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 Abstract 

Background: Health literacy refers to individuals’ abilities to obtain, understand, evaluate 

and implement health information when making decisions about their health, whether they 

are ill, at risk or just want to keep good health during their lives. Enhancing health literacy 

is a task that requires collaboration between different sectors. Civil society is known for its 

efforts in promoting health, but there was limited data about civil society’s role and contri-

bution in promoting health literacy. Aim: This study aimed to explore faith communities 

and non-profit organizations’ roles as well as their contributions to the enhancement of 

health literacy. Method: The study applied qualitative inductive content analysis, and con-

ducted a qualitative interview for data collection. Result: The result showed that civil soci-

ety was engaged in enhancing health literacy. Its initiatives applied guiding principles in 

health promotion. Civil society provided health information, and it encouraged its commu-

nities to act on information, as well. Conclusion: The study contributed to highlight the 

role played by civil society as well as its contribution in enhancing health literacy. Civil so-

ciety was an important actor that shared responsibility to enhance health literacy in commu-

nities. 

 Key words: Health literacy, health promotion, civil society, empowerment, health inequal-

ity, qualitative analysis 

 

Sammanfattning 

 Bakgrund: Health literacy handlar om individens förmåga att tillägna sig, förstå, utvärdera 

och tillämpa hälsoinformation för att fatta beslut om sin hälsa. Detta omfattar om individen 

är sjuk, riskerar att bli sjuk eller vill bibehålla god hälsa. Främjandet av health literacy är en 

uppgift som kräver samarbete mellan olika aktörer i samhället. Civilsamhället är en aktör 

som har gjort sig känd för sina insatser i hälsofrämjande arbete men det fanns begränsad 

kunskap om civilsamhällets roll och arbete med att främja health literacy. Syfte: Studiens 

syfte var att undersöka trossamfund och frivilliga organisationers roll och insatser i främ-

jandet av health literacy. Metod: I denna studie användes kvalitativ innehållsanalys. Kvali-

tativ intervju användes för datainsamling. Resultat: Resultatet visade att civilsamhället 

främjade health literacy. Deras initiativ tillämpade vägledande principer för hälsofrämjande 

arbete. Civilsamhället erbjöd hälsoinformation och uppmuntrade deltagare att handla efter 

den. Slutsats: Studien bidrog till att lyfta fram civilsamhällets roll samt deras bidrag i främ-

jandet av health literacy. Det civila samhället var en viktig aktör som bidrog till att främja 

health literacy i samhället. 

     

 Nyckelord: Health literacy, hälsofrämjande, civilsamhälle, empowerment, ojämlikhet i 

hälsa, kvalitativ innehållsanalys 

  



 

 

 

Table of Contents 
Introduction ..................................................................................................................................... 1 

Health Literacy – a Key Determinant ..................................................................................... 1 

Civil Society............................................................................................................................ 2 

Civil Society as Health Advocates .......................................................................................... 3 

Health Literacy - a Comprehensive Concept .......................................................................... 3 

Research in Health Literacy .................................................................................................... 5 

Health Literacy, a Shared Responsibility................................................................................ 6 

Theoretical Framework ........................................................................................................... 6 

Problem Statement .................................................................................................................. 7 

Study Aim ............................................................................................................................... 7 

Methods........................................................................................................................................... 8 

Selection of Participants ......................................................................................................... 8 

Data Collection ....................................................................................................................... 9 

Data Analysis ........................................................................................................................ 10 

Ethical Considerations .......................................................................................................... 10 

Results ........................................................................................................................................... 11 

Incentives for Acting............................................................................................................. 12 

Using Different Strategies..................................................................................................... 13 

Advocating for Better Health and Health Literacy ............................................................... 15 

Challenges to Overcome ....................................................................................................... 18 

Discussion ..................................................................................................................................... 19 

Results Discussion ................................................................................................................ 19 

Methods Discussion .............................................................................................................. 21 

Conclusions ................................................................................................................................... 23 

References ..................................................................................................................................... 24 

Appendix 1 - Interview guide ............................................................................................... 30 

Appendix 2 - Consent to Participate in Research ................................................................. 31 

Appendix 3 - Examples of the process of analysis ............................................................... 33 

 

  



 

1 

 

Introduction  

 People are faced with situations daily where they have to make decisions about their own 

health and their families, both in sickness and in good health. How decisions are made de-

pends on a person’s health literacy. When people seek health information and services, their 

skills and abilities to do so must meet skills and abilities of those who provide the information 

and services, and it is under these circumstances that health literacy manifests itself (Sørensen 

& Brand, 2013). As stated in The Solid Facts (Kickbusch, Pelikan & Apfel, 2013), health lit-

eracy is deep-seated in health promotion actions, the goal of which is to empower people to 

make healthy decisions and to take care of themselves. Limited health literacy occurs in all 

countries, even in wealthy countries with effective education systems (Kickbusch et al., 2013).  

  In the United States, 90 percent of adults have low health literacy skills (Office of Dis-

ease Prevention and Health Promotion [ODPHP], 2017). In 2010, ODPHP framed the Na-

tional Action Plan to improve health literacy, calling for engagement and partnering be-

tween different sectors and organizations in society to fulfill the mission of building a 

health literate society (Healthy people, 2017). Studies (Z.Sternberg, Munschauer, Carrow & 

E. Sternberg, 2007; Bopp & Fallon, 2013) indicated that many faith communities and non-

profit organizations were actively involved in health promotion; however, literature review 

for this study found limited data on their efforts in enhancing health literacy. Therefore, it 

appeared worthwhile to explore how these organizations contributed to strengthening health 

literacy. The term “civil society” was applied in this study referring to all participating or-

ganizations, faith communities and nonprofit organizations. 

 Health Literacy – a Key Determinant  

 According to the Shanghai Declaration (World Health Organization [WHO], 2016), health 

literacy is a concept under constant development, and concerns the extent to which people 

gain, comprehend, and apply information that benefits their health. The Shanghai Declara-

tion (WHO, 2016) defines health promotion as a process that enables individuals to take 

charge of their own health, and it involves comprehensive social and environmental actions 

that promote individuals’ health and wellbeing by focusing on treating ill health as well as 

tackling its root causes. Three fundamental principles of health promotion are identified: 

protecting people from ill health and injuries should be a priority in policymakers’ agendas 
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worldwide; improving people’s health literacy would help them make healthy choices, and 

encourage them to affect policy actions that benefit their health; and urban planning in cit-

ies should include health-promoting considerations (WHO, 2016). The Declaration (WHO, 

2016) acknowledges health literacy as a key health determinant that contributes to empow-

erment of individuals. Awareness about limited health literacy’s impact on health has con-

tributed to the development of policies that aim to promote health literacy, such as the 

American National Plan to Improve Health Literacy in the United States (ODPHP, 2010) 

and Health 2020 (WHO, 2013), which was launched by WHO Europe in 2012.   

  Partnership between all sectors and actors in society, including civil society, is one of 

Agenda 2030’s sustainable development goals [SDGs] (United Nation Department of Eco-

nomic and Social Affairs [ECOSOC], 2015). Health literacy is not set as a goal within the 

2030 Agenda for Sustainable Development, yet, it can contribute to attain the agendas’ 

SDGs (WHO, 2016). ODPHP (2010) stated that health literacy is a task that cannot rely on 

one particular organization. Indeed, the task requires collaboration and support among dif-

ferent organizations and groups in the society, and although each organization has a differ-

ent role, they can all contribute to improve health literacy (ODPHP, 2010). The importance 

of cross sectoral partnership in promoting health is highlighted in WHO’s nine statements 

(WHO, 2017a). The importance of enhancing health literacy in collaboration with civil so-

ciety is also identified by WHO (2017a). 

 Civil Society 

 The concept of civil society has a broad definition (Leroux & Feeney, 2015). According to 

WHO (2001), civil society is a social platform that lies between government and citizens 

representing social power created by ordinary individuals. Civil society’s goal is to reduce 

health inequalities and act in favor of the weakest in society by reaching out to the public 

and acting as a mediator (Morton, McLeroy & Wendel, 2012). Civil society includes a di-

verse spectrum of organizations, such as faith communities, non-governmental groups and 

social movements, among others (WHO, 2017a). According to the Shanghai Declaration 

(2016), civil society is a stakeholder that can contribute to improving health literacy in vari-

ous settings in all areas of people’s life spans. 
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  Nonprofit organizations form the so called ”social fabric” of civil society, build up 

communities by bringing people together, and create assets that benefit individuals. 

(Leroux & Feeney, 2015). Nonprofit organizations see themselves as responders to the so-

cial needs in society (Leroux & Feeney, 2015).  

  Faith-based communities are divided into congregations, national networks that are or-

ganizations affiliated with religious denominations and religious organizations that operate 

independently from a national network or congregation (US Department of Housing and 

Urban Development Office of Policy Development and Research, 2001). The church con-

stitutes a significant social and cultural organization in American society (Duan, Fox, 

Derose, Carson & Stockdale, 2005). 

 Civil Society as Health Advocates 

 Civil society has always been involved in public health, but its contribution to health has 

not always been acknowledged until the Declaration of Alma Ata validated the role played 

by social actions in strengthening health (WHO, 2001). In the US, nonprofit and civil soci-

ety’s foundation and success were affected by the prevailing pluralism and diversity in 

American society. Its role, however, was shaped by individualism that urges people to  

contribute to their own living and restrain the welfare state which has led nonprofit and 

civil society to step in and offer social services (Leroux & Feeney, 2015).  According to the 

Bangkok Statement (WHO, 2005) communities and civil society are known for their en-

gagement in health promotion, but they need assets in order to expand and sustain their ini-

tiatives. It is also documented that civil society, women's organizations, and community 

projects at grassroots levels have successful experiences in promoting health that can be 

shared with others (WHO, 2005).  In Europe, civil society is one of many actors which en-

hances health literacy in cooperation with professional organizations (Kickbusch et al., 

2013).  

 Health Literacy - a Comprehensive Concept 

 Nutbeam (2008) argues that knowledge about the relationship between health status and lit-

eracy has contributed to the development of health literacy as a concept. This knowledge, 

according to Nutbeam (2008), comes from two different fields relying on different ap-

proaches: clinical care, an approach that addresses the concept of risk factors that focus on 
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cognitive skills, assuming that the relationship between literacy and health is observable 

and measurable and should be monitored by health care and health promotion approach, 

which, on the other hand, defines health literacy as resources that focus on social skills and 

empowerment, and therefore, addresses social determinants that affect health literacy and 

outcomes (Nutbeam, 2008). Nutbeam (2000; 2008), distinguishes between three different 

dimensions of health literacy: functional health literacy refers to access and understanding 

of fact based health information; interactive health literacy involves ability to evaluate and 

apply health information; and critical health literacy is related to using cognitive and social 

skills to analyze information in a critical way and be in control (Nutbeam, 2008). Interac-

tive and critical dimensions of health literacy are connected to self-efficacy and empower-

ment (WHO, 2009). All three dimensions of health literacy are associated with one another 

and together play important roles in health promotion (Kickbusch, 2009).  

  The Medical approach defines health literacy as individuals’ abilities to gain and un-

derstand basic information about health and services when making health decisions (Rude, 

2010.) This definition refers to functional health literacy (Peerson & Saunders, 2009). It is 

the most quoted definition in the United States and is adopted by federal agencies such as 

the US Department of Health and Human Services (Pleasant, Rudd, O’Leary, Paasche-   

Orlow, Allen, Alvarado-Little, Myers, Parson & Rosen, 2017). Sørensen, Van den Broucke, 

Fullam, Pelikan, Slonka, and Brand (2012) state that health literacy is associated with liter-

acy involving the extent people are motivated and are able to obtain, understand, evaluate, 

and implement health information when making decisions about their health, whether they 

are ill, at risk, or just want to keep good health during their lives. The Sørensen et al. (2012) 

definition merges both medical and health promotion approaches, and is adopted by The 

Solid Facts (Kickbusch et al., 2013). 

  Health literacy is influenced by many factors such as language, cognitive and commu-

nicative skills, age, life experiences, culture and socioeconomic status, and these factors 

shape the way people read, listen, understand, and communicate health information (OD-

PHP, 2010). Debate about health literacy is about people's rights as human beings, as pa-

tients, and as citizens (Kickbusch, 2013). Conflicting definitions of health literacy create 

confusion and challenges (Pleasant et al., 2017), but also contribute to a dynamic discussion 
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around different areas such as the impact of limited health literacy in a medical setting (Ap-

fel, 2013). Health literacy is carried in different milieus, addressing different health and so-

cial issues such as empowerment, inequality and community involvement. It concerns all 

communities and is a forum for cross-sectoral collaboration (Apfel, 2013). Literature re-

view before the study noted that the majority of the literature was based on the clinical defi-

nition of health literacy. The question remains, if the clinical definition is the most wide-

spread in the scientific arena which affects implementation of health literacy initiatives, 

which definition has been adopted by civil society? 

 Research in Health Literacy 

 Research in health literacy has developed dramatically over the past three decades (Pleas-

ant, Cabe, Patel, Cosenza & Carmona, 2015), and despite knowledge about health literacy’s 

contribution to better health and well-being, most research still emphasizes functional 

health literacy (Kickbusch et al., 2013). Research reports focusing on medical health liter-

acy are more accessible than reports that embrace a broader definition of health literacy 

(Peerson & Saunders, 2009). The study shared the sentiment of the aforementioned state-

ment. The research study conducted by Chervin, Clift, Woods, Krause, and Lee (2012) in-

dicates that improved health literacy contributes to health equity. The study was conducted 

by collaboration between health professionals and adult education aiming to promote health 

literacy among minority groups and people with low socio-economic status. The results 

showed the benefits of partnership in promoting health literacy for reaching vulnerable 

groups outside the healthcare setting, offering adult learners skills for improving their self-

efficacy to take care of their health and wellbeing (Chervin et al., 2012). Sulik, Cameron, 

and Chamberlain (2012) argue in their research that cross-sectoral cooperation is essential 

in promoting a population's health literacy on cancer prevention. The study emphasizes the 

importance of engaging communities, targeting functional, interactive and critical health 

literacy so that individuals understand risks as well as benefits when making health deci-

sions (Sulik et al., 2012). The Velardo and Drummond (2013) study revealed that socio- 

cultural factors affect parents' health literacy when deciding on their children's nutrition and 
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health. Mogford, Gould and Devoght (2010) assert that critical health literacy enhances in-

dividuals’ understanding of social determinants on health, which empowers them to take 

action and to become engaged in their communities to achieve health equity.   

  Health Literacy, a Shared Responsibility 

 Health literacy is a collective responsibility, and actions that tend to enhance health literacy 

require engagement and collaboration between different actors in the society, including pri-

vate and voluntary sectors (Kickbusch & Maag, 2008). Health literacy benefits both the in-

dividual and society and requires involvement of many actors in the society such as faith 

based organizations, faith based communities, health professionals, educators, media, gov-

ernment, and the general public (Kickbusch et al., 2013). Many studies have demonstrated 

successful cooperation in health promotion between various sectors and civil society.    

Centers for Disease Control and Prevention [CDC] (2008) conducted various outreach pro-

grams in communities together with faith communities and grassroots nonprofit organiza-

tions. One example of this partnership is the "Learn the Signs, Act Early” campaign. The 

purpose of the campaign was to educate parents and caregivers about child development 

(HHS, 2008). Other studies showed how different sectors such as health care, adult educa-

tion, and libraries together build a joint force to promote health literacy by engaging neigh-

borhoods, agencies, and faith communities (Pomerants, Muhammad, Downey & Kind, 

2010). Studies highlight the importance of working with local, secular and faith communi-

ties in promoting health and health literacy (Sternberg et al., 2007; Nemeth, Jankins, Jauch, 

Conway, Pearlman, Spruill, Brown, Linen & Andrews, 2016; Bopp & Fallon, 2013).  

 Theoretical Framework 

 The study applied a health promotion framework. Within the health promotion framework, 

health is recognized as a human right, and health literacy is perceived as an asset and a skill 

that people need to develop in order to attain good health (Olander, Ringsberg & Tillgren, 

2013). Rootman (2001) argues that the Ottawa Charter outlines guiding principles in health 

promotion that are essential in the assessment of whether health initiatives fall within the 

scope of health promotion or not. These principles are: empowering individuals and com-

munities, motivating the public to participate, taking on a holistic approach towards health, 
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highlighting equity, encouraging a multidisciplinary partnership and using varied instru-

ments and approaches to attain sustainability (Rootman, 2001). All of these principles are 

fundamental to health promotion, and specifically, empowerment (Rootman, 2001). They 

guide health promotion efforts toward the development of health literacy (Olander et al., 

2014). 

  A health promotion framework was used to facilitate an understanding of how civil so-

ciety applied different guiding principles in health promotion as strategies to enhance health 

literacy. It guided the understanding of the role played by the civil society in enabling peo-

ple to be in charge of their own health, and using participation and empowerment as strate-

gies to enhance health literacy. Initiatives should address equity by giving everyone the op-

portunity to develop health literacy (Olander et al., 2014). A health promotion framework 

contributed to understanding civil society’s holistic view on health and how it affected their 

initiatives and strategies. It highlighted how civil society teamed up and used different re-

sources to reach out to the public and included everyone when addressing health literacy. 

 Problem Statement 

 Efforts that are organized by various partners such as faith communities, healthcare and 

government officials are hallmarks of health promotion partnership (Sternberg et al., 2007). 

Civil society has demonstrated successful efforts in promoting health that can be shared 

with others (WHO, 2005). All sectors, including civil society, share responsibility in        

enhancing health literacy (Mitic & Rootman, 2012). Based on this reasoning, it was worth-

while to gain insight into the extent that civil society shares responsibility for enhancing 

health literacy. If civil society enhances health literacy, then it would be valuable to know 

the driving force behind their civil engagement and gain insight into strategies they are us-

ing to accomplish their mission.   

  Study Aim  

 This study aimed to explore civil society’s role as well as its contributions to the enhance-

ment of health literacy.   
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Methods 

    According to Patton (2015), qualitative research methods facilitate exploration of a phe-

nomenon with a deep insight into the facets, the context, and the distinction between as-

pects of the subject. To obtain insight on civil society’s role and contribution, it was im-

portant to reflect on civil society’s own experience and ideas on how they promote health 

literacy. For these reasons, the qualitative research method was considered as the most ap-

propriate method to apply for this study. 

 Selection of Participants 

 A mix of purposive and snowball sampling was used in this study (Patton, 2015). A civil 

society that promoted health literacy was the target population for this study. As stated by 

Bryman (2008), purposive sampling refers to the selection of participants with specific ref-

erence to research questions. It provides a wealth of information for a complex study, and 

makes it possible to gain a deep understanding of the subject (Patton, 2015). Snowball sam-

pling is a purposeful sampling strategy (Patton, 2015). In order to recruit a large sample of 

informants (Denscombe, 2009), snowball sampling was suitable for the study. Different 

websites were used to find multiple nonprofit organizations and faith communities in a 

southern metropolitan area in the Unites States, that worked with health literacy. Only one 

organization specified on their website that they promoted health literacy, however, they 

declined to participate. In order to increase the chance of getting in touch with more organi-

zations, the search extended to include both health promotion and health literacy. Seven lo-

cal churches were identified and stated on their websites that they work with health promo-

tion. These organizations were contacted by e-mail and phone. Only two out of the seven 

churches contacted were willing to participate. Eight non-profit organizations were identi-

fied in different websites. Three of them participated in the study. Two organizations de-

clined to participate, and the remaining three did not meet the research requirements and 

were excluded from the study.   

  Through snowball sampling, referrals from interviewees facilitated contact with seven 

organizations. At the end of each interview, the informants were asked if they knew of 

other organizations that worked with health literacy. Through snowball sampling, the re-

searcher came in contact with an additional seven organizations that agreed to participate in 
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the study. Of the seven referred organizations, two of them were churches, and the other 

five were nonprofit organizations. The organizations were contacted by phone, and were 

given information about the purpose of the study and the procedure. All referred seven  

organizations agreed to participate.  

  A total of twelve organizations (seven nonprofit organizations, three congregations, 

and two national networks affiliated with religious denominations) participated in the study. 

Each organization was represented by one informant, with the exception of one church 

which was represented by two informants. The participants were either managers in the  

organization, coordinators for health promotion programs, or key informants who were 

  selected by their supervisors or coordinators. All informants were female. 

 Data Collection 

  For the data collection, a qualitative interview was used (Bryman, 2008). According to 

Bryman (2008), qualitative interviews focus on the interviewees' own perceptions and per-

spectives. This requires openness to new and unexpected phenomena, and the ability to 

convey the interviewees’ own viewpoints (Kvale & Brinkman, 2013). It allowed the inter-

viewer to gain insight into civil society’s own thoughts and experiences in promoting health 

literacy. A qualitative, semi-structured interview with open-ended questions was conducted, 

and in some cases was supplemented with follow-up questions; however, informants could 

answer the questions at their own pace, and in line with their own perceptions and interpre-

tations of the subject (Bryman, 2008). Follow-up questions gave the interviewees a chance 

to develop their statements (Bryman, 2008) and illuminate the topic through their own per-

spectives (see Appendix 1). 

  Eleven interviews took place at the organizations and churches where the informants 

worked or attended services, and one interview took place at a cafe. The duration of the in-

terviews varied between 21 to 62 minutes. An iPhone voice recorder was used to record the 

interviews. Notes were also taken. A pilot interview was conducted with one informant 

who worked as manager in a nonprofit organization. She was the first informant to partici-

pate in the study, and the other interviews were scheduled at later occasions. It was appro-

priate to ask for her opinion about interview questions before proceeding with next inter-

views. Bryman (2008) stated that the benefits of piloting are to get the opportunity to test 
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the questions and determine whether the interviewee understands them. The interview ques-

tions were discussed with the thesis supervisor on several occasions to avoid ambiguities. 

The informant from the piloting interview stated that the questions were clear and con-

sistent. 

 Data Analysis 

 The study applied inductive content analysis, which refers to analyzing a text based on the 

informant’s own story in an unprejudiced way (Granskär & Höglund-Nielsen, 2013). The 

study focused on the manifest content of qualitative content analysis since the purpose was 

to mediate what informants narrated in their own words about their role and contributions 

in enhancing health literacy (Graneheim & Lundman, 2003). The data analysis followed all 

steps as Graneheim and Lundman (2003) recommended, starting with listening to recorded 

interviews and thereafter transcribing them verbatim. The next step was to identify mean-

ings units, which were phrases or sentences with similar content, followed by condensation, 

which means shortening meanings units without losing the essential meaning (Graneheim 

& Lundman, 2003). Afterward, codes were identified and compared to each other depend-

ing on their differences and similarities, labeling meaning units in one or in a few words 

that briefly describe their content (Graneheim & Lundman, 2003). The next step was identi-

fying sub-categories that later led to form categories. Categories constituted the main com-

ponent in qualitative content analysis and disclosed the manifest content of the text, with all 

data related to the aim of study included (Graneheim & Lundman, 2003). The process gen-

erated four categories and thirteen sub-categories. 

 Ethical Considerations 

  The study followed and applied the research ethical considerations as stated by the Swe-

dish Research Council (Vetenskapsrådet, 2002). Since this study was conducted in the 

United States, contact was also made with the US Department of Health & Human Services 

(HHS) to determine whether there were further ethical requirements for this study. Accord-

ing to HHS, Mid University alone can monitor whether ethical codes are followed because 

the study is at a master level and is not financed with a scholarship. All the informants were 

given a written, informed consent (see Appendix 2). They were briefed about the purpose 

of the study, given contact information of the writer and supervisors and confirmed that 
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their participation was voluntary (Vetenskapsrådet, 2002). Information about the procedure 

was also given by clarifying that a qualitative interview would be conducted, and all infor-

mation would be recorded; however, if they felt uncomfortable with being recorded, notes 

would be taken instead. Measures were taken to secure confidentiality for all informants 

(Vetenskapsrådet, 2002). Only the researcher had access to the collected, raw data. Personal 

information or names were not presented, and all data will be destroyed once the study is 

completed (Vetenskapsrådet, 2002). 

Results 

Analysis showed that informants acknowledged inequality and needs in their communities. 

They were driven by the mission of improving people’s lives and conditions whereby 

health literacy was considered a useful tool. Health information was given in a variety of 

settings in an effort to reach out to everyone in the communities, raising awareness about 

health issues and empowering people to make changes. Challenges were not seen as barri-

ers; hence, their mission was ”personal”. 

  The identified categories and subcategories are presented along with citations from the 

interviewed informants. However, in order to comply with ethical requirements and main-

tain confidence, certain citations are incomplete. 
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Table 1. Categories and subcategories  

Sub categories Categories 

Health inequality and needs 

Spiritual mission 

Incentives for acting 

Communicating health 

Gathering arenas 

Community involvement 

Commitment and ownership 

Using different strategies  

Being a role model 

Affecting legislation  

Empowering 

Health education 

Providing basic resources 

Advocating for better health and health literacy 

Funding barriers 

Cultural socio-political conditions 

Challenges to overcome 

 

  Incentives for Acting 

 Analysis revealed a consistency among the informants' statements about the motives and 

the driving forces behind their initiatives. Informants met and served people of all ages, 

genders, ethnicities and socioeconomic status. They saw many needs in different communi-

ties, and they were impelled by a personal and spiritual mission. 

 Health Inequality and Needs  

 The analysis showed that health inequalities and needs were strong incentives for inform-

ants’ civil engagement in enhancing health literacy. Informants narrated that they met many 

community members living in poverty, experiencing ethnic and rural disparities, violence, 

lack of knowledge, and limited access to healthcare. Many people did not know where to 

go, and had limited access to information about preventable health issues. Needs were also 



 

13 

 

seen in communities with advanced education and access to health information. Seeing all 

these needs in communities and informants’ own experiences with non-communicable dis-

eases motivated them to act, helping others to become health literate and striving to dimin-

ish health inequality. 

  Many African Americans die from cancer and other diseases, these   

   are  facts, and this church recognizes it, and acts to change it to a healthy life. 

 Spiritual Mission 

 Analysis revealed that informants believed that they have a spiritual mission to promote 

health and health literacy. They implied that one of the cornerstones in their Christian faith 

is indeed to teach people how to improve their health and lives. They wanted people to un-

derstand the connection between body and soul. Informants reported that their church has 

always been involved in promoting health and wellbeing. They could not recall how it 

started, but they acknowledged that the church addressed different needs for people as well 

as the church. 

 Using Different Strategies 

 Different strategies were used to reach out to individuals and communities. Informants nar-

rated that they took every opportunity to talk about health, not only physical, but also men-

tal, emotional and social health. Promotion of health and health literacy took place in differ-

ent settings involving communities to participate not just as receivers but as partners. The 

following four subcategories were identified: communicating health, gathering arenas, 

community involvement, and commitment and partnership. 

 Communicating Health  

 Analysis demonstrated how informants were communicating health to their communities in 

different ways. Internet and social media were considered useful tools, especially when 

communicating with young individuals. Pamphlets were also given, but in limited form. In-

formants narrated that they met people with different backgrounds, and there was always a 

possibility to meet individuals who could not read. Sending these people home with written 

information was not appropriate. There was a belief that communication with communities 

had to be built on trust like any other relationship, and it was important to find balance be-
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tween talking over people’s heads and communicating with them, especially if it was a dif-

ferent culture. Speeches and presentations were used in reaching out to different groups in 

communities. They offered seminars, workshops, and face to face counseling. In some 

cases, prosthetics were used to make topics real. Another way to make health information 

tangible was to invite individuals who had survived a serious health condition. Informants 

stated that when people meet survivors, they could relate to them. They described this 

as ”taking the education part and putting a face to it.” Lay health advisors were leaders who 

were trusted in their communities and volunteered to convey health messages. Every oppor-

tunity was taken to promote life, healthy living and health literacy, whereby walking for a 

good cause was a useful tool.  

  …when you take care of your health, you can do more… if you’re educated, you can 

 teach others so it spreads….each one teaches one.    

 Gathering Arenas 

 Analysis revealed that informants had agendas of topics, and they used different settings 

when communicating health. Informants acknowledged that instead of waiting for people to 

come to their events, they went out to where people were. Churches were recognized as a 

convenient arena to promote health literacy, especially on Sundays when many people 

gathered for worship. It was acknowledged that not every person attended Sunday worship, 

so initiatives were organized on Saturdays too. Informants participated in various health 

fairs, and sometimes coordinated them, inviting communities and marketing the event in 

the media, stores and different places. They felt that health fairs would draw visitors, part-

ners and community leaders. This was perceived as a way to encounter people who cared, 

and to build new alliances and partnerships. Meeting people of all ages was important for 

informants, and reaching out to schools gave them opportunity to enhance health literacy 

among children and teenagers. Additionally, they got the chance to meet teachers and other 

school employees. 

 Community Involvement 

  Analysis indicated that informants involved the whole community in their outreach initia-

tives. Building relationships and trust with communities was perceived as crucial, and they 

felt that it took teamwork to succeed. They collaborated with various partners in the com-

munity, such as health care professionals, academia, government agencies, local businesses, 
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faith communities, nonprofit organizations and other stakeholders. In poor communities, 

informants invited representatives in authoritarian positions to show them people’s living 

conditions, hoping for their engagement in finding solutions. Health care professionals 

were involved in communities by offering free screenings and giving information about 

health conditions. Academia contributed with their expertise and provided lectures and 

seminars on health topics and research, and local businesses were also involved in making 

communities safer and healthier. Analysis indicated that church leaders and pastors were 

engaged in health literacy initiatives. They had influence in their communities and could 

spread awareness among congregations’ members to enact changes and provide faith based 

health promotion. 

 Commitment and Ownership 

  Analysis revealed that informants felt they were a part of a community, and their commit-

ment was personal. The inspiration for them was to know that they were making a differ-

ence, and their actions had an impact on people’s lives, even if it was on a small scale. 

There was a desire to see communities thriving and doing better. Informants wanted to be a 

part of the communities’ success. Planning and implementing health literacy programs was 

initiated by informants, and they acknowledged that a lot of work had to be done, but the 

feeling of making difference in people’s lives made them continue with their commitment 

and helped them take ownership. 

 Advocating for Better Health and Health Literacy 

 Analysis showed that informants advocated for enhanced health literacy in communities. 

They wanted people to understand that they could make changes and that they were sup-

ported. Informants were promoting health literacy by being a role model, affecting legisla-

tion, encouraging empowerment, offering health education and providing basic resources. 

 Being Role Models  

 Informants were perceived as role models in their communities. They shared their 

knowledge and experiences. Community members got support and help with resources 

when they needed it as most. The feeling of talking with somebody who had gone through 

what they were experiencing gave community members comfort and hope. When events 

were organized, healthy meals and beverages were offered, inspiring community members.  
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Informants narrated that individuals who participated in their programs and succeeded in 

their lives, become engaged as educators encouraging others in the same situation they once 

experienced. These individuals became role models for the community. 

 Affecting Legislation 

   Analysis showed that informants advocated for better health in the society. They were af-

fecting legislation and changing policies in schools at different levels. Informants acknowl-

edged that these issues needed to be changed at the political level, and although they could 

not change government policy, it did not stop them from starting a dialogue with policy 

makers. Indeed some policy changes went through, such as healthier meals and health edu-

cation in schools, and this encouraged informants to initiate health literacy activities and 

advocate for health by affecting legislation.    

  We do have…training centers, so we set the guidelines for…This year, …passed.    

 Empowerment 

  Informants worked toward empowering communities in different ways. Health literacy ini-

tiatives addressed to teenagers were directed to build up teenagers’ self-confidence, educat-

ing them in how to consider different options and understand consequences before making 

decisions. Informants recognized that many people were ashamed of relying on food pan-

tries. They needed to be encouraged toward self-sufficiency giving them the dignity to 

make good choices for themselves and their families. Health literacy initiatives heightened 

people’s awareness about health conditions and treatment, supporting them to tell their sto-

ries without feeling shame and guilt. People gained confidence and felt that talking gave 

them strength and helped others. Informants narrated that health literacy initiatives were di-

rected towards individuals as well as the community. They worked toward identifying lead-

ers in the communities and gave them sustainable tools to recognize problems and needs as 

well as assets in the community in order to promote their own community members’ em-

powerment. There was a belief that discussion was the start of recognizing the problem as 

well as the solution, and leveraging the democratic process was perceived as a life skill. 

When women learned about their reproductive rights, they could decide for themselves 

when to be pregnant, and when people were politically involved, they became aware of the 

power of the vote. 
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 People need to be aware because even your vote, who you put in the office can   

 affect what laws will brought in and that later will affect how we access health care. 

 Health Education 

 There was an assumption that health was holistic, and therefore, health education in differ-

ent areas was offered to enhance health literacy. Interviewees narrated that education pro-

moted change, and affected disparities and equity. Education on nutrition and food prepara-

tion was given, which encouraged people to cook healthy meals on a budget. There was be-

lief that parents’ health literacy impacted children’s health. Educational programs in parent-

ing encouraged parents to engage in their children's education, teaching them to be present 

for their children and to attend health visits. The program was built on opening a dialogue 

with parents. Taking into account the high rate of drowning accidents among children in the 

area, education on this issue contributed to heightened awareness among parents who 

started asking about swimming lessons and where to go. It was also acknowledged that ill-

ness can create financial hardship, and people who were affected could learn how to get 

through diagnosis and still be able to survive financially, and how to interact with their own 

families during difficult times. Analysis revealed that informants offered community out-

reach education to highlight awareness about how both men and women could be victims of 

domestic violence and talking about support places where victims could get help, so that 

they did not feel alone. Informants narrated that they highlighted health literacy about what 

people could do for themselves and what resources were available for them such as access 

to health care, available health services and how to navigate the system.  

  Health literacy is a key component of our education programs, and there are several 

 ways we approach it. 

 Providing Basic Resources  

 Analysis indicated that informants served people in need with basic resources such as food, 

health and dental care. Some were families with young children. They got food stamps, but 

it was not enough. Many people did not have access to health care for many reasons: they 

were uninsured; they lacked knowledge about their right to basic health care; and they lived 

in rural areas where there was no access to health care providers. Informants had 

knowledge about resources in communities. They worked together with their partners, such 

as free health clinics and medical health ministries that provided free health care.  
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 Challenges to Overcome  

 Analysis revealed that informants faced many challenges in promoting health literacy in-

cluding funding barriers, and cultural socio-political conditions; however, that did not pre-

vent them from pursuing their missions.  

 Funding Barriers 

 Informants needed funding in order to implement health literacy initiatives.  Even though 

they applied for funding, there was uncertainty about getting approval. Funding became a 

challenge because they could not create sustainable praxis that can be studied and contin-

ued. Sometimes they organized fundraiser events, and they saved money to deliver health 

literacy initiatives. Informants narrated that in some cases they got contributions from their 

collaborators and volunteers that alleviated cost. They also noted that when their programs 

were successful, they would risk losing grants.  

  The funding  for the program which is so crazy. .that’s what I mean with legislation, so                    

   because it worked, they say we don’t have grant…. anymore,  yeah, you know that  

  makes real good sense…Now it works, now you take it out.” 

 Cultural and Socio-political Conditions.  

 Analysis revealed that informants faced cultural challenges. Some ethnic groups lived ac-

cording to the custom of not telling about their disorders. They did not even know about 

their families’ medical history or what their relatives died from. Informants narrated that 

they encouraged people to talk and to ask questions about their relatives’ medical history so 

that they could take care of their own health and their families.   

 Cooking habits was another cultural challenge. People ate many unhealthy traditional 

dishes that were buttery and sweet, which was something they had always done. There was 

difficulty motivating people to change some of their habits. 

 Informants experienced many challenges to overcome. Low taxes on tobacco contributed to 

the high rates of smoking in the region. Elevating tobacco taxes could motivate people to 

quit smoking, but informants believed that this action was not on political agendas since to-

bacco industry contributed to the region's economic growth. Although infrastructure in rural 

areas was experienced as a big challenge, planning and implementing health literacy activi-

ties were on informants’ agendas. 
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Discussion 

 Results Discussion 

 The purpose of this study was to explore civil society’s (faith communities and non-profit 

organizations) role and contribution in enhancing health literacy. The results showed that 

civil society was engaged in enhancing health literacy. They believed they have a mission 

to promote healthy living and health equity, and they used health literacy as a tool to pursue 

their mission. The results also revealed that civil society adapted a health promotion per-

spective, and applied different guiding principles in health promotion as strategies in en-

hancing health literacy. Civil society perceives health as holistic. They provide health infor-

mation in various areas and offer social support. 

  Civil society used various strategies to enhance health literacy. They convey basic 

health information through multiple means ranging from written information, to seminaries 

and workshops. There was an effort to convey as much information as possible to people 

regardless of age, gender, ethnicity etc. How they convey said information depends on their 

target audience. For instance, in an effort to reach younger audiences they have utilized the 

potential of social media. According to Apfel (2013), health literacy promoters have to con-

sider the potential of new media and take advantage of said potential. This confirms how 

civil society has a desire to convey health information and use all available tools to their 

fullest extent to ensure they are successful in their mission. Using different strategies when 

promoting health literacy is one of guiding principles in health promotion (Rootman, 2001). 

  Results showed that civil society uses different arenas in an attempt to meet people 

where they gather such as churches and health fairs. This is confirmed in the study by Gali-

atsatos and Hale (2016) about how churches and health fairs are effective arenas to promote 

health literacy.  In this study, civil society seemed to be using the intersectoral guiding prin-

ciple in their health literacy initiatives, and as such the whole community is involved. Com-

munity members are not the only participants in these initiatives, but also collaborators, city 

officials and community leaders. Mitic and Rootman (2012) assert that enhancement of 

health literacy depends on collaboration between various parties within every facet of soci-

ety. Sternberg et al. (2007) believe that health events organized by civil society, health care 

communities and academia, among others, contribute to build up health promotion alli-

ances. 
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  Barry, D’Eath and Sixsmith (2013) state that people who lack the ability to make bene-

ficial decisions regarding their health, diminish their likelihood of gaining control over their 

health. The results showed that civil society offered health information to awaken interest 

and heighten awareness in terms of how to promote and maintain better health. Civil soci-

ety did not only give information, but also taught how to act on information. For instance, 

when talking about nutrition they also offer cooking classes. There was also a consideration 

for those from lower income households to ensure that even they could afford healthy food 

on a limited budget. In addition, they taught participants self-efficiency. For example, civil 

society functioned as a link between people and collaborators who gave assistance in how 

to apply for jobs. People learn that they have power to enact positive change in their lives. 

  As stated by Shanghai declaration (2016), communicating efficiently and improving 

health literacy among the underprivileged in society contributes to health equity. The re-

sults showed that civil society’s initiatives strive to achieve equity and are directed towards 

all people within the community. These are important guiding principles in health promo-

tion according to Rootman (2001). Health literacy is a resource that contributes to health 

equity (Logan, Wong, Villaire, Daus, Parnell, Willis & Paasche-Orlow, 2015). It mitigates 

health inequity, and should also concern individuals’ skills in attaining, comprehending, ap-

praising and communicating information about health's social determinants (Commission 

on Social Determinants of Health, 2008). 

  The results showed that informants used terms and expressions such as confidence, 

self-efficiency, power, empowerment, self-efficacy, heightened awareness, waving options, 

making the right decision, taking responsibility, making changes and being informed. These 

expressions and terms appear across multiple studies that apply a health promotion ap-

proach when defining health literacy (Nutbeam, Harris & Wise, 2004; Porr, Drummond & 

Richter, 2006; Nutbeam, 2008). In the interview, no direct question on the definition of 

health literacy was asked. However, the analysis and the results showed that civil society’s 

initiatives were empowering, participatory, equitable, holistic and multistrategy. Civil soci-

ety offered basic health information which suggests that they provided functional health lit-

eracy. Meanwhile, they encouraged empowerment, helping people take control over their 

health to become active participants in society who could enact change. This suggested that 

civil society’s initiatives were intended to promote interactive health literacy and critical 
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health literacy as well. Civil society faced cultural, economical and sociopolitical chal-

lenges. Regardless of the mentioned hindrances, civil society continued to pursue their mis-

sion. 

Methods Discussion 

 Qualitative interview was considered to be the most appropriate method because it allowed 

the researcher to gain insight into informants' own stories, experiences and thoughts about 

the promotion of health literacy (Patton, 2015). The qualitative method also facilitated an 

understanding of the informants’ values (Patton, 2015), which were the driving force for 

their actions. Conducting interviews was enriching and educational. Twelve interviews gen-

erated a substantial amount of valuable data, which was immensely time-consuming to pro-

cess and analyze.  

  After conducting internet research to find organizations which enhanced health liter-

acy, the number of organizations that fit the criteria was limited. One factor that could ex-

plain the limited number of organizations found could be the assumption that health literacy 

remains an unexplored topic, and the number of organizations working to promote health 

literacy was therefore limited. However, Apfel (2013) asserts that many actors in society 

contribute to enhancement of health literacy in different settings without knowing about it 

because they label their activities as health education, health promotion, and cultural adap-

tation services among others. The study used the keywords ”health literacy” and ”health 

promotion” in the internet search. The search would have most likely given more results if 

the researcher had known about different labeling as mentioned by Apfel (2013). Another 

factor was that some organizations did not use the internet to market themselves and their 

services. Snowball sampling was an effective way to come in contact with further inform-

ants who did not advertise themselves as a health literacy promoter.   

  The study applied inductive content analysis which refers to analyzing a text based on 

the informants’ narrative (Granskär & Höglund-Nielsen, 2013). Since a text is subject to 

different interpretations, this raises questions regarding trustworthiness in qualitative con-

tent analysis (Graneheim & Lundman, 2004). Trustworthiness comprises credibility, trans-

ferability, dependability and confirmability (Bryman, 2008).  
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  Credibility refers to coherence between the informants' view and how well it is inter-

preted and presented in the study (Patton, 2015). The study followed Graneheim and 

Lundman’s (2004) recommendations to archive credibility. Informants in the study repre-

sented nonprofit organizations, congregations and national networks affiliated with reli-

gious denominations. Informants had different experiences with enhancing health literacy, 

which enriched the study (Graneheim & Lundman, 2004). To increase credibility, the study 

selected meanings units that were most appropriate for analysis, and the results section con-

tained authentic citation from the text (Graneheim & Lundman, 2004). There was no con-

sultation with informants about results of the study as Bryman (2008) recommended; how-

ever, the researcher repeatedly asked informants during interview ”…so if I understand you 

correctly…” As a measure to confirm that the researcher had understood the informants’ 

narrative. 

  Transferability: The study provided detailed and full descriptions of procedure, analy-

sis and results to increase transferability (Bryman, 2008), but the criteria for transferability 

does not solely rely on the researcher, as it is also up to the reader to conclude whether re-

sults are transferable or not (Graneheim & Lundman, 2004, see Appendix 3). 

  Dependability: All phases of the research process were documented, such as the selec-

tion of informants, interview transcripts, analysis of data and drafts that show how the pur-

pose, problem statement, and questions have evolved, and this was discussed extensively 

with  the thesis supervisor (Bryman, 2004), in which the thesis supervisor was involved 

throughout the process, and was able to follow the development and the quality of the 

study. 

  Confirmability: The researcher's own values and beliefs did not affect the research 

study (Bryman, 2004). Since there was limited literature concerning how civil society im-

proves health literacy, there was a curiosity from the researcher to know to what extent civil 

society promotes health literacy, and to listen to the stories and experiences from individual 

members of civil society. 

Strengths and Limits of the Study 

 The strengths of this study was that it shed a light on civil society’s role and contribution in 

promoting health literacy, and also how actors proceeded with their mission. The limits of 
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this study were twofold: First, organizations that participated in this study consisted of or-

ganizations of various levels of experience that worked from a grass roots level to a na-

tional level, which came with a significant challenge in accurately portraying these organi-

zations under the umbrella of civil society. Civil society is not an entity and as such does 

not represent one standpoint (WHO, 2017b). Second, results showed that health literacy ini-

tiatives were built upon establishing trust and giving support.  Questions about trust and so-

cial support were not asked during interviews. The question remains to what extent trust 

and social support affected the way civil society approached participants and partners when 

enhancing health literacy. 

Conclusions 

The study gave insight concerning how civil society shared responsibility in the enhance-

ment of health literacy. Civil society was driven by the firm belief that it had a mission to 

promote health, health literacy and diminish health inequality. The study also deduced civil 

society’s different approaches towards reaching their goal. Civil society faced cultural, eco-

nomical and sociopolitical challenges. Regardless of the mentioned hindrances, civil soci-

ety continued to pursue their mission. 

 Civil society is a valuable actor whose significant efforts and experiences supplement 

the knowledge of health promotion and health literacy. There is a necessity for more re-

search in the area concerning civil society’s role as a health literacy promoter and how they 

evaluate their programs. Health promotion efforts can succeed when they are validated by 

their target population (Green & Tones, 2010). It would be interesting for future research to 

explore how participants interpret civil society’s initiatives and whether or not they believe 

that civil society’s efforts have contributed to change in their lives. It would be also worth-

while to investigate to what extent trust and support affect health literacy initiatives.   
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Appendix 1 - Interview guide 

Purpose.This study aims to explore the role played by faith communities and non-profit 

organization who have engaged in promoting health literacy in the community, so as to gain 

insight into their contributions as well as their ambition to pursue their civic mission. 

Questions for the interview  

Background questions 

Name of organization 

Type of organization 

Number of individuals involved in the program  

Health promotion initiatives founding date 

Do you receive grant for the program 

Average number of participants 

Among your participants, do you see differences in social economic status, age and gender 

Headline 1: Their role 

1-What factors led your association to work on health promotion and health literacy? 

2-What inspired your association to promote health and set up a health literacy program? 

3-How does your association describe its mission? (follow up question: What are your 

thoughts on health equality) 

Headline 2: Their contribution 

1-Tell me about a health literacy activity or program you are working on now? 

2-Tell me about the purpose of your program  

3-How do you provide health information? (follow up question: To what degree do you think 

an association such as yours can enable participants to acquire life skills? 

4-Has your association observed changes in health literacy skills among participants? If so, 

what kind of changes? 

5-What effects of your program have you observed among your participants? (as follow up, 

heightened awareness, change of habits, better comprehension, other changes)  

6-Which associations, if any, are you collaborating with?  

7-What challenges has your association faced in promoting health literacy? 
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 Appendix 2 - Consent to Participate in Research 

 Title of Study. Enhancing health literacy through civil engagement 

 Introduction and Purpose  

 My name is Nabila Magnusson. I am writing my master’s thesis for the Mid Sweden Uni-

versity Department of Health Science. I’m presently living in ————. I would like to ex-

plore the role your association is playing in enhancing health literacy in your community. 

The purpose of this study is to explore how civil society views their programs in elevating 

health literacy through empowerment. 

 Procedures 

 If you agree to participate in my research, I will conduct an interview with you, which 

should last 20 to 30 minutes. With your permission, I will record and take notes during our 

meeting. The recording is to accurately record the information you provide, and will be 

used for transcription purposes only; however, if you feel uncomfortable at any time, I will 

turn off the recorder at your request. You may stop the interview at any time. I expect to 

conduct only one interview; however, follow-ups may be needed for added clarification. If 

so, I will contact you by mail/phone to request this. 

 Benefits 

 There is no financial benefit for you in taking part in the study; however, it is hoped that the 

research will bring out your association’s important contribution in promoting health liter-

acy in the community.  

 Confidentiality 

 Your study data will be handled confidentially, and results will be used for academic pur-

poses only, within a university context. Individual names and other personally identifiable 

information will not be included, and the tapes and notes destroyed at the end of the study. 

 Rights 

 Participation in research is completely voluntary. You are free to decline to take part in 

the project. You can decline to answer any questions and are free to stop taking part in the 

project at any time.  

 Questions 
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 If you have any questions about this research, please feel free to contact me. I can be 

reached at ————. You may also contact Professor Eija Viitasara. Senior Lecturer, De-

partment of Health Sciences, Sweden. Telephone: + 46 10-142 89 32. Email: eija.vii-

tasara@miun.se. You may also contact my thesis supervisor, Professor Ewy Olander. 

Email:olanderewy@gmail.com 

Consent 

 You will be given a copy of this consent form to keep for your own records. 

 If you wish to participate in this study, please sign and date below. 

_____________________________ 

Participant's Name (please print) 

Participant's Signature   Date 
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Appendix 3 - Examples of the process of analysis 

Meaning unit Condensed 

meaning unit 

Code Sub-category Category 

Many African Americans die 

from cancer and other 

diseases, these   

 are  facts, and this church   recog-

nizes it, and acts to change it to a 

healthy life.” 

High rates 

mortality 

among African 

American 

church act to 

change it 

mortality 

among African 

American, the 

church acts 

Health inequa-

lity and needs 

Incentives for 

acting 

when you take care of your 

health, you can do more… if 
you’re educated, you can teach 

others so it spreads….each one 

teaches one.”  

Teaching each 

other to spread 

the word 

Teaching to 

spread the 

word 

Communic 

ating health  

Using different 

strategies 

”Health literacy is a key compo-

nent of our education programs 

and there are several ways we ap-

proach it.” 

Several ways 

to approach 

health literacy 

Approach he-

alth literacy 

Health educat-

ion 

Advocating for 

a better health 

and health lit-

eracy 

 We do have….training 

centers, so we set the 

guidelines for…This 

year,…passed. 

…a bill  

passed on … 

Legislation 

changes 

Affecting le-

gislation 

Advocating for 

a better health 

and health lit-

eracy 

 ….the funding  for the 

program which is so 

crazy. .that’s what I 

mean with legislation, 

so…because it 

worked, they say we 

don’t have grant…an-

ymore, yeah, you 

know that makes real 

good sense…Now it 

works, now you take it 

out.” 

we can’t have 

grant even 

though the pro-

gram was a 

success, this 

doesn’t make 

sense  

Grant 

withdrawal 

Funding barrier Challenges to 

overcome  

 


