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Abstract 

Engaging individuals with lived experience on a study 
team establishes partnership between investigator 
expertise and first-hand knowledge to accelerate 
research relevance and delivery. This approach disrupts 
the traditional delineation between academic 
researcher and intended target population to examine 
and address complex health problems. The purpose of 
this report is to critically reflect on our research team’s 
approach to embedding lived experience knowledge 

into our science using Nixon’s Seven-Step Framework 
for Critical Analysis in the field of Physical Therapy. 
We reflect on the assumptions, beliefs, and values that 
shaped our process to specifically incorporate 
perspectives of individuals with spinal cord injury 
(SCI) through group exercise program development 
and assessment. We prioritized the inclusion of 
community partners throughout all phases of the 
project. This engagement encompassed the 
establishment of a sustainable community of 
partnerships; active participation in study aspects (ie, 
intervention delivery, analysis);contributions to 
dissemination activities; intervention scalability; and 
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involvement in subsequent studies. Clinicians and 
researchers must reflect and consider if their 
professional expertise, protocols, and strategies 
appropriately account for the complexity of lived 
experiences of the individuals they intend to support. 
Clinicians and researchers should advocate for 
engaging with individuals with lived experience as 
research partners, and prioritize critical reflection of 
this approach throughout the research process. 

Keywords: lived experience, community-engaged 
practice, community-based exercise, knowledge 
translation 

 

To Reflect on Research 
Practices, We First Consider 
the Context for Evidence  
The American Physical Therapy Association (APTA) 
Vision Statement describes “transforming society by 
optimizing movement to improve the human 
experience.”1 This vision statement evokes a social call 
to action, indicating that society can be changed 
through improved movement experience. This vision 
statement represents an ongoing evolution from the 
initial focus of the profession, catalyzed in the United 
States in response to 2 major disabling events: the Polio 
epidemic and World War I.2 Physical therapy was born 
in the context of the biomedical model, which assumes 
pathology is primarily caused by biological factors.3  

Applying the biomedical model in the context of 
physical therapy, “impairments” if properly addressed 
and treated, would lead to restoration of function, and 
a return to society. Physical therapy later adopted 
Engel’s evolved biopsychosocial model4 that expanded 

the concept of health as a multi-factorial experience of 
biological, personal, and social contexts. Finally, as the 
21st century began, the physical therapy profession 
integrated5 the World Health Organization 
International Classification of Functioning, Disability, 
and Health (ICF) Model, which recognized the 
dynamic influence of environment and personal 
factors on an individual’s health condition, function, 
activity, and participation levels.5  

As physical therapy continued to evolve its 
understanding of disability, the concept of evidence-
based practice (EBP) emerged. EBP emphasizes that 
clinical practice should be informed by relevant, high-
quality research.6 The professional and healthcare 
policy context driving EBP was predicated on the 
belief that strong scientific evidence is optimal 
justification for best clinical practice. Physical therapy 
has derived a complex definition of EBP that is 
reflective of its commitment to the ICF Model: the 
equal integration of best available evidence, clinical 
expertise, and patient values and circumstances.7 This 
model of EBP insists that patient values and 
circumstances are necessary considerations to achieve 
optimal clinical practice. But what is strong evidence, 
and whose voices contribute to its development?  

L I V E D  E X P E R I E N C E  A S  A  
F O U N D A T I O N  O F  B E S T  
P R A C T I C E  

Researchers are now encouraged to engage individuals 
with lived experience throughout the research 
process—from pre-planning stages to implementation. 
Lived-experience knowledge is valuable to enhance 
scientific designs, processes, and outcomes for the 
people they are intended to support.8 

The purpose of this report, authored by both clinician-
scientists and study-team members with spinal cord 
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injury (SCI), is to reflect on and share our approach to 
incorporating lived-experience perspectives 
throughout intervention planning, design, and 
assessment. We are often asked as researchers to 
critically evaluate the literature, the available gap in 
evidence, and scientific limitations of our own designs. 
However, it is much less frequent or requested that we 
critically reflect on our own choices internally as a 
team, how they affect our science, and more 
importantly, how they impact the individuals we hope 
to help through research. By critically reflecting on our 
science, we examine the assumptions, beliefs, and 
values that shape our research actions. Explicitly 
naming these assumptions, beliefs, and values 
promotes transparency, clarifies intention, and can 
highlight areas for growth to maximize the success and 
value of our science.  

C R I T I C A L  A N A L Y S I S  O F  O U R  
O W N  P R A C T I C E S  

We apply Nixon and colleagues’ Seven-Step 
Framework for Critical Analysis in the field of Physical 
Therapy10 to reflexively consider our own experiences, 
successes, and challenges as a study team. We chose 
this framework for its utility to promote reflection of 
team practices, particularly as an entry point for those 
(including ourselves) who may be new to the field of 
Critical Analysis. Using the Seven-Step Framework, we 
specifically reflect on and highlight how we 
incorporated lived-experience perspectives during the 
development and testing of Tele-Exercise to promote 
Empowered Movement with Spinal cord injury 
(TEEMS), a novel group exercise program to promote 
lifestyle physical activity.11 This information is 
provided as an example—including reflections on 
lessons learned and future directions—to invite 
rehabilitation clinicians and researchers to apply 
Critical Analysis to their practices, integrating lived-

experience perspectives to advance health equity of 
patients and populations. 

 

Seven-Step Framework for 
Critical Analysis in Physical 
Therapy 
S T E P  1.  N A M E  T H E  S P E C I F I C  
A S P E C T  O F  P R A C T I C E  B E I N G 
A N A L Y Z E D  

We will analyze our practice of engaging individuals 
with lived experience in scientific inquiry to disrupt the 
traditional power differential between academic 
researcher and intended target population. We will 
specifically analyze9 how we incorporated lived-
experiences perspectives into the development, 
delivery, and assessment of Tele-Exercise to promote 
Empowered Movement with Spinal cord injury 
(TEEMS), a group exercise program we created to 
support personal, social, and behavior-based physical 
activity determinants of individuals with SCI. We 
began development of TEEMS, a novel exercise 
intervention, following 2 pilot qualitative studies 
focused on lived experience phenomenon with 
physical activity12 and health/aging with SCI.13  

We acknowledge that qualitative methodology alone 
does not constitute integration of lived-experience 
perspectives with the study team. However, it is 
important to share that at the time, integration of 
qualitative methodology marked a direction change for 
our research group, which previously relied on 
quantitative assessments alone. Common thematic 
findings across qualitative studies, our clinical 
expertise, and our experience teaching group exercise 
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to individuals with SCI—in addition to feedback from 
our Spinal Cord Injury Lived Experience Advisory 
Panel (SCILEAP)—informed core elements of 
TEEMS. These included the importance of peer 
support for modeling health behavior and knowledge 
sharing, and the lack of SCI-specific community-based 
exercise opportunities.  

T H E  T E E M S  P R O G R A M  
P R O T O C O L S  

TEEMS is a synchronous 8-week group exercise 
program delivered remotely, tailored specifically to 
individuals with SCI, and co-taught by a rehabilitation 
clinician and individual with SCI.11 SCILEAP members 
provided feedback during TEEMS beta-testing prior 
to launching our feasibility study. Input from 
SCILEAP shaped the verbal and visual cues provided 
by the co-instructor. For example, TEEMS instructors 
are taught to avoid verbal cues that emphasize what 
individuals with SCI might have difficulty with (eg, 
somatosensory sensation of hips in chair, temperature 
of skin), and are encouraged to emphasize inclusion 
through multiple options for each exercise (eg, a 
scapular row may be used as a modification for a 
triceps kick back). The final TEEMS protocol provides 
a group exercise program that builds confidence to 
overcome physical activity barriers through the 
benefits of expert instruction, goal setting, and peer 
support.11  

 

S T E P  2 .  I D E N T I F Y  T H E  
I N T E N D E D  P U R P O S E S  O F  T H I S  
A S P E C T  O F  P R A C T I C E  

The intended purpose of incorporating individuals 
with SCI lived experience on our team was to advance 
authentic partnership to examine and address the 

complex physical activity health disparities that this 
population faces. Roughly 50% of individuals with SCI 
do not engage in regular physical activity or exercise 
despite its significant health benefits.15–18 This statistic 
mirrors a similar sedentary trend in individuals with 
physical disabilities generally, and is attributed to 
individual and societal-level barriers.19–22 We 
acknowledged that the presence of individuals with 
SCI on our research team would keep our awareness 
of these barriers and potential solutions salient, 
specific, and at the forefront of our planning and 
evaluation decisions. 23–2829,3031,32 We used a community-
engaged, iterative process to intentionally embed the 
perspectives of individuals with SCI throughout 
planning, design, and assessment of TEEMS.  

Our study team members have longstanding, 
reciprocal relationships with community-based 
organizations (CBOs) that extend beyond generic 
recruitment connections. We embed ourselves as 
participants with our CBOs to facilitate trust and 
minimize the knowledge gap between researchers and 
end-users. With these relationships we also intend to 
stimulate new innovations and establish sites for 
seamless future intervention implementation trials. 
Through CBOs, our team established SCILEAP, our 
community advisory board of individuals with SCI, 
that continues to grow organically, with 12 active 
members at the time of this publication. As lived 
experience with SCI informs identity but does not 
define the individual, we incorporate SCILEAP 
members with varying social experiences across age at 
injury, injury duration, current age, gender, race, 
educational backgrounds, and geographic locations.  

O R G A N I C  G R O W T H  A N D  
S U S T E N A N C E  

This team formed organically over the course of years; 
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built from volunteers, individuals invested in 
community organizations, and relationship-building 
over time. We use several strategies to sustain our 
partnerships and maintain connection with SCILEAP 
members. All SCILEAP members are paid by the hour 
for their knowledge contributions. In addition to 
remuneration, we regularly ensure that all members are 
aware that their lived experience expertise is as valuable 
as other more clinical- or research-focused team 
members. We share relevant literature and 
opportunities with SCILEAP members to promote 
knowledge translation outside of our focused project. 
We engage in regular and as-needed debrief meetings 
with SCILEAP members to provide recruitment, data 
collection, and analysis updates, as well as solicit 
ongoing feedback for program improvement. 
Importantly, we emphasize scheduling flexibility, such 
as holding meetings at times that consider SCILEAP 
member schedules, and offering hybrid and remote 
meetings.  

S C I  L I V E D - E X P E R I E N C E  
P A R T I C I P A N T  C O N T R I B U T I O N S   

We have several team members with SCI lived 
experience fulfilling various roles, including as 
interventionists, data collectors, and authors of 
scholarly products. Multiple study team members with 
SCI have fulfilled the TEEMS co-instructor role (JM, 
EP, MC). Two of these individuals (EP, MC) also 
happen to be occupational therapists and can fulfill 
either the rehabilitation clinician or lived-experience 
co-instruction roles. EP participates in qualitative data 
collection, helping to facilitate semi-structured 
interviews alongside LAB. Additionally, EP and MC 
serve as our research coordinators, providing 
administrative support, recruitment efforts, and survey 
instrument data collection. These team members are 
built into grants as consultants and collaborators and 

are provided acknowledgements or authorship on 
dissemination products depending on their level of 
contribution.11,14 We build travel funds into grant 
budgets for study team members with lived experience 
to present alongside academic research team members 
at conferences. 

Our team, reflective of all authors on this publication, 
includes a multigenerational team of 8 members with 
diverse expertise, including clinicians (physical and 
occupational therapy), a disability rights historian, a 
disability arts advocate, a veteran, and a competitive 
paralympic athlete. Of our 8 team members, 3 do not 
have SCI lived experience, and 5 do have SCI lived 
experience. All members participate in some level of 
disability advocacy at local, regional, and national 
levels.  

 

S T E P  3 .  U N C O V E R  T H E  
A S S U M P T I O N S  T H A T  S U P P O R T  
T H E S E  I N T E N D E D  P U R P O S E S  

We spent time reflecting with our co-authors, 
SCILEAP members, and consultants about 
assumptions of our partnership. We believed that 
prioritizing individuals with SCI as partners in the 
TEEMS research process would guide our work 
toward the most salient intervention elements for end 
users. We assumed that adding individuals with SCI 
lived experience to our team would ensure that 
TEEMS would be relevant, responsive, and have 
potential for adoption and scale beyond lab settings. 
Our researchers also recognized that despite having 
clinical and scientific expertise, we did not have lived 
experience with SCI. 
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A D D R E S S I N G  I N A T E  
A S S U M P T I O N S  

We also spent time as a group reflecting on our 
assumptions about TEEMS as an evidence-informed 
“solution” to close the physical activity participation 
gap for individuals with SCI. There are several 
assumptions made about the tele-programs for people 
with SCI, and people with physical disabilities more 
broadly. Tele-programs are assumed to provide access 
to services otherwise difficult to participate in due to  
physical barriers (eg, transportation, cost, ADA non-
compliance). Inherent to this assumption is a belief 
that all people accessing tele-programs or services have 
the following: reliable, broad-band internet access; a 
compatible device for optimal viewing/interactive 
experience (eg, desktop or laptop computer); a 
private/safe space in their home; and comfort with 
being witnessed on screen. Additionally, the suggestion 
that tele-programs increase access because they 
remove physical/environmental barriers does not 
acknowledge the multiple types of access issues people 
with physical disabilities face including attitudinal, 
informational, technological, and organizational 
barriers.39,40  

Accordingly, it is important for researchers building 
tele-programs to reflect on all potential access issues 
that may affect the intended end-user. Our SCILEAP 
members and consultants cited specific ways that 
TEEMS addresses organizational/systemic, attitudinal, 
information/communication, and technological 
barriers, as well as opportunities for growth.  

The TEEMS organizational/systemic 
access barrier approach: It is typical for 
research programs to request that participants 
attend a high percentage of sessions to be 
considered “completers” of the program. 

While that is an important consideration for 
intervention fidelity and effectiveness, we 
chose a more pragmatic approach to 
attendance because we acknowledge that 
individuals with SCI have health fluctuations 
(eg, pain, fatigue, spasms) as well as day-to-day 
responsibilities, that might make attendance 
difficult. As such, we chose to include 
individuals in our analysis if they attended a 
minimum of 50% of sessions,14 and we 
balanced this choice by asking participants to 
notify us why they would be unavailable for a 
session. Our feasibility and efficacy findings 
indicate that a single 8-week TEEMS program 
positively influences intended outcomes 
regardless of attendance, which emphasizes 
that a single dosing protocol may not be 
appropriate for all, or even necessary to achieve 
intended outcomes.11  

While TEEMS is a group program, individual 
participants might benefit from independent 
learning opportunities. We considered that 
participants have varying levels of exercise 
knowledge and comfort at the program outset, 
so we offered opportunities to connect 
individually with TEEMS instructors on an as-
needed basis to discuss class elements. 
(Example: How to modify a triceps extension 
exercise with a cervical level injury.) 

TEEMS attitudinal access barrier 
approach: The TEEMS co-instructional 
model is responsive to clinician-patient power 
dynamics that assume a linear knowledge 
translation from the healthcare professional to 
the person being rehabilitated. Instead, 
TEEMS is co-taught by a rehabilitation 
clinician and an individual with SCI lived 
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experience to demonstrate the equal value of 
lived-experience knowledge to that of a 
clinician’s. Our team intends to push this 
dynamic farther to maximize implementation 
adoption and pragmatism. We plan to evaluate 
the feasibility of a fully peer-led teaching 
model41 where only individuals with SCI teach 
TEEMS in the future. 

TEEMS exercise instruction cueing is intentional 
to combat attitudinal barriers about exercise 
performance in individuals with SCI. Descriptive, 
image-based language is used to help participants 
visualize and feel the exercise. For example, when 
cueing seated spinal extension, a TEEMS 
instructor might say “expand your chest as if you 
were shining your necklace on stage to the highest 
balcony in a theater” as opposed to a more typical 
biomechanical cue such as “extend your spine 
from the mid-back.” The rationale for this cueing 
specificity is two-fold: 

• Imagery prompts mind-body connection, 
which fosters body awareness and confidence 
in exercise performance, and supports 
individual experience with SCI.42,43  

• Imagery allows for individual interpretation of 
the physical prompt, which meets the natural 
variability of sensory/motor experience across 
SCI. TEEMS instructors foster an emotionally-
safe exercise environment by deprioritizing 
language that may be isolating for individuals 
with SCI—which otherwise might be typical in 
community exercise spaces. Language that 
might isolate individuals with SCI based on 
sensory/motor capabilities includes: an 
overemphasis on sensation (“feel your hips 
ground down into your seat”); and/or 

negative-performance-focused cueing (“if you 
can’t do that, then try this”). 

TEEMS instructors focus verbal encouragement 
on empowerment over inferiority to overcome a 
common attitudinal assumption that individuals 
with physical disabilities have inferior physical 
capabilities. For example, TEEMS instructors 
deliver positive feedback including “you know 
your body best; take the breaks that feel right to 
you,” as opposed to more typical fitness language 
such as “keep pushing!” 

TEEMS informational/communication 
access barrier approach: TEEMS incorporated 
“know before you workout” information (which 
equipment to bring; have a clear, quiet space; 
remember water) for participants ahead of their 
first day in the program. This information is 
helpful for priming participants ahead of time, 
intentionally removing some of the unknown 
variables that arise when beginning a new routine. 
One opportunity for growth that has been 
recommended by both study team members and 
previous participants is to create a “know before 
your workout” introductory video to send to all 
participants ahead of the first TEEM session to 
show different categories of exercises that they 
will encounter in the class. We are planning to 
incorporate this feedback into our upcoming 
effectiveness study. 

TEEMS technological access barrier 
approach: Based on feedback during our 
feasibility study, we allocated funds to provide 
Wifi-extenders to participants with unreliable 
internet services. We encourage participants to use 
desktop or laptop devices to view and participate 
in TEEMS but did not make it a requirement so 
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that we did not unintentionally leave out 
participants who did not have access to more 
expensive devices as compared to a smartphone. 
We have been approached during dissemination 
events about being creative with TEEMS delivery 
for individuals with SCI who do not have a smart 
device at all. We are considering an adaptation of 
TEEMS that could be delivered over the phone, 
although it would significantly alter the group 
dynamic and intended co-instructional model, 
which are core elements of the intervention. 

 

S T E P  4 .  I D E N T I F Y  W H O  
B E N E F I T S  

We reflect on ways that all team members distinctly 
benefit from the integration of lived-experience 
perspectives on the study team. In addition to engaging 
with the rich knowledge that individuals with lived 
experience bring to the research process, researchers 
experience tangible career benefits. For example, 
researchers benefit by increasing the competitiveness 
of their grant submissions, as incorporating lived 
experience is often a requirement or recommendation 
for many external funding mechanisms. As the value 
of lived-experience and community-engaged research 
strategies grows in popularity, researchers may benefit 
from increased likelihood of acceptance to present our 
work at local, regional, and national conferences.  

T E E M S  M E M B E R S :  I N  T H E I R  
O W N  W O R D S  

We also share select narratives below from team 
members as they reflect on the benefits of being 
involved with TEEMS:  

“I feel fortunate to be a part of a research team 

that not only values the skills and knowledge 
I’ve accumulated through peer mentorship and 
as an educator, but also the ebbs and flows of 
living with SCI for over 24 years.”  

“I have personally benefited from being a 
participant and leader in these exercise classes. 
I have found that I have increased my 
flexibility, built muscle, and my spasms 
decrease after exercising. These classes also 
help my mental health, feeling happy because 
of the exercise and the community.” 

“As a co-leader and class instructor of 
TEEMS, I quickly learned that while I may 
academically possess knowledge pertaining to 
the physical needs of individuals with SCI, 
particularly from an exercise and mobility 
perspective, I cannot understand nor 
empathize with the unique needs, wants, and 
desires of individuals with lived experience. My 
expertise as a neurologic physical therapist is 
limited in scope in that I cannot equate my 
knowledge of SCI and clinical experience to 
the level of actually understanding what it is to 
live and move with SCI. Teaching alongside 
individuals with lived experience, as well as 
clinical expertise, has allowed me to grow as a 
clinician and appreciate the profound impact 
of solidarity, comradery, and community in the 
population of SCI and other neurologic 
conditions. I am grateful for the opportunity to 
have been and to continue to be a part of 
TEEMS, working to improve health equity and 
accessibility to lifestyle physical activity in the 
community for individuals with lived 
experience with SCI.” 
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S T E P  5 .  I D E N T I F Y  W H O  I S  
D I S A D V A N T A GE D  

TEEMS expands on available evidence-based exercise 
programs for individuals with SCI by harnessing the 
power of personal determinants to sustain physical 
activity behavior. A limitation, which is reflective of 
many clinical trials, is that the current sample does not 
adequately represent the needs and perspectives of 
marginalized adults with SCI. Marginalization can be 
defined as any individual who is at risk for poor health 
outcomes due to social circumstances including 
decreased economic and social position relative to 
others based on factors including income, education, 
and neighborhood resources.44  

Currently our sample disproportionately represents 
adults with SCI who are non-Hispanic white, and 
report high educational status and high socioeconomic 
status. This presents a critical health equity 
consideration for future implementation work that will 
expedite the inclusion of all individuals with SCI in the 
saliency and reach of TEEMS.  

 

S T E P  6 .  L I N K T H E S E  S P E C I F I C  
I D E A S  T O  S O C I E T Y - L E V E L  
P A T T E R N S  

Individuals with SCI face compounded physical 
activity barriers based on the intersection of disability 
and social determinants of health. The National 
Institutes of Health designates people with disabilities 
as a population facing health disparities due to social 
and structural barriers that prevent health behaviors. 
However, these barriers are rarely addressed in 
evidence-based programs, nor are the solutions 
inclusive of the perspectives of those with lived 
experience from pre-planning stages. Social and 

structural barriers such as a lack of services, 
inaccessible built environments, and unsafe 
neighborhoods lead to considerable differences in the 
burden of disease at neighborhood levels.45  

A D D R E S S I N G  
M A R G I N A L I Z A T I O N  

These barriers are compounded by the individual 
experience of marginalization (eg, exclusion due to race 
or socioeconomic status). Individuals in marginalized 
groups are often stigmatized and may be distrusting of 
research despite their need for access to evidence-
based health services.46  

At discharge from inpatient rehabilitation, non-
Hispanic black adults with SCI demonstrate decreased 
functional capacity as compared to non-Hispanic white 
and Hispanic patients. Poor health outcomes have also 
been observed in black adults with chronic SCI (>12 
months) who demonstrate a greater number of poor 
health days, more hospitalizations, and longer hospital 
lengths of stay as compared to non-black SCI peers.47  

A national survey of physical activity after SCI 
emphasized that those with lower socioeconomic 
status (SES) will benefit most from physical activity 
promotion programs,48 likely because adults with SCI 
and low SES report significantly more comorbidities 
compared to those with higher SES.49 Additionally, 
living with SCI and financial hardship is associated 
with poorer social participation.44 In consideration of 
these societal patterns, we reflect on the compilation 
of social capital among our team. We acknowledge that 
our current team members with SCI were highly 
motivated to join and easy to reach, due to previous 
experiences with peer support networks, financial 
opportunity, and high educational attainment.  
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S T E P  7 .  C O N C E I V E  O F  
A L T E R N A T I V E S  T H A T  M I T I G A T E  
A C T U A L  O R  P O T E N T I A L  H A R M S  

Despite their best intentions, we recognize that all 
teams have inadvertent power dynamics, and that we 
are working within an academic system and context 
that may perpetuate actual or potential harms to our 
colleagues with lived experience. Richards and 
colleagues define 4 themes of power in the context of 
working with individuals with lived experience in 
research:  

• Unstable and changing nature of power; 

• Power between and among patient/public 
partners; 

• Power and tokenism; 

• Lived-experience perspectives as commodities 
or products.50  

Although our team has not identified any of the 
following, we explore potential harms that could have 
occurred based on these 4 themes:  

• Fear of inadequate contributions without 
formal research training; 

• Concerns about how information might be 
misconstrued by team members without SCI 
(or not incorporated); 

• Distrust about long-term collaboration 
opportunities; 

• Concern about research investment in funds to 
sustain future involvement in study 
procedures. 

I N C R E A S E D  P A R T I C I P A T I O N  
G O A L S  

We also reflect on opportunities to evolve our 
approach to incorporating lived-experience 
perspectives into the TEEMS development and 
assessment process. While we engaged our SCILEAP 
members during TEEMS intervention beta-testing, 
this was after creation of a preliminary intervention 
protocol that integrated qualitative study findings and 
our clinical perspectives.  

Alternatively, we could have involved our SCILEAP 
members even earlier in the intervention development 
process; for example, during preliminary qualitative 
studies. SCILEAP members could have participated in 
phrasing open-ended questions to guide our 
interviews, and even could have served as focus-group 
moderators. SCILEAP members could have supported 
qualitative analysis, providing their expertise as 
independent coders to help the team reach consensus. 
While our preliminary qualitative work ultimately 
provided lived-experience input that guided TEEMS 
design, we also could have engaged our CBOs through 
member-based focus groups to potentially achieve a 
similar end goal. 

E N H A N C E D  C O M M U N I T Y  
O U T R E A C H  

Despite our team including study team members with 
lived experience as authors in dissemination products, 
we ultimately have limited our public presentations to 
traditional academic conference settings. In the future, 
community dissemination events should be prioritized; 
for example, at community-based organization events 
or through study team-initiated events for research 
partners. We now account for funds to support 
community dissemination events in grant applications 
as a result. Relatedly, dissemination materials should be 
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created with the end-user in mind. In particular, the 
saliency of information and health literacy of 
participants can be effectively addressed during the 
design of these materials alongside SCILEAP 
members. 

To improve the health equity of TEEMS assessment 
and implementation, our team has considered adaptive 
strategies to the current protocol. For example, we 
could consider incorporating the health decisional-
needs of marginalized adults with SCI through targeted 
recruitment; increasing our involvement in hard-to-
reach and under-resourced communities; and adding 
marginalized individuals with SCI onto our advisory 
panel. All these adaptations would improve our current 
approach. We also plan to incorporate SCILEAP 
members as focus-group moderators, and to provide 
check-ins with participants as needed. A planned 
implementation strategy to increase sustainability 
includes a peer-led protocol so that TEEMS can be 
taught by individuals with SCI alone, without the need 
for a rehabilitation clinician. 

 

Conclusion 
Clinicians and researchers work with individuals with 
disabilities that are underrepresented and at times 
misrepresented in contemporary evidence. Elevating 
the lived-experience perspective to a position equal to 
that of the practitioner reaffirms our commitment to 
person-centered care, which focuses on the individual 
needs, preferences, and values of the person seeking 
healthcare. Elevating lived-experience perspectives to 
the level of study team members, as contributors to 
multiple aspects of delivery and design, represents a 
step beyond what is commonly described to be lived-
experience integration, such as completing interviews 

with participants.  

These approaches also improve quality of evidence and 
facilitate efforts to improve the health and quality of 
life for individuals with physical disabilities such as 
SCI. Additionally, these approaches maximize 
participation of individuals with physical disabilities 
during the research process, which is a critical step in 
maximizing the relevance of assessment, outcomes, 
and interventions for intended end-users.  

Clinicians and researchers must reflect and consider if 
their professional expertise and current protocols 
account for the complexity of lived experiences of the 
individuals they intend to support. Clinicians and 
clinician-scientists should evaluate literature for 
whether lived-experience perspectives are prioritized, 
advocate for this approach in rehabilitation research, 
and critically reflect on how they incorporate 
individuals with lived experience as research partners 
from design to dissemination. 
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