51.3% of the variation in health literacy (Table 3).


TABLE 3 Impacts of cultural capital on health literacy among community residents.

[image: Table 3]

Specifically, the results of the fifth model's comparison of independent variables showed that health literacy increased with increasing cultural capital score (β = 0.329, P < 0.001); in the structural social capital dimension, health literacy score increases in direct proportion to community participation score (β = 0.231, P < 0. 001); in the relational social capital dimension, health literacy increased with increasing community trust and reciprocity score (β = 0.183, P < 0.001; β = 0.084, P < 0.001); the higher the cognitive social capital score, the higher the health literacy score (β = 0.116, P < 0. 001).



3.4. Model construction

Structural Equation Model was built in order to further explore the influence mechanism of cultural capital and social capital on health literacy among community residents (Figure 2). Latent variables in the model include cultural capital, three different types of social capital, and health literacy. The three observed variables of cultural capital are three items under the dimension. The three observed variables of structural social capital are network interaction, network size, and community participation; the two observed variables of relational social capital include community trust and reciprocity; the three observed variables of cognitive social capital are three items under the dimension, and the three observed variables of health literacy include knowledge, attitude, and behavior. The model fit results showed that all pathways were statistically significant (P < 0.001). The model's estimation procedure uses the maximum likelihood approach. χ2/df = 2.281, RMSEA = 0.012, GFI = 0.992, NFI = 0.954, CFI = 0.989, TLI = 0.994, the goodness of fit statistics of the model indicated that the created theoretical models fit the data well (Table 4).


[image: Figure 2]
FIGURE 2
 Structural equation model of health literacy.



TABLE 4 The fitting results of SEM.
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3.5. Path analysis for health literacy

By standardizing the effects, we discovered that cultural capital and three different types of social capital had positive effects on the health literacy of community residents, with standardized path coefficients being 0.777, 0.303, 0.336, and 0.051 (P < 0.001), respectively. Cultural capital contributed positive effects on structural social capital, relational social capital, and cognitive social capital, with the coefficients being 0.578, 0.569, and 0.547 (P < 0.001), respectively. Moreover, cultural capital had not only direct effects on health literacy (β = 0.383), but also indirect effects through three types of social capital as the mediators (β = 0.175; β = 0.191; β = 0.028). Besides, three types of social capital had only a direct effect on health literacy (Table 5).


TABLE 5 Path coefficients for health literacy.
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3.6. Mediation effect analysis

The bootstrap analyses showed that the total effects of cultural capital on health literacy were 0.777 (95% CI: 0.046–0.523). The sizes of the direct effect of cultural capital on health literacy were 0.383 (95% CI: 0.045–0.510); the indirect mediation effects via three types of social capital were 0.175 (95% CI: 0.117–0.465), 0.191 (95% CI: 0.111–0.406), 0.028 (95% CI: 0.031–0.174). The 95% CI did not contain 0, hence these effects are significant. Thus, we can conclude that social capital played the mediating role between cultural capital and health literacy, and the mediation effect of social capital makes up 50.7% of the total effect (Table 6).


TABLE 6 Mediating effects of social capital.
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4. Discussion

The purpose of the study is to explore the association between cultural capital and health literacy during the COVID-19 pandemic among community residents in Chongqing, China; and to examine the mediation role of social capital between cultural capital and health literacy. As far as we know, this work is the first to identify the mediation role of social capital between cultural capital and health literacy among community residents. Our findings indicate that cultural capital not only influences health literacy during the COVID-19 pandemic among community residents directly but also indirectly through social capital.


4.1. Cultural capital and social capital under the pandemic

Our results show that during the pandemic, the score for cultural capital (4.198 ± 0.810) was higher than Natalie Ross's findings (42) conducted before the pandemic and the score for social capital (3.693 ± 0.683) was higher than Fuyong Hu's findings (43) conducted before the pandemic. These results indicate that the pandemic has promoted the improvement of the cultural capital and social capital of the community residents. The reason may be that, on the one hand, under the impetus of the pandemic, China has actively strengthened the education of values and the cultivation of anti-epidemic spirit. In particular, Chongqing issued policy documents to promote the construction of values, and held various forms of values education activities, resulting in residents having a solid concept of values and a firm sense of belief in fighting the epidemic. On the other hand, in the outbreak of the epidemic, people will lack a sense of security, feel flustered, and under the external stimulation of facing the crisis, people are more likely to produce cohesion (44). Therefore, under such circumstances, social capital has been effectively developed and social resources have been fully mobilized.



4.2. Cultural capital and health literacy

This study found that the influence of cultural capital on health literacy during the COVID-19 pandemic is favorable, the health literacy increased with increased cultural capital, consistent with existing studies (45, 46). This result is consistent with the health belief model (HBM), which argues that perception, values, and beliefs are the most significant examples of implicit activity that directly influences people to adopt a particular behavior (47). According to Shuaijun Guo, health literacy is sensitive to a wide range of cultural contexts and may be the result of interactions affected by individual health skills and the social environment (48). Specifically, the item “In the past year, you shared common beliefs and goals with residents in your community to fight against COVID-19 epidemics” showed a more significant impact on health literacy, which is consistent with previous research (49, 50). This occurrence may be related to the psychological toll that the COVID-19 outbreak has had on people (51), people may experience worry and depression and so be less inclined to follow the advised prevention measures (52). When they share a common set of beliefs with the neighbors, it will help them to provide more emotional comfort and alleviate negative emotions for residents, and be more receptive to information about epidemic prevention conveyed by the community (53). This will help them adopt proper epidemic prevention actions and improve their health literacy during the COVID-19 pandemic. Similar research indicates that beliefs, cultural values, and group identity serve as effective information filters (54). Previous studies are limited to the elaboration of the importance of cultural capital on health literacy (55–57), and lack of empirical studies, our study provides empirical support to extend this well.



4.3. Social capital and health literacy

We distinguished three types of social capital and examined the effect of each type on health literacy separately. Our results indicate that all types of social capital were positively correlated with health literacy. Previous researches have consistently shown that social capital and health literacy are strongly correlated (58, 59). Specifically, in the structural social capital dimension, community participation has statistically significant associations with health literacy, because being active in the community increases access to sources of crucial health-related information (35), which can increase health promotion options during the COVID-19 pandemic. According to some research, people who are more involved in community activities can gain more health information from interactions with other residents and community health promotion, thus improving their health literacy (60, 61). Communities and neighborhoods with high levels of social cohesion frequently have inbuilt control mechanisms that promote health and keep residents from engaging in behaviors that are harmful to their health (62).

In terms of relational social capital, we discovered that, in line with prior research, health literacy rose with higher community trust and reciprocity (49, 63). The range of resources mobilized when people need to seek out health information can be expanded by relational social capital (64). During the COVID-19 pandemic, having a strong network of relationships among community members facilitated effective communication and information sharing (65), thus enhancing people's health literacy. First, community trust had a favorable impact on health literacy. This effect may be explained by the fact that community residents are less receptive to the health advice they receive from their neighbors and communities when they distrust their social networks, and information utilization is lower. An earlier study in Ghana found that adults often relied on their informal networks when seeking health care, which is frequently explained by a high level of social network trust (37). Besides, research has indicated that residents who practice reciprocity build stronger social networks and have higher levels of self-efficacy while exchanging health information (28). In this way, the exchange of health information can be used to better improve their health literacy (66).

Finally, we found that cognitive social capital also showed a positive effect on health literacy. Some studies have shown that cognitive social capital can control unhealthy behaviors in an informal way to benefit people's health (29). During the COVID-19 pandemic, residents are prone to take some unrecognized and unhealthy behaviors under the catalyst of panic, communities with strict daily rules and regulations can help residents reject false information and provide a good environment for information dissemination; residents are better able to resist rumors and adopt correct behavior in such an environment (67), thus improving their health literacy. For example, during the epidemic, rumors circulate that a specific medication can treat COVID-19, which tends to mislead residents; communities with strict rules and regulations will disseminate illuminating information and provide accurate knowledge about epidemic prevention, which can aid residents in correctly enhancing their health literacy.



4.4. The mediating role of social capital

We found that cultural capital promoted health literacy through strengthening social capital. In other words, those with greater cultural capital will also have richer social capital, hence improving their health literacy. This study's findings are explicable by the terror management theory (TMT), which contends that people react favorably to things that uphold their cultural values and that cultural values act as anxiety buffers for people, enabling them to respond positively and having an effect on their cognition and behavior (68). In addition, Ivan light, a great pioneer in sociology, directly pointed out in his article from the perspective of entrepreneurship that it is difficult for social capital to play a role beyond the support of cultural capital. Cultural capital can play a supportive role in social capital, which further emphasizes the symbiotic status of cultural capital and social capital. In a word, cultural capital can promote social capital, and social capital can play the role of bridge and bond, which is consistent with our findings (69). People are prone to dread during the COVID-19 pandemic, but with the correct cultural values at the forefront, cohesion will be strengthened, social capital will be effectively developed, and people will be able to access more useful health information (70), thereby enhancing health literacy. Relational social capital has the strongest mediating effect among the three categories of social capital, which is in line with previous research (64). Cultural elements, such as beliefs, were found to be important predictors of trust capital in a large sample and to have a favorable impact on health in empirical research of southern Africa (71). Conflicts and altercations, for instance, with community workers and other residents during the COVID-19 epidemic are prone to occur when negative emotions act as a catalyst. Residents who uphold the proper cultural values and have a strong sense of community identity can avoid these conflicts and trust each other, have strong interpersonal networks, strengthen their sense of belonging to the community, and develop their social capital systems. As a result, health information and programs are more widely accepted and given more attention, leading to an increase in health literacy. Our results are consistent with Fukuyama's argument (72) that social capital is a melting pot of social resources that is critical to the health of a population and it relies on cultural roots.



4.5. Limitations and future studies

The work has a few limitations. First of all, as this was a cross-sectional study, causal conclusions could not be drawn. Cohort follow-up might be used in future studies to acquire longitudinal data, which would provide more conclusive data for causal inference. The second limitation is the representativeness of the sample. Because only Chongqing was conducted for data collection in this study, the results may vary depending on the population or location. Finally, the study's self-reporting and cross-sectional design could have introduced measurement and/or recall bias, which may not reflect the true experiences and perceptions of community residents to a certain extent. In future studies, multiple sources of data can be used to improve the dependability of the questionnaire data, such as paired completion, combinations of self and other ratings, and superior ratings.




5. Conclusions

In summary, our findings demonstrate an empirical connection between cultural capital and health literacy among community residents during the COVID-19 pandemic, indicating that cultural capital can promote health literacy during the COVID-19 pandemic; and showing that social capital mediates this connection. Our results provide directions for improving residents' health literacy and suggest that government and community staff should focus on building cultural capital, actively organize cultural events, strengthen the community of values, enhance the sense of internal beliefs, and provide better social capital to improve residents' health literacy to better protect the health of residents in future pandemics.
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