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i 

Abstract 

This study explores how to facilitate the use of research evidence to optimize outcomes 

for children with cerebral palsy (CP) in practice. Findings from two studies were used as 

the basis for exploring how to comprehensively assess developmental trajectories of 

children with CP and plan individualized interventions. Seventeen affiliated stakeholders 

(e.g. physicians, senior leadership, frontline clinicians, families and youth with CP) 

participated in this study. 

Data from a deliberative dialogue and interviews were analyzed using grounded theory 

methods with a pragmatic perspective. The results highlighted that all areas of practice 

must engage in knowledge translation to be effective. Stakeholders outlined roles and 

responsibilities of actors within pediatric rehabilitation, including children and families, 

service providers and administrators and government representatives. Strategies for 

knowledge translation were considered among stakeholders and described in the results. 

This study provides an evidence base to promote knowledge translation for these two 

studies and in pediatric rehabilitation. 

Key Words: 

cerebral palsy, knowledge translation, rehabilitation, pediatric rehabilitation, deliberative 

dialogue, evidence-informed, stakeholder roles 



ii 

Dedication 

I would like to dedicate this thesis to my sister, Alilah Daya. 



iii 

Acknowledgements 

Foremost, I’d like to express my deepest gratitude to my supervisor, Doreen Bartlett, for 

her continual support and guidance throughout this (very iterative) process. It’s been a 

true privilege and honor to work with you as your final graduate student. I am grateful for 

the time, dedication and support you continuously provided in every facet of my degree. I 

would also like to extend my gratitude to Drs. Deb Lucy and Jennifer Boyko for their 

guidance and support. 

The completion of this undertaking could not have been possible without all the families, 

young adults, stakeholders, and planning committee members. Your invaluable expertise 

and contributions were the basis of this study. To Barb Galuppi, thank you for your 

continuous help in all aspects of this research. Additionally, I’d like to acknowledge that I 

was funded through a research assistantship from Canadian Institute of Health Research 

(MOP#119276). 

My appreciation extends to my parents, Abrine and Karim, and to my sister Alilah. Your 

sacrifices and belief in me have propelled me to pursue a higher education and the 

opportunity to follow my dreams. Thank you, I hope I have made you proud. 

To my friends, it’s been a pleasure learning and growing alongside you–academically, 

professionally and personally. The writing process was much more enjoyable with your 

company and support. 

I am grateful and blessed to be able to carry my experiences completing this MSc in my 

future endeavors. 



 

 

iv 

Table of Contents 

Abstract ............................................................................................................................... i	

Dedication .......................................................................................................................... ii	

Acknowledgements .......................................................................................................... iii 

Table of Contents............................................................................................................. iv 

List of Tables ................................................................................................................... vii	

List of Figures ................................................................................................................. viii	

List of Appendices ............................................................................................................ ix	

List of Terms and Abbreviations ..................................................................................... x	

Chapter 1: Introduction ................................................................................................... 1	

1.1 Evidence-Informed Practice .................................................................................. 1	

1.2 Cerebral Palsy ......................................................................................................... 3	

1.3 Move & PLAY Study .............................................................................................. 4	

1.4 OnTrack Study ........................................................................................................ 5	

1.5 Ontario Association of Children’s Rehabilitation Services ................................ 7	

1.6 Knowledge Translation for Move & PLAY and On Track Studies ................... 8	

1.7 Summary ................................................................................................................ 10	

Chapter 2: Literature Review ........................................................................................ 11	

2.1 Deliberative Dialogue ............................................................................................ 11	

2.1.1 Deliberative Dialogue as a Data Collection Strategy .................................. 13	

2.1.2 Deliberative Dialogue as a Knowledge Translation Strategy .................... 14	

2.1.3 Use of Deliberative Dialogue in Health Research ....................................... 15	

2.2 Key Features of a Deliberative Dialogue Approach .......................................... 16	

2.2.1 Prior to Dialogue Activities ........................................................................... 16	

2.2.2 During the Dialogue ....................................................................................... 19	

2.2.3 Post-Deliberative Dialogue Activities ........................................................... 20	

2.3 Summary ................................................................................................................ 20	

2.4 Research Question and Purpose .......................................................................... 21	

Chapter 3: Methodology ................................................................................................ 22	

3.1 About the Author .................................................................................................. 22	

3.2 Grounded Theory Methodology .......................................................................... 23	



 

 

v 

3.3 Pragmatism ............................................................................................................ 25	

Chapter 4: Methods ........................................................................................................ 27	

4.1 Planning Framework ............................................................................................ 27	

4.2 Study Sample: Deliberative Dialogue Participants ............................................ 30	

4.3 Deliberative Dialogue Process/ Data Collection ................................................. 33	

4.3.1 Prior to Dialogue Procedure ......................................................................... 33	

4.3.2 During the Deliberation ................................................................................. 35	

4.3.3 Post Deliberation ............................................................................................ 36	

4.4 Analysis .................................................................................................................. 37	

4.4.1 Memo-ing ........................................................................................................ 37	

4.4.2 Coding ............................................................................................................. 38	

4.4.3 Constant Comparative Analysis ................................................................... 38	

4.4.4 De-briefing ...................................................................................................... 40	

4.4.5 Authenticity and Credibility ......................................................................... 40	

4.5 Ethical Consideration ........................................................................................... 42	

Chapter 5: Results .......................................................................................................... 43	

5.1 Interrelationship Among Stakeholders ............................................................... 43	

5.2 Roles of Stakeholders in Knowledge Translation .............................................. 46	

5.2.1 Youth with Cerebral Palsy ............................................................................ 46	

5.2.2 Parents and Families ...................................................................................... 47	

5.2.3 Children’s Treatment Centres ...................................................................... 49	

5.2.4 Service Providers ........................................................................................... 50	

5.2.5 Service Managers/Administrators ................................................................ 52	

5.2.6 Government Policy Representatives ............................................................ 53	

5.2.7 Researchers ..................................................................................................... 54	

5.3 Barriers in Knowledge Translation ..................................................................... 56	

5.3.1 Lack of Time ................................................................................................... 56	

5.3.2 Limited Allocation of Resources ................................................................... 56	

5.3.3 Accessibility of Research ............................................................................... 57	

5.3.4 Tension over Mandates.................................................................................. 58	

5.4 Strategies to Implement Knowledge Translation ............................................... 60	



vi 

5.5 Sustaining the Use of Research Evidence ........................................................... 67	

Chapter 6: Discussion ..................................................................................................... 69	

6.1 Emphasizing Roles and Responsibilities ............................................................. 69	

6.2 Overcoming Barriers ............................................................................................ 73	

6.3 Strategies to Implement Knowledge Translation ............................................... 74	

6.4 Reflection on Deliberative Dialogue as a Data Collection Strategy ................. 77	

6.5 Limitations ............................................................................................................. 79	

6.6 Implications ........................................................................................................... 80	

6.7 Future Work .......................................................................................................... 82	

6.8 Conclusion ............................................................................................................. 83	

References ........................................................................................................................ 85	

Appendices ....................................................................................................................... 93	

Curriculum Vitae .......................................................................................................... 155	



vii 

List of Tables 

4-1 Planning Committee Meeting Proceedings ................................................................29 

4-2 Participant Categories..................................................................................................32 

5-2 Suggested KT Tools Emerged from the Dialogue ......................................................61 



 

 

viii 

List of Figures 

3-1 The Grounded Theory Process, illustrated (Charmaz, 2014) …....……………….....24 

4-1 Deliberative Dialogue Process, illustrated...................................................................33 

5-1 Bronfenbrenner’s Ecological Theory Adapted to this Study, illustrated.....................45 

6-1 Adapted Theory with Inserted Intersections................................................................70 

  



 

 

ix 

List of Appendices 

Appendix A: Review of Knowledge Translation Practices at the Clinical and System  

Levels of Cerebral Palsy Rehabilitation.......................................................93 

Appendix B: Permission to use Figure 3-1: The grounded theory process, illustrated 

(Charmaz, 2014).........................................................................................108 

Appendix C: Research Team and Planning Committee Members..................................109 

Appendix D: Deliberative Dialogue Agenda...................................................................110 

Appendix E: Semi-Structured Interview Guide...............................................................112 

Appendix F: Recruitment Emails.………………………………………………............114 

Appendix G: Letter of Information and Consent.............................................................117 

Appendix H: Issue Brief..................................………………………………………....124 

Appendix I: Deliberative Dialogue Summary …………………………….......……….145 

Appendix J: Ethics Approval...........................................................................................154 

 

 

  



 

 

x 

List of Terms and Abbreviations  

CanChild   CanChild Centre for Childhood Disability Research 

CEOs    Chief Executive Officers 

CP    Cerebral palsy 

CTC    Children’s Treatment Centres 

GMFCS  Gross Motor Function Classification System 

ICF The International Classification of Functioning, Disability and 
Health 

KTA   Knowledge-to-Action 

Move & PLAY  Movement and Participant in Life Activities of Young Children 

OnTrack  Developmental Trajectories of Impairments, Associated Health 
Conditions, and Participation of Children with Cerebral Palsy 

OACRS   Ontario Association of Childhood Rehabilitation Services 

WHO    World Health Organization 

 

 

 

 

 

 

 



 

 

 

  1 

  Chapter 1: Introduction 

In this chapter, I will provide an overview of the importance of evidence-informed 

practice within the rehabilitation sector. I outline this research study by defining cerebral 

palsy and describing the context of the work. 

1.1 Evidence-Informed Practice 

The terms “evidence-based practice” and “evidence-informed practice” are often used 

interchangeably, although they hold distinct definitions. It is central to recognize the 

difference between both practices in the context of this work, to better understand 

knowledge translation efforts. The original definition of evidence-based practice by 

Sackett and colleagues (1997 p.71), emphasizes the “conscientious, explicit and judicious 

use of current evidence in making decisions about care of individual patients”. Evidence-

based practice has received a fair amount of criticism for not fully incorporating unique 

characteristics of patients and health providers, overlooking research flaws, making 

exaggerated claims about evidence and for requiring time, resources and supervision 

(Rubin, 2007). Furthermore, evidence-based practice may be difficult to implement due 

to the potential for outdated information of findings (Rubin, 2007). Evidence-informed 

practice is the awareness of integrating best research evidence with clinical expertise, 

patient values and needs in the delivery of appropriate care (Nevo & Slonim-Nevo, 

2011). 

The purpose of evidence-informed practice is to optimize positive patient outcomes based 

on research and experience collectively, rather than the precedence of research evidence 
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 over other factors (Nevo & Slonim-Nevo, 2011). Evidence-informed practice is arguably 

more inclusive as it encourages clinician experiences, case-studies, empirical findings, 

narratives and patient values and contexts. 

Healthcare decision-makers and administrators recognize the value of evidence-informed 

information for various reasons. Research evidence is expected to inform health care 

professionals and health service delivery personnel to more effectively and positively 

influence their practice and organization (Cameron, Russell, Rivard, Darrah, & Palisano, 

2011; Glegg, 2010; King, Wright, & Russell, 2011; Menon, Korner-Bitensky, Kastner, 

McKibbon, & Straus, 2009). In fact, it is commonly understood that health care 

professionals have a responsibility to use evidence in practice to ensure their services are 

appropriate and safe (Cameron et al., 2011; Glegg, 2010; Menon et al., 2009). Although 

there has been a rapid expansion in the evidence base available to health service delivery 

personnel and clinicians, many challenges emerge in attempts to stimulate the uptake 

from research evidence into frontline care delivery (Graham et al., 2006; King et al., 

2011; Novak, 2014).  

In physical therapy, the use of research evidence influencing best practice has become 

increasingly important over the past two decades (Deville, McEwen, Arnold, Jones, & 

Zhao, 2015; Schleifer Taylor, Verrier, & Landry, 2014). Despite physical therapists 

having a positive attitude towards evidence-informed practice, the implementation of this 

evidence has proven to be quite complex. Literature suggests wide variations and gaps 

between research and practice in physical therapy service delivery (Deville et al., 2015), 

as healthcare professionals are not regularly accessing best practice evidence to guide 
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 clinical decisions (Graham et al., 2006). Many studies have concluded that there is a need 

to increase the use of evidence-informed information in pediatric rehabilitation (Albrecht, 

Archibald, Snelgrove-Clarke, & Scott, 2015; Jones, Roop, Pohar, Albrecht, & Scott, 

2015). In this context, this gap may negatively impact assessments and services provided 

to children with cerebral palsy who require individualized care. 

1.2 Cerebral Palsy 

Cerebral palsy (CP) is a non-progressive neurological condition that affects the infant or 

child brain and persists throughout one’s lifespan. After many attempts to define the 

disability, an international consensus process described CP as: “a group of permanent 

disorders of the development of movement and posture causing activity limitations that 

are attributed to non-progressive disturbances that occurred in the developing fetal or 

infant brain. The motor disorders of CP are often accompanied by disturbances of 

sensation, perception, cognition, communication and behavior, by epilepsy, and by 

secondary musculoskeletal problems” (Rosenbaum, Paneth, Leviton, Goldstein, & Bax, 

2007 p.9). Furthermore, the effects of CP are heterogeneous and are often manifested 

along with other comorbidities, making it a difficult disability to categorize and define. 

For example, CP can manifest itself alongside many impairments such as cognitive, 

speech, visual, hearing, epilepsy, gastrointestinal, growth, and more (Odding, Roebrock, 

& Stam, 2006).  

Given that CP is the most common childhood physical disability, occurring in 2 to 3 per 

1,000 live births (Odding et al., 2006), understanding how to implement best practice 

research into clinical settings is an important task (Sakzewski, Ziviani, & Boyd, 2014). 
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  Due to the nature of CP, children must be considered on a case-by-case basis, thus 

requiring individualized care to accommodate their unique characteristics. As it stands, 

some evidence shows that outdated clinical care is being provided to children with CP 

(Novak, 2014). A two-fold gap exists within CP rehabilitation: 1) the need for 

rehabilitation practices to individualize care for each child with CP; and; 2) a lack of 

successful knowledge translation strategies to mobilize research evidence to facilitate 

best practice efforts.  

Best practice promotes quality care delivery and is defined as the integration of evidence-

informed information and clinical expertise (Russell et al., 2010). In pediatric physical 

therapy, best practice includes conducting examinations, evaluations and diagnosis, 

planning intervention and measuring overall outcomes of a child (Saleh et al., 2008). 

Rehabilitation efforts must incorporate all aspects of body function as well as activity, 

participation, personal factors and environmental factors. (Saleh et al., 2008).  The 

context of this MSc thesis is facilitating the use of research evidence produced by two 

studies informed by the International Classification of Functioning, Disability and Health 

(ICF) created by the World Health Organization (WHO) (World Health Organization, 

2002) which are described next. These studies respond to the first gap within CP: the 

need to provide individualized care to children and their families by painting a 

comprehensive picture of a child’s unique characteristics and needs. 

1.3 Move & PLAY Study 

Move & PLAY (Movement and Participation in Life Activities of Young Children with 

Cerebral Palsy) (CanChild, 2016a) was a study that followed a large number of children 
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  with CP (n= 429) in sites throughout Canada and the United States. The goal of the 

project was to understand the factors associated with motor function, self-care, 

participation and play of young preschool children. More specifically, the study assessed 

the effects of child factors, family ecology, and rehabilitation and recreation services on 

children’s outcomes described in the previous sentence. Participants of this study were 

visited three times over the course of a year in which therapists assessed spasticity, 

quality of movement, balance, distribution of involvement, strength, range of motion, 

gross motor function and motor classification, as well as children’s playfulness. Parents 

provided information about children’s adaptive behavior, family functioning, services 

received, and children’s participation in self-care and recreation and leisure. Study results 

confirmed how complex factors impacting the outcomes of young children with CP really 

are (Bartlett et al., 2014a, 2014b; Chiarello et al., 2016). Within its assessments, the study 

incorporates aspects of the ICF (World Health Organization, 2002) and encourages 

therapists to consider the child, family and environmental factors (including services) in 

their practice to provide context-based interventions for children with CP. The conceptual 

model tested in this study provides therapists and families with the realistic expectations 

associated with individualized goal setting and clarifies intervention needs for children 

with CP. 

1.4 OnTrack Study 

The OnTrack study (Developmental Trajectories of Impairments, Associated Health 

Conditions, and Participation of Children with Cerebral Palsy) (CanChild, 2016b) aims to 

describe changes in balance, range of motion, strength, endurance, number and impact of 
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  health conditions, self-care and recreation and leisure in young children with CP aged 

eighteen months to eleven years. Some participants were carried on from the Move & 

PLAY study, while others were recruited from multiple sites within Canada and the 

United States. Therapists delivered assessments evaluating primary and secondary 

impairments such as balance, range of motion and strength. Parents were also included in 

this study by completing questionnaires regarding their children’s endurance, health 

conditions, self-care and leisure at the same assessment periods as the therapists.  

Researchers were able to assess a larger subsample of 524 families for a total of five 

times in six month intervals and an additional 199 families twice over one year. The data 

from this study describe for children with CP (1) average functioning on longitudinal 

growth curves at each of the five functional levels using the Gross Motor Function 

Classification System (GMFCS) (Palisano, Rosenbaum, Bartlett, & Livingston, 2008) 

(obtained with 5 data points) and (2) percentile curves to interpret individual children’s 

progress (obtained with two data points) (per Hanna, Bartlett, Rivard, & Russell, 2008). 

The ultimate goal of this program of research is to allow families and service providers to 

work collaboratively on decision-making for services for individual children that best fit 

families’ individual goals. Move & PLAY offers information about a variety of factors 

that are associated with outcomes of motor function, self-care, participation in leisure and 

play for children in two functionally distinct groups: those who can walk independently 

without aides and those who require either a gait aide or a wheelchair for mobility. 

OnTrack provides information to assist with interpretation about individual children’s 

change over time. Together, these two studies provide a range of psychometrically sound 
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  measures that are brief to administer to assess each child with CP comprehensively, 

understand unique determinants of selected activities and monitor change over a range of 

developmental domains to optimize service delivery and outcomes for individual 

children. The implementation of these two findings will be applied to the context of the 

Ontario Association of Children’s Rehabilitation Services. 

1.5 Ontario Association of Children’s Rehabilitation Services 

The Association of Treatment Centres of Ontario was officially incorporated in 1978 and 

renamed as the Ontario Association of Children’s Rehabilitation Services (OACRS) in 

1996 (OACRS, 2010).  The association represents the interests of 21 Children’s 

Treatment Centres (CTCs) around the province of Ontario by providing leadership and 

influencing the policy, programs and funding of each centre. Together, the CTCs provide 

therapy and other services to over 65,000 children with physical, developmental and 

communication needs (OACRS, 2010). Children and youth served at CTCs have a broad 

range of developmental limitations such as autism, muscular dystrophy, developmental 

delay and CP. Offered services range from physiotherapy, occupational therapy, social 

work, seating services and recreation therapy to other medical services (OACRS, 2010).  

The OACRS centres were selected for this project due to aligning goals between the 

association and motivation behind the Move and PLAY and OnTrack studies. Such 

motivations include a commitment to provide comprehensive family-centered services, 

appreciation of the unique differences of all children and families and the willingness to 

optimize potential in the youth they serve (OACRS, 2010). In their mission statement, 

OACRS states that its members strive to influence public policy, to advance provincial 
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 partnerships and to pursue excellence, innovation and accountability to support change. 

Governance at OACRS includes a board of directors, a leadership council, an OACRS 

secretariat and a family advisory council (OACRS, 2010). Given that OACRS represents 

21 child health centres around the province of Ontario, this project has the potential to be 

disseminated to a very large population of children with CP. 

1.6 Knowledge Translation for Move & PLAY and On Track Studies 

Given the culmination of the final OnTrack study and the completion of the Move & 

PLAY study, the next step is to understand how to encourage the uptake of this research 

evidence and accompanying tools to reach wide and consistent use within rehabilitation 

centres around Ontario. The tools and products produced in the Move & PLAY and On 

Track studies are an appropriate means to explore the overall research question to 

mobilize these study results into practice. To achieve the goal of improving rehabilitation 

efforts for children and youth living with CP through these products, their use in practice 

must be implemented. This process, commonly referred to as ‘knowledge translation’, 

has been defined as “the exchange, synthesis and ethically-sound application of 

knowledge – within a complex system of interactions among researchers and users – to 

accelerate the capture of the benefits of research” (Government of Canada, 2005). The 

purpose of knowledge translation efforts is ultimately to enable knowledge creation to be 

used in practice to reach the people or purpose it was intended for. Knowledge translation 

is known to be complex within the healthcare field, given the pace of innovation and 

research combined with other multifaceted realities of health systems (Oborn, Barrett, & 
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  Racko, 2013). A more extensive Knowledge Translation Literature Review is contained 

in Appendix A.  

Graham and colleagues (2006) have developed the Knowledge-to-Action (KTA) process 

to provide clarity of the complex process of mobilizing evidence into practice. The 

framework highlights key elements that are believed to assist in navigating this process. 

Once knowledge has been created through inquiry, synthesis and products/tools, it is 

subject to the action-cycle, which is the application phase of knowledge translation.  

 As outlined in the KTA model by Graham et al. (2006), the action process must adapt to 

local knowledge and assess barriers to knowledge use. Furthermore, the action cycle must 

intentionally involve stakeholders and tailor knowledge for those for whom it is intended 

(Graham et al., 2006). The phases of the KTA process are dynamic in nature and may 

overlap and influence one another in a non-linear fashion.  

More specifically, the action phase contains the following non-linear steps: identification 

of the problem, adapting to local context, assessing barriers to knowledge use, selecting, 

tailoring and implementing interventions, monitoring knowledge use and finally 

sustaining knowledge use (Graham et al., 2006). Applying the KTA framework to the 

context of this research, ‘knowledge creation’ has been produced through both the Move 

and PLAY and On Track studies. This study investigates some aspects of the action 

phase cycle including identifying the problem, assessing barriers and suggesting potential 

implementation interventions. 
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  1.7 Summary 

Given that motor development for children with CP can be manifested to varying 

degrees, it is problematic to assume correlation patterns between measures across 

children. CP must be considered on a case-by-case basis as should each child’s 

developmental abilities and progress. Products from the Move & PLAY and OnTrack 

studies address this need and promote individualized care to suit the needs, abilities and 

goals of children with CP and their families. The overall purpose of the project presented 

in this thesis is to understand how to facilitate the uptake of research evidence into 

practice, while also contributing to the knowledge translation literature. A deliberative 

dialogue was used as a method of data collection in this research and is discussed in 

detail in the following chapter.  
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  Chapter 2: Literature Review 

In this chapter, I discusse the use of deliberative dialogue as a data collection strategy to 

gather various perspectives in CP to inform knowledge translation efforts for both studies 

(Move & PLAY and On Track) mentioned in the previous chapter. 

2.1 Deliberative Dialogue  

Deliberative dialogues have been previously used in public policy, environmental science 

and international relations for the purpose of understanding a topic and exploring 

implementation considerations (Boyko, Lavis & Dobbins, 2014). Health systems are 

complex in nature, involving the interactions of many relationships, roles, administrative 

bodies and inherent organizational structures. Plamondon, Bottorff, and Cole (2015) 

explain how ‘relational nature’ is central to human existence and knowledge and thus 

critical to implementations within health systems. Plamondon et al. (2015) state: “We 

understand relationality to be a stance of being intentionally attuned to the interdependent 

nature of connections between people, ideas, organizations, bodies of knowledge and 

contexts” (pp. 3).  By focusing on learning-centered strategies that empower relationality, 

we may overcome structural silos and obstacles to catalyze systematic change 

(Plamondon et al., 2015). Deliberative dialogue is a type of relational activity in which 

individuals with different perspectives concerning a common topic convene to engage in 

a conversation regarding a particular issue (Boyko, Lavis, Abelson, Dobbins, & Carter, 

2012). Combined perspectives and contextual understanding of the topic improves our 

capacity to move along the KTA process (as discussed in Chapter 1) (Plamondon et al., 

2015). 
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  The strategy does not follow a one-size fits all approach; however, recent research has 

explored key features within the health systems context. Invitees of a deliberative 

dialogue are purposefully and strategically chosen to include all perspectives of a 

particular topic, to engage people who naturally have something to say and to include 

people who are influencers within the particular topic field (Moat, Lavis, Clancy, El-

Jardali, & Pantoja, 2014). Given that these individuals have a distinct investment or 

connection to the matter, they are commonly referred to as ‘stakeholders’.  

Deliberative dialogues provide a platform for stakeholders who may not have an 

opportunity to engage in cross-disciplinary discussions, to learn from one another in a 

safe and confidential environment. The purpose of a deliberative dialogue is to 

brainstorm about a current topic by exploring associated challenges and opportunities 

(Lavis, Boyko, & Gauvin, 2014). Deliberations are not to be mistaken as ‘debates’. In 

debates there are ‘winners and losers’, whereas in a deliberative dialogue there are 

upsides and downsides to each and every perspective (Lavis et al., 2014). All situations, 

ideas and solutions are included as a part of the conversation. A deliberative dialogue is 

different from a debate, as the goal is not to end with a general consensus or to reach an 

ultimate conclusion (although this may naturally emerge). Rather, it is an initiative to 

stimulate innovative thinking among researchers, stakeholders and policy makers (Lavis 

et al., 2014). Deliberative dialogue is a pragmatic approach to initiating a conversation 

around a challenging topic that may be seen differently by various stakeholders. 

Recently, deliberative dialogue has been explored as both a data collections strategy as 

well as a knowledge translation strategy. 
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  2.1.1 Deliberative Dialogue as a Data Collection Strategy  

In their study examining the mobilization of family violence evidence into public health 

and practice, Boyko, Kothari and Wathen (2016) investigated the experience, usefulness 

and emerging themes of a deliberative dialogue conducted specific to this topic. The 

results were favorable, claiming that participants anticipated using the knowledge shared 

at the deliberation. After interviewing deliberation participants, authors of the paper 

concluded that deliberative dialogues may be a meaningful way for ‘collaborative sense 

making’ (Boyko et al., 2016). This ‘sense making’ refers to the importance of an 

individual’s understanding of a particular issue as a stepping stone in the progression of 

new ideas and interventions (Boyko et al., 2016). 

In their knowledge translation article exploring the notion of analyzing data generated 

through deliberative dialogues, Plamondon et al. (2015) highlight the advantages of 

deliberative dialogues as a data collection strategy. Authors characterize this use as 

‘compelling’ due its collaborative approach to bring together: “a group of informed, 

knowledgeable, and experienced people who can lend their deep tacit knowledge to the 

contemplation of evidence as it related to action” (Plamondon et al., 205; pp. 1537). Tacit 

knowledge refers to knowledge that is developed through an individual’s experiences in a 

particular position and may be more difficult to communicate in written form compared 

to explicit knowledge (Kothari, Hovanec, Hastie & Sibbald, 2011). Applying such value 

on tacit knowledge from stakeholders involved in the topic facilitates the progression of 

action-oriented health research to ultimately integrate this knowledge into practice. For 
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  the purpose of this study, a focus was set on deliberative dialogue used mainly as a data 

collection strategy to inform knowledge translation understanding and efforts. 

2.1.2 Deliberative Dialogue as a Knowledge Translation Strategy 

In itself, deliberative dialogue is a form of knowledge translation due to its nature of 

convening stakeholders from all perspectives and enabling the distribution and sharing of 

information among them. By engaging in conversation, participants are able to share and 

absorb tacit knowledge from one another and are given the opportunity to consult explicit 

knowledge from background documents (to be discussed in this Chapter). Participants 

may potentially feel empowered and return to their daily context and reflect or apply 

information that was shared at the dialogue, thus beginning the process of knowledge 

mobilization (Boyko et al., 2012). This process aligns directly with the very definition of 

knowledge translation of relaying information to the people and impact for which it is 

intended (Government of Canada, 2005). 

A process entitled ‘capacity building’ influences intended effects of a dialogue that may 

be categorized into three interrelated groups: short-term individual-level, medium-term 

organizational-level and long-term system-level (Boyko et al., 2012). The process is 

reflective of a deliberative dialogue used as a knowledge translation strategy and is 

formed by the inclusion of appropriate a stakeholder mix, the Chatham House Rule and 

accessible evidence (Boyko et al., 2012). Further description of these pre, during, and 

post-deliberative activities are contained in 2.2.  
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  In the short term, the effects include heightening personal capacities to tackle the issue at 

hand, fostering mutual understanding and empowerment, gaining insight into the various 

perspectives surrounding a common issue and cultivating relationships among a variety 

of stakeholders (Boyko et al., 2012). In the medium term, or at the community / 

organizational level, intended effects include strengthening community and 

organizational capacity, promoting the ability to develop policy options and encouraging 

actions when a relevant policy window regarding the topic opens (Boyko et al., 2012). 

Finally, in the long term, deliberative dialogue is intended to strengthen “system-capacity 

to make evidence-informed decisions” (Boyko et al., 2012, p.1940, Figure 1). 

Approaching expected effects with a pragmatic lens, in this study I strive to initiate 

capacity building at the individual level as a first step towards evidence-informed 

decision-making. 

2.1.3 Use of Deliberative Dialogue in Health Research 

Literature suggests that deliberative dialogues have the ability to address three main 

factors that influence the use of research in health policymaking. These factors include 

interactions between researchers and policymakers, timeliness of information and 

communication between various stakeholders regarding beliefs, values and interests 

(Lavis et al., 2014). Such facilitations are made possible through providing an 

opportunity for researchers and policy members to interact with one another. Fostering 

such relationships can propagate mutual understanding among stakeholders who may 

lack the opportunity to discuss relevant health topics in an environment conducive to 

‘boundary-crossing dialogue’ (Boyko et al., 2012). Through this interaction, participants 
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  gain new perspectives, share their views and are empowered to cultivate needed change 

in their distinct areas of practice (Boyko et al., 2012). Fostering empowerment is a 

fundamental aspect of a deliberative dialogue, as stakeholders often overcome their sense 

of ‘powerlessness’ (Boyko et al., 2012) and are more inclined to take action towards a 

common goal. Due to the existing realities of knowledge mobilization within health 

systems, this type of empowerment is critical to implementation efforts. Although this 

particular example is related to health policymaking, it is significant in the context of this 

study as the implementation of research evidence into a provincial association such as 

OACRS will also be influenced by structural and political similarities.  

2.2 Key Features of a Deliberative Dialogue Approach 

Deliberative dialogues do not follow a rigid structure as they are adaptable to the context 

in which they are used. However, there are some characteristics that are constant in a 

large portion of deliberative dialogue proceedings. The deliberative dialogue approach 

constitutes of actions pre-dialogue, during the dialogue and post-dialogue.   

2.2.1 Prior to Dialogue Activities 

2.2.1.1 Planning Committee and Preparatory Documents. 

Various bodies of literature have alluded to the use of planning or ‘steering’ committees 

to prepare for the deliberative dialogue. This committee is generally comprised of a mix 

of relevant stakeholders who may assist in confirming adequate representation among 

stakeholders, sending out invitations, and informing how the discussion can cater to all 

diverse participants (Lavis, Boyko, Oxman, Lewin & Fretheim, 2010). The planning 
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  committee may also play a role in approving preparatory documents often distributed 

prior to the dialogue. Such documents outline research evidence providing background 

information about the issues to be discussed. The document may also contain a list of 

topics to be examined to ensure that important materials have already been grasped and 

acknowledged by the participants (Lavis et al., 2010).  

2.2.1.2 Arranging an Appropriate Meeting Environment 

In a study outlining deliberative dialogue as a mechanism for knowledge translation and 

exchange in the health system, key features of this process were highlighted (Boyko et 

al., 2012). First is the importance of an appropriate meeting environment that is 

conducive to engaging in dialogue. Some of these examples include: appropriate 

materials (e.g., paper, note pads), structure of the event in terms of time, appropriate 

venue and facility, technical requirements and evaluation (Boyko et al., 2012). Notably, 

the most important aspect of an appropriate meeting environment is fostering trust and 

participants’ confidence to speak up (Boyko et al., 2012).  

2.2.1.3 Inviting a Mix of Stakeholders  

Ensuring that a mix of relevant stakeholders are engaged throughout the deliberative 

dialogue process is another way to successfully execute this method for data collection. 

Boyko et al. (2012) state that participants must reflect relevant interests and must 

represent their perspectives in a balanced manner. Once the meeting environment is 

conducive to open deliberation, and relevant stakeholders are in attendance, the 

discussion must effectively address the current situation of the issue at hand. Evidence 
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  must be accessible for all participants to better understand the topic, in order to better 

engage in dialogue (Boyko et al., 2012).  

Other relevant aspects of deliberative dialogue include participants who are committed to 

valuing knowledge and working together to address challenges, transparency regarding 

the motives behind the discussion (e.g. for government or institution) and how the topic 

fits into a larger political agenda. Deliberative dialogues may consist of various 

participant group sizes, ranging from 5 to 10 or 20 to 30 contributors (Boyko et al., 

2012). There are mixed opinions regarding which group size to select. For example, it is 

easier to include every participant’s perspective in the discussion within a smaller group 

of individuals. However, some argue that smaller groups may not include the essential 

diversity in stakeholders, whereas a larger group will less frequently engage all 

participants, but potentially generate more novel ideas (Boyko et al., 2012).  

  2.2.1.4 Preparatory Documents 

Past deliberative dialogues have included the distribution of documents that could 

potentially enhance the experience of stakeholders at the dialogue. Such documents have 

previously included evidence briefs, issue briefs, or any other background materials to set 

the stage for the topic to be discussed (Boyko et al., 2014). Furthermore, ‘preparatory 

documents’ can include any informative document that keeps the participation of 

stakeholders as transparent as possible, in order to maintain a safe and open environment 

for collaboration (Boyko et al., 2014).  
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   2.2.2 During the Dialogue 

2.2.2.1 Supporting Transparent Dialogue 

Often mentioned in relation to deliberative dialogues is the ‘Chatham House Rule’. This 

‘rule’ is a practice often associated to successful involvement within local governments, 

commercial organizations and research organizations (Chatham House, 2016). The 

Chatham House Rule declares that participants are free to use the information received at 

the event, with the agreement that neither the identity nor the affiliation of a speaker will 

be disclosed (Chatham House, 2016). Additionally, specific comments are not to be 

linked to a particular stakeholder (Chatham House, 2016). This rule is also often 

mentioned in studies employing deliberative dialogues (Boyko et al., 2014; Lavis et al., 

2014; Lavis et al., 2010). Given that the goal at a deliberative dialogue is engaging in 

meaningful discussion, the rule assists participants in openly voicing their honest 

perspectives and opinions at the event.  

2.2.2.2 Engaging an Effective Facilitator	

Discussion topics and engagement from participants are moderated during the event by a 

facilitator. According to Boyko et al. (2012, p.1491), a good facilitator displays the 

following characteristics: “skilled, knowledgeable and neutral”. The main goal of the 

facilitator is to ensure structure and to foster mutual understanding and innovative 

thinking. Other duties include being attentive to the conversation, piecing together 

aspects of the issue and ensuring that all participants are involved in the discussion 

(Boyko et al., 2012). It is also suggested that the selected facilitator is knowledgeable 
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  about the subject as well as its political situation, in order to successfully interpret and 

guide the conversation. It is imperative that the facilitator remain neutral, refrain from 

offering their own ideas and stray clear of influencing the discussion to any extent 

(Boyko et al., 2012). 

2.2.3 Post-Deliberative Dialogue Activities 

Certain tasks carried out after the deliberative dialogue help to create footprint of the 

discussion and provide opportunity for further input. This is a time in which organizers 

should consider the conversion of the discussion into a written format (e.g. posting the 

summary described above online) for participants to review and provide feedback and to 

highlight and initiate further actions (Boyko et al., 2012).  Post-deliberation activities 

from past studies have comprised further data collection through interviews outlining 

personal insights drawn from the event, a publicly accessible dialogue summary, 

personalized briefings to stakeholder groups or updates on new literature concerning the 

topic (Boyko et al., 2012). 

2.3 Summary 

Overall, deliberative dialogue is a promising approach that can be used to gather 

information about, understand and take action on complex health issues. One such issue 

is moving research findings related to CP into practice given varying stakeholder 

perspectives within the fields of CP and pediatric rehabilitation. It allows for boundary-

crossing dialogue to exchange ideas and initiate preliminary ideas toward common 

interests and goals. 
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  2.4 Research Question and Purpose 

The question to be addressed in this thesis was as follows: How can we facilitate the use 

of research evidence, such as that produced by the Move & PLAY and On Track studies, 

in services offered through the Ontario Association of Children’s Rehabilitation Services 

Centres to optimize outcomes of individual children with cerebral palsy? In this study, all 

steps of the deliberative dialogue process formed the data to be analyzed to further 

understand how to facilitate knowledge translation within this sector of the health system. 

Specifically, a deliberative dialogue was planned and executed as a data collection 

strategy and sources of data collected included meeting summaries, fields notes and 

interviews.  
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  Chapter 3: Methodology 

In this section, I describe the position and personal stance of the primary investigator of 

this study. I also provide general information about grounded theory methodology, the 

constructivist perspective and pragmatism. 

3.1 About the Author 

As a Bachelor of Health Sciences graduate, I have a keen interest in optimization and 

innovation within the health stream. Knowledge translation is currently at the forefront of 

healthcare and gaining popularity as researchers discover that publishing evidence is no 

longer the final step to impacting practice outcomes (Rosenbaum, 2005). As the OnTrack 

study is wrapping up, this knowledge translation project was a timely opportunity to 

combine my interests to form an exciting study. Cerebral palsy (CP) is a disability that is 

close to my heart, as my younger sister was diagnosed with CP, epilepsy and 

developmental delay from a young age. My personal experiences have sparked my 

commitment to positively contribute to the field of CP, specifically, and pediatric 

rehabilitation, in general. 

A strength I carry is that I do not currently hold a clinical background, therefore I do not 

hold any preconceived notions about the way services are presently delivered in pediatric 

rehabilitation. I bring a novel perspective to this topic, with an open mind. Furthermore, 

from a methodological perspective, I would situate myself as a constructivist grounded 

theorist (Charmaz, 2006). From a pragmatic standpoint, I desire balance between what I 
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  wish to impact and the true outcomes of this project. My ontological position works well 

with the methodologies I have chosen to guide this research. 

The opportunity to pursue a master’s degree while combining my interests and personal 

curiosities have made me very excited for this study. I was able to bring a fresh 

perspective to the discussion as a new non-clinician researcher and my familiarity with 

CP granted me with a compassionate outlook as the sibling of a child with a disability. 

My lived experiences enabled me to be realistic about the true outcomes of this study and 

inspired me to produce quality work for the field of pediatric disability, rehabilitation and 

knowledge translation. 

3.2 Grounded Theory Methodology 

Grounded theory has informed the methodological choices and assessments made 

throughout this project.  Charmaz (2014) described grounded theory as a method 

consisting of systematic guidelines that are flexible in gathering and interpreting 

qualitative data. The research is grounded in the data, meaning that constructed ideas 

emerge mainly from the data itself. This methodology is inductive in nature and requires 

iterative steps between data and investigation, as the analysis emerges. The theory 

interprets how participants explain statements and how they explain their actions 

(Charmaz, 2014). Given that grounded theory often answers questions pertaining to how, 

the researcher has no preconceived concepts to ‘prove’ or ‘disprove’ (Mills, Bonner, & 

Francis, 2006). The grounded theory process is illustrated in Figure 3-1.  
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Figure 3-1: The grounded theory process, illustrated (Charmaz, 2014). (Reproduced with 

permission, Appendix B). 
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  Findings are gathered through what researchers hear, see and sense during their data 

collection. Observations, interactions, interviews and documents are often used by 

grounded theorists, however given the flexibility of grounded theory, researchers bring an 

open attitude and approach to the study (Charmaz, 2014). To constructive grounded 

theorists, social interactions, sharing perspectives and interpretive understanding are 

highly valued in research (Charmaz, 2014). Constructivism rejects the existence of an 

objective reality, and rather accentuates multiple individual realities influenced by 

context (Mills et al., 2006).  

Grounded theory is consistent with the individual realities that exist within CP 

rehabilitation. As discussed in Chapter 1, CP is highly heterogeneous and each child and 

family must be considered individually. This research involved numerous stakeholders 

within the OACRS centres from families, youth with CP, policymakers, service providers 

and administrators, who each experience different realities within the context of pediatric 

rehabilitation. Given that this research considers complex realities, a pragmatic lens was 

applied to the research to ensure practicality and feasibility of the study. Suitably for this 

work, deliberative dialogue as a method for data collection is also consistent with the 

grounded theory methodology, as the goal of deliberative dialogue is to enhance one’s 

understanding of a particular topic through the examination of multiple perspectives 

(Charmaz, 2014; Lavis et al., 2014; Plamondon et al., 2015). 

3.3 Pragmatism 

Pragmatism acknowledges the practical consequences of reality with the intention of 

discovering ‘truth’ in the solutions of the problems faced in clinical practice (Shaw, 
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  Connelly, & Zecevic, 2010). This emerging research paradigm rejects strict knowledge 

criteria and is more concerned about finding all possible ‘truths’. The flexible nature of 

this paradigm enables the researcher to consider all possible avenues for obtaining and 

analyzing data (Shaw et al., 2010). Most importantly, pragmatism in an appealing choice 

for practical research as it is often grounded in realistic expectations and considers the 

realities of the ‘real-world’. 
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  Chapter 4: Methods 

In this section, I outline the methods that were used to plan and implement the 

deliberative dialogue. More specifically, I provide a detailed description of the context of 

the study, the study sample, and the qualitative, exploratory methods for data collection 

and techniques for data analysis based on grounded theory and pragmatism. 

4.1 Planning Framework 

As described in Chapter 2, the purpose of a planning committee presents the opportunity 

to consider multiple perspectives to appropriately shape the deliberative dialogue. The 

planning committee fits into the larger picture of ensuring a thorough and comprehensive 

design for the dialogue. A planning committee was strategically chosen to reflect varied 

perspectives concerned with knowledge translation and CP. Committee members’ unique 

perspectives guided the content and structure of the half-day deliberative dialogue that 

took place on November 18, 2016. Three one hour-long meetings were held in the six 

months prior to the half-day deliberation. Two of these meetings were conducted prior to 

submitting details for ethics approval.  

Planning for the deliberative dialogue and this thesis also included the assembly of a 

Research Team consisting of the primary investigator, an MSc Student Collaborator, the 

Thesis Supervisor, a Deliberative Dialogue Consultant and an MSc Thesis Advisor. The 

Research Team worked closely with the primary investigator and were involved with 

preliminary concepts and drafts. The planning group was formed of some members of the 

Research Team in conjunction with stakeholders holding the following titles: Best 
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  Practice Committee member of OACRS, Physical Therapy Professionals, OnTrack 

Parent Collaborator, OnTrack Assessor, OnTrack Coordinator and Research and 

Knowledge Exchange Consultant (who was also the facilitator for the deliberative 

dialogue). For a list of names and titles of Research Team members and planning 

committee members please see Appendix C. Some invitees held several positions and 

brought multiple perspectives to planning the discussion. Committee members were 

chosen due to their affiliation with either the OnTrack study, OACRS or having a vested 

interest in methodologies chosen to guide this research. This notion of a planning 

committee is consistent with steering committees formed prior to organizing a 

deliberative dialogue, as explained in the literature. Importantly, this planning team did 

not solely act as a consulting body to the research, but rather played a large role in 

shaping the deliberative dialogue. Meeting memos from the committee meetings were 

later consulted as a source of data for analysis. 

In the first planning meeting we refined and approved the research questions for the 

deliberative dialogue. The roles of each member of the planning committee were 

elucidated and an overview of deliberative dialogue was explained to the participants. 

This meeting also provided an opportunity for participants to discuss and rank which 

stakeholders should be invited to the deliberative dialogue to ensure that an appropriate 

mix of stakeholders would be represented. Furthermore, a draft agenda was generated at 

this meeting and dates for the subsequent planning group meetings were chosen. 

Tentative dates for the deliberative dialogue were discussed and an Issue Brief was 

distributed at the end of this first meeting for planning members to reflect upon at the 
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  following meeting. The purpose and characteristics of this Issue Brief will be discussed 

further in 4.4.1.2. 

At the second meeting, participants reviewed the Issue Brief and provided their feedback 

on necessary changes. This meeting also focused on refining the agenda for the day of the 

deliberative dialogue (e.g. how to start the conversation regarding CP and knowledge 

translation; please see Appendix D for the Deliberative Dialogue Agenda) and finalized 

the list of participants to contact for the deliberation, as well as narrowing tentative dates 

to 2 or 3 possibilities. The final task for the second meeting was to review and approve 

the semi-structured telephone interview guide (contained in Appendix E) that was used 

after the deliberative dialogue. A third meeting consisted of refinements and planning 

logistics for the day of the dialogue. Subsequently, all potential participants were 

contacted through email (contained in Appendix F). Signed consent forms were collected 

on the day of the deliberative dialogue. Letter of Information and Consent are contained 

in Appendix G. These proceedings are summarized in table 4-1. 

Table 4-1: Planning Committee Meeting Proceedings 

 

 

Planning Committee 
Meeting 1 
Objectives 

• Discuss and agree on each member’s role within the 
planning committee 

• Refine and approve the research questions for the 
deliberative dialogue 

• Describe and discuss the deliberative dialogue 

• Discuss and rank potential stakeholders to explore 
appropriateness of stakeholder mix 

• Generate draft agenda ideas  



 

 

 

  30 

  
• Choose subsequent planning committee dates  

• Discuss tentative deliberative dialogue dates   

• Circulate draft Issue Brief after the meeting 

 

Planning Committee 
Meeting 2 
Objectives 

• Review and provide feedback on Issue Brief 

• Refine deliberative dialogue agenda 

• Finalize a list of participants to contact for the deliberative 
dialogue 

• Review and approve a semi-structured telephone interview 
guide  

Planning Committee 
Meeting 3 
Objectives 

• Discuss and refine logistics of the deliberative dialogue  

 

4.2 Study Sample: Deliberative Dialogue Participants 

The deliberative dialogue provided a space and an opportunity for relevant stakeholders 

in research, pediatric rehabilitation and CP to come together and discuss knowledge 

uptake with one another. Targeted participants were mobilizers within pediatric 

rehabilitation including: young adults with CP, family members, physical and 

occupational therapists, physicians, professional practice leaders (OACRS), best practice 

committee member (OACRS), chair of clinical services committee, Chief Executive 

Officers (CEOs) of individual CTCs, the CEO of OACRS, a representative from the 

Ministry of Child and Youth Services, and clinical researchers. Up to eighteen 

stakeholders were invited to the half-day deliberative dialogue held at CanChild Centre 

for Childhood Disability Research (CanChild) affiliated with McMaster University in 









 

 

154  

 
Appendix J: Ethics Approval 
 

 

 



 

 

155  

Curriculum Vitae 
EDUCATION 

2015-2017 Master of Science: Health and Rehabilitation Sciences 
  Western University, London, ON, CAN 

Supervisor: Dr. Doreen Bartlett 
 
2010-2015 Bachelor of Health Sciences (BHSc): Honours Specialization in 

Health Sciences 
 Western University, London, ON, CAN 
 Graduated with Distinction 
 

SCHOLARSHIPS AND AWARDS 
2017-2016 Western Graduate Research Scholarship 
2015- 2011 Dean’s Honour List for the Faculty of Health Sciences 
2010 Western Continuing Admission Scholarship 

 
ACADEMIC CONTRIBUTIONS 

2015-2017  Research Assistant with Dr. Bartlett 
2017 Teaching Assistant in Occupational Therapy  

 
PRESENTATIONS & CONFERENCES  

Daya, A. & Belliveau, M. Identifying the gaps in clinical documentation to improve quality 
of care in the OBCU at Victoria Hospital.  

• Faculty of Health Sciences Research Day. London, ON. March 25 2015. Poster 
Presentation 

• Western Student Research Conference. London, ON. March 21 2015. Poster 
Presentation 

Daya, A., Deluzio, T., Bartlett, D. How to facilitate the uptake of research evidence to 
optimize outcomes for children with cerebral palsy within the OACRS centres (Work in 
progress)  

• Faculty of Health Sciences Research Day. London, ON. March 22 2016. Poster 
Presentation 

• CanChild Family Engagement Day Conference. Hamilton, ON. April 2 2016. Poster 
Presentation 

Deluzio, T. Daya, A., Bartlett, D. How do families of children with cerebral palsy prefer to 
receive individualized evidence-based information? (Work in progress) 

• Faculty of Health Sciences Research Day. London, ON. March 22 2016. Poster 
Presentation 

• CanChild Family Engagement Day Conference. Hamilton, ON. April 2 2016. Poster 
Presentation 

Daya, A. Using a Deliberative Dialogue to Facilitate the Uptake of Research Evidence for 
Children with Cerebral Palsy 

• On Track Wrap Up Meeting. London, ON. June 14 2017. Power Point Presentation 


