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Abstract

This paper aims to report ways of integrating health literacy into occupational therapy practice. 

Health literacy is defined as the ability to access, understand, evaluate and communicate 

information as a way to promote, maintain and improve health in various settings over the life-

course. A scoping study of the scientific and grey literature on health and, specifically, 

occupational therapy and health promotion was done from 1980 to May 2010. Five databases were 

searched by combining key words 1) “health literacy” with 2) “rehabilitation”, “occupational 

therapy” or “health promotion”. Data were extracted from 44 documents: five textbooks, nine 

reports and 29 articles. The literature on health literacy needs enhancing in both quantity and 

quality. Nevertheless, six ways of integrating health literacy into occupational therapy practice 

were identified (frequency; %): occupational therapists should 1) be informed about and recognize 

health literacy (27; 61.4), 2) standardize their practice (10; 22.7), 3) make information accessible 

(37; 84.1), 4) interact optimally with clients (26; 59.1), and 5) intervene (29; 65.9) and 6) 

collaborate to increase health literacy (21; 47.7). Since health literacy can directly impact 

intervention efficacy, further studies are needed on how to integrate health literacy into 

occupational therapy practice.
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Policy priorities (1, 2) and growing evidence indicate that health professionals, including 

occupational therapists (3), need to consider their clients’ level of health literacy in order to 

tailor their interventions accordingly and optimize their impact (4–8). “Literacy is the ability 
to understand and use reading, writing, speaking and other forms of communication as ways 
to participate in society and achieve one’s goals and potential. (p. 10)” (9). More 

specifically, health literacy is “[t]he ability to access, understand, evaluate and communicate 
information as a way to promote, maintain and improve health in a variety of settings across 
the life-course. (p. 11)” (9). Derived from health promotion, this definition of health literacy 

Note: The references that were used to specifically extract ways of integrating health literacy into occupational therapy are the 
following: 1–5, 7–15, 17, 20, 22–27, 30–32, 34–37, 43, 44, 46–48, 50, 51, 55, 56, 59, 62–66.
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introduces a new dimension to capture and describe what influences the health choices that 

individuals make for themselves and others in their everyday lives. The concept of health 

literacy has emerged from two different roots: clinical care (as a clinical “risk”) and public 

health [as a personal “asset”; (7)]. On the one hand, poor literacy skills in clinical care are 

leading to various changes in clinical practice and organization. On the other hand, public 

health focuses on the development of skills and capacities intended to enable people to exert 

greater control over their health and the factors that shape health (7). Health literacy is so 

complex that even people with strong literacy skills may have difficulty obtaining, 

understanding, and using health information (10). From a health promotion perspective, 

health literacy has foundations consistent with occupational therapy in that it goes beyond 

individual abilities and considers the context and interactions in which these abilities are 

needed. Health literacy also highlights the importance of individuals developing more 

control over their health and its determinants (7, 11) to increase the likelihood that they will 

improve their health-related living conditions (12) and take appropriate health care decisions 

(10).

In addition to being a pillar of modern life (11, 13, 14), health literacy is one of the 

foundations of individual health (9). Since it affects everyday tasks [e.g. purchase food, plan 

exercise regimen, describe and measure symptoms, collect information on merits of various 

treatment regimes for discussion with health professionals, follow health professional 

recommendations (15)], low levels of health literacy have varied and serious consequences 

(9, 11). In fact, poor health literacy might be a better predictor of health status than 

education, socioeconomic status, employment, race or gender (16, 17). The possible 

consequences of poor health literacy range from lower levels of empowerment and 

participation to situations and behaviors that could jeopardize safety and health, i.e. increase 

morbidity and risk of premature mortality (9, 11, 16). An example of a behavior that 

jeopardizes safety and health would be when a client continues to use the stairs when the 

occupational therapist has strongly advised against it. People with low levels of health 

literacy might also have a reduced likelihood of achieving life goals and poorer quality of 

life. In addition, they might use more health services including hospitalization (9, 11, 16). 

Health literacy might also explain diverging results from educational intervention studies 

[e.g. (18, 19)]. Poor health literacy not only impacts individual health and development, it 

also has enormous economic, social and cultural consequences (11, 15, 16, 20). Low levels 

of health literacy are a widespread problem in many countries (9, 11). In the United States, 

Australia and Canada, for example, an estimated 46 to 60% of the population has a low level 

of health literacy (15–17, 21). Finally, health literacy has been identified as essential to 

optimizing the impact of health interventions and fostering clients’ long-term health.

The relevance of health literacy to rehabilitation (13, 22–24) or occupational therapy (1, 3, 

25, 26) practice has been discussed in the literature. Rehabilitation is particularly linked to 

health literacy because both stress the importance of 1) capacities, functioning, participation 

and empowerment of clients; 2) holistic approach; 3) client-centered practice; 4) teaching of 

information and methods; and 5) access to services and equity issues (22). Given these links, 

occupational therapists are especially called upon and have specific competences to make a 

significant contribution to addressing health literacy challenges. To date, however, there is 

no detailed discussion in the scientific literature on ways to integrate health literacy into 
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occupational therapy practice. This scoping review of the scientific and grey literature on 

rehabilitation, occupational therapy, health promotion and health literacy reports ways to 

incorporate health literacy in practice. This paper will help occupational therapists gain a 

better understanding of health literacy, identify the clinical implications and find ways to 

actively contribute to improving it.

Material and methods

To report ways of integrating health literacy into occupational therapy practice, a scoping 

review of the scientific and grey literature was conducted. In addition to the rehabilitation 

and occupational therapy literature, the review looked specifically at the health promotion 

literature. Derived from an area still generally underutilized by health professionals (27), the 

vision of health literacy in health promotion is more complete, holistic and proactive than 

that found in other health fields (7). Such a vision is, however, more complex to understand 

and difficult to measure. The methodology of scoping studies (28) was followed to conduct 

the literature review. Scoping studies are used to examine the extent, range and nature of 

publications in a particular field. It is a way to rapidly, systematically and extensively 

identify and numerically and narratively analyze a body of knowledge in the existing 

literature (28). The framework of scoping studies is a rigorous procedure that includes 5 

stages: 1) identifying the research question, 2) identifying relevant studies, 3) selecting 

studies, 4) charting the data, and 5) collating, summarizing and reporting the results. The 

Medline, OTDBASE, CINAHL, Allied & Complementary Medicine Database (AMED) and 

MANTIS databases were searched by combining the key words 1) “health literacy” with the 

key words 2) “rehabilitation”, “occupational therapy” or “health promotion” for the period 

from 1980 to May 2010. Papers were excluded if written in a language other than English or 

French. An extensive review of the titles and available abstracts identified all types of 

articles (empirical studies, conceptual articles, etc.) that might help identify what could be 

done to integrate health literacy. The search criteria were very inclusive to allow an extensive 

scoping of the field and, considering the limited body of knowledge on health literacy, 

provide as complete a portrait as possible (28). For the same reason, the key authors on 

health literacy in the health promotion field (Kickbusch, Rootman and Nutbeam), 

bibliographies and Websites were also included in the search strategy. Based on a discussion 

between the two authors, ways of integrating health literacy into occupational therapy 

practice were extracted by the first author from selected papers. Using content analysis (29), 

all data were then exhaustively analyzed, organized and synthesized by the first author and 

discussed with the co-author. Content analysis involved an extraction chart and identification 

of categories that best attributed meaning to the results, i.e. described ways of integrating 

health literacy into occupational therapy practice. Half of the content analysis was 

independently performed by the two authors and all discrepancies were resolved through 

discussion. Results are presented both numerically and narratively.

Results

Of the 1110 articles found using the key words “health literacy”, 152 (13.7%) also included 

the key words “health promotion” and 22 (2.0%) included the key words “rehabilitation” or 

“occupational therapy” (Figure 1). Six of these articles (22, 24–26, 30, 31) (0.5%) included 
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both categories of key words, but only one of these (26) was an empirical article where 

information was collected by means of observation, experience, or experiment. Of the 

sixteen other references that also included the rehabilitation or occupational therapy key 

words, nine articles (7, 8, 32–38) were not primarily concerned with occupational therapy or 

rehabilitation, and five others (23, 39–42) only touched on health literacy, one (1) was a 

position paper by the Canadian Association of Occupational Therapy, and the last (43) was 

an unpublished doctoral dissertation. In addition, two articles (13, 44) not picked up in the 

rehabilitation category also dealt with health literacy and rehabilitation, but without 

specifically discussing ways to integrate it into practice. All told and considering the 

documents added by the extended search strategies, thirteen articles, two reports and three 

textbooks addressed both health literacy and rehabilitation in sufficient detail. However, 

none provided a detailed and complete discussion about the various ways of integrating 

health literacy into occupational therapy or rehabilitation practice. The analysis of the 

scientific and grey literature was done on health literacy documents including, consecutively, 

health promotion, rehabilitation or occupational therapy. In all, 29 articles (65.9%), 9 reports 

(20.5%) and 5 textbooks (11.4%) were analyzed to identify how occupational therapists can 

adapt their practice to incorporate health literacy.

Most documents come from United States (n = 20; 45.5%) or Canada (n = 12; 25.0%). Year 

of publication of the documents ranged from 2000 to 2010. Of these, the majority were 

published after 2005, with the most productive years being 2005, 2007, 2008 and 2010 (n = 

6, 8, 6 and 6 respectively). More than one quarter of the documents (n = 12) came from the 

field of public health and more than one third (n = 17) were specific to rehabilitation. 

Overall, a majority of the documents were conceptual in nature, i.e. review, textbook, or 

editorial (n = 33; 75.0%). Others reported empirical results (n = 11; 25.0%), mostly from 

quantitative cross-sectional (n =7; 15.9%) or qualitative (n = 3; 6.8%) studies.

Ways to integrate health literacy into occupational therapy practice

Six ways to integrate health literacy into occupational therapy practice were identified (Table 

1): 1) Be informed about health literacy and recognize it; 2) Standardize practice to health 

literacy; 3) Consider health literacy by making information accessible; 4) Strengthen 
interactions; 5) Intervene to increase clients’ health literacy; and 6) Collaborate to increase 

clients’ health literacy. Of these six categories, four (1, 3, 4 and 5) were found in the 

majority of the documents (Table 1). The other two categories (2 and 6) were present in 

almost one quarter and one half of the documents, respectively. ‘Be informed’ refers to 

occupational therapists’ knowledge about and ability to identify challenging health literacy 

situations. ‘Standardize’ focuses on regulation and organization of occupational therapists’ 

interventions to systematically include health literacy. ‘Make accessible’ refers to the tips 

and skills that occupational therapists must use or develop to improve how they 

communicate the information to their clients, while ‘Strengthen interactions’ involve tips 

and skills that occupational therapists could use or develop to enhance the effectiveness of 

their clinical interventions. ‘Intervene’ specifically refers to interventions aimed at 

improving the client’s health literacy level, while ‘Collaborate’ refers to interventions that 

aim to improve a population’s health literacy level, in partnership with other actors. While 
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‘Strengthen interactions’ most often comes from rehabilitation documents, ‘Collaborate’ 

mostly comes from public health documents.

Discussion

The research on health literacy is undoubtedly in its early days, and the literature needs to be 

enhanced in both quantity and quality. Nevertheless, the documents found, including those 

on health promotion, provided some suggestions about ways to integrate health literacy into 

health professional and occupational therapy practice. Since the papers mostly come from 

industrialized countries, these results might be specific to Western countries.

To take advantage of all the opportunities to improve their clients’ health literacy, 

occupational therapists may take concrete action on various fronts (3, 24, 31) that use their 

essential competencies[(45); Table 1] For the most part, however, the impact of such actions 

has not been evaluated. Nevertheless, considering that low levels of health literacy is a 

widespread complex problem which has serious consequences (9, 11), occupational 

therapists may act now.

First, occupational therapists could be informed through university programs and 

professional development activities (9) about the issue of health literacy and its impact on 

interventions, the individual and society. Clients with low literacy levels are usually reluctant 

to ask questions and are skillful at hiding their problems (46). Although diverging opinions 

exist about whether (34, 44) or not (47, 48) clinicians may systematically evaluate clients’ 

health literacy, it is important to recognize individual and societal barriers to the promotion 

of health literacy (9). These barriers are: 1) functional declines associated with aging, 2) lack 

of reading and writing proficiency, 3) low levels of formal education or lack of health 

knowledge and skills, 4) different mother tongue or cultural beliefs (49), 5) living with 

disabilities and social stigma, and 6) experiences in early childhood. In addition to being 

informed, the national professional associations or regulatory/licensing bodies can contribute 

to developing professional standards and position statements that will help standardize the 

integration of health literacy into practice. In fact, all employees may value health literacy 

and it may be included in every health and medical care facility’s policies (3) and goals (50).

Next, it is important for occupational therapists to make their knowledge and services 

accessible (3, 7, 9, 11, 12, 24, 49). It has been shown that there is a gap between the reading 

level required for the majority of educational material used by occupational therapists and 

their clients’ reading and comprehension skills (26). The most common way to bridge this 

gap is to simplify the written material: shorten sentences to 10 words or less; use elementary 

concepts (corresponding to a grade 5 or 6 education; Table 2) with as few syllables as 

possible (ideally one or two), words that can be illustrated (audiovisually) and active verbs; 

and eliminate unnecessary words (9). This effort could be followed by a rigorous procedure 

including an evaluation of the readability of the material using, for example, the Fry 

Readability Scale (3) and verification with the target population (24). Some word processing 

programs (e.g. Microsoft Word) include an automatic function providing reading ease 

statistics (30, 32). There are also other resources such as editing services to clarify and 

simplify English texts (9). For example internationally, the International Reading 
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Association provides a wide range of resources to support literacy professionals (51). Also 

in Canada, there are the National Literacy and Health Program and the Centre for Literacy of 

Québec. Although such efforts are important, there is no evidence that simplifying written 

material improves clinical outcomes, in part because research on the subject is still scarce 

and methodological challenges in studying this complex subject are numerous (52). 

Nevertheless, occupational therapists may simplify written material. Health literacy is 

fostered by adapting the information to individual needs and circumstances (3, 5, 11) and 

using anecdotal information from everyday life presented as personal stories (31). 

Occupational therapists may also interact and intervene (Table 2) to improve health literacy.

Interactions between clients and occupational therapists could be optimized (3, 7). This 

optimization is one of the occupational therapists’ responsibilities and may be encouraged 

by the practice setting (50). To help their clients understand, occupational therapists can 

improve their own ability to communicate in clear, simple (4, 5) and culturally competent 

language, which is an essential competency for their practice (45, 53). When exchanging 

information with them, it is important to be aware of clients’ perceived powerlessness (54), 

culture, attitudes, and priorities as well as obstacles (5) to rehabilitation interventions. For 

example, it is important to identify clients’ false beliefs and understand their emotions and 

motivation (3, 47, 55). In addition, being informed about cultural differences and using an 

interpreter can be helpful in interacting effectively (49).

Occupational therapists can also, through educational and social marketing interventions, 

increase their clients’ health literacy and consequently their empowerment and participation. 

They can intervene in schools to optimize children’s learning skills and improve literacy. 

Also, improving health literacy involves more than transmitting health information, although 

this is still an essential task (56). Occupational therapists’ interventions could allow the 

client to develop: 1) knowledge that is adapted to his/her age and situation (including 

consideration of his/her personal experience), and 2) a feeling of self-efficacy in applying 

this knowledge (7, 56). More personal forms of communication encourage this development 

(20). As a result, clients might be empowered by achieving a certain level of knowledge (e.g. 

social determinants of health, signs and symptoms of disease, etc.), personal competencies 

and confidence in their ability to act and participate. Fostering the acquisition of skills to 

enable clients to interact with health professionals (3) will also develop people’s capacities 

in effectively navigating through and actively participating in the health system and their 

community (11). In addition to intervening to empower their clients, occupational therapists 

can also foster the empowerment of families and even communities (57).

Finally, the health literacy issue requires a public health effort involving the close 

collaboration of various disciplines, including rehabilitation. Occupational therapists can 

have an important advocacy role in influencing the goals of their health facility regarding 

health literacy (3) and participate actively in public health initiatives and research on health 

literacy (Table 2). They could help raise awareness among other players in clinical settings 

(3) and the organization of care (other stakeholders, support staff and managers), and 

community partners (5, 7, 11). For example, they can 1) get involved on the social or 

political level in defending their clients’ interests or showing leadership with regard to all 

health determinants (27, 58), including health literacy; 2) participate in community 
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initiatives to improve people’s reading, writing and math skills (5); 3) work to reduce the 

complexity of the organization of health services (3, 54); 4) reduce resistance to change in 

society (59); and 5) educate other health professionals about health literacy issues (3). 

Current changes that lead to increased responsibility of the health system and policies 

regarding the health of the population are conducive to the integration of actions aimed at 

considering and intervening to improve health literacy.

Further research is needed on the determinants of health literacy, people’s habits with regard 

to accessing health information (9, 11) and the effectiveness of innovative interventions to 

improve health literacy (9, 11). Occupational therapists can collaborate in designing and 

implementing such research projects. We also need a better understanding of gender 

differences, and the relationship between health literacy and 1) chronic diseases requiring 

lifestyle changes, and 2) some clinical outcomes. Therefore, research on disease self-

management programs could consider health literacy. It is also important to improve the 

operationalization of the concept for both research and clinical purposes (56) and the 

framework for research development (52). There is still a lot of work to be done to develop a 

more comprehensive measure to evaluate people’s level of health literacy in terms of their 

ability to access, understand and use health information in a way that promotes and 

maintains good health (7) and to evaluate rehabilitation programs’ health literacy level (3). 

Finally, research on clinical outcomes of interventions integrating health literacy could 

address efficacy and effectiveness issues, which has not been done so far (3).

In short, occupational therapists could consider if their actions are consistent with these 

ways to improve health literacy (Table 2). Through such actions, they can act on various 

levels (60); for example, they can 1) intervene directly with disadvantaged individuals (onto) 

and their immediate environment (micro), 2) take action with local communities, including 

the organization of the health system (micro), and 3) influence local, national and global 

authorities (micro and meso), and 4) be aware of and consider beliefs and culture, including 

their own [macro; (57, 61)]. Improving health literacy thus requires concerted action at many 

levels (7).

Strengths and limitations

This study systematically reviewed health literacy articles from the rehabilitation and health 

promotion literature. Using the rigorous procedures of scoping studies, heterogenous 

documents were synthesized to discuss ways of integrating health literacy into occupational 

therapy practice. However, the scoping study methodology is not intended to systematically 

combine the results of previous studies or to appraise the quality of the evidence. Even if a 

rigorous and innovative procedure involving two persons was used to analyze the content of 

the literature, the importance the authors attribute to each theme might have influenced the 

content of the synthesis. Moreover, the electronic search did not specifically include other 

potentially interesting concepts such as “literacy” and “illiteracy” per se. Finally, the number 

of rehabilitation papers on health literacy is small (n = 17) and since ways of integrating 

health literacy were, for the most part, not based on empirical evidence, further research is 

needed to evaluate the interventions synthesized in the present scoping study. Nevertheless, 
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even though research could continue, in the meantime occupational therapists may integrate 

health literacy into their practice.

Conclusion

Internationally, the low level of health literacy in the population is a serious problem 

requiring innovative and proactive initiatives. Despite major policy reports on the urgent 

need to improve health literacy, little improvement has been made (46). Health professionals 

in general, and occupational therapists in particular because of our specific competencies, 

may act. We could work hard to increase health education, improve health communication 

and foster a client-centered approach to promote a health literate society and reduce health 

inequalities (46). Health literacy enables clients and occupational therapists to engage in a 

true dialogue fostering: 1) a common perspective on how to address the situation, 2) 

listening, 3) mutual learning, and 4) a climate of trust and partnership (5). Given the impact 

of health literacy on interventions, the individual and society, occupational therapists could 

seize every opportunity to improve it. To do so, we need to be informed, standardize 

practice, make rehabilitation information and services accessible, and interact optimally with 

clients. For example, creating readable client educational material is important in improving 

health literacy (46). We could also intervene and collaborate to increase the health literacy of 

our clients and of the population in general and raise awareness regarding the importance of 

health literacy among health care professionals. It is also important to avoid certain mistakes 

made in health education, such as taking a reductionist approach to health literacy, limited 

development of personal competencies, and investing only in information, education and 

communication (62). Emphasizing empowerment, self-confidence, feelings of personal 

efficacy and being in control, and a range of skills (e.g. reading and writing skills) might be 

the key to success. These characteristics give individuals more control over their health and 

environment and the ability to make healthy choices (63). However, these choices and the 

resulting health behaviors will only be possible if individuals have sufficient knowledge and 

understanding of health and its determinants (11, 63) and a supportive environment.

Research could continue so that occupational therapists base their actions on the best 

possible evidence. It is also important to make a concerted effort to improve the health 

literacy of individuals and communities. Improving health literacy could lead not only to 

personal benefits but also to social benefits (59). The potential impacts of improving the 

health literacy of the population are wide-ranging and substantial: increase in general 

population health; decline in the use of health services; reduction in average costs of 

treatment including shorter treatment times and fewer errors; decline in work accidents; 

increased productivity; growth in the country’s economy; and reduction in health inequities 

(15). Therefore it is important that we, as occupational therapists, integrate health literacy 

into our practice.
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Figure 1. 
Flow chart of articles retrieved to articles providing ways of integrating health literacy into 

practice
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Table 1

Strategies for occupational therapists to improve clients’ health literacy (n = 44)

Categories of 
strategies 
(Frequency; %)

Examples of strategies

1. Be informed 
about health 
literacy and 
recognize it (27; 
61.4)

• Learn about health literacy and ways to integrate it into practice (1, 9, 43, 44)

• Do not assume that all clients understand what they are told (9) even if they nod their head (3) or that 
they can read (36, 47)

• Recognize the powerlessness (5), shame and sense of failure that some people may feel (47)

• Identify your client’s characteristics [knowledge, teaching preferences (3), skills, beliefs, culture, 
barriers, etc. (46, 64)]

2. Standardize 
practice to health 
literacy (10; 22.7)

• Develop professional standards (9) and position statements for health communications and interactions

• Include health literacy criteria into quality and accreditation standards of health care organizations (17)

3. Consider health 
literacy by making 
information 
accessible (37; 84.1)

• Adapt the information to individual needs, circumstances and abilities to show how it is relevant (5, 11, 
46, 64)

• Design written information: 1) in the active voice [the way you talk (3)]; 2) with clear simple language 
[use common short words and short sentences; avoid technical terms, value judgment words, jargon, 
abbreviations and acronyms; give examples to explain difficult words; use the same words throughout the 
material (3)]; 3) with pictures or drawings (13, 26, 30, 35, 44, 46) to illustrate procedures such as 
exercises or activities; 4) interactive and with recaps; and 5) with the most important information placed 
first; and 6) personalize the information (46)

• Communicate in a comprehensive way using more than one way of exchanging information (46, 64)

• Combine oral instructions with written information (in clear simple language) for future reference (32) 
and with a lot of demonstrations including audiovisual aids (46)

• Communicate effectively (1, 4, 23, 24) and simply in an atmosphere conducive to communication (55): 
1) announce the subject, 2) convey the message, and 3) ask clients to say in their own words what they 
remember of the information or methods taught (3, 7, 9, 25, 32, 46, 47). This ‘teach-back’ technique 
provides opportunities to identify misunderstandings and correct them (3, 46)

• Use the Ask Me 3 – Clinical version by asking the client the following questions: 1) What is your main 
problem today? 2) What do I need to do for you concerning this problem? 3) Why is it important to you? 
(3)

• Help clients make optimal use of health services (2, 10, 11)

• Increase the quality of professionals’ communications (7) and associated professional competencies (5)

• Use anecdotal information from everyday life presented as personal stories (31, 64)

• Do not overburden clients with information or recommendations (47); select only a few key points that 
are most important clinically (24, 34)

• Use a structured educational approach (including appraisal of clients’ perceptions and identification of 
affective aspects and barriers to change) in order to understand what motivates clients and personalize the 
treatment plan (3, 47)

• Use demonstration, experimentation and repetition to increase the effectiveness of teaching efforts (24)

4. Strengthen 
interactions (26; 
59.1)

• Encourage clients to ask questions (7, 9)

• Take an understanding attitude (do not blame) (5) and create a “shame free” safe environment (46)

• Increase the time spent on giving information (speak more slowly and repeat if necessary), observe and 
listen actively (3, 24) [stay quiet to give clients time to organize their thoughts, identify their constraints 
and formulate questions (47)]

• Increase one’s cultural competency (5), i.e. be a professional who respects differences, is open to 
learning and is willing to admit there is more than one way to look at the world

• Follow up on interventions (44, 46) to see if recommendations have been followed and if clients have 
questions
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Categories of 
strategies 
(Frequency; %)

Examples of strategies

• Involve not only the client, but also families and other stakeholders in treatment (46, 47)

5. Intervene to 
increase client’s 
health literacy (29; 
65.9)

• Optimize client’s reading and writing skills (2, 9, 10, 65) including use of the Internet (46)

• Teach (7): increase clients’ knowledge of health and its determinants (5, 13) and what they can do to 
improve their living conditions (46)

• Encourage clients to read every day (9) and if necessary take a local literacy program (66)

• Foster empowerment by using a client-centered approach (31, 46) and giving clients confidence (7) in 
their ability to take more control over their lives. This empowerment includes making them responsible 
for taking care of their health, making decisions about their health and being truly engaged in their care 
(3, 5, 9, 11), and helping them identify ways to do this (47), using for example The Teach to Goal 
method where the client chooses a goal and the staff helps the client develop steps to reach the goal (3)

6. Collaborate to 
increase clients’ 
health literacy (21; 
47.7)

• Participate in intersectoral activities that brings all the sectors together (1, 7, 9, 11, 14, 43), policy 
development (2, 9) and research (1, 2, 7, 9, 37) on health literacy

• Provide education to other health care professionals about health literacy topics (3)
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Table 2

Five key clinical messages

• Low levels of health literacy are a widespread problem that has an impact on the effectiveness of rehabilitation professionals’ 
interventions and on individual and population health (22).

• Health literacy should be considered by rehabilitation professionals because of its links with 1) capacities, functioning, 
participation and empowerment of clients; 2) holistic approach; 3) client-centered practice; 4) teaching of information and 
methods; and 5) access to services and equity issues (22).

• Health literacy enables clients and rehabilitation professionals to engage in a true dialogue fostering: 1) a common perspective on 
how to address the situation, 2) listening, 3) mutual learning, and 4) a climate of trust and partnership (5).

• Professionals, including occupational therapists, should learn to communicate effectively (1, 4, 23, 24, 43) and simply in an 
atmosphere conducive to communication (55): 1) announce the subject, 2) convey the message, and 3) ask clients to say in their 
own words what they remember of the information or methods taught (3, 7, 9, 25, 46, 47). This ‘teach-back’ technique provides 
opportunities to identify and correct misunderstandings (3, 46)

• Professionals, including occupational therapists, should use demonstration, experimentation and repetition to increase the 
effectiveness of teaching efforts (24)
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