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Chapter 1: Introduction 

This master’s project was completed in collaboration with the St. Mary’s Medical and 

Rehabilitative Therapies (SMMART) Clinic, located on the campus of St. Catherine University in 

St. Paul, Minnesota. Through the completion of literature reviews, a needs assessment, and 

project activities, nine graduate occupational therapy students analyzed the needs of this clinic 

and aimed to improve client care. The SMMART clinic serves primarily Spanish-speaking clients 

who are low-income, uninsured, or underinsured. This population often faces obstacles in 

accessing primary health care and rehabilitation, including language and literacy-related 

barriers. Occupational therapy can play an important role in addressing these barriers and 

providing high quality care and education that is sensitive to clients’ literacy and language 

preferences.  

While the SMMART clinic does provide free healthcare to underserved clients and is 

staffed with bilingual interpreters, they lack accessible client-education materials designed with 

their unique client population in mind. In order to meet the needs of the SMMART clinic and its 

clients, our master’s project group created 15 new literacy-sensitive client-education handouts 

in both Spanish in English. Our newly developed handouts were then reviewed and evaluated 

by the clinic volunteers for their usefulness and understandability.  

This portfolio contains a written literature review about occupational therapy in primary 

care with a particular focus on treating Hispanic clients in this setting. Each student’s full 

literature review can be found in Appendix A. Following the review of the literature is a needs 

assessment for the SMMART Clinic, which includes more background information about the 

clinic itself, its primary population, as well as its needs and overall strengths. The portfolio also 



includes an explanation of our project activities and creation of our materials, our methods for 

assessment, results, and a personal reflection on the project.  

  



Chapter 2: Literature Review 

Occupational therapy and primary care are integral to the health and wellbeing of 

people and communities. On their own, they each serve a crucial need. When combined, the 

benefit to patients can be even greater. The holistic role of occupational therapy complements 

the medical model role of primary care by assisting with early intervention in chronic disease, 

identifying and treating functional impairments, improving patient satisfaction, and improving 

patient participation with the use of modifications (Muir, 2012). Current experiences and 

perspectives of many medical professionals support and accept a multidisciplinary approach of 

incorporating occupational therapy into primary care, however, barriers continue to exist 

especially for a Hispanic/Latino population. Working together, occupational therapists and 

primary care providers are coming up with strategies to overcome those barriers to improve 

patient outcomes by creating and practicing collaborative multidisciplinary health care models. 

An Overview of Primary Care 

Access to primary care is immensely important to health and well-being. But what 

exactly is primary care? Primary care, or primary health care, has been defined as “the 

provision of integrated, accessible health care services by clinicians who are accountable for 

addressing a large majority of personal health care needs, developing a sustained partnership 

with patients, and practicing in the context of family and community” (Institute of Medicine 

(US) Committee on the Future of Primary Care, 1996). Primary health care is comprehensive 

and includes disease prevention and treatment, rehabilitation, and palliative care. Often a 

patient’s first point of contact into the health system, primary care is also a cost-effective and 

efficient way to meet health needs (World Health Organization, 2021).  



Access to primary care can predict positive health outcomes, and conversely, a lack of 

access to primary care may predict negative health outcomes. Therefore, access to primary care 

is critical to improving public health and reducing health disparities (Office of Disease 

Prevention and Health Promotion, 2014). The inclusion of a multidisciplinary primary care team 

may contribute to a reduction in some of these disparities.   

Multidisciplinary care is defined as multiple professionals from at least two disciplines 

working on the same care team (D’Amour et al., 2005). Effective collaboration between team 

members is necessary to provide the most positive and effective care for the clients (Saint-

Pierre et al., 2018). Currently, multidisciplinary team members in primary care often include 

physicians, nurses, midwives, dentists, physiotherapists, social workers, psychiatrists, dietitians, 

pharmacists, administrative staff, and managers (WHO, 2008).  Although different team 

members provide a unique background to their services, there are various approaches or 

models used to distribute care between team members across settings (Leach et al., 2017; 

Saint-Pierre et al., 2018). These approaches may change who is responsible for preventive care, 

patient education, and health coaching among the team members (Leach et al., 2017; Saint-

Pierre et al., 2018). Other teams may be small and mainly consist of a doctor, physician 

assistant, or nurse practitioner (Leach et al., 2017), or may have certain team members take 

roles as a clinical leader, case manager, or expert consultant and collaborate to provide a more 

holistic care to their clients (Saint-Pierre et al., 2018). These various approaches allow for 

flexibility of integrating multidisciplinary care that best suits each setting based on their 

staffing, clients, and additional factors (Leach et al., 2017; Saint-Pierre et al., 2018).  



Physicians and other team members sometimes lack education on other team 

members’ roles and expertise and may have difficulties communicating with each other or 

agreeing on plans for client care (Hassan et al., 2021). There is also a lack of providers in certain 

geographic areas, such as rural clinics, which makes it difficult to create multidisciplinary teams 

and creates challenges for providers of clients with more complex situations that require 

mental health needs (Leach et al., 2017). There may also be confusion about financial 

reimbursement and insurance coverage (Leach et al., 2017). Although multidisciplinary care 

helps distribute roles, there may be unequal distribution of roles and responsibilities between 

team members (Saint-Pierre et al., 2018). With the overwhelming responsibilities providers 

currently have in patient care, it creates an opportunity and need for occupational therapy to 

join multidisciplinary teams and take on some of the responsibilities.  

Occupational Therapy Practitioners Role in the Primary Care Setting 

 Occupational therapy practitioners can play a crucial role in the primary care setting. 

Occupational therapy practitioners can blend with the interprofessional team to provide 

quality, client-centered care (AOTA, 2020). Client-centered care puts the client first and allows 

the client to feel heard which is crucial in primary care. Occupational therapy practitioners are 

skilled in evaluation, intervention, and understanding how roles and routines can impact daily 

life, which can translate to the primary care setting (Role of occupational therapy in primary 

care, 2020). There are many different diagnoses commonly seen in a primary care clinic that an 

occupational therapy practitioner can help to evaluate and provide quality interventions for. 

Common diagnoses include, “Diabetes, hypertension, abdominal pain, thyroid issues, 

respiratory issues, general illness, mental/behavioral issues, neck and back pain… lower 



extremity pain, reproductive system, upper extremity pain…” (Trembath et al., 2019, p. 7-8). 

General occupational therapy interventions for these diagnoses can include, medication 

management, self-management of conditions, health education such as healthy habits, diet 

modifications, and exercise management, and provided information on assistive technology 

(Bolt et al., 2019; Role of occupational therapy in primary care, 2020; Trembath et al., 2019).  

Integration of Occupational Therapy into Primary Care 

Several strategies can be utilized for occupational therapists integrating into the primary 

care setting. Education on occupational therapy’s role is essential for integrating occupational 

therapy into primary care (Donnelly et al., 2013; Trembath et al., 2019). It is necessary to 

educate practitioners in other disciplines on how occupational therapy can benefit their 

interdisciplinary teams and to inform clinic administrators of the cost-effectiveness of bringing 

occupational therapy into their setting (Donnelly et al., 2013; Laguex et al., 2018; Trembath et 

al., 2019). Educating other healthcare professionals on the role of occupational therapy in 

primary care is especially important in the early stages of integration as both occupational 

therapists and physicians agree that a solid understanding of the benefit occupational therapy 

can bring to this setting is crucial for successful integration (Donnelly et al., 2013; Jordan, 2019; 

Trembath et al., 2019). Additionally, using occupation-based interventions demonstrates to 

practitioners and the primary care team the unique value occupational therapy can add to 

primary care. When occupational therapists can intervene and take on some of the more 

occupation-based aspects of primary care, this allows physicians to focus on more medically 

complex cases (Laguex et al., 2018; Trembath et al., 2019). This delegation of expert areas is 

one way occupational therapy in primary care is cost-effective.  



Occupational Therapy Interventions for Primary Care 

Occupational Therapy interventions positively contribute to the treatment and 

management of conditions seen in primary care. In Ireland, community-based OCCUPATIONAL 

THERAPY interventions are used in primary care for dementia prevention and management of 

multimorbidity (Bolt et al., 2019; Garvey et al., 2015). By addressing risk factors, educating on 

healthy aging, and lifestyle modification, participants, indicated increased occupational 

performance and improved frequency of activity participation, self-efficacy, and quality of life 

(Bolt et al., 2019; Garvey et al., 2015). occupational therapy interventions can positively impact 

a patient's physical, emotional and mental health, in addition to overall functioning. An 

occupational therapy-led intervention focusing on diabetes self-management techniques used 

the Lifestyle Redesign® (LR) model to support PCP medical recommendations and helped 

patients manage symptoms through modification of current lifestyle (Dahl-Popolizio et al., 

2021). Despite the sample size being small and concerns with reimbursement, the study did 

support the intervention and showed improvement in physical functioning, fatigue, mood, and 

pain levels. Although studies conducted in a primary care setting are limited, the research 

available validates the positive contributions occupational therapy interventions can have for 

conditions typically treated by PCPs and additional areas that could benefit from occupational 

therapy.  Adding occupational therapy to a primary care team may address social determinants 

of health that could lead to negative health outcomes for historically underserved populations.   

Susceptibility to Negative Health Outcomes 

There are predisposing factors that make primary care patients more susceptible to 

having negative health outcomes in primary care. The homeless population and those who are 



considered housing unsure face the inability to receive medical attention, thus associated with 

poor health outcomes (Baggett et al., 2010; Martin et al., 2019). Such vulnerable populations 

are primarily uninsured, have additionally experienced food insecurity, and have obtained two 

or more medical conditions that are often left untreated. They likely cannot afford proper care 

nor prescriptions to alleviate pain or mental health symptoms (Baggett et al., 2010). 

Participants who have experienced housing insecurities were female, middle-aged, lower 

incomes, and of black or Hispanic ethnicity who struggle with “health-related risk behaviors, 

chronic health conditions, and health services utilizations” (Martin et al, 2019, p. 522). Because 

of the financial burden, participants have reported declines in preventative care and opting out 

of having a primary care provider, thus continuing to encounter poor health outcomes (Martin 

et al., 2019). As an ethnic minority in the US, the Hispanic population face many barriers to 

accessing primary care.  

Barriers for the Hispanic Population in Accessing Primary Care 

Due to barriers in accessing primary care, Hispanics in the US tend to underutilize health 

care services, especially preventative care, rehabilitation, allied professional care, and 

screenings (Suarez-Balcazar et al., 2005). Cost or lack of insurance, transportation and proximity 

to services, and language-related barriers are often cited in the literature around this topic 

(Cheng et al., 2007; Pearson et al., 2008; Tapp et al., 2013; Tolbert & Orgera, 2020; Wolfe et al., 

2020). These barriers can have a direct impact on health. 

Cost and Lack of Insurance 

A lack of health insurance or cost can be a major obstacle in accessing primary care, 

which is often the case with many Hispanic-Americans and immigrants. Hispanic individuals 



represent 19% of the overall U.S. population, but 29% of the uninsured. There are also elevated 

uninsured rates present in regions with large Hispanic communities (Bosworth et al., 2021). This 

disproportionate ratio leads to many disparities for the Hispanic population. Cost is often a 

barrier to becoming insured, as 73.7% of uninsured adults in 2019 reported that they were 

uninsured due to coverage not being affordable. Those who are uninsured have worse access to 

care than those who are insured, and uninsured people are more likely to face unaffordable 

medical bills when they do seek care (Tolbert & Orgera, 2020). Thus, uninsured Hispanics in the 

U.S. may choose to not seek out primary care in general due to these unaffordable costs of care 

and insurance. However, even if they do have insurance, individuals may face additional 

obstacles such as lack of transportation and proximity to the clinic.  

Transportation and Proximity to Services 

Geographic and transportation-related barriers may also impede access to primary care, 

and these barriers often disproportionately affect certain patient groups. An estimated 5.8 

million people in the U.S. delayed seeking medical care in 2017 due to not having 

transportation (Wolfe et al., 2020). Hispanics are more likely to experience a transportation 

barrier than non-Hispanic whites. Transportation barriers also appear to be more common 

among people of lower income and people who are uninsured or underinsured (Wolfe et al., 

2020). Despite the growing Hispanic population in the U.S., there are often large geographical 

areas of Hispanic residents with no clinic representation (Tapp et al., 2013). This leads to longer 

travel times and overall greater difficulty seeking care. However, Hispanic patients are often 

willing to travel greater distances for a clinic with bilingual front desk staff and service providers 

(Tapp et al., 2013).  



Language-Related Barriers 

Arguably one of the most substantial barriers to primary care access among Hispanics in 

the United States is a lack of English language competency or lack of access to bilingual services. 

The presence of bilingual staff has been found to be the most important factor in choosing a 

clinic for Hispanic patients (Tapp et al., 2013). Unfortunately, these services are not always 

available, which can result in vast health consequences for Hispanic Americans, especially those 

who are Spanish-speaking. Individuals with a Spanish language preference are less likely to have 

health insurance coverage, less likely to have a go-to primary care provider, and less likely to 

have had a routine checkup appointment in the last five years. This is based on a large sample 

of U.S. adults (n=20,400) who identified as Hispanic (Pearson et al., 2008). Furthermore, simply 

speaking a non-English language in the home puts Hispanics at a higher risk for not receiving 

necessary medical or health care, no matter their level of comfort in using English (Cheng et al., 

2007). In this study, Hispanics who did use English at home reported receiving recommended 

services at a similar rate to non-Hispanic whites. Researchers acknowledge that this disparity 

could also be attributed to confounding factors associated with language, such as income and 

quality of insurance (Cheng et al, 2007). Hence, the barriers discussed in this paper often 

overlap.  

Hispanic Healthcare Needs and Concerns 

 The above-mentioned barriers impede many Hispanic Americans and immigrants from 

being able to receive the health care they need. Several key needs and concerns have been 

identified for the Hispanic and immigrant population. Leading causes of death among Hispanics 

include cancer and heart disease, which is the same for whites. Meanwhile, Hispanics are 50% 



more likely to die from diabetes or liver disease compared to whites. Additionally, Hispanics 

have 20% more poorly controlled high blood pressure, despite similar prevalence of 

hypertension among whites. Whether Hispanics were born in the U.S. also plays a role in the 

severity of disease and infection. For instance, certain cancers that are related to infections are 

more common among Hispanic immigrants than U.S. born Hispanics (Centers for Disease 

Control and Prevention, 2015). Living with any of these conditions can have an impact on 

quality of life and functional performance of daily tasks, especially if it is difficult to access 

treatment and preventative care. Therefore, there is a need to minimize the barriers for 

Hispanics in accessing primary care, and there is an important opportunity for occupational 

therapy.  

 It is also important to explore the areas of priority in regard to health from the 

perspective of Hispanic patients themselves. Six areas of concern have been identified by late-

middle-aged Latino adults. These include: weight management; disease management; mental 

health and well-being; personal finances; family, friends, and community; and stress 

management (Schepens Niemiec et al., 2015). This helps to highlight some of the occupational 

need areas in which occupational therapy practitioners can target their interventions with this 

population.  

Conclusion  

 Primary care is often the first and most accessible healthcare option in the United 

States.  A multidisciplinary approach, including occupational therapy can result in better health 

outcomes, especially for the underserved Hispanic population. This project worked with a free, 

primary care, multidisciplinary clinic to address barriers to healthcare.  



Chapter 3: Needs Assessment 

Before determining the purpose of the project, the master’s project team first 

conducted a needs assessment with our community partner, SMMART clinic. We first gathered 

demographic data of the geographical area of the clinic and the background of the clinic. We 

then conducted a series of interviews of key stakeholders to determine the main assets and 

needs of the clinic.  

Clinic Background  

The St. Mary’s Health Clinics are a network of clinics in the Twin Cities area that aim to 

provide high-quality, affordable, and accessible health and medical services to underserved 

populations. Founded by Sister Mary Madonna Ashton in 1992, the St. Mary’s Health Clinic 

system is a part of the ministry work of the Sisters of St. Joseph of Carondelet (St. Mary’s Health 

Clinics [SMHC], n.d.). The Sisters of St. Joseph believe that healthcare is a basic human right, 

and their mission is to “... carry out the healing ministry of Christ by providing necessary and 

accessible health services to the medically uninsured and underserved” (SMHC, n.d., para. 1). 

Patient populations served by the St. Mary’s Clinics include low-income, uninsured individuals 

and families who do not qualify for government healthcare programs (SMHC, n.d.).  

In collaboration with St. Mary’s Health Clinics, St. Catherine University established the 

St. Mary’s Medical and Rehabilitative Therapies (SMMART) Clinic in 2018. This on-campus clinic 

is run by an interprofessional team of volunteer students and faculty that provide a variety of 

outpatient healthcare services including medical evaluation and treatment, occupational 

therapy (OT), physical therapy (PT), and nutrition services (St. Catherine University, 2022).  



The clinic has four tenets: patient as teacher, interprofessional care, social justice, and 

empowerment. Patient as teacher means that the student and faculty volunteers recognize that 

the patients are the experts on themselves, and volunteers can learn from the patients. 

Interprofessional care means that the model of care is provided by a variety of healthcare 

disciplines. The team includes nursing, pharmacy, occupational therapy, physical therapy, 

nutrition, and medical providers. Social justice is a tenant because the services at the clinic are 

provided to a population that otherwise would not have access to healthcare. Lastly, the clinic 

works to empower patients to take control of their health by providing educating and 

collaborative care. 

The clinic runs on the first and third Thursday of each month from 4:00-8:00pm. All 

appointments are made in advance and are by referral from St. Mary’s health clinics or partner 

sites. Patients are initially seen by a primary care physician assistant student, then they can be 

referred to an onsite physical therapy, occupational therapy, and/or nutrition student 

depending on need. All students are supervised by licensed healthcare professionals. Length of 

appointments ranges from one to two hours depending on need.  

The SMMART clinic is located on the 4th floor of the university’s building, Whitby Hall. 

The clinic is near several convenient and frequently running bus routes and nearby, limited 

parking. The clinic previously offered free transportation to the clinic but it is currently not 

offered (A. Kelly, personal connection, 2022). The entry gate for the clinic has recently 

reopened after several months of construction. There is a 3-foot fabric sign standing outside 

the building to guide patients to the correct building and physician assistant students by the 

front door to assist patients to the correct floor. Signs throughout the clinic are in English with 



some also in Spanish. The clinic has eight patient rooms approximately 8x10 feet each. The 

current clinic has expanded from the original location, and there are plans to expand further 

within the following year (Coss, 2021). 

The clinic collaborates with the local St. Catherine University food shelf to provide free 

groceries and household supplies for clients and other community members in need. 

Medication is available at no cost to patients through the clinic’s partnership with Cub 

Pharmacy. The SMMART Clinic has many other collaborative partners that provide supportive 

services, including Allina Health, M Health Fairview, and Health Partners Park Nicollet (St. 

Mary’s Health Clinics, n.d.). 

Ramsey County Demographics 

In order to learn more about the populations served at the SMMART clinic, we explored 

demographic information about the residents of Ramsey County, where the clinic is located. 

The total population of Ramsey County is 552,352. The demographic breakdown of Ramsey 

County consists of 67.1% White/Caucasian, 12.9% Black/African American, and 7.5% Hispanic or 

Latino (United States Census Bureau, 2021). Within this demographic, 30.1% of the population 

is under the age of 18. The socioeconomic status (SES) of this population is 12.6% in poverty. 

There are significant disparities in health insurance coverage in Ramsey County. In 2017, the 

overall uninsurance rate was 6.2%. However, among Hispanics, the rate of uninsurance was 

17.1%, which is the highest uninsurance rate in Ramsey County (Ramsey County Public Health, 

2018). English is the most commonly spoken language in the homes of Ramsey County 

residents (76.6%), followed by Asian and Pacific Islander languages (11.6%) and Spanish (5.3%) 

(United States Census Bureau, 2019).  



Stakeholder Interviews 

Identified program and population needs and assets were gathered from interviews with 

key stakeholders at the SMMART Clinic. Interviews were conducted with: 

• Amy Kelly, MD, Medical Director of SMMART Clinic 

• Carol Harrington, RN, Head Nurse SMMART Clinic 

• John Fleming, EdD, OTR/L, Occupational Therapy Clinical Preceptor  

• Darla Coss, OTD, OTR/L, Occupational Therapy Clinical Preceptor 

• Ambria Crusan PhD, LD, RD, Nutrition Clinical Preceptor  

• David Chapman, PhD, PT, Physical Therapy Clinical Preceptor  

•  Marlin Martinez, PA Student, SMMART Clinic Coordinator  

• Sean Hawkinson, Physical Therapy Student, SMMART Clinic Advisory Board  

• Occupational Therapy and Physical Therapy Student Volunteers  

Needs assessment interview questions for stakeholders are found in Appendix B.  

Patient Population 

The SMMART clinic serves an adult primary care population with most patients ranging 

in age from 30-60 years old. The majority of patients are Spanish-speaking or bilingual. Some 

patients speak Hmong or other languages. Many patients are undocumented immigrants and 

therefore do not qualify for employer provided insurance or governmental health programs. 

Common diagnoses of patients included diabetes, hyperlipidemia, dyslipidemia, high blood 

pressure, high cholesterol, and some chronic kidney disease, back, shoulder, and neck pain are 

commonly addressed as well (D. Chapman, personal communication, March 1, 2022; A. Crusan 

& C. Harrington, personal communication, February 17, 2022). 



Assets of Clinic 

One of the greatest strengths of the clinic is the sincere care for patients, emphasizing 

St. Catherine University’s covenant of “love of dear neighbor without distinction,” and the 4 

tenants of the clinic. Each member of the dedicated interprofessional care team exemplifies the 

mission of the clinic. All providers put an emphasis on cultural competency and attention to 

social determinants of health (A. Crusan, personal communication, February 17, 2022; A. Kelly, 

personal communication, February 21, 2022). Additionally, the SMMART Clinic is a safe space 

for patients, students, and faculty. It is truly a place of learning from one another, whether 

students learn from faculty, faculty learn from patients, or patients learn from students.  

The SMMART Clinic provides healthcare services to a population that otherwise may not 

receive care due to a lack of insurance. Services at the clinic are provided pro bono, eliminating 

the restraints that billing and insurance can have on type and length of services. Providing 

healthcare to this population and connecting the patients to other community resources are 

major assets. Some free clinics take several years to fundraise so they can open a clinic with 

more resources. However, the SMMART Clinic recognized that it is better to open without 

state-of-the-art equipment or paid staff in order to meet this population where they are and 

serve their healthcare needs sooner (D. Chapman, personal communication, March 1, 2022).  

The clinic has the benefit of having multiple disciplines in the clinic. The SMMART clinic 

is the only St. Mary’s clinic that offers occupational therapy and physical therapy. Having 

multiple providers in the clinic gives individuals more hope of getting all of their needs met, 

including medical and therapeutic needs (J. Fleming, personal communication, February 17, 

2022). For example, if an individual came into the clinic with chronic pain, they could first get 



their medical needs met with the physician assistants. Then they could meet with occupational 

therapy and physical therapy to combat their chronic pain with therapeutic interventions (J. 

Fleming, personal communication, February 17, 2022).  

The clinic includes resources that can be given to patients to take with them and 

continue care at home. The clinic still has a small budget from grants that allow providing some 

resources for the patients. Supplies include rice socks, theraputty, theraband, basic splints, and 

some educational handouts, which can be provided to all patients (B. Allen, A. Anderson, C. 

Miller & Z. Wells, personal communication, February 16, 2022; J. Fleming, personal 

communication, February 17, 2022). Handouts are primarily used from the OT Toolkit, English 

and Spanish Editions (Hall, 2013), as well as handouts from Ohio State University (D. Chapman, 

personal communication, March 1, 2022; J. Fleming, personal communication, February 17, 

2022).    

Needs of Clinic  

The first need identified through our interviews revolved around general needs of the 

clinic and patients being seen. Social determinants of health play a big part in accessing the 

clinic and general health of patients. Many patients face barriers to health including not having 

the ability to take time off of work, language barriers, concerns about immigration status, 

health literacy, lack of ability to buy healthy food, access to safe places to exercise, having to 

work 2-3 jobs to support their family, and no time off for self-care (B. Allen, A. Anderson, C. 

Miller & Z. Wells, personal communication, February 16, 2022; A. Kelly, personal 

communication, February 21, 2022). Cultural matters related to illness impact patients' 

willingness to seek alternative treatments, specifically prescribed medications, that are not as 



understood or accepted (A. Kelly, personal communication, February 21, 2022). The clinic does 

what it can to address social determinates of health, providing medical care and access to food, 

but they would like to do more regarding the barriers stated above. 

Reliable and efficient transportation to and from the clinic is a primary need of clinic 

patients (A. Crusan & C. Harrington, personal communication, February 17, 2022). Many of the 

patients who seek healthcare at the St. Mary’s Health Clinic take public transportation. This can 

make it difficult to access the clinic and extend the amount of time they need to dedicate to 

their healthcare appointments. Once at the university, the individual needs to find the building 

which can be confusing for patients who have never been to the clinic before (B. Allen, A. 

Anderson, C. Miller & Z. Wells, personal communication, February 16, 2022). 

The capacity of the clinic can be an additional barrier. The clinic often needs to schedule 

appointments two months out which can be difficult for patients (J. Fleming, personal 

communication, February 17, 2022). Another need of the clinic is expanded hours of operation; 

the limited days of operation and only evening hours can make it difficult for patients to access 

the clinic (D. Chapman, personal communication, March 1, 2022; A. Crusan & C. Harrington, 

personal communication, February 17, 2022). The limited hours do not allow patients to be 

seen for rehabilitative therapies on a consistent schedule as they would in a traditional 

outpatient clinic, for example. If patients are able to come to the clinic every time it is open, 

they receive services twice a month, whereas they might receive therapy twice a week in other 

settings (D. Chapman, personal communication, March 1, 2022). This highlights the need for 

patients to follow through on home programming in order to make and maintain progress. 

Expanded or daytime hours may increase the availability of faculty volunteers at the clinic.  



 

Long appointment length is also a weakness of the clinic. Specifically, medical 

appointments can sometimes last 2 to 2.5 hours, not including the commute to and from the 

clinic (C. Harrington, personal communication, February 17, 2022). Once the patient gets to the 

clinic, they usually see the physician assistants first, then if they see occupational therapy, 

physical therapy or nutrition, the provider goes in for the initial evaluation, comes back to 

discuss intervention with the faculty, and then returns to the patient to discuss intervention 

techniques (J. Fleming, personal communication, February 17, 2022). All of this takes time 

which can be a barrier for patients.  

Providers often struggle to find appropriate patient education handouts in a timely 

fashion, which can also contribute to increased appointment times. Extended appointment 

time is a barrier to individuals receiving care because they must dedicate several hours to 

attend an appointment. Committing this much time is further complicated if the patient must 

find childcare services or miss work for the appointment. Many of the patients’ jobs do not 

provide paid time off for medical appointments so the patients must decide between attending 

an appointment and missing out on income (C. Harrington, personal communication, February 

17, 2022).  

The clinic needs a method to formally measure patient satisfaction to ensure the best 

care possible is being provided (C. Harrington, personal communication, February 17, 2022). , 

Collecting information on patients' needs is an additional area that St. Mary’s Health Clinic 

hopes to improve on, as they currently do not have a formal assessment or survey that can be 



given to patients asking specifically about needs, assistance, and satisfaction with care (A. Kelly, 

personal communication, February 21, 2022). 

The clinic does provide translators since the patients are primarily Spanish-speaking and 

the providers primarily speak English; however, the skill level of the translators varies which can 

affect the quality of communication between patients and providers. The language differences 

create a need for patient education materials provided in Spanish. The nutrition team creates 

many of their own patient education handouts because the existing materials available are not 

in Spanish or are too vague to be effective (A. Crusan, personal communication, February 17, 

2022). The rehabilitation team has some materials in Spanish but these can take longer to 

locate which extends patient appointments further (D. Chapman, personal communication, 

March 1, 2022). 

 Securing steady funding to support needs is another area for growth. Currently, the 

clinic is funded through grants and requires reapplying to receive funds for resources and staff 

(A. Kelly, personal communication, February 21, 2022). Most of the clinic work is provided on a 

volunteer basis with no compensation for the licensed clinicians. A secure steady stream of 

funding would provide room for additional resources and expansion of services offered.  

To enhance patient care, the interprofessional team to become more aware of the role 

of occupational therapists. When patients come into the clinic, oftentimes the first person they 

see are the physician assistants (PA). If the PA’s learn about their needs and think they could 

benefit from specialized occupational therapy services, they have the ability to refer them to 

occupational therapy. If the PA’s do not know the role of occupational therapists, they will not 

refer their patients to occupational therapy (B. Allen, A. Anderson, C. Miller & Z. Wells, personal 



communication, February 16, 2022; J. Fleming, personal communication, February 17, 2022). 

This will often happen in the clinic, and patients are missing out on occupational therapy 

services just because they did not get referred to occupational therapy (J. Fleming, personal 

communication, February 17, 2022).  

Conclusion 

These findings guided the next steps on this project to further the SMMART clinic’s 

resources and abilities. After completing interviews with the stakeholders, it was clear that 

although the clinic has successfully grown and expanded since it started, there were many 

hindrances impacting occupational therapy and all other disciplines' ability to consult and assist 

patients. The purpose of this project is to create understandable and actionable handouts that 

can be utilized in the SMMART Clinic. This is essential as many of the patients attending the 

clinic need at-home interventions they can use to enhance their recovery as they may be 

unable to attend the clinic for occupational therapy again. Additionally, print and electronic 

sources are necessary to accommodate for the external resources the client may or may not be 

able to access.  

  



Chapter 4: Description of Project Activities 

Purpose of Project Activities 

Through the needs assessment, we found that the SMMART Clinic lacked accessible 

handouts that could help clients better understand their health concerns and methods to 

address and prevent worsened health conditions. We also found that there was a lack of 

patient education resources readily available in Spanish. Given our findings from the literature 

reviews and needs assessment, we decided to address the language and literacy-related 

barriers by developing new client-education materials for use in the SMMART Clinic. The intent 

of these handouts is to better serve this underserved population with necessary literacy-

sensitive information. These handouts can be used for patients at home, continuing 

interventions provided by occupational therapists past their time in the clinic. 

Our handouts align with the SMMART Clinic’s mission to make health services accessible 

to underserved and uninsured individuals (St. Mary’s Health Clinics, n.d.) as language and levels 

of health literacy can pose barriers to accessible healthcare. Providing updated, literacy-

sensitive handouts may help fill this gap and reduce barriers to healthcare services for the 

populations served. Client education and advocacy are important roles within the practice of 

occupational therapy (American Occupational Therapy Association [AOTA], 2020), and the 

creation and implementation of literacy-sensitive handouts in multiple languages is one-way 

occupational therapy providers can provide these services.  

Development of Handouts 

The topics used to formulate our handouts were considered, evaluated, and chosen 

from our findings within our needs assessment with various participant interviews regarding 



strengths and barriers in the clinic. Three general categories were identified that focused on 

occupational therapy’s role in mental health, sleep/pain, and occupational therapy 

interventions for multiple conditions. The team determined there should be a total of fifteen 

handouts based on themes identified within the needs assessment. Handout topics were: 

• Apps for Better Sleep  

• Chronic pain  

• Diabetes Management 

• Diaphragmatic Breathing 

• Energy Conservation 

• Guided Meditation 

• Hand and Wrist Pain  

• Mindfulness 

• Rice Socks for Pain Management  

• Safe Body Positioning  

• Sleep Positioning  

• Sleep Tracker 

• Stress Management 

• What is OT?  

• Work-Life Balance 

Handouts were created based on current evidence and were aimed at an 8th grade or 

below reading level. We chose this reading level to ensure that the materials are 

understandable to the clients since an eighth-grade reading level is the average reading level 



among U.S. residents (Stossel et al., 2012). All handouts were created with a template that 

featured one to two pages so each handout could be printed on one page, a black sans-serif 

font, with the font sizes ranging from size 12 for content up to size 22 for the headings, QR 

codes to link to videos or additional online information, and small pictures or icons for aesthetic 

purposes. All images and icons are either referenced accordingly or used without reference due 

to being copyright-free to the public through Stock Images or Microsoft Clip Art. Each handout 

was peer reviewed for content, formatting, and readability. All handouts are available in 

Appendix C.  

Evaluating Readability 

Our next step was identifying resources that could guide the process of designing health 

literate materials. Our large group used the following search terms to find guides and 

readability checkers: “creating health literate materials,” “how to write patient handouts,” 

“health literacy checker,” “health literacy guide,” and “how to assess patient medical handout.” 

Initial searches brought back over 6 million hits on Google, requiring us to evaluate webpage 

content to determine if it would be a good fit for the project. To assess the readability of the 

handouts, we chose Readable (Readable, 2022) and Maine Health’s Guide to Creating and 

Evaluating Patient Materials (Maine Health, n.d.).  

Readable 

Readable is a free online readability analysis tool. Many organizations, including Harvard 

University, NASA, and the American Red Cross, use Readable for their websites and resources 

(Readable, 2022). When text is entered into the site, scores for many readability assessments 

are provided. Our group decided to use the Flesch-Kincaid Grade Level, Gunning Fog Index, and 



Simple Measure of Gobbledygook (SMOG) Index. All three evaluate what reading level is 

needed to comprehend information shared in our handout. Each of these measures readability 

using different methods (Readable, 2022) and we hoped that using multiple indexes would 

results in strong reliability. By using multiple readability measures, we aimed to increase the 

validity of our handouts and ensure the materials would be understandable to the client 

population of the clinic. Each handout was analyzed separately. If the score was higher than an 

eighth-grade level, the handout was revised and resubmitted until it reached this benchmark.   

The first scale we used within Readable is the Flesh-Kincaid grade level which gives the 

minimum United States education level that can read and comprehend a text. All the handouts 

are at a seventh-grade reading level or lower on the Flesch-Kincaid Grade Level scale. The 

SMOG Index evaluates a text and determines the average years of education an individual 

would need to understand the text (Readable, 2022). Our handouts all fall at or below a sixth-

grade education level on the SMOG Index. The SMOG Index is often used in healthcare 

literature. The Gunning Fog Index looks at sentence length and how many words are in a 

paragraph to determine clarity and readability. For the Gunning Fog, all of our handouts are at 

or below an eighth-grade reading level. See Table 1 for readability results of each handout.  

Table 1 

Readability Scores 

Handout Name Gunning Fog 

Score (7-8) 

Gunning Fog 

Edited Score 

Flesh 

Kincaid 

Score (<8) 

Flesh 

Kincaid 

Edited 

Score 

SMOG 

Score 

(<30) 

SMOG 

Edited 

Score 



What is OT - Patient 

Ed 

4.9 4.7 5.5 5.4 8.3 8.2 

Diabetes  4.1 4.2 3.5 3.5 7.7 7.7 

Energy Conservation 5.5 6.4 2.9 3.4 7.6 8.1 

Ergonomics 4.9 4.8 4.1 3.6 7.3 7.2 

Guided Meditation 8.2 7.9 6.6 6.7 9.3 9.1 

Diaphragmatic 

breathing 

7.1 N.A. 5.7 N.A. 8.8 N.A. 

How to maintain a 

balanced lifestyle 

5.7 N.A. 3.1 N.A. 7.6 N.A. 

Mindfulness 6.8 N.A. 5.9 N.A. 9.5 N.A. 

Stress Management 6.7 N.A. 5.8 N.A. 8.2 N.A. 

Sleep Positioning  6.5 N.A. 5.8 N.A. 8.6 N.A. 

Apps for better sleep  8.1 7.1 6.9 6.1 8.7 8.3 

Sleep Tracker 6 N.A. 3.8 N.A. 7.6 N.A. 

Back pain/Chronic 

pain  

5.5 N.A. 4.1 N.A. 7.4 N.A. 

Hand and Wrist pain  5.4 N.A. 3.3 N.A. 7.2 N.A. 

Rice Sock 4 N.A. 2.3 N.A. 5.9 N.A. 

 

 

 



Maine Health’s Guide to Creating and Evaluating Patient Materials  

In addition to ensuring our handouts were at readability levels suitable for the intended 

population, we also used Maine Health’s Guide to Creating and Evaluating Patient Materials to 

evaluate the health literacy of our materials (Maine Health, n.d.). We decided to use this 

resource because it was comprehensive, easy to read, and in a simple checklist format for ease 

of use. The checklist addressed content, format, structure, writing style, design, and cultural 

appropriateness (Maine Health, n.d.). 

Handouts were peer reviewed using this checklist to assess the health literacy of our 

handouts. After review our handouts using the checklist, we made revisions based on their 

feedback. Feedback included decreasing sentence length, using simpler words, and changing 

the formatting to appear less cluttered, which aligns with the Maine Health checklist. These 

categories ensure that all aspects of the handouts will be accessible to the reader.  

Spanish Translation of Materials 

It was deemed important to translate all handouts into Spanish. This was an important 

part of the project because the majority of the population attending the clinic are Spanish-

speaking or bilingual. It was determined that having both languages readily available will not 

only benefit the clinic but the clients and their families as well. Funding was secured through 

the Graduate Student Advisory Board (GSAB) at St. Catherine University to fund translation of 

15 English handouts into Spanish. The translator was a first-year occupational therapy student 

who volunteered at the SMMART Clinic and is fluent in Spanish. This student was chosen for her 

experience to help ensure the translated handouts were both relatable and understandable for 

the client population. After initial translation, two project group members who understand the 



written and spoken Spanish language, evaluated and made any necessary revisions to the 

Spanish version of the handouts for verification purposes. 

 After we received the translated handouts, we checked for Spanish readability using the 

Fry readability graph method through Readability Formulas 

(https://readabilityformulas.com/free-readability-formula-tests.php), a free online site. The Fry 

tool was chosen because it is the only readability checking tool currently validated in Spanish to 

predict U.S. grade levels. The tool considers both number of syllables and number of sentences, 

unlike other readability checking tools, making it more appropriate for assessing Spanish text 

(Tetteroo, 2016). Due to the structural differences of words and sentences in Spanish compared 

to English, syllable counts for 100-word passages tend to be much higher in Spanish. In order to 

account for this discrepancy, we used a modified Fry graph, as described by Gilliam et al. 

(1980). Using this method, we again analyzed the handouts for reading level. Among the 

Spanish handouts, 13/15 were at or below an 8th grade reading level on the modified Fry graph 

as noted in Table 2.   

Table 2 

Readability Scores 

Handout Name FRY Grade 

Level 

(Spanish text) 

What is OT? 7 

Diabetes  5 

Energy Conservation 8 



Ergonomics 9* 

Guided Meditation 7 

Diaphragmatic 

breathing 

5 

How to maintain a 

balanced lifestyle 

8 

Mindfulness 6 

Stress Management 9* 

Sleep Positioning  8 

Apps for better sleep  7 

Sleep Tracker 6 

Back pain/Chronic 

pain  

7 

Hand and Wrist pain  10* 

Rice Sock 7 

* Indicates that the FRY level is above an 8th grade reading level  

Perceived Effectiveness 

Based upon the described readability and health literacy measures we used to assess 

our materials and the needs assessment we completed for the clinic, we believe the handouts 

will be successfully implemented by practitioners and well received by the patients at the clinic. 

Our hope is that these handouts can be a model for patient education materials for the clinic 

and act as a guide for future materials created for patients. We also hope that prepared 



handouts can help decrease the length of appointments, as they will be readily available and 

accessible to the providers.   



Ch. 5: Description of Data Gathering 

Research Background 

 After the creation of patient education materials for the SMMART clinic, gathering data 

on our project activities and handouts was essential. This research project is centered around 

the question: Are the newly developed rehabilitation patient education handouts created for 

the SMMART clinic understandable and actionable for the populations served? This research 

question aligns with the identified mission of the SMMART clinic as these handouts are 

providing advanced quality healthcare education to a population with little healthcare 

resources or access. Prior to participating in the research process, all individuals involved in the 

research process completed the Social and Behavioral Health Collaborative Institutional 

Training Initiative (CITI) (CITI, 2021) and the study was approved by the Institutional Review 

Board at St. Catherine University.  

Participants 

After all our handouts were developed and translated, we distributed print and digital 

versions to the study participants. Participants were St. Catherine University occupational and 

physical therapy faculty and student volunteers who were currently or previously providing 

patient education at the clinic. Participants were recruited in person and via email with a 

request to complete the one-time anonymous survey. The estimated time commitment per 

participant to complete the survey was 10-20 minutes. After the one clinic session, study 

participants anonymously evaluated handouts using the Patient Education Materials 

Assessment Tool for Printable Materials (PEMAT) (Shoemaker et al., 2014) and qualitative 

feedback via electronic format. 



Survey Instruments  

The PEMAT (Appendix D) is a 26-item assessment created to evaluate healthcare print 

materials. The PEMAT was developed utilizing the Lexile analysis and Gunning Fog Index and 

measures the understandability and the actionability of patient education materials. 

Understandability refers to how easy the materials are for people from diverse backgrounds 

and people with different levels of health literacy to process and take away key points from the 

material. Actionability refers to when diverse patients and patients with varying levels of health 

literacy can identify what they need to do based on the educational material (Shoemaker et al., 

2014). The PEMAT was designed by the Agency for Healthcare Research and Quality, which was 

led by researchers and experts in health literacy, content creation, patient education, and 

communication. The PEMAT has strong internal consistency, reliability, and construct validity 

(Shoemaker et al., 2014). This assessment was utilized by co-investigators due to its high face, 

content, and construct validity, as well as its moderate inter-rater reliability and high internal 

consistency (Shoemaker et al., 2014).  

The PEMAT categorizes areas of evaluation into seven subsections; content, word 

choice, use of numbers, organization, layout and design, use of visual aids, and actionability. 

Items range from if the material uses common everyday language, to if the material section has 

informative headers. Responses to questions can either be agree or disagree. The score is 

determined by calculating the percentage of agreement. For use in this study, the PEMAT 

questionnaire was converted into a google form. This choice was made for ease of 

administering to study participants, collecting data, and participant anonymity.  



In addition to administering the PEMAT form, it was also essential to administer a 

qualitative form to understand the effectiveness of our handouts in the clinic. Using a 

qualitative study provides a deeper understanding of the usefulness of provided materials. This 

qualitative survey was administered via the same google forms as the PEMAT (Appendix D). 

Qualitative questions on the survey were: 

• How might you use these handouts in the clinic? 

• What are the strengths of the handouts? 

• What would you change/add to these handouts? 

• Any additional comments?  

Data collected was confidential with identifiable information including names, email addresses, 

or IP addresses collected. Consent is gained via the St. Catherine electronic survey form. 

Descriptive statistics were used to analyze the results of the PEMAT. The qualitative data was 

analyzed to identify themes. See Chapter 6 for results. 

Conclusion 

The PEMAT assessment and a short qualitative survey allowed past and current physical 

therapy students, occupational therapy students, and faculty members the opportunity to 

express their perceptions on how well the given handouts illustrated understandability and 

actionability. Though not every developed handout will be used during the one clinic session, 

the assessment results will further our knowledge of what may be beneficial to the population 

served at the SMMART clinic. 

  



Chapter 6: Results and Recommendations 

Response Rates 

A total of 16 responses were collected. Response rates by type of participant are 

included in Table 3 The same participant could have evaluated more than one handout; thus, 

the number of participants may be fewer than 16. Of the responses, 75% (n=12) were 

completed by occupational therapy students and 25% (n=4) by faculty volunteers. No former or 

current physical therapy student volunteers participated.  

Table 3 

Participants 

Type of Participant Frequency 

OT Student  

(currently at SMMART Clinic) 

62.5% (n=10) 

OT Student  

(formerly at SMMART Clinic) 

12.5% (n=2) 

PT Student  

(currently at SMMART Clinic) 

0% (n=0) 

PT Student  

(formerly at SMMART Clinic) 

0% (n=0) 

Faculty Volunteer 25% (n=4) 

 



Results from the PEMAT-P 

 Table 4 depicts the frequency of responses for each PEMAT item. All participants, 

(100%; n=16) agreed that the handouts did not include distracting information, used common 

language, only used medical terms when necessary, used active voice, did not require 

calculations, used logical sequence, visual cues, and clear action items, directly addressed the 

user, and had easy to follow steps. Most participants, 93.75% (n=15), agreed that the material 

makes its purpose completely evident. Our interpretation of the results is that these high 

agreements are likely due to the effort we put in following Maine Health’s Guide to Creating 

and Evaluating Patient Materials (Maine Health, n.d.) and in peer-reviewing our handouts to 

follow these guidelines. Many of these characteristics on the PEMAT are similar to the ones in 

the Maine Health resource, leading to high agreement rates.  

Table 4 

PEMAT Responses 

PEMAT-P Question Agree Disagree N/A 

Purpose Evident 93.75% (n=15) 6.25% (n=1) N/A* 

No distracting information 100% (n=16) 0% (n=0) N/A* 

Uses common language 100% (n=16) 0% (n=0) N/A* 

Medical terms only used as necessary 100% (n=16) 0% (n=0) N/A* 

Active voice 100% (n=16) 0% (n=0) N/A* 

Numbers are understandable 43.75% (n=7) 0% (n=0) 56.25% (n=9) 



PEMAT-P Question Agree Disagree N/A 

No calculations 100% (n=16) 0% (n=0) N/A* 

Chunks material into sections 81.25% (n=13) 0% (n=0) 18.75% (n=3) 

Informative Headers 87.5% (n=14) 0% (n=0) 12.5% (n=2) 

Logical sequence 100% (n=16) 0% (n=0) N/A* 

Summary provided 50% (n=8) 18.75% (n=3) 31.25% (n=5) 

Uses visual cues 100% (n=16) 0% (n=0) 0% (n=0) 

Visual aids for understanding 93.75% (n=15) 6.25% (n=1) N/A* 

Visual aids do not distract 62.5% (n=10) 0% (n=0) 37.5% (n=6) 

Visual aid captions 56.25% (n=9) 0% (n=0) 43.75% (n=7) 

Clear illustrations 50% (n=8) 0% (n=0) 50% (n=8) 

Simple tables 37.5% (n=6) 0% (n=0) 62.5% (n=10) 

Clear action item 100% (n=16) 0% (n=0) N/A* 

Directly addresses user 100% (n=16) 0% (n=0) N/A* 

Easy to follow steps 100% (n=16) 0% (n=0) N/A* 

Tangible tool 93.75% (n=15) 6.25% (n=1) N/A* 



PEMAT-P Question Agree Disagree N/A 

Simple instructions 12.5% (n=2) 0% (n=0) 87.5% (n=14) 

Explanation of charts 12.5% (n=2) 0% (n=0) 87.5% (n=14) 

Visual aids for instruction 93.75% (n=15) 6.25% (n=1) N/A* 

Note. *Refers to PEMAT items that did not have N/A as a response option. 

 

Fifty percent (n=8) of participants agreed and 18.75% (n=3) disagreed that the material 

provides a summary while 31.25% (n=5) of participants thought this question was not 

applicable to the handout they reviewed. We believe there may be a misconception on what 

the PEMAT defines as “summary.” Our interpretation of these results is that the participants 

who agreed with this prompt may have thought the PEMAT’s intention with this question is to 

evaluate if the handouts were a concise understanding of the topics addressed. Other 

participants may have thought that it meant there is a summary paragraph provided in the 

handout, leading them to enter “disagree” or “not applicable.” There are also some handouts 

that have more text than others, which some participants may have viewed as wordy. It is also 

possible that we missed important information that participants felt should be included in a 

summary. It is difficult to pinpoint the cause of these responses without direct qualitative 

feedback for each individual question. One participant disagreed that the material uses visual 

aids whenever they could make content more easily understood (e.g., illustration of healthy 

portion size) and one participant disagreed that the material provides a tangible tool (e.g., 

menu planners, checklists) whenever it could. Some participants likely thought more visual aids 



could be used for the handouts that had more words than images. A few of the handouts 

mentioned tangible tools, such as creating checklists, but not every handout addressed this, or 

we felt needed it. This may lead to the mixed responses on this PEMAT question.  

Finally, 93.75% (n=15) of participants agreed material uses visual aids whenever they 

could make it easier to act on the instructions. This question is similar to the previous question 

on visual aids yet focuses on following instructions. The reason for why this question has mixed 

responses is likely similar to the previous visual aid question in that visual aids may not be 

applicable to each handout topic, such as ones that focus on providing background knowledge 

on specific diagnoses. When making the handouts, we did not think a visual aid was necessary 

to explain instructions for every handout. However, the participants may have their own ideas 

on how a visual aid could be useful or based their answer solely on whether a visual aid is 

present or not.  

Qualitative Results 

How Might You Use This Handout in The Clinic? 

Our first qualitative question was, “How might you use this handout in the clinic?” There 

were four main themes that became apparent and were consistent with our findings within the 

needs assessment. The themes were pain management, mental health, fatigue/sleep, and 

diabetes management. These themes tell us that our needs assessment results correlate with 

the main concerns that the clinic most often sees and treats. Client education handouts were 

frequently identified as a need by participants. One participant in particular stated, “it would be 

a great supplement to give to a client who could use Diaphragmatic Breathing for stress relief, 

anxiety, or chronic pain.” Additionally, one participant identified that the use for the handouts 



helps explain occupational therapy’s purpose by stating they would use this material in the 

clinic if, “someone was hesitant to have occupational therapy or didn't know what it was.” 

Making sure clients are aware of and confident in occupational therapy services can improve 

their overall experience.  

What Are the Strengths of This Handout? 

Our second qualitative question was, “What are the strengths of this handout?” Of all 

the strengths participants identified, three clear themes emerged: layout, language, and 

accessibility. Participants described the layout as being, “easy to read and follow,” “visually 

pleasing,” and “not too busy.” Additional comments about the layout and template stated the 

handouts were clear and succinct, had understandable tables, and were branded appropriately 

with the St. Kate’s logo. Layout clarity was our intention and why we chose to guide the 

creation of the materials with the Maine Health’s Guide to Creating and Evaluating Patient 

Materials (Maine Health, 2022). Additionally, all the handouts were peer-reviewed to ensure 

consistency, usability, and clarity before being used in the clinic. Knowing that participants 

found the layout straightforward and appealing sets the foundation for the creation of 

uniformed handouts spanning more topics in the future.  

The second theme identified as a strength centers around the language used and 

readability of the handouts. Participants identified the clear instructions, plain terminology, and 

clear purpose as advantages to legibility. One participant stated the handouts used, “simple lay 

language,” and another commented, “clear instructions.” Our evaluation process of the 

handouts ensured that our language stayed between a 6th and 8th grade reading level. This is a 



strength in this study as it allowed all participants to understand the purpose of the handout. It 

leads us to believe our terminology is plain, clear, and concise for the appropriate audience.  

The last theme is focused on the use of QR codes for accessibility. Participant responses 

indicated they liked having that resource. The inclusion of a QR code aimed to increase 

convenience and access to more resources for clients with smart technology. In all, participants 

responded well to the clear design and plain language of the handouts.  

What Would You Change/Add to This Handout? 

Our third qualitative question was, “What would you change/add to this handout?” Four 

themes emerged from this question. The first theme indicated that participants would not 

change anything about the handouts with 6 responses indicating no change or left the question 

unanswered. The second theme indicated that adding a figure or image would be beneficial for 

the handouts. Adding an image would make the handout more interesting and fill in the blank 

space. One participant stated, “add a picture or figure to make it fun!” Additionally, another 

participant stated there were too many words on the handout, stating, “maybe add a diagram 

or visual for ways to cope with stress- there are a lot of words.” Due to copyright limitations, we 

were unable to add many pictures as the photos and graphics used needed to be from sites that 

did not require credit. This limited the amount available for us to use. In the future, we could 

create their own photos to eliminate the need of choosing graphics from free formats.  

The third theme indicated needs for changes with formatting of the handouts. One 

participant suggested checking the format on the Spanish version handouts. They stated, “on 

the Spanish version, check formatting (example some words on the right side of the page).” 

Another participant suggested moving items around on the handouts. They stated, “perhaps 



put the free apps first?” The last area for improvement indicated that the handouts had too 

much information or were too long. Participants suggested splitting the handouts into two 

different handouts. Specifically, “split 1-page chronic pain, 1-page low back pain/lifting” and 

“blood sugar management and separate healthy tips for Diabetes.” As this project develops in 

the future, we could have individuals whose first language is Spanish look at the Spanish 

handouts to increase the validity of the translation as all the individuals involved in making the 

Spanish handouts have English as their first language. We could also split the longer handouts 

into two separate handouts. This would allow for more comprehensive handouts regarding 

each topic and would be more informative for clients.  

The last theme was access to resources. Participants indicated that the links to the 

handouts were not as helpful. One participant stated, “not sure if the link is helpful, as it says 

basically the same info that is included in the handout.” Additionally, another participant 

commented on how the tiny URLs were unclear. Copyright issues made this difficult as we 

needed to include where they accessed the information. Tiny URLs and QR codes were utilized 

to minimize confusion and maximize space on the handouts. A solution to this would be 

utilizing QR codes over tiny URLs and finding more comprehensive sources that give additional 

information that is not presented on the handout. This will also increase the accessibility of the 

handouts. Lastly, multiple participants expressed that a link or QR code to a video 

demonstration of what the handout is trying to express would be helpful for clients. One 

participant stated, “add a QR code that would link to a video showing how to do Diaphragmatic 

Breathing.” In future expansion of this project, we could make or find these videos and add 

them to the handouts.  



Limitations 

         There were several limitations of the project. This project was completed over one 

semester which was a short length of time. This limited how long the participants were able to 

implement the handouts in the clinic prior to reviewing them. Another limitation is, although 

the handouts were created for client education, we did not ask the clients for any feedback on 

the handouts. In the future it would be beneficial to receive feedback from the clients on the 

effectiveness of the handouts from their perspective. Another limitation is the handouts were 

not translated by a professional or native speaker. Overall, there was a limited number of 

participants who completed the survey. Although we recruited physical therapy students, they 

did not participate in the survey. We may receive different responses with interdisciplinary 

responses. Lastly, the readability scores were slightly higher than our goal for the Spanish 

handouts with 2 out of 15 Spanish handouts above an eighth-grade reading level. 

Recommendations for Future Research 

We identified several recommendations for further research and implementation of 

handouts in the primary care clinic. These include:  

• Interview clients of the SMMART clinic to identify needs. 

• Have created materials administered to and evaluated by clients. 

• Use a broader interdisciplinary approach beyond rehabilitative team of occupational 

and physical therapy. 

• Collect data for a longer duration of time. 



Conclusion 

Through this project, we clearly identified the barriers faced by Spanish-speaking, low 

income, and/or uninsured clients in accessing primary care. Our project activities attempt to 

address some of these barriers for clients at the SMMART Clinic. The evidence from the 

literature demonstrates that the provision of culturally- and literacy-sensitive services and 

materials is vital to improving care for diverse client populations. By creating handouts in the 

clients’ primary language at a readable level, we can increase client understanding and 

hopefully contribute to better health outcomes. Our project and handouts can also serve as a 

model for clinics and practitioners, as we exemplify how to develop interventions and client 

education materials that are sensitive to clients’ culture, language, and literacy levels. Printable 

versions of handouts can be used by practitioners for use in clinical settings and can be 

accessed by the QR code in Appendix G.  

 The project also helped to describe and support the role occupational therapy can play 

in the primary care setting. The interdisciplinary model of practice used in the SMMART Clinic is 

a great example of how occupational therapy can be incorporated into health care teams to fill 

this important role. As occupational therapy practitioners, we must advocate for ourselves and 

the unique perspective we can bring for disease prevention, health management, and health 

promotion in primary care.  
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Chapter 7: Appendices  

Appendix A: Individual Literature Reviews 

Literature Review by McKenzie Brink 

Occupational Therapists Role in Primary Care with Pain, Sleep, and Work-Related Injuries 

Introduction 

 Working in a primary care setting is an emerging practice area for occupational therapy 

practitioners in which they have the potential for a unique and beneficial role. There are many 

common problems that an occupational therapy practitioner can provide quality interventions 

for, including pain, sleep, and work-related injuries. Additionally, some of these problems can 

coexist such as the correlation between pain and sleep and the correlation between pain and 

work-related injuries. Occupational therapy practitioners can also provide valuable services for 

the Hispanic/Latino population in the primary care setting. Occupational therapy practitioners 

can help Hispanic/Latino clients in a primary care setting with their chronic health conditions. 

Occupational Therapy Practitioners Role in the Primary Care Setting 

 Occupational therapy practitioners can play a crucial role in the primary care setting. 

Occupational therapy practitioners can blend with the interprofessional team to provide 

quality, client-centered care (Role of occupational therapy in primary care, 2020). Client-

centered care puts the client first and allows the client to feel heard which is crucial in primary 

care. Occupational therapy practitioners are skilled in evaluation, intervention, and 

understanding how roles and routines can impact daily life, which can translate to the primary 

care setting (Role of occupational therapy in primary care, 2020). There are many different 

diagnoses commonly seen in a primary care clinic that an occupational therapy practitioner can 



help to evaluate and provide quality interventions for. Common diagnoses include, “Diabetes, 

hypertension, abdominal pain, thyroid issues, respiratory issues, general illness, 

mental/behavioral issues, neck and back pain… lower extremity pain, reproductive system, 

upper extremity pain…” (Trembath et al., 2019, p. 7-8). General occupational therapy 

interventions for these diagnoses can include, medication management, self-management of 

conditions, health education such as healthy habits, diet modifications, and exercise 

management, and provided information on assistive technology (Bolt et al., 2019; Role of 

occupational therapy in primary care, 2020; Trembath et al., 2019). Looking at a specific 

example, diabetes could be examined further. Specific diabetes interventions could include, 

diabetes education, motivational interviewing, medication management, routine management, 

and energy conservation (Pyatak et al., 2019; Trembath et al., 2019). Diabetes is also more 

common with Hispanics and those below the poverty line which would be prevalent in the 

primary care setting (Pyatak et al., 2019). There is a plethora of various occupational therapy 

interventions that can benefit primary care patients, and occupational therapy practitioners can 

play a special role with the Hispanic/Latino population. 

Occupational Therapy Services and the Hispanic/Latino Population 

 Skilled occupational therapy services are valuable for the Hispanic/Latino population in 

the primary care setting. The terms Hispanic/Latino will both be used throughout this paper. 

The term Hispanic is often used with Spanish-speaking countries, whereas the term Latino is 

often used with people who are from Latin America (Lopez et al., 2021). Occupational therapy 

practitioners can play a special role with the Hispanic/Latino population and also clients who 

have limited English proficiency. It has been found that about one in ten U.S. individuals 



experience challenges with speaking and comprehending English (Mirza & Harrison, 2018). This 

can cause a language barrier and create a disparity in the medical system. Occupational therapy 

practitioners are educated on the advantages of trained interpreters and how to work with 

them during interventions. The use of interpreters has been found to decrease readmissions in 

the hospital which shows the benefit of the use of trained interpreters during occupational 

therapy intervention sessions (Mirza & Harrison, 2018). Medically underserved populations 

experience disparities in the medical system, and occupational therapy can reduce that 

disparity by understanding and using cultural values throughout intervention (Murphy et al., 

2017). Roles, routines, and values are a part of the framework and core of occupational 

therapy, which can aid in decreasing the disparity experienced by underserved populations in 

the primary care setting (Murphy et al., 2017). Occupational therapy practitioners can support 

the Hispanic/Latino population in the primary care setting and they may come in with many 

different problems, in which one of them could be sleep (Johnson et al., 2019). With all 

populations in the primary care setting, lack of sleep can be a common complication in an 

individual's life.  

Sleep 

 Sleep is one of the most important occupations as it impacts every other meaningful 

occupation in an individual's life (Ho & Siu, 2018). Lack of sleep is a common concern in primary 

care settings in which an occupational therapy practitioner can play a specialized role. Lack of 

sleep can cause many short-term and long-term problems in addition to how well an individual 

can perform self-care, work, and leisure tasks (AOTA, 2021a; Ho & Siu, 2018). If an individual 

does not get enough sleep they could experience occupational imbalance (Ho & Siu, 2018). 



Additionally, Hispanic/Latino adults have a higher chance of short sleep duration and a lower 

quality of sleep compared to non-Hispanic Whites (Johnson et al., 2019). As sleep is such an 

important occupation in daily life, there are many evidence-based occupational therapy 

intervention strategies to benefit sleep participation. 

Occupational Therapy Interventions for Sleep  

 There are numerous occupational therapy interventions for sleep in primary care, as it 

is such an important occupation. Sleep hygiene is one beneficial intervention that has been 

found to improve sleep among various adults (Gutman et al., 2017; Järnefelt et al., 2020). Sleep 

hygiene can include behavioral, environmental, and other recommendations that can help a 

patient with improving their sleep quality (Gutman et al., 2017; Järnefelt et al., 2020). A few 

examples of implementing sleep hygiene could include education on maintaining a sleep 

schedule, limiting or avoiding TV or phone use before bed, and avoiding the use of alcohol or 

coffee before bed (Gutman et al., 2017). Sleep hygiene interventions can easily be implemented 

in the primary care setting in terms of patient education and environmental modification.  

Audio pillows and sleep meditation programs are useful occupational therapy 

interventions for sleep (Gutman et al., 2017). The Dreampad Pillow and the iRest meditation 

program are beneficial in impacting the participants' total sleep time and fewer nighttime 

awakenings (Gutman et al., 2017). The mind-body self-care education which includes sleep 

hygiene, cognitive behavioral therapy, and mind-body wellness also increased sleep quality 

among participants (Smallfield, 2021). Mind-body self-care education includes a wide variety of 

information that could be implemented in the primary care setting through patient education. 

These interventions could benefit individuals in a primary care setting to improve quality of 



sleep, decrease awakenings at night, and improve participation in occupations the next day. 

One barrier to sleep participation can include chronic pain in individuals (Finan et al., 2013). In 

addition to sleep, chronic pain is another diagnosis that is often outlined in the primary care 

setting.  

Chronic Pain  

Chronic pain can be debilitating for primary care patients. It has been found that in the 

United States, one out of four people has some sort of chronic pain, which severely limits their 

participation in meaningful activities (AOTA, 2021b; Role of Occupational Therapy in Primary 

Care, 2020). Chronic pain can impact work participation, leisure, social participation, and many 

areas in daily life participation. Worldwide, the prevalence of chronic pain is 20% to 30% 

(Hesselstrand et al., 2015). Chronic pain is prevalent in the United States, but also worldwide 

and can reduce an individual's quality of life. Chronic pain can also be very expensive from 

medical care but also lost productivity. It has been found that chronic pain costs $560 to $625 

billion annually which altogether is more than the cost of heart disease, diabetes, and cancer 

(AOTA, 2021b). As chronic pain can be such a substantial burden and cost, occupational therapy 

practitioners can help to reduce the burden through intervention.  

Occupational Therapy Interventions for Chronic Pain 

Skilled occupational therapy interventions can be valuable in the primary care setting to 

combat chronic pain. Every individual's pain is unique and psychosocial aspects can exist 

alongside pain that can impact the perception of pain severity (Bridge & Anand, 2017; Schmid 

et al., 2019). A biopsychosocial approach, which understands the patient’s unique social and 

psychological contexts, is important to use with patients who experience pain (Bridge & Anand, 



2017). Biopsychosocial interventions can include client education, fatigue management, 

cognitive behavioral therapy, and mindfulness, all of which can be implemented in the primary 

care setting (Bridge & Anand, 2017). Disparities in pain treatment have also been found to be 

higher in the Latino population (Pagán-Ortiz & Cortés, 2021). Latinos often face disparities 

including racial bias in treatment and often receive services that do not consider their 

sociocultural factors (Pagán-Ortiz & Cortés, 2021). To combat this disparity, an intervention that 

used a biopsychosocial approach and education on exercise, social wellbeing, and stress 

management decreased pain interference in life (Pagán-Ortiz & Cortés, 2021). 

Another intervention that considers psychosocial aspects includes yoga (Schmid et al., 

2019). Yoga as a means to combat pain in occupational therapy has been found to increase 

satisfaction scores in occupational participation on the Canadian Occupational Performance 

Measure (COPM) and decrease depression in individuals who experience pain (Schmid et al., 

2019). Additionally, interventions focused on therapeutic exercise including range of motion, 

strengthening, and joint mobilization have been found to decrease pain (Bridge & Anand, 2017; 

Marik & Roll, 2017). Specifically, resistive exercise helped to reduce neck and shoulder pain, 

and range of motion and strengthening were found useful in rotator cuff tears (Marik & Roll, 

2017). As pain can be very destructive in an individual's life and occupational satisfaction, it can 

also impact sleep quality (Smallfield, 2021). Occupational therapy practitioners can implement 

interventions regarding pain in the primary care setting, as well as sleep dysfunction.  

Pain and Sleep  

There is a correlation between pain and lack of sleep (Finan et al., 2013; Smallfield, 

2021). When an occupational therapy practitioner is working with a patient who experiences 



chronic pain, the practitioner should also be ready to ask about sleep and routines as it has 

been found that individuals who have chronic pain are also likely to experience trouble with 

sleep (Smallfield, 2021). Additionally, those who experience sleep disturbances are likely to 

have an increasing amount of chronic pain, indicating the two factors are highly correlated 

(Finan et al., 2013). When an individual experiences poor sleep quality, it can impact the 

processes that occur throughout the night to maintain chronic pain, such as pain inhibition 

(Finan et al., 2013). As pain and sleep are profoundly correlated, it is crucial that an 

occupational therapy practitioner can address both in the primary care setting through 

intervention.  

Interventions that are beneficial for those who experience chronic conditions to benefit 

sleep include self-management training, mind-body self-care education, and exercise, all of 

which include consideration of daily routines and habits (Smallfield, 2021). Occupational 

therapy practitioners in the primary care setting should routinely provide education and 

interventions that address the pain experienced, sleep disturbances, and routines that could be 

alternated to incorporate self-management, self-care, and exercise (Smallfield, 2021). In 

addition to chronic pain and sleep disturbances, work-related injuries can also decrease quality 

of life and occupational satisfaction (Burgel et al., 2015).  

Work-Related Injuries 

Work rehabilitation in occupational therapy can include any means to help the 

individual to participate in work activities and to be satisfied with the work they are doing 

(AOTA, 2021c). Goals can revolve around function, a safe return to work, education surrounding 

the prevention of future injury, and helping the individual to get back to work after 



unemployment (AOTA, 2021c). Anyone can benefit from work rehabilitation that is struggling 

with their current role from an illness or individuals that want to return to work (AOTA, 2021c). 

Latino day laborers are a group that can benefit from occupational therapy work rehabilitation.  

Latino day laborers tend to have a higher amount of labor-intensive jobs such as 

painting, construction, and moving or hauling (Burgel et al., 2015). This can result in a higher 

amount of work-related injuries impacting upper extremities and lower extremities, and 

increased back pain (Burgel et al., 2015; Fernandez-Esquer et al., 2020). Work-related injuries 

can increase the number of sick days and workdays missed due to the injuries (Burgel et al., 

2015; Fernandez-Esquer et al., 2020). Additionally, strategies to reduce work-related injuries 

such as job safety training and access to rest breaks are not very prevalent in these settings 

(Burgel et al., 2015). Work-related injuries can also increase mental health problems such as 

depression in Latino day laborers (Burgel et al., 2015). As work-related injuries can be very 

taxing on individuals in the workforce, occupational therapy practitioners can combat work-

related injuries through intervention.  

Occupational Therapy Interventions for Work-Related Injuries   

Work-related injuries can be crippling for individuals in the workforce in which 

specialized occupational therapy services can provide support in a primary care setting. Patient 

education can be used and can include training on job safety and education on the increased 

possibility of a potential accident from lack of rest breaks (Burgel et al., 2015). Education can 

also include information on ways to modify the work environment to decrease risk for injury 

(Amini, 2011; Blas et al., 2018). As with chronic pain, a biopsychosocial approach to 

intervention can be useful for work-related injuries, such as handling the psychosocial demands 



of a work-related injury (Amini, 2011; Blas et al., 2018). Additional specific biopsychosocial 

interventions can include using ergonomic products, skills training, strategies to address 

confidence, and coping skills for injury and work stress (Blas et al., 2018). Splinting, increasing 

range of motion exercises, and exercise can also be useful interventions for work-related 

injuries (Amini, 2011). An increase in work-related injury can also increase perceived pain in 

workers (Burgel et al., 2015). Work-related injuries and pain can be closely associated and can 

be addressed in therapy by an occupational therapy practitioner. 

Pain and Work 

Work-related injuries can correlate with chronic pain and have a detrimental impact on 

daily life satisfaction in which occupational therapy practitioners can have a functional role. 

Chronic pain drastically impacts work participation and work-related outcomes (Patel et al., 

2012). When an individual experiences chronic pain it can be a detriment to work quality, 

increase sickness absence, and increase the loss of work productivity, which can be costly for 

the employee in addition to the employer (Patel et al., 2012). Additionally, when an individual 

experiences a work-related injury, it can increase chronic pain which can decrease work 

productivity (Burgel et al., 2015; Cervantes & Lechuga, 2004). When an occupational therapy 

practitioner is working with Spanish-speaking patients who experience work-related injuries 

and pain, the first consideration is the patient’s culture (Cervantes & Lechuga, 2004). Cultural 

considerations that need to be thought of include views on pain, societal influences that can 

change the pain experience, family and their role with pain, and the experience of coping with 

pain for this population (Cervantes & Lechuga, 2004). It is important to be educated by the 

patient on their cultural beliefs and perception of their pain and work balance to provide 



quality interventions (Cervantes & Lechuga, 2004). It is also important to consider potential 

stressors and the burden that lack of work could have on that individual (Cervantes & Lechuga, 

2004). Language barriers are another consideration in which a translator is key to 

understanding pain and work perceptions (Cervantes & Lechuga, 2004). Occupational therapy 

practitioners are adequately positioned to consider psychosocial aspects of pain and work-

related injury in addition to the actual pain and injury itself through intervention.   

Conclusion  

 Overall, occupational therapy practitioners can play a crucial role in the primary care 

setting and skilled occupational therapy services can be valuable for the Hispanic/Latino 

population. Individuals that seek primary care services often seek services for sleep, chronic 

pain, and work-related injuries. Patients will often come into the primary care setting with 

more than one area of need and occupational therapy practitioners are skilled through 

intervention to benefit primary care patients. Although primary care is currently an emerging 

setting for occupational therapy practitioners, occupational therapy practitioners could be an 

essential piece of the primary care setting in the future. 

  



Literature Review by Kelsey Colvin 

Occupational Therapy’s Role on an Interprofessional Team in Primary Care 

Primary care is crucial within the healthcare system to prevent, treat, and educate 

individuals of various ages, ethnicities, genders, and socioeconomic statuses. It is essential for 

primary care providers to maintain a healthy relationship with their patients to better 

understand individualized long-term illness and to also promote better population health 

outcomes. This literature review examines key factors that promote patients’ health such as 

impactful provider-patient relationships and interprofessional accessibility to care, while 

hindrances occur to patients’ health by negative disregard for patient experience and 

predisposing factors as barriers to access primary care. Additionally, it highlights the emerging 

practice of occupational therapy within the setting and the contributions occupational therapy 

can offer to support the patients served. As occupational therapists continue to increase their 

roles in primary care settings, it is important to analyze the current barriers seen and how 

occupational therapy can benefit an interprofessional team. 

Importance of Building a Relationship 

Provider-patient relationships can be a determining factor to whether patients attain 

quality primary care access. Barriers to care occur when providers do not believe their patient’s 

self-report or the extent of their illness (Upshur et al., 2010). This places not only distrust in 

providers, but also negative attributions to primary care settings. Participants with a chronic 

illness reported that their primary care provider had made unrealistic accusations of personal 

experiences and proceeded to be dismissive of the pain as if it were not real (Upshur et al., 

2010). This disregards patient needs and lessens the importance of pain management 



techniques, resulting in feelings of not being heard and needs left unmet. Individuals feel 

disregarded when their provider refuses to acknowledge or pay attention to them if they didn’t 

use medical terminology (Ashcroft et al., 2021). Patients reported they felt they had to “earn 

respect” by learning medical terms for providers to take them seriously (Ashcroft et al., 2021). 

However, each provider creates their own therapeutic use of self and will treat or present 

themselves differently than the next. 

Not all provider-patient relationships are inadequate. Multiple studies have provided an 

abundance of evidence regarding empathetic characteristics, shared decision-making, and open 

communication between providers and patients (Ashcroft et al., 2021; Rodriguez et al., 2007; 

Rowe et al., 2021; Kurklinsky et al., 2016). Patients believed their interactions with providers 

were more meaningful when their life experiences were acknowledged and when the provider 

could “speak the same language” (Ashcroft et al., 2021). These therapeutic relationship 

qualities reduce the suspicions of judgement while increasing the chances of desired needs 

being met. Participants reported that the more they visited or checked in with their provider, 

the higher quality of care they received (Rodriguez et al., 2007). Building a continuous 

relationship with your provider creates a collaborative decision-making environment and an 

honest communication line between the provider and the patient. Providers can be more 

authentically “real”, so to speak, with their patients when they develop rapport (Ashcroft et al., 

2021; Rodriguez et al., 2007). 

There are times when providers and patients have a disconnect in their relationship. 

Such disconnect could be a result of misunderstandings including treatment services, 

education, or patient-centeredness (Ford et al., 2018). Age and the “social contract” of not 



alarming your provider unless absolutely necessary can put a toll on older adult health 

outcomes, as they perceive providers' time as valuable and something that should not be 

overused (Ford et al., 2018). These perceptions could be correlated to the inability to reach 

your primary care provider directly, as they are busy and therefore patients end up having to 

share information with a receptionist or nurse, causing discomfort, frustrations, and 

dissatisfaction. Ultimately, the anxious feeling of not wanting to waste a providers’ time can 

harm the mutual trust and understanding between the provider and their patient as well as the 

health and well-being of patients (Ford et al., 2018).  

Susceptibility to Negative Health Outcomes 

There are predisposing factors that make clients more susceptible to receiving negative 

health outcomes in primary care. The homeless population and those who are considered 

housing insure face the inability to receive medical attention, thus associated with poor health 

outcomes (Baggett et al., 2010; Martin et al., 2019). Such vulnerable populations are primarily 

uninsured, have additionally experienced food insecurity, and have obtained two or more 

medical conditions that are often left untreated. They likely cannot afford proper care nor 

prescriptions to alleviate pain or mental health symptoms (Baggett et al., 2010). Participants 

who have experienced housing insecurities were female, middle-aged, lower incomes, and of 

black or Hispanic ethnicity who struggle with “health-related risk behaviors, chronic health 

conditions, and health services utilizations” (Martin et al, 2019, p. 522). Because of the financial 

burden, participants have reported declines in preventative care and opting out of having a 

primary care provider, thus continuing to encounter poor health outcomes (Martin et al., 2019). 

It should be a priority to provide further support to those who are financially in need. 



Patient Collaboration on an Interprofessional Team 

To improve health outcomes for patients in primary care, collaboration with an 

interprofessional team is a vital piece to the overall puzzle. Patients on an interprofessional 

collaborative practice (IPCP) care team have received additional access to more specialized 

professionals, resulting in greater health outcomes (Rowe et al., 2021). There is evidence that 

certain disciplines make up an effective team for IPCP. One of which is social work, who aids in 

addressing social determinants of health, provide community resources, and assess and 

educate in diagnoses such as depression (Rowe et al., 2021). Similar to social work, 

occupational therapy is a profession that can contribute to an IPCP team by looking at the 

occupations that are meaningful to the individual and within the environment in which they 

participate, while adapting and modifying their surroundings, rather than solely focusing on the 

disability. This top-down approach is what adds meaning to an individual’s everyday life and 

experiences (Rowe et al., 2021). While a top-down approach looks at the big picture, patients 

can also be seen for specific symptoms such as chronic pain. 

Something that is commonly seen in patients within primary care is chronic pain. There 

are negative effects that come from chronic pain, for example, Kurklinsky et al. (2016) stated 

“From a psychosocial perspective, these people often experience high levels of emotional 

distress, insomnia, and impaired social and occupational functioning” (p. 1). Interdisciplinary 

teams can collaborate as a pain rehabilitation program to increase function and quality of life in 

patients who are suffering from chronic pain. Collaborative teams have consisted of both 

physical therapists and occupational therapist successfully. physical therapy would work on 

grading exercise activities to focus on reconditioning and strengthening, whereas occupational 



therapy would focus on life balance with adaptations to enhance functional performance, 

independence, and participation. The Canadian Occupational Performance Measure (COPM) 

assessment would be used to measure performance and satisfaction, with pre and post-tests 

showing clinically meaningful significance in pain levels and function (Kurklinsky et al., 2016). 

The positive impact from pre to post difference on the COPM provides evidence that 

occupational therapy and physical therapy work successfully on an interdisciplinary team. 

Education Among Health Professionals 

 Interprofessional teams can provide education to one another to enhance 

communication, accessibility, and confidence among one another while working together in a 

primary care setting (Carney et al., 2021; Rowe et al., 2021). Having a coaching system provides 

accountability and mixed professional resources, which offers reassurance when faced with 

difficult challenges and an increase in a positive atmosphere (Carney et al., 2021). For example, 

coaches help interprofessional teams discover a mutual understanding of different 

perspectives, as they tend to need “guidance in crossing these cultural divides” (Carney et al., 

2021, p. 7). Additionally, having student-led care teams provides increased productivity and 

proficiency as an added value to the team-based primary care setting (Rowe et al., 2021). 

Seeking out knowledge from other professions as well as students can be advantageous when 

merging into a care team. 

 Knowledge and accessibility of other health professions is important in primary care 

settings. occupational therapy students who have worked within an interprofessional program 

(IP) recognize the roles and responsibilities of other health professionals on the team (Halle et 

al., 2019). Regarding geriatrics in primary care, students felt a positive change in perceptions 



toward other professions when allowed the opportunity to gather structured information, 

observe specific skills, and have hands-on experience within IP (Halle et al., 2019). After 

students graduate and become practitioners, IP education can translate what they learned from 

other health professionals to maintain a positive perception and relationship with each team 

member (Halle et al., 2019). Likewise, having that close connection as an interprofessional team 

would make it easier for each health professional to know who to make a referral to when a 

service is out of one's scope of practice. Although it is important for all health care 

professionals to understand each other, it is just as important for patients of each profession to 

understand and be aware of the services that are being offered. 

From a patient's point of view, health care teams can provide familiarity and an 

accessible centralized concept such as a one-stop shop (Ashcroft et al., 2021). Becoming 

familiar with the types of services that are available is important for pursuing support and 

addressing each patient's unmet needs. Primary care teams can assist with easier access to 

mental health services under the same roof as other typical services to reduce the fear of 

stigmatization, rather than patients having to attend organizations known to deliver mental 

health services exclusively” (Ashcroft et al., 2021). It is critical to provide confidence in each 

patients' recovery process within the same location as other services, not only to show it is a 

safe place, but to develop rapport for future discussions. 

Occupational Therapy and Provider/Patient Perceptions 

 occupational therapy helps individuals at every stage of life complete the activities they 

want and need to do to feel successful each day, by providing strategies to overcome personal 

barriers (AOTA, 2021). It is one of the few professions that encourages all ages to strive for a 



better quality of life, no matter the injury or disability, by providing full inclusion, supporting all 

life changes, and collaboratively motivating recovery every step of the way (AOTA, 2020; AOTA, 

2021). Occupational therapists complete a wide range of training to identify supports and 

barriers from a holistic perspective that is both client-centered and occupation-based (Dahl-

Poplizio et al., 2017). These characteristics add value to and compliment other health care 

professional roles in primary care. 

 Health care professionals have certain perceptions of an occupational therapy’s role in a 

primary care team, depending on what they already know or learn about occupational therapy. 

Providers who have had no previous knowledge about an occupational therapy’s role showed 

hesitations on collaborating as a team until given education about how occupational therapy 

can benefit and contribute to the team (Pyatak et al., 2019; Merryman & Synovec, 2020). 

Additionally, being under the same roof, providers can observe how occupational therapy’s 

compliment what other team members cannot address. For example, Pyatak et al. (2019) 

stated, “what they brought to the table for a lot of our patients was something that a lot of us 

had been looking for and don’t have the time or resources to be able to provide” (p. 6). 

Providers view occupational therapy as highly important when encountering complex 

conditions, due to their unique ability to identify deficits and understanding the unmet needs of 

the patient (Merryman & Synovec, 2020). Understanding concerns additionally provides a sense 

of relief and comfort to the patient. 

Occupational Therapy’s Role to Support Healthcare Needs 

 occupational therapy has a unique lens to focus on a patient's roles and routines while 

considering their context. This lens gives occupational therapy the ability to address underlying 



conditions that co-occur with other commonly seen diagnoses in a primary care setting 

(Trembath et al., 2019; Leland et al., 2017). For example, many conditions such as chronic pain, 

depression, anxiety, and diabetes affect a person’s sleeping habits. occupational therapy can 

address self-regulation simultaneously in each domain by addressing an array of environmental 

modifications to improve sleep and in turn, enhance occupational performance and overall 

health (Gutman et al., 2017; Leland et al., 2016). This solidifies the true value that occupational 

therapy has for primary care providers when further assistance on prevention, wellness, and 

health promotion strategies are needed. 

 Primary care providers described barriers to providing pain care as lack of expertise, low 

efficacy and safety measures, and lack of plans for how to manage pain within their scope of 

practice (Dorflinger et al., 2014). Pain management and prevention is one of the many key 

focuses within the scope of occupational therapy. While on an interprofessional care team, 

Occupational therapists support patients in coping with conditions that physically, mentally, or 

emotionally affect them, especially when other professions are not as highly skilled in that 

realm (Bolt et al., 2019). Strategies such as health education and assistive technology are 

utilized to prevent further disability or injury, increase social engagement, and continue prior 

activities in a modified way (Bolt et al., 2019). Occupational therapists help interprofessional 

teams practice more efficiently by communicating to the rest of the team how patients' 

routines, roles, and habits impact managing their chronic condition(s) and how it might look to 

develop new healthy lifestyles in collaboration with the patient (AOTA, 2020). It is important for 

occupational therapy to justify their roles and responsibilities as a generalist on an 



interprofessional team in primary care by filling in the current gaps of existing services (AOTA, 

2020; Pyatak et al., 2019).  

Conclusion 

 Barriers to primary care include the lack of knowledge and abilities needed to address 

the unmet needs of the patients served. Enhancing provider-patient relationships is important 

for developing rapport to allow patients to feel acknowledged, motivated to take steps toward 

achieving progress, and have a mutual understanding regarding their health and well-being. 

Additionally, relationships will help guide the decision-making process with not only the 

patient, but their family as well. There are reasons, however, why some people cannot utilize or 

access health services as much as they would like to. Insecurities relate to the lack of 

preventative care and thus, have decreased health outcomes as a result. Interprofessional 

teams can improve health outcomes by connecting patients to more specialized and 

community resources that are both affordable and meaningful to the population. 

Interprofessional teams work most effectively when cultural perspectives and divides are 

understood among all health professionals. Accessibility and recognition of all team members' 

roles is just as important to maintain integrated together as one.  

 occupational therapy adds a holistic perspective to an interprofessional primary care 

team. They strive to reach full potential in all aspects of every patient's life. They also act as a 

generalist to compliment other professionals' roles by filling in the gaps of current services. 

Providers view occupational therapy as unique and value-added, for their expertise is 

something most providers search for but do not have the resources available to provide 

competently themselves. Primary care mainly focuses on health promotion, wellness, and 



prevention, which are coincidentally the major approaches in occupational therapy. As an 

emerging area of practice, occupational therapists need to stand up, take action, and advocate 

for their spot at the table by emphasizing their unique abilities to bring forth to the team. It 

would be important for primary care to establish interprofessional education to promote and 

spread awareness on the integration of occupational therapy.  

  



Literature Review by Kelsey Holmer 

The Integration of Occupational Therapy into Adult Primary Care  

 Occupational therapy and primary care are integral to the health and wellbeing of 

people and communities. On their own, they each serve a crucial need. When combined, the 

benefit to patients can be even greater. The holistic role of occupational therapy complements 

the medical model role of primary care by assisting with early intervention in chronic disease, 

identifying and treating functional impairments, improving patient satisfaction, and improving 

patient participation with the use of modifications (Muir, 2012). Current experiences and 

perspectives of many medical professionals support and accept a multidisciplinary approach of 

incorporating occupational therapy into primary care, however, barriers continue to exist. 

Working together, occupational therapists and primary care providers are coming up with 

strategies to overcome those barriers to improve patient outcomes by creating and practicing 

collaborative multidisciplinary health care models. 

Occupational Therapy 

 Occupational therapy supports people across the lifespan to participate in the things 

they want and need to do (AOTA, 2021a). Occupational therapy practitioners are certified and 

licensed healthcare professionals who help people live their fullest lives and participate in 

activities, known as occupations, that are significant and meaningful to the individual. 

Meaningful daily activities run the gamut from toileting and dressing, to preparing and eating 

meals, to sleep, recreation, employment and more.  Common areas occupational therapists 

may help address include assisting people with recovery from illness or injury by maintaining or 

regaining skills, modifying tasks, or providing training to improve function. Improved function 



can help clients across the lifespan maintain independence and enhance participation in a 

variety of ways including school, work, leisure, and social settings. Occupational therapists work 

in a variety of environments to enhance the potential and livability for people and 

communities. The occupational therapy process generally involves an evaluation with the client 

to determine needs, concerns, and goals. After the evaluation, an intervention plan is discussed 

and implemented. The intervention plan is guided by a holistic perspective that incorporates 

current research and evidence, practitioner knowledge, and the client’s skills and environment 

(AOTA,2021).  So how does this differ from primary care and how can they work together? 

Primary Care  

 The scope and definition of primary care is considerable. From describing the healthcare 

setting, to the team involved and the services provided, primary care is explained in a variety of 

ways (American Academy of Family Physicians, 2021; Metzler et al, 2012). The American 

Academy of Family Physicians (AAFP) summarizes primary care as collaborative and accessible 

services provided by clinicians who are equipped to assess a diverse amount of health care 

demands, cultivate relationships with clients, and emphasize working with families and 

communities (AAFP, 2021). One key piece to the accepted definitions of primary care in the 

United States is that the service must be rendered by a physician, nurse practitioner, and/or 

physician assistant to be qualified as primary care (U.S. Department of Health and Human 

Services, n.d.). 

 Similar to occupational therapy, primary care practitioners are equipped to provide care 

across all age groups and demographics (AAFP, 2021). Primary care practitioners have a 

responsibility to provide effective client-centered patient care by utilizing a collaborative 



approach with other healthcare professions and advocating for equitable treatment for all 

patients (AAFP, 2021). This is where the opening for occupational therapy within the primary 

care setting lies, as the goals for each profession to help people across the lifespan maintain 

better health, wellbeing, and function are well aligned. Incorporating occupational therapy into 

primary care settings can benefit the patients, the practitioners, and the communities at large.  

Benefits of occupational therapy in Primary Care 

 The benefits of incorporating occupational therapy into primary care settings are vast. 

From assisting with mental health issues, to acute concerns, to chronic conditions, occupational 

therapy practitioners are skilled in analyzing a patient’s history, personal and environmental 

factors, and supports and barriers to help implement the best individualized plan of care. 

occupational therapy practitioners regularly use health promotion strategies, education, 

routine modification, and mental health techniques to improve occupational performance and 

patient satisfaction. Patients receiving occupational therapy as part of their primary care have 

been shown to improve functional deficits in a variety of areas. Evidence from collaborative 

occupational therapy and primary care approaches show improved outcomes in several areas, 

most pointedly in stress management (Connolly et al., 2019), urinary dysfunction (Cunningham 

& Valasek, 2019), diabetes symptom management (Pyatak et al., 2019), and chronic pain 

(Hesslestrad et al., 2015; Müllersdorf, & Söderback, 2002; Richardson et al., 2010; Simon & 

Collins, 2017). This represents the value of the occupational therapy skillset in addressing a 

range of conditions that are seen in primary care.  

 In adults with chronic conditions, when occupational therapy interventions are 

incorporated within the primary care setting, patients have reported improved patient 



satisfaction, reduced planned hospital stays, improved function in daily activities, better 

management of pain symptoms, and an overall enhanced quality of life (Richardson et al., 2010; 

Simon & Collins, 2017). Adult patients with chronic illness report increased satisfaction with 

primary care health services after receiving rehabilitation interventions including individual 

evaluations, psychosocial treatment techniques, equipment and environmental modifications, 

and peer group activities (Richardson et al., 2010). occupational therapy practitioners are 

explicitly trained to provide these interventions, therefore providing a valuable need when 

collaborating with the primary care specialists.  Identifying the specific interventions 

occupational therapy practitioners are utilizing with patients is important because it illustrates 

the scope of practice and how it varies from and can also complement the scope of practice of a 

primary care practitioner.  Additionally, the reduction of planned hospital stays for patients 

with chronic conditions receiving rehab services (Richardson et al., 2010) can lead to money 

saved for the patient, and more open beds for the hospital, hence benefiting the wider 

community. With so many advantages to the collaboration of occupational therapy and primary 

care it is easy to see why there is support and acceptance in bringing the two professions under 

one roof.    

Support and Acceptance  

 When the integration of occupational therapy into primary care is supported and 

accepted, patient satisfaction and well-being is improved. The unique skillset occupational 

therapy offers can be applied to several common conditions seen by primary care practitioners 

and is well suited for a larger role in primary care settings (AOTA, 2020a; Metzler et al., 2021; 

Trembath & Dahl, 2019; Winship et al., 2019). Physician perception of occupational therapy 



involvement in primary care is improved when the occupational therapy role is clear (Mirza et 

al., 2020; Pyatak, 2019; Trembath, 2019). occupational therapy practitioners can help make 

their role clear through increased advocacy, education, collaboration, and networking with 

primary care providers (Metzler et al., 2012). When primary care providers see firsthand how 

occupational therapy practitioners implement interventions focused on preserving functional 

independence, they have reported being more receptive, supportive, and appreciative of the 

process and of the occupational therapy practitioners (Mirza et al., 2020). When healthcare 

professionals are familiar and open to working on interprofessional teams, they are more 

confident, accepting, and better suited to provide well-rounded treatment options for their 

patients (Halle et al, 2019; Pyatak et al., 2019). 

 One way to increase competency in interprofessional teamwork is by approaching it at 

the graduate school level. When medical students are introduced to roles of occupational 

therapy and physical therapy as part of their curriculum they show improved understanding of 

rehab roles and improved confidence in making occupational therapy and physical therapy 

referrals (Oldenburg, 2020). Additionally, occupational therapy students are more prepared to 

work on interprofessional teams when organized interdisciplinary education is implemented 

into their school curriculum (Halle et al., 2019). When relationships are strengthened between 

rehab professionals and primary care practitioners, coordinated care is improves through the 

use of relevant and appropriate referrals (Peranich et al., 2010).  

Barriers   

 One of the most significant obstacles is the difficulty with reimbursement and payment 

for occupational therapy services (Dahl-Popolizio et al., 2017; Halle et al., 2018; McColl et al., 



2009).  Because occupational therapy and other rehabilitation services are not listed as primary 

care providers and are considered additional services, they are not regularly covered by 

insurance (Metzler et al., 2012).  If a service is not covered, the financial burden may be too 

great for many patients to utilize rehabilitation services.  

 Another pronounced barrier that has surfaced in the literature and was previously 

mentioned is the lack of knowledge and understanding of occupational therapy roles by 

primary care providers and patients (Dahl-Popolizio et al., 2017; Halle et al., 2019; McColl et al., 

2009; Pyatak et al., 2019; Trembath et al., 2019). Primary care physicians are generally in favor 

of incorporating occupational therapy into their practices, however many physicians express 

curiosity and uncertainty about occupational therapy roles, along with the misperception of 

believing occupational therapy’s need additional supervision to practice (Dahl-Popolozio et al., 

2017). This is important because if the referring provider is confused about the benefit of 

occupational therapy or believes referring to occupational therapy will increase the workload or 

use up valuable time, there is little incentive for that provider to advocate or accept the 

integration of occupational therapy into primary care.  

 Implementing strategies to remove barriers for occupational therapists to practice 

within and alongside primary care professionals will be important to increasing occupational 

therapy’s presence in primary care settings (Dahl-Popolizio et al., 2017; Donnelly et al., 2013; 

Oldenburg, 2020). An in-depth investigation into how occupational therapy has successfully 

been integrated into four primary health care teams came up with three main ideas for how to 

positively influence the collaboration of occupational therapy and primary care physicians; 

increase knowledge of occupational therapy, encourage a culture of collaboration, and build 



trust and understanding among team members (Donnelly et al., 2013). Additionally, structured 

education on interdisciplinary teams for healthcare professionals while in school has shown to 

increase knowledge and preparedness, including how rehabilitation services work (Halle, 2018; 

Oldenburg, 2020). Therefore, one recommended strategy would be to increase opportunities 

and even implement requirements for healthcare students to interact and work together with 

students from other professional healthcare disciplines. Even with sizable challenges present, 

occupational therapy has been successfully incorporated into primary care models nationwide 

and worldwide.   

Models for occupational therapy integration 

 Occupational therapy has had success being integrated into primary care settings in 

North America and across the globe. In Europe, the key concepts of occupational therapy and 

primary care are similar to that of the U.S; however, one fundamental difference is the 

European idea of Positive Health, the focus on resilience, self-management, and meaningful 

activities, which is encouraged and supported by the Council of Occupational Therapists for 

European Countries (COTEC) (Bolt et al., 2019). Positive Health emphasizes adaptation and 

management of symptoms regardless of ability (Bolt et al., 2019). This contrasts with the highly 

regarded yet outdated World Health Organization definition of health which reads as, “health is 

a state of complete physical, mental and social well-being and not merely the absence of 

disease or infirmity” (World Health Organization, 2006, p.1). An increase in use of the concept 

of Positive Health naturally aligns with the importance and necessity of occupational therapy. 

Positive Health highlights participation in meaningful activities and the perceived satisfaction 

and quality of life at different life stages and with different levels of function (Bolt et al., 2019). 



This sounds very familiar to the goals and ideals of occupational therapy, and places 

occupational therapy practitioners in a prime position to help clients maintain or regain their 

own individual level of Positive Health. One way to support the concept of Positive Health is by 

combining occupational therapy into primary medical settings. Assessing how occupational 

therapy is implemented in primary care throughout Europe, shows most patients use health 

insurance to pay for rehab services, many clinics offer direct access to occupational therapy 

services, and many clients do not need referrals for rehabilitative services (Bolt et al., (2019).  

 In North America, a scoping review of 38 articles describing the integration of 

rehabilitative services and primary care came up with 6 different models in use; “clinic, 

outreach, self-management, community-based rehabilitation, shared care, and case 

management” (McColl et al., 2019, p. 1523). Of these models, clinic care was the most used and 

perhaps the most familiar to many professionals. A clinic model places the primary care 

practitioner in the same building as the rehabilitative professional, clients can move between 

the two as needed, and it allows opportunity for collaboration while also maintaining the 

autonomy of each profession (McColl et al., 2019). The outreach model suggests smaller 

satellite clinics that target high need communities. An advantage to this is bringing specialized 

care to the community and limiting barriers of transportation and accessibility. The self-

management model highlights education and health promotion. This model suggests 

occupational therapy and primary care be co-located or have contractual relationships. The 

community-based rehabilitation model takes a wide scale community development approach 

by encouraging therapists to work with the broader community to bring about organizational 

and systemic change. This model is focused on public health to advocate for patients with 



chronic illness and disabilities. The final two models, case management and shared care had 

limited evidence and may require a larger commitment of time and resources to implement.  

All six models have advantages and limitations, and they are an excellent jumping off point for 

generating ideas and solutions for increasing rehabilitative services in primary care clinics and 

making them accessible and feasible for individuals.  In the U.S., the clinic care model may be 

well suited to replicate, due to the many large health organizations that currently house an 

array of specialists under one roof. Along with identifying models of care, common themes 

were seen across the approaches that either supported or inhibited the integration of 

rehabilitation services into primary care. These themes were grounded in team dynamics and 

included trust, leadership, communication, accountability, and referral process (McColl et al., 

2009). 

Conclusion 

 Occupational therapy and primary care are fundamental to health and well-being. 

Evidence supporting the collaboration of the two professions suggests improved patient 

outcomes for several conditions. Some barriers being addressed are interdisciplinary education 

and training to improve the understanding of roles and acceptance of each profession’s 

expertise, and the financial feasibility of providing rehabilitative services in primary care 

settings. The professions can learn from existing models and approaches to help create best fit 

scenarios for individual clinics and practices. Prioritizing client needs, values, and function can 

lead to healthier and happier communities. The integration of occupational therapy into 

primary care settings can help in the process.  

  



Literature Review by Rachael Kullas 

The Role of Occupational Therapy with Hispanic Clients in Primary Care 

Primary care is often considered an efficient way to meet health care needs and prevent 

disease; however, for the Hispanic population, there are obstacles that prevent access to 

needed care. This chapter will explore the primary care setting and the role of occupational 

therapy, the barriers faced by Hispanics in accessing primary care, the role of occupational 

therapy in treating these clients in this setting, and the overall best practices for treating 

Hispanics in primary care.  

An Overview of Primary Care 

Access to primary care is immensely important to health and well-being. But what 

exactly is primary care? Primary care, or primary health care, has been defined as “the 

provision of integrated, accessible health care services by clinicians who are accountable for 

addressing a large majority of personal health care needs, developing a sustained partnership 

with clients, and practicing in the context of family and community” (Institute of Medicine (US) 

Committee on the Future of Primary Care, 1996). Primary health care is comprehensive and 

includes disease prevention and treatment, rehabilitation, and palliative care. Often a patient’s 

first point of contact into the health system, primary care is also a cost-effective and efficient 

way to meet health needs (World Health Organization, 2021).  

Research demonstrates that access to primary care can predict positive health 

outcomes, and conversely, a lack of access to primary care may predict negative health 

outcomes. Therefore, access to primary care is critical to improving public health and reducing 

health disparities (Office of Disease Prevention and Health Promotion, 2014). The inclusion of 



occupational therapists into the primary care team may contribute to a reduction in some of 

these disparities.   

Occupational Therapy in Primary Care 

While many health care professionals are integral to primary care, occupational therapy 

can play a valuable and unique role in this setting to contribute to positive health outcomes. 

Occupational therapy helps people of all ages and abilities to do the things they want and need 

to do each day as independently as possible (AOTA, 2021). Occupational therapy practitioners 

help to enhance quality of life by promoting health, preventing injury, illness, and disability, or 

helping people live more independently and successfully with those conditions (AOTA, 2021). 

Because of this unique skillset, occupational therapy practitioners are well suited to contribute 

to interprofessional care teams in primary care settings (AOTA, 2020). Specifically, occupational 

therapy has an important, unique view of function that fills in the gaps of the team for 

understanding complex client presentations (Merryman et al., 2020). However, in order for 

occupational therapy to be successfully integrated into primary care settings, it is important 

that communication, trust, and an understanding of the occupational therapy role are 

established among the interdisciplinary team (Donnelly et al., 2013). Occupational therapists 

and other primary care practitioners must also be aware of the barriers clients might face in 

accessing primary care.  

Barriers for the Hispanic Population in Accessing Primary Care 

The Hispanic population in the U.S. faces many barriers to accessing primary care for 

their health needs. Due to these barriers, Hispanics tend to underutilize health care services, 

especially preventative care, rehabilitation, allied professional care, and screenings (Suarez-



Balcazar et al., 2005). Cost or lack of insurance, transportation and proximity to services, and 

language-related barriers are often cited in the literature around this topic (Cheng et al., 2007; 

Pearson et al., 2008; Tapp et al., 2013; Tolbert & Orgera, 2020; Wolfe et al., 2020). These 

barriers can have a direct impact on health. 

Cost and Lack of Insurance 

A lack of health insurance or high cost can be a major obstacle in accessing primary care, 

which is often the case with many Hispanic-Americans and immigrants. Hispanic individuals 

represent 19% of the overall U.S. population, but 29% of the uninsured. There are also elevated 

uninsured rates present in regions with large Hispanic communities (Bosworth et al., 2021). This 

disproportionate ratio leads to many disparities for the Hispanic population. Cost is often a 

barrier to becoming insured, as 73.7% of uninsured adults in 2019 reported that they were 

uninsured due to coverage not being affordable. Those who are uninsured have worse access to 

care than those who are insured, and uninsured people are more likely to face unaffordable 

medical bills when they do seek care (Tolbert & Orgera, 2020). Thus, uninsured Hispanics in the 

U.S. may choose to not seek out primary care in general due to these unaffordable costs of care 

and insurance. However, even if they do have insurance, individuals may face additional 

obstacles such as lack of transportation and proximity to the clinic.   

Transportation and Proximity to Services  

Geographic and transportation-related barriers may also impede access to primary care, 

and these barriers often disproportionately affect certain patient groups. An estimated 5.8 

million people in the U.S. delayed seeking medical care in 2017 due to not having 

transportation (Wolfe et al., 2020). Hispanics are more likely to experience a transportation 



barrier than non-Hispanic whites. Moreover, transportation barriers appear to be more 

common among people of lower income and people who are uninsured or underinsured (Wolfe 

et al., 2020). Despite the growing Hispanic population in the U.S., there are often large 

geographical areas of Hispanic residents with no clinic representation (Tapp et al., 2013). This 

leads to longer travel times and overall greater difficulty seeking care. However, Hispanic clients 

are often willing to travel greater distances for a clinic with bilingual front desk staff and service 

providers (Tapp et al., 2013).  

Language-Related Barriers 

Arguably one of the most substantial barriers to primary care access among Hispanics in 

the United States is a lack of English language competency or lack of access to bilingual services. 

The presence of bilingual staff has been found to be the most important factor in choosing a 

clinic for Hispanic clients (Tapp et al., 2013). Unfortunately, these services are not always 

available, which can result in vast health consequences for Hispanic Americans, especially those 

who are Spanish-speaking. Individuals with a Spanish language preference are less likely to have 

health insurance coverage, less likely to have a go-to primary care provider, and less likely to 

have had a routine checkup appointment in the last five years. This is based on a large sample 

of U.S. adults (n=20,400) who identified as Hispanic (Pearson et al., 2008). Furthermore, simply 

speaking a non-English language in the home puts Hispanics at a higher risk for not receiving 

necessary medical or health care, no matter their level of comfort in using English (Cheng et al., 

2007). In this study, Hispanics who did use English at home reported receiving recommended 

services at a similar rate to non-Hispanic whites. Researchers acknowledge that this disparity 

could also be attributed to confounding factors associated with language, such as income and 



quality of insurance (Cheng et al, 2007). Hence, the barriers discussed in this paper often 

overlap.  

Hispanic Healthcare Needs and Concerns 

 The above-mentioned barriers impede many Hispanic Americans and immigrants from 

being able to receive the health care they need. Several key needs and concerns have been 

identified for the Hispanic and immigrant population. Leading causes of death among Hispanics 

include cancer and heart disease, which is the same for whites. Meanwhile, Hispanics are 50% 

more likely to die from diabetes or liver disease compared to whites. Additionally, Hispanics 

have 20% more poorly controlled high blood pressure, despite similar prevalence of 

hypertension among whites. Whether Hispanics were born in the U.S. also plays a role in the 

severity of disease and infection. For instance, certain cancers that are related to infections are 

more common among Hispanic immigrants than U.S. born Hispanics (Centers for Disease 

Control and Prevention, 2015). Living with any of these conditions can have an impact on 

quality of life and functional performance of daily tasks, especially if it is difficult to access 

treatment and preventative care. Therefore, there is a need to minimize the barriers for 

Hispanics in accessing primary care, and there is an important opportunity for occupational 

therapy.  

 It is also important to explore the areas of priority in regard to health from the 

perspective of Hispanic clients themselves. Six areas of concern have been identified by late-

middle-aged Latino adults. These include: weight management; disease management; mental 

health and well-being; personal finances; family, friends, and community; and stress 

management (Schepens Niemiec et al., 2015). This helps to highlight some of the occupational 



need areas in which occupational therapy practitioners can target their interventions with this 

population.  

Occupational Therapy Interventions for the Hispanic Population in Primary Care 

Occupational therapy practitioners working in primary care settings use a variety of 

intervention strategies to address these needs and improve daily life functioning and 

participation for the Hispanic and immigrant population. Considering the priorities of the 

Hispanic population, occupational therapy interventions targeting diabetes, obesity, and overall 

health management are common with this population in primary care settings (Pyatak et al., 

2019; Rosal et al., 2011; Suarez-Balcazar et al., 2013). An occupational therapy intervention 

called Lifestyle Redesign for diabetes management administered by a bilingual provider was 

found to be effective in improving HbA1c levels, diabetes self-care, and overall health status 

when administered to English and Spanish speaking adult clients with diabetes in a safety-net 

clinic (Pyatak et al., 2019). Another program which provided literacy-sensitive and culturally 

tailored diabetes management education to Latinos was shown to be effective in changing 

HbA1c levels and improving clients’ knowledge, self-efficacy, blood-glucose monitoring, and 

diet (Rosal et al., 2011). 

Although much of the cited research is focused on Hispanic adults, occupational 

therapists in primary care may also work with Hispanic children to address similar health need 

areas. occupational therapy practitioners are well suited to address childhood obesity, because 

of their ability to help modify and adapt habits and routines and adjust interventions to meet 

the cultural needs of the client (Suarez-Balcazar et al., 2013). To address obesity among Latino 

youth, evidence supports the use of exercise programs, music and dance, and the incorporation 



of interactive physical activity around traditional Latino family values. The use of story 

illustrations has also been demonstrated to be successful in educating Latino youth and their 

families about wellness. Researchers emphasize the need for cultural competence in the 

delivery of these services (Suarez-Balcazar et al., 2013). These three studies suggest that 

bilingual services, and the use of materials that are culturally and literacy-sensitive may have an 

impact on quality of care and health outcomes for the Hispanic population.  

Occupation-based interventions focused on increasing occupational engagement may 

also help improve quality of life among Hispanic clients. Religious and spiritual activity, service 

to others, and having a regular routine have been found to be supportive of well-being and 

quality of life for Latino breast cancer survivors. Clients also express a need for a health care 

professional to help them establish routines, motivate them, and educate them on their 

diagnosis (Sleight, 2017). Thus, occupational therapists in primary care have an important role 

to educate clients as well as enhance occupational engagement in order to improve or maintain 

quality of life.  

Best Practices for Treating Hispanic Clients in Primary Care 

Best practices for occupational therapists and other primary care practitioners when 

working with this population include the provision of integrative, culturally tailored services 

offered in multiple languages.  

Bilingual Services 

Increasing the number of bilingual staff and health care providers at primary clinics is 

one of the most important steps that can be taken to improve health care access and outcomes 

for the Hispanic population. When asked about their health needs and priorities, Hispanics 



most commonly responded that the availability of health care professionals who offer services 

in Spanish was a top priority (Suarez-Balcazar et al., 2005). Moreover, the availability of 

bilingual front desk staff and services is often the most important factor in choosing a clinic for 

Hispanics (Tapp et al., 2013). Interventions with interpreters and/or bilingual providers may 

help reduce the disparities related to language (Cheng et al., 2007). Therefore, for best 

practices, clinics should work to implement bilingual staff and providers to accommodate for 

potential language barriers for Hispanic clients.  

Culturally-Tailored and Literacy-Sensitive Services 

Treatments and interventions in primary care should also be culturally tailored and 

literacy sensitive when possible. Examples of cultural tailoring include using soap opera 

television programs with educational messages, culturally relevant situations, bingo games, 

traditions, and family values, which are often important to the Hispanic culture (Rosal et al., 

2011); however, practitioners should be sure to get to know their clients individually before 

assuming values based on their culture. Additionally, materials presented in primary care clinics 

should be written in understandable language, sensitive to clients’ varying levels of literacy, as 

this may contribute to increased patient knowledge and self-efficacy (Rosal et al., 2011). This is 

critical because self-efficacy and health literacy may increase positive health and preventative 

behaviors among Hispanics (Guntzviller et al., 2017).  Hence, providing literacy-appropriate 

materials to Hispanic clients in primary care is an essential practice that can impact a client’s 

ability to manage their condition and advance their overall health.  

Additional Best Practices 



Other best practices include having clearly listed, low upfront costs at primary care 

clinics for those who are low-income or lack insurance. In order to address proximity and 

transportation barriers, health professionals should also try to understand client travel needs 

and utilize service maps to identify clinic service areas and assist clients in using clinics closest 

to them (Tapp et al., 2013). Additional low-cost clinics should also be opened to help fill in the 

geographical gaps in which many Hispanics do not have a nearby clinic. Furthermore, more 

communication and partnerships should be established among low-cost and safety net primary 

care clinics, in order to streamline services (Tapp et al., 2013).  

Training of Practitioners 

It is also important that the health system be adapted to meet the needs of diverse 

clients. For this to occur, health care workers must learn to be sensitive to the unique concerns 

and beliefs of their clients (Martensson & Liedberg, 2016). There is a great need for 

occupational therapists and other health practitioners to develop cultural competence, 

including the knowledge, attitudes, and skills needed to work with diverse populations. It will 

also be important to recruit more minorities into fields like occupational therapy, and provide 

multicultural education to health care students while they are still in school (Suarez-Balcazar et 

al., 2005). When establishing community and health services in or around Hispanic 

neighborhoods, it is of utmost importance to actively involve the Hispanic community members 

themselves in order to best understand their needs from their perspective (Suarez-Balcazar et 

al., 2005). Occupational therapy practitioners can play an important role in creating and 

advocating for these changes.   

Conclusion 



Due to many barriers, Hispanics in the U.S. often have difficulty accessing primary health 

care, leading to disproportionate negative health outcomes. Occupational therapists have a 

unique role in treating Hispanics in the primary care setting, preventing further disease and 

disability, and enhancing quality of life. Occupational therapists and other primary care 

practitioners can work to implement best practices and promote the changes needed for 

increased access to care and more positive health outcomes for the Hispanic population.   

  



Literature Review by Paige Loy 

Occupational Therapy’s Role in a Primary Care Setting Regarding Sleep, Chronic Pain, and 

Return to Work 

The primary care system is essential for treating multiple conditions across the lifespan. 

Primary care physicians play an import role in diagnosing, treating, and providing referrals to 

patients. Occupational therapists are essential to link functionality with disorders and provide 

interventions to improve quality of life in patients. Occupational therapists fulfill a role in 

addressing common patient concerns regarding sleep, chronic pain, and return to work. 

Although there are barriers preventing occupational therapy from being utilizing on the primary 

care team, occupational therapists need to be embedded into the primary care setting to 

maximize patient care.  

Role of Primary Care Physicians  

In the midst of a pandemic, receiving healthcare has never been more essential. When 

feeling sick, most of the population typically seeks care from the same doctor, otherwise known 

as a primary care physician (American Academy of Family Physicians, 2021). Primary health care 

physicians are often the first point of contact for people when they are experiencing any sort of 

symptoms. Therefore, primary care physicians work with a variety of conditions and take on 

many roles to address patient needs. A primary care physician provides ongoing comprehensive 

care to a patient. The role of a primary care provider is quite extensive and broad. Primary care 

physicians not only diagnosis and treat conditions but also offer health counseling, monitor a 

patient’s health status over a long period of time, administer preventative care, and provide 

patient education (American Academy of Family Physicians, 2021; Schroeder, 2017).  



Primary care physicians are found in a variety of settings including family medicine, 

pediatric clinics, obstetrics, internal medicine, and gynecology clinics (Schroeder, 2017). Since 

primary care has such a large scope of practice, physicians in the field often treat an extensive 

list of conditions. The most common conditions treated in primary care include skin conditions, 

osteoarthritis and joint disorders, back pain, lipid metabolism disorders, and upper respiratory 

tract disease (Sauver et al., 2013). Similarly, Finley et al. (2018) found that the top ten 

conditions seen in primary care were upper respiratory tract infection, hypertension, routine 

health maintenance, arthritis, diabetes, depression or anxiety, pneumonia, acute otitis media, 

back pain, and dermatitis. Like primary care physicians, occupational therapists treat a variety 

of conditions and take on a holistic role when working with patients. 

Role of Occupational Therapists 

Occupational therapy assists patients reach their optimal functional performance and 

independence in meaningful occupations through the use of therapeutic activities (AOTA, 2021; 

Bureau of Labor Statistics, 2021). Occupational therapists are qualified to work with a variety of 

conditions spanning both physical and psychosocial areas across the lifespan (AOTA, 2021a; 

AOTA, 2021d; World Federation of Occupational Therapists, 2021). An all-inclusive list of 

disorders and diagnoses occupational therapists work with cannot be obtained due to the 

broad nature of the profession and the comprehensive qualifications occupational therapists 

obtain through their education and experience. Some examples of common conditions 

occupational therapists work with include pain management, sleep, disease rehabilitation, 

sensory-integration, arthritis, diabetes, cognitive changes, and chronic disease management 

(AOTA, 2021a; AOTA, 2021c). In addition, occupational therapists are qualified to practice in a 



wide variety of settings including acute care, in-patient and out-patient rehabilitation, mental 

health, and schools (World Federation of Occupational Therapists, 2021). However, even with 

the variety of settings in which occupational therapists work, occupational therapists have yet 

to be embedded in the primary care setting.  

Occupational Therapist’s Role on a Primary Health Care Team 

When occupational therapists are integrated onto the primary health care team, patient 

care is advanced. Occupational therapists have been addressing the primary health care 

concerns since the start of the profession, including health management, wellness, and 

prevention (Halle et al., 2018). Occupational therapists are suited to address hospital 

readmission prevention, assist patients in following the treatment guidelines outlined by the 

primary care physician, maintain independence, identify early intervention needs, assist in 

chronic condition management, and delay the need for a long-term care institution (Halle et al., 

2018). Primary health care physicians fail to address the occupational and functional needs of 

patients (Winship et al., 2019). Whereas occupational therapists are specialists in addressing 

the functional needs of patients (Donnelly et al., 2014). Thus, indicating a need for occupational 

therapists to be integrated into the primary care team to address this limitation. When 

occupational therapists are embedded with primary care providers, patients receive more 

comprehensive and higher quality care because of occupational therapy’s ability to fill in the 

necessary gaps. 

Embedding occupational therapists into the primary care team is a dynamic process 

involving an already established interprofessional team. Primary care physicians, occupational 

therapists, and others on the interprofessional team need to maximize collaboration and 



communication among each other to further patientcare. Interprofessional teams will have to 

adapt to the changing needs of the team and maintain internal organization to allow for a 

smooth transition while also providing quality care to patients (Leach et al., 2017). In addition, 

team coaching is a new concept that has been shown to be an effective form of communication 

among intra and interprofessional team members (Carney et al., 2021). Team coaching consists 

of giving and receiving feedback between team members that fosters further individual 

reflection of performance. This form of communication is beneficial in quick information 

exchanges between team members, as well as in longer meetings. Team coaching provides 

team members a way to professionally exchange information about patients while also 

maintain respect for others on the interprofessional team and enhancing knowledge (Carney et 

al., 2021). This skill will be essential when primary care physicians and occupational therapists 

work together to address sleep with patients.   

Addressing Sleep in Primary Care 

 Occupational therapists have an important role in addressing sleep and implementing 

interventions with patients in primary care. Poor sleep quality is one of the most common 

patient concerns addressed by both primary care providers and occupational therapists (AOTA, 

2021c; Tester & Foss, 2018). Sleep is also one of the most important occupations in which 

people participate in as it fosters engagement in all other occupations (AOTA, 2020; AOTA, 

2021c; Tester & Foss, 2018). Sleep is vital for its influence on mood, behavior, energy, and 

overall wellbeing. Thus, when an individual is not able to engage in quality sleep due to an 

illness or disease, such as chronic pain, it can simultaneously exacerbate their symptoms and 

impact their functioning in all other occupations and roles (Tester & Foss, 2018). Without 



quality sleep, one’s ability to engage in mental processing and physical healing are insufficient. 

This can impact not only the patient’s daily functioning, but also their health status as it can 

increase their risk of developing another condition, and affect their employment or work status, 

education, and social interactions (Tester & Foss, 2018).  

 Recently, there has been a shift in the treatment of sleep by primary care physicians. 

Even though the impact of poor-quality sleep is well researched, sleep was often viewed as a 

secondary problem and treatment was not adequately approached by health care providers 

(Tester & Foss, 2018). The shift in primary care to inquire about a patient’s sleep is due to 

recent literature that brings awareness to the seriousness of sleep disorders, thus spiking 

additional primary care physician education in sleep (Simon, 2016). Sleep disorders and 

disturbances can increase the risk of developing a secondary medical condition (Grandner & 

Malhotra, 2015). Although the concept of having quality sleep as a primary concern is newer for 

the health care system, it is becoming incorporated into practice as there is an increase in 

primary care providers routinely inquiring and discussing sleep with patients. Asking patients 

about sleep in a routine visit decreases the likelihood of developing a secondary disorder and 

improves patient engagement in all occupations (Grandner & Malhotra, 2015). Occupational 

therapists are experts at addressing sleep and can offer the primary care team multiple non-

pharmacological interventions to approach improved sleep.  

 Occupational therapists are highly qualified to assist patients in improving sleep 

patterns to foster engagement in all other occupations (AOTA, 2020; AOTA, 2021c; Tester & 

Foss, 2018). Occupational therapists take a holistic approach when working with patients on 

improving their sleep. Effective non-pharmacological approaches utilized by occupational 



therapists to improve sleep include modifying a patient’s performance pattern (habits, roles, 

and routines), increasing physical activity participation, creating a more conducive sleep 

environment, and introducing assistive technology that aids in improved sleep (Gutman et al., 

2016; Leland et al., 2004). Occupational therapists often take a cognitive behavioral approach 

when working with patients which is highly effective since it combines multiple interventions 

together to assist patients in improving their sleep (Leland et al., 2004). A cognitive-behavioral 

approach consists of challenging negative thoughts to improve behavior. Another important 

factor occupational therapists consider when working with patients on improving sleep is 

controlling pain. Pain management is very important as pain is a contributing factor that can 

decrease quality of sleep (AOTA, 2021b; Rochman, 2014). Occupational therapists have an 

important role in addressing chronic pain and implementing interventions with patients in 

primary care.  

Addressing Chronic Pain in Primary Care 

Chronic pain is a form of persistent pain that can create difficulties in not only sleep but 

also mental health, work, social participation, and can reduce quality of life (Rochman, 2014). 

Pain is a useful neurological system that alerts the body of danger; however, chronic pain lasts 

beyond the point of threat and impacts healing (Hofman, 2021). Primary care physicians and 

occupational therapists are now more concerned with chronic pain and treating it early on to 

reduce the negative side effects and increase occupational engagement; however, chronic pain 

is often resistant to medical interventions, thus requiring a holistic approach of treatment 

(Rochman, 2014). Occupational therapists can offer holistic, non-pharmacological approaches 

to treat chronic pain and improve quality of life.  



Occupational therapists offer a broad range of treatment approaches and find the best 

interventions to decrease chronic pain in an individual. Effective non-pharmacological 

intervention methods utilized by occupational therapists include education on body mechanics, 

ergonomic education, neuromuscular re-education, muscle tension reduction, improved 

communication skills about pain, education on anticipating possible problems with activities, 

pacing/energy conservation, environmental modifications, increased mindfulness, and 

redirection of attention (AOTA, 2021b; Hesselstrand, et al., 2015; Hofman, 2021; Rochman, 

2014). Occupational therapists can individualize the intervention to the patient and to their 

normal routine.  

Depending on the patient’s preferences and what works best for them, occupational 

therapists assist in implementing a combination of interventions. The most effective 

intervention approaches apply a combination of pharmaceutical, sensory, physical, and 

cognitive-behavioral interventions to approach treatment of chronic pain (Lucio et al., 2018). 

Occupational therapists would be beneficial on the primary care team as they could implement 

these non-pharmacological interventions with the primary care physicians’ pharmacological 

approaches simultaneously. To implement such interventions on the primary care team, 

greater patient education is necessary.  

Occupational therapists commonly think that people are unaware that occupational 

therapy can help with chronic pain and the management of symptoms (Lucio et al., 2018). 

Occupational therapists also believe that patients value and desire their help when they receive 

it. Patients are unaware of the benefits of occupational therapy, thus, there needs to be greater 

education and advocacy from primary care physicians to refer patients to occupational therapy 



for non-pharmacological approaches. Embedding occupational therapists within the primary 

care team will assist in overcoming this hurdle. Chronic pain is a debilitating condition that can 

influence all areas of occupations, including the patient’s ability to work or return to school. 

Addressing Return to Work in Primary Care 

Occupational therapists play an important role in addressing return to work and 

implementing interventions with patients in primary care. Chronic pain symptoms negatively 

influence return to work as they can decrease the likelihood of returning to work post injury 

(AOTA, 2021b; Fishbain et al., 2000; Hamer et al., 2013). Chronic pain not only impacts 

biological factors in a person, but also negatively affects psychological factors, social factors, 

and quality of life (Dueñas et al., 2016). These factors create tremendous barriers for someone 

to overcome to be able to engage in work effectively. Hamer et al. (2013) reported that 3 

months post injury, only 14% of participants had returned to work. Other participants were still 

severely limited by pain to return to work. Those who are injured are more likely to return to 

work if a return-to-work coordinator is available at their place of employment and if the 

employee is referred to treatment programs as soon as possible following an injury (Hamer et 

al., 2013). In addition, patients have an increased likelihood of returning to work after attending 

a pain facility (Fishbain et al., 2000). Occupational therapists are highly trained at providing 

effective interventions that reduce pain and facilitate return to work or school.  

Occupational therapists can introduce multiple non-pharmacological and effective 

intervention approaches to address return to work with those experiencing chronic pain. 

Occupational therapists are highly trained professionals that can consult both the patient and 

employer to take a holistic approach to address pain and facilitate return to work by 



maximizing function, retraining, prevention of future injury, identifying realistic goals, and 

facilitate the progression of returning to work (AOTA, 2021e; Hill & Macartney, 2019). Effective 

non-pharmacological approaches occupational therapists utilize to facilitate return to work with 

patient’s experiencing chronic pain include introducing cognitive behavioral strategies, 

biopsychosocial strategies, ergonomic changes, environmental adaptations, biomechanical 

changes, and energy conservation education (Ammendolia, et al., 2009; Hill & Macartney, 

2019). Occupational therapists can address the biological and psychosocial factors impacting 

return to work and quality of life within the primary care setting with others on the 

interprofessional team. This is pertinent as many patient issues are dynamic, interconnected, 

and impacting each other. For example, sleep impacts chronic pain which can impact return to 

work and healing. 

Addressing the Connection between Sleep, Pain, and Healing 

When a patient is not able to engage in quality sleep, it can severely limit their ability to 

heal following an injury and increase their pain (Finan et al., 2014; Grandner & Malhotra, 2016; 

Roehrs et al., 2012). Difficulties engaging in sleep can cause disruptions in the central nervous 

system’s ability to decrease existing pain and increase pain sensitivity (Finan et al., 2014; Roehrs 

et al., 2012), resulting in delays to the person’s ability to return to work. This will not only 

exacerbate pain but also make the body hyperaware of existing pain, thus impacting the body’s 

ability to heal as it is under additional stress. 

 Sleep plays a big role in facilitating engagement in all occupations; however, it also 

impacts healing, which in turn decreases pain (Loomis, 2018; Roehrs et al., 2012). Those who 

slept seven to nine hours a night experienced faster wound healing rates compared to those 



who were sleep deprived (Loomis, 2018). In addition, those who engage in additional sleep also 

experienced decreased pain sensitivity (Roehrs et al., 2012).  

Pain, sleep, and healing is a very interconnected process. Primary care physicians and 

occupational therapists often help patients with these concerns. Therefore, having occupational 

therapists on the primary care team would enhance patient care as occupational therapists can 

address this interconnected relationship and implement interventions that are conducive to the 

patient’s daily routine and environment. Occupational therapists have yet to be embedded on 

the primary care team due to multiple barriers even though they offer a dynamic approach to 

addressing patient concerns and fill in the necessary gaps for increased quality care.  

Barriers to Placing Occupational Therapists on the Primary Care Team 

There are many barriers preventing occupational therapy from being integrated into 

primary care. The most influential factors hindering the merge includes the lack of patient and 

primary care physician education regarding the role of occupational therapy, reimbursement 

barriers, interprofessional team collaboration considerations, occupational therapist education 

about their role in primary care, as well as concerns regarding occupational therapists needing 

to be generalists instead of specialists to assist the varying patient needs (Halle et al., 2018; 

McKenna, 2013). Donnelly et al. (2014) shows that when occupational therapists were 

embedded into a primary care team, they were able to step into a generalist role with function 

at the forefront of interventions. Occupational therapists were able to connect health 

conditions with daily function and provide valuable contributions to the team to increase 

patient functionality. Even though primary care physicians have the intent to discuss 

occupational concerns and limitations during primary care visits, they are commonly being 



missed which is hindering patient care (Winship et al., 2019). A shift in education will provide 

great success at overcoming some of these barriers. Occupational therapists have certainly 

proven that they understand the connection between function and occupations, however 

greater education is beneficial to help occupational therapists better understand their role in 

primary care.   

 Greater patient and interprofessional team education around occupational therapy is 

needed to allow occupational therapists a smooth transition into primary care. Many health 

care professionals involved in the primary care interdisciplinary team are unaware of the 

benefits occupational therapy can offer (Halle et al., 2018). When primary care physicians 

understand occupational therapy’s role, they are more receptive to working alongside them on 

an interprofessional team (Winship et al., 2019). Greater education and advocacy for the 

profession will help with this lapse in understanding about occupational therapy and the 

benefits the profession can offer to patients. In a primary care setting, an interdisciplinary team 

with occupational therapists embedded into it will lead to the best patient care and maximize 

success in reaching patient goals. 

Conclusion 

 Occupational therapists fulfil a necessary role in a primary care setting to offer multiple 

non-pharmacological approaches to improve sleep, chronic pain, and return to work; however, 

there are many barriers preventing occupational therapists from being embedded into the 

primary care team. Educating primary care physicians, occupational therapists, and patients on 

the benefits and roles of occupational therapy in the primary care setting is pertinent for 

transitional success.  Additional research is necessary to understand how to facilitate a smooth 



transition without disruption of the already existing interprofessional team and how to gain 

reimbursement for occupational therapy services in this emerging setting. Occupational 

therapy is a dynamic profession that can further patient care when working alongside primary 

care physicians due to their broad knowledge about function in occupations across the lifespan.   

  



Literature Review by Alexander Manos 

How Can Occupational Therapists Fit into the Primary Care Setting for Adults? 

Primary care is often the first point of contact within the healthcare system to treat a 

variety of illnesses and diseases. Primary care is beneficial because it has reduced United States 

healthcare costs while simultaneously increasing patient satisfaction. It has also decreased total 

hospitalizations and lowered overall mortality (Primary Care Collaborative, 2020). Primary care 

providers include physicians, nurses, and physician assistants. The development of trusting 

practitioner-patient relationships is an integral part of effective primary care (Muir, 2012; 

Tarrant et al., 2015).  Primary care physicians are trained to provide person-centered care to 

individuals who can have biological, behavioral, or social health problems. Primary care 

physicians not only diagnose and treat acute and chronic health concerns but their job 

description also includes health promotion, disease prevention, health maintenance, 

counseling, and patient education (Muir, 2012). Primary care physicians will provide their 

patients with referrals when specialty services are required. Despite the benefits of primary 

care there are significant problems facing primary care.  

Primary Care Barriers  

A main barrier for primary care physicians is that they are disproportionately paid 

compared to their colleagues that work as specialists. In 2021 primary care physicians had an 

average annual salary of $242,000 and specialist physicians reported an average annual salary 

of $344,000 (Kane, 2021). The difference in pay has pushed physicians to specialist careers and 

has created a high demand for primary care physicians that will only increase with time. The 

Association of American Medical Colleges (2021) estimates by 2034 there be a 17,800-48,000 



shortage of primary care physician in the United States. The lack of primary care physicians is 

only going to exacerbate the issues related to primary care as the demand increases.  

Another main barrier with primary care is gaps in service due to communication and 

coordination errors (Tarrant et al., 2015). These gaps in coverage can be minimized by a strong 

and consistent physician-patient relationship. 58% of participants who left primary care had 

gaps in care and 74% of participants with chronic conditions experienced gaps in care, further 

exacerbating their health concerns (Tarrant et al., 2015). Patients and their caregivers reported 

to compensate for these gaps in coverage it required extra time, money, knowledge of outside 

resources, and strong advocacy. 

Despite the physician-patient relationship being very important in minimizing gaps in 

coverage, primary care physicians only spend an average of 19-20 minutes with their patients 

each visit (Muir, 2012). Both physicians and patients don’t see this as enough time but with 

such a high quantity of patients, time takes precedents over quality of care and continuity. 

Physicians handle this by making patient referrals to other services such as occupational 

therapy which can again possibly lead to discontinuity of care (Muir, 2012).  

Occupational Therapy 

Besides paying primary care physicians more money to attract physicians back to being 

generalists, a possible solution is to incorporate occupational therapists into the primary care 

setting. Occupational therapists are healthcare professionals that have a wide range of skills 

that can help the lives of people of any age and condition. This allows them to work in a variety 

of settings including but not limited to hospitals, senior living centers, transitional care units, 

pediatric clinics, schools, and outpatient orthopedic clinics. Occupational therapists take a 

holistic approach to improve or maintain mental, social, and physical health that has been 



impaired by disease, injury, or other health conditions. Occupational therapists are “…trained in 

human development (cognitive, physical, social, emotional), health promotion, disease process 

intervention, activity analysis and behavior modification, lifestyle interventions, and use of 

adaptive equipment, the profession could be fundamental to reducing fragmentation in health 

care” (Muir, 2012, p. 507). With this kind of background, occupational therapists could provide 

a variety of services in the primary care setting. Occupational therapists could address 

preventative care to prevent disease and other health conditions, patient issues affecting 

occupational performance and participation, provide them with modifications and adaptive 

equipment to improve patient function. They can provide holistic care that addresses the 

patients’ total well-being and not just focus on reducing symptoms. Occupational therapists 

could also help reduce healthcare costs by providing basic interventions and at home exercises 

before making a referral for a more expensive service. Lastly occupational therapists could take 

a community health approach and provide group education and intervention sessions (Muir, 

2012).  

The heart of occupational therapy is to help people engage in the day-to-day activities 

that improve or maintain their health and make their life meaningful (Boyt Schell et al., 2019). 

Although adding occupational therapists to primary care has been talked about for many years 

now, there are few instances in which occupational therapists work in primary care. 

Occupational therapy interventions would be greatly beneficial to primary care patients. Sleep 

and chronic pain are two specific practice areas that occupational therapists could immediately 

address in primary care.  

Sleep 



Proper sleep is an integral part of a healthy lifestyle but sleep is not addressed often 

enough in primary care (Grander & Malhorta, 2015; Ononye et al., 2019; Perry et al., 2013; 

Senthilvel et al., 2011; Sorscher, 2008). Sleep issues affect an estimated 50-70 million 

Americans every year (Grandner & Malhorta, 2015; Tester & Foss, 2018). Older adults (65+) are 

affected by sleep issues at a higher rate than other age groups, it is estimated that 40%-70% of 

older adults experience problems with sleeping (Leland et al., 2014). Despite the importance of 

sleep, 35% of adults report getting less than seven hours of sleep each night and 70% of high 

schoolers report getting less than eight hours of sleep each night (Perry et al., 2013).  

There are more than 80 different kinds of sleep disorders but the most common ones 

are insomnia, sleep apnea, restless legs syndrome, and narcolepsy (Centers for Disease Control 

and Prevention, 2014; Cleveland Clinic, 2020). Insomnia is characterized by not being able to fall 

asleep or difficulties remaining asleep throughout the night. Sleep apnea is characterized as 

minor disruptions in sleep that are often accompanied by snoring, these disruptions add up and 

make someone sleepier during the daytime hours. Restless legs syndrome is an unpleasant 

feeling in your legs that are usually accompanied with aches and pains which is resolved with 

leg movements. Narcolepsy is characterized by sleepiness during the day and abrupt muscle 

weakness.  

Lack of sleep is also costing our society a lot of money and human lives. Connor et al. 

(2002) found that 20% of serious car crashes were the result of driver sleepiness, independent 

of alcohol use. Another study found that individuals with sleep apnea are 2.5 times more likely 

to be in a driving accident than people without (Celmer, 2015). Lack of sleep is also associated 



with increased work-related injuries and deaths (Åkerstedt, 2002; Leger et al., 2002) and falls in 

older adults (Institute of Medicine, 2006).  

Sleep has become such an issue that in 2008 the American Occupational Therapy 

Association’s Occupational Therapy Practice Framework (AOTA, 2020a) began recognizing sleep 

and rest as a distinct “area of occupation”. Formerly, sleep was included in the “activities of 

daily living” area of occupation, this move further demonstrates the association’s 

acknowledgement of how important sleep is (Leland et al., 2014). The quantity and quality of 

sleep are major determinants of health. Sleep affects our biological, physiological, and 

psychological well-being.  

It is optimal for adults to sleep 7-8 hours a night and for adolescents to sleep for 9 hours 

a night (Perry et al., 2013). Getting good sleep can help day to day things like prevent sickness, 

reduce stress, make better decisions, have better interactions with people, and improve 

memory and learning (U.S. Department of Health and Human Services, 2021). Poor quantity 

and quality of sleep are associated with cardiovascular and metabolic disorders which can lead 

to obesity, diabetes, heart disease, and hypertension (Perry et al., 2013). There is not a 

relationship between sleep deprivation and amount of adipose tissue (Hargens et al., 2013). 

However, it was found that there was a positive influence of exercise in sleep disorders. 

Exercise can improve sleep, therefore improving the negative outcomes associated with poor 

sleep (Leland et al., 2014).  There are social implications for lack of sleep as well, like limiting 

engagement in social activities, limiting driving, and limiting sexual intimacy with partners 

(Leland et al., 2014).  



Despite the importance of sleep and the implications for lack of it, sleep and sleep 

problems are not addressed or screened for often enough in the primary care setting (Grander 

& Malhorta, 2015; Ononye et al., 2019; Perry et al., 2013; Senthilvel et al., 2011; Sorscher, 

2008). One study found that of 121 primary care clinics only 43% screened for sleep problems 

while 100% of them asked questions related to smoking and drinking, 93% for proper nutrition, 

and 86% for adequate physical activity (Sorscher, 2008). This may be due to the lack of 

knowledge of the importance of sleep by primary care physicians as Perry et al. (2013) showed 

that only 10% of primary care providers reported that they felt good about their knowledge of 

sleep and sleep problems (Senthilvel et al., 2011). Sleep needs to be asked about because not 

only does it affect all aspects of our well-being but it affects our perceived pain.  

There is a strong connection between sleep and chronic pain (Finan et al., 2014; Grander 

& Malhorta, 2015; Jank, et al., 2017; Prefontaine et al., 2013; Roehrs et al., 2012). Sleep has a 

greater effect on pain than pain does on sleep which may be a result of more effective 

intervention methods for pain (Finan et al., 2014). It was found that when chronic pain and 

sleep disorders co-occur the individual is affected more greatly than if they have one or the 

other, this causes more physical and emotional disability while decreasing functional capacity.  

Chronic Pain 

 Chronic pain is a major health care concern, it costs the U.S. an estimated $560-$635 

billion each year (Hoffman, 2021; Mills et al., 2016; Stanos et al., 2016) which is more than the 

individual cost cardiovascular disease, cancer, or diabetes (Stanos et al., 2016). The number of 

people with chronic pain is unknown but it is known that the prevalence increases with age 

(Mills et al., 2016). Chronic pain is persistent pain that continues even after the cause has 

subsided because pain signals in the nervous system stay on (Mills, 2016). Chronic pain can be 



defined as pain that persists for three or more months (Hesselstrand et al., 2015; Mills et al., 

2016; Schneiderhan et al., 2017; Stanos et al., 2016). Chronic pain has a negative effect on our 

physical, emotional, and psychological well-being. Chronic pain affects an individual’s 

independence with self-care, work, community participation, physical activity, and sex 

(Robinson et al., 2011). It also changes the familial and social roles of an individual (Breivik et 

al., 2012; Robinson et al., 2011). There is also a strong association between chronic pain and 

social isolation, depression, and anxiety (Breivik et al., 2012; Dahlhamer et al., 2018; Rochman 

et al., 2012).  

 As with most general health concerns individuals with chronic pain will visit their 

primary care physician first for pain reduction interventions. The most common primary care 

intervention for chronic pain is prescription pain medication (Mills et al., 2016; Upshur et al., 

2010; Van Erp et al., 2019). About 66% of individuals with chronic pain were using prescription 

pain medication (Mills et al, 2016). This contradicts the biopsychosocial model which many 

believe to be the best approach to chronic pain. This model takes a more holistic view of the 

individual and focuses on pain management and increasing functional capacity instead of just 

pain reduction (Debono et al., 2013; Mills et al., 2016; Schneiderhan et al., 2017; Stanos et al., 

2016). More specifically in the context of chronic pain the biopsychosocial model considers the 

pertinent medical history, coexisting conditions, as well as psychological, economic, and 

cultural factors (Stanos et al., 2016). This model recognizes that everyone’s pain response and 

response to pain interventions is different which creates a more-client centered approach and 

understanding of chronic pain (Stanos et al., 2016).  



One of the limitations for addressing chronic pain in primary care is that many people 

don’t feel like they are given adequate time with the physician. It is often reported that the 

physician comes in and asks about the pain and writes a prescription and does not offer other 

interventions or support (Stanos et al., 2016; Upshur et al., 2010; Van Erp et al., 2019). Another 

barrier to treating chronic pain in primary care is that patients often report that their physician 

does not believe their pain or the severity of their pain (Debono et al., 2013; Roper et al., 

Upshur et al., 2010). This may be because physicians are worried about over-prescribing opioids 

due to societal problems with increased opioid abuse (Breivik et al., 2012; Mills et al., 2016; 

Roper et al., 2021; Stanos et al., 2016). There is a need for alternative interventions to 

prescription pain medication and for a practitioner to take more time to be able to properly 

address all aspects of an individual with chronic pain.  

Occupational Therapy and Chronic Pain 

 Occupational therapists have the skills and knowledge to provide interventions to 

people seeking help with chronic pain. Occupational therapists consider the person, their 

environment, and their occupations and how those each relate to their chronic pain. 

Occupational therapists first validate an individual’s pain before getting a better understanding 

of their pain and how they feel in order to gain trust and respect (Hesselstrand et al., 2015; 

Hoffman, 2021; Rochman, 2012). Occupational therapists will then determine what limitations 

the individual with chronic pain has so that they can collaborate on goals to help support and 

motivate the client. (Driscoll & Baker; 2016; Hoffman, 2021; Rochman, 2012). Common 

interventions that occupational therapists use for chronic pain are energy conservation 

strategies, pacing education, thermal agents, and ergonomics for work and home (Hesselstrand 

et al., 2015; Robinson et al., 2011; Rochman, 2012). Keeping the body moving through 



conventional occupational therapy interventions and home exercise programs have also been 

found to reduce chronic pain (Driscoll & Baker, 2016; Hoffman, 2021; Rochman, 2012). With the 

strong correlation between chronic pain and sleep, occupational therapists also have the skills 

and knowledge to properly address sleep related problems and provide sleep interventions.  

Occupational Therapy and Sleep 

Many people use over-the-counter sleep medication or are prescribed sleep medication 

from their primary care physician but they often have negative side effects and cause 

grogginess the morning after use (Gutman et al., 2017; Ho & Siu, 2018). Occupational therapists 

can provide other interventions that do not have side effects. Occupational therapists can 

educate clients on proper sleep hygiene which includes setting a sleep schedule, following a 

nightly routine, engaging in healthy behaviors, and modifying the environment (Suni, 2021). 

Occupational therapists can recommend sleep prioritization, having a consistent sleep and 

wake-up time, limiting the use of electronics an hour before bed, not eating before bed, and 

engaging in a nightly routine like teeth brushing or face washing (AOTA, 2017; Fung et al., 2013; 

Ho & Siu, 2018). Occupational therapists can also help improve sleep by recommending physical 

activity, getting sun exposure, refraining from smoking and drinking alcohol, reducing noise and 

light, and keeping the bedroom clean. (AOTA, 2017; Fung et al., 2013; Ho & Siu, 2018). 

Occupational therapists should be included in primary care because of their knowledge and 

skills that can be used to provide effective interventions for problems related to chronic pain 

and sleep.  

Occupational Therapy in Primary Care  

 Occupational therapists should be incorporated into primary care settings because not 

only can they provide sleep and chronic pain interventions but they can provide interventions 



for a number of issues seen in primary care. Due to occupational therapist’s wide skill set 

occupational therapists have interventions for the 15 most common conditions seen by primary 

care physicians which range from respiratory issues to mental and behavioral illness (Trembath 

et al., 2019).  

 Occupational therapists are also needed in primary care because there are not enough 

primary care physicians to supply people with adequate care (Association of American Medical 

Colleges, 2021; Cunningham & Valasek, 2019; Muir, 2012). Occupational therapists would not 

have to change or design new interventions in primary care as the interventions they would use 

are already being used in a variety of other healthcare settings (Benthall, 2016; Halle et al., 

2018). In the primary care setting, occupational therapist would focus more on function and 

condition management instead of curing the condition (Bolt et al., 2019; Donnelly et al., 2014; 

Halle et al., 2018).   

The current barriers to occupational therapy being integrated in primary care is 

determining the way they will be reimbursed, if occupational therapy programs need to change 

their curriculum slightly to emphasize primary care more, and to clearly define the occupational 

therapy roles in primary care to create a seamless transition for another interdisciplinary team 

member (Halle et al., 2018). Occupational therapists should be able to be reimbursed as 

occupational therapy is a specialty service (Halle et al., 2018). All occupational therapy 

programs could be mandated to incorporate more primary care education into their programs 

to help the occupational therapists feel more competent and for their colleagues to trust them. 

To more clearly define occupational therapy’s role in primary care we can look to different 

international healthcare systems and see the effectiveness of how they are having occupational 



therapists fit into primary care (Halle et al., 2018). Despite these barriers evidence shows the 

need and benefits of integrating occupational therapy into the primary care setting.  

Conclusion  

Occupational therapists will continue to provide effective care in many different 

healthcare and community settings. As our country continues to age because of the baby 

boomer’s generation and the demand for more primary care health care workers increases 

there will be an ever-increasing need for occupational therapy in the primary care setting. 

Occupational therapists are well positioned to address preventative care and help manage 

chronic illness. Occupational therapists will do a great job in this setting because they will look 

at the individual as a whole and aim to treat the person and not just their illness. Despite the 

barriers of occupational therapy becoming more common in primary care, occupational therapy 

will continue to show its effectiveness and will be an integral part of the primary healthcare 

team.  

 

  



Literature Review by Gretta Obeid 

How Can Primary Care Integrate Occupational Therapy to Address Preventative Care for 

Adults? 

Primary care services have been a valuable aspect of addressing patient health for years. 

Although many health care visits rely on treatment, primary care plays an important role in 

preventative care as well (World Health Organization [WHO], 2021). Primary care involves a 

collaboration between patients and various health care providers, in which occupational 

therapy is starting to emerge (Koverman et al., 2017). As occupational therapy becomes 

embedded in various primary care services, their role within a multidisciplinary team and their 

skills in preventative care are evolving. This paper aims to address the state of preventative 

care in primary care settings and how occupational therapy can be utilized as a meaningful 

service to address these needs. 

Primary Care 

Primary care refers to a societal approach to health care provided by team members 

who work together to address individualized patient care and work to promote health and well-

being through their focus on prevention, treatment, rehabilitation, patient education, and 

chronic health management (American Academy of Family Physicians [AAFP], 2021; WHO, 

2021). Primary care team members often create a partnership with their patients as they see 

them through continued care (AAFP, 2021) and aim to provide accessible health care services to 

a variety of populations (Koverman et al., 2017). Providers in primary care are trained to 

evaluate new clients and collaborate with them to determine their diagnosis and health 

concerns. Primary care services are often administered in clinical settings but can also be 



provided in various health care settings, such as inpatient, long-term, home care, schools, and 

telehealth (AAFP, 2021).  

Primary care providers can work with adults with a variety of conditions. Common 

conditions seen in primary care settings include abdominal pain or GI discomfort, thyroid 

issues, respiratory issues, general illness, mental and behavioral health, and neck and back 

issues (Trembath et al., 2019). Diabetes and hypertension were found to be the most prevalent 

conditions seen in primary care settings (Trembath et al., 2019). Through primary care 

practitioners’ broad scope of skills and services, patients can benefit from working with 

providers to address their various health concerns and improving their quality of life. According 

to The WHO (2021), primary care is the most cost-effective and efficient way to improve 

patients’ physical, mental, and social health and well-being. Primary care involves more 

inclusive and equitable care than other health care services as it involves holistic approaches 

and addresses other determinants of health (WHO, 2021). However, while there are many 

beneficial aspects of current primary care services, there remain areas of need for working with 

adults in this setting.  

Barriers to primary care can range from environmental, cultural, societal, and personal 

factors that limit patients’ accessibility to care. Common barriers to primary health care include 

lack of health insurance, language barriers, disabilities, office hours conflicting with work 

schedules, location and transportation barriers, and a shortage of providers (Office of Disease 

Prevention and Health Promotion [ODPHP], 2021). A study by Tarrant et al. (2015) found that 

many clients experienced poor coordination between different services and providers and poor 

communication throughout their care experience, especially for patients with multiple 



diagnoses. Additionally, there may be a shortage of primary care providers in the near future 

(Association of American Medical Colleges [AAMC], 2021; Petterson et al., 2012). Many of these 

issues are not ones that can be fixed quickly but may require larger and lengthy systematic and 

legislative changes to see positive results.  

Another important area of need is an improved universal acceptance of client-centered 

and preventative approaches to care rather than the current focus that health systems have 

towards specific disease treatment (WHO, 2021). Primary care providers can work with various 

determinants of physical, mental, and social health and wellbeing and have the capacity to be 

holistic and client-centered throughout the lifespan; yet many health systems may focus on 

specific diseases and quick treatments of symptoms instead (WHO, 2021).  Primary care plays a 

valuable role in improving general health outcomes for patients (ODPHP, 2021) which may be 

affected largely by the systematic approaches to preventative care.  

Preventative Care 

One service primary care can provide is preventative care. Preventative care refers to 

health care services aimed at preventing illness or poor health outcomes (Minnesota 

Department of Commerce, n.d.). These services may include routine exams, check-ups, 

immunizations, mental health screenings, preventive medications, and counseling (Minnesota 

Department of Commerce, n.d.). Hensrud (2000) labels the three main types of preventative 

medicine as primary, secondary, and tertiary. Primary prevention refers to behaviors that stops 

an event from initiating, such as immunization, smoking cessation, or exercising for disease 

prevention. Secondary prevention represents early detection of a condition and working to 

slow down or block the symptoms, such as screenings. Tertiary prevention aims to prevent 



worsened consequences of an already existing condition, such as cardiac rehabilitation to 

prevent a second heart attack (Hensrud, 2020). These descriptions show how layered and 

encompassing preventative care services are and the many different approaches practitioners 

can take to provide preventative care.  

Preventative care has an important role in health care promotion. Preventative care can 

lead to better long-term outcomes for adults and can decrease the frequency of primary care 

visits for patients (Borsky et al., 2018; WHO, 2021). It can reduce the risk for various diseases, 

disabilities, or even death (Healthy People 2030, n.d.), which is especially pertinent as the rates 

of chronic diseases and unhealthy lifestyles of American adults increased over the years (Asay 

et al., 2016) and the leading causes of death result from chronic conditions rather than 

infectious diseases (Hensrud, 2020). Many of the conditions seen in preventative care are like 

the ones seen in primary care, such as diabetes and hypertension (Asay et al., 2016).   

An important aspect to preventative care is patient education and working with patients 

to modify health behaviors (Asay et al., 2016). About 40 percent of deaths in the United States 

are related to health behaviors that could be changed (Hooker et al, 2018). Common modifiable 

behaviors include tobacco, drug, and alcohol use, diet, physical activity, sleep, and medication 

management, all of which can lead to various diseases and poorer quality of life (Asay et al., 

2016; Hooker et al., 2018).  

Preventative Care in Primary Care Settings 

Due to its capability of working in client education, primary care is an appropriate 

setting for preventative care interventions to address these issues and modify poor health 

behaviors (Hooker et al., 2018). This study compiled various intervention techniques that can 



be used to modify health behaviors. A common technique is to collaborate with patients 

through goal setting. This method can help clients visualize what they need to do and are then 

more likely to do it. Another method is through problem-solving barriers to why patients are 

showing poor health behaviors which can lead to finding solutions. Patients may also self-

monitor their behaviors to help them recognize any patterns. Other common interventions 

include addressing physical inactivity, poor diet, or lack of sleep, and educating clients on 

medication management and smoking cessation (Hooker et al., 2018). Many of these 

interventions can be used to reduce the risk or symptoms of chronic health conditions 

commonly seen in primary care (Hooker et al., 2018).  

Although preventative care has a lot of evidence showing its importance in healthcare 

across the lifespan, many adults are not utilizing these services. Only about 8 percent of US 

adults 35 and older receive comprehensive preventative services and about 5 percent of adults 

have never received any preventative services (Borsky et al., 2018). Some reasons for these 

barriers are like those to primary care services (ODPHP, 2021). Additionally, preventative 

services are often not prioritized in primary care appointments as many providers feel limited 

on time and can only address acute concerns (Muir, 2012; Murugan et al, 2018). Because of 

time limitations, many providers often offer preventative services based on the age and gender 

of the patient and their overall health and wants rather than integrating it into each 

appointment. Furthermore, certain screenings may be prioritized over others in a visit, such as 

cancer screenings over depression screenings (Hensrud, 2000; Murugan et al, 2018).  

Another barrier comes from the individual providers. Providers who are more likely to 

provide preventative services are those who are younger, residency trained, generalists, work 



in group practice, and are experienced with the US Preventive Services Task Force guidelines 

(Hensrud, 2000). Some physicians also do not feel competent in their ability to work on 

behavioral modifications or think that patients will not follow their recommendations anyway 

(Hensrud, 2000). As physician qualifications and skills may pose a barrier to providing 

preventative care, it creates a valuable opening for the promotion of multidisciplinary teams in 

primary care settings to combine their skills and collaborate to provide preventative services to 

their patients.  

Multidisciplinary Care 

Multidisciplinary care approaches can be used in primary care settings to improve 

overall care of clients and address more client needs. Multidisciplinary care is defined as 

multiple professionals from at least two disciplines working on the same care team (D’Amour et 

al., 2005). Effective collaboration between team members is necessary to provide the most 

positive and effective care for the clients (Saint-Pierre et al., 2018).  

Currently, multidisciplinary team members in primary care often include “physicians, 

nurses, midwives, dentists, physiotherapists, social workers, psychiatrists, dietitians, 

pharmacists, administrative staff, and managers” (WHO, 2008).  Although different team 

members provide a unique background to their services, there are various approaches or 

models used to distribute care between team members across settings (Leach et al., 2017; 

Saint-Pierre et al., 2018). These approaches may change who is responsible for preventive care, 

patient education, and health coaching among the team members (Leach et al., 2017; Saint-

Pierre et al., 2018). Other teams may be small and mainly consist of a doctor, physician 

assistant, or nurse practitioner (Leach et al., 2017), or may have certain team members take 



roles as a clinical leader, case manager, or expert consultant and collaborate to provide a more 

holistic care to their clients (Saint-Pierre et al., 2018). These various approaches allow for 

flexibility of integrating multidisciplinary care that best suits each setting based on their 

staffing, clients, and additional factors (Leach et al., 2017; Saint-Pierre et al., 2018).  

An important role for multidisciplinary teams is to address preventative care. Leach et 

al. (2017) found that more than 40% of chronic care and more than 70% of preventative care 

could be addressed by team members other than physicians and that multidisciplinary 

approaches could improve access to care, patient satisfaction, and lessen doctor and staff 

burnout. Even with these benefits, there are many areas in which multidisciplinary care is 

lacking within primary and preventative care settings. 

 Physicians and other team members sometimes lack education on other team 

members’ roles and expertise and may have difficulties communicating with each other or 

agreeing on plans for client care (Hassan et al., 2021). There is also a lack of providers in certain 

geographic areas, such as rural clinics, which makes it difficult to create multidisciplinary teams 

and creates challenges for providers of clients with more complex situations that require 

mental health needs (Leach et al., 2017). There may also be confusion about financial 

reimbursement and insurance coverage (Leach et al., 2017). Although multidisciplinary care 

helps distribute roles, there may be unequal distribution of roles and responsibilities between 

team members (Saint-Pierre et al., 2018). With the overwhelming responsibilities providers 

currently have in patient care, it creates an opportunity and need for occupational therapy to 

join multidisciplinary teams and take on some of the responsibilities.  

Occupational Therapy 



Occupational therapy practitioners have the skills to be integrated in multidisciplinary 

primary care teams and provide holistic care to address client needs. Due to the broad scope of 

practice within occupational therapy, occupational therapy practitioners may have clients with 

a variety of conditions, ranging from mental health, physical impairments, neurological 

disabilities, and developmental diagnoses (Boyt Schell et al., 2019). Depending on the clients 

and their barriers to participation, occupational therapy interventions can work to promote, 

restore, or maintain good health, modify a task or environment to support health, or prevent 

disability or worsened health (AOTA, 2020b). Essentially, occupational therapy practitioners 

have the qualifications to work in multidisciplinary teams through their work in various settings 

and have the skills to address many conditions that are commonly seen in primary care settings.  

Trembath et al. (2019) synthesized many examples of occupational therapy 

interventions that can be used to address common conditions seen in primary care settings. For 

example, diabetes, the most common condition seen in primary care, can be addressed in 

occupational therapy through medication management strategies, routine management, 

lifestyle modifications, adaptive equipment, educating the client on foot care, safety, fall 

prevention, and energy conservation techniques, developing compensatory techniques to assist 

with any sensory loss or low vision, address physical activity needs, and perform a home 

assessment to make recommendations for home adaptations (Trembath et al., 2019). Many of 

these strategies could be utilized or modified by occupational therapy practitioners for different 

conditions seen in primary care and may help reduce the workload of other multidisciplinary 

team members who took on similar roles in their own treatment plan. 

Occupational Therapy and Primary Care 



occupational therapy is already integrated in some primary care settings, yet there is a 

need for more promotion of occupational therapy’s role in this setting. Many providers are still 

unsure of occupational therapy’s role in these settings (AOTA, 2013; Donnelly et al., 2013; 

Hassan et al., 2021), creating a major barrier to integrating occupational therapy into primary 

care. To effectively integrate occupational therapy into primary care, it is important to educate 

other team members of occupational therapy’s role and services (AOTA, 2013; Koverman et al., 

2017) and increase occupational therapy fieldwork placements into primary care settings 

(Donnelly et al., 2013) so that team members, students, and clients can all learn how 

occupational therapy is beneficial to a primary care setting.   

Occupational therapy practitioners have knowledge and skills that may benefit primary 

care. Within these settings, occupational therapy practitioners work with multidisciplinary 

teams and clients to address the impact of chronic conditions on daily activities and the 

contextual, social, and environmental demands that may be a barrier to the clients’ well-being 

(AOTA, 2020a). Occupational therapy practitioners understand the importance of roles, habits, 

and routines and how to use them to promote healthy lifestyles and lifelong care (AOTA, 

2020a). Occupational therapy and primary care share similar values as well, including holistic, 

client-centered, health promotion and preventative strategies (Bolt et al., 2019). Occupational 

therapy practitioners’ ability to work with other health professionals, create a multidisciplinary 

plan of care, and provide health education, self-management techniques, and home and 

community resources qualifies them for appropriate integration into primary care settings as 

part of a multidisciplinary care team (AOTA, 2013). Occupational therapy practitioners can work 



with adults in primary care settings with a focus on preventative care to help improve long-

term client health (AOTA, 2013; Bolt et al., 2019). 

Occupational Therapy and Preventative Care 

 Occupational therapy practitioners currently apply preventative techniques to their care 

(AOTA, 2020b), and can integrate these techniques into a primary care setting. occupational 

therapy prevention interventions can be used to address age-related physical, mental, and 

functional decline in abilities through helping clients implement diet, lifestyle routines, social 

supports, fall prevention strategies, and exercise into their daily routine (Hart & Parsons, 2020). 

Chronic pain is a common condition seen in primary care (Hassan et al., 2021) and can greatly 

impact a client’s ability to function, which Occupational therapy practitioners can address 

through pain management strategies such as identifying pain triggers and recommending 

adaptive techniques to decrease pain during activities (Hart & Parsons, 2020; Thomas et al., 

2021). Overall, a combination of educating clients on self-management of their conditions and 

utilizing adaptive strategies to perform meaningful activities are common ways Occupational 

therapy practitioners s can promote preventative care strategies to their clients in a variety of 

settings. Integrating occupational therapy into primary care provides an ideal setting for 

preventative strategies to be addressed and help reduce the need for physician appointments 

as overall health outcomes improve.  

Conclusion 

As rates of chronic disease and aging populations continue to rise, the demand for 

multidisciplinary primary care teams increases, and the need for occupational therapy’s 

integration into these teams grows with it (Winship et al., 2019). Occupational therapy 



practitioners can reduce the workload of current primary care team members by using their 

skills to address chronic conditions, self-management techniques, and preventative care and 

promote positive health outcomes and improve quality of life throughout the lifespan. 

Although there remain many barriers to the focus of prevention over treatment in healthcare 

and occupational therapy’s role in primary care, evidence continues to show the benefits of 

occupational therapy in this setting to address the need of illness prevention and lifelong 

health. Further research is needed to better understand how to implement occupational 

therapy to effectively work in a multidisciplinary primary care team and provide the highest 

quality care to clients.   



Literature Review by Kelly O’Connor 

Occupational Therapy’s Role on an Interprofessional Team in Primary Care 

Primary care is crucial within the healthcare system to prevent, treat, and educate 

individuals of various ages, ethnicities, genders, and socioeconomic statuses. It is essential for 

primary care providers to maintain a healthy relationship with their patients to better 

understand individualized long-term illness and to also promote better population health 

outcomes. This literature review examines key factors that promote patients’ health such as 

impactful provider-patient relationships and interprofessional accessibility to care, while 

hindrances occur to patients’ health by negative disregard for patient experience and 

predisposing factors as barriers to access primary care. Additionally, it highlights the emerging 

practice of occupational therapy within the setting and the contributions occupational therapy 

can offer to support the patients served. As occupational therapists continue to increase their 

roles in primary care settings, it is important to analyze the current barriers seen and how 

occupational therapy can benefit an interprofessional team. 

Importance of Building a Relationship 

Provider-patient relationships can be a determining factor to whether patients attain 

quality primary care access. Barriers to care occur when providers do not believe their patient’s 

self-report or the extent of their illness (Upshur et al., 2010). This places not only distrust in 

providers, but also negative attributions to primary care settings. Participants with a chronic 

illness reported that their primary care provider had made unrealistic accusations of personal 

experiences and proceeded to be dismissive of the pain as if it were not real (Upshur et al., 

2010). This disregards patient needs and lessens the importance of pain management 



techniques, resulting in feelings of not being heard and needs left unmet. Individuals feel 

disregarded when their provider refuses to acknowledge or pay attention to them if they didn’t 

use medical terminology (Ashcroft et al., 2021). Patients reported they felt they had to “earn 

respect” by learning medical terms for providers to take them seriously (Ashcroft et al., 2021). 

However, each provider creates their own therapeutic use of self and will treat or present 

themselves differently than the next. 

Not all provider-patient relationships are inadequate. Multiple studies have provided an 

abundance of evidence regarding empathetic characteristics, shared decision-making, and open 

communication between providers and patients (Ashcroft et al., 2021; Rodriguez et al., 2007; 

Rowe et al., 2021; Kurklinsky et al., 2016). Patients believed their interactions with providers 

were more meaningful when their life experiences were acknowledged and when the provider 

could “speak the same language” (Ashcroft et al., 2021). These therapeutic relationship 

qualities reduce the suspicions of judgement while increasing the chances of desired needs 

being met. Participants reported that the more they visited or checked in with their provider, 

the higher quality of care they received (Rodriguez et al., 2007). Building a continuous 

relationship with your provider creates a collaborative decision-making environment and an 

honest communication line between the provider and the patient. Providers can be more 

authentically “real”, so to speak, with their patients when they develop rapport (Ashcroft et al., 

2021; Rodriguez et al., 2007). 

There are times when providers and patients have a disconnect in their relationship. 

Such disconnect could be a result of misunderstandings including treatment services, 

education, or patient-centeredness (Ford et al., 2018). Age and the “social contract” of not 



alarming your provider unless absolutely necessary can put a toll on older adult health 

outcomes, as they perceive providers' time as valuable and something that should not be 

overused (Ford et al., 2018). These perceptions could be correlated to the inability to reach 

your primary care provider directly, as they are busy and therefore patients end up having to 

share information with a receptionist or nurse, causing discomfort, frustrations, and 

dissatisfaction. Ultimately, the anxious feeling of not wanting to waste a providers’ time can 

harm the mutual trust and understanding between the provider and their patient as well as the 

health and well-being of patients (Ford et al., 2018).  

Susceptibility to Negative Health Outcomes 

There are predisposing factors that make clients more susceptible to receiving negative 

health outcomes in primary care. The homeless population and those who are considered 

housing insure face the inability to receive medical attention, thus associated with poor health 

outcomes (Baggett et al., 2010; Martin et al., 2019). Such vulnerable populations are primarily 

uninsured, have additionally experienced food insecurity, and have obtained two or more 

medical conditions that are often left untreated. They likely cannot afford proper care nor 

prescriptions to alleviate pain or mental health symptoms (Baggett et al., 2010). Participants 

who have experienced housing insecurities were female, middle-aged, lower incomes, and of 

black or Hispanic ethnicity who struggle with “health-related risk behaviors, chronic health 

conditions, and health services utilizations” (Martin et al, 2019, p. 522). Because of the financial 

burden, participants have reported declines in preventative care and opting out of having a 

primary care provider, thus continuing to encounter poor health outcomes (Martin et al., 2019). 

It should be a priority to provide further support to those who are financially in need. 



Patient Collaboration on an Interprofessional Team 

To improve health outcomes for patients in primary care, collaboration with an 

interprofessional team is a vital piece to the overall puzzle. Patients on an interprofessional 

collaborative practice (IPCP) care team have received additional access to more specialized 

professionals, resulting in greater health outcomes (Rowe et al., 2021). There is evidence that 

certain disciplines make up an effective team for IPCP. One of which is social work, who aids in 

addressing social determinants of health, provide community resources, and assess and 

educate in diagnoses such as depression (Rowe et al., 2021). Similar to social work, 

occupational therapy is a profession that can contribute to an IPCP team by looking at the 

occupations that are meaningful to the individual and within the environment in which they 

participate, while adapting and modifying their surroundings, rather than solely focusing on the 

disability. This top-down approach is what adds meaning to an individual’s everyday life and 

experiences (Rowe et al., 2021). While a top-down approach looks at the big picture, patients 

can also be seen for specific symptoms such as chronic pain. 

Something that is commonly seen in patients within primary care is chronic pain. There 

are negative effects that come from chronic pain, for example, Kurklinsky et al. (2016) stated 

“From a psychosocial perspective, these people often experience high levels of emotional 

distress, insomnia, and impaired social and occupational functioning” (p. 1). Interdisciplinary 

teams can collaborate as a pain rehabilitation program to increase function and quality of life in 

patients who are suffering from chronic pain. Collaborative teams have consisted of both 

physical therapists and occupational therapists successfully. physical therapy would work on 

grading exercise activities to focus on reconditioning and strengthening, whereas occupational 



therapy would focus on life balance with adaptations to enhance functional performance, 

independence, and participation. The Canadian Occupational Performance Measure (COPM) 

assessment would be used to measure performance and satisfaction, with pre and post-tests 

showing clinically meaningful significance in pain levels and function (Kurklinsky et al., 2016). 

The positive impact from pre to post difference on the COPM provides evidence that 

occupational therapy and physical therapy work successfully on an interdisciplinary team. 

Education Among Health Professionals 

 Interprofessional teams can provide education to one another to enhance 

communication, accessibility, and confidence among one another while working together in a 

primary care setting (Carney et al., 2021; Rowe et al., 2021). Having a coaching system provides 

accountability and mixed professional resources, which offers reassurance when faced with 

difficult challenges and an increase in a positive atmosphere (Carney et al., 2021). For example, 

coaches help interprofessional teams discover a mutual understanding of different 

perspectives, as they tend to need “guidance in crossing these cultural divides” (Carney et al., 

2021, p. 7). Additionally, having student-led care teams provides increased productivity and 

proficiency as an added value to the team-based primary care setting (Rowe et al., 2021). 

Seeking out knowledge from other professions as well as students can be advantageous when 

merging into a care team. 

 Knowledge and accessibility of other health professions is important in primary care 

settings. occupational therapy students who have worked within an interprofessional program 

(IP) recognize the roles and responsibilities of other health professionals on the team (Halle et 

al., 2019). Regarding geriatrics in primary care, students felt a positive change in perceptions 



toward other professions when allowed the opportunity to gather structured information, 

observe specific skills, and have hands-on experience within IP (Halle et al., 2019). After 

students graduate and become practitioners, IP education can translate what they learned from 

other health professionals to maintain a positive perception and relationship with each team 

member (Halle et al., 2019). Likewise, having that close connection as an interprofessional team 

would make it easier for each health professional to know who to make a referral to when a 

service is out of one's scope of practice. Although it is important for all health care 

professionals to understand each other, it is just as important for patients of each profession to 

understand and be aware of the services that are being offered. 

From a patient's point of view, health care teams can provide familiarity and an 

accessible centralized concept such as a one-stop shop (Ashcroft et al., 2021). Becoming 

familiar with the types of services that are available is important for pursuing support and 

addressing each patient's unmet needs. Primary care teams can assist with easier access to 

mental health services under the same roof as other typical services to reduce the fear of 

stigmatization, rather than patients having to attend organizations known to deliver mental 

health services exclusively” (Ashcroft et al., 2021). It is critical to provide confidence in each 

patients' recovery process within the same location as other services, not only to show it is a 

safe place, but to develop rapport for future discussions. 

Occupational Therapy and Provider/Patient Perceptions 

 occupational therapy helps individuals at every stage of life complete the activities they 

want and need to do to feel successful each day, by providing strategies to overcome personal 

barriers (AOTA, 2021). It is one of the few professions that encourages all ages to strive for a 



better quality of life, no matter the injury or disability, by providing full inclusion, supporting all 

life changes, and collaboratively motivating recovery every step of the way (AOTA, 2020; AOTA, 

2021). Occupational therapists complete a wide range of training to identify supports and 

barriers from a holistic perspective that is both client-centered and occupation-based (Dahl-

Poplizio et al., 2017). These characteristics add value to and compliment other health care 

professional roles in primary care. 

 Health care professionals have certain perceptions of an occupational therapy’s role in a 

primary care team, depending on what they already know or learn about occupational therapy. 

Providers who have had no previous knowledge about an occupational therapy’s role showed 

hesitations on collaborating as a team until given education about how occupational therapy 

can benefit and contribute to the team (Pyatak et al., 2019; Merryman & Synovec, 2020). 

Additionally, being under the same roof, providers can observe how occupational therapy’s 

compliment what other team members cannot address. For example, Pyatak et al. (2019) 

stated, “what they brought to the table for a lot of our patients was something that a lot of us 

had been looking for and don’t have the time or resources to be able to provide” (p. 6). 

Providers view occupational therapy as highly important when encountering complex 

conditions, due to their unique ability to identify deficits and understanding the unmet needs of 

the patient (Merryman & Synovec, 2020). Understanding concerns additionally provides a sense 

of relief and comfort to the patient. 

Occupational Therapy’s Role to Support Healthcare Needs 

 occupational therapy has a unique lens to focus on a patient's roles and routines while 

considering their context. This lens gives occupational therapy the ability to address underlying 



conditions that co-occur with other commonly seen diagnoses in a primary care setting 

(Trembath et al., 2019; Leland et al., 2017). For example, many conditions such as chronic pain, 

depression, anxiety, and diabetes affect a person’s sleeping habits. occupational therapy can 

address self-regulation simultaneously in each domain by addressing an array of environmental 

modifications to improve sleep and in turn, enhance occupational performance and overall 

health (Gutman et al., 2017; Leland et al., 2016). This solidifies the true value that occupational 

therapy has for primary care providers when further assistance on prevention, wellness, and 

health promotion strategies are needed. 

 Primary care providers described barriers to providing pain care as lack of expertise, low 

efficacy and safety measures, and lack of plans for how to manage pain within their scope of 

practice (Dorflinger et al., 2014). Pain management and prevention is one of the many key 

focuses within the scope of occupational therapy. While on an interprofessional care team, 

occupational therapists support patients in coping with conditions that physically, mentally, or 

emotionally affect them, especially when other professions are not as highly skilled in that 

realm (Bolt et al., 2019). Strategies such as health education and assistive technology are 

utilized to prevent further disability or injury, increase social engagement, and continue prior 

activities in a modified way (Bolt et al., 2019). Occupational therapists help interprofessional 

teams practice more efficiently by communicating to the rest of the team how patients' 

routines, roles, and habits impact managing their chronic condition(s) and how it might look to 

develop new healthy lifestyles in collaboration with the patient (AOTA, 2020). It is important for 

occupational therapy to justify their roles and responsibilities as a generalist on an 



interprofessional team in primary care by filling in the current gaps of existing services (AOTA, 

2020; Pyatak et al., 2019).  

Conclusion 

 Barriers to primary care include the lack of knowledge and abilities needed to address 

the unmet needs of the patients served. Enhancing provider-patient relationships is important 

for developing rapport to allow patients to feel acknowledged, motivated to take steps toward 

achieving progress, and have a mutual understanding regarding their health and well-being. 

Additionally, relationships will help guide the decision-making process with not only the 

patient, but their family as well. There are reasons, however, why some people cannot utilize or 

access health services as much as they would like to. Insecurities relate to the lack of 

preventative care and thus, have decreased health outcomes as a result. Interprofessional 

teams can improve health outcomes by connecting patients to more specialized and 

community resources that are both affordable and meaningful to the population. 

Interprofessional teams work most effectively when cultural perspectives and divides are 

understood among all health professionals. Accessibility and recognition of all team members' 

roles is just as important to maintain integrated together as one.  

 occupational therapy adds a holistic perspective to an interprofessional primary care 

team. They strive to reach full potential in all aspects of every patient's life. They also act as a 

generalist to compliment other professionals' roles by filling in the gaps of current services. 

Providers view occupational therapy as unique and value-added, for their expertise is 

something most providers search for but do not have the resources available to provide 

competently themselves. Primary care mainly focuses on health promotion, wellness, and 



prevention, which are coincidentally the major approaches in occupational therapy. As an 

emerging area of practice, Occupational therapists need to stand up, take action, and advocate 

for their spot at the table by emphasizing their unique abilities to bring forth to the team. It 

would be important for primary care to establish interprofessional education to promote and 

spread awareness on the integration of occupational therapy.  

  



Literature Review by Allison Park 

Literature Review: Occupational Therapy in Primary Care 

To an occupational therapy practitioner, occupational therapy has an obvious place on 

the primary care team. However, a lack of understanding of how occupational therapy can 

benefit clients in primary care impacts occupational therapy's integration into this setting. 

Empirical evidence demonstrates how specifically occupational therapy improves the lives of 

primary care patients through holistic and client-centered care. Research supports the success 

of occupational therapy interventions in pain management, diabetes self-management, and a 

combination of the two.  

Primary Care Setting 

Areas of Need in Primary Care 

Although occupational therapy in primary care is emerging, the research identifies 

specific areas occupational therapy can benefit primary care. Typically, primary care involves a 

team of people collaborating and providing care (Jordan, 2019; Saint-Pierre et al., 2018).  

Primary care is often a starting point for patients in the healthcare system, and from there, 

physicians refer patients to specialized providers and services (Jordan, 2019).  occupational 

therapy can benefit several areas of primary care because of its holistic view of health and the 

person (Garvey et al., 2015; Trembath et al., 2019). Evidence-based research shows 

occupational therapy can help with medical management, mental health and substance abuse, 

cognitive-behavioral issues, and occupational challenges (Trembath et al., 2019; Winship et al., 

2019). Often, conditions treated by primary care physicians have underlying behavioral or 

mental health influences, and the holistic approach of occupational therapists makes them 



uniquely fit to address the whole person (Jordan, 2019; Trembath et al., 2019). There are 

evidence-based occupational therapy interventions to treat the condition or underlying 

factors of the condition for the 15 most common diagnostic categories by ICD-10 codes in a 

primary care setting, such as diabetes (Trembath et al., 2019). It is clear how occupational 

therapists can benefit patients in the primary care setting, but first they must be accepted 

and valued as part of the primary care team.  

Integration of Occupational Therapy into Primary Care 

Several strategies can be utilized for occupational therapists integrating into the primary 

care setting. Education is essential for integrating occupational therapy into primary care 

(Donnelly et al., 2013; Trembath et al., 2019). It is necessary to educate practitioners in other 

disciplines on how occupational therapy can benefit their interdisciplinary teams and to inform 

clinic administrators of the cost-effectiveness of bringing occupational therapy into their setting 

(Donnelly et al., 2013; Laguex et al., 2018; Trembath et al., 2019). Educating other healthcare 

professionals on the role of occupational therapy in primary care is especially important in the 

early stages of integration as both occupational therapists and physicians agree that a solid 

understanding of the benefit occupational therapy can bring to this setting is crucial for 

successful integration (Donnelly et al., 2013; Jordan, 2019; Trembath et al., 2019). Additionally, 

using occupation-based interventions demonstrates to practitioners and the primary care team 

the unique value occupational therapy can add to primary care. When occupational therapists 

can intervene and take on some of the more occupation-based aspects of primary care, this 

allows physicians to focus on more medically complex cases (Laguex et al., 2018; Trembath et 



al., 2019). This delegation of expert areas is one way occupational therapy in primary care is 

cost-effective.  

Pain 

Pain Management in the Primary Care Setting 

Pain management is one area occupational therapy can benefit clients in the primary 

care setting. Chronic pain affects millions of people. It is expensive due to the costs on 

healthcare systems and loss of productivity, and negatively impacts quality of life (Gatchel et 

al., 2014; Gautam et al., 2015; Simon & Collins, 2017). Pain management strategies that align 

with the traditional medical model, such as medications, do not always have long-term 

benefits, and people may become dependent on them (Gatchel et al., 2014; Gautam et al., 

2015; Simon & Collins, 2017). The Center for Disease Control and Prevention (CDC) 

recommends not using opioid treatments for pain, when possible, to limit the risks associated 

with opioid treatment, such as opioid use disorder (Dowell et al., 2016; Simons & Collins, 2017). 

Occupational therapy can help individuals experiencing chronic pain live fulfilling and 

productive lives through non-pharmacological methods. For example, occupational therapists 

can work with clients to identify what makes the pain worse and adapt routines and ways of 

completing occupations to experience less pain (Hart & Parsons, 2020; Hesselstrand et al., 

2012).  

Although chronic pain is one of the most common complaints of patients in primary 

care, there is a disconnect between primary care physicians and their patients when it comes to 

pain. Not only in terms of communication but also disagreements on whether to use opioids for 

pain management (Upshur et al., 2010; Winship et al., 2019). Regarding her pain and 



experience with a primary care physician, one patient said, "If they don't want to give you 

narcotics that's fine, give me [something else]. Don't tell me to go home and take Motrin" 

(Upshur et al., 2010, p. 1794). This patient's experience is an example of how occupational 

therapy could intervene and provide non-pharmacological interventions for pain.  An 

occupational therapist can help bridge this gap between patients experiencing pain and their 

physicians by implementing non-pharmacological methods into patients’ existing daily routines. 

Additionally, the occupational therapy approach is very patient-centered, which will help the 

patients feel like their concerns are being heard and addressed, which is an integral part of 

providing excellent patient care.   

Occupational Therapy Interventions for Pain Management  

Despite occupational therapy being new to the primary care setting, there is research 

being done on occupational therapy interventions for pain management that occupational 

therapists could implement into the primary care setting. Evidence supports that occupational 

therapy-led pain management programs have shown improved self-efficacy and confidence in 

participants' ability to manage their pain, which improves overall daily functioning (Simon & 

Collins, 2017; Thomas et al., 2021). Additionally, the evidence supports that lifestyle 

modification programs that address pain management through modifying routines and habits 

help mitigate their pain's physical and psychological effects (Nielsen et al., 2021; Simon & 

Collins, 2017).  It is important to note that most of the literature on occupational therapy 

interventions for pain management has been completed on small sample sizes. It will be 

imperative for future research to increase the sample sizes to strengthen the literature and 

make this research more generalizable.  



Diabetes 

Diabetes Management in the Primary Care Setting 

Occupational therapy can also benefit patients with diabetes in the primary care setting. 

Like pain, diabetes is a highly prevalent and costly health issue (Riddle, 2018; Shen & Shen, 

2019; Skovlund & Peyrot, 2005). People living with diabetes are experiencing more challenges 

than they need to because diabetes is a complex disease to manage, and people are not 

equipped with the necessary tools to self-manage (Riddle, 2018; Shen & Shen, 2019; Skovlund 

& Peyrot, 2005).  Self-management is where occupational therapy can intervene and improve 

the lives of individuals living with diabetes. Occupational therapy is uniquely positioned to help 

clients with self-management of diabetes by implementing lifestyle changes into their existing 

routines and habits (Pyatak et al., 2018; Shen & Shen, 2019; Trembath et al., 2019). Physicians 

may instruct patients to manage their condition, but follow-through can be difficult without 

guidance and strategies for implementing recommendations. Making the necessary lifestyle 

adjustments to manage diabetes can be overwhelming for patients and cause psychosocial 

concerns. There is evidence that there are gaps between patient and provider communication 

regarding diabetes self-management, especially the psychosocial aspects (Shen & Shen, 2019; 

Skovlund & Peyrot, 2005). The holistic nature of occupational therapy is uniquely fit for 

addressing the physical and psychosocial aspects of diabetes care and management and can 

address these concerns in the primary care setting. 

 

Occupational Therapy Interventions for Diabetes Management  



Self-management interventions are being studied for diabetes management in primary 

care. Self-management interventions help individuals learn skills to manage their disease and 

ways to implement these skills into their existing routines (Smallfield, 2021). The most common 

conditions treated in primary care require behavioral interventions, such as self-management 

and lifestyle modifications (Trembath et al., 2019). Occupational therapy self-management 

interventions for diabetes can improve glycemic control, quality of life, and diabetic foot care 

(Pyatak et al., 2018; Smallfield, 2021; Trembath et al., 2019). Although these studies show 

potential in how occupational therapists can improve the lives of patients with diabetes, the 

small sample sizes warrant further research to strengthen the evidence.  

In addition to self-management interventions being effective, there is also evidence to 

support the effectiveness of peer-led diabetes interventions. Peer-led diabetes self-

management groups are led by community health workers who share similar culture and are 

trusted by community members (Haltiwanger, 20212; Spencer et al., 2018). Having a group led 

by someone who is trusted by the participants and share similar values is especially important 

when working with minority groups who may have less access and trust in the healthcare 

system. Peer-led diabetes self-management groups can improve empowerment, self-efficacy, 

glucose levels, and attitude in participants (Haltiwanger, 2012; Philis-Tsimikas et al., 2018; 

Spencer et al., 2018). Additionally, intervening early after someone’s diagnosis with diabetes 

can help them manage their disease early on rather than attempting to manage independently 

and getting discouraged when they are not successful (Haltiwanger, 2012). Occupational 

therapists can act as consultants for these programs to educate the community health workers 

leading the groups which can help lower costs and demonstrates why it is important for 



occupational therapists to be a part of the primary care team to help with diabetes 

management right away. Peer-led diabetes self-management groups are also relatively low-cost 

(Philis-Tsimikas et al., 2018; Spencer et al., 2018). These studies had small sample sizes, which is 

a limitation in the evidence, but the initial findings are promising.  

Pain and Diabetes Management 

Some clients experience both chronic pain and diabetes simultaneously and it is important 

to address these conditions together (Andreae et al., 2018; Bair et al., 2020; Krein et al., 2005; 

Krein et al., 2007). Chronic pain impacts the ability to follow self-management programs for 

chronic conditions, which can already be difficult to follow without the complication of pain 

(Andreae et al., 2020; Krein et al., 2007). Therefore, individuals experiencing chronic pain and 

diabetes may need further support in following through with their self-management programs 

recommended by their physicians. Occupational therapists can address chronic pain and 

diabetes self-management, but also the psychological impact both chronic conditions have, 

such as depression (Bair et al., 2010; Krein et al., 2007). Occupational therapists address the 

whole person, which includes their mental health. occupational therapy can help clients 

develop coping skills and mindfulness strategies to manage their mental health symptoms that 

accompany their physical chronic conditions.  Opioids may help with pain but do not address 

the mental health concerns that clients with chronic conditions experience. Non-

pharmacological methods are better options for pain management when the person also has 

diabetes, because opioids can also impact diabetes self-management outcomes (Gatchel et al., 

2014; Gautman et al., 2015; Rose et al., 2009).  In addition to impacting the ability to follow 

diabetes self-management programs, using opioids for chronic pain management long-term can 



put patients at risk for opioid misuse and psychological distress (Gatchel et al., 2014; Gautman 

et al., 2015). When a person is experiencing multiple chronic health conditions it is important to 

address the impact of their conditions on all facets of their health. The holistic approach of 

occupational therapy helps the individual live a fulfilling life despite their health conditions, 

whereas opioids are a quick fix that only address the physical aspects of a condition and can 

also have detrimental effects on mental health due to their high risk of dependency.  

Conclusion 

 Ultimately, the evidence supports that occupational therapy can benefit patients in 

primary care. Occupational therapy interventions that address pain, diabetes, and the two 

simultaneously, are proven to be effective, however, further research is necessary to 

strengthen evidence-based practice in primary care. Intervention studies with larger samples 

will strengthen the evidence. Additionally, further research is needed to demonstrate the value 

occupational therapy can bring to patients in the primary care setting to supplement other 

disciplines and provide optimal patient care. This will help patients and other healthcare 

practitioners understand the benefits of occupational therapy which will allow occupational 

therapy to better integrate into primary care.   



Appendix B: Needs Assessment Questions for Stakeholders  

1. How do clients make appointments? With whom do they make appointments?  

2. How do clients hear about the SMMART Clinic? How are they referred? How is the clinic 
advertised?  

3. What information is given to the client? How do they prepare for an appointment? How are 
directions to the clinic provided?  

4. When can they call the clinic? Is the person on the phone bilingual?  

5. What is the history of the clinic or other information about the clinic?  

6. How did the clinic start?  

7. How were the four tenets of facility developed? Why are these the tenets?  

8. What does the Mission & Vision of the clinic mean to you?  

9. Where is the clinic going?  

10. Where does the clinic get funding?  

11. Which staff get paid?  

12. How is equipment paid for?  

13. How do people become volunteers?  

14. What resources are provided for clients?  

15. Where do these resources/equipment/supplies come from?  

16. What current handouts are available?  

17. What handouts are actually being used? What are the go-to handouts you grab?  

18. What is missing regarding handouts?  

19. What electronic resources (i.e., Mayo, Harvard) are used for client education?  

20. Do translators get paid?   

21. Is there training for translators?  



22. How do you know when to refer to other providers?  

23. What other professions would be a good addition to the clinic?  

24. What ages can utilize the clinic?  

25. What are common diagnoses seen at the clinic?  

26. What are the primary languages spoken by clients?  

27. How is client satisfaction measured?  

28. What do patients want/need?  

29. What do you see as the biggest barriers to accessing this clinic/health care in general?  

30. What are the overall strengths of the clinic?  

31. What would you change? How?  
 
  



Appendix C: Patient Education Handouts for the SMMART Clinic 

Apps for Better Sleep-English 

 



Apps for Better Sleep-Spanish  

 
  

  



Chronic Pain-English 
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Chronic Pain-Spanish 
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Diabetes Management- English  
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Diabetes Management- Spanish  
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Diaphragmatic Breathing- English  
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Diaphragmatic Breathing- Spanish 
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Energy Conservation- English 
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Energy Conservation- Spanish  
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Guided Meditation- English  
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Guided Meditation- Spanish 
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Hand and Wrist Pain- English  
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Hand and Wrist Pain- Spanish  
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Mindfulness- English
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Mindfulness- Spanish
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Rice Socks for Pain Management- English  
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Rice Socks for Pain Management- Spanish 
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Safe Body Positioning- English  
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Safe Body Positioning- Spanish 
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Sleep Positioning- English  
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Sleep Positioning- Spanish  
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Sleep Tracker- English  
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Sleep Tracker- Spanish 
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Stress Management- English 
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Stress Management- Spanish 
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What is OT?- English  
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What is OT?- Spanish  
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Work-Life Balance- English  
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Work Life Balance- Spanish  
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Appendix D: Patient Education Materials Assessment Tool for Printable Materials (PEMAT) 
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Appendix E: Qualitative Questions 
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Appendix F: PowerPoint Slides 

 
 

Evaluat ing 

Literacy-Sensit ive 

Client-Education 

Mater ials for  the 

SMMART Clinic

McKenzie Brink, OTS; Kelsey Colvin, 

OTS; Kelsey Holmer, OTS; Rachel 

Kullas, OTS; Paige Loy, OTS; Alex 

Manos, OTS; Gretta Obeid, OTS; Kelly 

O’Connor, OTS; Allison Park, OTS; 

Faculty Advisor: Kimberley Persons, 

DHS, OTR/L, CLA

May 11, 2022

2

Learning Object ives

1. Discuss the role of occupational therapy in primary care 

2. Identify barriers and facilitators to healthcare access for a Spanish-speaking 

population

3. Identify resources to assist in developing understandable and actionable client 

education materials 

3

Introduction

● Occupational therapy in primary care

● Emerging area of practice

● Inadequate access to healthcare

● Provides care to conditions across the lifespan

● Interventions use education, prevention, health promotion, and adaptation 

strategies

4

Mission Statement:

“In the tradition of the Sisters of St. Joseph 

of Carondelet, St. Mary’s Health Clinics 

(SMHC) will carry out the healing ministry 

of Christ by providing necessary and 

accessible health services to the medically 

uninsured and underserved.”

St. Mary ’s Clinic

Vision Statement:

“Affordable, accessible, quality healthcare 

is available to all individuals.”

(St. Mary’s Health Clinic, 2020)

5

● The purpose of our study is to develop and evaluate client 

education materials for the SMMART Clinic to use that are 

understandable and actionable

Purpose

6

Review of  the Literature

● OT in Primary Care

● Holistic Care

● The holistic role of occupational therapy practitioners complements the 

medical model (Muir, 2012)

● Common Diagnoses 

● “Diabetes, hypertension, abdominal pain, thyroid issues, respiratory issues, 

general illness, mental/behavioral issues, neck and back pain… lower 

extremity pain, reproductive system, upper extremity pain…” (Trembath et al., 

2019, p. 7-8).

● General OT Interventions for Diagnoses Listed (Bolt et al., 2019; Role of occupational therapy 

in primary care, 2020; Trembath et al., 2019).
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7

Review of  the Literature 

● Interdisciplinary (D’Amour et al., 2005)

● Effective collaboration between team members is necessary (Saint-Pierre et al., 

2018)

● Physicians, nurses, midwives, dentists, physiotherapists, social workers, 

psychiatrists, dieticians, pharmacists, administrative staff, managers (WHO, 

2008)

● Providers often lack education on OT role (AOTA, 2013; Donnelly et al., 2013; Hassan et al., 

2021).

● Preventative Care - (Minnesota Department of Commerce, n.d.)

● Patient education (Asay et al., 2016).

● Diet lifestyle routines, social support, fall prevention, exercise (Hart & Parsons, 

2020)

8

Review of  the Literature 

● Barriers for the Spanish-speaking population

● Difficulties with speaking and comprehending English (Mirza & Harrison, 2018).

● Decreased healthcare access (Pearson et al., 2008; Cheng et al., 2007).

● Best Practices

● Education materials

● Understandable language

● Sensitive to literacy levels

● Culturally sensitive

● Increase client understanding and health management abilities

(Rosal et al., 2011; Guntzviller et al., 2017)

9

Review of  the Literature 

● Chronic Disease Management 

● Sleep - not addressed enough in primary care (Grander & Malhorta, 2015; Ononye et al., 2019; Perry 

et al., 2013; Senthilvel et al., 2011; & Sorscher, 2008). 

● Pain

● 1 in 4 individuals experience chronic pain (AOTA, 2021; Role of Occupational Therapy in Primary 

Care, 2020). 

● Disparities with pain treatment are higher with the Latino population (Pagán-Ortiz & 

Cortés, 2021). 

● Work

● Labor-intensive jobs such as painting, construction, and hauling can increase 

work-related injuries (Burgel et al., 2015; Fernandez-Esquer et al., 2020).

● Diabetes

● Adapt routines, diabetes management (Pyatek et al., 2018; Smallfield, 2021; Trembath et al., 2019)

10

Needs Assessment: Stakeholders

● Faculty Volunteers/ Clinic Staf f

● Darla Coss, OTD, OTR/L, CHT

● John Fleming, PhD, OTR/L

● Amy Kelly, MD, MPH

● Ambria Crusan, Phd, LD, RD

● Dave Chapman, PT, PhD

● Carol Harrington, RN, Head nurse 

11

Needs Assessment: Stakeholders

● Student Volunteers:

● Cassidy Miller, OTS, OT Representative on the SMMART Clinic Advisory Board 

● Sean Hawkinson, PT Representative on the SMMART Clinic Advisory Board 

and Spanish translator

● Marlyn Martinez, PA student, Clinic Coordinator, and Spanish translator

● Nutrition Students

● Current and past St. Kates OT students 

12

● Key Findings:

● Care for underserved population

● Interprofessional care

● Bilingual services

● OT and PT in the Clinic

● Follow-ups

● Dedicated volunteers

● Resources that clients can take 

home with them 

Needs Assessment: Key Assets

https://www.stmaryshealthclinics.org/
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● Key Findings

● Limited funds

● Minimal clinic resources

● Small physical space

● Transportation

● Location of clinic

● Increased length of time spent with each client/ appointment length

Needs Assessment: Barr iers Identif ied

14

Needs Assessment: Barr iers Identif ied

●  Key Findings

● Client education materials

● Not easily accessible to volunteers

● Lack of handouts in Spanish

● Lack of mental health materials 

● Lack of PTO for clients

● Childcare

● Interprofessional team awareness of OT role

● Sustainability of faculty, students, and volunteers

15

Descr ipt ion of  Project Act iv it ies

● Develop literacy-sensitive and 

client-centered handouts for the 

SMMART Clinic

● Evidenced-based practice

● Readability assessments (English 

Handouts)

● Flesch-Kincaid, SMOG Index, 

& Gunning Fog Index

● 8
th

 grade reading level or 

below

 

Topics

Occupational therapy

Ergonomics

Energy conservation

Diaphragmatic breathing

Mental health

Pain

Sleep

Diabetes Management

16

Descr ipt ion of  Project Act iv it ies

● Health literacy: Maine Health’s Guide to Creating and Evaluating 

Patient Materials( (Maine Health, n.d.).

● Categories: content, structure/organization, writing style, 

appeal/document design, and cultural sensitivity and 

appropriateness (Maine Health, n.d.).

● Peer review using the checklist

● Revisions

17

Examples of  Handouts

18

Examples of  Handouts 
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Descr ipt ion of  Project Act iv it ies cont.

● Spanish Translation

● Fry Readability Graph

● Readability checking tool currently 

validated in Spanish to predict U.S. 

grade levels (Tetteroo, 2016)

● Modified version (Gilliam et al., 1980)

● 13/15 are at or below an 8th grade 

reading level 
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Assessment Processes and Data Gather ing

● Distributed handouts to clinic volunteers 

● 2 weeks/ 1 clinic session to review 

● Participants asked to complete evaluation of 

at least one handout via Google Form

● PEMAT-P

● measure of understandability and 

actionability of printed materials

● Qualitative questions

21

PEMAT-P Items

(Shoemaker et al., 2014)

22

Qualitative Quest ions

● How might you use this handout in the clinic?

● What are the strengths of this handout?

● What would you change/add to this handout?

● Any additional comments

23

Results

Participants Frequency

OT Student

(currently at SMMART Clinic)

62.5% (n=10)

OT Student

(formerly at SMMART Clinic)

12.5% (n=2)

PT Student

(currently at SMMART Clinic)

0% (n=0)

PT Student

(formerly at SMMART Clinic)

0% (n=0)

Faculty Volunteer 25.0% (n=4)

Table 1 : Par t icipants

24

Results - PEMAT-P Analysis

● The material:

● has easy to follow steps

● uses common language

● only uses medical terms when 

necessary

● does not include distracting 

information

● uses active voice

● does not require calculations

● uses logical sequence, visual cues, and 

clear action items

● directly addresses the user
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Results - PEMAT-P Analysis

● The material:

● makes its purpose completely 

evident

● uses visual aids whenever they 

could make content more easily 

understood

● provides a tangible tool whenever it 

could help the user take action

● uses visual aids whenever they 

could make it easier to act on the 

instructions

26

Results - PEMAT-P Analysis

● The material:

● provides a summary

27

Results - Qualitative Data #1

How might you use this 

handout in the clinic?

● Pain Management

● Mental Health

● Fatigue and sleep

● Diabetes Management

Participant Responses

● “It would be a great supplement 

to give to a patient…for stress 

relief, anxiety, or chronic pain”

● “For anyone experiencing stress 

that may be impacting function.”

28

What are the strengths of  

this handout?

● Layout

● Language

● Accessibility

 Results - Qualitat ive Data # 2

Part icipant Responses

● “easy to read and follow”

● “visually pleasing”

● “not too busy.”

● “clear instructions”

29

Results - Qualitative Data #3

What would you change or  

add to this handout?

● No change

● Add more images or figures

● Formatting changes

● Accessibility

Part icipant Responses

● “add a picture or figure to make it 

fun!”

● “It’s getting a little long.”

● “not sure if the link is helpful”

● “add a QR code that would link to 

a video”

30

Limitat ions 

● Length of time

● Lack of client feedback

● Translation

● Number of respondents

● No interdisciplinary feedback

● Readability scores

● Combined review of multiple handouts
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● Interview clients for broader needs assessment

● Administer materials to clients

● Interdisciplinary approach

● Increase duration of data collection

Recommendations for  Further  Research

32

Takeaways 

● Advocating for OT in primary care

● Lack of understanding of OT role

● Language barriers and social determinants of health

● Culturally tailored and literacy-sensitive services/materials

● Assessing the quality of educational materials and developing new ones

● Importance of client-centered care and developing a needs assessment

Questions?

33

View Handouts Here:

34
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Appendix G: Access to Printable Handouts 

Scan the QR Code below to access all handouts in a printable form.  
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